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1.1 Introduction  
The purpose of this transformation strategy is to provide the framework for the 
delivery and ongoing development of local Child and Adolescent Mental Health 
Services (CAMHS). The aim is to deliver a whole systems change through 
partnerships, joint commissioning and co-production in order to improve access and 
responsiveness and to promote recovery and resilience.  
 
The 2009-2012 CAMHS strategy aimed to raise awareness and embed the principle 
of making the emotional well being and mental health of children and young people 
everybody’s business.  
 
The local arrangements for CAHM services are complex and involve a wide range of 
stakeholders, providers and commissioning organisations.  Over time this has 
resulted in different organisations, although working towards the same priorities, 
adopting a slight different approach.  
 
The local 2013 CAMHS review of Tier 2 services made a number of 
recommendations to promote a more synchronized approach. In response, to having 
an in depth understanding and mapping of the needs of the local population and by 
listening to children, young people, parents and carers and a wide range of 
stakeholders this transformation strategy was originally designed to build on the 
previous strategy by delivering the systemic change required across the whole 
system in a timely and coordinated manner and has since been updated in response 
to the publication of ‘Future In Mind’ and associated guidance published by  NHS 
England.  
 
This can only be achieved through partnership working and collaboration. Building 
upon the strong relationships between partners that already exists in Kingston 
between statutory partners, the local community as well as those in receipt of 
support (now or in the future) and wider partners across South West London.  
 
This strategy describes how, through a collaborative approach a systematic 
transformation of the care provided to those with emotional wellbeing and mental 
health issues shall be achieved.  
 
1.2 Vision  
Our overarching vision for all children and young people is that they achieve their full 
potential. Through the delivery of this strategy we are aiming to ensure: 

• Services are Value for Money and there are effective joint commissioning 
arrangements in place  

• Children and young people are able to access the right service in the right 
place at the right time 

• Services are evidenced based and deliver high quality interventions that are 
outcome focused  

• Children and young people have a positive experience of care and feel 
empowered in decisions about their care or treatment  

1. Introduction 
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• Families and communities are resilient and empowered in meeting their 
emotional well being needs.  

 
 
1.3 Objectives  
The main objectives of the local CAMHS strategy are to achieve: 

 An overall reduction in the number of children and young people referred to 
CAHMS for treatment  

 An overall reduction in access waiting times ( or improved waiting times)  

 An increase in the range of evidenced based interventions available and 
greater skills and confidence amongst the wider workforce in managing 
emotional well being and mental health issues 

 An increase in the well being of children and young people and their 
experience of receiving support from CAMHS 

 A long term reduction in the number of children and young people admitted 
with acute issues to Tier 4 services and/ or requiring long term residential 
placements.   

 
1.4 Scope  
The life of this strategy originally covered three years and has been extended to 
cover five years in response to new guidance issued by NHS England. The focus of 
this strategy is:  

 the alignment of resources between different commissioning organisations,  

 the infrastructure and deployment of targeted, early help services and 
specialist CAHM services in the community whether provided by health, social 
care, education,  

 the design and integration of local processes and pathways and, 
  ensuring the voice and young people is at the centre of all activity 

 
The principle changes that will be delivered through the Transformation funding shall 
be : 
Promoting resilience, prevention and early intervention by: 

 Commissioning a dedicated ‘Early Intervention’ team who will work primarily 
with GPs and education establishments, acting as a named point of contact 
providing a rapid response to prevent issues from escalating and reduce the 
number of inappropriate referrals to structured treatment.   

 Develop a comprehensive post diagnosis offer of support for children and 
young people diagnosed with an Autistic Spectrum Condition.  

Improving  access to effective support by: 

 Publishing clear and easy to understand pathways to illustrate how services 
link together. 

 Ensuring CAHM services are better embedded within local communities and 
within multi-disciplinary teams. 

[Ensuring] care for the most vulnerable by : 

 Developing an enhanced Eating Disorder Service with increased additional 
therapeutic interventions, online resources and a day service. 

 Ensuring there is an integrated response to supporting children and young 
people who have experienced sexual abuse or domestic violence by 
purchasing specialist therapeutic support.   
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 Re-designing the Psychiatric Liaison delivery model to ensure all children and 
young people presenting in crisis within the South West London region 
receive a consistent offer.  

[Creating greater] accountability and transparency by: 

 Ensuring the voice of children and young people is at the centre of all activity 
and with the local Youth Council develop online resources designed by young 
people for young people so they and their families are better informed 

Developing the workforce by: 

 Commissioning a bespoke training package for primary care,  school and post 
16 provision to in order to expand the skills and capability of universal 
services. 

 Increasing the overall therapeutic capacity by growing the participation of the 
local VCO (Voluntary and community organisations) sector in the IAPT 
programme.  
 

It is intended that by pump priming the CAHMS system at key points along the 
spectrum of need with the additional transformation funding this shall release 
capacity and resources that can be re-invested to sustain the new initiatives. Longer 
term, as the overall demand for structured community treatment reduces, the plan 
will be to re-commission these services.  
 
Children, young people and their families should expect to receive a rapid response 
and have access to information and advice that is high quality and evidenced based. 
They should expect to receive support that flexible, person centred, convenient and 
that promotes recovery.   
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2.1 National Policy  
There are a number key policies and recent reviews commissioned by the 
Government which are shaping the future of CAMH services at a national level and 
underpin the strategic direction at a local level. These include: 
 

 The National Service Framework (2004) 

 The National CAMHS Review (2008) 

 The Marmot Review (2010) 

 No Health without Mental Health (2011) 
 
National policy and the expanding knowledge base consistently highlight the 
importance of: 

 Early Intervention and children and young people being able to access 
services easily 

 Interventions being evidenced based, outcomes focused and promoting 
recovery 

 An integrated and multi disciplinary approach 

 Targeting distinct groups of vulnerable children and young people who are 
more likely to experience poor mental health 

 Adopting a continuum approach that offers a proportionate response to need 

 Patients and their families being listened to and involved in decisions 
 
2.2 National Framework  
CAHM services are commonly defined within a four tiered conceptual model, and 
provide the structural framework for the commissioning and design of local services.   
 
Tier 1: Services provided by practitioners working in universal services (such as 
GPs, Health Visitors, Teachers and Youth Workers), who are not necessarily mental 
health specialists. They offer general advice and treatment for less severe problems, 
promote mental health, aid early identification of problems and refer to more 
specialist services.  
 
Tier 2: Services provided by specialists working in community and primary care 
settings in a uni-disciplinary way (such as Primary Mental Health Workers, 
Psychologists and Paediatric clinics). They offer consultation to families and other 
practitioners, outreach to identify severe/complex needs, and assessments and 
training to practitioners at Tier 1 to support service delivery.  
 
Tier 3: Services usually provided by a multi-disciplinary team or service working in a 
community mental health clinic, child psychiatry outpatient service or community 
settings. They offer a specialised service for those with more severe, complex and 
persistent disorders.  
 
Tier 4: Services for children and young people with the most serious problems. 
These include day units, highly specialised outpatient teams and inpatient units, 
which usually serve more than one area.  
 

2. National Context  
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2.3 National Policy Update (2015)  
 
NHS Five Year Forward View (2014) 
In October 2014 the NHS Five Year Forward View was published. The paper 
outlines the vision for the future of the NHS and more broadly articulates a case to 
develop a new relationship with patients and the community and new models of care 
in order improve the mental and physical health outcomes for the population.  
 
Future In Mind (2015) 
In March 2015 a parliamentary taskforce published its findings and 
recommendations following a review Child and Adolescent Mental Health Services 
(CAMHS). The ‘Future In Mind’ report made a total of 59 recommendations in order 
to: 

 Promote resilience, prevention and early intervention 

 Improve access to effective support ( a system without tiers) 

 [improve] care for the most vulnerable 

 [create greater] accountability and transparency 

 Develop the workforce  
 
This was swiftly followed by a Government pledge and later a commitment to invest 
more funding in emotional well being and mental health services for children and 
young people.  
 
In August 2015 NHS England published guidance, ‘Local Transformation Plans for 
Children and Young People’s Mental Health and Wellbeing’ for local areas on 
meeting the ‘Future In Mind’ recommendations and details of the funding allocation 
for each area. The key objectives for the additional funding are to:  

 Build capacity and capability across the system 

 Roll-out the Children and Young People’s Improving Access to Psychological 
Therapies programme (CYP IAPT) 

 Develop evidence based community Eating Disorder services for children and 
young people 

 Improve perinatal care 

 Bring education and local children and young people’s mental health services 
together around the needs of the individual child through joint mental health 
training 

 Deliver Parity of Esteem between mental and physical health  

 Support the most vulnerable and,  

 Close the treatment gap so that more children and young people can have 
access to timely, high quality, coordinated support 

 
The updates to this Transformation Strategy describe how Kingston will respond to 
and demonstrate the progress made since 2013 to improve the mental health 
outcomes for children and young people.  
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3.1 Local Recommendations  
The Joint Annual Public Health Report (2012) on the health of children and young 
people in Kingston made the following recommendations to improve the mental and 
emotional well being of children and young people locally: 

 Produce a targeted training plan to support the early identification of mental 
health problems 

 Develop CAMHs user involvement 

 Complete and implement modernised care pathways and ensure they are 
understood by all relevant professionals, users and parents…and take into 
account the physical health needs of users 

 Improve the monitoring of ethnicity and consult with BME young people to 
improve their engagement  

 
The 2013 CAMHS review of Tier 2 services sponsored by the Kingston Clinical 
Commissioning Group and Local Authority made a wide number of 
recommendations designed to: 

 Align the commissioning arrangements between commissioning organisations  

 Re-design of the business process and infrastructure of local services 

 Understand better, identified areas of unmet need  
 
The follow up Joint Annual Public Health Report (2014) on  mental health and 
wellbeing on Kingston  made the additional recommendations: 

 Promote and raise awareness of developing and maintaining healthy 
emotional well being within the community.  

 Understand better identified areas of unmet need and areas of low 
performance   

 The need for transition services should be reviewed and in line with findings 
from this appropriate services established if required to meet the need of 
vulnerable young adults. 

 Evaluate the implementation of the 'Friends for Life' training programme 
 
3.2 Local Priorities  
Drawing on both national policy and local recommendations and areas of 
improvement the priorities of this transformation strategy are to create and develop:  

 Effective commissioning arrangements  

 Accessible services  

 Seamless transition pathways  

 Improved participation and engagement by service users  

 Informed communities  
 
The success of the strategy will be measured by  
 

1. An overall reduction in the number of referrals because children and young 
people are supported early and do not meet the threshold for structured 
treatment. The reduction will be measured by the number of referrals received 
and accepted by services  

 

3. Local Context  
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2. An overall reduction in waiting times  but specifically  100% of children and 
young people with eating disorders starting treatment within 4 weeks  
 
 

3. An increase in the number of evidenced based interventions delivered by 
CAMHS and an increase in the number of organisations delivering the IAPT 
principles.  
 

4. Positive feedback from service users and stakeholders and an increase in 
well being scores as measured by the Annual YP Survey  
 

5. A long term reduction of in the number of children and young people admitted 
to Tier 4 services, admitted via A&E for self harm and those requiring access 
to acute or long term residential placements to manage their emotional and 
behavioural needs.  
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4.1 Population 
There are 40,475 children and young people in Kingston according to the latest 
population estimates from the Office for National Statistics (2014 Mid-Year 
Estimates). The GLA expects this to increase to around 44,248 by 23% of the total 
population are aged 15-19 in Kingston.   
 
The GLA estimate the population of 0-19 year olds in Kingston borough to be 37,927 
in 2015 and predicted this to increase to 44,248 in 2025. This increase could put 
significant pressure on services for children and young people across the borough. 
The table below shows the projected population across the borough by gender and 
three age brackets, and how the population has changed from 2001: 
 

  0-18 19-64 65+ 

  Male Female Persons Male Female Persons Male Female Persons 

2001 16803 15791 32594 48889 48222 97111 7953 11416 19369 

2011 18028 17746 35774 51411 52779 104190 8947 11558 20505 

2015 18968 18959 37927 55170 55689 110860 9926 12187 22113 

2025 21048 21201 44248 60515 59847 120389 11891 13842 25732 

2035 21104 21337 42441 64349 62941 127290 14811 17084 31895 

Source: GLA 2014 round SHLAA-based capped short term Population Projections 
 

The growing population will inevitably increase demand for universal services like 
health and education provision as well as homes in the borough. 
 
