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1.0 Foreword 

 

North Lincolnshire Children and Young People’s Emotional Health and 

Wellbeing Transformation Plan, describes the changes we as a partnership in 

North Lincolnshire are committed to bring about in order to improve outcomes 

for our children and young people. The national report ‘Future in Mind’ reflects 

the voices of children, young people and families which are echoed by the 

children and young people in North Lincolnshire and they deserve the best that 

we can all offer. 

 

Locally we are committed to working together, embracing the opportunities, 

listening to local children and young people, to delivering the Children and 

Young People’s Emotional Health and Wellbeing Transformation Plan, in order 

to bring about long-term sustainable changes. Integral within the delivery of this 

plan we intend to provide support for families, children and young people at the 

earliest opportunity. 

 

One of the key messages we heard from children and young people was their 

concern about the language used to describe their experiences in relation to 

mental health. We propose to agree locally, in consultation with children and 

young people the terminology we use. We will continue to listen and amend this 

and future plans in response to what children and young people tell us. 

 

The Children and Young People’s Emotional Health and Wellbeing 

Transformation Plan sets out our vision and the key outcomes we expect to be 

delivered – it describes these in detail for Year 1 and 2 (2015-17), but it is a 5 

year plan so work will continue to develop and shape service provision. This is 

a challenging agenda and the only way we will achieve the scale of change 

required is if we keep the voices of children and young people and families at 

the centre of everything we do. 

 

Caroline Briggs 

Chair of the Emotional Health and Well-being Group for North Lincolnshire 
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2.0 Executive Summary 

 

We will transform children and young people’s emotional health and wellbeing 

in North Lincolnshire through the development of a comprehensive, sustainable 

plan, The Children and Young People’s Emotional Health and Wellbeing 

Transformation Plan recognises that positive emotional wellbeing and mental 

health contribute to young people being able to achieve positive outcomes.  

 

2.1. Our vision is: 

All children and young people living in North Lincolnshire who require 

care will receive care that is individually tailored to their needs, is timely 

and evidence based. Services will be delivered by a workforce who is 

equipped with the skills, training and experience to best support 

children and young people’s emotional health and wellbeing. We aim to 

improve the experience of care for children and young people, and their 

families, so that they are able to achieve supportive relationships, a 

sense of belonging and gain the skills needed to be resilient for life. For 

our most vulnerable children and young people it is our vision that their 

needs are identified early and that evidence based support is available 

as soon as possible. 

 

The following is a summary of the Year 1 and 2 priorities for the North 

Lincolnshire Children and Young People’s Emotional Health and 

Wellbeing Transformation Plan (now referred to as The Plan). 
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2.2. Our Transformation Priorities for North Lincolnshire 

 

Priority 1: Primary Prevention 
 
Children and young people’s emotional health and wellbeing will 
be the responsibility of everyone 
 

Priority 2: Workforce Development 
 
Provide the skills and support to enable universal and early help 
practitioners (school staff, school nurses, health visitors, family 
support workers, third sector colleagues, youth workers): to 
deliver and provide support to children and young people and 
when required appropriate timely onward referral. 
 

Priority 3: Access 
 
Improve access to specialist CAMHS services especially for the 
most vulnerable. 
 

Priority 4: Liaison 
 
Develop clear named links with both schools and general 
practices, to improve liaison and consultation and early 
identification of children and young people’s mental health 
needs (especially Children in Care). 
 

Priority 5: Eating Disorders 
 
Develop a community based eating disorder service: to 
intervene early, to reduce the number of people who require 
referral to inpatient placement and reduce their length of stay for 
those who are admitted. 
 

Priority 6: Crisis and Intensive Support 
 
Establish a specialist multi agency intensive community support 
and treatment provision for children and young people who are 
on the edge of crisis and/or at risk of a hospital admission 
through the development of an Integrated Crisis Reduction 
Support Pathway: to reduce the number of children and young 
people in crisis and/or admitted to hospital. 
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3.0 Introduction 

 

3.1. Future in Mind – Promoting, protecting and improving our children and 

young people’s mental health and wellbeing’ (NHS England, March 

2015) and provides a broad set of recommendations that, when 

implemented will; facilitate greater access and standards for children 

and young people’s mental health services; promote positive mental 

health and wellbeing for children and young people; facilitate greater 

system co-ordination and provide a significant improvement in meeting 

the mental health needs of children and young people from vulnerable 

backgrounds. 

 

Within the report the five themes include: 

 Promoting resilience, prevention and early intervention; 

 Improving access to effective support – a system without tiers; 

 Care for the most vulnerable; 

 Accountability and transparency; and 

 Developing the workforce. 

 

We began the development of an Emotional Health and Wellbeing 

Strategy, in advance of the publication of Future in Mind. As a result our 

Plan priorities are informed by that local insight as well as our 

assessment of “Future in Mind” impacts. The following Children and 

Young People’s Emotional Health and Wellbeing Transformation Plan 

provides North Lincolnshire’s response to the national vision, building 

on local need and setting six key priority areas which will bring about 

key improvements for the local population. 

 

3.2. North Lincolnshire Clinical Commissioning Group (NLCCG) and North 

Lincolnshire Council (NLC) have recognised the importance of children 

and young people’s emotional health and wellbeing in underpinning 

every aspect of our local priorities and outcomes in our Children and 

Young People’s Plan. 

 

3.3. The Plan for North Lincolnshire describes the way in which 

comprehensive and integrated Emotional Health and Wellbeing, and 

Child and Adolescent (CAMHS) services will be commissioned and 

delivered to improve outcomes for North Lincolnshire children and 

young people. The intention is to implement a whole systems approach, 

with the aim of making children and young people’s emotional health 

and wellbeing the concern of everyone. 
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3.4. National Context/Evidence Base 

 

3.4.1. There is a large body of national guidance, evidence and best 

practice that has been used to inform The Plan. A summary of 

the key drivers can be found in Appendix 4. 

 

 

4.0 Local Context 

 

4.1. Children and young people have asked what do the terms Child and 

Adolescent Mental Health Services (CAMHS), Mental Health and 

Psychological Health, Emotional Health and Wellbeing mean? We will 

seek children and young people’s views on what terminology we should 

use locally. 

 

4.2. Parents have asked what is Early Intervention? 

Early intervention gives the opportunity to identify and treat the causes 

of poor emotional health, by early we mean any (or all) of the following: 

 Early in a child’s life 

 Early in the life cycle of the child’s difficulties (as soon as these 

are detected); 

 Early in the presentation of the child’s difficulties (very swiftly 

after the child is first seen for a difficulty at a health or social 

care service). 

 

5.0 The Local Partners; Commissioners and Providers 

 

5.1. This Plan refers to the partners that are working together in North 

Lincolnshire to improve outcomes and services for children and young 

people and their families. In North Lincolnshire there is a long history of 

close partnership working including working collectively to the Single 

Organisational model which is described in section 9 and through a 

number of established joint planning groups. The Partnership will build 

on existing good practice so we can work together in collaboration with 

children and young people, families to further understand needs of 

children and young people and what is important to them. We have a 

growing body of evidence of what works and feedback from children 

and young people to inform our planning and commissioning. 

 

The Partners are: 

 North Lincolnshire Clinical Commissioning Group; 
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 North Lincolnshire Council; 

 Rotherham, Doncaster and South Humber NHS Foundation 

Trust; 

 Northern Lincolnshire and Goole Hospitals NHS Foundation 

Trust; 

 North Lincolnshire Education Services- Schools/ Colleges/ 

Academies; 

 Voluntary and Community sector. 

 

5.2. Commissioners 

Commissioning is the planning and purchasing of services to meet the 

needs of a local population. The responsibility of organising services 

and allocating resources in the best way possible to meet those needs 

lies with commissioners. In turn, the commissioners need to specify 

what is required of services they commission and/or sometimes 

provide, to ensure that needs are met and outcomes are achieved in 

the most effective and efficient way, giving good value to the local 

population. A number of organisations can commission mental health 

and emotional wellbeing, services for children and young people and 

families, these are: 

 

5.2.1. North Lincolnshire Council (NLC) commission a range of 

preventative service and early intervention services such as 

Health Visiting and School Nursing services to increase the 

promotion of resilience and emotional wellbeing. They also 

promote the de-stigmatisation of mental ill health. NLC also co-

commission with North Lincolnshire CCG (NLCCG) some 

specialist services. In addition the following services that 

support emotional health and wellbeing: 

 Haven, Therapeutic Service for children and young 

people whom have been significantly harmed, 

 Kaleidoscope, support service for parents/carers of 

disabled children 

 Volunteer Family Support Service offering a befriending 

service to vulnerable parents with children aged 0-11 

years. In addition, they provide a range of services, for 

example; educational psychologists. 

 

5.2.2. Locally a number of schools, academies and colleges have 

become commissioners of mental health services for children 

and young people. Head teachers have not traditionally been 

thought of as commissioners, but they hold budgets that may 

be used to promote the emotional wellbeing of their pupils. 
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Some choose to buy their own services in-school such as 

counsellors, while others may commission local CAMHS. 

 

5.2.3. NHS North Lincolnshire Clinical Commissioning Group 

(NLCCG) commission CAMHS, Emotional Wellbeing services 

and a range of other health services for North Lincolnshire 

residents of all ages. 

 

5.2.4. NHS England commission CAMHS and Eating Disorder 

inpatient services. North Lincolnshire CCG and Council are 

working with NHS England to co-commission services to 

reduce the number of Tier 4 CAMHS inpatient admissions and 

to reduce the time in inpatient services. 

 

5.3. Providers 

The main providers of emotional health and wellbeing services and 

CAMHS for children and young people in North Lincolnshire are: 

 Rotherham, Doncaster and South Humber NHS Foundation 

Trust (RDASH) who provide CAMHS; 

 Haven Action for Children, Therapeutic Services for children and 

young people who have been harmed; 

 Northern Lincolnshire and Goole NHS Foundation Trust who 

provide, Maternity, Health Visitors, Looked After Children, 

Paediatric doctors and nurses; and 

 North Lincolnshire Council who provide, social care, children 

centres, SEND Team and FaSST. 

 

5.3.1. Rotherham, Doncaster and South Humber NHS Foundation 

Trust are the main local provider of NHS mental health services 

and provide local specialist CAMHS for children and young 

people up to age 18. This includes; consultation, assessment, 

diagnosis and a range of therapy and treatment. The service is 

multidisciplinary, with a team of professionals based at St 

Nicholas House - Scunthorpe, who work with children, young 

people and their families or identified carers, where the child or 

young person is experiencing mental health issues or emotional 

difficulties. 

 

5.4. North Lincolnshire Health and Wellbeing Board (HWB) has a local 

overview of all services. It is a statutory committee of North Lincolnshire 

Council. It comprises key leaders from the health and social care 

system who work together to improve the health and wellbeing of the 

local population and reduce health inequalities. 
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The statutory functions of the Health and Wellbeing Board are to: 

 Prepare and publish a North Lincolnshire Strategic Assessment; 

 Prepare and publish a Joint Health and Wellbeing Strategy; and 

 Encourage and promote integrated working and joint 

commissioning across agencies. 

 

 

6.0 What we know about the Emotional and Wellbeing Needs of Children and 

Young People in North Lincolnshire 

 

6.1. The North Lincolnshire Joint Strategic Assessment (JSA) is structured 

around the wider determinants of health and the life course. This is 

consistent with the approach recommended by the Marmot review (Fair 

Society Health Lives (2010)) and emphasises the critical importance of 

early years in shaping health in later life. The information below has 

been extracted from the North Lincolnshire JSA, national data sets and 

other sources. 

 

6.2. Wellbeing is made up of two key elements: 

 

Feeling good - which means experiencing positive emotions like 

happiness, optimism and enjoyment. It also includes feelings like 

safety, confidence, affection, attachment to and engagement with 

others and a sense of self-worth. 

 

Functioning well - which means having positive secure relationships 

with others, feeling in control of their lives, having a sense of purpose, 

such as working towards valued goals. 

 

These states of wellbeing are quite hard to measure for children and 

young people at local authority level. However, we can measure some 

of the factors at community, school and family level that evidence 

suggests help promote or inhibit emotional resilience in children and 

young people. 

 

Resilience factors are summarised in the national CAMHS 2008, 

http://webarchive.nationalarchives.gov.uk/20081230004520/publication

s.dcsf.gov.uk/ and include important factors such as; 

 Having positive secure attachments with caring adults; 

 Being in good physical health, eating a balanced diet and getting 

regular exercise; 

 Being enabled to make healthy choices; 

http://webarchive.nationalarchives.gov.uk/20081230004520/publications.dcsf.gov.uk/
http://webarchive.nationalarchives.gov.uk/20081230004520/publications.dcsf.gov.uk/
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 Living in a healthy living environment; 

 Having the time and freedom to play indoors and outdoors; 

 Being part of family that gets on well most of the time; 

 Going to a school that looks after the wellbeing of all of its pupils; 

 Taking part in local activities for young people; 

 Being able to learn and having opportunities to succeed; 

 Accepting who they are and recognising what they are good at; 

and 

 Having a sense of belonging in their family school and 

community. 

 

6.3. Risk factors which can reduce or impede the development of resilience 

in young people include: 

 Poor attachment – for example as a result of separation, 

parental mental ill health, substance misuse; 

 Low self-esteem – as a result of bullying or physical emotional or 

sexual abuse or neglect; and 

 Lack of opportunity to learn and succeed – due to poverty, poor 

access, poor living environment, significant caring 

responsibilities, or poor schooling. 

 

6.4. Public Health England CHIMAT profiles (Appendix 1) suggest that 

North Lincolnshire performs better than average for a range of proxy 

resilience factors, including better than national performance in North 

Lincolnshire for the: 

 Quality of early years provision; 

 Readiness for school of 5 year olds; 

 Reading levels at KS1 and 2; 

 School attendance; 

 Rates of school exclusion; 

 KS4 results; 

 Early intervention which supports families and safeguards 

children and reduces the need for children to become involved 

with child protection or looked after services 

 

On the other hand, North Lincolnshire has a slightly higher 

incidence/prevalence of some risk factors in the population including: 

 Adult substance misuse, 

 Separation and divorce and 

 Teen parenthood. 

 

Source: Public Health England, 2015  
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Local data on outcomes for children suggest that the distribution of 

these risk and resilience factors are not equally distributed in the child 

population, as shown in the children’s centre and ward area health 

profiles: 

http://nldo.northlincs.gov.uk/IAS_Live/sa/jsna/area-profiles 

 

6.5. Incidence and Prevalence of Mental Illness in Children and Young 

People in North Lincolnshire 

 

6.5.1. Perinatal Mental Health 

Whilst pregnant women and new mothers have the same risk of 

most mental illness as other adults, for some serious mental 

illnesses, the risk of recurrence in pregnancy or post childbirth 

does increase, with the recurrence of severe depression or 

post-partum psychosis in pregnancy being 50%. 

