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A message from the Chair of the Waltham Forest Health and Wellbeing Board  
 
We want the very best for the children and young people in Waltham Forest. We want them to 
have happy and safe childhoods, and develop the skills and attributes they need to manage and 
thrive as adults. A key part of this is to make sure that they have the emotional resilience we all 
need to cope with life’s challenges.  
 
We know that many children and young people experience poor emotional and mental health, 
and that many lifelong mental health conditions begin in adolescence. We need to make sure that 
these children and young people have access to the best quality support at the earliest 
opportunity.  
 
Promoting emotional and mental health is a key priority for Waltham Forest Clinical 
Commissioning Group, the London Borough of Waltham Forest and our partners in the NHS, 
schools and voluntary and community sector organisations and ensuring good mental health 
across the life-course is a key thread running throughout our new Health and Wellbeing Strategy. 
 
The emotional and mental health of children and young people is also a priority nationally. In May 
2015, a national taskforce for children and young people’s mental health published a major report, 
‘Future in Mind’. This looked at how services for children and young people’s mental health are 
organised, the problems and issues with the current system and what needs to change to make 
services better. The findings of this report were consistent with the conclusions we had reached 
through our work locally in Waltham Forest.  
 
In Waltham Forest, we have identified a number of risk factors, which are likely to have an impact 
on the prevalence of mental health conditions. These have helpful in identifying vulnerable/at risk 
groups. We know that health inequalities exist, with high level of deprivation and poverty.  
 
Children, young people and families need the right help, in the right place, at the right time to 
prevent mental health difficulties such as anxiety, low mood, depression, conduct and eating 
disorders reaching crisis point and stopping them from achieving positive life outcomes. Locally, 
we have started addressing these issues to identify areas of improvements-by carrying out 
comprehensive reviews of CAMHS Services by both the Clinical Commissioning Group and Local 
Authority. This gave us a good joint understanding of the current level of service being provided, 
what is working well, what needs to be improved, and where there are gaps that need to be 
addressed. We have established an Integrated Child and Adolescents Mental Health Services 
(CAMHS) Commissioning Board. This brings together key decision makers from the CCG and the 
Local Authority to make sure that we have a joined up approach to meeting the mental health 
needs of Waltham Forest’s children and young people.  
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Waltham Forest Public Health Team undertook a detailed needs assessment, working from the 
most recent Joint Strategic Needs Assessment (JSNA). This took the most reliable, up to date 
research, and applied it to the local population. This ensured that our approach was rooted in 
what we know about local needs.  
 
We have put a lot of emphasis on working with schools because we know that this is where the 
vast majority of our children and young people will spend a lot of their time. Teachers, and other 
staff in schools, are often the first to notice when children seem to be experiencing problems. 
Helping schools to identify the early signs of mental health problems, and feel confident that they 
can contact specialist CAMHS support when they need it, could really make a big difference. We 
submitted a successful application to NHS England to become a pilot site for improving the links 
between schools and local CAMH services. This will be one of the key deliverables in our Plan 
for 2015/16.  
 
NHS England, the national body that coordinates the work of the NHS, asked Clinical 
Commissioning Groups to work with partners and develop a Transformation Plan for their local 
area, setting out what they want children and young people’s mental health services to look like 
by 2020, and how they intend to get there. This is our Transformation Plan for Waltham Forest.  
 

  
Cllr Ahsan Khan 
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Message from Clinical Director (Children’s and Maternity Services),  
Waltham Forest Clinical Commissioning Group (CCG)  
 
As many as one in four people experience a mental health problem at some time in their life. We 
know that half of adult mental health problems actually start before the age of fifteen and seventy 
five percent before the age of eighteen. Early identification and treatment is critical to ensure good 
school attendance and achievement and to prevent more serious physical and mental health 
problems later in life, including problems related to unemployment, crime and substance misuse. 
 
Our vision is to work in partnership across Health, Education and Social Care to enable all young 
people in Waltham Forest to be resilient and have good emotional and mental health, so that they 
can achieve their full potential in life. 
 
We already work closely with our partners in the Local Authority to commission and improve Child 
and Adolescent Mental Health Services (CAMHS). However, historically the funding and 
responsibility for these services has been very complicated, and resources have been over-
stretched, which has led to inevitable delays and gaps in the service. This transformation 
programme gives us the opportunity to build on the many positive findings from our recent service 
reviews and start to address the problems and gaps that we have identified.  
 
Our plan offers a comprehensive and whole system approach to transforming child and youth 
mental health care, working together to improve health and wellbeing outcomes  throughout the 
lifespan - from pregnancy and the postnatal period  throughout childhood and through transition 
into adult services. We have developed a shared vision and long-term strategy for change, which 
will mean that we do not work in silos and aim to move towards pooling our resources to provide 
timely and evidence-based interventions based on the individual needs of the child or young 
person. 
 