However, over the past decade there has been a trend of increasing numbers of 
births in Kingston Borough, however the latest data from 2014 showed 2,112 births – 
down from a peak of 2,336 in 2011.  
 
Of the 66,639 households in the borough of Kingston, 31% (19,684) contain 
dependent children according to the 2011 Census and 7% (3,550) are lone parent 
households. 
 
There are 63 schools in Kingston (including private), 35 of which are local authority 
maintained and 13 are academies (four primary and nine secondary). 
 
There were 24,441 pupils (including sixth form and nursery) studying at local 
authority maintained schools and academies in Kingston at the time of the January 
2015 Census. Of these, 20,087 (82%) lived in Kingston and 4,354 (18%) had their 
home location in another borough. 
 
Kingston has a lower proportion of resident Black, Asian and Minority Ethnic (BAME) 
pupils (36%) compared to pupils living outside of the borough (47%) and travelling to 
go to school in Kingston. 
 
In Kingston, the Black, Asian and Minority Ethnic (BAME) population is forecast to 
increase to 34% of the population in 2035. This is over double the proportion at the 
time of the 2001 census (16%). 
 

4. Local Profile   



11 

 

 2001 2011 2015 2035 

% Black & Minority Ethnic 
Population 

15.5% 25.5% 28.2% 33.9% 

Source: GLA 2013 Round Demographic Projections 2014, Trend Based Ethnic Group Projections 

 
Within Kingston schools, 33% of pupils speak English as a second language. After 
English, the top three most common first languages in Kingston schools are Tamil, 
Urdu and Korean. 
 
Kingston has one of the lowest levels of childhood obesity in the country: in 2013/14 
82% of reception age children and 75% of Year 6 pupils were of a healthy weight.  
 
In 2014 Kingston performed well with 70% of pupils achieving 5 or more A*-C 
GCSEs including English and Maths. 

The Good Level of Development (GLD) is a national measure and refers to pupils 
being classed as ‘expected’ or ‘exceeding’ in each of the Communication and 
Language, Physical Development, Behaviour, Personal, Social and Emotional 
Development, Literacy and Mathematics learning goals.  

The percentage of children achieving a good level of development in the Foundation 
Stage Profile was 65% in 2014. This was above the London average of 62% and the 
England average of 52%. 
 
There are 12.1% of children in the borough living in a low income family (as of 2012) 
– lower than the England average of 18.6%.  
 
In 2015 the proportion of children receiving free school meals in Kingston is 9%, 
significantly below that of London (17%). 
 
As of May 2015 there were 119 looked after children in Kingston – of these 19% 

were placed more than 20 miles from Kingston.  On 31 March 2015 there were 40 

Kingston Council looked after children accommodated in the borough. 

4.2 At risk groups   
The reasons why a child or young person experiences mental health problems are 
often complex. However, certain factors are known to influence the likelihood of 
someone experiencing problems. This section highlights the local characteristics of 
those vulnerable groups in Kingston more prone to experiencing poor mental health.  
 
Special Educational Needs 
 
12% of pupils in Kingston have Special Educational Needs (SEN).Having Special 
Educational Needs (SEN) is strongly associated with the onset and persistence of 
poor mental health, particularly conduct disorders. The Foundation for People with 
Learning Disabilities estimate approximately 40% of young people with a learning 
disability may have a mental health disorder.  
 
In general, Kingston has a higher proportion of pupils with Special Education Needs 
(SEN) (12%) compared to pupils living outside of the borough (10%). The Locality 
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with the highest proportion of SEN pupils is South of the Borough (17%) and the 
lowest is Maldens and Coombe (10%). 
 
Kingston have made good progress and been recognised nationally for their work to 
implements the reforms to SEND under the Children and Families Act (2014).  
 

 Pupils living and studying in the 
borough with Special Education 

Needs (SEN) 

Maldens and Coombe 10.4% 636 

North Kingston and Kingston 
Town 

11.7% 617 

Surbiton and Tolworth 12.6% 713 

South of the Borough 16.7% 504 

Out of the Borough 9.5% 412 

Total 11.8% 2882 

Source: School Census January 2015 
 

Social, Learning and Communication, Mild Learning Difficulties and ASD were the 
most prevalent categories of need. 
 

ASD 
The prevalence of children and young people on the Autistic Spectrum is difficult to 
establish given the inconsistencies in this broad definition over time. A study of 
56,946 children in South East London by Baird et al (2006) estimated the prevalence 
of autism in children aged 9 to 10 years at 38.9 per 10,000 and that of other ASDs at 
77.2 per 10,000, making the total prevalence of all ASDs 116.1 per 10,000. 

A survey by Baron-Cohen et al (2009) of autism-spectrum conditions using the 
Special Educational Needs (SEN) register alongside a survey of children in schools 
aged 5 to 9 years produced prevalence estimates of autism-spectrum conditions of 
94 per 10,000 and 99 per 10,000 respectively. The ratio of known to unknown cases 
is about 3:2. Taken together, a prevalence of 157 per 10,000 has been estimated, 
including previously undiagnosed cases. 

The next table shows the numbers of children with autistic spectrum disorders if the 
prevalence rates found by Baird et al (2006) and by Baron-Cohen et al (2009) were 
applied to the population of NHS Kingston. 

Estimated number of children with autistic spectrum disorders 

 Autism in 
children aged 9-
10 years (2014)  

Other ASDs in 
children aged 9-
10 years (2014)  

Total of all 
ASDs in children 
aged 9-10 years 

(2014)  

Autism-spectrum 
conditions disorders in 
children aged 5-9 years 

(2014)  

NHS Kingston 20 40 60 205 

Source: Local authority mid year resident population estimates for 2014 from Office for National 

Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 

Green, H. et al (2004). 

http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32036&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32036&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32036&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32036&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32037&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32037&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32037&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32037&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32038&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32038&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32038&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32038&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32038&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32039&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32039&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32039&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32039&norefer=true
http://atlas.chimat.org.uk/IAS/metadata/view/indicatorinstance?id=32039&norefer=true
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However, local data based on the i-count register of disabled children and young 
people would suggest there are only 266 children and young people with ASD living 
in Kingston.  It is important to note the i-count register is self reporting and therefore 
relies on parents register. Conversely 428 children and young people with ASD 
accessed Kingston Aiming High short breaks in 2012. This stark variance suggests 
that work to address the stigma associated with accepting and disclosing a disability 
or mental health issue.   
 
 Despite the variance in the number children and young people estimated or who 
have self- disclosed a diagnosis of ASD these figures highlight that ASD is a 
dominant issue affecting local children and young people and the need for further 
focused work to be centred this supporting this vulnerable group.   
 
Kingston have made good progress and been recognised nationally for their work to 
implements the reforms to SEND under the Children and Families Act (2014). The 
introduction  of the guidelines on  transforming care of people with learning 
disabilities by NHS England will further support this work.   
 
Looked After Children 
Looked After Children are at significant risk of experiencing mental health problems. 
According to Metzler et al ( 2003) 45% of children and young people aged 5-17 
years who were looked after by the Local Authorities in England were found to have 
a mental health disorder, of which 37% had a clinically significant conduct disorder, 
12% had emotional disorders such as anxiety and depression and 7% had 
hyperkinetic disorders.  
 
The Strengths and Difficulties Questionnaire (SDQ) is the standardised measure use 
to screen the emotional and behavioural health of Looked After Children aged 4-16 
years.    The questionnaire consists of a self-assessment, school assessment and a 
parent/ carer assessment. The scores are then triangulated to provide a total score. 
A score of 0-13 is considered within a normal range of emotional needs. In contrast a 
higher score of 17+ indicates a cause for concern. 
 
In 2010 the average SDQ score for Kingston Looked After Children was 13.7, similar 
to Richmond’s average a score of 13.1 (Department for Education. 2012). These 
scores if compared to the estimates of Metzler et al (2003) suggests that the mental 
health needs of children and young people entering the system are not visible and/or  
immediately. This may be for a number of reasons, including the age of the child, 
their preparedness for becoming a looked after child , historical traumas and life 
experiences leading to them becoming looked after and their own self-awareness of 
their emotional and mental well- being when completing the SDQ questionnaire. 
Therefore consideration needs to be given to if there are earlier opportunities for 
intervention with children and young people before and during care proceedings to 
ensure they are emotionally and psychologically prepared.  
 
In March 2013 there were 133 Looked After children in Kingston. This number 
continues to reduce. In May 2015  there were 119 Looked After Children. Local 
intelligence on the mental health needs of the local Looked After cohort identified the 
predominant needs are post separation trauma  including Post Traumatic Stress 
Disorder and supporting foster carers to manage the emotional and behavioural 
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symptoms arising from these events to ensure the placement of the child or young 
person remains stable.  
 
Young Offenders  
There is a strong relationship between poor mental health and offending behaviour.  
Research suggests the prevalence of mental health problems for young people in 
contact with the criminal justice system range from 25% to 81%, highest for those in 
custody. 
Three main reasons for this are that the original risk factors that led to the offending 
are also predictors of mental health problems, various aspects of offending itself  and 
interactions with the criminal justice system may in itself  cause mental health 
problems.  The most common disorders experienced by young offenders are 
conduct disorders, emotional disorders and attention disorders. Substance misuse is 
also a particular problem. (The Mental Health Foundation. The Mental Health Needs 
of Young Offenders, 2002)  
 
The Youth Justice Board (2015)1 highlighted that in 2013-4 there had been a 
national reduction in offending by young people (under 18); with less children 
entering the system for the first time, receiving court disposal and the use of custody.  
 
Nationally there has been a reduction of first time entrants of 20% between 2012-13 
and 2013-14, this trend has been reflected in Richmond and Kingston.  Richmond 
has seen a reduction from 2012-2013 to date of 27% with 34 children and young 
people entering the system in 2014-5.  Kingston has seen a greater decrease over 
the same time period with a 50% reduction from 2012-3 to date, with 26 children and 
young people entering the system. 
 
In 2013-4 the use of custody was approximately 6.5% nationally.  This is reflected 
within both Richmond and Kingston who both have incredibly low use of custody 
meaning that children are appropriately diverted from the custodial system where 
possible  
 
At the end of 2014-5 there were approximately 140 children known to the youth 
offending service in Richmond and Kingston (combined) with approximately 35 
children accessing the service per quarter (disposals)2.  The outcomes for children 
and young people accessing the service are good with a high percentage of children 
living in suitable accommodation at the end of their intervention and the majority in a 
suitable level of education, training and employment. 
 
Local information on the mental health issues of Kingston’s Young Offenders 
identified a range of issues. These included trauma resulting from witnessing/ 
experiencing domestic violence, Self harm, behavioural issues such as conduct 
disorders, psychosis, paranoia, depression and anxiety, learning and developmental 
disorders and disabilities  

Impact of domestic violence  
Children who are exposed to violence in the home may have difficulty learning and 
limited social skills. They may also exhibit violent, risky or delinquent behaviour, or 

                                                           
1
 Youth justice annual statistics-13-14.pdf 

2
 Achieving for Children (Richmond and Kingston) Youth Offending Service quarterly data (2015) 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/399379/youth-justice-annual-stats-13-14.pdf
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suffer from depression or severe anxiety. Children in the earliest years of life are 
particularly vulnerable. Exposure to domestic abuse can place children at risk of 
significant harm.  
 
The Kingston Domestic Violence One Stop Shop, a comprehensive advice and 
support drop in service for victims, saw 333 new clients for issues surrounding 
domestic abuse in 2013/14. 288 (86%) of these women had dependent children 
under the age of 18.  
 
High risk cases are referred to the Multi-Agency Risk Assessment Conference 
(MARAC). The Kingston MARAC considered 89 children in the year to March 2014. 
This represents a significant drop from the previous year, in which 131 children were 
considered.  Domestic abuse is a factor in a high proportion of cases where children 
are the subject of a child protection plan. For example in the first half of the year, out 
of the 69 children and families who were considered at an Initial Child Protection 
Conference (ICPC) 58 (84%) had domestic abuse as a factor, either currently or 
previously.  
 
Overall, there was a decrease in attendance at the One Stop Shop, from 685 cases 
in 2012/13 to 624 cases in 2013/14. This could be attributable to services who work 
from within the One Stop Shop being asked to ensure that repeat appointments take 
place away from the walk-in service where possible to ensure capacity for first time 
attendees.  
 
