	Ref No.: FOI/2526/SG17462

	Date FOI request received: 21st October 2025

	Date FOI response: 19th November 2025

	REQUEST & RESPONSE: I would like to request the following information: 
1. Does your Trust have a policy on Transition between children and adult mental health services? Could you please share a copy of the policy or include a link if it is available online. 

OUR RESPONSE: The Trust has a Standard Operating Procedure (SOP), please see attached.   

2. Does your Trust offer 0 to 25 pathway for mental health support and if it does, who is it offered to past the age of 18 (eg. all young people or specific groups/conditions)? 

OUR RESPONSE: Yes, please see attached Service Specification for CAMHS Young Persons Team, specifically section 6 relating to 18 – 25 years.

3. What are the mental health care pathways for those under the age of 18 and 18+ within your Trust. Please provide the list for both of these age groups? In relation to care pathways for the purposes of this request care pathways mean mental health services and/or teams ensuring mental health support for specific groups of people (clarification)

OUR RESPONSE: Please see attached care pathway document which covers CAMHS and Paediatric Psychology.  The pathway for the Mental Health Support Teams in Schools is currently being developed.

4. Please provide information on the total number of 17 year olds with an active referral to community children’s mental health services and the number of 17 year olds who accessed treatment (treatment means 2 or more contacts with services) within your Trust’s community children and young people mental health services in the following periods of time a) 1 April 2021- to 31 March 2022 / b) 1 April 2022 to 31 March 2023 / c) 1 April 2023 to 31 March 2024 / d) 1 April 2024 to 31 March 2025.  
Please provide information in the table below.


Total number of 17 year olds with active referral to children and young people mental health services: 
a)1 April 2021- to 31 March 2022 OUR RESPONSE: 2915.

b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 2932.

c)1 April 2023 to 31 March 2024 OUR RESPONSE: 3051.

d)1 April 2024 to 31 March 2025 OUR RESPONSE: 3202.

Total number of 17 y.o who accessed treatment from children and young people mental health services: 

a)1 April 2021- to 31 March 2022 OUR RESPONSE: 1890.
b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 1876.
c)1 April 2023 to 31 March 2024 OUR RESPONSE: 2131.
d)1 April 2024 to 31 March 2025 OUR RESPONSE: 2305.

5. Of the 17 year olds who accessed treatment (treatment means 2 or more contacts with services) within your Trust’s community children and young people mental health services how many were: discharged back to GP; recorded as completed treatment; referred to adult mental health services; and continued treatment with children mental health services upon reaching the age of 18 in the following periods of time: a) 1 April 2021- to 31 March 2022 / b) 1 April 2022 to 31 March 2023 / c) 1 April 2023 to 31 March 2024 / d) 1 April 2024 to 31 March 2025.  

Please provide information in the table below. 

number of children age 17 discharged back to GP: 

a)1 April 2021- to 31 March 2022 

b)1 April 2022 to 31 March 2023 

c) 1 April 2023 to 31 March 2024 

d)1 April 2024 to 31 March 2025 

OUR RESPONSE: From our preliminary assessment, we estimate that compliance with your request would exceed the appropriate costs limit under section 12 of the Freedom of Information Act 2000, currently £450, as we do not centrally record the information being requested and this would require a manual review of individual patient records to determine as this discharge reason is not explicitly recorded in the Electronic Patient Record (EPR).
number of children age 17 recorded as completed treatment: 
a)1 April 2021- to 31 March 2022 OUR RESPONSE: 448.
b)1 April 2022 to 31 March 2023 OUR RESPONSE:448.
c) 1 April 2023 to 31 March 2024 OUR RESPONSE: 868.
d)1 April 2024 to 31 March 2025 OUR RESPONSE: 754.
number of children age 17 referred to adult mental health services: 
a)1 April 2021- to 31 March 2022 OUR RESPONSE: 275.
b)1 April 2022 to 31 March 2023 OUR RESPONSE: 295.
c) 1 April 2023 to 31 March 2024 OUR RESPONSE: 296.
d)1 April 2024 to 31 March 2025 OUR RESPONSE: 199.
number of children age 17 continuing treatment with children mental health services upon reaching the age of 18:
a)1 April 2021- to 31 March 2022 OUR RESPONSE: 1320.
b)1 April 2022 to 31 March 2023 OUR RESPONSE: 1374.
c) 1 April 2023 to 31 March 2024 OUR RESPONSE: 1501.
d)1 April 2024 to 31 March 2025 OUR RESPONSE: 820.

6. Please provide information on the total number of 18 year olds with active referral to community adults mental health services within your trust in the following periods of time 

a) 1 April 2021- to 31 March 2022 OUR RESPONSE: 1284.
b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 1352.
c) 1 April 2023 to 31 March 2024 OUR RESPONSE: 1644.
d) 1 April 2024 to 31 March 2025 OUR RESPONSE: 1672.

7. How many of young people age 18 with active referral to community adults mental health services within your trust had referral source recorded as ‘children and young people mental health services’ in the following periods of time 

a) 1 April 2021- to 31 March 2022 OUR RESPONSE: 182.
b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 177.
c) 1 April 2023 to 31 March 2024 OUR RESPONSE: 191. 
d) 1 April 2024 to 31 March 2025. OUR RESPONSE: 242. 

8. Of young people age 18 who had active referral to adult mental health services within your Trust by referral source ‘children and young people mental health services’ how many accessed treatment (2 or more contacts with services) within community adult mental health services in your trust in the following periods of time 

a) 1 April 2021- to 31 March 2022 OUR RESPONSE: 98.
b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 106.
c) 1 April 2023 to 31 March 2024 OUR RESPONSE: 94.
d) 1 April 2024 to 31 March 2025 OUR RESPONSE: 106.

9. For young people age 18 who accessed treatment from adult mental health services within your Trust and whose referral source was ‘children and young people mental health services’ what was the median wait in days; the longest wait in days; and the shortest wait in days from referral to second contact in the following periods of time a) 1 April 2021- to 31 March 2022 / b) 1 April 2022 to 31 March 2023 / c) 1 April 2023 to 31 March 2024 / d) 1 April 2024 to 31 March 2025.  

Please provide information in the table below.

Median wait in days from referral to second contact for 18 year olds who accessed services and whose referral came from children and young people mental health services: 
a)1 April 2021- to 31 March 2022 OUR RESPONSE: 445.
b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 888.5.
c)1 April 2023 to 31 March 2024 OUR RESPONSE: 848.
d)1 April 2024 to 31 March 2025 OUR RESPONSE: 385.

Longest wait in days from referral to second contact for 18 year olds who accessed services and whose referral came from children and young people mental health services 

a)1 April 2021- to 31 March 2022 OUR RESPONSE: 1464.
b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 921.
c)1 April 2023 to 31 March 2024 OUR RESPONSE: 729.
d)1 April 2024 to 31 March 2025 OUR RESPONSE: 553.

Shortest wait in days from referral to second contact for 18 year olds who accessed services and whose referral came from children and young people mental health services 
a)1 April 2021- to 31 March 2022 OUR RESPONSE: 1.
b) 1 April 2022 to 31 March 2023 OUR RESPONSE: 1. 
c)1 April 2023 to 31 March 2024 OUR RESPONSE: 2.
d)1 April 2024 to 31 March 2025 OUR RESPONSE: 1.

10. Does your trust record information on the sources of referrals to children and young people mental health services and adult mental health services? If yes, what are the sources of referrals listed in both cases. 

OUR RESPONSE: Please see attached list.



	Attachments: 
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1. INTRODUCTION 


In its report, Transition from child and adolescent mental health services to adult mental 


health services, the Health Services Safety Investigations (HSSI) body highlighted that 


young people using mental health services benefit from a flexible, managed transition 


from Child and Adolescent Mental Health Services (CAMHS) that has been carefully 


planned with the young person, incorporates a period of shared care and provides 


continuity of care and follow up after transition. It further highlights that flexible services 


are especially important for young people with emotional problems, complex needs, 


mild learning disability, neurodiversity, for whom services in adult mental health care 


may be more limited. 


 


It also promotes transition guidance and pathways to enable structured conversations 


to take place with the young person transitioning to assess their readiness, develop 


their understanding of their condition and empower them to ask questions. 


(Investigation Report. Transition from child and adolescent mental health services to 


adult mental health services HSSIB 2018). 


 


 


2. PURPOSE AND SCOPE  


The purpose of this standard operating procedure (SOP) is to establish a clear process 


for the transition of young people aged 17.5 -18 from Specialist Child and Adolescent 


Mental Health Services (CAMHS) to ensure continuity of care and appropriate support.  


 


This will support the individual to thrive and result in:  


 


➢ preparation for young people (and their parents/carers) moving on from 


CAMHS  


➢ greater continuity and higher quality of care for young people using, and 


transferring between teams/services  


➢ better communication  


➢ better experience and outcomes for young people 


 


This SOP applies to staff working in Specialist CAMHS to enable a clear pathway for all 


young people aged between 17.5-18 years who are currently receiving services 


through CAMHS and to support their transition from the service. Unless specified the 


process and principles apply across CAMHS (outpatient and specialist teams) with 


relevant sections outlining the process for specialist teams / specific pathways. 


 


 


3. VERSION HISTORY LOG 


This area should detail the version history for this document.  It should detail the key 


elements of the changes to the versions. 


 


Version 
Date 


Implemented 
Details of Significant Changes 







1  November 


2023 


Circulated to CAMHS Leads and 


Clinical Governance  


2 August 2025  Full review and update   


3   


   


   


   


 


4. KEY INDIVIDUALS INVOLVED IN DEVELOPING AND CONSULTING 


ON THIS DOCUMENT 


Viki Elliott – Lead Matron CAMHS Community 


Melissa Parry – Deputy Head of Nursing – FYPCLDA 


Nyasha Mupfukudzwa – Senior Nurse / Transitions Lead 


Verity Swann - Senior Nurse / Transitions Lead 


Ellisa Fisher – Lead Occupational Therapist CAMHS 


Stephanie Buswell – Family Service Manager  


Kerry Murrell - Care Navigator 


Sheila Taylor-Raj – Clinical Team Lead – CAMHS Outpatients  


Michelle Sayer – Service Group Manager – CAMHS  


Alvina Ali – Clinical Director for CAMHS  


 


5. GOVERNANCE  


CAMHS Clinical Leadership Group (CCLG) 


CAMHS Quality and Safety (Q&S) 


Senior Medical Staff Committee (SMSC) 


Patient Safety Expert Group (PSEG) 


DMH – DMH DMT, Deputy Heads of Nursing and Governance Team   


 


6. EQUALITY STATEMENT 


Leicestershire Partnership NHS Trust (LPT) aims to design and implement documents 


that meet the diverse needs of our service, population and workforce, ensuring that 


none are placed at a disadvantage over others. It takes into account the provisions of 


the Equality Act 2010 and promotes equal opportunities for all. This document has 


been assessed to ensure that no one receives less favourable treatment on the 


protected characteristics of their age, disability, sex (gender), gender reassignment, 


sexual orientation, marriage and civil partnership, race, religion or belief, pregnancy 


and maternity. 


 


7. ABBREVIATIONS & DEFINITIONS 


 


CAMHS  Child and Adolescent Mental Health Service(s)  


CAMHS  


Outpatients  


This refers to community teams within the Child and Adolescent 


Mental Health Service i.e.  CAMHS Outpatients team, YPT 







(Young People’s team), EDT (Eating Disorder Team), LDT 


(Learning Disability Team), CHRT (Crisis response and home 


treatment team), ICST (Intensive community Support team) 


Paediatric Psychology 


Due 


Regard  


Having due regard for advancing equality involves:  


Removing or minimising disadvantages suffered by people due 


to their protected characteristics.  


Taking steps to meet the needs of people from protected 


groups where these are different from the needs of other 


people.  


Encouraging people from protected groups to participate in 


public life or in other activities where their participation is 


disproportionately low.  


EPR  Electronic Patient Record  


DMH  Directorate of Mental Health   


LPT  Leicestershire Partnership NHS Trust  


SOP Standard Operational Procedure 


AED Adult Eating Disorders 


DMH Directorate of Mental Health (Adult Mental Health services) 


LDA Learning disabilities and Autism  


PTL Patient tracking list 


 


 


8. PURPOSE AND INTRODUCTION 


The transition of a young person into adult health and social care services is defined 


as; 


 


‘The purposeful, planned process of transferring a young person’s healthcare from a 


child-centred to an adult-orientated care setting that comprehensively addresses the 


medical, psychosocial, educational and vocational needs of that young person.’  


‘This definition implies that a ‘transition’ happens over time. In contrast to a ‘transfer’ 


which is defined as a ‘Move from one place to another’’. 


(National Confidential Enquiry into Patient Outcome and Death (2023)  


‘The Inbetweeners’ - A review of the process of transition from child into adult 


healthcare services) 


 


Transitions from Child and Adolescent Mental Health Services (CAMHS) to Adult 


Services (including Adult Mental Health (DMH), Adult Learning Disability Services 


(LDA), Adult Eating Disorder Services (AED) or back to the GP / Primary Care or adult 







services outside of LPT can be a stressful period for the young person and their 


parents/carers. Young people that have been accessing CAMHS services for some 


time may have some anxieties around moving on to less familiar services, having a 


clear, structured process aims to provide containment for young people and their 


families. 