 

 

Incidence of perinatal mental illness in pregnant women/new 

mothers (2014) 

 Rate per 100 
maternities 

Estimated numbers 
per annum in North 
Lincolnshire (applied 
to 2014 maternities) 

Chronic serious mental 
illness  

0.2% 4 

Severe Depression  3% 58 

Obsessive Compulsive 
Disorder  

3% 58 

Postpartum psychosis  0.2% 4 

Post-traumatic stress 
disorder   

3% 58 

Mild to moderate 
depressive illness and 
anxiety states  

10-15% 190-285 

Adjustment disorders 
or distress  

15-30% 285-570  

NICE benchmark for 
perinatal provision  

12% 210 

Source: NSPCC, ‘All Babies Count’ 2014 

Not all of these women will require specialist support, or 

onward referral. The NICE benchmark rate for perinatal mental 

health provision is 12% of deliveries, which in North 

http://nldo.northlincs.gov.uk/IAS_Live/sa/jsna/area-profiles
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Lincolnshire equates to 210 women a year. This includes 4% of 

deliveries to women with severe and/or complex needs and 8% 

of women who may require and take up psychological 

therapies. 

6.5.2. Early Years 

Attachment plays a key part in the development of emotional 

and social regulation in the early years. Chronic and prolonged 

exposure to stress can affect parental-child attachment, 

whether caused by alcohol or drug misuse, domestic violence, 

poverty or mental illness and can have a profound impact on 

children’s social and emotional development. 

 

Parenting styles can also have an impact on attachment, with 

inconsistent discipline, low warmth, low involvement and high 

criticism being strongly associated with child behaviour. 

 

6.5.3. School Age Children 

 Estimated numbers in 2014 in 
North Lincolnshire 

Conduct Disorders 
 

 

5-10 years 
 

635 

11-16 years 
 

810 

Emotional Disorders 
 

 

5-10 years 
 

310 

11-16 years 
 

605 

Hyperkinetic Disorders 
(including ADHD) 
 

 

5-10 years 
 

220 

11-16 years 
 

175 

Less Common Disorders 
(including Eating Disorders 
 

 

5-10 years 
 

160 

11-16 years 
 

145 

Neurotic Disorders 
 

 

16-19 year olds 
 

1055 
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The school age table is based on prevalence estimates from 

the 2004 national survey. These numbers were based on a 

clinical analysis of whether children met strict diagnostic criteria 

for mental illness, and whether this impacted significant on their 

day to day life. 

 

The survey estimated that 10% of children and young people 

aged 5-16 years have a clinically recognised mental disorder. 

In North Lincolnshire this equates to about 2,345 children and 

young people at any one time. The study also estimated the 

following numbers for specific disorders (These will not add up 

2345, as some children will have more than one disorder). 

*Source: Green et al, 2004 

 

6.5.4. Self-harm and Suicide 

Self-harm describes a wide range of things that people do to 

themselves in a deliberate and often hidden way which are 

damaging, regardless of motivation. The term may include 

substance misuse or eating disorders, but in this section we 

have excluded these from the numbers. 

 National hospital based statistics suggest that the 

number of young people presenting to hospital trusts 

with self-harm is increasing. 

 In North Lincolnshire the number of 14-24 year olds 

admitted to hospital as a result of self-harm, (which 

includes alcohol and substance misuse related 

admissions) is below the national average and has 

remained fairly stable at between 80-100 admissions 

per year. 

 A routine audit of self-harm presentations of under 18 

year olds in North Lincolnshire is underway any lessons 

to be learnt will be incorporated into existing and future 

plans and services. 

 Fewer children and young people are admitted to 

hospital due to self-harm (see Appendix 1) 

 However, the hospital data is likely to be just the tip of 

the iceberg with many more episodes that do not come 

to medical attention. 

 Some community based studies estimate that around 

8% of teenagers in the UK have self-harmed, whilst a 

Scottish self-harm report survey in schools found self-

harm reported by 14% pupils aged 15-16 years. This 
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would equate to around 150 young people in Year 11 

for example in North Lincolnshire. 

 In the UK, more than 600 young people die as a result 

of suicide each year, with three times more young men 

than young women taking their own lives. 

 Statistics from the charity Young Minds show that 6.2 

per cent of 16-24-year-olds have attempted suicide in 

their lifetime. 

 There is still a stigma attached to mental health issues 

and suicide. 

 Currently there is a national problem with people leaving 

school and being unable to find work, and the under-24s 

are disproportionately affected. There is evidence that 

not in employment, education or training (NEET) young 

people are more prone to suicide we will target 

resources at the most vulnerable. 

 

6.6. Vulnerable Groups 

 

6.6.1. Children with Learning Disabilities: 

 Nationally, it is estimated that more than 1 in 3, (36%), 

children and adolescents with learning disabilities have a 

diagnosable psychiatric condition. Currently there are at 

least 1270 school aged children resident in North 

Lincolnshire with a statement of SEN where the primary 

need is recorded as a moderate or severe learning 

disability. At least 450 could also have a mental health 

condition; 

 Children with learning disabilities may have additional 

long term health problems, such as epilepsy, or sensory 

impairment, compared with their peers, which may 

reduce their capacity to find creative and adaptive 

solutions to life’s challenges. 

 Nationally, it is estimated that 70% children with ASD will 

have a mental health problem at some point in their life, 

and 40% will have two or more. It is estimated that 10% 

of children who use CAMHS have autism; and 

 Currently there are 113 children of school age (5-15) in 

North Lincolnshire who have a statement of special 

educational needs where the primary need is recorded 

as ASD, (DFE, 2015). These children are likely to have 

additional needs and may have additional learning 

disabilities. 
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6.6.2. Children with Chronic Physical Conditions 

The presence of a chronic long term and limiting physical 

condition also increases the risk of common mental health 

problems such as depression and anxiety by 2-6 times. 

According to national data an estimated 12% of children and 

young people aged 5-17 years live with a long term condition, 

or just over 3000 children in North Lincolnshire. Many of these 

children will have more than one condition; this includes 

diabetes, epilepsy and asthma. 

 

6.6.3. Children Whose Parents Have A Mental Illness: 

 Nationally it is estimated that more than a third of all 

adult mental health service clients are parents of under 

18s, and that up to 68% women and 57% men with a 

severe long term mental illness are parents of 

dependent children. In North Lincolnshire, this would 

equate to at least 132 families with dependent children; 

and 

 National estimates suggest that between 2-3% of 

children are affected by parental problematic alcohol and 

substance misuse. This suggests between 400-600 

children in North Lincolnshire. Currently 196 adults in 

substance misuse treatment services live with 

dependent children in North Lincolnshire. 

 

6.6.4. Children Exposed to Domestic Abuse 

 Nationally it is estimated that 12% of under 11s, 18% of 

11-17s and 24% of 18-24 year olds have been exposed 

to domestic abuse in the home at some point during their 

childhood, with 3% of under 11s and 11-17 year olds 

reporting that this occurred in the last year; and  

 In many of these cases, the most serious behaviour was 

one parent throwing or breaking things in the context of 

a row. However, for 3.5% of under 11s, 4% of 11-17s 

and 6% of 16-24s this involved witnessing a parent 

being kicked, choked or beaten up by another parent. 

Applied to North Lincolnshire this suggests 45 under 18s 

may have been exposed to serious physical domestic 

abuse. 

 

6.6.5. Looked After Children 
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Nationally we know that looked after children are much more 

vulnerable to poor mental health than the general population, 

both as children and adults. A high proportion will have 

experienced poor health, educational and social outcomes 

before entering care, and may suffer from poorer mental health 

on leaving care. We know nationally that looked after children 

and care leavers are between four and five times more likely to 

attempt suicide in adulthood; 

 

Whilst North Lincolnshire has a smaller population of looked 

after children compared with the national average or statistical 

neighbours, it is likely that those who are looked after have a 

much higher rates of social and emotional disorders; 

 

In 2008, the Strengths and Difficulties Questionnaire was 

introduced as national measure of the emotional health of 

children between the ages of 4 and 16 who have been in care 

for 12 months. The average SDQ score for LAC in North 

Lincolnshire was 15.9 in 2014, which was higher than that in 

England and Yorkshire and the Humber. This is probably due to 

wider coverage of SDQ amongst LAC in North Lincolnshire 

than nationally. 

 

6.6.6. Not In Education, Employment or Training: 

Vulnerable children and young people who are NEET are at 

greater risk of mental health issues. 

 

6.6.7. Children and young people on the edge of offending or who 

have offended: 

Vulnerable Children and young people who are on the edge of 

offending or are known to YOS have a higher risk of mental 

health problems than their peers. 

 

6.6.8. Minority ethnic children and young people: 

Children and young people from a minority ethnic background 

and those whose language is not English may be more 

vulnerable than their peers for a number of complex reasons. 

 

6.7. Estimated need for services 

 

Estimates of the number of Children and Young People who may 

experience mental health problems appropriate to a response from 

CAMHS at Tiers 1, 2, 3 and 4 have been provided by Kurtz (1996). A 

description of the services offered at each tier can be found below. The 
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table below shows these estimates for the population aged 17 and 

under in North Lincolnshire. 

 

Estimated number of children/young people who may experience 

mental health problems appropriate to a response from CAMHS 

 

Tier 1 (2014) Tier 2 (2014) Tier 3 (2014) Tier 4 (2014) 

North 

Lincolnshire 5,285 2,470 655 30 

Source: Office for National Statistics mid-year population estimates for 

2014. Kurtz, Z. (1996) 

The table below provides an estimate for the number of children and 

young people with a mental health problem. North Lincolnshire Public 

Health has provided a more detailed analysis based on the available 

data. 

Estimated number of children with mental health disorders by age group and 
sex within NL CCG area. 2014 

All 
5-10 
yrs 

All  
11-16 
yrs 

All   
5-16 
yrs 

Boys 
aged 
5-10 
yrs 

Boys 
aged 
11-16 
yrs 

Boys 
aged 
5-16 
yrs 

Girls 
aged 
5-10 
yrs 

Girls 
aged 
11-16 
yrs 

Girls 
aged 
5-16 
yrs 

 

950 1350 2300 635 765 1400 315 590 905 

Source: Local Authority mid-year resident population estimates for 
2014 from Office for National Statistics 

 

6.8. Additional local information that supports the development of the six 

priorities 

 

Starting Well and Developing Well demonstrates the wider impacts on 

children and young people’s health especially universal provision that 

builds resilience and promotes well-being. This has informed the 

priorities. 

 

6.8.1. Starting Well 0-4 

 

Strengths 

 Achievement of stage 2 UNICEF baby friendly; 

 Increasing number and proportion of North Lincolnshire 

children are registered with, and seen by, Children’s 

Centres, including those from the most disadvantaged 

areas of North Lincolnshire; 
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 Above average take-up of 2 year old early education 

places of between 95-98%; 

 More children are achieving expected level of 

development and more children are ready for school; 

and 

 High take up of imaginative library with activities 

focusing on attachment, communication, language and 

literacy skills. 

 

Issues/Challenges 

 Birth rates are rising fastest amongst poorest 20% for 

whom health literacy, maternal and infant health and 

early development outcomes are poorest; and 

 Continuing gap in early year’s development between 

boys and girls and low income children and the rest, 

although the gap is narrowing for children on free school 

meals. 

 

6.8.2. Developing Well (5-19 years) 

 

Strengths 

 Increasing proportion of primary and secondary children 

attending ‘Good’ or better schools; 

 Rising attainment rates at GCSE, including higher than 

average rates amongst Children in Care and BME 

groups; 

 Higher than average integration of children with special 

educational needs in mainstream schools; 

 Growth in young apprenticeship and employment taster 

opportunities for young people aged 16-24 years; 

 Significant drop in overall numbers of young people 

engaging in risky behaviours, including drug and alcohol 

misuse and first time offending; and  

 Teen conception rates at lowest level for 15 years and 

falling in line with national trend for both under 16s and 

16-17 year olds. 

 

Issues/Challenges 

 Higher than average % of 11 year olds with excess 

weight and no significant reduction in excess weight 

amongst 5 year olds in last 6 years; 
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 Higher than average unscheduled hospital admission 

rates for 0-19s with epilepsy, diabetes and asthma; 

 

7.0 Local Services Provision 

 

7.1. Provision for Children in Care (CIC) 

North Lincolnshire CAMHS has a strong service for Children in Care 

(CIC). The CCG and NLC commission a bespoke developed service, 

based initially on a Tiered Foster Care’ (TFC) Model. The CAMHS CIC 

team work closely with the Local Authority Fostering Service, Children 

in Care Social Work teams and the Health Provision for CIC to provide 

a Tiered service based on need. Higher need CIC receive intensive 

and, if required, long term input on a Team around the Child basis. CIC 

with lower need can be supported through CAMHS via a consultative 

process. A Mental Health diagnosis is not required for the CAMHS 

service as the model is based around psychosocial thinking, including 

 the development of attachment relationships and resilience. 

 

The CAMHS CIC service was a finalist in the 2012 Health Service 
Journal awards. 

 

The local model enables one-third of CIC to be supported with 

 CAMHS input, at any one time. As such, this model has enabled 

approximately 65% of CIC to have received support from CAMHS – this 

is in keeping with the anticipated percentage of CIC with mental health 

concerns, compared to the population as a whole. 

 

The CAMHS Psychologists work closely with Social Workers, Fostering 

Social Workers and Foster Carers to ensure the child is at the centre of 

the service and much of the work aims to develop resilience and 

attachment relationships rather than a focus on one to one 

interventions or mental health diagnosis that are not at the heart of the 

young person’s needs. There will be a specific focus on CIC within the 

school environment (see Priority 4). 

 

7.2. School Provision 

School nurses and CAMHS work with schools and colleges to promote 

positive social and emotional wellbeing for children and young people, 

and ensure early identification of need. Some schools and colleges are 

looking to improve school based counselling services to ensure they 

achieve the best outcomes for children and young people. Mental 

health and behaviour in schools is an area of local concern for the 

Children and Young People Partnership. As such the partnership is 
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working with schools to explore what can be done to support children 

and young people whose behaviour may be related to an un-met 

mental health need. 

 

Locally a successful model of practise has been developed between 

North Lincolnshire CAMHS and one local secondary school. The model 

has been developed with the aim of providing children within the 

school, who do not require specialist input but who may have mild 

mental health concerns, early and easy access to CAMHS services. 