Over the last year, there has also been a slight drop in reports of domestic abuse to 
Kingston Police, from 1752 reports in 2012/13 to 1675 reports in 2013/14. This 
decrease has been mirrored by a drop in Domestic Abuse crimes, from 636 in 
2012/13 to 558 in 2013/14.  
 
High Costs Residential Placements- Kingston  
Between April 2012-13 more adolescent females were admitted to hospital for 
mental health reasons than males. However, more males were in joint or tri funded 
long term placements as a result of significant concerns about the mental health 
well- being than females. With the exception of one, all residential placements were 
usually precipitated by an admission to an adolescent psychiatric ward. Of these, all 
young people had an existing diagnosis of ASD.  
 
Self harm related hospital admissions 
The table below shows the rate of young people aged 10-24 that are admitted to 
hospital as a result of self harm. Hospital admissions for self-harm in children have 
increased in recent years, with admissions for young women being much higher than 
admissions for young men. 
 

Area Name Rate per 100,000 Population aged 10-
24 years 

Kingston 212.3 

England 412.1 
Public Health England Child Health Profile – Kingston upon Thames. 2013/14 

 

http://www.chimat.org.uk/profiles
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There were 67 hospital admissions as a result of self-harm (10-24 years) in Kingston 
during 2013/14. This is a notable increase from 2012/13 when there were 35 hospital 
admissions but follows the national trend of increasing admissions. The standardised 
rate for Kingston (212.3) is much lower the England average (412.1).   
The number of hospital admissions remains comparatively low and is a direct result 
of the proactive and collaborative approach locally between education, health and 
social care to ensure children and young people are supported to remain at home 
and in their communities.  
 
Substance Misuse  

2013 Kingston Young People’s Survey was developed by the Schools Health 

Education Unit (SHEU) in partnership with the Royal Borough of Kingston upon 

Thames Education, Children’s and Cultural Services and the Public Health Team. 

The purpose of the survey was to obtain pupils’ views regarding healthy eating, 

safety, emotional wellbeing and leisure time.  

16% of pupils said that they have had an alcoholic drink in the last week. This figure 

increases with age: 10% of Year 8 pupils said that they had drunk alcohol compared 

with 32% of Year 10 pupils. When asked if their parents know if they drink alcohol at 

home, 45% said they never drink alcohol, compared to just 36% in the wider SHEU 

sample.  

Pupils who stated “no one ever smokes at home” were less likely to have tried 

alcohol (57% said they had never) than those whose parents do smoke at home 

(42%). A much larger proportion, 65%, of the Year 10 secondary pupils who said 

they had drunk alcohol the previous week, had tried smoking compared to 32% of 

pupils who didn’t drink alcohol the previous week. Thirty two percent of pupils who 

drank alcohol the previous week said they had used drugs, as compared with 10% of 

pupils who hadn’t drunk alcohol the previous week. Those who had drunk alcohol the 

57 previous week were also more likely to have used drugs at some point, know 

where to get condoms free of charge and are more likely to say that cannabis is safe 

to use. It is clear that pupils who drank alcohol in the previous week are more likely 

to be engaging in other risky behaviours. Nineteen percent of respondents say they 

have tried smoking in the past or smoke now – ranging from 8% for Year 8 boys and 

9% for Year 8 girls to 37% for Year 10 boys and 46% for Year 10 girls. 

 Seventeen percent of Year 10 pupils in Kingston had ever used illegal drugs 

compared with 16% of pupils in the wider sample. Only 11% of the pupils said that 

they knew about a special drug and alcohol service to help young people in their 

area. The percentage of pupils who said that generally there was enough to do in 

their area also declines with age. 

 
Eating Disorders 
There is anecdotal evidence locally that disordered eating is one of the many coping 
mechanisms young people use to cope with exam pressures and more general 
anxieties.  
Between September 2014-15 33 young people were referred to the local Eating 
Disorders team, of which 3 referrals were not accepted because they did not meet 
the criteria.  
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Of the 30 young people accepted for treatment, 5 were subsequently admitted to 
Tier 4 services for treatment. In this context it seems local services do well to 
manage this vulnerable group in the community.  
 
However, it is important to acknowledge the mis-match between the perception 
amongst the professional workforce that eating disorders and self harm are prevalent 
and the available evidence of self reported eating disorders and self harm or 
presentations to services.    
 
Teenage Parents  
Teenage mothers are three times more likely to suffer from post natal depression. 
The number of teenage conceptions in Kingston upon Thames has remained fairly 
low since 1998 when there was a rate of 30.9 teenage conceptions per 1,000 women 
aged under 18. There has been a downward trajectory in this rate and it dropped to 
15.8 in 2013, which equates to 42 actual teenage conceptions. This is considerably 
lower than the rate for London (21.8) and England (24.3). Termination rates 
however, are high compared to Richmond, London, and England overall. 
 

Young Families  

Mental illness during pregnancy and the postnatal period can have serious 

consequences for the health and wellbeing of a mother and her baby, as well as for 

her partner and other family members. A range of mental illnesses can affect 

mothers around the time of pregnancy and childbirth.. Maternal postnatal depression 

can be significantly harmful to young infants particularly between the ages of six to 

eighteen months of age resulting in an increased incidence of insecure attachment1 . 

Poor mental health affects the ability of parents to parent effectively, which in turn 

impacts on children’s wellbeing. 

 

An estimated one-third to two-thirds of children whose parents have mental health 

problems will experience difficulties themselves. There is a 4–5 fold increased rate of 

emotional or conduct disorders in children whose parents have a mental illness. Up 

to one in four adults will experience a mental illness during their lifetime, and at the 

time of their illness, a quarter to a half of these will be parents. 

 

The estimated prevalence of postnatal depression is 10%7. There were 2,213 births 

in Kingston in 2012-13. With an estimated prevalence of postnatal depression of 

10%, around 220 women would be expected to have postnatal problems each year. 

Given the number of births in Kingston each year, there would be expected to be 

around 184 referrals for psychological therapies, 92 referrals to specialist perinatal 

mental health services and 9 admissions to a mother and baby unit .  

Kingston’s Joint Annual Public Health Report 2014 estimated that there are likely to 

be between 500 and 2,000 young carers living in the borough of Kingston. The wide 

span of these numbers reflects the size of the issue of ‘hidden’ carers. Over a third 

will be caring for a parent with a mental health condition.  
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As of 31 March 2015 there were 147 children on a Child Protection Plan in Kingston. 

This number is a significant increase on the month-to-date data for the previous year 

when there were 102 children. 

 

Parental mental health issues were a factor in 42% of families considered at Initial 

Child Protection Conferences in Kingston.  

 

A consultation was carried out with parents with mental health problems in Kingston 

in early 2014. Following various events a total of 83 responses were received from 

parents. Respondents were asked where they had sought help, how helpful it had 

been and whether they had ever sought help but been unable to find what they 

needed (for most of these questions, 45 people responded). 

 

 79% of the parents who had sought support had found it either somewhat or 

very helpful. Those who had not found their support helpful cited reasons 

such as long waiting times and only being given medication when they wanted 

counselling.  

 22 respondents (half of the 44 who answered this question) said they had 

sought help unsuccessfully at some time. Several had wanted practical help 

and advice with managing their child or aspects of understanding child 

development and parenting.  

 When asked what might prevent them from seeking help, fear of judgement 

was a common response, whilst a small number of people feared the 

involvement of social services.  

Other issues raised were: an the opportunity to meet with other parents with 

experience of similar problems would be very helpful n fear of being seen to 

be a bad parent, and/or afraid of having their children taken away – and so 

reluctant to admit to having mental health problems n not being able to access 

a service e.g. not meeting the criteria for adult mental health services despite 

the impact of their problems on their ability to parent. 

 The following groups or communities of parents whose needs are not 

currently being met were mentioned:  BME parents, including Korean, Sri 

Lankan, and others for whom English is not their first language, Refugees and 

asylum seekers and parents of children with special needs.  

 

4.3 Estimated Prevalence  

Pre-school children 

There are relatively little data about prevalence rates for mental health disorders in 
pre-school age children. The Report of the Children and Young People’s Health 
Outcomes Forum (Department of Health, 2012, p.32) "recommends a new survey to 
support measurement of outcomes for children with mental health problems. In 
particular, we recommend a survey on a three-yearly basis to look at prevalence of 
mental health problems in children and young people. This could build on the work of 
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the survey, ‘Mental health of children and young people in Great Britain, 2004’.” A 
literature review of four studies looking at 1,021 children aged 2 to 5 years inclusive, 
found that the average prevalence rate of any mental health disorder was 19.6% 
(Egger, H et al, 2006). Applying this average prevalence rate to the estimated 
population within the area, gives a figure of 2,050 children aged 2 to 5 years 
inclusive living in NHS Kingston who have a mental health disorder. 

School-age children 

Prevalence estimates for mental health disorders in children aged 5 to 16 years have 
been estimated in a report by Green et al (2004). Prevalence rates are based on the 
ICD-10 Classification of Mental and Behavioural Disorders with strict impairment 
criteria – the disorder causing distress to the child or having a considerable impact 
on the child’s day to day life. Prevalence varies by age and sex, with boys more 
likely (11.4%) to have experienced or be experiencing a mental health problem than 
girls (7.8%). Children aged 11 to 16 years olds are also more likely (11.5%) than 5 to 
10 year olds (7.7%) to experience mental health problems. Using these rates, the 
table below shows the estimated prevalence of mental health disorder by age group 
and sex in NHS Kingston. Note that the numbers in the age groups 5-10 years and 
11-16 years do not add up to those in the 5-16 year age group as the rates are 
different within each age group. 

Estimated number of children with mental health disorders by age group  

 Estimated 
number of 
children 
aged 5-10 
yrs (2014)  

Estimated 
number of 
children 
aged 11-16 
yrs (2014)  

Estimated 
number of 
children 
aged 5-16 
yrs (2014)  

NHS 
Kingston 

930 1,185 2,110 

Source: Local authority mid year resident population estimates for 2014 from Office for National 
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Green, H. et al (2004). 

These prevalence rates of mental health disorders have been further broken down 
by prevalence of conduct, emotional, hyperkinetic and less common disorders 
(Green, H. et al, 2004). The following tables show the estimated number of children 
with conduct, emotional, hyperkinetic and less common disorders in NHS Kingston, 
by applying these prevalence rates (the numbers in this table do not add up to the 
numbers in the previous table because some children have more than one disorder). 

Estimated number of children with conduct disorders by age group and sex 

 Estimated 
number of 
children 
aged 5-10 
yrs (2014)  

Estimated 
number of 
children 
aged 11-16 
yrs (2014)  

Estimated 
number of 
boys aged 
5-10 yrs 
(2014)  

Estimated 
number of 
boys aged 
11-16 yrs 
(2014)  

Estimated 
number of 
girls aged 5-
10 yrs 
(2014)  

Estimated 
number of 
girls aged 
11-16 yrs 
(2014)  

NHS Kingston 595 640 430 395 165 250 
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Source: Local authority mid year resident population estimates for 2014 from Office for National 
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Green, H. et al (2004). 

Estimated number of children with emotional disorders by age group and sex 

 Estimated 
number of 
children 
aged 5-10 
yrs (2014)  

Estimated 
number of 
children 
aged 11-16 
yrs (2014)  

Estimated 
number of 
boys aged 
5-10 yrs 
(2014)  

Estimated 
number of 
boys aged 
11-16 yrs 
(2014)  

Estimated 
number of 
girls aged 5-
10 yrs 
(2014)  

Estimated 
number of 
girls aged 
11-16 yrs 
(2014)  

NHS Kingston 275 555 125 235 155 320 

Source: Local authority mid year resident population estimates for 2014 from Office for National 
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Green, H. et al (2004). 

Estimated number of children with hyperkinetic disorders by age group and sex 

 Estimated 
number of 
children 
aged 5-10 
yrs (2014)  

Estimated 
number of 
children 
aged 11-16 
yrs (2014)  

Estimated 
number of 
boys aged 
5-10 yrs 
(2014)  

Estimated 
number of 
boys aged 
11-16 yrs 
(2014)  

Estimated 
number of 
girls aged 5-
10 yrs 
(2014)  

Estimated 
number of 
girls aged 
11-16 yrs 
(2014)  

NHS Kingston 205 150 170 120 35 30 

Source: Local authority mid year resident population estimates for 2014 from Office for National 
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Green, H. et al (2004). 