 


9. PRINCIPLES AND PROCESSES 


The aim of the CAMHS transition process is to work with all relevant agencies to 


ensure the services for young people with mental health problems are coordinated to 


promote a holistic approach. 


 


The process of transition from child & adolescent services to adult services can be 


complex as the needs of each young person are not identical.  It is recognised that this 


may be a critical period of anxiety and uncertainty where risks may increase for young 


people which need extra care / planning.  


 


Transition from child & adolescent services into adult services is the responsibility of 


both the key worker/team from which the young person is leaving as well as the 


responsibility of the receiving key worker/team in adult services. 


 


This includes liaison with primary care to ensure partner agencies have the relevant 


information to support young people (and their parents/ carers) during and after the 


transition.  


 


Young people using CAMH services benefit from a flexible, managed transition of care 


that is carefully planned with the young person (and parents/carers where appropriate) 


which as far as is possible  incorporates a period of transition and joint working 


between services to ensure continuity of care and to maintain and support their 


ongoing emotional and mental health needs.  


 


10. SAFEGUARDING 


Safeguarding concerns are managed in line with LPT’s safeguarding policy and 


process. Clinicians are expected to attend safeguarding supervision as a minimum 


every 3 months.  


 


11. REFERRALS FOR YOUNG PERSON AGED 17 YEARS AND 6 MONTHS  


For those young people who come into CAMH services within 3 months of their 18th 


birthday– consideration should be given for a joint assessment between the relevant 


CAMHS team alongside the transitions worker to formulate a clear plan regarding the 


role of mental health services (CAMHS and DMH/ AED) or signpost to services outside 


of LPT. 


It is expected that all young people will be discharged from CAMHS by the age of 


18years and 3 months, if are there are complexities, CAMHS will work in collaboration 


with DMH to ensure a smooth transition of care, preferably a joint appointment should 







take place within a month of the referral being made (this may be before the YP is 


18years old).  


 


Where there are concerns regarding the care and treatment of a YP, CAMHS Lead  


Professional or transition clinical lead to follow the CAMHS escalation process which 


can be found here.  


 


The transition process will ensure that young people’s physical health needs are 


considered alongside their mental health need and will: - 


 


➢ Ensure that young people who require services during and post, transition, are 


seen in a timely manner. 


➢ Ensure that services available in an emergency or crisis, including out-of-hours 


are clearly communicated to young people.  


➢ Develop a transition care plan in collaboration with young people and 
where appropriate this should also be agreed upon and shared with the 
relevant services that outlines the steps, timelines, and key contacts 
involved in the transition process. 


➢ Develop and agree a safety plan in collaboration with young people and 
others as appropriate (relevant services, parents / carer).  


 


Discussion with the young person (and parents/carers where appropriate) about their 


ongoing needs should commence as early as possible but no later than 6 months 


before transition (within 1 month if new to service post 17years & 6months). This will 


prepare them for moving on, assess their readiness, develop their understanding of 


their needs, and empower them to ask questions.  


 


The transition process needs to allow adequate planning time for transfer between 


teams and co-working for more difficult/complex needs, where required. The Transition 


Pathway will support with the developments of a transition plan collaboratively 


produced with the young person (and where appropriate, their parents/carers) which 


will include the young person’s transition goals and key information (i.e.name of adult 


key worker, dates / plans for meeting / joint working, date of transfer of care, etc) 


alongside their lead professional.  


 


A transition plan should be developed in collaboration with the young person 


irrespective of whether the young person is transferring to AMH, GP/Primary Care or 


other services outside of LPT, which should also include relevant information of where 


to get support/help/crisis service numbers etc. The transition plan will be given to the 


young person and recorded on SystmOne.  


 


Where there is no adult service for a young person to transfer to, or there is a risk they 


may not engage with the adult service, ensure a detailed discharge letter is sent to their 


GP. And the young person should be given information about known and trusted third 


sector organisations who could provide support. 


 



https://staffnet.leicspart.nhs.uk/support-services/fypclda/camhs/clinical-process-pathways/





12. INVOLVING PARENTS/CARERS 


The needs of the young person’s parents/carers should be considered and where 


indicated a referral to the local authority for a carers assessment should be completed, 


to support identification of any needs the carer may have.  


 


13. IMPORTANT CONSIDERATIONS  


The young person (and where appropriate, their parents/carers) will be at the centre of 


the process and involved at all stages of planning, through regular consultation and 


dialogue with responsible clinicians.  


Every young person is supported to plan proactively for their future.  


Their parents/carers should be supported to prepare for their changing role.  


Key principles: 


➢ Clinicians will ensure that the young person and, with their consent, their 


parents/carers receive education, information, and awareness of adult 


services.  


➢ Children’s and adult services are actively working together to enable a smooth 


transition.  


➢ Throughout the transfer of care process, clinicians will continuously evaluate 


that expectations are being met.  


➢ The final decision regarding date of transition will be discussed and agreed by 
all but this will not go beyond 18years and 3 months. 


➢ The final decision regarding date of transition will be discussed and agreed by 


all.  


➢ There needs to be links to Education & Health Care plans (EHCP) where the 


young person has one.  


➢ Where it is agreed that ongoing treatment by adult services within the Trust is 


not required, the CAMHS service will provide advice for the young person 


about any alternative sources of help and support, including crisis or out of 


hours services.  


➢ The young person’s GP and any referring agency should be informed where a 


young person is in transition to adult services or in the process of moving on 


from CAMHS.  


 


The young person will have a CAMHS Key worker who will be keeping in touch with the 


young person and their parents/carers and the principles in this procedure are 


important to adhere to.  At the end of the transfer of care process, this should be clearly 


documented on the young person’s electronic patient record (EPR) and a care plan 


letter produced by CAMHS and sent to the young person and also circulated to 


GP/Primary Care and all agencies involved. 


 


Transition from children to adults' services can be a complex process, spanning a 


range of agencies and specialisms. A coordinated approach across health, education 


and social care will promote effective communication, engagement, continuity of care 


and staff feeling clear about the process and their role in it. 


 







There needs to be special attention to those young people who are an in-patient (in a 


CAMHS bed within or external to the Trust) and are transitioning to a Trust adult mental 


Health service (in-patient or community).  


 


It is important for practitioners across children's and adults' services to recognise that 


the structural and cultural differences between their services can make transition more 


difficult and confusing for young people and their families. Differences in areas such as 


IT systems, approaches to practice and how the services are accessed, organised, 


managed, and led can result in a lack of confidence in adults' services on the part of 


young people, their families, and children's services practitioners. This can make them 


reluctant to fully engage in the transition process and with adults' services. Transition 


from children to adults’ services for young people using health or social care services 


(NICE guidance NG43) 


 


Practitioners in children's and adults' services need to recognise the risk of young 


people becoming disengaged from services during transition and understand the 


impact this may have in the future. Care leavers, young offenders and young carers 


may be at particular risk. Risk of disengagement can be reduced by ensuring that 


transition planning is tailored to the young person, addresses any lifestyle changes, 


involves their GP and includes information and signposting to non-statutory services. 


Tools such as the health passport can support this process and can be found here. The 


all about me profile found in appendix 2 should be completed to support all transitions 


to secondary services.  


 


14. TRANSITIONS PATHWAY ROLE (OUTPATIENTS, YOUNG PEOPLES 


AND EATING DISORDERS TEAM) 


The aim of the transition’s pathway is to support the lead professional and young 


person with the process of transition from CAMHS to DMH / AED services. Where a 


young person is not accessing secondary services the transitions clinician may support 


the discharge process through advice and guidance rather than direct involvement.     


 


The CAMHS Transition worker will liaise with the young person and support Lead 


professionals (LP) to initiate the referral process by providing a comprehensive referral 


package to the appropriate services and teams.  


 


Young people need to be referred to the transition’s pathway by the age of 17years and 


6months, referrals made after this time this will be considered on a case basis informed 


by the clinical needs of the young person.  Generally, it will be the expectation that the 


named LP will complete the transitions process unless there are complexities that 


indicate the need for involvement of the transition’s worker.   


 


The referral package includes the transition plan, treatment summary, risk assessment, 


and any relevant documentation completed on SystmOne, for services that don’t have 


access to SystmOne all information is securely shared.  


 



https://www.england.nhs.uk/publication/health-and-care-passports/





Upon receiving the referral information from the CAMHS LP, an initial assessment with 


the young person will be arranged which may include a joint transition appointment to 


ensure a smooth handover.  


 


Appointments will be a blended approach of face to face or virtual / telephone as per 


clinical need. All young people will receive support for their discharge from specialist 


CAMHS in line with their individual requirements and guided by the goals set by the 


young person and/or parents/ carers with all steps being taken to facilitate engagement 


and collaborative working. 


 


The transition care plan includes a summary of the young person’s treatment history, 


current diagnosis, medications, risks and their physical health needs to inform ongoing 


social educational/ employment plans as well as any other relevant information that 


supports their transitions into adulthood. 


 


The CAMHS transition practitioners will work collaboratively with existing service 


providers including non-statutory services and promote a whole systems approach (in 


line with the principles of capacity and consent).  


 


15. ROLE OF THE CARE NAVIGATORS  


The Care Navigators offer a maximum of 6 sessions. Their role is to build relationships 


and act as an advocate for young people, problem solve and help locate resources, 


serving as a link between community mental health other health and social services. 


With a focus on recovery, to strengthen the work previously undertaken within CAMHS, 


by offering access to other opportunities not linked to mental health services. 


Facilitating access to social activities, education, breaking down challenges and 


barriers to enhance engagement will promote a sense of purpose and connection.   


 


Care Navigators are an identified link person to provide any of the above support and 


guidance with oversight from the lead professional / other qualified clinician as required.   


 


Care Navigators will also support the transitions clinician / lead professional with 


completion of relevant clinical documentation, this will not be completed in isolation, 


and will require oversight by a qualified clinician.  


 


16. REFERRALS 


16.1. Referral Process for the Transition’s pathway  


To request involvement from the transition’s worker in outpatient CAMHS the lead 


professional should complete the internal referral form via SystmOne (see appendix 1).   


Please also refer to the Transitions Pathway Flowchart (see appendix 2). *Please refer 


to the relevant section for the specialist teams. 


      


The young person should have been reviewed within the last 3 months, have an up-to-


date care plan and risk assessment and agree to the referral being made.  


 







At the age of 17years 6months or earlier if deemed appropriate, the CAMHS Pathway 


Transition Lead will assesses the young person’s readiness for transition. In 


collaboration with the LP. It is expected that all transitions will be completed, and the 


young person discharged from CAMHS by the age of 18years and 3months. 


Exceptions may apply where a YP is in the process of assessment for Neurodiversity.  


 


Factors such as developmental stage, goals, preferences, treatment progress, and 


needs are considered to determine involvement from the care navigator allocated to 


support the young person transition journey. 


  


Referrals to the transition pathway will not be accepted for: 


➢ Young people who do not wish to engage in the transition process. In these 


situations (where there are no concerns regarding capacity) the young person 


will be provided with information about the support that is available to them and 


discharged from the service.  If there are concerns regarding their mental health 


it is expected that the escalation process for concerns regarding a young person 


will be followed, this can be found here.  


➢ Young people who are under the care of the crisis team and are not clinically fit 


for transition, please refer to crisis pathway. 


➢ Young people who are admitted to an in-patient unit, please refer to in-patient 


pathway.  


Where a referral to the transition’s pathway is agreed contact will be made with the 


young person within two weeks of receipt of the referral to discuss the upcoming 


transition to other services and the role and involvement of the transition pathway. 


 


The CAMHS Transition worker collaborates with the young person to develop an 


individualised transition plan that outlines the steps, timelines, and key contacts 


involved in the transition process. The location of the appointment will be determined by 


clinical need and the preference of the young person, this may be telephone, virtual, 


face to face in a clinic or community base.  


 


After the sessions are complete, the transitions worker will liaise with all professionals 


involved and complete a transition discharge care plan. It is the CAMHS lead 


professional role to complete all relevant discharge paperwork and processes. MDT 


discussion can be accessed as required at any point through the process.  


 


All risk assessments and care plans, alongside other documentation required for the 


discharge process for young people under the care of transition pathway are reviewed 


and updated prior to the transfer of care to other services.  


  


Any deterioration in mental health including indication of a change in risk should be fully 


documented in SystmOne, discussed with Lead professional and/or senior staff and 


Safeguarding concerns dealt with in line with the relevant policy and processes. 


 



https://staffnet.leicspart.nhs.uk/support-services/fypclda/camhs/clinical-process-pathways/





17. UNSUCCESSFUL CONTACT FOR PATIENTS UNDER TRANSITION 


PATHWAY. 


If a young person does not attend for an appointment the LPT did not attend policy / 


was not bought policy will be followed.  Where there are concerns regarding the clinical 


presentation the lead professional will be alerted and follow escalation process as 


required this can be found  here.  