Within the model CAMHS staff hold consultation sessions with school 

staff members and enables children who require specialist provision to 

be identified early, thus ensuring timely access to appropriate 

 services. The CAMHS input to the school has included a staff 

 member who completed the Children and Young People Improving 

access to Psychological Therapies (Children and Young People IAPT) 

training. To complement the model CAMHS also delivers the Webster 

Stratton based parenting programme to  identified families within the 

feeder schools with the aim to improve the relationship and presenting 

behaviour of the young people who are currently at primary school with 

some problem presentations before they move to the secondary 

provision. This provision is now in year 3 and an analysis of the 

 impact of the programme is envisaged going forward. The secondary 

head teacher holds a positive view that by supporting such early 

intervention, children transiting to his secondary provision will present 

with fewer behavioural and emotional problems and therefore have a 

greater chance of succeeding within the secondary environment. 

 

In addition, Educational psychologists provide emotional health 

assessment, treatment and support they work very closely with 

CAMHS, school nurses and school staff. Mindfulness from Educational 

Psychology is being offered to Secondary Schools and colleges. The 

service also leads on the Targeted Mental Health for Schools (TAMHS). 

Over 40 primary schools now access TAMHS training (network meeting 

or specific training) and 10 Secondary Schools and all 3 colleges have 

signed up for the Samaritans positive thinking training. A range of 

Secondary Schools and both colleges have also accessed self-harm 

training. Schools are also sourcing their own training from independent 

recommended providers. 

 

7.3. Child Sexual Assault Assessment Services (SARC) 

NHS England commission provision for the acute child sexual abuse 

examinations. The national model that has been developed is a 

 ‘Hub and Spoke’ service. NHS England in the Yorkshire and the 

Humber region has commissioned four Hubs, one in each Police Force 
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Area children and young people from North Lincolnshire receive a 

service from Humberside police and Hull and East Yorkshire Hospital 

NHS Trust provide medical care and under the ‘Hub’ and ‘Spoke model 

that is used throughout the Yorkshire & Humber Region children and 

young people residing within the CCG area that are seen in the ‘Hub’ 

receive follow up from local paediatric services at NLaG. 

 

7.4. SEND and Learning Disability 

The local vision for children with special educational needs and 

disabilities is the same as for all children and young people in North 

Lincolnshire that they achieve well in their early years, at school and in 

college, and lead happy and fulfilled lives. This Plan will play a vital role 

in underpinning the local SEND programme. North Lincolnshire 

Designated Clinical Officer has been involved in reviewing a range of 

services including CAMHS for this cohort of children and young people. 

Children and young people with learning disabilities are at much greater 

risk of having mental health problems than the general population. We 

know that children and young people with learning disabilities are over 

six times more likely to have a diagnosable psychiatric disorder than 

their peers who do not have learning disabilities. 

 

Locally a bespoke model of commissioning has been developed for 

children and young people in North Lincolnshire who require LD and  

CAMHS. The model involves an initial assessment by CAMHS with the 

option of either being managed within the generic service or a bespoke 

therapeutic package being individually commissioned by NL CCG, 

through an identified local psychologist provider who specialises in 

Learning Disability treatment. Even though this service has been 

meeting the presenting needs of this population, and is helping NL 

CCG to build up a picture of the therapeutic needs of this population 

group, it is acknowledged that a longer term vision is required to be 

developed which includes a greater multi-agency/disciplinary approach, 

underpinned by a sound workforce development strategy. 

 

7.5. Attention Deficit Hyperactive Disorder (ADHD) 

The ADHD pathway is a joint pathway between NLaG paediatric 

services and RDaSH CAMHS. The ADHD service is under review this 

includes a review of  the pathway. NICE Guidance has been 

implemented. 

 

7.6. Safeguarding 

Inherent in the Plan is the commitment to ensure safeguarding 

 children and young people is a key objective and everybody's business. 

All staff working with children and young people and/or providing 
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support to children and young people will have received mandatory 

safeguarding training and supervision. We will identify any national and 

local issues arising from Serious Case Reviews (SCRSs) and respond 

accordingly. 

 

7.7. Therapeutic Services for Children and Young People who have been 

sexually harmed 

Locally there is a specialist therapeutic service, supporting children and 

young people who have or may have suffered significant harm which 

includes therapy for CSE, commissioned by the North Lincolnshire 

CCG and North Lincolnshire Council, the Haven Project (provided by 

Action for Children). The CAMHS services work very closely with this 

service in ensuring that therapeutic support is offered to parents, carers 

and families. Sexual harm has a devastating, long-term impact on the 

children and young people who is abused, and on the whole family. 

 

7.8. Children and Young People, Improving Access to Psychological 

Therapies (IAPT) 

The North Lincolnshire Children and Young People’s Mental Health 

Service (CAMHS) team and the Children and Young People’s 

Improving Access to Psychological Therapies (Children and Young 

People IAPT)has been implemented locally. For the purposes of the 

application to be a part of Children and Young People IAPT, the 

partnership for North Lincolnshire  includes Doncaster CAMHS- this was 

decided as part of the original bidding/ application process as it 

provided economies of scale. North Lincolnshire is part of the North 

East Collaborative and is a wave 2 site, joining one year after the 

 initial pilot began, this was alongside several services from Tees, Esk 

and Wear Valley NHS Trust (TEWV). The North East collaborative is 

linked to Northumbria University; any training requirements are 

facilitated/provided through Northumbria University, with an agreement 

that some of the training would be provided in York rather than 

Newcastle to reduce the impact of travel  (time for students and cost for 

the partnerships). The training is delivered is at  level seven, post 

graduate diploma level .The two key areas of transformation  and 

development were training and transformation of service. 

 

7.9. Perinatal Mental Health 

Perinatal mental illnesses and existing mental health problems if 

untreated can have a devastating impact on them and their families 

(estimate 210 women for NL). We are looking locally at how best to 

prevent perinatal mental illness and also how to improve early 

identification and treatment as we know the detrimental impact of poor 

maternal mental health has on long term outcomes for children and 
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young people. Northern Lincolnshire Maternity Strategy and the 

Starting Well work stream, both have a focus on perinatal mental illness 

as we know that when mothers suffer from these illnesses it increases 

the likelihood that children and young people will experience 

behavioural, social or learning difficulties and they may fail to fulfil their 

potential. The Transformation Plan will monitor the long term outcomes 

of children and young people and in time this will include those whose 

mothers had a perinatal mental illness. We will amend and develop our 

Local Transformation Plan to reflect national guidance over years 2-5 

as provision in this area has been identified as a current gap. The 

Maternity Strategy Group is leading on exploring and describing a 

service across Northern Lincolnshire. North Lincolnshire intends to 

develop an integrated pathway and service specification in advance of 

the national funds being released. 

 

7.10. Youth Offending Services (YOS) 

Children and young people who come into contact with YOS are 

vulnerable. They often have complex needs including emotional and 

mental health needs. The local YOS model is successful. The 

importance of providing integrated service is central to its philosophy. 

The Youth Offending Service comprises a management team of Head 

of Service and two Operational Managers (all of whom are registered 

qualified social workers) and a practitioner team of Case 

Managers/Court Officers, Intervention workers, Referral Panel 

Coordinator, Victim Liaison Officer and a pool of recruited volunteers. 

Within this team, North Lincolnshire CCG has commissioned and 

seconded a CAMHS worker who is now fully embedded within the 

Youth Offending Services. The CAMHS service is effective in providing 

assessment and treatment often within a limited window of time. 

 

Liaison and diversion services for YOS are not fully developed in North 

Lincolnshire. Plans are progressing to develop an integrated pathway. 

Funding to assist with implementation of the new pathway will be made 

available. 

 

7.11. Implement the Crisis Care Concordat 

North Lincolnshire will implement all aspects of the concordat by 

creating a new liaison provision within Scunthorpe General Hospitals 

emergency care services. 

 

7.12. North Lincolnshire Council Services 

The Local Authority invests and directly provides the following services 

to promote positive emotional health and wellbeing: 
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7.12.1. Families are Safe, Supported and Transformed (FaSST) 

Through FaSST service, North Lincolnshire delivers a range of 

targeted support and intervention aimed at preventing family 

breakdown, breaking the cycle of disadvantage and supporting 

parents and carers to meet the needs of their children within 

their local communities. 

 

The role of FaSST is to: 

 Offer early intervention and targeted support to children 

and families to build parenting capacity, promote positive 

attachment, emotional health and wellbeing 

 Offer targeted and crisis support to children and young 

people on the edge of care. 

 Support the reunification of children returning to the care 

of their families. 

 Support children and young people at risk of CSE by 

providing prevention programmes to children, young 

people and parents/carers as well as targeted individual 

and group intervention 

 Work to identify, support and signpost vulnerable young 

people to the Outreach Youth provision 

 

7.12.2. Youth Information and Counselling Unit (YICU) 

YICU provides a counselling and information service for young 

people aged 13-25 years. The service also facilitates mediation 

between adolescents and young adults and their parents/carers 

 

7.12.3. Emotional Health and Wellbeing 

The Emotional Health and Wellbeing teacher supports groups 

of pupils and schools, settings and colleges to promote positive 

emotional health and wellbeing. The support includes; 

 Working with families and schools to promote anti-

bullying; 

 Consultation on curricular opportunities for exploring 

mental health and emotional wellbeing; 

 Consultation on and evaluation of current practice and 

ideas for PSHE and SRE development; 

 Mini, Buddy, Peer and Ambassador training for 

education establishments; 

 Emotional Literacy Training; 

 Playground games session for Lunchtime Supervisors 

on mental health and emotional wellbeing; and 
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 Development of resources to support professionals in 

their work and teachers/early years practitioners in the 

classroom. 

 

7.12.4. Complex Behaviour Team 

The Complex Behaviour Team provides support for children 

and young people with complex needs and learning disabilities. 

The team offers training, one to one and group work to support 

parents and carers to developing their confidence in managing 

their child’s behaviour. 

 

Support is provided where there is a likelihood of; 

 family breakdown 

 a young person being unable to access community 

resources due to the presenting behaviour 

 

Support is provided to children, young people and their parents 

and carers with ways to promote a positive behavioural 

response using a range of practical and creative strategies. 

 

 

 

 

 

8.0 Specialist Commissioning (NHS England) 

(See Appendix 3 for data) 

 

8.1. Collaborative Working 

The Yorkshire and Humber (Y&H) Mental Health Specialised 

Commissioning Team works closely with identified lead commissioners 

in each of the 23 CCG areas across Y&H to ensure that specialised 

services feature in their local planning. This work is done collaboratively 

through the Children and Maternity Strategic Clinical Network which 

includes all relevant stakeholders. There are a number of forums 

across Y&H where collaboration take place, these include, for example, 

the Y&H CAMHS Steering Group, Specialist Mental Health Interface 

Group and also through individual meetings between NHS England and 

local commissioners. This way of working ensures that the whole 

pathway is considered when considering the development of services 

for children and adolescents. 
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8.2. Specialist Services 

The National CAMHS Tier 4 Review identified Y&H as one of the two 

areas nationally that was experiencing the most significant capacity 

issues. These issues are regularly discussed and reviewed locally and 

regionally. The national pre-procurement project reported in July, 

recommendations in relation to procurement of Tier 4 services are due 

to be announced imminently. 

 

8.3. Summary of Current Provision in Yorkshire and Humber (Y&H) 

April 2015 – total beds in Y&H 90 (53 general adolescent and 37 other) 

– some of this capacity provides for population of East Midlands. 

 

Services in Y&H: 

 Leeds & York NHS Partnership FT (York) - 16 gen adolescent 

beds, deaf outpatient services; 

 Leeds Community NHS Healthcare Trust (Leeds) - 8 gen 

adolescent beds; 

 Riverdale Grange (Sheffield) – 9 CAMHS Eating Disorder beds; 

 Alpha Hospitals (now part of Cygnet Hospitals) (Sheffield) – 15 

gen adolescent beds, 12 PICU beds; and 

 Sheffield Children’s Hospital NHS FT (Sheffield) – 14 beds 14-

18yrs, 9 beds 10-14yrs, 7 beds LD none secure 8-18yrs, day-

care 5-10yrs. 

 

8.4. Provision Required 

Across Y&H, we have considered in some detail what provision is 

required, below is a summary position, modelling work regards bed 

numbers is on-going and includes consideration of the natural patient 

pathways for young people from the East Midlands. 

 

Adequate capacity regarding general adolescent beds in appropriate 

geographical locations - current lack of provision in West, North and 

East of Yorkshire – over provision in the South. 

 

Access assessment arrangements that reflect location of general 

adolescent services. 

 Eating Disorders – North and South of the hub area; 

 PICU – North and South of the hub area, co-located with general 

adolescent service; 

 Children – Y&H central geographical location; 

 Low secure -mixed gender – Y&H central geographical location; 

 Low Secure and none secure learning disability/ASD – Y&H 

central geographical location; and 



28 

 

 Other services will continue to be provided on a regional basis, 

e.g. Medium secure or national basis, e.g. in patient deaf 

services. 

 

8.5. Other Issues Relating to In-patient Services 

Since November 2014 access assessments arrangements have been 

formalised across Y&H to enable equity of access for all geographical 

areas and specialist provision required by ensuring that all access 

assessments are undertaken by tier 4 clinicians. These arrangements 

are underpinned by the National Referral and Access Assessment 

Process for Children & Young People into Inpatient Services 

(Specialised Mental Health Services Operating Handbook Protocol). In 

addition, Care and Treatment Reviews (CTRs) were developed as part 

of NHSE commitment to improving the care of people with learning 

disabilities (LD) and/or autism (ASD). The aim is to reduce unnecessary 

admissions and lengthy stays in hospitals. Children and young people 

with a diagnosis of LD and/or ASD from Y&H have had access to CTRs 

whilst in hospital and often prior to referral to inpatient services. 

 

8.6. In Summary 

NHS England and local commissioners work collaboratively in Y&H to 

ensure work is consistently undertaken with local commissioners to 

understand and address local issues that influence admissions to and 

length of stay within CAMHS inpatient services. The variation of 

CAMHS service provision across Y&H is monitored through local and 

hub wide data to help identify trends/themes. Y&H MH Specialised 

Commissioning team have positive relationships with local 

commissioners and this is a significant determinant to ensure that local 

pathways work effectively to provide a whole system approach. The 

work undertaken with local commissioners as part of the transformation 

plans has aimed to ensure that the right services are in the right place, 

accessed at the right time and based on local population need. Through 

the transformation plans, all opportunities for collaborative 

commissioning have been explored. Good examples of these 

opportunities are in CAMHS Eating Disorder and Intensive Community 

Provision. 

 

 

9.0 Vision for Transformation in North Lincolnshire 

 

9.1. Our vision: All children and young people living in North Lincolnshire 

who require care will receive care that is individually tailored to their 

needs, is timely and evidence based. Services will be delivered by a 

workforce who is equipped with the skills, training and experience to 



29 

 

best support children and young people’s emotional health and 

wellbeing. We aim to improve the experience of care for children and 

young people, and their families, so they are able to achieve supportive 

relationships, a sense of belonging and gain the skills needed to be 

resilient for life. For our most vulnerable children and young people it is 

our vision that their needs are identified early and that evidence based 

support is available as soon as possible. 