Estimated number of children with less common disorders by age group and sex 

 Estimated 
number of 
children 
aged 5-10 
yrs (2014)  

Estimated 
number of 
children 
aged 11-16 
yrs (2014)  

Estimated 
number of 
boys aged 
5-10 yrs 
(2014)  

Estimated 
number of 
boys aged 
11-16 yrs 
(2014)  

Estimated 
number of 
girls aged 5-
10 yrs 
(2014)  

Estimated 
number of 
girls aged 
11-16 yrs 
(2014)  

NHS Kingston 195 140 140 100 50 45 

Source: Local authority mid year resident population estimates for 2014 from Office for National 
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Green, H. et al (2004). 

A study conducted by Singleton et al (2001) has estimated prevalence rates for 
neurotic disorders in young people aged 16 to 19 inclusive living in private 
households. The tables below show how many 16 to 19 year olds would be expected 
to have a neurotic disorder if these prevalence rates were applied to the population 
of NHS Kingston. 

Estimated number of males aged 16 to 19 with neurotic disorders 
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 Mixed 
anxiety 
and 
depressive 
disorder 
(males 16-
19 yrs) 
(2014)  

Generalised 
anxiety 
disorder 
(males 16-19 
yrs) (2014)  

Depressive 
episode 
(males 16-19 
yrs) (2014)  

All 
phobias 
(males 
16-19 
yrs) 
(2014)  

Obsessive 
compulsive 
disorder 
(males 16-19 
yrs) (2014)  

Panic 
disorder 
(males 
16-19 
yrs) 
(2014)  

Any 
neurotic 
disorder 
(males 
16-19 
yrs) 
(2014)  

NHS Kingston 225 75 40 30 40 25 380 

Source: Local authority mid year resident population estimates for 2014 from Office for National 
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Green, H. et al (2004). 

Estimated number of females aged 16 to 19 with neurotic disorders 

 Mixed 
anxiety 
and 
depressive 
disorder 
(females 
16-19 yrs) 
(2014)  

Generalised 
anxiety 
disorder 
(females 16-
19 yrs) (2014)  

Depressive 
episode 
(females 16-
19 yrs) 
(2014)  

All 
phobias 
(females 
16-19 
yrs) 
(2014)  

Obsessive 
compulsive 
disorder 
(females 16-
19 yrs) 
(2014)  

Panic 
disorder 
(females 
16-19 
yrs) 
(2014)  

Any 
neurotic 
disorder 
(females 
16-19 
yrs) 
(2014)  

NHS Kingston 615 55 135 105 45 30 950 

Source: Local authority mid year resident population estimates for 2014 from Office for National 
Statistics. CCG population estimates aggregated from GP registered populations (Oct 2014). 
Green, H. et al (2004). 

 
4.4  Equality and Diversity  
Children’s Services were externally assessed against the NHS Equality Delivery 
System (EDS)2 framework in 2014. Children’s services were graded as ‘developing’ 
or ‘achieving’ in supporting children and young people with characteristics protected 
by the Equality Act 2010.  
 
In Kingston, the Black, Asian and Minority Ethnic (BAME) population is forecast to 
increase to 34% of the population in 2035. This is over double the proportion at the 
time of the 2001 census (16%). Whilst this is lower than the London average, within 
Kingston schools, 33% of pupils speak English as a second language. After English, 
the top five most common first languages in Kingston schools were: • Tamil (5% of 
pupils) • Urdu (3%) • Korean (3%) • Arabic (2%) • Polish (2%) 
 
A serious case review was published by Kingston LSCB ( Local Safeguarding 
Children’s Board) in May 2015  acknowledge the importance of ensuring hard to 
reach or minority groups have timely access to services. This follows an incident nt 
in July 2014  by where a 15 year old Korean boy took his own life by jumping from a 
height. The report noted, if a minority community makes few demands on statutory 
services, and is not well represented among service users or provider’s, its culture is 
liable to remain hidden or poorly understood. The impact is felt when statutory 
services need to get involved and do so, on the basis of insufficient understanding of 
the culture, attitudes and beliefs of the service user. There is then a heightened risk 
of poor outcomes. 
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A heightened risk of poor outcomes was also highlighted by the Kingston’s Joint 
Annual Public Health report 2014 specifically in relation to the unmet needs of BME 
families affected by parental mental health issues. 
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5.1 Monitoring and Implementation  
Locally the Transformation Plan will be overseen by the Mental Health Planning 
Board, chaired by the Mental Health Clinical Lead for Kingston CCG.  
The local C&YP IAPT (Children and Young People’s Improving Access to 
Psychological Therapies) Steering Group will be responsible for the operational 
implementation of the Transformation Plan. This is chaired by the Lead 
Commissioner for Children’s Services who will report back to the Mental Health 
Planning Board.  
 
The Mental Health Planning Board has member representation from: 

 Kingston CCG  

 The Royal Borough of Kingston upon Thames Council ( Public Health and 

Children’s Services)  

 South West London St. George’s Mental Health Trust 

 Kingston Carers Network 

 Health watch 

 Mind in Kingston  

 Fir Croft Trust and, 

 Patient representatives  

 

The local C&YP IAPT (Children and Young People’s Improving Access to 

Psychological Therapies) Steering Group will be responsible for the operational 

implementation of the Transformation Plan.  

The steering group has the following member representation:  

 South West London St George’s Mental Health Trust ( Tier 3 provider) 

 Achieving for Children CIC ( Tier 2 provider)  

 A representative from the voluntary sector (ADHD Support Groups) 

 A young people’s representative  

 
The Mental Health Planning Board will focus on the high level outcomes in the 
Transformation plan and highlight any deterioration in performance or outcomes and 
ensure that remedial action is taken by the IAPT Steering Group.  In addition they 
will take responsibility for highlighting and escalating any areas of concern or 
underperformance to the  Health and Well Being Board and Kingston CCG 
Management Team. 
 
The IAPT Steering Group will develop a risk log to identify and mitigate any risk to 
the progress and development of the Transformation plans and to highlight and 
escalate to the Mental Health Planning Board.  
 

5. Governance   
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The Steering Group will ensure that the Transformation plan and associated action 
plan is reviewed and monitored on a bi-monthly basis. 
 
 
 
 The responsibility for delivering the actions and services underpinning these 
priorities will rest primarily with the Lead Commissioner for Children’s Services to 
drive delivery through commissioning by working with and holding to account the 
provider organisations on implementing change and improving outcomes for children 
and young people.  
 
Kingston CCG will also work closely the South West London Collaborative and NHS 
Specialist Commissioning to deliver the whole systems transformation by 
establishing a  formal mechanism that promotes understanding , communication and 
challenge.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
5.2 Commissioning Arrangements 
 
Tier 4 services, specialist impatient services are commissioned by NHS England 
 
Tier 3 services are commissioned by Kingston Clinical Commissioning (KCCG) 
group in partnership with the London Boroughs of Richmond upon Thames, Sutton, 
Merton and Wandsworth.  These services are provided by South West London St. 
George’s Mental Health Trust (SWLStGMHT).  
 
Tier 2 services are partly commissioned by the Local Authority and delivered by 
Achieving for Children (AfC) CIC. In addition KCCG commission a range of 
dedicated posts for vulnerable groups that are provided by SWLStGMHT and co 
located within multi agency teams for Looked After Children, Young Offenders and 
Disabled Children and Young People.  
 

Mental Health 
Planning Board  

Health & 
Wellbeing 

Board  

RBK 
Commissioning 

Board 

KCCG 
Governing 

Body  

IAPT Steering 
Group   

Providers   Providers   

DoC    
DCS    

SWL 
Collaborative 
and NHSE 
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Specific Tier 1 services such as counselling services are in some localities 
commissioned by local schools and delivered by independent or voluntary 
organisations. In addition the local Public Health Team commission bespoke projects 
and provide information, advice and guidance support to schools via their Health 
Link worker team.  
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This section provides a summary of the mental health local workforce in place as 
commissioned by the two main statutory bodies, Kingston CCG and Kingston 
Council and the level of demand and access to structured CAMHS services. 
 
 6.1 Tier 4 Services  
Inpatient provision commissioned directly by NHS England  
 

 Eating Disorders  Non Eating 
Disorders 

Secure  

Number of 
admitted patients 

1 8 1 

Number of days 
admitted  

119 715 191 

 
Whilst the number of patients requiring Tier 4 services is low the cost is significant.  
 
6.2 Shared services. 
These services are jointly commissioned with Sutton, Merton, Richmond and 
Wandsworth CCGs  
 

 Eating Disorders 
Service 

Learning 
Disability Service 

Neurodevelopment 
Service 

Psychiatrists 
 

0.90 0.70 1.80 

Psychology/ 
Psychotherapist/ 
Family Therapists 

1.60 0.80 1.00 

Primary Mental Health 
Workers 

1.15 2.00 2.50 

Assistant Psychologists 
 

1.00  1.00 

Nursing 
 

 1.00  

Administration 
 

1.00 1.00 0.80 

Operational 
Management 

0.50  0.50 

Total FTE 
(Full time equivalent) 

6.15 5.50 7.60 

 

October 2014- March 
2015 

Eating Disorders 
Service 

Learning 
Disability Service 

Neurodevelopment 
Service 

Number of referrals 
received 

14 0 139 

Number of referrals 
accepted 

12 0 139 

Waiting Times  2.5 weeks - 14.3 weeks 

6. Activity     



27 

 

 

 
Please note the provider was unable to provider activity data for the full year.  
 

Estimated activity Full 
Year  

Eating Disorders 
Service 

Learning 
Disability Service 

Neurodevelopment 
Service 

Number of referrals 
received 

28 0 278 

Number of referrals 
accepted 

24 0 278 

 
6.3 Locality Services  
*The Tier 2 Locality Service is jointly commissioned by Kingston and Richmond 
Councils  
 

 Tier 3 Locality 
Service  

 *Shared Tier 2 
Locality 
Service  

Estimated 
Kingston only 

allocation  

Psychiatrists 
 

2.40 -  

Psychology/ 
Psychotherapist/ Family 

Therapists 

1.00 (13.20)  6.60 

Primary Mental Health 
Workers 

2.00   

Assistant Psychologists 
 

   

Nursing 
 

1.00   

Administration 
 

1.06 (1.00) 0.50 

Operational 
Management 

1.50 (1.50) 0.75 

Vacancies  
 

 (3.00) 1.50 

Total FTE 
(Full time equivalent) 

6.56 (18.7) 9.35 

 

Number of referrals 
received 

737  (576) 288 

Number of referrals 
accepted 

732 (576) 288 

Waiting Times 
 

10-4 weeks  12 weeks 12 weeks 

 
 
When the number of referrals is compared to the estimated prevalence rates 
published by National Child and Mental Health Intelligence Network (CHiMAT) this 
suggests that there remains an unmet need in Kingston.  
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6.4 Baseline Costs  
 

Level of Need Investment 
2014/15 

Commissioning Body  

Tier 4 
 

£563,000 NHSE 

Tier 3 
Including Psychiatric 
Liaison and Eating 
Disorder Services  

£1,475,000 KCCG 

Tier 2 
 

£405,000 Local Authority  

Specialist posts for 
vulnerable groups: 

YOS 
LAC 
LD  

£95,000 KCCG  

Sexual Assault/ DV 
Services  

£0  

ASD Post Diagnosis 
Support  

£0  

0-5 Parenting 
Programmes/ Support   

Incredible Years 
Triple P 

Strengthening Families 
Homestart 

£Not disclosed Local Authority 

Mental Health First Aid 
Training  

 

£Not disclosed  Public Health 
( Delivered in house)   

Participation 
 

£0  

 
Figure 1- CAMHS referrals Vs CAMHS workforce Vs Investment  
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The workforce data compared to the number of referrals accepted by each team 
clearly suggests that the available resources are not aligned proportionately to the 
level of need. Conversely, the allocation of resources could be directing where needs 
are addressed and suggests there could be a number of quality and practice issues 
influencing the current baseline. However, when the workforce is compared to the 
level of investment this present a clear case for change.  
 