Where a young person is not engaging with the CAMHS intervention, there should be 


attempts made to understand the possible reasons underlying this along with 


consideration of any reasonable adjustments that may facilitate engagement. These 


should be reflected in the young person’s care plan. The process to follow where a 


young person is not consenting to CAMHS involvement can be found here.  


 


18. TRANSITION TO ADULT ADHD SERVICE  


Please refer to the ND Transitions to Adult ADHD Service (see appendix 3).   For 


young people open to the YPT (Young Person’s Team) please refer to Transition 


Pathway ADHD – YPT (see appendix 4). 


 


It is expected that young people will be discharged from CAMHS no later than age 


18years and 3 months.  


 


19. TRANSITION TO DMH 


If a young person requires involvement with the community mental health team then a 


referral is made as per the Step by Step Guide (see appendix 5). Once the referral has 


been accepted by the CMHT they will be offered an assessment appointment, arranged 


by the DMH team, the young person will remain under the care of CAMHS until they 


are accepted by the CMHT.  It is expected that the young person will be discharged 


from CAMHS no later than age 18years and 3 months. 


 


Contact details for DMH can be found in appendix 6  


 


20. TRANSITION FROM CAMHS CRISIS TEAM TO ADULT CRISIS TEAM  


This pathway is for young people open to the CAMHS Crisis home treatment team at 


the time where they are due to turn 18 years old (within a week of their birthday) and 


transition to adult crisis team would better support the YP mental health and reduce 


risk. This transition will enhance safety and ensure referrals and signposting are 


completed to appropriate adult services.   


 


Prior to referral CAMHS Crisis team will ensure that: 


➢ An internal MDT discussion takes place to confirm and agree that transition is 


needed to Adult CRT 


➢ A risk assessment and formulation has been completed.  


➢ The Young person is consenting to the referral.  


➢ A safety plan has been completed.  



https://staffnet.leicspart.nhs.uk/support-services/fypclda/camhs/clinical-process-pathways/





➢ Team lead to complete email to duty team leads within adult crisis team 


informing of young person who would benefit from crisis input -


crisisteam.referrals@nhs.net 


➢ Adult crisis team confirm referral is received and arrange a joint review prior to 


18th Birthday to formulate plan.  


 


Outcome 


➢ CAMHS crisis team will continue home treatment and transfer care to the adult 


crisis team on their 18th Birthday.  


➢ At the joint review agree discharge and signpost to relevant services within 


DMH, giving information on how to access support.  


Where there are disagreements or concerns regarding the referral to the adult crisis 


team this should be escalated to both team managers for oversight and review of care 


and agree formulation.  CAMHS Crisis Team will discharge on 18th Birthday.  


 


21. YP WHO PRESENT WITH COMPLEX PRESENTATIONS, INCLUDING 


YP WHO ARE OPEN TO CAMHS INTENSIVE COMMUNITY SUPPORT 


TEAM ICST  


21.1. Clinical rationale for a specific transitions process  


Young people requiring support due to presentations fitting with complex trauma, 


intense emotional dysregulation (which may meet criteria for a diagnosis of borderline 


personality disorder) as well as attachment difficulties are recognised as potentially 


having significant difficulties developing and making use of therapeutic relationships 


with clinicians. Considering this, there is a clinical need for a trauma-informed approach 


to transitions for this cohort of young people, with an emphasis on safety, predictability 


and choice, and offering enough wrap around support to reduce risk of disengagement 


or escalation in risk. There is a need for joint working between CAMHS and DMH and a 


gradual handover of care to support with a clear and specific transition plan.  


 


Process 


1. Young people will have a Lead Professional (LP) / key worker (KW) allocated 


to them within CAMHS (outpatients / specialist teams). It is expected that the 


LP/KW will commence transition planning at 17 years and 6 months. 


 


2. Where there are significant concerns regarding a young person it is expected 


that the CAMHS community escalation process link will be followed which as a 


minimum requires an MDT to discuss the formulation and come to a clinical 


agreement regarding longer term support.  If felt appropriate to discuss with 


ICST lead to consider YP being flagged with DMH through the complex 


transitions meeting (with representation from both CAMHS and DMH) it is 


expected that the CAMHS LP will attend this meeting to aid and support the 


transition process.  


 


3. A complex transitions meetings are initiated by ICST Clinical Lead, who 


identifies those nearing age of transition, checks that Lead Professional has 



mailto:crisisteam.referrals@nhs.net
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made a referral to appropriate adult service and prompts them to do so where 


one has not been made, and then sets up an online meeting with DMH 


Community Matron and Directorate Lead for Psychological Professions. This 


meeting invite includes brief information around the case, including which 


locality they fall under and what the mental health needs and risks are. DMH 


colleagues then forward the invite to the appropriate Team/Service Leads to 


attend the meeting. A minimum of thirty minutes is allocated per case to ensure 


appropriate time to discuss.  


 


4. ICST will attend transition meetings and support in the transition process 


(sharing information with DMH where referral has been consented to). ICST 


will not at any stage take on the responsibility of LP / CC; this must be 


transitioned directly from CAMHS to DMH. The rationale for ICST not taking on 


the role of LP is to ensure that the team can remain responsive to urgent needs 


to avoid admission. 


 


5. Where there are disagreements relating to transition needs, or a lack of clinical 


capacity within DMH that does not allow for the level of wrap around support 


that is felt needed by CAMHS to ensure safety, this will be escalated to 


Matrons. If this is not resolved further escalation to the Deputy Heads of 


Nursing within FYPCLDA and DMH. 


 


6. ICST will not take on responsibility for medication management; this again 


needs to be transferred from CAMHS to DMH.  


 


7. Once a young person turns 18, any crisis presentation will be supported by 


DMH crisis team as they will no longer meet threshold for CAMHS CRHT team. 


 


8. If there is a delayed transfer of care (DTOC) to DMH, this will be raised via the 


daily CAMHS acuity call and escalation meetings arranged to progress things 


forward.  


 


9. The transition worker, alongside the young person’s LP, will utilise the 


Community Mental Health Framework (previously known as the Care 


Programme Approach) to support joined up working between CAMHS and 


DMH in preparation for transitions. This will involve inviting representatives 


from DMH to attend CMHF/CPA reviews. 


 


10. If a young person does not meet threshold for the allocation of a Lead 


Professional within DMH and requires step down to management via Primary 


Care, the LP will complete discharge from CAMHS which will include a 


thorough hand over of outstanding treatment needs to the young person’s GP 


to ensure they are appropriately supported.  


 


11. ICST can continue to work with CYP to complete the treatment outlined at point 


of referral, past their 18th birthday. This will be limited to completing the current 


cycle of DBT in which they are engaged (to a maximum of 6 months post 18th 







birthday), or the non-DBT treatment they are engaged in (to a maximum of 3 


months post 18th birthday). This soft-discharge that ICST can provide is 


intended to support a trauma-informed and attached-informed handover of 


care, of which opportunity for joint working is a key component.   


 


12. ICST will only be able to remain involved post 18 if a young person consents to 


information sharing between ICST and DMH, to ensure safety. ICST clinicians 


will confirm this prior to a young person turning 18 and ensure this is in place to 


aid in communication between the two services.  


22. DISCHARGE / TRANSFER FROM INPATIENT SETTING  


As part of the admissions process, the assessing member of staff will establish whether 


the young person will require transitioning either to adult mental health (DMH/AED) in-


patient Services, CMHT or between CAMHS Community Teams. Any young person in 


inpatient care should have a transitions meeting by the age of 17years and 6months, 


which will be coordinated by the inpatient Transitions Link Worker. 


 


Part of this role will be to meet monthly with their identified counterpart in DMH/AED, 


CAMHS Community Teams and other services, to ensure that they are sighted on 


potential transitions and to improve the patient’s journey. 


 


The ward will follow the agreed process between adult Services and children Services, 


already established within Outpatients, for a smooth transition for service users.   


 


If discharge from an in-patient service is not clinically appropriate discharge would be 


arranged to an adult acute ward this would be coordinated and arranged by DMH bed 


management team and discussion with senior clinical leads.   


Any delayed discharges from CAMHS inpatient units to be escalated through CAMHS 


Collaborative and reported to relevant senior leads, daily escalation calls will take place 


to ensure safe discharge to the community.   


 


23. REFERAL PROCESS TO LEARNING DISABILITY SERVICE 


Please refer to the Referral to Adult LDT process (see appendix 7).   


 


24. REFERAL PROCESS TO EARLY INTERVENTION IN PSYCHOSIS 


(PIER AND PAUSE) 


The PIER service offers help to people aged 14 – 64 years who are experiencing first 


symptoms of psychosis. 


Referrals to PIER should be made using their referral form which can be found here 


and sent directly to lpt.pierteam@nhs.net  https://staffnet.leicspart.nhs.uk/wp-


content/uploads/staff-directory/Psychosis-intervention-and-early-recovery-pier-team-


referral-form.docx  


Referrals to PAUSE should be made using their referral form and sent directly to 


LPT.PAUSEadmin@nhs.net. 


(see appendix 8).  



mailto:lpt.pierteam@nhs.net
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25. REFERAL PROCESS TO ADULT EATING DISORDER TEAM 


The EDT Transitions Pathway SOP is under development, once completed this will be 


added to appendix 9. 


 


26. MONITORING AND OVERSIGHT 


Monitoring and oversight of young people who are 18 years and over is via team level 


PTL.  Performance reports, highlights and escalations are shared through the CAMHS 


finance and performance meeting and added to the triple A (alert, advise, assure and 


celebrations) report as required.  


 


27. LOCAL OFFER 


Each authority is legally required to produce information on health, education social 


care and voluntary agencies for young people aged between 0 and 25 years in one 


place as part of the Children and Families Act 2014. This is a resource for young 


people their families and professionals. Health services are obliged to co-operate in 


order to supply appropriate information for this resource.  


 


Staff are encouraged to use this as a resource for themselves and to direct families to 


this information.  


 


The local offer can be viewed at  


 


Leicester City https://mychoice.leicester.gov.uk/  
 


County www.leics.gov.uk/local_offer  


 


Rutland 


http://fis.rutland.gov.uk/kb5/rutland/fsd/localoffer.page?familieschannel=5  


 


28. PROFESSIONAL DEVELOPMENT  


All staff are expected to keep up to date with  mandatory training.  Regular CPD 


sessions and case discussions are offered within the service and on monthly basis.  


 


All staff members in the team will have clinical, line management and safeguarding 


supervision in line with LPT policy.  


 


All staff members are encouraged and supported to develop special interest skills and 


develop the transition pathway based on service and young peoples needs.  


 


29. EVALUATION AND FEEDBACK: 


Periodic survey/ evaluations are conducted to assess the effectiveness of the transition 


process and to gather feedback from both the transitioning young people and their 


families. 



https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fmychoice.leicester.gov.uk%2F&data=05%7C02%7Cjayne.tibbs2%40nhs.net%7C35f3f9bc50d6483a31b908dc9f54eb15%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638560434264229439%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=%2BfhpeQuc%2F6iF%2FgYHFOWuSLTl7lQHzCFSoRiOrGh%2F8as%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=http%3A%2F%2Fwww.leics.gov.uk%2Flocal_offer&data=05%7C02%7Cjayne.tibbs2%40nhs.net%7C35f3f9bc50d6483a31b908dc9f54eb15%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638560434264240165%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=BajWMTs5O%2B9XyQOc45BoRPrMgGunfuHoQmet8VrqiLo%3D&reserved=0

https://gbr01.safelinks.protection.outlook.com/?url=http%3A%2F%2Ffis.rutland.gov.uk%2Fkb5%2Frutland%2Ffsd%2Flocaloffer.page%3Ffamilieschannel%3D5&data=05%7C02%7Cjayne.tibbs2%40nhs.net%7C35f3f9bc50d6483a31b908dc9f54eb15%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638560434264247182%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C0%7C%7C%7C&sdata=CBLKySKIjPJWeELL8%2BMcAjU9wkGzpIth5E8H6vOCz%2Bw%3D&reserved=0





  


30. CONCLUSION:  


By following this standard operating procedure, CAMHS and Adult Community teams 


and other wider services   can ensure a well-coordinated and supportive transition 


process for young people, promoting continuity of care and contributing to their 


successful navigation of the transition pathway from CAMHS to Adulthood and other 


services. 


 


31. TRAINING REQUIREMENTS 


Staff are required to complete their mandatory training.  


 


During supervisions and/or appraisals, staff are to discuss and record any future 


training that they would like to take part in. 


 


When a new SOP is authorised, or when an existing SOP is revised  staff should take 


time to read and fully understand the SOP and relevant documents, ensuring that they 


are able to implement the SOP when required. If clarification is needed then staff 


should approach their line manager who will decide if additional training is required 


and that the  training is documented in their training record.  


.  