 

9.2. In North Lincolnshire we aim to transform emotional health and 

wellbeing in through the development of a comprehensive, sustainable 

plan that recognises that positive emotional wellbeing and mental 

health contribute to young people being able to achieve positive 

outcomes. This clear link between emotional wellbeing and positive 

outcomes is identified in the ‘North Lincolnshire Children and Young 

People’s Plan Refresh 2015/16’ The ambitions within the refreshed plan 

are: 

1. Children and young people and families are empowered to keep 

themselves safe; 

2. Children and young people are supported to enjoy positive 

emotional wellbeing and mental health; and 

3. Children and young people are supported to develop their 

employability skills and career pathways. 

 

9.3. The Children and Young People’s Plan is monitored via the Children 

and Young People’s Partnership, which is a stakeholder reference 

group whose membership is representative of partner agencies as well 

as young people themselves. The Plan sets out how we will support the 

delivery of ambition 2 of the Children and Young People Plan. 

 

9.4. We have reviewed our existing plans against the requirements of 

“Future in Mind” to ensure that the objectives within are supportive to 

the delivery of the ambitions across the full spectrum of services from 

universal primary prevention to specialist inpatient care as well as 

supporting an integrated approach. 

 

9.5. Our vision for emotional health and well-being services is built upon the 

national and local context and will see us: 

 Implement NICE guidance; 

 Build system capability; 

 Transform existing services and pathways in order to work 

across all single organisations model levels to provide integrated 

services; and  

 Deliver new skills and capacity. 
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9.6. Achieving integration requires established conditions for success. 

Under the auspices of the Health and Wellbeing Board, partners have 

agreed that the single organisational model provides the basis on which 

interventions or services are organised on levels of need (universal, 

targeted and specialist).  

 

 

The model for integrated services can be seen below. 

 

 
9.7. This model represents a framework to describe the level of need that 

children, young people, vulnerable adults and their parents/carers may 

have and the nature of services that are available at each level. The 

level of need and service provision will be designed to meet need and 

will enable alignment and integrated approaches at all levels, vertically 

and horizontally. 
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9.8. The model is based on the premise of organising services around need 

in order to ensure that more children, young people, families, carers 

and vulnerable adults are able to be self-supporting without the need 

for unnecessary intrusion into their lives. The model enables specialist 

services to be provided at the point of need and will underpin all 

aspects of workforce and service development within the plan. 

 

 

 

10.0 Engagement and Partnerships 

 

10.1. It is important that the views of children and young people in North 

Lincolnshire are captured and used to develop our priorities. A number 

of mechanisms have been used to collect this information, the feedback 

and results are outlined below. 

 

10.2. Emerging themes from discussions held at an event involving young 

people, North Lincolnshire Council, Colleges, Humberside Police, 

Voluntary Action North Lincolnshire , RDASH, NLAG and Schools were 

that: 

 Young people should be provided with clear information from 

approved sources in a variety of ways to enable them to 

understand issues of emotional wellbeing and mental health; 

 Young people would like swift and confidential access to a 

trusted/supportive adult who listens and knows what to do to 

help; 

 Assessments and services should be tailored to meet individual 

needs and circumstances; 

 The offer for emotional wellbeing and mental health services 

should be simple; 

 Young people’s mental health should be seen in the context of 

external factors and pressures where relevant including family, 

friends, school and community; 

 Specialist services should be young person friendly (age 

appropriate) with swift access and choice; and 

 Young people should be supported to build resilience. 

 

10.3. Consultation and briefing with Youth Offending services has also taken 

place via the submission of future in mind documentation and guidance 

to the Youth Offending Management Board. 
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10.4. The above has contributed to the development of our six priorities. The 

services we commission and provide will meet the needs of everyone 

whatever their backgrounds or circumstances, adhering to the Equality 

Act 2010. 

 

 

11.0 Governance 

 

11.1. Formal governance structures were utilised to both develop and sign off 

The Plan. A full multi-agency partnership approach is being taken to 

monitor delivery. Within North Lincolnshire, a dedicated partnership 

working group, Emotional Health and Wellbeing Group was convened 

to develop the plan, with oversight and agreement through the 

Integrated Commissioning Partnership and members (ICP), which is a 

working group of the Health and Wellbeing Board, which has Director 

membership. 

 

11.2. North Lincolnshire CCG is nominated Lead Commissioner for The Plan 

co-ordinating and chairing the Emotional Health and Wellbeing Group 

meetings, driving the transformation, holding to account and reporting 

on progress to the relevant groups. Two subgroups of the Emotional 

Health and Wellbeing Group have been established one to lead on 

Priorities 1 and 2 and one for Priorities 3 to 6. 

 

11.3. The CAMHS Transformation Programme Lead 

 

11.3.1. The delivery of The Plan day to day work for 2015-17 has been 

assigned to the North Lincolnshire Children and Young People 

and Maternity Commissioner, they will be the Transformation 

Programme Lead supported by a Children and Young People 

commissioning manager and support from a named social care, 

named education lead, and the CAMHS manager working 

across the North Lincolnshire Partnership. 

 

The Transformation Programme Lead will report directly to the 

Director of Commissioning of North Lincolnshire CCG and will 

be accountable to the Emotional Health and Wellbeing Group. 

They will lead the two identified subgroups/work streams (1-2 

and 3-6). The Transformation Programme Lead will also lead 

on Priorities 3, 5 and 6 with the support of the Children and 

Young People commissioning manager and the remaining 

priority leads 1, 2 and 4 will be named early December 2015. 
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11.4. Governance Arrangements – December 2015 

The proposed governance arrangements for the Plan are included 
below: 

 

 

 

 

 

 

 

 

 

Health and Well-Being Board: Key strategic oversight for the programme will 
be through the Health and Well-being Board this will ensure a key strategic 
steer for the programme across the partnership. 
 
North Lincolnshire Integrated Commissioning Partnership: Joint 
commissioning group. North Lincolnshire CCG and North Lincolnshire Council 
Chaired by NL CCG chief executive 
 
Emotional Health and Wellbeing Group: Develop and own the transformation 
plan. All key stakeholders commissioning and providing mental health and 
wellbeing services are represented 
 
Emotional Health and Wellbeing Sub Groups: Two sub groups are responsible 
for specific areas of the plan. 

 

 

12.0 North Lincolnshire Six Priorities: an overview, the priorities and how this 

will be delivered 

 

12.1. Overview 

 

In the previous sections of The Plan we have highlighted the voices of 

children and young people; outlined local and national information and 

identified the key issues and the case for change. 

 

Our analysis has identified that many of the factors that are associated 

with emotional wellbeing are inter-linked and that children and young 

people face a number of experiences mostly positive but sometimes 

Emotional Health and Wellbeing Group 

Emotional Health and Wellbeing Sub Groups 

NL Integrated Commissioning Partnership 

Health and Well-Being Board  
Children and Young Peoples 

Partnership  
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negative. We need to strengthen protective factors, intervene early and 

provide care, support and treatment when required to improve 

outcomes. The six priorities identified address these needs and build on 

what we do well now and support new approaches. 

 

The focus on awareness-raising of mental health issues, including the 

impact of stigma and discrimination responds to what children and 

young people; their parents/carers have told us. 

 

The need to develop an integrated pathway was identified through 

measuring the impact of wider services and initiatives, such as 

universal interventions that build resilience and promote wellbeing for 

example the Healthy Child Programme 0-19 and breastfeeding. The 

integrated pathway will join up the range of effective interventions 

already in place that can promote emotional wellbeing. 

 

Supporting the development of the wider workforce is based on the 

identified need to increase the awareness of mental health issues, 

address myths and stigma so they can support and signpost children, 

young people and their families to the right services. 

 

The partnership was already exploring how to improve access to 

CAMHS and reach out to those who are most vulnerable and seldom-

heard groups. This includes children in care, people with learning 

disabilities, some BME communities, lesbian, gay, bisexual and 

transgender people, offenders, victims of violence (including domestic 

violence and sexual violence) and those from gypsy and traveller 

communities. 

 

A business case for children and young people with a learning disability 

and a mental health problem had been developed and this partly 

informs the local approach to be adopted but more work is required to 

develop this, as it needs to include long term sustainability and the 

effective transitions between Child and Adolescent Mental Health 

Services (CAMHS) and adult services. 

 

The local focus on intervening early to prevent problems escalating is 

an evidence-based and cost-effective approach. It was recognised that 

increasing the awareness amongst GPs and school staff offered an 

ideal opportunity for identifying early at risk behaviours and mental 

health problems amongst children and young people. 

 

Schools in North Lincolnshire have recognised the link between 

emotional wellbeing and good educational and wider outcomes and 
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some now require support to implement effective systems to respond to 

children and young people’s issues. A number of North Lincolnshire 

schools have adopted a ‘whole school’ approach including TAMHS to 

supporting all pupils’ wellbeing and resilience with an emphasis on 

strengthening the associated protective factors. CAMHS support to 

schools across North Lincolnshire will promote schools to adopt 

consistent standards and approaches. 

 

The development of both an intensive community treatment and 

support service and a local community eating disorder service is based 

on identifying a local gap and a recognition that a number of children 

and young people require a local service that is responsive and timely 

(including weekends and evenings) to prevent escalation of problems 

and reduce the need for a placement or a hospital bed. 

  

12.2. Key deliverables are cross cutting themes underpinning the six 

priorities and will include:- 

 

12.2.1. Building system capability: 

 Providing accessible child friendly information to children 

and young people utilising a range of existing and 

emerging media; 

 The partnership will commission and deliver a range of 

training opportunities to staff or agencies working with 

children and young people, including health visitors and 

school nurses, to improve the recognition of emotional 

needs and appropriate routes to access support as 

required; 

 We will adapt the “Time to Change” materials to increase 

awareness of mental health issues with children and 

young people, reducing the associated stigma; 

 We will work with families and carers to support their 

understanding of mental health and wellbeing through 

the delivery of awareness raising and training and 

aligned to the local carer’s strategy 

 

12.2.2. Transformation of Existing Services by the Emotional Health 

and Wellbeing Group they will: 

 Develop a single integrated pathway, which integrates 

the six priorities. We view the six priorities as part of one 

single integrated pathway along the continuum of need. 

This will provide a seamless journey for a child or young 

person’s and means there should be no barriers/tiers 
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when moving through the journey. Getting the Pathway 

right will enable effective provision across North 

Lincolnshire; 

 Commission NICE compliant services and where we are 

innovative in our approach, a rigorous and robust 

evaluation process will be in place; 

 Review the access routes for mental health and 

wellbeing services, delivering non-stigmatised and 

simple routes to access support for children and young 

people including locality based integrated access; 

 Improve connectivity by providing named CAMHS 

professionals for schools and GPs providing support, 

education, case advice and liaison; 

 Provide named CAMHS workers to offer support to 

schools to develop a comprehensive, organisation wide 

approach to the promotion of social and emotional 

wellbeing; 

 Support children and young people moving from 

adolescence to adulthood through person centred 

transition plans based on need and circumstance; 

 Review local services and pathways as a part of the 

local Crisis Care Concordat, focussing on the needs of 

specific vulnerable groups including care leavers, those 

within the criminal justice systems, children in care and 

those with known mental health problems; and  

 Ensure children and young people at risk of inpatient 

admission have a multi-agency plan that also includes 

crisis strategies developed in partnership with schools 

and youth agencies. 

 

12.2.3. Delivering New Skills and Capacity the Emotional Health and 

Wellbeing Group will: 

 Work in partnership with neighbouring CCG areas; 

 Develop local capacity to work in a proactive manner, 

working with children and young people in communities 

and the family home and utilising a whole family 

approach; 

 Enhance existing maternal, perinatal and early year’s 

health services and parenting programmes to strengthen 

attachment between parent and child, avoid early 

trauma, build resilience and improve behaviour by 

ensuring parents have access to evidence-based 

programmes of intervention and support; and 
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 Skill up the workforce in a number of areas including: 

self-harm, suicide and eating disorders. 

 

12.3. Priority 1: Primary Prevention: Children and Young People’s 

emotional health and wellbeing will be the responsibility of 

everyone 

 

Over the past five years the focus on North Lincolnshire CAMHS has 

been on service improvement within specialist CAMH service and the 

development of partnership working practices within the specialist 

pathways. A service improvement initiative, which commenced in 2010, 

brought about sustainable improvements within CAMHS, which have 

been maintained since and significantly improved the quality and 

experience of all service users. 

 

Within our engagement activities, children and young people told us of 

the value of having a trusted adult to talk to who understood about 

emotional health and wellbeing who knew where to signpost them to for 

support. As we build our system capabilities, we will use the available 

funding prior to recurrent commitment to support the delivery of 

programmes to redefine and integrate a range of primary prevention 

activities into all our pathways. This will raise awareness, educating 

staff, children and young people, parents and the wider community 

about the emotional health and wellbeing of children and young people 

whilst de-stigmatising attitudes towards mental health. 

 

12.3.1. How will we do this? 

 

12.3.2. Pathway development 2015-16 

The Emotional Health and Wellbeing Group will review services 

and develop a single integrated pathway across the Partnership 

(0-19 years and up 25 for children and young people with a 

disability). We will work with children and young people and 

their parents to develop the pathway which will begin in the 

antenatal period, supporting positive attachment, positive 

parenting and an understanding of child development, 

continuing into early adulthood to include: self-care and 

normalising ‘help seeking’ behaviours through the adaptation of 

Time to Change materials to make them relevant for children 

and young people. Costed in Plan.  
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12.3.3. Make Every Contact Count (MECC) 2016-17 

The concept of every contact counts will be explored in relation 

to children and young people emotional wellbeing. North 

Lincolnshire CCG will lead this work. 

 

12.3.4. Promoting the Emotional Health of Children and Young People 

Initiative 2015-17 

 In year 1 we are aiming to raise the profile of emotional 

wellbeing and reduce the stigma of mental ill-health 

through working with children and young people to 

develop the most appropriate methods to deliver health 

promotion/public awareness initiatives - utilising a range 

of national best practise and evidence-driven initiatives. 

The initiative in year 1 will build on work already being 

undertaken locally for example parenting, infant 

attachment, exam stress, bullying and body image. 