IAPT  
Kingston CAHMS joined the national IAPT programme in 2013. Due to the relatively 
small workforce Kingston opted for a collaborative approach to fulfilling the training 
requirements of the programme. Between the two main providers the following IAPT 
training has been completed and/or is planned.  
There is a distinct lack of participation from the VCO community which needs to be 
addressed.  
 
2013/14 
 

 SWLStGMHT AfC 

Leadership  1  

Supervisor 1 1 

Trainee 2 3 

EEBP    

 
2014/15 
 

 SWLStGMHT AfC 

Leadership    

Supervisor   

Trainee   

EEBP   4 

 
2015/16 
 

 SWLStGMHT AfC 

Leadership    

Supervisor 1  

Trainee   

EEBP    
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7.1 Young People 
The voice and participation of children and young people is essential in designing 
services that truly meets their needs.  
This next section summaries the views and the emotional well being concerns of 
local children and young people that has previously been collected through 
organised consultation exercises and service user feedback collected by providers.  
 
In addition targeted focus groups were held with the Kingston Youth Council and with 
5 local Secondary Schools during September 2015 to inform the development of the 
updated Transformation Plan. 51 young people took part in these focus groups.  
 
A 2015 survey amongst secondary school pupils (11-15 year olds) in Kingston 
obtained pupils’ views regarding their emotional health and wellbeing. A total of 3982 
pupils took part from eight secondary schools and one pupil referral unit 
 
Girls tended to have lower levels of high self-esteem than boys with 40% of Year 10 
girls saying they have high self-esteem, compared to 54% of boys. However 30% of 
all pupils reported they were lots of things about themselves they would like to 
change. 15% of Year 8s and 14% of Year 10s recorded levels of ‘low’ or ‘med-low’ 
self-esteem. 
 
46% of pupils who had low/medium self-esteem also said they felt happy talking to 
other pupils at school. 
 
This compared with 84% of pupils who had medium/high self-esteem. Therefore, if 
you have low/medium self-esteem you are less likely to report confidence in talking 
to other pupils at school. This group are also less likely to say they had something 
for breakfast that morning, more likely to be less happy with their weight and more 
likely to want to lose weight. They are also more likely to say they get free school 
meals or vouchers for free meals. 
 
71% of pupils said they were ‘quite’ or ‘very’ happy with their lives. 11% said they 
were ‘quite’ or ‘very’ unhappy. 11% of boys and 21% of girls said they worried ‘quite 
a ot’ or ‘a lot’ about family problems. 
 
 Previous consultation exercises consistently find that exam pressures and body 
image were most likely to make young people feel sad and resulted in them feeling 
useless/ worthless and spending more time on their own.   
 
Most young people seem to adopt coping mechanisms that externalise how they feel 
such as through angry behaviour rather than internalising how they feel as very few 
young people reported self harming or overloading their bodies with stimulants such 
as drugs, alcohol or food as a way of feeling better. Amongst young people the 
prevalence of ‘self harm’ is not perceived or recognised to be as high as it is 
perceived to be by professionals.  
 
Young people reported having a safe space to go to and someone to talk to is most 
helpful. They also highlighted a need to be more informed about poor mental health 
and how to prevent or identify early signs and symptoms. They felt this could be 

7. Local Stakeholders tell us    
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achieved through PSHE lessons, having access to online resources and drop in 
support available in the evenings and at weekends  
 
The Kingston Youth Council have announced the following are priorities within their 
manifesto for 2015:  
Mental Health and Wellbeing  

 Dealing with stress  

 Internet safety  

 Good mental health  

 Sexual Risky Behaviours  

 Sexual health  
 
Substance Misuse 

 Legal and illegal highs 

 Smoking  

 Cannabis 

 Alcohol  

 Risky behaviours  
 
Areas for further research  

 NEET in care – in full  

 YP with disabilities  

 Child Sexual Exploitation  

 Radicalism  

 YP and crime 
 
Specifically the Youth Council and its members felt the priority areas for investment  
in relation to Mental Health and well being should be : 
 

 Up skilling teachers to be more confident in discussing and managing 
emotional wellbeing issues 

 Having someone available to talk to who is not a school teacher  but who can 
drop in as and when needed 

 Being able to ask for advice and guidance anonymously eg. through online 
web chats   

 Enabling young people to support their friends.   
 
7.2 Schools  
Feedback from schools provides a rich perspective on the potential unmet need 
within the population and the issues affecting children and young people’s everyday 
lives.  
9 out of 12 local secondary schools responded to a survey issued to Head teachers 
to inform the Transformation Plan and following a focus group at the Primary Heads 
Forum the following themes and issues were identified:  
 

 Anxiety 

 Behavioural issues related to ASD ( Anger issues)  

 Self harm 

 Family issues ( domestic violence/ parental separation)  
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 Risky behaviour related to child sexual exploitation (CSE) 
 
Ranked in order of priority, the Secondary Heads Forum felt the priorities for 
investment should be:  
 

1. In reach to schools 
2. Post diagnosis support for children and young people diagnosed with ASD/ 

ADHD 
3. Self management and online tools for children and young people 
4. Post trauma support for sexual assault and CSE 
5. Expanding the support within the CAMHS Single Point of Access  

 
7.3 Parents 
A consultation with 70 parents of children using CAMHS services was commissioned 
by Kingston Public health in 2014. The recommendations from this report included: 
 

 Parents need to know what to expect and where to go for the right kind of 
support when their child is experiencing mental health difficulties. We 
recommend that there be a clear means of communicating to parents what to 
expect and why when their child is being referred for help through CAMHS.  

 Crucially, parents need information and signposting about where to get 
support whilst they are waiting for an appointment.  

 
7.4 Summary  
It is clear from the feedback that children, young people and their families are able 
and willing to articulate the issues affecting their lives and most importantly, offer 
insightful solutions to improve their lives.  
 
Children and young people essentially want access to the right service, at the right 
time in places convenient to them and to receive a friendly service. Parents and 
carers want their children to receive high quality services and information that will 
enable them to meet their families emotional and mental health needs. These 
themes form the overarching vision for this strategy.  
 
The Local Authority have well embedded mechanisms to ensure that children, young 
people and their families continually inform the design and delivery of services.  
KCCG fully recognise the benefits of engaging children and young people in the 
design and delivery of services but acknowledge this is an area of development. 
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8.1 Current position (2012) 
The 2012 review highlighted the overall picture of CAMHS services currently in 
Kingston is complex. The current Tier 2 model is disconnected at a number of levels 
and resources are orientated around individual risk factors.  
 
Many of the current arrangements have been agreed on an informal basis. Where 
service specifications and contracts exist they have specified the provision of a post 
to work with specific cohorts rather than a specifying elements that are within a 
continuum of Tier 2 service provision based on objective need or tangible outcomes.  
 
The review identified gaps in the provisions for children in their early years, support 
for children and young people entering the care system and those children and 
children and young people on the ASD spectrum who require support to manage the 
impact of their condition on their day to day social functioning.  
 
Equally there are a number of areas that require a more in depth analysis to 
understand the quantity and nature of unmet need so that the right response and 
resources can be matched effectively.  These areas include the triggers of fostering/ 
adoption breakdowns, the effectiveness of the transitional pathways in adult 
services, the specific features and characteristics of the behavioural issues that 
commonly trigger the need for CAMHs intervention.  
 
The concentration of resources around individual risk factors has resulted in a uni 
disciplinary model of delivery and isolated working practices.  Each element of Tier 2 
CAMHS has its own distinct eligibility criteria, business processes, supervision and 
management arrangements yet by and large offer the same delivery model. 
 
Multiple access points and unclear boundaries between services have emerged over 
time resulting in the revolving door effect by where children and young people are 
being bounced from service to service, delaying and restricting their access to the 
right level of support or conversely accessing support that is disproportionate to their 
needs. Local stakeholders have expressed a general sense of confusion and 
frustration with regard to the accessibility and response of CAMHS services and this 
is also reflected in the number of referrals that are received by Tier 3 services and 
then not accepted. 
 
This pattern is also reflected in the development of the care pathways that are 
orientated around single providers and in turn limits the range of responses that can 
be offered within capacity of this single agency approach.  Whilst there is a broad 
range of skills across the collective workforce, multi disciplinary work should not be 
about everyone doing the same thing but enhancing the response the patient 
receives by matching the required intervention to the identified need and desired 
outcome.  
 
The current approach by all Tier 2 services is weighted towards consultation and 1-1 
brief interventions whilst NICE guidance promotes a much wider range of 
interventions that includes the use of group work, parenting programmes and 
specific evidenced based therapeutic interventions. A good example is the use of 

8. The case for change    
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multi systemic therapy as part of the care pathway for addressing conduct issues.  
The current use of MST interventions is limited to those with a history of offending 
and anti social behaviour yet ‘behavioural issues’ are consistently identified as the 
most prevalent need affecting  a much wider cross section of local children and 
young people.  
 
The current deployment of resources around individual risk factors therefore has led 
to a mix of duplication and gaps of unmet need yet at the same time restricted 
access and underutilised resources.  
 
The review has not been able to establish with confidence the effectiveness of the 
current delivery model. That is not to say there is no good work being under taken 
but simply to state the impact of what is being delivered appears to be unquantifiable 
due to the lack of available data.  
 
 The current monitoring arrangements have mainly focused on operational delivery 
and are undertaken in parallel by number of service managers. This has resulted in 
the providers having to attend multiple monitoring meetings and respond to multiple 
data requests that are often ad hoc and inconsistent in their frequency and purpose. 
Equally, due to the different businesses processes adopted by providers the ability to 
capture and share consistent and comparable data is limited. 
 
In conclusion, the review identified a number of reoccurring themes that limit the 
ability of the current services to respond to local need in line with best practice and 
national policy and supports the case for change. 
  
However in the current financial climate it is neither viable nor effective to simply add 
more resources into the system to address the unmet need and pressures within the 
current model but instead to build on existing good practice by re-aligning and re-
commissioning the current provisions in order to provide an effective and efficient 
whole systems response to local need.    
 
8.2 Update (2015)  
Good progress has been made to structurally re-design the existing services, 
increase the range of evidenced based interventions available through their 
participation in the CYP IAPT programme and ensure appropriate signposting of 
children and young people who are referred for structured treatment through the 
Single Point of Access and their needs appropriately triages and risk assessed within 
24 hours. There continues to be a collaborative and proactive approach between 
health, social care and education in preventing children and young people with ASD 
needs are managed out of hospital.  
 
Specific success’ include the re-commissioning of the specialist CAHMS posts within 
the Youth Offending Team, Looked After Children and Learning Disabilities teams 
and raising the strategic profile and importance of improving the mental health 
outcomes of these vulnerable groups. By re-designing the offer to  young offenders 
this has reduced the need for more intensive forms of intervention such as MST. 
Since April 2015 no young offender has been referred to this programme.  
By re-commissioning the dedicated CAMHS post for LAC, the number of Looked 
After Children placed in ‘therapeutic’ units has reduced and the number of LAC in 
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stable placements (with less than 3+ placements) has reduced since 2013 from 9% 
to 3% in April 2015. In addition the overall number of children and young people with 
special educational needs requiring 52 week placements has also reduced.  
 
Since 2013 the following key activities have been achieved:  
 
2013 

 Participation of the VCO sector and schools in the BOND pilot and launch and 
emotional well being grants programme 

 Application made to the IAPT programme 

 Implementation of a free youth 1st aid mental health training course for 
frontline staff. 
  

2014 

 Tier 3 Services redesigned 

 Tier 2 Services redesigned 

 Re-commissioning of the specialist posts within the YOS/ LAC and LD team 

 Single Point of Access established 

 Implement a ‘Friends for Life’ programme in all Kingston schools   
 

2015 

 Section 75 Agreement between the CCG and Local Authority signed 

 The Single Point of Access has been reviewed and revised in response to the 
findings 

 
The objectives continue to be : 
 

1.  An overall reduction in the number of children and young people referred to 
CAHMS for treatment  

2. An overall reduction in access waiting times ( or improved waiting times)  
3. An increase in the range of evidenced based interventions available and 

greater skills and confidence amongst the wider workforce in managing 
emotional well being and mental health issues 

4. An increase in the well being of children and young people and their 
experience of receiving support from CAMHS 

5. A long term reduction in the number of children and young people admitted 
with acute issues to Tier 4 services and/ or requiring long term residential 
placements.   

 
However, the benefits of re-designing services in order to improve timely access and 
the outcomes for children and young people are still to be fully realised. In this 
context, the data suggests there is still a need to intervene earlier and reduce the 
bulge effect of a higher number of referrals being accepted by Tier 3 services.  
(Objective1). 
 