32. REFERENCES AND USEFUL LINKS 


Title Link 


NICE guidance;  


 


NICE Guideline NG43 


NICE Guideline QS140 


Royal College of Nursing Lost in 


Transition 


 


RCN Lost in Transition 


CQC From the Pond into the Sea – 


children’s transition to adult health 


services 


 


CQC From the Pond into the Sea 


 


Investigation report: Transition from 


child and adolescent mental health 


services to adult mental health 


services. 


https://www.hssib.org.uk/patient-safety-


investigations/transition-from-child-and-


adolescent-mental-health-services-to-


adult-mental-health-services/investigation-


report/  


 


 


33. APPENDICES 


33.1.  Appendix 1 - Transitions internal referral form 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Transitions-


Pathway-Referral-Form-Internal.docx  


 



https://www.nice.org.uk/guidance/ng43

https://www.nice.org.uk/guidance/qs140

https://www.swswchd.co.uk/image/Clinical%20information/Transition/Lost%20in%20Transition%202013.pdf

https://www.cqc.org.uk/sites/default/files/CQC_Transition%20Report.pdf

https://www.hssib.org.uk/patient-safety-investigations/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/investigation-report/

https://www.hssib.org.uk/patient-safety-investigations/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/investigation-report/
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https://www.hssib.org.uk/patient-safety-investigations/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/investigation-report/

https://www.hssib.org.uk/patient-safety-investigations/transition-from-child-and-adolescent-mental-health-services-to-adult-mental-health-services/investigation-report/

https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Transitions-Pathway-Referral-Form-Internal.docx

https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Transitions-Pathway-Referral-Form-Internal.docx





33.2. Appendix 2 -  Transitions pathway flowchart 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Transition-


Pathway-Flowchart-2.pdf  


33.3. Appendix 3 - ND Transitions to adult ADHD Service 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/ND-Transition-


to-Adult-ADHD-Service.docx  


 


33.4. Appendix 4 - Transition Pathway ADHD – YPT 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/YPT-


Transition-Pathway.docx  


 


33.5. Appendix 5 - Step by Step Guide for Lead Clinician to Transition Patient 


in DMH 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Step-by-Step-


Guide-for-Lead-Clinician-to-Transition-Patient-in-DMH.docx  


 


33.6. Appendix 6 - DMH Contacts 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/DMH-contact-


details.docx  


33.7. Appendix 7 -  Referral to Adult LDT process 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Referral-to-


Adult-Learning-Disability-Service-LDT.docx  


 


33.8. Appendix 8 -  Referral to PIER and PAUSE team process 


 


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Referral-to-


Psychosis-Intervention-Early-Recovery-PIER-Team.docx  


• https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/PAUSE-Team-


ARMS-Referral-Form.docx  


 


33.9. Appendix 9 -  EDT Transitions Pathway SOP 


Under development  


 


33.10. Appendix 10 - all about me profile 


one page profile.pub
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Signatures for relevant staff to sign 


 


I confirm that I have read and consider myself to be sufficiently trained in the above 


Standard Operating Procedure with regards to my individual roles and responsibilities  


 


Signature of Trainee ………………………………………………………… Date 


……………………… 


 


 


 


I confirm training in the above SOP was delivered as recorded above and that the trainee 


may be considered sufficiently trained in their roles and responsibilities 


 


Signature of Trainer …………………………………………………………… Date 


……………………… 


. 


Additional Notes & Signatures 


Signature of Trainer (where appropriate) 


 


I confirm training in the above SOP was delivered as recorded above and that the trainee 


may be considered sufficiently trained in their roles and responsibilities 


 


Signature of Trainer …………………………………………………………… Date 


………………………. 
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SECTION 1: CAMHS Community Core Treatment Care Pathway 
The CAMHS Community Service offers specialist mental health services and neurodevelopmental assessment service for children and young 


people experiencing moderate to severe mental health difficulties up to the age of 18 years (19 years for paediatric psychology). The service is 


made up of a generic Outpatient Team and 7 specialist teams: Eating Disorder Team, Young People’s Team, Paediatric Psychology, Intellectual 


Disability Team, Crisis Team, Primary Mental Health Team and the Intensive Community Support Team. 


Children and young people referred to the service often have high rates of complexity including the following presentations: 


➢ Young people with a high number of “ACEs”; early adversity, parental mental health issues, parental separation, poverty, exposure to 


violence and exposure to abuse (physical, emotional and sexual) 


➢ Young people struggling with their mental health related to a long-term physical health or medical condition 


➢ Complex social care issues leading to difficult family/ systemic dynamics requiring high levels of multi-agency input. 


➢ High rates of anxiety and low mood (across many co-morbid diagnostic categories), e.g., ASD, ADHD, eating disorder, complex trauma 


➢ High numbers of young people with early relational trauma, leading to disorganised attachment strategies that manifest in high-risk 


behaviours, impulsivity and emotion dysregulation. 


➢ High rates of young people with both query neurodevelopmental (ND) condition (needing assessment) and/or presenting co-morbid ND 


condition; ASD, ADHD and/or LD.  


➢ Young people in the care system 


➢ An increasing number of CYP who are presenting with significant distress, frequently accompanied by associated high risk behaviour, 


which are not easily defined in diagnostic categories, e.g., disordered eating, psychosomatic difficulties, emotional dysregulation, distress 


associated with gender identity.  


➢ Smaller but distinct cohort of YP with psychotic presentations requiring high levels of support. 


➢ Experiences of structural disadvantage in the way our services are set up and delivered, that impact on accessibility, journey and outcome 


for CYP who are disabled, neurodiverse, racialised as a minority and/or from lower socio-economic backgrounds. 


➢ High rates of diagnostic comorbidity and intersectional experiences of all of the above 


 The service works to deliver care in a trauma informed way - to recognise how the impact of early trauma and ongoing disadvantage may create 


barriers for young people in accessing specialist mental health care in a way that is meaningful for them. 







5 
 


Trauma Informed Care (TIC) represents the ethos and values that underpin the delivery of the service. The purpose of trauma-informed practice 


seeks to address the barriers that people affected by trauma can experience when accessing health and care services. TIC is not a single set of 


practices or strategies but represents an overarching ethos and culture that encompasses the following 6 key principles: 


➢ Safety: ensuring physical, emotional and psychological safety. In clinical practice, safety and stabilisation will be prioritised. 


Safeguarding will be at an overarching principle. Risks will be clearly communicated. The quality and safety of the therapeutic relationship 


will be paramount. 


➢ Choice: giving young people and their families choice and control about their care and treatment. In clinical practice, care planning 


will be collaborative and will consider the wishes and cultural needs of young people and their families. Choices will be explained clearly 


and transparently. 


➢ Empowerment: Prioritising skills building and developing a life worth living with young people and their families. In clinical 


practice, we aim to develop independence from specialist services by building skills and supporting connection to local resources and the 


local community. We listen to the voice of CYP accessing our services and develop our practices in line with their expressed needs. 


➢ Trustworthiness: Task clarity, consistency and interpersonal boundaries. In clinical practice, intervention will be goal focused with 


clear actions agreed. Expectations are made clear and clinicians do not over-promise.  Clinicians will act with professionalism, integrity 


and cultural responsiveness. 


➢ Collaboration: Making decisions with the individual. In clinical practice, clinicians will work in partnership with young people and their 


families.  


➢ Cultural Consideration: Biases and stereotypes (e.g. based on race, ethnicity, gender, sexual orientation, age, geography, faith), 


direct experiences of oppression (such as racism) and historical trauma (e.g. ancestor experiences of colonialism/slavery) are 


meaningfully recognized and addressed. In clinical practice, clinicians are aware of the importance of the therapeutic relationship as a 


vehicle of collaboration and change and will be mindful of what they bring to the relationship including understanding their own privilege 


and advantage. Clinicians will be aware of how power imbalances and inequalities can impact of a young person’s mental wellbeing and 


will consider this in care planning and interventions.  


(Office for Health Improvement & Disparities November 2022)  


 


 


TIC is a person-centred approach that adopts a culture of enquiry, moving away from the traditional biological illness view of distress (i.e. “what is 


wrong with you”) to a formulation and needs-led approach, asking the core questions of, “what’s happened to you?” and “what does this person 



https://www.gov.uk/government/publications/working-definition-of-trauma-informed-practice/working-definition-of-trauma-informed-practice
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need?”. This reflects a key philosophy behind this core care pathway - understanding the lived experiences of the young person in a non-blaming 


manner whilst offering evidenced-based, NICE approved treatment approaches. It does not replace the use of diagnostic categories but offers a 


more in-depth narrative to our understanding of a young person’s needs. TIC represents a diverse range of treatment modalities and has been 


extensively researched in a number of settings including inpatient mental health services. The reported benefits include patients feeling safe and 


cared for, improved outcomes and staff feeling supported with fewer rates of staff burnout and stress (Gilliver, 2018).  


A transdiagnostic core treatment pathway ensures that a young person’s journey is bespoke, meeting their mental health needs in a collaborative 


way. Progress will be reviewed at regular intervals and outcome measures will be used to inform individual progress. 


The transdiagnostic core treatment pathway aims to provide a level of structure to a complex and dynamic situation. It is acknowledged 


that, in reality, this is not a discrete linear pathway but rather phases will overlap, assessment is a dynamic ongoing process and high-quality 


care must always include regular structured reviews and re-formulation based on new emerging information. The intervention phases relate to 


the core focus of intervention at that stage but does not preclude interventions outlined in other phases. The process of care delivery is 


important in maintaining structure with regular structured reviews which incorporate monitoring of progress being a key component of this. 
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Transdiagnostic Core Treatment Pathway 


Securing safety, stabilising symptoms, fostering self-care and establishing connections 


 


 


Assessment:  A comprehensive mental health assessment is based on theoretically sound knowledge about child development and the ways in 


which biological, psychological and social factors come together for an individual or family. As such, it will cover the child's developmental history 


and collect evidence about their social experiences with family and friends, significant life events and physical health. The views and ideas of the 


child, young person and family/carers and the meaning of their experiences from a personal and cultural perspective are a crucial part of the 


assessment along with their goals and wishes. All these factors need to be weighed against what is known about child development. 
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Initial assessments may be between 1-1 ½ hours and can usually be completed by one practitioner. More complex multi-disciplinary assessments 


may take much longer to complete. It is crucial to get enough of an understanding of the problem to complete the next step which is formulation. 


Assessment is not a one-off event but is a continuous process throughout the intervention as new information emerges. Following a core mental 


health assessment, specialist assessments (such as state of mind assessments, psychiatric assessments, cognitive assessments and 


assessments for specialist treatments) might be required. 


Formulation and collaborative care planning: A formulation is a joint enterprise between the young person and/or family and the clinician. It 


summaries the child or young person’s difficulties based on the information gathered at assessment and takes into account possible biological, 


psychological and social factors that may be impacting on mental health. A good formulation combines all these factors and, utilising psychological 


theory, provides an evidence-based explanation as to why these problems may be happening and begins to identify options for appropriate ways 


to help. The intervention plan will take the evidence base (where available) into account but will also consider the unique context in which the 


child’s problems are occurring, considering their views and wishes. A formulation is developed initially through the assessment process and 


represents a shared understanding which, like the assessment, will continue to evolve through any ongoing involvement. A formulation may include 


a diagnosis but is not restricted to a diagnosis alone.  


There is no requirement for clinicians to use a specific model or format of formulation as there are several evidence-based approaches to structuring 


formulation (e.g. 5 Ps, “Power, Threat, Meaning” model, “CBT past and present”, Bronfenbrenner ecological systems model) , all of which adhere 


to the general principles outlined above. Certain therapeutic modalities will have specific models of formulation or “case conceptualisation” aligned 


to the therapeutic principles of the model.  


As a general model, clinicians may find the 5 Ps format (Presenting Issues, Perpetuating Factors, Precipitating Factors, Predisposing factors and 


Protective factors) helpful to structure the formulation and to think broadly about the factors impacting on the clinical presentation. Please see 


below for further details of 5 Ps formulation.  


Collaborative care planning is the process of developing a care plan in partnership with children, young people and their parents/carers (with young 


person's consent), including agreeing outcomes important to them. Where the service user is willing and has capacity to engage, the care plan 


should be documented in the first person, using accessible language, preferably their own words, to describe needs, interventions and goals.  


Every young person has a written care plan, reflecting their individual needs.  


A good care plan will incorporate: 


• The service user’s statement of need 


• Clear outcomes that are person-centred 
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• Interventions that relate directly to the needs and goals 


• Actions that include the service user’s responsibilities 


• Actions that can be followed in your absence 


• Crisis and contingency plans 


• Review dates and discharge framework. 


 


Routine outcome measures 
The term outcomes is broadly used to mean any information gathered using feedback tools, questionnaires or measures. These can be self-


reported (or parent/carer reported) outcome measures (known as Patient Reported Outcome Measures or PROMS), Clinician Reported Outcome 


Measures (CROMS) and include Experience of Service measures. 


There is a strong evidence base indicating that the use of outcome tools and the process of obtaining regular feedback from service users, if 


collected in a clinically meaningful way (rather than being seen as an administrative task), improves the outcomes for children and young people 


and their families. The regular use of appropriate outcome measures can help to aid assessment and understand difficulties, agree goals, develop 


a shared understanding of the focus of the intervention, stay on track, monitor progress and understand the impact of interventions. It is important 


to note that, for the effectiveness of interventions to be evidenced and change to be reported, at least 2-paired data points are required (same 


measure needs to be completed at a minimum of two different time points, e.g. pre and post intervention).   