 In Year 2, the emotional health awareness raising 

activities we are planning will focus more on primary 

prevention linked to specialist CAMHS pathways to 

include ;self -harm, eating disorders, suicide prevention 

and feeling in crisis. This approach will provide us with 

the appropriate tested material to develop primary 

prevention initiatives and to utilise when patterns start to 

emerge within communities/population groups. In 

addition to this, there will be a focus on the vulnerable 

specifically including Young People Not in Education 

Employment or Training Schemes (NEETS), CIC and 

young offenders. This will be co-ordinated through the 

existing local strategy groups; 

 To deliver on this priority there will be a focus on the use 

of new technologies and embedding promotion within 

the local education circular. The use of new technology 

and innovative services to engage young people with 

health services is a cost-effective way to make health 

services more accessible to young people. It increases 

access to large numbers of young people, including 

those who may not usually access services, who see 

new technologies and methods of communication as 

important in their lives. The use of electronic media will 

not replace traditional methods of informing young 

people but supplement existing strategies. The 

additional methods of communication will enhance 



39 

 

standard care and improve health outcomes, including 

self-management; 

 The Emotional Health and Wellbeing Group will develop 

an annual initiative/awareness raising timetable to 

coincide with local, regional national and international 

events in relation to Emotional Health and Wellbeing. All 

partners will have a key role in the initiative; 

 We are currently supporting self-care by incentivising the 

development of new apps and digital tools utilising both 

national resources and developing a local lifestyle 

app/website in partnership with schools, RDaSH and 

North Lincolnshire Council. Costed in Plan. 

 

12.3.5. Information 

Information about a range of conditions e.g. anxiety and 

depression, attention deficit and hyperactivity disorder, autistic 

spectrum conditions, deliberate self-harm, eating disorders, 

suicide etc. will be made readily available and easily accessible 

the Partnership will source the most relevant resources. 

Costed in Plan. 

 

12.3.6. Outcomes 

 Development of a single integrated pathway 

 Raised public awareness 

 Improved experiences for children and young people 

 Reduction in self-harm and suicide 

 

12.4. Priority 2. Workforce Development: Provide the skills and support 

to enable universal and early help practitioners (school staff, 

school nurses, health visitors, family support workers, third sector 

colleagues, youth workers): to deliver and provide support to 

children and young people and when required appropriate timely 

onward referral. 

 

As we promote the knowledge and challenge stigma associated with 

mental health and wellbeing, we will utilise further resources non-

recurrently to develop the skills of the workforce, to recognise the signs 

of mental ill health, including self-harm and eating disorders. In 

addition, this workforce development priority will aim to increase 

practitioners’ knowledge of how to support and or to seek support for 

children and young people and gain the confidence to act when a need 

is identified. 
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It is the intention of the Partnership to increase the knowledge of staff 

who work with children and young people in relation to emotional health 

and wellbeing 

 

12.4.1. How will we do it? 

 

Workforce development/Training: 2015-17: Costed in Plan 

 Skills will be developed through a workforce 

development programme for universal services, front line 

staff, to develop the necessary skills to intervene early, 

to ensure appropriate escalation to specialist service. 

 Paediatric staff will be included in the training, especially 

those involved in community paediatrics and AE to build 

an appreciation and understanding of the interface 

between physical and mental health. The CAMHs 

(RDaSH) crisis and liaison mental health interface will be 

pivotal to this; 

 There will be a targeted programme for Children’s Social 

Care and Children Centre staff including training in 

attachment in 2015; 

 There is a need to increase awareness of the impact of 

trauma, abuse and/or neglect on mental health, in 

particular for, Health Visitors, School Nurses, Early 

Years staff Education and Social Care staff. Additional 

training will be provided by Haven 2015/16 ; and 

 Appropriate support networks/consultation processes, 

will be formalised. 

 

12.4.2. Liaison and consultation 2015-17 

Workforce development will be supported with a renewed focus 

by CAMHS (RDaSH) to provide liaison and consultation to staff 

in universal services, when needed. Information sharing 

protocols will be reviewed and strengthened to support 

coherent care for children and young people this includes: 

communicating the progress of a child or young person 

effectively to all relevant partners and feedback about queries, 

concerns and changes in the child or young person’s 

circumstances. Costed in Plan. 
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12.4.3. Single point of access 

The CAMHS (RDaSH) single point of access for advice, 

support and referrals will provide a clear description about what 

information is needed for a referral to be processed quickly and 

effectively. 

 

12.4.4.  Outcome 

 Children and young people will be supported by workers 

at the right time, in the right place, with the aim of 

preventing escalation. 

 Local partners are aware of how and where to access 

mental health training programmes to help them 

recognise and manage early emotional distress; 

 Local partners know how to effectively refer to targeted 

and specialist services as required; 

 Information sharing is improved; and 

 Ability to provide appropriate support. 

 More confident and better informed workforce 

 

12.5. Priority 3. Access: Improve access to specialist CAMHS services 

especially for the most vulnerable. 

 

In North Lincolnshire we have a successful model of CAMHS support 

for Children In Care whereby a bespoke model of practise, based on 

partnership working, consultation, training and therapy has gained 

national recognition. We aim to build on this learning and develop 

further bespoke models of multi-agency practise for other vulnerable 

groups including, but not exclusive, children and young people with 

Learning Disabilities, Autism, Autistic Spectrum Disorder.  

 

12.5.1. How will we do this? 

 

We will engage with these identified populations, to learn from 

their experiences. In addition, we will review the data available, 

and collect any additional required data, to build a local picture, 

of where it is necessary to focus our efforts. We will build on the 

multi-agency approach and relationships we already have to 

ensure services are more accessible, adopt a proactive 

outreach model and improve the experience of children and 

young people and their families. 
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12.5.2. Diversity 

All commissioned services will embrace diversity, avoid 

marginalisation and promote positive messages they will 

regularly audit their own services and share the results with 

commissioners. Action to address any issues will be managed 

through the Emotional Health and Wellbeing Group. 

 

12.5.3. Proactive outreach 2016-17 

All commissioned services will ‘reach out’ especially to 

vulnerable children and young people. CAMHS (RDaSH). We 

will build on this by increasing the expertise within CAMHS and 

the capacity that is gained will allow CAMHS workers to co-

locate within local multi-agency teams. Ensuring we have 

flexible multi-agency teams will ensure all children and young 

people are identified and supported. This is a long term plan. 

 

12.5.4. Improving Children and Young People experience 2015-17 

 The Partnership will develop alternative methods of 

engaging children and young people in services to 

improve their experiences. The use of technology, social 

media and validated websites to support self-

management will be explored and children and young 

people will be actively involved through the local 

networks, Children and Young People Council, School 

Council’s etc; 

 North Lincolnshire CCG is planning to commission all 

Children and Young People Emotional Health and 

Wellbeing service provider’s to implement Your 

Welcome Here Criteria over the next four years.  

 

12.5.5. Do Not Attend (DNA) 2015- 16 

The Emotional Health and Wellbeing group will review and 

amend the current DNA policy to make it more robust and 

transparent so that children, young people who do not attend 

are not discharged from services, until the reason for non-

engagement are actively followed up. Any concerns regarding 

the children and young people welfare will be appropriately 

shared, escalated and or acted upon. 

 

12.5.6. Trauma Focussed Therapeutic Services for Children and 

Young People who have been harmed 2015-17 

Haven (Action for Children) a local specialist therapeutic 

service for children and young people who have experienced 

harm has expanded its remit to include CSE. CAMHS and 
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Haven work in partnership and are members of the Northern 

Lincolnshire LCSB and part of the local follow up pathway for 

children and young people where there is suspected or actual 

sexual abuse and rape (SARC) and this works well. Haven also 

currently provides some training for staff working with 

vulnerable children and young people. The Partnership is 

reviewing this pathway; and 

Haven will develop new resources and staff training in relation 

to Trauma. Costed in Plan. 

 

12.5.7. Location-time of services 2016-17 

Delivering services in the right place at the right time, delivered 

by the right professional is something we have been working to. 

We aim to provide services in a number of venues, schools, 

colleges, community premises, and CAMHS offices. CAMHS 

(RDaSH) will deliver services from flexible community based 

locations, (including the young person’s home when they 

require an intensive or crisis service), that are accessible and 

non-stigmatising. Some services will be offered flexibly 

throughout the 7 days of the week (Intensive and Crisis, and 

Liaison only), with other provision extended beyond standard 

office hours 

 School based services will be provided in safe secure 

and confidential environments. 

 In addition services will be accessible for those with 

disabilities this includes timing of appointments, the built 

environment and reduction in external stimuli. 

 CAMHS (RDaSH) will ensure all the partners and 

agencies who work with children and young people know 

what services they provide and how to access them and 

know how and when to refer to CAMHS. CAMHS will be 

transparent about their access criteria and apply them 

consistently 

 

12.5.8. Outcome 

 Services provide timely access; 

 Effective care planning; 

 Increased involvement of children, young people, their 

parents or carers; 

 Increased resilience in children and young people; 

 Educated workforce; 

 Reduction in children and young people in crisis; 

 Reduction in inappropriate referrals to CAMHS; and 
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 Improved children and young people and carers 

experience. 

 

12.6. Priority 4. Liaison: Develop clear named links with both schools 

and general practices, to improve liaison and consultation and 

early identification of children and young people’s mental health 

needs (especially Children in Care). 

 

Schools and GPs have sometimes found it difficult to access advice 

and consultation form CAMHS, in response to this identified need each 

school, academy, college and GP in North Lincolnshire will have 

access to a named CAMHS professional by 2016 in which they will 

provide proactive advice and consultation to ensure that young people 

are supported at the earliest opportunity. 

 

12.6.1. How we will do this? 

 

12.6.2. Named CAMHS Professionals for schools 2016-17 

 Each primary and secondary educational establishment 

will have access to a named CAMHS professional by 

2016. A core offer will be developed by the Partnership; 

however we will ensure that educational establishments 

who may wish to commission additional services are 

supported to do so. Education based staff will be 

supported and enabled through training, proactive 

advice and consultation to identify mental health 

problems early to develop an environment that supports 

and builds resilience. 

 School Nurses, education staff will be encouraged to 

contribute to care planning and support care delivery. 

 The additional CAMHS staff, working within the school/ 

academy college/environment will reduce the need for 

referral to specialist service and facilitate earlier 

intervention, reduction in waiting times and release 

capacity within specialist CAMHS to concentrate on 

those with the greatest need. 

 

12.6.3. Education emotional health and wellbeing champions 2016-17 

All educational establishments in North Lincolnshire will be 

asked to identify an emotional health and wellbeing lead/ 

champion. This lead will work alongside the named CAMHS 

professional, school nursing team and schools pastoral support 

staff to develop internal pathways and systems including 
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personal health and social education (PHSE) curriculum 

development. This will hat ensure children and young people 

are supported at the earliest opportunity by the professional 

who is best placed to do so. 

 

12.6.4. Children in Care (CIC) and Education 2015- 17 

A North Lincolnshire school based bid which was unsuccessful 

has been incorporated into the Plan. Increasing the 

involvement of schools will improve the well-being of CIC within 

the school context. Training will be part of this provision but the 

longer term aim will be to ensure that educational 

establishments in North Lincolnshire understand the 

differentiated needs of CIC who are in their schools with an 

emphasis on disrupted attachment issues, trauma and 

challenging behaviour. Education staff are expected to be an 

integral part of the Team Around the Child model for CIC 

experiencing higher level concerns. 

 CAMHS (RDaSH) LAC Team and NLAG LAC Team and 

North Lincolnshire LA CIC team will be provided with 

additional non recurrent funding 2015/16 to provide 

training and develop an integrated pathway in 

collaboration with the targeted schools. Whilst these 

schools will become the emphasis for the initial 

investment year 1 (see Targeted school approach 

below), the plan will look at the whole CIC population 

and will aim to work with all the local education providers 

to develop strong support plans around all the CIC 

population. 

 

12.6.5. Targeted school approach for Children in Care (CIC) 2015-17 

The partnership identified (as part of the original school bid) a 

secondary and primary school cluster provision that has a 

higher than average number of CIC being educated within 

them. These schools will be assisted to identify CIC who may 

be experiencing difficulties early and to seek help and support 

from CAMHS and other professionals and to understand what 

they can do within the school to support the CIC to ensure 

inclusion and that they are supported appropriately and there is 

an understanding of the CIC needs. 

 

12.6.6. Named CAMHS Professional for GPs 2015-17 

There will be a named CAMHS worker for each GP practice. 

Liaison and information sharing protocols will be developed by 

the CCG. Information, advice, guidance, training, and 
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telephone consultation will be developed by CAMHS (RDASH) 

to support GPs. GPs will be able to access, advice/ supervision 

where needed. Clear escalation routes for when GPs are 

worried about a children and young people will be developed by 

the CCG. 

 

All above Costed in Plan. 

 

12.6.7. Outcomes 

 Reduction in school absence; 

 Improvement in Educational attainment; 

 Reduction in inappropriate referrals; 

 Supported school staff and GPs; 

 Improved children and young people experience; 

 More responsive escalation route; and 

 CIC supported earlier. 

 Improved child, young people and family experience 

 

12.7. Priority 5: Eating Disorders: Develop clear named links with both 

schools and general practices, to improve liaison and consultation 

and early identification of children and young people’s mental 

health needs (especially Children in Care). 

Costed proposal 

 

By implementing access and waiting time standards for children and 

young people with an eating disorder (NHS England) regionally in 

conjunction with Rotherham and Doncaster (which gives a total 

population of approximately 727,000). The need and prevalence within 

North Lincolnshire is identified in section 5 and although the totality falls 

below the numbers needed to maintain staff competencies, we are feel 

that there is unmet need that would take it above this minimum number. 

Agreement has been made locally that Rotherham will be the lead 

commissioner on this and provisional meetings and workshops have 

taken place to discuss the guidance and how best this can be 

implemented across the three areas. We would aim to have sign off 

from our respective boards in with implementation of the new service 

following quickly after April 2016. 

 

12.7.1. How will we do it? 2015-17 

 Agreement has been made to use the existing provider 

(who currently delivers across the three areas) 

(Doncaster Rotherham and North Lincolnshire). The new 

service will adhere to NICE concordance treatment 
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recommendations. Those referred for assessment or 

treatment for an eating disorder should receive NICE 

concordant treatment within one week for urgent cases 

and within 4 weeks for every other case. To be 

introduced and monitored in 2015-16 via MHSDS; 

tolerance levels to be set and standard implemented 

from 2017-18. Aim is for 95% of those referred for 

assessment or treatment receive NICE concordant 

treatment with the ED standard RTT by 2020 Eating 

Disorders; 

 The new service will wherever possible maintain children 

and young people within their local community, networks 

of support and encourage continuity in their 

relationships. Local awareness raising campaigns will be 

developed and co-ordinated by the partnership to 

provide information in relation to eating disorders for all 

professionals, parents and young people; and 

 Training for professionals will be made available to 

increase awareness of local care pathways and how to 

access help when first concerned. The provider will: 

develop an integrated pathway for evidence-based 

eating disorder treatment from first and early 

identification of eating disorder to treatment (to varying 

levels of presenting need) including co-existing MH; 

implement the Eating disorder NICE guideline (2004) an 

up-date of ED NICE guideline is due 2017) and 

evidence-based family interventions. The service will be 

delivered by one local eating disorder team and they will 

provide clinical oversight throughout the care pathway 

including inpatient admissions; Improve collaboration 

with parents and carers to enable them to support and 

better understand the eating disorder and treatment and 

increase the involvement of children and young people 

in the designing of eating disorder services so that they 

meet their needs. 