 Whilst some progress has been made to reduce waiting times these have fluctuated 
over the past year ranging from 12 weeks to 4 weeks and in some areas such as 
neurodevelopment services increased as the number of referrals has increased. 
There is a need to go further to improve access to Eating Disorder services 
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Objective 2).  and to transform the care of people with learning disabilities (Objective 
5) in order to be fully compliant with NICE guidance. A dominant issue locally is the 
impact on children and young people diagnosed with ASD and their ability to function 
well in school and at home. Whilst there is a robust diagnostic pathway in place for 
ASD, parents and schools continually highlight a gap in the support available 
following diagnosis.  
 
In light of recent publications such as the review of the London Paediatric Sexual 
Assault Pathways and the growth at a national level of the concerns relating to 
domestic violence and child sexual exploitation it is evident that more needs to be 
done to ensure there is appropriate care for the most vulnerable. In order to achieve 
this it is recognised more can be done locally to develop the workforce and grow the 
role and contribution of the local voluntary sector (Objective 3).  
 
Good progress has been made to improve accountability and transparency by 
implementing a joint approach to commissioning locally and across South West 
London but there is opportunity to expand the reach further and ensure there are 
stronger relationships between NHS England Specialist Commissioning and local 
commissioner.  
 
It is essential that children, young people and their families continue to be engaged 
in the development of the local CAHMS system and in particular and that the voice of 
minority and hard to reach groups is heard to ensure any unmet need is addressed 
(Objective 4).  
 
The publication of ‘Future In Mind’ has been very timely in ensuring strategic 
partners remain focused on ‘making the emotional well being and mental health of 
children and young people everybody’s business’.  
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This section describes in detail the strategic intentions of the transformation 
programme that are designed to deliver the identified priorities over the next five 
years.   
 
9.1 Improving access to effective support 
Local priority: Accessible services  
Our overarching ambition is to ensure more children and young people are 
prevented from experiencing poor emotional well being and mental health by 
ensuring they grow, learn and are cared for within resilient and supportive 
environments. 
 
Where concerns about children and young people are emerging we aim to ensure 
they are able to access support and help early to prevent problems from worsening 
and that they access responsive services that are evidenced based and outcome 
focused. 
 
We plan to develop ‘fast track’ referral routes and timescales for specific vulnerable 
groups more prone to experiencing poor mental health so that they are seen 
routinely within 10 working days and formally assessed within four weeks.   
 
Where possible we plan to align services in locations more appropriate to their 
function. This will include establishing a Single Point of Access for all CAMHS 
referrals and enquiries through the existing multi- disciplinary Single Point of Access 
for children’s services,  creating and early help service aligned to the four localities 
within Kingston to promote easy access to services in places convenient and familiar 
to children and young people.   
 
In line with the Future In Mind recommendations we plan to invest into 
commissioning an early help team that is located within the community localities and 
who will provide early intervention and rapid consultation to schools, GP practices 
and children’s centres who are experiencing or have identified a child/ young person 
experiencing emotional difficulties. The focus will be to de escalate the situation, 
preventing exclusion, family breakdown  and/or the need to refer the individuals to 
more intensive services by providing ongoing advice and support to the school, GP, 
children’s centre  and family BUT at the same time ensuring prompt referral to 
CAMHS should the issue worsen. It is anticipated that the VCO sector will have a 
pivotal role to be play.  
 
By ensuring the infrastructure and location of CAHM services are better embedded 
within multi-disciplinary teams that are locality based in the community and there is 
consistency in the use of technology and ‘mental health passports’ we will intervene 
earlier, reducing the likelihood of problems worsening and support children and 
young people to make sustained progress and recovery and reduce the need for 
children and young people to tell their story more than once  
 
 

Action  
 

Commission an ‘early help’ team  

9. Transformation Programme   
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Objective An overall reduction in the number of referrals because children 
and young supported early and do not meet the threshold for 
structured treatment  as measured by the number of referrals 
received and accepted by services  
 

KPI 10% reduction in overall referrals to treatment due to improved 

outcomes below threshold for referral by March 2017 

15/16 
Investment 

£50,000 
Re-current 

Outcome  Children and young people are able to access the right service in 
the right place at the right time 
 

 
9.2 Promoting resilience, prevention and early intervention 
Local priority: Informed communities  
The importance of raising awareness and providing local communities with the right 
tools and knowledge to make informed choices is essential in preventing poor 
emotional well being and mental health. Ensuring there is a resilient community who 
has a positive perception and experience of the help available and the skills to 
promote and sustain recovery from poor mental health is a priority.  
 
We plan to publish and promote clear guidance and information on the local CAMH 
services available, how they are accessed and what they will offer. 
 
We plan to build the capacity and resilience of local communities by  establishing 
named points of contacts in schools, developing tools for young people, families and 
the wider workforce that promote early self help and provide information and 
guidance on a range of emotional well being issues and mental health. This will be 
achieved by commissioning a bespoke CAMHS and school training programme on a 
South West London basis in partnership with neighbouring CCGs. The expectation 
will be that all local schools who participate will develop a whole school approach to 
promoting mental health and well being and establish a named point of contact in 
line with the recommendations of Future In Mind. 
 

Action   
 

Commission a CAMHs School mental health training programme  
 

Objective An overall reduction in the number of referrals because children 
and young supported early and do not meet the threshold for 
structured treatment  as measured by the number of referrals 
received and accepted by services 
 
 

KPI 10% reduction in overall referrals to treatment due to improved 

outcomes below threshold for referral  

100% of all secondary schools /50% of primary schools have a 

named point of contact by March 2018  

15/16 £60,000 



39 

 

Investment Non re-current 

Outcome  Services are evidenced based and deliver high quality 
interventions that are outcome focused  
 

 
9.3 Care for the most vulnerable 
Local priority: Seamless transition pathways  
The four tiered model of CAMHS services provides a helpful conceptual framework 
in which to define different level of CAMHS support, however it is important to 
recognise that children and young people rarely fall neatly into one category. Often, 
children and young people require access and support from multiple services at 
different tiers sometimes on an ongoing basis or at different points in their 
development. Some may also require ongoing support beyond their adolescent 
years to manage any long term mental health conditions that impact detrimentally on 
their daily functioning. We aim to address this by introducing the conceptual model, 
THRIVE based on need.  
 
We will focus particularly on the support available to children and young people who 
experience acute distress such as self harm, sexual assault and domestic violence in 
order to prevent where possible, admission and that supports children and young 
people to in their local communities. We intend to invest in support services for 
children and young people who are victims of sexual assault and domestic violence. 
This is a significant contributing factor to the rise in the number of children and young 
people on Child Protection Plans and may be a contributing factor in the number of 
children and young people experiencing self harm, substance misuse and disordered 
eating.  
 
We also recognise the need to strengthen the transition pathways between CAMHS 
and adult mental health services both at a strategic and operational level and, 
conversely, the need to reduce the likelihood and need for children and young 
people to require ongoing support into adulthood by ensuring interventions are 
outcome focused and promote independence and self help once the child or young 
person is discharged from CAMHS.  
 
We aim to address this by working closely NHSE specialised commissioning to 
proactively facilitate a smooth transition between children and adult units. Locally, 
through the development of an All Age Learning Disabilities service by the Council 
and the use of Education, Health and Social Care Plans (EHCPs), the introduction of 
‘mental health passports’  and the principles of the ‘Transforming Care for people 
with Learning Disabilities’ model  we will ensure there is practical support available to 
young adults transferring to adult services.  
 
Specifically, we plan to invest in services to support children and young people who 
have received a diagnosis of ASD to enable them and their families to function well 
independently at home and at school. The impact of ASD is a dominant feature in 
family breakdowns, exclusions and the need for high cost placements. Long term, 
the expectation is that intervening early shortly after initial diagnosis will reduce the 
need for long residential placements and enable children and young people with 
challenging behaviour to remain in their communities and lead independent lives in 
adulthood.  
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We are passionate about ensuring children and young people have a positive 
experience of the services they receive from CAMHS. We will enhance this by 
ensuring the processes and procedures of different CAMHS providers are aligned 
and consistent, so that where children, young people and their families need to move 
between CAMH services they tell their story once and receive a seamless service 
regardless of the organisation or tier of support they access.    
 
 

Action   
 

Commissioning a therapeutic programme for C&YP who 
experience DV 
 

Objective A long term reduction of in the number of children and young 
people admitted to Tier 4 services and admitted via A&E for self 
harm and those requiring access to acute or long term residential 
placements to manage their emotional and behavioural needs.  
 

KPI 100% of MARAC cases access support by March 2018  

15/16 
Investment 

£25,000 
Re-current 

Outcome  Children and young people are able to access the right service in 
the right place at the right time 
 
Families and communities are resilient and empowered in 
meeting their emotional well being needs.  
 

 
 
 

Action   
 

Commissioning a  therapeutic programme for C&YP who 

experience sexual assault  

 

Objective A long term reduction of in the number of children and young 
people admitted to Tier 4 services and admitted via A&E for self 
harm and those requiring access to acute or long term residential 
placements to manage their emotional and behavioural needs.  
 

KPI £18,000 
Re-current 
 

15/16 
Investment 

100% of SARC referrals access support within 4 weeks by March 
2016 

Outcome  Children and young people are able to access the right service in 
the right place at the right time 
 
Families and communities are resilient and empowered in 
meeting their emotional well being needs.  
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Action   
 

ASD/ ADHD Post diagnosis support  

 

Objective A long term reduction of in the number of children and young 
people admitted to Tier 4 services and admitted via A&E for self 
harm and those requiring access to acute or long term residential 
placements to manage their emotional and behavioural needs.  
 

KPI New measure: Reduction in specialist SEN placements jointly 

funded by Health 10 to <8 by March 2018 

15/16 
Investment 

£60,000 
Re-current 

Outcome  Families and communities are resilient and empowered in 
meeting their emotional well being needs.  
 

 
9.4 Accountability and transparency 
Local priority: Effective commissioning arrangements 
With the establishment of the Mental Health Planning Board both the Local Authority 
and Clinical Commissioning group are committed to strengthening their joint 
approach to commissioning to improve the health and social of children and young 
people by working with other commissioners such as schools, the South West 
London Collaborative, neighbouring boroughs and NHSE Specialist Commissioning  
to ensure there is an integrated approach to commissioning that provides value for 
money through economies of scale and a consistent and sustainable local offer. 
 
This will also involve working closely with the local Public Health Team to build on 
the previous needs analysis undertaken by focusing on specific areas of unmet need 
such as the prevalence and response to incidence of self harm, suicide, and parental 
mental health to inform future commissioning priorities.  
 
A key focus will also be expanding the role of the local voluntary and community 
sector through new commissioning opportunities within this strategy.  
 
The longer term aim will be to ensure that the available resources are aligned to 
local need and that there is an integrated and sustainable structure of services in 
place.    
 
Local priority: Improved participation and engagement by service users  
We believe the voice of children and young people should be at the centre of all 
activity. Our aim is to make sure children and young people inform the design and 
delivery of CAHMS services at all levels of planning and delivery by developing the 
infrastructure within the CAMH system to facilitate meaningful participation.   
 
The KCCG recognise the importance of developing a meaningful mechanism to 
routinely engage children and young people in the design and delivery of services 
and particularly those hard to reach groups and BME communities to ensure their 
needs are met.  
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In line with the Future in Mind recommendations we plan to invest in improving the 
participation of children, young people and their families in strategic decision making 
and planning and to provide more control over the services that are available locally. 
This will be achieved by ‘commissioning’ the local Health Watch branch and the 
Kingston Youth Council and using their expertise and innovative ideas  to increase  
participation more broadly but particularly the engagement of BME communities.   
 
We are also passionate about ensuring children, young people and their families are 
able to make informed choices about their treatment and care that is reflected in the 
treatment and support they receive. Children, young people and their families should 
have access to information about where to go for support and what to expect from 
services.  
We plan to invest in developing information literature and online resources created 
by local young people to improve access to information by young people and their 
families.  
 