It is now nationally mandated that all NHS services must routinely use outcome measures in clinical practice to be able to identify, monitor 


and report on the effectiveness of interventions as well as to monitor waiting times from referral to when a clinically meaningful contact has taken 


place. A list of recommended outcome measures that can be used in CAMHS services has been provided from NHS-E 


Whichever tools are used; they must fit with the clinical needs of the child as well as their cultural understanding and developmental level. 


Practitioners must be careful to use tools in a clinically and culturally sensitive way as many of the routine outcome measures have been developed 


with populations that do not reflect the diversity of children and young people seen in services. There is not one single tool or measure that can 


capture clinical change. Good practice is to use a range of different tools and measures. Ideally these should include measures of: 


➢ Clinical view about the impact of the service - a measure of the clinician’s view of symptom and contextual change. 


➢ The goals of the young person and their carer/family - measures that capture changes to the unique goals the child or young person 


wants to change as a result of a service intervention. 


➢ Problem change or impact (specific to the problem identified) - in addition to disorder specific measures, e.g. RCADS, a measure that 


captures the child or young person and/or family’s view of changes in the problems and/or changes in the impact the problems are having 


on their lives.  
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➢ Service users’ experience of the service - a measure of service satisfaction and experience of the service. 


The following Routine Outcome Measures are used routinely in outpatient CAMHS: - 


➢ The HONOSCA as a clinical view of presenting difficulties and change over time. – The self-rated HONOSCA (for young people aged 


13 and above) and parent-rated HONOSCA will be sent out prior to the initial assessment to capture the young person’s and/or family’s 


view of the problem and the impact it is having on their lives. The Clinician rated HONOSCA will be completed as part of the initial 


assessment to capture the clinician’s view of the problem and impact. Repeating the HONOSCA at regular intervals enables changes 


in the problems and/or changes in the impact the problems are having, to be monitored over time. The HONOSCA should be repeated 


every 6 months and/or at the point of discharge.  


➢ The Goals Based Outcome measure (GBO) is a measure of change in the goals of the young person. The unique goals of the young 


person accessing the service should be discussed and negotiated as part of the collaborative Care Plan.  Rating and monitoring progress 


towards the goals provides a measure of the impact of the service intervention on goals meaningful to the young person. 


➢ The Experience of Service Questionnaire (ESQ) will be used as a measure of service satisfaction. This will be sent out following initial 


assessment and at the point of discharge to the young person (aged 9+ years and/or the parent/carer. As this questionnaire is not 


anonymous, there is also the option for young people and families to give anonymous feedback via the Friends and Family Test. This 


will also be made available.  


Other optional recommended outcome measures include; 


The Outcome Rating Scale (ORS) and the Child Outcome Rating Scale (CORS) as a brief and easy to administer measure of the young person’s 


view of their difficulties and changes over time. 


The YP-Core as a measure of the young person’s view of their difficulties at the time and changes over time. 


N.B. Please see sections on specialist teams (including Crisis) for any exceptions to this. The Specialist Teams may use additional or 


alternative outcome measures relevant to their population. 


 


Intervention phases 
There is a significant evidence base that highlights the importance of relational factors and adherence to theoretical framework in predicting 


therapeutic outcomes. Whilst therapeutic modality and “technical” skills are therefore important, the therapeutic relationship, in particular the 


therapeutic alliance, is highly predictive of positive outcomes. Good evidence-based practice combines the information derived from research, fits 


with the family and their context, monitors progress throughout an intervention (using appropriate feedback and outcome tools) and starts with a 
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formulation that takes into account: the problem and the context in which it presents, the cultural understanding of the difficulties and the families 


own wishes and aspirations for treatment. It is always used in conjunction with clinical judgment and experience. The evidence base on the 


importance of the therapeutic relationship highlights the need for interventions to be delivered by appropriately skilled clinicians who are receiving 


high quality supervision within the context of a culture of reflective practice.  


The intervention phases are informed by Herman’s three stage model of recovery from psychological trauma (Trauma and Recovery - Herman, 


2022), which has a particular emphasis on establishing safety prior to any targeted intervention as well as ensuring reconnection to internal, 


relational and community resources prior to discharge. The phases do not represent discrete phases but rather highlight the core focus of 


intervention at that stage. Time frames for each stage are therefore not specified as this will be highly dependent on the presenting issues and 


level of risk 


Phase 1: The core focus of the intervention during this phase is safety and stabilisation. This stage is a key therapeutic stage –the aim is to 


develop and consolidate a therapeutic alliance – be clear on the focus of the work together, establish safety, stabilisation and connection. 


Evidence would suggest that, for many young people, this is the stage of most therapeutic gain/change.  


Phase 2: The core focus of the intervention during this phase is targeted treatment for the presenting mental health difficulty. These are the 


specialist mental health interventions that will be delivered to a smaller number of young people/families who are assessed as being able to 


benefit from specific and targeted interventions. The modality of intervention will be informed by the presenting issues, diagnosis and formulation. 


Interventions will be in line with NICE guidelines. The multi-disciplinary formulation for the patient will inform whether the patient will require 


targeted interventions and if they are able to make use of these at this time and the likely therapeutic gain.  


Phase 3: The core focus of the intervention during this phase is sustainability and relapse prevention. For some young people, this will be 


preparing them for discharge back to primary care services and for others, it will include transition to adult mental health or other services (such 


as Adult ADHD service or Adult Learning Disabilities services). During this phase, there will be greater focus on preparing for discharge / 


transition. The interventions in this phase aim to work with the person and their parents/carers to support their reengagement in their community, 


to enhance and consolidate their resources (internal, relational and community resources) and to support them to live well. It will include working 


with young people and carers to recognise relapse indicators and how and when to access support. Given the likely persistence of some 


difficulties for some young people, any conversation about treatment ending should consider approaches or support outside of specialist services 


that might help children and young people manage their own mental health and wellbeing. This requires a collaborative, co-produced self-


management relapse, crisis or support plan. 
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Phase1: Safety and Stabalistion Phase 2: Targeted Treatment 
(if required)  


Phase 3: Sustainability (moving on/relapse 
prevention/ community connection) 


Core 
service 
 


Therapeutic alliance building 
Collaboration and developing agency 
Risk assessment and management 
Safety planning 
Goal setting 
Psychoeducation and health promotion 
(including digital resources) 
Low intensity psycho-social interventions, 
e.g. behavioural activation, graded 
exposure, problem solving, sleep hygiene, 
recognising and managing emotions. 
DDP informed practice  
Signposting to digital resources  
Pharmacological intervention- medicines 
management  
Health promotion 
Working with and consultation to the 
network (focus on developing a shared 
understanding of the difficulties and a 
consistent approach to support)  
Family/parenting work 
Physical health monitoring  


Sleep group 
Guidance – digital workshops 
Developing coping skills e.g. Decider 
Skills (group or individual)  
EMDR 
T-CBT 
CBT  
ACT 
DBT 
DDP 
IPT 
PBS 
Integrative psychotherapy 
Psychodynamic psychotherapy 
Systemic psychotherapy 
Pharmacological intervention 
OT interventions 
 


Goal evaluation 
Future goal identification and developing plan to work towards 
Identifying and connecting to resources (internal, family, 
community) 
Consolidation of stabilisation skills to maintain safety.  
Relapse prevention plan (to include relapse indicators and actions 
etc.) 
Developing self-management tools/ resilience 
Linking with network for ongoing future support 
Working towards endings (managed reduction of CAMHS support 
into community or appropriate services)- Transition pathway to 
DMH if required 


Transition 
pathway  
 
 
 


Consolidation of stabilisation skills to 
maintain safety 
Linking with the network for transition 
planning and identifying sources of 
support 
System and partner agency management 
 


 Enhance transition support - co-working with the LP 
Goal evaluation 
Future goal identification and developing plan to work towards 
Identifying and connecting to resources (internal, family, 
community) 
Relapse prevention plan  
Developing self-management tools/ resilience  
Linking with network for ongoing future support 
Focus on independence. 
Working towards endings (managed reduction of CAMHS support 
into adult services) 
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Reviews 
Regular reviews of the clinical intervention, incorporating any new information obtained, re-formulation and ongoing dynamic collaborative care 


planning is vital to prevent “drift” and ensure active focused treatment. Reviews should include gathering information from young people and their 


parents/carers and other professionals involved (when appropriate) to evaluate the progress against goals and the impact and effectiveness of 


intervention. The use of outcome measures should be considered to inform the review process. The evidence would suggest that the use of 


outcome tools and the process of obtaining regular feedback from service users, if collected in a clinically meaningful way, embedded within the 


intervention (rather than being seen as an administrative task), improves the outcomes for children and young people and their families.  


Reviews should take place every 6 months as a minimum (excluding children and young people who remain open to CAMHS solely for medication 


prescriptions where review will be in line with NICE / prescribing guidance). It is expected that, as part of this review, children and young people 


are discussed within supervision and/or MDT or case discussion with a focus on the impact and outcome of the intervention(s) to date, any areas 


that feel stuck or where there does not seem to be progress or added value resulting from CAMHS involvement, any concerns regarding 


engagement or disguised compliance, barriers and levers to engagement including readiness to change and expectations and plans for ongoing 


involvement.  


 


Discharge  
The process of ending is recognised to be a crucial part of treatment. It is important and helpful to be clear from the outset about the parameters 


for the work we will undertake within specialist CAMHS.   This is supported by sharing with children, young people and their parents and carers 


what they might realistically expect from the work.  Talking about the time limited nature of treatment and the therapeutic relationship as early as 


possible helps to understand the boundaries around the support that can be offered.  Approaching the ending of work as a process rather than a 


discreet event will support this. Discussing the ending throughout the treatment journey allows the child, young person and their family to prepare 


as thoroughly as possible and ensures that the time limited nature of the work is held in mind. They highlight that this is supported by: 


➢ Talking endings from the beginning - This language should be one that nurtures hope and supports trust to develop as well as clearly 


communicating the boundaries around the support and the therapeutic relationship. 


➢ Establishing shared and realistic expectations - Setting realistic expectations early on about possible outcomes by taking a collaborative 


approach and developing a shared understanding of what is hoped for from the work, considering what a good outcome looks like e.g. an 


improvement in feelings or symptoms, feeling better able to understand and cope with difficult feelings or feeling more able to get on with 


life. This should involve children, young people and families and professionals in other services and accept that there may be limits to what 


can be achieved. 
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➢ Discuss other supports available - Given the likely persistence of some difficulties following treatment, any conversation about treatment 


ending should consider approaches or support outside of specialist services that might help children and young people manage their own 


mental health and wellbeing. To do this more effectively, we need to deepen our understanding of the range of non-specialist strategies 


available to address mental health difficulties and build better knowledge and communication about ongoing support strategies that do not 


directly involve a mental health professional 


➢ Having a collaborative approach – giving young people a choice about how and when treatment ends where possible. Co-produce a self-


management relapse, crisis or support plan. 


 


Click here to review the CAMHS Discharge / Transfer of care process. 


 


 


 


 


 


 


 


 


 


 


 


 


 


 



https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/CAMHS-Discharge-process.pdf
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5Ps Model of Formulation 


 


Image provided by www.julietyoung.co.uk  


Please click here to visit www.leicspart.nhs.uk/wp-content/uploads/2025/04/The-5Ps-model-of-formulation.jpg to view a bigger version of this 


image. 



http://www.julietyoung.co.uk/

https://www.leicspart.nhs.uk/wp-content/uploads/2025/04/The-5Ps-model-of-formulation.jpg

http://www.leicspart.nhs.uk/wp-content/uploads/2025/04/The-5Ps-model-of-formulation.jpg
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SECTION 2: CAMHS Community Neurodevelopmental Assessment and Treatment Care Pathways 
Children’s neurodevelopment is complex and influenced by variety of internal and external factors such as genetics, family environment, 


gestational and perinatal environments and experiences, illness and injury as well as childhood experiences such as Adverse Childhood 


Experiences (ACEs). It is generally thought that neurodevelopmental conditions have an onset very early in life, but the consequences are not 


always seen until many years later. Adolescence is a crucial developmental stage where significant changes are taking place within the brain at 


the same stage where there is more demand placed on young people’s neuropsychological functioning, e.g. executive functioning skills, problem 


solving, negotiating, attention and concentration etc. This can therefore be a critical time for young people and challenges they have previously 


been able to compensate for may become more evident. Some young people may therefore present at services later into their development and 


will need services that can adapt to meet their specific needs within the context of their developmental stage. 


 


It is important to be mindful that the terminology used when discussing neurodevelopmental conditions is often taken from the diagnostic criteria 


such as the ICD-11 and DSM-5 and much of the language is deficit-based and pathological in nature. It is important to recognise that young 


people with neurodevelopmental conditions have many strengths and differences. Our service promotes more neuroaffirmative language and 


encourages young people and their families to embrace difference whilst recognising the language used in the diagnostic criteria and the impact 


it may have. 