 

All above Costed in Plan. 

 

12.7.2. Outcomes 

 Improved children and young people and family 

experience; 

 Improved outcomes as indicated by sustained recovery, 

reduction in relapse, and reduced need for admission; 
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 Reduced delay in referral for appropriate treatment for 

eating disorder, criteria to refer clear; 

 Reduced variability in provision;  

 Reduction in need for long periods of treatment; 

 Reduced need for inpatient care; and  

 Reduced disruption to school, family, social life. 

 Reduction in occupied bed days 

 

12.8. Priority 6: Crisis and Intensive Support: Establish a specialist 

multi agency intensive community support and treatment 

provision for children and young people who are on the edge of 

crisis and/or at risk of a hospital admission through the 

development of an Integrated Crisis Reduction Support Pathway: 

to reduce the number of children and young people in crisis 

and/or admitted to hospital. 

 

A Crisis Reduction Support pathway will be developed by the Emotional 

Health and Well Being Group this will include the crisis care concordat 

interventions when developed and result in a new CAMHs Intensive 

Community Support and Treatment Service. 2016-17  

 

12.8.1.  How will we do it? 2015-17 

 

 The increase in investment in Children and Young 

People’s (Children and Young People) mental health 

particularly in early intervention will eventually contribute 

to the reduction in the number of children and young 

people who are admitted to inpatient provision. 

 The development of a Crisis Reduction Support Pathway 

will include initially the local, new Intensive Community 

Treatment and Support service, and build on existing 

CAMHS and adult mental health provision to deliver a 24 

hour 7 day response to children and young people at risk 

of admission through the ‘access team’ (who currently 

see 16-18 year olds) - with additional 8 am – 8pm 

capacity for intensive support to prevent/reduce the 

numbers who may require admission to an inpatient 

setting. The Crisis Reduction Support pathway will 

provide a proactive outreach, multi-agency service the 

financial investment will develop a service that includes 

CAMHS and Social Care staff; 

 Improve the liaison with the specialist commissioners 

and specialised services for young people with 
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emotional, behavioural or mental health difficulties, 

review and improve the transition arrangements, the way 

children and young people move in and out of 

specialised care; This will be achieved through 

developing local criteria for joint planning for pre- 

admission assessment and pre discharge planning, 

based on best practice. This will be supported through a 

case management approach; 

 The CCG will commission a liaison professional either 

CAMHS or a social worker who will be responsible for 

providing specialist skills and knowledge, liaison and 

case management of complex cases between CAMHs, 

social care, NHS England, adult care, paediatric wards, 

A&E and inpatient providers. This post will sit within the 

core CAMHs provision; 

 The out of hours service will be given some additional 

resource to increase the rota to support the achievement 

of the four hour face to face targets. In response to the 

announcement of non-recurrent pump prime investment 

in all age 24/7 liaison mental health services, we will 

work with adult services to map out the current provision 

across all ages, which will include the new interface and 

liaison professional, compare current provision to the 

model service specification and then commission a 

service to meet the requirements. The funding has been 

acknowledged in the tracker under the wider local 

priority; 

 The local liaison and diversion service are in the process 

of identifying any gaps in their knowledge of children and 

young people services and will present these to the 

Emotional Health and Wellbeing Group to help facilitate 

a training plan;  

 Regionally (as commissioners) we are looking at the 

provision of suitable accommodation for children and 

young people who are experiencing crisis and are 

unable to be at home or with a family member. Initial 

thoughts are centred on a regional supported 

accommodation provision with appropriately trained staff 

and underpinned by intensive home treatment services. 

Changes in the care act to section 117 after care make 

this option more viable and we will look to allocate some 

funding in 2015-17. Where-ever possible after a period 

of crisis we would want the new intensive community 
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treatment and support service to support a child or 

young person in their home using evidenced based 

interventions, and keeping the family involved in the 

interventions as appropriate. However for some children 

and young people this may not be possible and it is this 

cohort we are considering here; 

 Children and young people in crisis or on the edge of 

crisis with mental health problems will access this 

specialist multi-disciplinary Children and Young People 

Intensive Community Support and Treatment Service 

which is part of the integrated Crisis Reduction Support 

Pathway. The service will provide assessment and 

support with a range of interventions including family and 

psychological therapies to those children and young 

people who meet the criteria. The service will operate 

Monday–Friday 8am–8pm and at least 6 hours over 

Saturday and Sunday. The CAMHS team will take a 

proactive outreach approach to working with children 

and young people; 

 Children and young people referred to CAMHS in crisis 

needing an immediate response, for example, 

assessment of mental health needs within one hour of 

presenting in A&E; and children and young people 

needing intensive support following a crisis or 

deterioration in their mental health who may otherwise 

need admission to an in-patient setting; and children and 

young people who need additional support following 

discharge from an in-patient setting will be targeted with 

tailored packages of care from the multi-agency team 

including social care and family support, to prevent 

admission if at all possible. It is envisaged that the team 

developed will work with a small number of children and 

young people and their families to not only prevent 

admission but reduce length of stay; 

 Children and young people will wherever possible be 

maintained within their local community, networks of 

support and continuity in their relationships will be 

supported; 

 Proactive case management will identify early those 

young people who may need admission to an inpatient 

unit and so avoid looking for a bed in a crisis; 
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 Wherever possible, children and young people who 

require an inpatient admission will be placed the shortest 

possible distance from home; 

 Funded transport for families, as an integral part of the 

inpatient treatment package will be explored by the CCG 

and LA; and 

 Improvements in the integration and flexibility between 

CAMHS and adult services will be made to enable 

admission decisions to be person centred and not 

necessarily. 

 

All above Costed in Plan. 

 

12.8.2. Outcomes 

 Improved children and young people experience of 

services; 

 Reduced admissions; 

 Reduced length of stay; 

 Reduction in occupied bed days 

 Care closer to home; 

 Reduction in escalation of problems; 

 Reduction in children and young people attending AE; 

 Reduced waiting times; and 

 Improved children and young people experience. 

 

 

13.0 Monitoring and Performance 

 

Referrers, young people, parents/carers and commissioners all share a 

common need to receive timely and clear information from services. Work is 

needed to improve this feedback loop and this will be addressed through the 

NLCCG and the NLC joint revised Key Performance Indicators on contracts 

with NHS mental health services and the voluntary and statutory sector. 

Schools and Colleges will be encouraged to adapt similar Key Performance 

Indicators (KPI). The current outcome measures will also be revised and 

strengthened as it is difficult to measure outcomes in all services and to 

compare effectiveness. Outcome measure and KPI will be consistently used 

across all levels of service as part of an outcome measure framework. 

 

 Services will use an agreed common set of measurements to routinely 

evaluate outcomes from 3 key perspectives; the parent, the child and the 

practitioner: 
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 To inform service providers, commissioners, users and other relevant 

stakeholder; 

 To inform and develop good practice; and 

 To collate and analyse data and results. 

 We will utilise and build on our existing work with Rotherham, Doncaster 

and South Humber NHS Foundation Trust on the 2015/16 Outcome/ 

Recovery CQUIN scheme (Appendix 2). 

 

This scheme continues the work undertaken in relation to goal recording as part 

of the previous 2014/15 CQUIN scheme. This year’s scheme will work to 

ensure that the expected recording targets will be met and recovery outcome 

measures are further embedded within the service. 

 

The benchmark for 2014/15 will be used as part of the KPIs within contract and 

will be used to stretch the number of outcome related measures recorded and 

reported and the number of service users having measures recorded against 

the goals to achieve consistent use for all clinicians and families within the 

service. 

 

By embedding the recording of routine outcome measure at each appropriate 

planned review (except where clinically inappropriate) contact and increasing 

the number of young people that have a recovery outcome measure, we expect 

that the number of service users having outcome measures recorded against 

the goals at each appropriate contact will increase throughout the year. 

 

Goal based outcomes (GBOs) will be used to evaluate progress towards a goal 

in clinical work with children and young people, and their families and carers. 

 

They compare how far a young person feels they have moved towards reaching 

a goal they set at the beginning of an intervention, compared to where they are 

at the end of an intervention (or after some specified period of input). GBOs use 

a simple scale from 0-10 to capture the change. The outcome is simply the 

amount of movement along the scale from the start to the end of the 

intervention. 

 

 

14.0 Risks to Implementation 

The Plan provides an opportunity to transform services and improve outcomes 

for children and young people in relation to their emotional health and 

wellbeing. However there are some risks to the successful implementation of 

the plan.  
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14.1. Workforce 

The Plan involves recruitment of specialist staff to fill new posts that are 

crucial to increasing capacity, participation and workforce expertise. 

North Lincolnshire and its main mental health provider RDaSH will all 

be looking to recruit staff to similar posts as all the other national and 

local providers. This means that recruitment may be difficult. North 

Lincolnshire due to a number of factors including levels of deprivation 

and geography may face a range of challenges to recruit staff in a 

number of disciplines especially against other local areas. 

We are working in collaboration with other CCG’s to mitigate against 

the actual and potential risks particularly in relation to recruitment and 

retention. In North Lincolnshire we have already formed relationships 

with Rotherham and Doncaster, and there is a commitment from CCG’s 

within the Yorkshire and Humber Strategic Clinical Network to work 

together. This may take the shape of regional commissioning and/ or 

time planning of recruitment. 

 

14.2. Commissioning and Procurement 

The ability to spend the full allocation of funding in 2015/16 is going to 

be difficult, due to the lateness in year that this will be received. In 

reality this means that we have approximately three to four months to 

spend a full year’s allocation. This will mean using existing providers. 

The plan sets out to use some of the resources in 2015/16 on a non-

recurrent basis in order to deliver some of the plan priorities. 

 

14.3. Mitigation of Risk 

A risk register will be developed and monitored by the Emotional Health 

and Wellbeing Group and actions will be undertaken to avoid or 

mitigate risk. 
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15.0 Appendices 

 

Appendix 1 – North Lincolnshire Area Profile 

 

 
 
 
 
 
 
 
 

North Lincolnshire 
 

 

Children's and Young People's Mental Health 

and Wellbeing Profile 
 

This profile has been developed to support the Mental Health Dementia and Neurology Intelligence Network’s aim to improve the 

health of communities by making data and information accessible. 

 
The Children and Young People’s Mental Health and Wellbeing Profile presents all the local authority level indicators contained within 

the Children and Young People’s Mental Health and Wellbeing Profiling Tool. 

 
The tool provides commissioners, service providers, clinicians, services users and their families with the means to benchmark their 

area against similar populations and gain intelligence about what works. 

 
Indicators are presented under the headings Risk, Prevalence, Health, Social Care and Education. In the current absence of detailed 

data on treatment and outcome the tool focuses on those services that support children with, or vulnerable to, mental illness. 

 
Note: this profile presents local authority geography indicators only, this accounts for 90% of indicators in the tool with only some health 

service and health finance missing. To see all indicators please view the Children and Young People’s Mental Health and Wellbeing 

Profiling Tool. 

 
Key 

Significance compared to England average: 
 
England 

England Average  
England 

Significantly lower 
 

Significantly higher 

Significance not tested 
 

Regional average 

lowest  

25th 

Percentile 

 

75th 

Percentile 

highest 

 

Not significantly different 
 
Data quality:  Robust  Some concerns  Significant concerns 

 

 

Risk 
Period Local Eng. Eng. Range Eng. 

  value  value  lowest  highest 

 
1 Children under 20 in poverty: % of all dependent children 

under 20 
 

2 Children under 16 in poverty: % of dependent children 

under 16 

 
2011  19.4  20.1  6.6  46.1 

 
2011  20.4  20.6  6.9  43.6 

 

3 Child Well-being Index: average score  2009  162.1  -  50.5  358.8 
 

4 Underweight children (Reception year): % of children  2012/13  0.54  0.88  0.18  2.61 
 

5 Underweight children (Year 6): % of children  2012/13  1.02  1.33  0.28  3.45 
 

6 Obese children (Reception year): % of children  2012/13  9.8  9.3  5.8  14.6 
 

7 Obese children (Year 6): % of children  2012/13  19.9  18.9  12.7  27.3 
 

8 Under 18 pregnancy: rate of conceptions per 1,000 females 

aged 15 - 17 
 

9 Under 16 pregnancy: rate of conceptions per 1,000 females 

aged 13 - 15 

 

2012  36.1  27.7  14.2  52.0 

 
2012  6.7  5.6  2.0  15.8 

 

10 Children providing care: % children aged  2011  0.98  1.11  0.69  1.72 

http://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh
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11 Young people providing care: % people aged 16-24 who 

unpaid care 

 

2011  4.8  4.8  3.0  7.7 

 

12 Children providing considerable care: % children aged  2011  0.16  0.21  0.04  0.38 
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Risk continued 
 

 
13 Young people providing considerable care: % people aged 

16-24 who provide 20 hours + of unpaid care per week 

2011  1.5  1.3  0.5  2.7 

 

14 Traveller children: % school children who are Gypsy/Roma  2013/14  0.17  0.25  0.00  1.61 
 

15 Unaccompanied Asylum Seeking Children looked after: 

count 

 

2012/13  - *  1860  0  305 

 

16 Family homelessness: rate per 1,000 households  2012/13  0.5  1.7  0.1  9.5 
 

17 Lone parents households: % of households that have lone 

parents with dependent children 
 

18 Families out of work: % of households with dependent 

children where no adult is in employment 
 

19 Families with health problems: % of households with 

dependent children where at least one person has a long 

term health problem or disability 

 

2011  6.5  7.1  4.4  14.4 

 
2011  3.9  4.2  1.6  10.4 

 
2011  4.47  4.62  2.59  7.48 

 

20 Domestic Abuse: incident rate per 1,000 population  2012/13  20.6  18.8  5.6  30.2 
 

21 Parents in drug treatment: rate per 100,000 children 0 - 15  2011/12  134.2  110.4  0.0  400.0 
 

22 Parents in alcohol treatment: rate per 100,000 children 0 - 

15 

 

2011/12  86.3  147.2  34.9  452.8 

 
 

 

Prevalence 
Period Local Eng. Eng. Range Eng. 