Action  Commission specific participation activities to improve the 
engagement of hard to reach groups and BME communities who 
are underrepresented in treatment  

Objective Positive feedback from service users and stakeholders and an 
increase in well being scores as measured by the Annual YP 
Survey 

KPI New measure: increase in the number of participation exercises 

by March 2018  

15/16 
Investment 

£20,000 
Re-current 

Outcome  Children and young people have a positive experience of care 
and feel empowered in decisions about their care or treatment  
 

 
9.5 Developing the workforce 
We are committed to developing a sustainable workforce with the appropriate skills 
mix to deliver a comprehensive and NICE compliant range of services.  This will 
include ensuring multi-disciplinary teams for specific vulnerable groups benefit from 
dedicated access to CAMHS expertise, increasing the therapeutic capacity of the 
workforce through the IAPT programme and developing bespoke training for 
universal services such as schools. The expectation is that those organisations 
commissioned to deliver the specific activities within the Transformation Plan who 
are not already a member of the IAPT partnership will be contracted to join. Based 
on the number of new commissioning opportunities it is anticipated that between 3-5 
VCOs will join the IAPT programme and introduce session by session outcomes. It is 
difficult to anticipate the number of new IAPT trainees that will be identified at this 
point but it is expected that each organisation will have the capacity to identify at 
least 2 in the first year.     
 
We will focus particularly on ensuring the local ASD pathway and Eating Disorder 
Services are fully NICE compliant and meets the Access and Waiting Time Standard 
for Children and Young People with Eating Disorders. Kingston CCG currently jointly 
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commissions a South West London designated Eating Disorder service with Merton, 
Sutton, Wandsworth and Richmond CCGs. Kingston CCG in collaboration with the 
other South West London commissioners are currently reviewing a proposal by the 
provider SWLSTG MH Trust to develop an Eating Disorder service model that 
complies with the new guidance. This is yet to be approved by the commissioners 
but it is expected that the allocated monies, £94,944 will be used increase the clinical 
capacity within the service to meet the requirements of the new guidance.  
 
In addition, Kingston CCG currently jointly commissions a South West London 
dedicated CAMHS Psychiatric Liaison Service that is used by Merton, Sutton, 
Kingston CCGs. Kingston CCG in collaboration with the other South West London 
commissioners are currently reviewing a proposal by the provider SWLSTG MH 
Trust to re-design  and enhance the current delivery to ensure full compliance with 
the LQS ( London Quality Standards). This is yet to be approved by the 
commissioners but it is expected that the allocated monies will be used to increase 
the clinical capacity within the service. There will be an expectation that the service 
re-design takes into account perinatal support for young parents.  
 
 
 

Action   
 

Enhancing the existing ED team to ensure NICE compliance  

 

Objective An overall reduction in waiting times with 100% of children and 
young people with eating disorders starting treatment within 4 
weeks  
 

KPI 100% of accepted referrals start treatment within 4 weeks by 

March 2017   

15/16 
Investment 

£94,944 
Re-current 

Outcome  Children and young people are able to access the right service in 
the right place at the right time 
 
Services are evidenced based and deliver high quality 
interventions that are outcome focused 

 
 

Action   
 

Enhancing the existing Psychiatric Liaison provision 
 

Objective A long term reduction of in the number of children and young 
people admitted to Tier 4 services and admitted via A&E for self 
harm and those requiring access to acute or long term residential 
placements to manage their emotional and behavioural needs.  
 

KPI 100% of children and young people seen within 4 hours by 
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Psychiatric Liaison by March 2017  

15/16 
Investment 

£5,0000  
Re-current  

Outcome  Children and young people are able to access the right service in 
the right place at the right time 
 

 
 
9.6 Summary 
In summary, good progress has been made since 2013 to deliver the specific actions 
designed to begin the transformation of existing services. Over the next two years 
the aim is to take extend the transformation further by growing the capacity within the 
community and introducing new ways of providing support.     
 
Over the next three years we will have achieved the following key actions:   
 
2016 

 An enhanced eating disorder service in place that is NICE complaint  

 A joint CAMHS School training programme in place 

 A meaningful participation  work plan is implemented  

 A comprehensive offer of post diagnosis support for ASD is available that is 
NICE compliant 
 

2017 

 An improved  24/7 Psychiatric Liaison service is in place  

 An Early Intervention CAMHS team is fully operational 

 There are named points of contacts for every school and all schools have in 
place a mental health action plan designed in collaboration with students.  
 

2018 

 Online information tools are available for children, young people and their 
families 

 NICE compliant pathways are fully embedded and published.  
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Future In Mind Priorities Local Investment 
Priorities 

Cost 

Improving access to 
effective support 
 

Commission an ‘early 
help’ team 
 

£50,000 

 TOTAL  £50,000 

Promoting resilience, 
prevention and early 
intervention 

Commission a CAMHs 
School mental health 
training programme  
 

£60,000 

 TOTAL  £60,000 

Care for the most 
vulnerable 
 

Commissioning a 
therapeutic programme for 
C&YP who experience DV 
 
Commissioning a  
therapeutic programme for 
C&YP who experience 
sexual assault  
ASD/ ADHD Post 
diagnosis support  
 
 

£25,000 
 
 
 

£18,000 
 
 
 
 

£60,000 

 TOTAL  £103,000 

Accountability and 
transparency 

Commission specific 
participation activities to 
improve the engagement 
of hard to reach groups 
and BME communities 
who are underrepresented 
in treatment 
 

£20,000 
 

 TOTAL £20,000 

Developing the 
workforce 
 

Enhancing the existing ED 
team to ensure NICE 
compliance  
Enhancing the existing 
Psychiatric Liaison 
provision 
 

£94,944 
 
 
 

£5,000 

 TOTAL  £99,944 
 

15/16 Total Allocation  
 

£332,599 

15/16Total  Planned 
Investment  

 £332,944 

10. Investment Plan   
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Improving access to effective support 
Local priority: Accessible services 

 

 

Actions Responsible 
Organisation 

Accountable 
To 

What does this look 
like? 

By when  Measurable 
outcomes/ 
evidence 

Progress 

Submit bid to the NHSE 
IAPT programme  

SWLStGMHT CCG A collaborative bid 
between the Tier 2 and 
Tier3 Provider to 
enhance participation, 
session by session 
outcome mo tiring and 
the use of evidence 
based programmes  

April 2013 IAPT application 
form 

 

Establishment of an IAPT 
project group to oversee 

SWLStGMHT CCG Establishment of an IAPT 
Steering Group  

Sept 2013 
a 

Steering Group 
Terms of Reference  

 

The implementation of the 
IAPT programme  

SWLStGMHT/ 
AfC  

IAPT 
Steering 
Group  

Nominated professionals 
accepted by the Reading 
Collaborative to join CBT 
and Family Therapy 
training programmes 
implementation of 
session outcome 
monitoring Up- skilling of 

Ongoing 
until SEPT 
2015 

Complementation of 
training courses and  
 
Quartly submissions 
to NHSE  

 

Completed  

In progress  

Delayed  

Not started as planned   

11. Action Plan   
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the workforce and greater 
use of evidence based 
programme (CBT/ 
Family) Therapy 

Re-configure the structure 
of Tier 3 services  

SWLStGMHT CCG Establishment of a 
CAMHS directorate  
 
Centralised specialists 
teams for ASD/ED and 
LD  
 
Reconfiguration of the 
workforce and 
realignment of skills base 
across the organisation  
 
Reduction in waiting 
times for ASD/ED 
assessments  
 
Reduction in waiting 
times to first appointment 
( RTT)  
 
Identified savings targets 
achieved  

April 2014 
 
 
 
July 2014  
 
 
July 2014  
 
 
 
March 
2014 
 
 
December 
2014  
 
March 
2014 

Tier 3 organisational 
structure 
 
 
Contract monitoring 
updates  
 
Tier 3 KPIs/ Activity 
Reports  
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Re- design the structure 
and function of the Tier 2  
Service  

AfC Local 
Authority  

Integration of the PMHW 
AND FASS teams across 
Kingston and Richmond  
 
Reconfiguration of 
workforce and 
implementation of a 
locality based working 
model 
 
Single business process 
for assessment care 
planning and recording  
 
Reduction in waiting 
times for appointment  

September 
2014 

Revised service 
specification  
Tier 2 organisational  
structure 
PEH Performance 
dataset   

 

Establish a Single Point of 
Access for all CAMHS 
referrals  

Joint 
Children’s 
Health 
Commissioner  

Mental Health 
Planning 
Board  

Single Referral route for 
all referral to tier 2 and 
Tier 3 CAMHS  
 
Revised referral form  
 
CAHM’s clinicians co 
located within existing 
SPA teams  
 
Decision making within 
24 hours and response 
within 72 hours  
 
Reduction in referrals to 
Tier 3 services  

October 
2014 

Service 
Specification  
SPA CAHM’s 
Project Plan  
SPA CAHM’s 
activity data 
Business Process 
Map  
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Review the performance 
and  function of the SPA 
arrangements  

Lead 
Commissioner/ 
providers  

Mental Health 
Planning 
Board  

Review capacity and 
performance data in 
partnership with the 
providers  
 
Undertake a referral audit 
to review the quality of 
referrals and decision 
making  
 
Identify further 
improvements  

October 
2015  

Audit report  
 
Revised delivery 
model implemented  

 

Review the specification 
for Tier 3 Services in 
collaboration with the 
SWL Collaborative  

Lead 
Commissioner  

Mental Health 
Planning 
Board  

Revised specification 
issued for consultation 
and agreed with provider 
 
Provider self assessment 
completed and gaps 
identified  

March 
2016  

Service 
specification and 
contract agreement   
 
Self assessment  

 

Review the specification 
for Tier 2 Services  

Lead 
Commissioner 

Local 
Authority  

Revised specification 
issued for consultation 
and agreed with provider 
 
Provider self assessment 
completed and gaps 
identified 

March 
2016  

Service 
specification and 
contract agreement   
 
Self assessment 
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Funding Priority 1  
Commission an ‘early 
help’ team.  

 
CCG 

 
H&WBB 

 
New team established 
who provide ‘rapid’ in 
reach to schools that 
respond ensure C&YP 
are seen within 72 hours 
. CAMHS expertise is 
‘front loaded’. A 
advice and consultation 
to children and young 
people leaving CAMHS 
services, drop in 
sessions for young 
people   
 

 
Dec 2017  

 
Service 
specification and 
contract in place 
 
Positive feedback 
from schools  
 
Named point of 
contact established 
in each school 
 
Reduction in the 
number of in 
appropriate referrals 
to CAMHS services  
 
 

 

 

Promoting resilience, prevention and early intervention 
Local Priority: Informed communities 

 
 

 

Actions Responsible Accountable What does this By when  Measurable  
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Organisation To look like? outcomes/ evidence 

Ensure the wider 
children’s 
workforce are 
informed about the 
changes to local 
CAMH’s services  

Providers/Commissioners H&WBB Publish a Guide to 
CAHM’s services  
 
Presentation to key 
stakeholders forums  
 
 
 
 
 
Deliver a 
compressive training 
programme to 
professionals  
 
A stakeholder event 
to re-launch CAHM’s  
 
 

October 
2014 
 
July 2014 
and 
ongoing 
March 
2016 
 

On going  

 

March 

2016 

Information leaflet  
 

CSIB/Head teachers 

forum/Voluntary 

Sector forum/Social 

Care/PEH 

presentations  

 

AfC/LSCB workforce 

development 

programme  

Workshop 

programme 

Feedback on the 

transformation of 

CAHM’s  

 

Encourage schools 
to develop 
evidence base 
resilience 
programmes and 
increase mental 
health awareness 
of school staff and 
pupils 

Public health  Mental health 
planning 
board 

All schools 
implement a whole 
school approach to 
promoting good 
emotional wellbeing 
and mental health  

 School Mental Health 
Action Plans  
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Funding Priority 2  
Commission a 
bespoke training 
programme for 
schools and post 
16 providers  
 

CCG Mental 
Health 
Planning 
Board  

Take up of training 
programme by 
schools and CAHMs 
services  
 
Positive feedback for 
attendees 
 

March 
2016 

All schools have a 
named point of 
contact for CAHMS  
 
Ofsted inspection 
reports  
 
Increased registration 
of schools staff on 
the MINDed 
programme  
 

 

Ensure there is 
dedicated CAHM’s 
support within each 
locality  

AfC  Local 
Authority  

Tier 2 CAMHS 
service co located in 
multi disciplinary 
locality teams  
 
Date revised due to 
a further re-structure 
of AfC delivery 
model   

September 
2014  
 
Revised 
date: 
March 
2017   

Positive feedback 
from the wider 
children’s workforce  

 

Develop and 
publish clinical 
pathways for the 
10 most prevalent 
mental health 
disorders 

AfC/SWLStGMHT IAPT 
Steering 
Group  

There is improved 
awareness and 
understanding of the 
treatment pathways 
for the most 
common mental 
health conditions 
and the role and 
response of local 
providers across the  
pathways  

March 
2018  

Treatment Pathways   
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Create online self 
help tools for 
C&YP and their 
families  

SWLStGMHT IAPT 
Steering 
Group  

Dedicated web 
pages that offer 
online tools and 
resources that 
promote early 
identification, self 
help/screening tools, 
information, advice 
and guidance  

March 
2016 

IAPT Acceleration 
Bid  

 

 

Care for the most vulnerable 
Local priority: Seamless transition pathways 

 

 

Actions Responsible 
Organisation 

Accountable 
To 

What does this look 
like? 