 


Neurodevelopmental conditions include autism spectrum conditions, attention deficit conditions, social communication difficulties, Foetal Alcohol 


Spectrum disorders, motor co-ordination difficulties, tic disorders and Tourette Syndrome as well as difficulties associated with acquired brain 


injury. Children with neurodevelopmental conditions may therefore present at any number of services, e.g., community paediatricians, neurology, 


genetics, speech and language therapy, CAMHS, learning disability services etc.  


 


What constitutes a comprehensive assessment will vary according to the presenting concern and needs of the young person but should be 


comprehensive enough to firstly consider if the child’s differences are neurodevelopmental in nature and secondly whether they can be 


understood using a diagnostic framework alongside a psychological and systemic formulation. 


 


Assessment is holistic and will take place over several appointments to understand the young person’s differences and strengths. The 


assessment and treatment of neurodevelopmental conditions is likely to involve several services within health and will require a multi-agency 


response to the longer-term management plan.  
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Specialist CAMHS is currently commissioned to provide diagnostic assessment and management of ADHD and associated comorbidities and 


diagnostic assessment of autism and associated comorbidities in young people aged 11 years and above. Concerns about neurodevelopmental 


difficulties in younger children will typically be seen by community paediatrics, unless there are associated significant mental health difficulties 


which meet the criteria for CAMHS or significant parental mental health difficulties that are having an impact on the child. Primary concerns about 


other neurodevelopmental difficulties such as Foetal Alcohol Syndrome Disorder (FASD) or acquired brain injury will be seen by other services 


such as paediatric neurology, neuropsychology, Community paediatricians, genetics etc.  


 


Neurodevelopmental Assessment for Autism Spectrum Disorder (ASD) pathway  


https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/ASD-Pathway-15.7.25.pdf  


 


Neurodevelopmental Assessment for Attention Deficit Hyperactivity Disorder (ADHD) pathway  


https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/ADHD-Pathway-15.7.25.pdf  


 


Tics pathway  
https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Tic-Disorder-pathway-2023.docx  


 


 


Psychoeducation resources  
 


We offer a diverse range of digital psychoeducation resources for our young individuals during their assessment and following a diagnosis.  


All young people should be sent resources to support them while they are waiting for an assessment.  


While you are waiting for your Neurodevelopmental (ND) Assessment psychoeducation booklet (https://bit.ly/waitingNDassessment)  


There are specific resources on our website Child and Adolescent Mental Health Services - CAMHS | Leicester. Click here to view our dedicated 


Neurodiversity collection.  


 


The following resources are available once a diagnosis has been confirmed and should be incorporated into care following a diagnosis. 


Post diagnosis booklets (https://bit.ly/ADHDDiagnosisCAMHS and https://bit.ly/AutismDiagnosisCAMHS ) 


Guidance offer including videos on Autism, ADHD and Tics. Click here to learn more about the Guidance offer within CAMHS .  



https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/ASD-Pathway-15.7.25.pdf

https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/ADHD-Pathway-15.7.25.pdf

https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Tic-Disorder-pathway-2023.docx

file:///C:/Users/johnsonl/AppData/Local/Microsoft/Windows/INetCache/Content.Outlook/MQEX7ZQ8/While%20you%20are%20waiting%20for%20your%20Neurodevelopmental%20(ND)%20Assessment%20psychoeducation%20booklet

https://bit.ly/waitingNDassessment

https://www.healthforteens.co.uk/leicestercity/collections/leicestershire-child-and-adolescent-mental-health-service-camhs/

https://www.healthforteens.co.uk/health/neurodiversity/

https://bit.ly/ADHDDiagnosisCAMHS

https://bit.ly/AutismDiagnosisCAMHS

https://guidance.leicspart.nhs.uk/

https://staffnet.leicspart.nhs.uk/support-services/fypclda/camhs/guidance-camhs/
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SECTION 3: Auxiliary Pathways  
Within LPT there are 3 additional services who work with CAMHS to provide clinical intervention to young people aged 14 years and above who meet their 


service criteria. CAMHS continues to hold lead professional responsibility and to co-ordinate the overall care package. In order to refer to these services 


young people must; 


 


➢ Remain open to CAMHS 


➢ Have a named Lead Professional 


➢ Have a named medic/prescriber if required (who can also be the LP). All referrals to PIER will require a named medic 


 


 


PAUSE (Psychological Understanding of Unusual and Sensory Experiences) Team 
 


The PAUSE team, work with people aged 14 years – 35 years who are at risk of developing psychosis (At Risk Mental State). 


There are three main groups of people who may benefit from assessment and intervention by the PAUSE Team:- 


 


1. Family Vulnerability Group 


Individuals who have a close family member(s) with current or previous experience (and likely a diagnosis) of psychosis or Schizophrenia, and who 


themselves are showing a decline in functioning. 


 


For example, the individual may be experiencing significant difficulty living their life. They may be starting to struggle with their mood or managing day to day 


tasks and activities. They may have worries and concerns about caring for a family member or fears about having the same experiences. 


 


 


2. Attenuated Group 


Individuals having a first experience of “sub threshold” psychotic symptoms. They might have confusing or unusual experiences which are infrequent or 


unclear. For example, they may have racing thoughts or be finding it difficult to focus or may feel more self-conscious or withdrawn. This may be as a result of 


feeling stressed or going through big changes or upheaval in their lives. Individuals might be struggling to sleep as a result of these experiences. 


 


They may feel unable to trust people they previously confided in. They may have unusual sensory experiences where they can hear, see, smell, touch, or 


taste things that others cannot. However, the experience of this will be vague and transitory and not at a level that would warrant referral to the Early 


Intervention for Psychosis service (PIER Team). 
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The individual may be using substances such as drugs or alcohol to manage these experiences. They may be starting to struggle maintaining friendships or 


activities and may also be struggling to attend to activities of daily living they previously had no difficult with e.g. personal hygiene or food preparation.  


 


3. Brief Limited Intermittent Psychosis Group (BLIP) 


Individuals who have had an intense period of the experiences listed above which resembled a clear period of psychosis which would have met the criteria for 


admission to the PIER Team, but which resolved itself within 7 days and did not require the use of antipsychotic medication. 


 


Individuals in this group might report a brief experience of feeling totally “mad” seeing or hearing things, believing things they may not have believed before. 


However, the experience was self-limiting. 


 


Inclusion and exclusion criteria 


The PAUSE team will accept referrals from individuals from all three of the above groups and will work with individuals and their support systems based on the 


following inclusion criteria: - 


• Aged 14 – 35 years 


• Residing in Leicester, Leicestershire or Rutland (within ICB catchment area) 


• First onset of difficulties consistent with an “at risk mental state” or experiencing significant worsening difficulties and/or a significant decline in 


functioning  within the last 18 months- 2 years from point of referral 


• Presence of unusual experiences consistent with an “at risk mental state” which occur in the absence of intoxication  


• The “at risk mental state” presentation is the individual’s primary difficulty 


• The individual must be help seeking 


 


• CAMHS will be able to retain Lead Professional status throughout a young persons contact with the PAUSE Team (At least for the pilot stage) 


 


Exclusion criteria: 


• Long standing difficulties conducive of an “at risk mental state”, where these experiences have been present for longer than 6 months 


• Clear evidence of past or current psychosis such that requires/required prescription of anti-psychotic medication, or which lasted longer than 7 days 


• Unusual experiences that have a physical or organic cause. Any medical investigations into this should be completed and ruled out prior to the point of 


referral to PAUSE 


• Unusual experiences that occur only whilst under the influence of drugs or alcohol. 


• The individual is experiencing primary concerns relating to other difficulties e.g. an emerging “personality disorder”, Acquired brain injury, intellectual 


disability or substance use  
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Referrals to PAUSE should be made using their referral form which can be found here (https://staffnet.leicspart.nhs.uk/support-


services/fypclda/camhs/referral-forms/)  and sent directly to LPT.PAUSEadmin@nhs.net . 


 
Please click here to download the referral form straight to your device.  


 


Psychosis Intervention and Early Recovery (PIER) Team 
 


The service offers help to people aged 14 – 64 years who are experiencing first symptoms of psychosis, as well as providing help to their families. The 


support received from the Psychosis Intervention & Early Recovery (PIER) Team can help people recover from a psychotic episode. It can also help reduce 


the likelihood of experiencing further psychotic episodes in the future. The service is made up of a team of professionals (including nurses, psychologists, 


psychiatrists, occupational therapists and support workers) who have lots of experience in working with people with psychosis. 


 


Referral criteria 


The service offers help to people aged 14 – 64 years who are experiencing first symptoms of psychosis. 


 


Referrals to PIER should be made using their referral form which can be found here and sent directly to lpt.pierteam@nhs.net 


https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Psychosis-intervention-and-early-recovery-pier-team-referral-form.docx  


 


 


Specialist Autism Team (SAT)  
 


The Specialist Autism Team (SAT) is a multi-disciplinary team committed to supporting Autistic people, their families and other professionals to 


understand their Autism-related needs and make suitable adjustments to their care and support. The team provides support to autistic people 


aged 14 and upwards, including adults. 


The team is focussed on supporting autistic people and/or their carers to ‘Understand their Autism’. We offer self-directed psychoeducation via 


an online platform called Guidance. Group workshops are also available. Individuals with more complex needs may be eligible for 1:1 


interventions.  Interventions are delivered on a sessional basis and are between 6-8 sessions following the assessment phase. 


The team will also work closely with partner organisations such as education providers and social services where necessary to provide holistic 


care and support where it is needed. 


 


The team offers a range of care and support, as set out below: 


 


  



https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/PAUSE-Referral-form.docx

https://staffnet.leicspart.nhs.uk/support-services/fypclda/camhs/referral-forms/

https://staffnet.leicspart.nhs.uk/support-services/fypclda/camhs/referral-forms/

mailto:LPT.PAUSEadmin@nhs.net

https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/PAUSE-Referral-form.docx

https://staffnet.leicspart.nhs.uk/support-services/fypclda/camhs/referral-forms/

mailto:lpt.pierteam@nhs.net

https://staffnet.leicspart.nhs.uk/wp-content/uploads/staff-directory/Psychosis-intervention-and-early-recovery-pier-team-referral-form.docx
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Routine Pathway 


 


Self-directed psychoeducational workshops entitled “Understanding My Autism”. Workshop access is provided over the online platform 


‘Guidance’. 


Guidance is available for those individuals and their families exhibiting a minor/definite deterioration in health and wellbeing due to a lack of 


understanding around their autism. 


This is a set of six psychoeducation workshops covering the following topics: 


• Core features of autism 


• Occupation and sensory approaches 


• Communication and autism 


• Executive functioning 


• Autism and mental health 


• Understanding behaviours 


To attend these workshops, the person must: 


• have a formal diagnosis of autism 


• be 14 years of age and older 


They do not need to have a Lead Professional to access the workshops. 


Facilitated workshops delivered over MS Teams are also available for individuals who cannot access/make use of self-directed learning. 


 


One to one intervention 


 


After attending a workshop and assessment, the team may offer further one to one support, subject to assessment of need. 


1:1 intervention will also focus on supporting the individual, their family and professionals to understand their Autism-related needs and develop 


strategies or approaches to thrive. 


The 1:1 pathway attempts to meet the needs of the individual, which may include a range of the following interventions: 


• Devising and recording ‘reasonable adjustments’ 


• Communication strategies 


• Help with meaningful occupation – establishing routine & structure 


• Help with nutrition & hydration – dietary support 


• Improving physical health 


• Understanding behaviours 


• Support to understand family relationships and patterns 
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• Support to understand emotions/emotional regulation 


• Support to understand sensory needs and appropriate strategies 


 


In order to access 1:1 interventions the patient will need to have a Lead Professional in another LPT service e.g. Consultant Psychiatrist, CPN,  


psychologist, etc and meet the inclusion criteria for this pathway. 


 


Other services 


The team will also provide advice and guidance to colleagues from other agencies. 


 


Referral criteria 


The SAT supports patients who are 14 years old upwards, who have a formal diagnosis of autism and must consent to the referral.  