  value  value  lowest  highest 

 
23 Estimated prevalence of any mental health disorder: % 

population aged 5-16 
 

24 Estimated prevalence of emotional disorders: % population 

aged 5-16 
 

25 Estimated prevalence of conduct disorders: % population 

aged 5-16 
 

26 Estimated prevalence of hyperkinetic disorders: % 

population aged 5-16 
 

27 Prevalence of potential eating disorders among young 

people: Estimated number of 16 - 24 year olds 
 

28 Prevalence of ADHD among young people: Estimated 

number of 16 - 24 year olds 
 

29 Children who require Tier 3 CAMHS: estimated number of 

children 
 

30 Children who require Tier 4 CAMHS: estimated number of 

children 

 
2013  10.0 ^  9.6  7.0  11.2 

 
2013  3.9 ^  3.7  2.8  4.3 

 
2013  6.2 ^  5.8  4.0  7.0 

 
2013  1.6 ^  1.5  1.1  1.9 

 
2013  2239 ^  -  502  21872 

 
2013  2368 ^  -  570  23057 

 
2012  660  -  145  6000 

 
2012  30  -  245  10 

 
 
 

Health 
Period Local Eng. Eng. Range Eng. 

  value  value  lowest  highest 

 
31 Child admissions for mental health: rate per 100,000 aged 

0 -17 years 

 
2012/13  42.3  87.6  28.7  434.8 

 

32 Young people hospital admissions for self-harm: rate per 

100,000 aged 10 - 24 
 

33 Child hospital admissions due to alcohol specific 

conditions: rate per 100,000 aged under 18 
 

34 Young people hospital admissions due to substance 

misuse: rate per 100,000 aged 15 - 24 

 

2010/11 - 

12/13 
 

2010/11 - 

12/13 
 

2010/11 - 

12/13 

 

300.5  352.3  97.9  917.8 

 
25.4  42.7  14.6  113.5 

 
89.3  75.2  25.4  218.4 

 

35 Child hospital admissions for unintentional and deliberate 

injuries: rate per 10,000 children 0-14 
 

36 Young people hospital admissions for unintentional and 

deliberate injuries: rate per 10,000 young people 15-24 

 

2012/13  102.6  103.8  61.7  191.3 

 
2012/13  100.0  130.7  63.8  277.3 

 

Note: * - Disclosure control applied, ^ - Value estimated 
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38 New cases of children in need: Rate of new  
 

 
 

 
 

 
 

 

identified during the year, per 10,000      
39 Children in need due to abuse, neglect or      

 

 

50 Emotional and behavioural health outcome for looked  
 

 
 

 
 

 
 

 

children: % eligible children considered 'of      
51 Child protection cases: Rate of children who were      

 

Children's and Young People's Mental Health and Wellbeing Profiles 

North Lincolnshire 
 
 
 

Social Care 
 
 
Period  Local 

 
 
Eng. 

 
 
Eng. 

 
 
Range  Eng. 

  value  value  lowest  highest 

 
37 Children in need: Rate of children in need during the year, 

per 10,000 aged 

 
2012/13  450  646  324  1211 

 
765.1 

 
 

dysfunction: % of children in need 
 

40 Children in need for more than 2 years: % of children in 

need 
 

41 Children in need referrals: Rate of children in need referrals 

during the year, per 10,000 aged 
 

42 Assessment of children in need referrals: % of referrals 

with a completed initial assessment 

95.6 

 
2012/13  40.6  34.2  6.9  51.6 

 
2012/13  664  521  201  1209 

 
2012/13  50.5  74.4  26.5  100 

 

43 Looked after children: Rate per 10,000 2012/13 46.0 60.0 20.0 166.0 

44 Looked after children in foster placements: % of looked 2013 75.2 74.7 61.4 100 
after children 

 

45 Looked after children in secure units, children's homes and 

hostels: % of looked after children 
 

46 Health assessments for looked after children: % who had 

an annual assessment 
 

47 Development assessments for young looked after children: 

% aged 
 

48 Emotional well-being of looked after children: average 

score 
 

49 Emotional and behavioural health assessment of looked 

after children: % eligible children assessed 

 
2013  8.5  8.8  0.0  21.6 

 
2012/13  100  86.3  50.0  100 

 
2012/13  100  80.2  0.0  100 

 
2012/13  16.1  14.0  9.4  21.5 

 
2013  100  71.0  0.0  100 

 
85.0 

 
 

subject of a child protection plan at the end of the year (31 

March) 
 

52 New child protection cases: Rate of children who became 

the subject of a child protection plan during the year, per 

10,000 aged 
 

53 Repeat child protection cases: % of children who became 

subject of a child protection plan for a second or 

subsequent time 
 

54 Review of child protection cases: % of children under child 

protection who were reviewed within the required 

timescales 

116.2 

 

 
2012/13  31.7  46.2  11.0  138.6 

 

 
2012/13  5.3  14.9  2.5  30.4 

 

 
2012/13  100  96.2  16.2  100 

 

55 Children leaving care: Rate per 10,000 2012/13 19.7 24.9 8.3 60.1 

56 First time entrants to the youth justice system: rate per 2013 400 441 171 847 
100,000 aged 10 - 17 

 

57 All entered to the youth justice system: rate per 1,000 aged 

10 - 18 
 

58 Spend (£000s) on Local Authority children and young 

people's services (excluding education): rate per 10,000 

0-17 
 

59 Spend (£000s) on Sure Start Children's Centres and early 

years: rate per 10,000 0-17 
 

60 Spend (£000s) on Children looked after: rate per 10,000 

0-17 
 

61 Spend (£000s) on Safeguarding children and young 

people's services: rate per 10,000 0-17 

 
2011/12  11.7  11.0  4.8  27.2 

 
2012/13  7859  7778  3675  25892 

 

 
2012/13  533  1045  0  4329 

 
2012/13  2647  3060  1363  10802 

 
2012/13  1958  1721  276  5836 

 

62 Spend (£000s) on Youth justice: rate per 10,000 0-17  2012/13  259  281  0  2020 
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Education 
Period Local Eng. Eng. Range Eng. 

  value  value  lowest  highest 

 
63 School Readiness: % of children achieving a good level of 

development at the end of reception 
 

64 Pupils with special educational needs (SEN): % of all 

school age pupils with special educational needs 
 

65 Pupils with a SEN statement: % of all school age pupils 

with a statement 
 

66 Pupils with SEN on School Action: % of all school age 

pupils on School Action 
 

67 Pupils with SEN on School Action Plus: % of all school age 

pupils on School Action Plus 
 

68 Pupils with Learning Disability: % of school pupils with 

Learning Disability 
 

69 Pupils with behavioural, emotional and social support 

needs: % of school pupils with behavioural, emotional and 

social support needs 
 

70 Pupils with speech, language or communication needs: % 

of school pupils with speech, language or communication 

needs 
 

71 Pupils with autism spectrum disorder: % of school pupils 

with autism spectrum disorder 

 
2012/13  52.7  51.7  27.7  69.0 

 
2014  19.0  17.9  11.5  26.0 

 
2014  3.40  2.79  0.81  4.19 

 
2014  9.2  8.7  3.7  12.9 

 
2014  6.2  5.6  2.4  10.6 

 
2014  4.42  2.87  1.24  7.32 

 
2014  1.56  1.66  0.67  3.23 

 

 
2014  2.05  1.67  0.66  4.13 

 

 
2014  0.57  0.91  0.34  2.21 

 

72 Free school meals: % uptake among all pupils  2014  16.7  16.3  5.5  44.1 
 

73 Primary school pupil absence: % of half days missed  2012/13  4.02  4.68  3.98  5.43 
 

74 Secondary school pupil absence: % of half days missed  2012/13  5.71  5.89  4.46  7.85 
 

75 Primary school fixed period exclusions: % of pupils  2012/13  1.30  0.88  0.09  2.65 
 

76 Secondary school fixed period exclusions: % of school 

pupils 
 

77 Fixed period exclusion due to persistent disruptive 

behaviour: % of school pupils 
 

78 Fixed period exclusion due to drugs/alcohol use: % of 

school pupils 

 

2012/13  8.5  6.8  2.0  15.2 

 
2012/13  1.59  0.85  0.23  2.49 

 
2012/13  0.098  0.093  0.000  0.251 

 

79 16-18 year olds not in education employment or training  2013  6.1  5.3  1.8  9.8 
 

80 Planned spend (£000s) on special schools: spend per 

100,000 pupils 
 

81 Planned spend (£000s) on pupil referral units: spend per 

100,000 pupils 

 

2013/14  10459  12415  0  37829 

 
2013/14  1328  2555  0  16319 

 
 
 
 
 
 
 
 
 
 
 
 

Key 

Significance compared to England average: 

 
England Average 

Significantly lower 
 

Significantly higher 
 

Not significantly different 

Significance not tested 
 

Regional average 

England 

lowest 
 

25th 

Percentile 

 
75th 

Percentile 

England 

highest 
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Data quality:  Robust  Some concerns 

 Significant concerns 

 
 
 

Indicators included in spine-charts are drawn from a range of sources, are based on differing 

populations and are presented for a number of time periods. Detail relating to each indicator is included 

within the tool under 'definitions'. 



 

 

Appendix 2 

 

 

Quarter 1 Proposals Outcome/Recovery CQUINs 

 

CAMHS - Outcomes/Recovery 
 
 
1.  Background and context 

 
As part of the embedding of CYP-IAPT within the trust for CYPMHS this CQUIN builds on the 
work undertaken in relation to goal recording as part of the 2014/15 CQUIN scheme. This 
year’s scheme will work to ensure that the expected recording targets will be met and 
recovery outcome measures are further embedded within the service. 

 
The benchmark for 2014/15 will be used as part of the KPI within contract and this CQUIN 
will be used to stretch the number of outcome related measures recorded and reported and 
the number of service users having measures recorded against the goals to achieve 
consistent use for all clinicians and families within the service. 

 
This paper provides the detail of the findings of the scoping exercise undertaken to identify 
the appropriate outcome measurements along with a proposed implementation plan. 

 
 
 
2.  Description of Indicator 

 
 
Embedding of routine outcome measure at each appropriate planned review (except where 
clinically inappropriate) contact and increasing the number of young people that have a 
recovery outcome measure. 

 

Benchmarking from 2014/15 will be included within KPI scheduling and this CQUIN will in the 
first part of the year continue to work to stretch that attainment to ensure routine recording of 
consent and goal recording at each appropriate contact. 

 
The trust will also in Q1 provide feedback on the review in Q4 2014/15 of the reasons the 
2014/15 trajectories were not met and the reasons and barrier to this implementation. They 
will then develop an action plan to ensure that the knowledge is embedded and that by end 
of Q2 the 90% trajectory, has been achieved.  By the end of Q4, 95% of patients will have 
outcomes/goals recorded and where clinically inappropriate this is reported to 
commissioners. 

 

There will be an expectation that the number of service users having outcome measures 
recorded against the goals at each appropriate contact will increase throughout the year and 
trajectories will be set against these in year based on the baseline achievement data. 
Exceptions in relation to service users not wanting to partake in the process will be 
established. 



 

 

3.  Structure of Indicator 
 
 

Date/period 
milestone 
relates to 

Rules for achievement of milestones (including 
evidence to be supplied to commissioner) 

Date 
milestone to 
be reported 

Milestone 
weighting (% 
of CQUIN 
scheme 
available) 

  
Q

u
a
rt

e
r 

1
 

Using intelligence from Q4 of 2014/15, implement a 
robust action plan, developed & agreed with 
commissioners, to enable the 90% roll-out target to be 
achieved by the end of Q2. 

 
Improvement trajectories against consent and goal 
recording to be agreed with the target that 90% will be 
achieved by the end of Q2. 

 

Undertake scoping exercise of outcome measures 
available including defining 'clinically inappropriate' and 
present proposals to commissioners for their 
agreement. Additionally agree partial rules for outcome 
measures. 

 
Agree Implementation Plan 

 
 
 
 
 
 
 
 

 
End Q1 

 
 
 
 
 
 
 
 

 
0% 

  
Q

u
a
rt

e
r 

2
 Monitor performance against 90% target (10%) 

 
Present outcome report on consent and goal setting 
target and begin to implement outcome measures 
based on the Q1 scoping exercise (10%) 

 

 
 

End Q2 

 

 
 

20% 

  
Q

u
a
rt

e
r 

3
 

Agreement between Commissioners and RDASH in 
relation to the trajectories for number of people who 
have outcome measures recorded against goals set 
beginning q3 and during Q4. 

Performance against the 92.5% recording target (10%) 

Performance against each individual patients 
outcome/goals set (20%) 

 
 
 
 
 

End Q3 

 
 
 
 
 

30% 

  
Q

u
a
rt

e
r 

4
 

Performance against the 95% recording target (10%) 
 

Performance against each individual patients 
outcome/goals set (40%) 

 

RDaSH to provide exception reporting for patients 
whose outcomes/goals are not recorded in Q4. 

 
 
 
 

End Q4 

 
 
 
 

50% 



 

 

4.  Outcomes Measures 
 
 
Meetings have taken place within the business division to discuss the wide range of CYP- 
IAPT routine outcome measures (ROMs), it is acknowledged that the ROMs split into three 
main categories, impact trackers, symptom trackers and goal based outcomes. The outcome 
from the meetings is that the goal based outcome is the only measure which could 
consistently apply to all cases.  Below is the CORC (CYPMHS) Outcome Research 
Consortium) definition of goal based outcomes. 

 
 
 

“Goal based outcomes (GBOs) are a way to evaluate progress towards a goal in 
clinical work with children and young people, and their families and carers 

 

They simply compare how far a young person feels they have moved towards 
reaching a goal they set at the beginning of an intervention, compared to where 
they are at the end of an intervention (or after some specified period of input). 
GBOs use a simple scale from 0-10 to capture the change. The outcome is simply 
the amount of movement along the scale from the start to the end of the 
intervention.” 

 
 
 
The goals, (up to three) are set jointly and are used to determine positive improvement in the 
young person’s journey. They are recorded in a free text field within the CYP-IAPT goal 
based outcomes windows in the clinical system (Silverlink) along with a score (0 to 10).  At 
the end of each session, the young person / family member / carer /clinician have the 
opportunity to feedback where they believe they are against the goal. 

 

A goal(s) will be recorded at the earliest clinically appropriate time and is expected to be 
completed by the third face-to-face contact. 

 

Patients and their goals are reviewed on a regular basis; for the purpose of the CQUIN, it is 
proposed that the information on the progress toward the stated goals will be reviewed and 
reported at planned discharge using a ‘paired measure approach’. 

 
We will be reviewing progress on goals throughout the patient journey and that outcomes will 
be reported on at discharge, which is in line with the national reporting for CYP IAPT, looking 
at closed cases and if a goal has been set and reviewed at least once. 

 
Due to the vast range of presenting issues and reasons for coming to CAMHS, it is difficult to 
put any clear parameters on the review times / frequency which would be clinically 
meaningful to all.  For example, we need to be mindful of the cohort within our service, those 
who are in and out in around 8 sessions to those who are seen once every 6-12 months for 
an ADHD medication review. 