75% of mental health issues emerge by age 18.  
 
As well as working with Waltham Forest Local Authority, we have also collaborated with our 
neighbouring Clinical Commissioning Groups, Newham and Tower Hamlets, as part of the wider 
Transforming Services Together programme (which includes CAMHS and Perinatal Mental 
Health Services as priority areas. Similarly, we have worked closely with commissioners in 
Barking & Dagenham, Havering and Redbridge CCGs, as all the Outer North East London CAMH 
services in the four boroughs are provided by North East London NHS Foundation Trust (NELFT), 
including inpatient services (which are currently commissioned by NHS England).  
 
However, this is not enough and we need to be bolder and more ambitious if we want to create a 
Waltham Forest where all children and young people can thrive and enjoy good mental health 
and wellbeing; and where those with mental health needs can access the right support and 
recover in welcoming, inclusive and supportive communities.  
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We will only be able to achieve our goals with strong commitment from all partners to work jointly 
to commission integrated services. In this way, we can ensure timely access to excellent, 
coordinated and effective services ranging from mental health promotion, prevention and early 
intervention to community support, treatment and crisis programmes.  
 
 
In keeping with our Waltham Forest CAMHS Strategy, the key objectives of this Transformation 
Plan are to:  
 
 
1. For all children and young people, we will promote good emotional and mental health, build 

resilience, reduce stigma, identify and address emerging mental health problems and risks at 

the earliest opportunity.  

 

2. We will provide children, young people and their families with timely, accessible, high quality 

support and treatment underpinned by shared decision-making. 

 

3. We will improve care through better integration of mental health and physical health and 

provide appropriate support at key transition point for vulnerable children and young people. 

 

4. We will take a systems approach to delivering transformation and develop and implement an 

integrated model to achieve our shared objectives 

 

5. We will take a life course approach starting with pregnant women right through to transition 

into Adult Services. 

  
Let us seize this opportunity and speedily transform local services to help provide the support and 
care that the children and young people in Waltham Forest need, and deserve, to achieve their 
full potential.  
 

Dr Tonia Myers 
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1. Introduction  

16/17 Refresh – Executive Summary 

Since the commencement of transforming the Child and Adolescent Mental Health Services within 
Waltham Forest we have achieved a great deal in the last eighteen months. We have met all the 
actions and deadlines as identified in the original plan.  
 
We were successful in our bid to be an i-Thrive accelerator site and as an accelerator site for 
implementing Thrive we have worked closely with the Thrive team to baseline the current services 
provided and identify gaps in the services, please see the full reports within appendix I. As a 
result of the initial reports, the teams within CAMHS have worked to transform the services to a 
Thrive model, this has involved transforming the Triage Service to include more senior clinicians 
to provide a more efficient and effective service, creating new clinics for those previously known 
to CAMHS to self-refer for one off support, creating a risk clinic for MDT meetings in supporting a 
young person and a complete mapping of the CAMHS clinics to identify where the barriers and 
blockages are and develop plans to reduce the waiting times for interventions. 
 
Prior to developing the CAMHS transformation plan a number of reviews had been undertaken, 
this identified a gaps within the acute services for CYP on wards with long term conditions and a 
within the Psychiatric Liaison Team in working with CYP. With this in mind two staff members 
were recruited, a Psychologist to work with patients with LTC and a Paediatric MH Nurse to work 
within the Psychiatric Liaison Team to provide support to CYP within Whipps Cross Hospital. 
 
The Eating Disorder Service have been successful in recruiting additional staff and providing a 
local service within Waltham Forest. The Eating Disorder Service have been successful in 
providing NICE concordant treatment to CYP urgent cases within one week, achieving 100%, 
some further work will need to be completed with the service for them to achieve the provision of 
NICE concordant treatment to CYP standard cases within four weeks, the latest report shows that 
achievement to date is 75% whereas the target is for 95%. 
 
Waltham Forest CAMHS have developed an outstanding an innovative app ‘MyMind’, the app is 
currently at the QI stage and will be rolled out later this year. The app has been developed jointly 
with young people to provide support to CYP open to CAMHS and for universal services. If a 
young person needs to speak to their clinician, they can do using the app. Messages can be sent 
from the young person to the clinician and responded to via the app. From a clinicians point of 
view the app is very useful as all conversations via the app are recorded within the patients record 
on the clinical system cutting down the administrative work involved with recording a conversation. 
Both clinicians and young people have been involved in the development and branding of the 
app. The app was recently entered for an Innovation Award where it was voted for within the top 
ten designs. 
 
The anti-stigma video has been developed and shared via the CCG and Local Authority websites. 
Young people from CAMHS and the Local Authority were involved greatly in the design and 
content of the video  
 
Transformation money was allocated to fund work mapping current provision and exploring views 
regarding access to support within the community (Wellness Hubs). Initial explorations about 
provision of drop-in services to teenagers (potentially in association with Early Help Children and 
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Family Centres) have been made, but consideration of whether this is the best way to pursue 
Early Intervention and Prevention goals is also underway. 
 