 


Exclusion Criteria 


Person has a learning disability 


Under 14 years of age 


Person is experiencing a current mental health crisis 


 


Referrals to SAT should be made using their referral form which can be found here  (https://staffnet.leicspart.nhs.uk/support-


services/fypclda/camhs/referral-forms/ ) and sent directly to lpt.satreferrals@nhs.net 



mailto:lpt.satreferrals@nhs.net
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Referral Sources
(ICS use only) Acute Other
(ICS use only) Community Hospital
(ICS use only) EMAS
(ICS use only) Primary Care
(ICS use only) UHL Emergency Department
(ICS use only) UHL Other
(ICS use only) UHL Wards
(Tertiary)  - 'Consultant to Consultant'
****CCCT****
A&E
A&E - HV Tasks
Accident And Emergency Department
Accident and Emergency Dept
Acute Hospital
Acute Hospital - LLR
Acute Hospital - Out of area
Acute Hospital Inpatient/Outpatient Department
Acute Hospital Inpatients - LLR
Acute Hospital Inpatients - Out of Area
ADHD
ADHD/GP Annual Review
Admission data
Adult - Carer
Adult - Other Adult
Adult Autism Spectrum Diagnostic Service
Adult Services (Continence Team)
Advanced Nurse Practitioner
Age Concern
Ambulance Service
Ambulance Service,
Ambulance Service.
AMH SPA Assessment Team
AMH Triage Car
Approved MHP (SW)
Aspergers
Asylum and Refugee Service
Asylum Services
Audiologist
Audiologist from Hospital
Audiology
Border House Hostel
CAF (Common Assessment Framework) Team
CAFSS







CAHMS
CAMHS - CAP
CAMHS - Primary Care Mental Health Practitioner
CAMHS (Child & Adolescent Mental Health Service)
CAMHS (child and adolescent mental health services)
CAMHS (child and adolescent mental health teams)
CAMHS Access Team
CAMHS Crisis 72 Hour Follow Up
CAMHS Crisis Bradgate Assessment Team
CAMHS Crisis Plus
CAMHS Crisis Team
CAMHS Ward 3
CAMHS.
Cardiology
Care Home
Care Home with Nursing
Care Home without Nursing
Care Navigator
Care of the Elderly Ward
Carer
Carer / Relative
Carer/Relative
Case Management Team
Case Manager
Case Manager - Probation Officer
Case Manager - Social Worker
CCHS SPA
Central Duty Rota
Central Referral Hub
Chat Health
Check It Out
Child Adolescent Mental Health Services (CAMHS)
Child and Adolescent Mental Health Services
Child Health
Child Health (Existing caseload only)
Children and Family Services
Children's Community Nursing Team
Children's Services
Children's Therapy Services
Childrens Admissions Unit (Ward 28)
Childrens Centre/Surestart
Childrens Centre/SureStart Centre
Childrens Centres
Childrens Outpatients UHL (University Hospitals Leicester)
Childrens Rapid Assessment and Follow-Up Team CRAFT
Chiropodist
Choose and Book







CICU (Childrens Intensive Care Unit ) LRI (Leicester Royal Infirmary)
City Childrens Community Team CCCT
City ICRS - Mental Health
City ICRS - Social Care
City ICRS Therapy
City Reablement
CJLD Outreach
Clinic - OPD
Clinical decisions unit
Clinical Psychologist
Commissioners
Community (CINNS)
Community (ICS)
Community (SLT)
Community Dietitian
Community Health Service
Community Health Service (Community Hospital)
Community Health Service (same or other Health Care Provider)
Community Health Service.
Community health services
Community Health Services - other
Community Hospital
Community Hospital - LLR
Community Hospital - Out of Area
Community Hospitals
Community Intermediate Care Beds CICB/CRC
Community Matron
Community Matrons
Community Mental Health Team
Community Mental Health Team (Adult Mental Health)
Community Mental Health Team (Assertive Outreach)
Community Mental Health Team (CAMHS)
Community Mental Health Team (Child and Adolescent Mental Health)
Community Mental Health Team (Forensic)
Community Mental Health Team (Learning Disabilities)
Community Mental Health Team (Older People)
Community Mental Health Team.
Community Nurse
Community Nursing Team
Community Nursing Team.
Community Occupational Therapy
Community paediatrician
Community Paediatrics
Community Physiotherapy
Community Placement Providers
Community Psychiatric Nurse CPN
Community staff nurse







Community Team for Learning Disability
Community Therapy
Community Workers
Community-based Paediatrics
Connexions Service
Consultant
Consultant - Acute
Consultant referral request
Consultant UHL (University Hospitals Leicester)
Continence Advisor
Continence Team
Court Liaison and Diversion Service
Courts
CPN
Criminal Justice and Liaison Service
Crisis Cafe.
Crisis Home Treatment
Crisis Team
Data Migration (Alliance)
Day Care UHL (University Hospitals Leicester)
Day Unit
Daycare LRI (Leicester Royal Infirmary)
Deliberate Self Harm Team
Dentist (National Code 92)
Dermatology
Diabetes Specialist Nurse
Diabetes Specialist Nurse,
Diana Service
Diana Services
Dietician
Dietician LRI (Leicester Royal Infirmary)
Dietitian
Dietitian.
Discharge Liaison Team
Distict Nurse
District Nurse
Drug Action Team / Drug Misuse Agency
Early Help
Early Supported Discharge for Stroke (ESDS)
Early Years Support Team - City
Early Years Support Team - County
Early Years Teaching Service
East Midlands Ambulance Service EMAS
Education
Education Psychologist
Education Service
Education Service / Educational Establishment







Education Services
Educational - Professional
Educational - SENCO
Educational Audiologist
Educational Establishment
Educational Psychologist
Educational Welfare Officer (EWO)
ELSEC
EMAS
Emergency & Urgent Care (A&E, MIU, WIC)
Emergency Care Practitioner/Out of Hours
Emergency Department
Emergency Department UHL (University Hospitals Leicester)
Employer
ENT at UHL
External Care Agency
Falls Prevention Specialist Team
Falls Prevention Specialist Team.
Family
Family / friend / neighbour
Family Support Worker
First Contact Practitioner
Frailty Emergency Squad (FES)
Gastroenterology
Gender Identify Disorder Service
General Dental Practitioner
General Medical Practitioner
General Medical Practitioner Practice
General Medicine
General Practitioner
General Practitioner Referral
General Public
General Surgery
Genito-urinary Medicine
Glenfield Hospital
GP (National code: 3)
GP Practice
Graduation transfer from Adult MHS to Older Peoples Mental Health Services
Graduation transfer from CAMHS to Adult Mental Health Services
Guardian
Gynaecology
Gypsy Liaison Officer
HART
Head Teacher/ SENCO
Health and Social Care
Health Care Support Worker
Health Professional Out of Area







Health Protection Agency
Health Visitor
Health Visitor (National Code 14)
Health Visitor Out Of Area
Healthy Together professionals
Heart failure service
Home Enteral Nutrition Service (HENS)
Home Visiting Service
Homecare Assessment and Reablement Team (HART)
Hospice
Hospice at Home
Hospice.
Hospice/Specialist pallative care team
Hospice/specialist palliative care team
Hospital
Hospital Admission Data
Hospital Discharge
Hospital in-patient
Hospital out-patient
Hospital Outside of area
Hospital-based Paediatrics
Housing
Housing Service
IAPT (Improving Access to Psychological Therapies)
ICRS Night Nursing
Immunisation Service
Inclusion Service
Independent Sector
Independent Sector - Low Secure Inpatients
Independent Sector - Medium Secure Inpatients
Independent Sector.
Inpatient Service (Adult Mental Health)
Inpatient Service (Child and Adolescent Mental Health)
Inpatient Service (Forensics)
Inpatient Service (Learning Disabilities)
Inpatient Service (Older People)
Integrated Care Co-Ordinator
Integrated Care Project
Integrated Care Team - Mental Health
Intensive Community Support
Intensive Community Support (ICS)
Intermediate Care
Intermediate Care - Acute
Intermediate Care - Non Acute
Intermediate Care Team
Internal - Oxygen Service
Internal Nurse







Internal Occupational Therapist
Internal Physiotherapist
Internal Referral
Job Centre Plus
Kirton Lodge
LAC
LAC Admin
LD Autism
LD Community
LD Discharge Hub - CYP Collaborative
LD Discharge Hub - Eating Disorder Collaborative
LD Discharge Hub - ICB
LD Discharge Hub - Impact
LD Forensic
LD Outreach
LD Register
LD Short Break
Leicester City Council
Leicester Royal Infirmary
Leicester Royal Infirmary Emergency Department
Leicester Royal Outpatients
Leicestershire County Council
LLR Travelling Families Service
Local Auth Social Services
Local Authority - other departments
Local Authority (City)
Local Authority (County)
Local Authority (Out of Area)
Local Authority (Rutland)
Local Authority Hostel
Local Authority Inclusion Service
Local Authority Social Services
Local Education Authority LEA
Looked After Children Service
Looked after children's team
LOROS
LOROS/MacMillan
LPT - Community Paediatrics
LPT - Public Health Nurse
LPT - Speech and Language
LPT Dental Practice
LPT Staff Referral Scheme
LPT Trust Hospital Staff
LPT Trust Staff working in Community
LRI
LRI Accident & Emergency
Macmillan Nurse







Macmillan Nurse,
Maternity Service
MATU - Multi Agency Traveller Unit
MDT (Multi-disciplinary Team) Meeting
Medical
Menphys SOS
Mental Health Drop In Service
Mental Health Service
Mental Health Triage Car
Mental Health Triage Team
Mental Health Urgent Care Hub
MH Liaison Service
Midwife
Midwife.
Migrated from CAMHS
MIgrated from Community Paediatrics
MSK Triage Service
Musculoskeletal (MSK) Therapy
Neighbour
Neonatal Hearing Screener
Neonatal LGH (Leicester General Hosptial)
Neonatal LRI (Leicester Royal Infirmary)
Neonatal Unit UHL (University Hospitals Leicester)
Neonatologist
Neurologist
NHS 111
NHS Digital Validation Report
NHS Direct
NHS Organisation
Night Nursing
Nurse
Nurse Practitioner
Nursery
Nursery Nurse
Nursery Nurse.
Nursery.
Nursing Home
Nursing/residential home
Occupational Health
Occupational Therapist
Occupational Therapist.
Occupational Therapy
Occupational Therapy.
Old Age Psychiatry
Oncology
Onward Referral from CAMHS
OOH Communication Centre / SPA







OOH GP Service
OOH's
Open Access (Ward 28)
Ophthalmology
Optometrist
Orthopaedics
Orthotist/Podiatrist
Other
Other (National code: 15)
Other (National code: 97)
Other Agencies
Other Agencies.
Other Agency
Other Agency.
Other Health Professional
Other health professional
Other Hospitals
Other Independent Sector Mental Health Services
Other Medical
Other Medical Referral (Not Tertiary)
Other Primary Health Care
Other Professional
Other Secondary Care Professional
Other Secondary Care professional
Other Secondary Care Specialty
Other Service or Agency
Other services or agency
Other Sources
Other-not O/p Consultant
Other-not O/p Consultant: HOSPICE
Other: Urgent and Emergency Care Ambulance Service
Out of Area Agency
Out of Area Agency.
Out of area continence services/specialist services
Out Of Area Hospital
Out Of Area Hospital.
Out of Hours GP
Outreach Team
Oxygen Provider
Oxygen service
Paediatric Audiology
Paediatric Audiology.
Paediatric Audiometric
Paediatrician
Paediatrician - External
Paediatrician - Inhouse
Paediatrics







Paediatrics (City)
Paediatrics (County)
Palliative Care
Panaghar
Parent / Carer
Parent/Carer/Relative
Parent/Guardian of Minor
Parents/Carers
PARR
Patient
Patient (self referral)
Patient (self-referral)
PAVE
PCT Outside of area
PCT Outside of area.
Peer-led initiatives
Permanent transfer from another Mental Health NHS Trust
Permanent Transfer from MH
Pharmacist
Phlebotomy Service
Physiotherapist
Physiotherapy
PICU (Paediatric Intensive Care Unit) Glenfield Hospital
PIER (psychosis and early intervention)
Place of Safety
Planned Community Therapy
Planned Nursing
Podiatry
Police
Police - Arrested
Police - Voluntary Attendance
Police (National Code 97)
Practice Nurse
Pre-School Setting
Primary Care
Primary Care Co-Ordinator
Primary Care Coordinators
Primary Care Mental Health Team
Prison
Prison Health Service
Prison Nursing Staff
Prison Service
Probation
Probation Service
Psychology
Psychotherapy
PTCDA







Public Health Service
Pulmonary and Heart Failure Rehabilitation
Pulmonary rehab
Rainbows
Rainbows Children's Hospice
Rapid Intervention Team
Reablement
REDS
Referral from Triage
Relative
Relative / Carer
Relative/Carer
Relative/friend
Residential Home
Residential Reablement
Residential Rehabilitation Unit
Respiratory Consultant
Respiratory service
Respiratory Specialist
RPU
Rutland County Council
Safeguarding Team
School
School (National Code 97)
School Nurse
School Nurse (National Code)
School Screener
School Senco
School SENCO (Special Educational Needs Co-ordinator)
School Worker
SDEC - Same Day Emergency Care
Self
Self - Referral
Self referral
Self Referral: GP Suggested
Self-Referral
Self-Referral (National code: 06)
SENDIASS
Serenity
Single Point Of Access
Single Point Of Access.
Social Care
Social Care Co-Ordinator
Social Services
Social Services (National code: 19)
Social Services (National code: 094)
Social services (National code: 94)