By when  Measurable 
outcomes/ 
evidence 

Progress  

Implement a robust 
case management 
system to improve 
recording and auditing  

AfC/ 
SWLStGMHT 

IAPT 
Steering 
Group  

Compliance with IAPT 
data requirements  
 
Compliance with national 
CAHM’s dataset  
 
Implementation of IAPT 
us by AfC and 
SWLStGMHT 
 
Alignment and 
understanding of business 
processes between 
providers , improved 
information sharing  

September 
2014 – 
March 
2015 

IAPT data 
submissions to 
NHSE  
 
Access and use of 
IAPTus case 
management 
system  
 
Case file audits  
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Implement a “fast 
track” service for 
identified  

AfC/SWLStGMHT IAPT 
Steering 
Group  

The following vulnerable 
groups receive a first  

October 
2014 

SPA activity data  

Vulnerable groups  ( SPA)  Appointment 
within 4 
weeks of 
referral 
instead of 
the routine 8 
weeks  
LAC 
Adopted 
C&YP Young 
Offenders  
Young 
Carers 
Disabled 
C&YP 

    

Implement a case 
transfer process 
between Tier 2 and 
Tier 3 providers 

AfC/SWLStGMHT IAPT 
Steering 
Group  

Smoother case transfers 
and information sharing 
between providers  
 
Reduction in professional 
disputes between 
providers 
 
Improved patient 
experience and consistent 
treatment journey  

October 
2014 

Minutes of weekly 
case transfer 
meetings  
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Review the transition 
pathway between 
children’s and adult 
mental health services  

AfC/ Adult 
services  

Local 
Authority  

Transition board 
established  
Revised protocols 
published  

September 
2014 

Transition Policy   

Development a clear 
and routine transition 
pathway for C&YP 
discharged from Tier 4 
services returning to 
their local communities  

SWL 
Collaborative/ 
NHSE  

CCG A clear pathway and 
protocol between Tier 4 
providers and Tier 3 
services  

April 2016 Tier 4 discharged 
protocol  

 

Funding Priority 3/4  
Spot purchase 
specialist CAHMS 
support for children 
and young people who 
have been sexually 
assaulted or victims of 
domestic violence  

 
CCG 

 
H&WBB 

 
Identify available 
providers within the 
market  
 
Scope out criteria for 
specialist support  
 
Implement a pilot to test 
the effectiveness of 
services for domestic 
violence 

 
April 2017  

 
Service Level 
Agreement in place 
 
 
 
 
 
Bespoke 
therapeutic support 
domestic violence in 
place  

 

Funding Priority 5 
Develop an ASD/ 
ADHD  specific 
programme to support 
C&YP post diagnosis  

 
AfC  

 
Local 
Authority  

 
An increase in the number 
of C&YP who remain at 
home, in education and 
prevented from becoming 
LAC or managed in 
hosptial 

 
September 
2015 
 
Revised 
date- 
March 

 
Scoping exercise  
 
Parenting 
Programme Offer 
published  

Capapcity 
issues 
have 
delayed 
start  
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Greater support available 
to C&YP with ASD/ADHD 
to reduce the use of 
specialist out of borough 
placements.  
 
Families are more 
resilient and parents are 
empowered to meet the 
mental health/ emotional 
needs of their family    
  

2017  

 

Accountability and transparency 
Local priority: Effective commissioning arrangements  

 

 

Actions Responsible 
Organisation 

Accountable 
To 

What does this look 
like? 

By when  Measurable 
outcomes/ 
evidence 

Progress  

Coordinate participation of 
VCO’s and schools in the 
BOND pilot  

Public Health  Local 
Authority  

VCOs are supported to 
be “ commissioning 
ready”  
 
Commissioning capacity 
of schools improved  
 
Implementation and use 
of the ACE- VALUE 
outcome and quality 
assurance tool  

Sept 13 The number of 
VCO’S who are 
using ACE- VALUE 

 

Formalise the Joint Joint Council Signed Section 75 April 2015 Section 75  
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commissioning 
arrangements between the 
LA and CCG  

Children’s 
Health 
Commissioner  
CCG 

Committee Agreement between the 
LA and CCG  

Schedules 

Re- commission the LAC 
YOS AND IDCS Tier 2 
posts  

Joint 
Children’s 
Health 
Commissioner  

Local 
Authority  

Joint re- commissioning 
with Richmond and 
alignment of dedicated 
posts with the Tier 2 
service provided by AFC 

April 2016 Revised service 
specifications  
 
Revised work plans  
 
New provider in 
place  

 

Consider the future 
commissioning intentions 
for MST  

CCG’S /Local 
Authorities  

SWL 
Collaborative  

Decision as to the future 
of the existing MST pilot 
funded jointly by DFE in 
collaboration with Sutton, 
Merton and Richmond  

Dec 2014 CCG Options 
appraisal paper 
 
MST Strategic 
Board Minutes  

 

Undertake a thematic 
needs analysis of self 
harm 

Public Health  H&WB 
Board 

Greater understanding of 
prevalence of self  
 
Harm and evidenced 
based recommendations 
to address any gaps in 
provision 

April 2016 Need Analysis  

Undertake a thematic 
needs analysis of suicide 
incidents  

Public Health  H&WB 
Board 

Greater understanding of 
the prevalence of suicide 
and evidenced based 
recommendations to 
address any gaps in 
provision  

April 2016 Needs Analysis  

Consider the benefits of 
establishing a C&YP 
professionals forum  

AfC Associate 
Director of 
Health  

IAPT 
Steering 
Group   

A systematic review of 
existing professional 
forums and identification 

Jan 2016 Terms of Reference   
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of any gaps and 
opportunities for 
enhancing provider 
collaboration across 
Kingston and Richmond  

Establish a mechanism/ 
forum  for regular 
communication with NSHE 
Specialist Commissioning  

CCGs/ NHS 
England  

SWL 
Collaborative 

Greater understand  and 
communication between 
commissioners  
An improved pathway 
between Tier 4 services 
and community services  
 
A reduction in the number 
of delayed discharges  

 An established 
forum with a Terms 
of Reference and 
regular meetings  

 

 

Promoting resilience, prevention and early intervention 
Local Priority: Improved participation and engagement by service users 

 
 

 

Actions Responsible 
Organisation 

Accountable 
To 

What does this 
look like? 

By when  Measurable 
outcomes/ evidence 

 

Implement session 
by session 
outcome 
monitoring  

AfC/SWLStGMHT IAPT 
Steering 
group/NHSE 

All CAHMS 
clinicians are trained 
and are routinely 
colleting outcome 
measures/feedback 
from C&YP at the 
end of each month 
clinical session 

April 2015  NHSE IAPT data 
submissions  

 

Develop effective 
mechanisms to 

AfC/SWLStMHT IAPT 
Steering 

Each provider has a 
dedication 

September 
2015 

IAPT Participation 
workshop  
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routinely consult 
with C&YP in the 
design and delivery 
of services  

Group  participation officer 
to coordinate the 
participation of 
CAMHS users in the 
development of 
services  
 
Each provider has in 
place service user 
feedback/surveys 
comment boxes  

 
Consultation Strategy  
 
Consultation on the 
naming of the Tier 2 
service 

Seek the views of 
children and young 
people to the 
commissioning of 
services  

Public Health  H&WB 
Board 

Ensure the YP 
Annual Survey 
included an 
emotional well being 
section 
 
C&YP views are 
reflected in the 
thematic needs 
analysis of self harm 
and suicide 
 

Ongoing 
 
 
 
November 
2015 
 
 
 
April 2016 
 
 
 
 

YP Annual Survey  
 

 

Self harm, 

depression and 

suicide needs 

assessment  

Suicide Prevention 

Strategy Analysis 

 

 

 

 

Funding Priority 6  
Establish a 

 
Youth council/ CCG / 

 
H&WBB 

 
Planned schedule of 

 
April 2016 

 
Children and young 
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participation work 
programme to 
ensure effective 
mechanisms to 
routinely consult 
with C&YP in the 
design and delivery 
of services 

Health watch  meaningful 
engagement with 
children and young 
people on mental 
health issues  
 
 

people’s voice 
informs strategic 
planning – refresh of 
the CYPP 
 
Children and young 
people participate in 
the commissioning of 
CAHMS services eg. 
early intervention 
team  
 
A Junior Healthwatch 
established 
 

Design and 
implement a range 
of online 
information tools 
 
Create online self 
help tools for 
C&YP and their 
families 

Youth Council and 
providers  

IAPT 
Steering 
Group  

Dedicated web 
pages that offer 
online tools and 
resources that 
promote early 
identification, self 
help/screening tools, 
information, advice 
and guidance  

March 
2018 

Dedicated web pages 
online  

 

Support schools to 
adopt a ‘whole 
school’ approach to 
promoting good 
emotional well 
being and mental 
health  

 
Schools/ Youth Council 
and providers  

 
IAPT 
Steering 
Group  

 
A local set of 
standards have 
been developed and 
adopted by schools  
 
Every schools 
approach has been 

 
March 
2018  

 
Schools standards 
developed and 
published 
 
School review  
report / feedback  
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reviewed by children 
and young people 
and ‘judged’.  

 

Developing the Workforce  
 

 

Actions Responsible 
Organisation 

Accountable 
To 

What does this look 
like? 

By when  Measurable 
outcomes/ evidence 

Progress 

Map the skills base of 
the current IAPT 
workforce 
 

SWLStGMHT IAPT 
Steering 
Group  

Skills audit completed  
 
Skills gaps identified 
and addressed through 
the IAPT curriculum  
 
Workforce development 
plans in place  

April 2015  Skills audit 
 
 
Take up of IAPT 
training 
 
Provider CPD 
programme  
 

 

Funding Priority 7  
Expand the Eating 
Disorder Offer  

 
SWLStGMHT 

 
CCG 

 
Service is NICE 
compliant  
 
Increased workforce  
 
Day service available  
 
EFFT routinely 
available 
Online resources 

 
April 2016  

 
Waiting time 
standards met  
 
Positive feedback 
from children, young 
people and their 
families  
 
Reduction in the 
number of admissions 
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available  for ED 

Funding Priority 8  
Re-commission a 
Psychiatric Liaison 
Service in partnership 
with the SWL 
Collaborative  

 
CCG/ SWL 
Collaborative  

 
H&WBB  

 
Revised service 
specification consulted 
on and agreed with 
provider 
 
Psychiatric Liaison 
services available 
24hours a day , 7 days 
a week at  Kingston 
Hospital  

 
September 
2016  

 
Service specification/ 
contract variation  
 
Reduction in the 
number of unplanned 
admissions for mental 
health issues  

 

Increase the 
participation of the 
local VCO sector in 
IAPT partnership  

Lead 
Commissioner 

IAPT 
Steering 
Group  

Attendance of VCO 
representatives on the 
IAPT steering group 
 
Implementation of IAPT 
principles by identified  
VCO organisations 

March 
2018  

Attendance at the 

IAPT Steering Group 

Increased use of 

evidenced based 

practices by VCO 

organisations locally  

 

Introduce  the THRIVE 
model  

IAPT Steering 
Group 

Mental 
Health 
Planning 
Board  

The Tiered conceptual 
model is no longer 
referred to  
 
Children and young 
people experience a 
seamless transfer 
between services  

March 
2018 

Refreshed publication 
material  
 
Feedback from 
children and young 
people  
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The THRIVE model is 
introduced through the 
mental health training 
available  
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