 
 
 
5.  Costs and Considerations: 

 
 
As part of the scoping exercise it has been identified that some system development will be 
required. The CQUIN Programme Office is working with the Business Division and the 
Information Department to establish costs and timescales. 



 

 

6.  Implementation Plan 
 

 Refresher training sessions for all clinicians on the use of / and recording of 
goals / consent – June 2015 

 
 Identify system development and submit to Information department for costing 

and timeframes. – June 2015 

 
 Use reported information to establish baseline (dependent upon system 

change implementation schedule) 

 
 Agree trajectories with commissioners - (dependent upon system change 

implementation schedule) 

 
 Reporting of outcome against goals at planned discharge, in line with agreed 

trajectories. 
 

 
7.  Payment Mechanism 

 
For the outcomes element of the CQUIN, we propose that a payment will be made for 
patients who have maintained or made positive progress against any of their identified goals. 

 
 
CORC stated cautions when setting and measuring goals: 

 
“Goals, by their nature, are subjective – this gives them strengths as well as 
weaknesses. The difficulty with such subjective measures is that their 
scientific validity is difficult to establish – as a young person moves towards a 
goal it is difficult to be sure that what they rate on the 11 point scale reflects a 
“true” shift. The strength is that in much work with young people it is their 
subjective view of change that is arguably a vitally important measure of 
success.” 

 

 
The details of the payment scheme are to be established with commissioners, once the 
CQUIN Programme Office / Business Division has received and validated the first set of 
outcomes data. This is reliant upon system development and implementation. 



 

 

 
8.  Updated CAMHS Action Plan 

 

 
Staff Training 

Action Required Further Detail Responsible 
Person 

Update / Evidence of Progress Expected 
Completion 

Develop a ROM and Patient 
Journey Recording Training 
package and associated 
literature 

 CS, TM  June 2015 

Deliver the training 
programme to all staff 

Training to be delivered by the Service 
Manager and Clinical Lead in each area 
at their respective event. 

 
   Rotherham  - Tuesday 09th June 

 
   Doncaster - Thursday 11th June 

 
   North Lincolnshire - Thursday 18th

 

June 
 

All area mop up event - Tuesday 23rd
 

June 2015. 

Performance 
Manager and 
Clinical Lead/ team 
manager from 
each area 

The business division is ensuring 
consistency across the service 
training by having a consistency of 
staff member. 
A ‘key message’ from the clinical 
director will be provided for the 
training sessions 

June 2015 

Embed goal and consent 
recording training within 
induction programme 

A  full  induction  programme  is  to  be 
developed  which  will  incorporate  the 
use of ROM, setting goals etc into the 
programme. 

Claire Strachan  On-going delivery 
as required 

Bespoke training on the use of 
ROM in clinical supervision for 
both supervisors and 
supervisees 

‘Masterclass’ workshop arranged for 
October  2015  with  the  CYP-IAPT 
clinical lead for the collaborative will co- 
deliver a workshop for clinicians in the 
use of outcome measures and goals in 
clinical supervision 

   



 

 

 

 
 

Quality and Performance Monitoring 

Action Required Detail Responsible 
Person 

Update / Evidence of Progress Expected 
Completion 

Regular reports to be provided 
to Managers and Clinical 
Leads highlighting where 
consent and goals are not 
recorded 

Development reportal access provided 
to clinical leads and team managers 

Tanya Marshall All service managers and clinical 
leads have been provided with 
access to the CYP-IAPT reports on 
the development reportal. 

26/05/15 

Performance information 
gathered and reviewed on a 
regular basis within service 

Team managers review and report on 
quality and performance issued within 
service, identifying areas of concerns, 
mitigation and action plans. 
Weekly data is feedback to the 
business division meeting and 
performance meeting monthly 

All service 
managers 

Weekly quality and performance 
report developed and implemented 

from 8th June 2015 

15th June and on- 
going 

Individual performance issues 
to be addressed with staff 

Discuss during management 
supervision where consent and or goal 
has not been recorded and 
implemented 

All Service 
Managers 

 On-going 

Clinical supervision to include 
a review of ROM ad goal 
setting 

Discuss at Clinical Supervision 
sessions regarding blocks and 
difficulties asking for consent and 
ensure all cases have at least one goal 
recorded. To take such discussions 
back to Divisional Meetings for 
discussion,  understanding and action 
planning where necessary 

All Service 
Managers 

 On-going 



 

 

 

 
 

Data Capture and Reporting 

Action Required Detail Responsible 
Person 

Update / Evidence of Progress Expected 
Completion 

Implement data quality portal Informatics Service working with the 
division to develop specification and 
obtain costs and implementation 
timeframe for the development of a 
data quality portal to allow clinicians to 
view their current caseload highlighting 
individual / team goal and consent 
recording performance and missing 
information 

Janet Penn 
Claire Strachan 
Tanya Marshall 

Requirements for the data quality 
portal been submitted to Informatics 
on 7th May. 

 
Next meeting scheduled for 15th 

June, where it is expected to be 
finalised to forward to Silverlink 

Estimate 
September 2015 
for a specification 
to be drawn up 

Perform manual data check Obtain data export to perform further 
data analysis to identify / highlight 
issues with goal and consent recording 

Barbara Murray 
CQUIN Office 

03/06  - CQUIN Team analysed May 
goal recording report and figures for 
number of patients with goal(s) 
recorded per clinician provide to BM. 
BM to review figures and investigate 
further where low figures being 
reported. 

On-going whilst 
awaiting data 
quality portal 

Case load review Review current open case list, ensuring 
any discharged patients are updated in 
system 
Inactive cases reviewed as part of the 
weekly quality and performance 
reporting 

Service managers   



 

 

 

 
 

CYP-IAPT and Silverlink Champions 

Action Required Detail Responsible 
Person 

Update / Evidence of Progress Expected 
Completion 

Identify and nominate clinical 
and Administrative 
Champions for CYP-IAPT and 
Silverlink across the division. 

Divisional lead to be identified, 
alongside clinical and administrative 
leads who will champion the use of 
ROM and 

Claire Strachan Divisional  champion  identified  from 
the DLT, 
Clinical   leads   to   take  on  current 
champion role 

1st July 2015 

Define the role and 
expectations of a Champion 

Provide clarity about the expectations 
of champions for each area of service 

Claire Strachan  1st July 2015 

 
 
 

 
9.  Updated CAMHS ‘Goal’ recording trajectories 

 

 
 Q1  Q2  Q3  Q4  

Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-15 Feb-15 Mar-15 

Doncaster 41.34 51.07 60.8 70.53 80.26 89.99 91 92 92.5 93.5 94.5 95 

Rotherham 35.15 46.12 57.09 68.06 79.03 90 91 92 92.5 93.5 94.5 95 

North Lincs. 58.02 64.41 70.8 77.19 83.58 90 91 92 92.5 93.5 94.5 95 



 

 

Appendix 3: NHS England Specialist Commissioning Team Commissioned 

Activity – NL CCG 

 

Number of 
Admissions 

PCT CCG 

Service 2012/13 2013/14 2014/15 2015/16 

CAMHS Acute 0 0 0 6 

Adolescent 3 4 7 0 

Child 0 1 1 0 

Eating Disorder 0 2 0 1 

PICU 0 1 0 2 

Medium Secure 0 0 1 0 

Total Patients 3 8 9 9 
 

 

Occupied Bed 
Days 

PCT CCG 

Service 2012/13 2013/14 2014/15 2015/16 

CAMHS Acute 0 0 0 605 

Adolescent 49 600 640 0 

Child 0 44 346 0 

Eating Disorder 0 91 98 77 

PICU 0 70 0 89 

Medium Secure 0 0 364 0 

Total Patients 49 805 1448 771 
 



 

 

Appendix 4: National Drivers and Prevalence 

 

1.0 A plethora of documents both recognise the importance of Children and 

Young People’s Emotional Health and Wellbeing and provide guidance on 

strategy on strategy and practise development. Key documents are briefly 

described below and have been used to underpin the developed plan. These 

include; 

 

1.1. The Health and Social Care Act (March 2012) recommends the 

establishment of a health and wellbeing board in every upper tier local 

authority, recognising how children’s mental health should be a key 

priority within their agenda. 

 

1.2. The mental health strategy ‘No Health Without Mental Health’ 

(NHWMH) and the Public Health White Paper ‘Healthy Lives, Healthy 

People’ (HLHP) follow a ‘cradle to grave’ approach and defines key 

stages of life: 

 starting well, 

 developing well, 

 working well, 

 living well 

 ageing well. 

 

1.3. No Health Without Mental Health (NHWMH) highlights a number of 

priority areas for the government to tackle including; early years, 

children, young people and families. For Children and Young People, 

the overall aims were identified to: 

 Improve the mental health and wellbeing of all Children and 

Young People and keep them well; and 

 Improve outcomes for Children and Young People with mental 

health problems through high quality services that are equally 

accessible to all. 

 

1.4. The Report of the National Children and Young People’s Health 

Outcomes Forum, Mental Health Sub Group, proposes a number of 

recommendations to support delivery of each of the six objectives 

identified NHWMH. These include; 

 Putting children, young people and their families at the heart of 

what happens 

 Acting early and intervening at the right time; 

 Facilitating integration and partnership; 

 Developing safe and sustainable services; 

 Focusing on workforce, education and training; 



 

 

 Implementing appropriate knowledge and evidence; 

 Initiating effective leadership, accountability and assurance 

process; and 

 Providing incentives. 

 

1.5. HLHP retains the view that public mental health can only be improved 

through multi-agency co-operation and recognises the importance of 

parenting programmes, the Healthy Child Programme and high quality 

universal services. 

 

1.6. NICE (2013) Social and emotional wellbeing for Children and Young 

People sets out a number of recommendations on social and emotional 

wellbeing to reduce mental health problems in Children and Young 

People, improve social and economic outcomes, reduce demand on 

services and promote educational attainment and reduce bullying and 

risk-taking behaviour among pupils. 

 

1.7. The Health and Social Care Act (2012) enshrines in law the principle of 

‘Parity of esteem’ whereby mental health must be given equal priority to 

physical health. As such, when compared with physical healthcare, 

mental healthcare is characterised by: 

 Equal access to the most effective and safest care and 

treatment; 

 Equal efforts to improve the quality of care; 

 The allocation of time, effort and resources on a basis 

commensurate with need; 

 Equal status within healthcare education and practice; 

 Equally high aspirations for service users; and 

 Equal status in the measurement of health outcomes. 

 

1.8. The importance of schools in supporting Emotional Health and 

Wellbeing has been emphasised within a number of Department of 

Education publications. Even though these are non-statutory they 

provide leadership and direction for schools to embrace their 

responsibility in acting and support Children and Young People. These 

publications include; 

 

1.8.1. Promoting Children and Young People emotional health and 

wellbeing: A whole school and college approach Public Health 

England (2015) provides 8 principles for promoting health and 

wellbeing in schools and colleges 

 



 

 

1.8.2. Counselling in schools: a blueprint for the future (2015) 

provides guidance to school leaders set up and improve 

counselling services in primary and secondary schools. It 

provides practical, evidence-based advice informed by experts 

on how to ensure school based counselling services achieve 

the best outcomes for Children and Young People. 

 

1.8.3. Mental health and behaviour in schools (2015) Department for 

Education. Outlines how schools can support a child or young 

person whose behaviour – whether disruptive, withdrawn, 

anxious, depressed or otherwise. 

 

1.8.4. Partnership for Well-being and Mental Health in Schools ‘What 

works in promoting social and emotional well-being and 

responding to mental health problems in schools’ Advice for 

Schools and Framework Document (2015), providing advice 

covers two overlapping areas of school practice: promoting 

positive social and emotional wellbeing for all in schools, and 

tackling the mental health problems of pupils in more serious 

difficulty. The document has been designed to support schools, 

in particular, school leaders, in the delivery of their work on 

these two areas and complements other recent guidance from 

the Department for Education and from Public Health England. 

 

2.0 National Prevalence 

 

2.1. Children and Young People’s mental health is important, not just for the 

individual and their family, but for society as a whole. The evidence tells 

us that treating different, specific health issues separately will not tackle 

the overall wellbeing of Children and Young People. Mental and 

physical healths are inseparable, and at the heart of health and 

wellbeing are their relationships with others. Engagement with young 

people both nationally and locally has told us they want an integrated 

child, youth and family friendly approach that recognises their particular 

needs, makes them feel supported, emphasises the positives and helps 

them to cope. 

 

2.2. Over half of all mental ill health starts before the age of fourteen years, 

and seventy-five per cent has developed by the age of eighteen 

(Murphy, M and Fonagy, P (2012)). The life chances of those 

individuals are significantly reduced in terms of their physical health, 

their educational and work prospects, their chances of committing a 

crime and even the length of their life. As well as the personal cost to 



 

 

each and every individual affected, their families and carers this results 

in a very high cost to our economy. 

 

2.3. We know children with mental health problems are at greater risk of 

physical health problems; they are also more likely to smoke than 

children who are mentally healthy. Children and Young People with 

eating disorders and early onset psychosis are particularly at risk, but it 

is important to note that many psychotropic drugs also have an impact 

on physical health. 

 

2.4. Nationally, statistics show that; 

 One in ten children aged between 5 and 16 years has a clinically 

diagnosable mental health problem. About half of these (5.8%) 

have a conduct disorder, 3.7% an emotional disorder (anxiety, 

depression) and 1–2% have severe Attention Deficit 

Hyperactivity Disorder (ADHD); 

 At any one time, around 1.2–1.3 million children will have a 

diagnosable mental health disorder; 

 Half of those with lifetime mental illness (excluding dementia) 

first experience symptoms by the age of 14, and three-quarters 

before their mid-20s; 

 The rates of disorder rise steeply in middle to late adolescence. 

By 11–15 it is 13% for boys and 10% for girls, and approaching 

adult rates of around 23% by age 18–20 years; 

 Self-harming in young people is not uncommon (10–13% of 15–

16-year-olds have self-harmed) a fraction of cases are seen in 

hospital settings; 

 Although effective treatments are available only around 25% of 

those who need such treatment receive it; 

 11–16 year olds with an emotional disorder are more likely to 

smoke, drink and use drugs; 

  Around 60% of Children in Care and 72% of those in residential 

care have some level of emotional and mental health need. A 

high proportion experience poor health (physical and mental) 

educational and social outcomes after leaving care; 

 Children in Care and care leavers are between four and five 

times more likely to attempt suicide in adulthood; 

 One third of all Children and Young People in contact with the 

youth justice system have been looked after. It is also important 

to note that a substantial majority of Children and Young People 

in care who commit offences had already started to offend 

before becoming looked after;  



 

 

 Young people in prison are 18 times more likely to take their own 

lives than others of the same age. 

 