Social Worker
Social Worker (National Code 97)
Solicitor
Source Unknown - transferred from previous clinical system
Source Unknown (transferred from previous clinical system)
Spa
SPA (Single Point of Access) Meeting
Special Schools
Special Schools.
Specialist Health Visitor
Specialist Health Visitor.
Specialist Nurse
Specialist Nurse.
Specialist Nursing Team - LPT
Specialist Nursing Team - UHL
Specialist Palliative Care Service
Specialist Palliative Care Team
Specialist Palliative Care Team,
Specialist Practitioner
Specialist Staff Practitioner
Specialist Teaching Service City
Specialist Teaching Service County
Speech & Language Therapist
Speech & Language Therapist (National Code 14)
Speech and Language
Speech and Language Therapist
SPRINT
SSNAP (Sentinel Stroke National Audit Programme)
Stroke Service
Sure Start
Teacher
Teacher (National Code 97)
Teacher/ Education
Team OT
Telephone or Electronic Access Service
Temporary transfer from another Mental Health NHS Trust
Tertiary - Consultant to Consultant
Think Family
Third Party
Transfer - LD RMT to LD Access
Transfer by graduation from Adult Mental Health Se
Transfer by graduation from CAMHS to Adult Mental Health Services
Transfer From Another Community Provider
Transfer In
Transferred from Database (pre-Tiara)
Transferred from Old Unit
Transferred from TCS







Transferred from Tiara - Source Unknown
Transitions Service
Travelling Education Service
Triage and Navigation Hub
Triage and Navigation Hub - Professional
Triage and Navigation Hub - Self Referral
Trusted assessor
Turning Point
UAVA
UHL
UHL - Hearing Services
UHL - Neonatologist
UHL - Newborn Hearing Screening Programme (NHSP)
UHL - Other
UHL Alliance
UHL Consultant
UHL Hospital Inpatient
UHL Hospital Outpatient
UHL Inpatient
UHL Respiratory Specialist Nurses
UHL Ward
University Hospitals Leicester (UHL)
University Hospitals Leicester UHL
Unknown
Urgent Care Centre
Urgent Care Centre Triage Team
Urology
Voluntary Organisation
Voluntary Organisation.
Voluntary Section
Voluntary sector
Voluntary Services
Walk in Centre
Walk-In Centre
WALL
Ward
Ward 9  UHL (University Hospitals Leicester)
Ward 9 LRI (Leicester Royal Infirmary)
Ward 10 LRI (Leicester Royal Infirmary)
Ward 10 UHL (University Hospitals Leicester)
Ward 11LRI (Leicester Royal Infirmary)
Ward 11UHL (University Hospitals Leicester)
Ward 12 LRI (Leicester Royal Infirmary)
Ward 12 UHL (University Hospitals Leicester)
Ward 14 LRI (Leicester Royal Infirmary)
Ward 14 UHL (University Hospitals Leicester)
Ward 27 LRI (Leicester Royal Infirmary)







Ward 27 UHL (University Hospitals Leicester)
Ward 28 LRI (Leicester Royal Infirmary)
Ward 28 UHL (University Hospitals Leicester)
Ward 30 Glenfield Hospital
Ward 30 UHL (University Hospitals Leicester)
Y Project
Youth Offending Officer
Youth Offending Service
Youth Offending Team
Youth Offending Team (Local Authority)
(ICS use only) CHS
<Unknown>
A&E - SN Tasks
A&E - Tasks
A+E H/C Prov: Same or Other
Antenatal - Tasks
Anti-Coagulation Clinic
Barnados
Bed Bureau
Brian House Outreach Team
CAMHS Crisis 7 Day Follow Up
CAMHS Outpatients
Cedars
Child and Adolescent Psychiatry
Child Development Centre
Child Exploitation Hub
Childrens Admission Unit
Childrens Out-Patients
CICU
City ICRS Nursing (RIT)
Clinical Genetics
Community Alcohol Team
Community CHS
Community Dentist
Community DMH
Community FYPC/LD
Community Workers(Other)
Complementary Therapy Service
Continuing Care
County Council's Emergency Duty Team (EDT)
CSE Hub
Day Care
Diabetes Specialist Nurses
Diana Team
Educational Psychologist.
Enabling
ENT







General Hospital
Geriatric Medicine
GGH - Ward 30
Health Organisation
Heart Failure Nurse (HFSN)
Hospital Inpatients/Outpatients
Initiated by Consultant
Inpatient CHS
Inpatient DMH
Inpatient FYPC/LD
Inpatient Service (Rehabilitation)
LD Discharge Hub - Specialised Commissioning
Liaison and Diversion
Liaison Nurse
LPT SEND Team
LRI - Ward 10
LRI - Ward 11
LRI - Ward 12
LRI - Ward 14
LRI - Ward 27
LRI - Ward 28
Marie Curie
Maternity Service.
Minor injuries units
National Probation Service
OLA Housing Department/Housing Association
Outside Area Hospital
Pharmacy
PICU
Portage
Primary Care Coordinator
Private Hospital
Psychiatry
Safeguarding Adult Board
Safeguarding Children Partnership
Safer Leicester Partnership
Self referred via health professional
SEND
Specialist Palliative Care Team..
Substance Misuse Service
Swanswell
Tissue Viability
Unknown
Virtual Ward
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SCHEDULE 2 – THE SERVICES 
 


A. Service Specifications 
 
This is a non-mandatory model template for local population. Commissioners may retain the 
structure below, or may determine their own in accordance with the Contract Technical Guidance. 
NHS England’s Contract Technical Guidance provides (at paragraph 36) further guidance on 
specifications generally and on what to consider for inclusion under the headings below. 
 


Service name Child and Adolescent Mental Health Services 
(CAMHS) Young Peoples Team (YPT)  


Service specification 
number 


MH30 


Population and/or 
geography to be served 


Population covered: 
The registered population of Leicester, Leicestershire and 
Rutland (LLR) including Looked After Children from Local 
Authorities outside of LLR who are placed within LLR with 
care providers and registered with a GP in LLR  
 
Acceptance Criteria; 
 
Young people aged up to age 18 years who are;  
Acceptance criteria  


 Looked After Children including Unaccompanied 
Asylum Seeking Children.  


 Adopted children  
 Homeless children 
 Young people referred by Youth Justice Services 


who have the agreed referral order/justice 
outcomes specified in the service level 
agreement.  


 
Exclusion criteria 


 Children placed with family and friends who are 
not legally Looked After will be seen by the 
generic outpatients teams. 


 Children on Special Guardianship Orders / 
Residence Orders will be seen by the generic 
outpatient teams 


Young people aged 18 on referral to the service will be 
assessed by adult mental health in line with Specialist 
CAMHS referral policy 
 


Service aims and desired 
outcomes 


The aims and objectives of the service are to  


 Provide a mental health assessment, formulation 
and intervention service for CYP in the groups 
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above who are referred to Specialist CAMHS.(tier 
3). 


 Provide specialist input to the corresponding social 
care systems to support children and families with 
identified mental health need  


 Facilitate the workforce to develop a better 
understanding of mental health issues in general 
and specific issues for vulnerable children and 
young people via advice, consultation and training 
– Funded by County Local Authority and Rutland 
Local Authority only.  


 Engage with families and carers to ensure that 
mental health problems are identified and treated 
early. 


 Offer clinical expertise on the complex needs of 
young people who are Looked After, Adopted, 
Homeless or involved with Youth Justice and 
engage with the care network to ensure 
identification and treatment of moderate to severe 
mental illness and the management of associated 
risk.  


 


Achieving these aims will increase awareness of mental 
health and well-being to build confidence and competence 
of staff in the teams and offer an enhanced service to 
children and young people who are in contact with these 
teams. 


The service outcomes are to prevent community 
placement breakdown, inappropriate psychiatric hospital 
admissions and support inpatient discharges.  


All contractual KPIs and monitoring for the service can be 
found in Schedule 6 of the contract. Schedule 6 represents 
all the contractual reporting requirements. 


 
Service description and 
location(s) from which 
it will be delivered 


The service is open Monday- Friday 09:00 – 17:00 
excluding bank holidays. 
 
The service is delivered from Westcotes House in 
Leicester. Outreach appointments are offered on a risk 
assessed basis in regards to those who are presenting 
with mental health or physical health difficulties which 
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would prevent them from accessing Westcotes House. 
The service for those professionals working with Youth 
Justice will also be provided from the Local Authority 
bases at County Hall and City Hall.  
 
Service user groups covered (including care clusters, 
where relevant) 
 
Children and young people eligible for YPT service will be 
a) adopted, b) looked after (including those in “connected 
persons” placements). c) young offenders d) homeless  
e) Non LLR CYP who live with independent providers with 
additional mental health needs which can not be met by 
staff in the existing services (tier 2 / 3). 
 
The service is for CYP up to the age of 18 who live in 
Leicester, Leicestershire or Rutland (LLR) or who are 
registered with LLR GPs.  CYP may be at tier 2/3 level of 
need.  Some children and young people will still require 
the input of the core Specialist CAMHS team. 
 
  
Service description / care package – overview i.e. what 
is provided (assessment / care planning / interventions 
etc) 
 
The model of service delivery will be through direct work 
with children and families, joint work with families and 
staff, consultation with staff and training to families and 
staff to ensure value for money and the delivery of high 
quality services 
 
The YPT is a multi-disciplinary team which provides a 
mental health assessment and intervention service for 
looked after children, adopted and homeless children, as 
well as young offenders.  The team operates at tier 2 / 
tier 3 level and works within the corresponding social 
care systems.  The team provides direct work and 
different levels of consultation and training to carer, 
parent and practitioner groups.  Clinical staff in the 
overarching YPT includes: 
 


 Psychiatrist 
 Clinical Psychologist 
 Psychiatric Nurses 
 Primary Mental Health Workers 
 Mental Health Practitioner 
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 Forensic Psychologist 
 Occupational Therapist  


 
The team will provide children, young people, families 
and carers with a range of evidence based services to 
facilitate the assessment and treatment of mental health 
problems and disorders including: 
 


 Depression 
 Anxiety 
 Self-harm 
 Eating Disorders 
 Post-Traumatic Stress 
 Obsessive Compulsive Disorders 
 Developmental Disorders such as Attention Deficit 


– Hyperactivity 
 Autistic Spectrum Disorders 
 Attachment Disorders and Behavioural Problems 


with Mental Health Presentations 
 Conduct Disorder when Co-Morbid with other 


Mental Health Problems 
 
The team will provide support to those aged 17.5 years 
and over with transition to the appropriate adult mental 
health care setting. For young people initially presented 
to the service/s aged 17.6yr, will have an Initial 
assessment with 4 weeks if urgent or 13 weeks routine 
with the transition nurse / access clinician and the 
transition planning will start at assessment stage.Where 
there is a query around ND at 17.6yrs all young people 
will be screened for comorbid mental health 
presentation, and if identified with a Neuro Diverse 
presentation only, they will be transferred to adult ND 
services for further assessment. All young people from 
17yrs plus will have a transitions plan in place, to ensure 
they are on the correct pathway. and will be provided 
with copies of the digital offer around transitions’ venues, 
neighbour information, crisis café with details of the 
adult prior to the actual discharge. 


 
 
The team will provide support to those known to Youth 
Justice who do not meet the tier 3 threshold of camhs. 
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This work is delivered within the Adverse Childhood 
Experiences Team (ACES Team). This team is staffed by 
two senior MH Nurses and a Forensic Psychologist. This 
team provide consultation and formulation to Youth 
Justice staff across LLR where there are identified needs 
for young people in relation to their emotional wellbeing 
and behavioural/offending presentation in relation to 
adversity in childhood. These young people are aged up 
to 18 years who have a registered GP in LLR.  
 
The team will provide consultation and training to all 
residential homes (independent or statutory) where a 
child presents in mental health crisis which is identified to 
be escalated by needs related to the residential setting. 
This work is accessed by referral from the CAMHS Crisis 
service or by the Lead Professional in YPT. This work aims 
to reduce the number of placement breakdowns, reduce 
multiple moves for children and reduce the number of 
inappropriate attendances at UHL A&E services. The KPI 
for this pathway is to make initial consultation within 4 
weeks of referral to the pathway.  
 
The team will provide consultation, supervision and 
training to the mentors at Leicester City Football Club 
(LCFC) who are running the Play On service (formally 
advantage)  
 
The team will provide monthly consultation and a yearly 
training schedule to the County Local Authority and 
Rutland Local Authority as per their service level 
agreement in return for financial contribution to the 
running of the YPT. The City Local Authority have 
withdrawn their participation in this agreement (from 
2024) 
 
The Team will provide 1x Senior mental health 
practitioner, x1 assistant psychologist and x1 
occupational therapist alongside consultation from a 
medic for one PA per month. This is under the Staying 
Close, Staying Connected pilot which runs until 31st 
March 2026. The pilot will work with those aged 16-25 
who are looked after young people under Leicester City 
Council. The pilot will provide support for those with mild 
– moderate mental illness presentation and provide 
consultation model to leaving care advisors along with 
direct face to face therapeutic work with young people. 
Onwards referral to adult mental health services will be 
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sought for those over 18 years who present with a 
moderate to severe mental illness. The service will also 
provide direct consultation and training in to the City 
Local Authority statutory homes and enable the statutory 
homes to make direct referral in to the camhs young 
peoples team where indicated in consultation. The KPI for 
this project is 13 weeks for routine assessment within the 
pilot and 4 weeks for urgent assessment within the pilot 
(noting that urgent cases are classed as moderate 
presentation of mental illness due to the limitation of the 
remit of the pilot)  
 


 
 


 


 


  


 


 


  