Mental Health First Aid training was successfully delivered to a large number of local professionals 
working with children and young people, including school staff. Provision of further MHFA training 
has been agreed via Health Education England funding to the local CEPN (Community Education 
Provider Network). 
 
By the end of this financial year, fifty schools within the borough will be involved in the schools 
link project and the staff involved with communicating with the CAMHS School Link Workers 
would have received CASCADE training. Further development of this project will involve rolling 
out this project to include all outstanding schools and colleges. 
 
Early intervention in psychosis has been developed to provide services for all ages where 
previously this was only available for young people over the age of 14. 

 
Quote from a service user “I think that’s when everything started to get a lot better. Just 
by coming to CAMHS, just by taking that first step, that changed everything, really 
changed everything.” 
 
 
 
 
 
Next Steps 

 Continue with the development of services within the Thrive model 

 Continue the support of CAMHS staff receiving CYP IAPT Training 

 Develop the Crisis Services in line with guidance received from NHS England 

 Further develop CAMH services for vulnerable to strengthen pathways and close service 

gaps. 

 Develop the work with the Youth Offending Service to strengthen and align the pathways 

and close the service gaps; including working with NHS England around the new resource 

for liaison and diversion. 

 Continue with the development of the School Links Project to include all outstanding 

schools and colleges within the borough. 

 Review the current availability of services for early intervention and prevention and 

develop plans for increasing resources within this area. 

 Continue with the development of digital support and review other organisation who will 

be able to close the gaps sooner whilst the development of the CAMHS App continues. 

 Working with the services to reduce the waiting lists and increase access 

 Develop suitable KPI’s and information requirements to measure the success of the 

transforming services. 
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Similar to the national picture, there is a high and growing demand for child and youth mental 
health services in Waltham Forest. 
 
Professionals, particularly GPs and school staff are reporting more children and young people 
with emotional problems and mental ill health, with significant numbers exhibiting disruptive, 
withdrawn, anxious, depressed or other behaviour, which may be related to an unmet mental 
health need. This has resulted in an increase in referrals to Child and Adolescent Mental Health 
Services (CAMHS) but many do not qualify for the level of service provided and are in need of a 
lower level intervention. This is frustrating for children and their families who are looking for help, 
who often feel ‘bounced’ around the system. 
Emotional wellbeing and mental ill health is complex and increased demand may be explained by 
a number of influencing factors including rising stress on families, parenting problems, poverty 
and disadvantage, educational pressures, bullying (including using social media), peer pressure 
and other social influences.  
 
Waltham Forest children and young people continue to highlight emotional wellbeing and mental 
health as a key issue, demanding improved access to services and better support in schools. In 
the surveys carried out as part of the CAMHS review, strong recommendations were made by 
young advisors to develop a local curriculum for schools on mental health issues and also develop 
extra-curricular classes around anger and stress management.  
 
This increasing demand comes at a time when public sector is going through a period of austerity 
and resources are being reduced, resulting in a lack of investment in early help and prevention. 
Instead, limited resources are focused downstream at costly specialist services where problems 
have reached a crisis point. This is ethically wrong but also makes no sense economically as 
research shows that addressing problems early on saves the taxpayer significant financial and 
societal costs down the line.  
 
Our Health and Wellbeing Board have been fully involved in the development of this 
Transformation Plan. We presented a detailed report to the September 2015 Board meeting, 
outlining what our emerging thinking was at that time about local priorities, and how we would put 
this plan into place. We also had some useful feedback from the Health and Wellbeing Forum, 
which is a local body, chaired by HealthWatch, to enable local voluntary and community sector 
organisations to comment on reports to the Health and Wellbeing Board. We have incorporated 
their feedback into the plan. We are continuing to work with HealthWatch to ensure that young 
people’s views gathered about health services have informed our plan. The recent reviews and 
engagement has helped us to identify the following over-arching priorities in line with the ’Future 
in Mind’ principles: 

 Promote positive mental health and build resilience in children and young people.  

 Build capacity and knowledge in the children’s services workforce and primary care. 

 Improve access to primary and specialist CAMHS.   

 Ensure effective access, referral routes and pathways to services.    

 

1.1 What is this plan about?  

This Transformation Plan sets out a joint strategic direction, clear vision and principles for bringing 
about the radical and cultural change required across the whole child and youth mental health 
system, in order to deliver tangible improvements to provision and outcomes for children and 
young people in Waltham Forest over the next five years. It sets out how we arrived at our vision 
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for transformation with our key partners and stakeholders including those from across health and 
social care, education, providers and, most importantly, children and young people themselves. 
The plan also sets out how we will achieve the Transformation objectives and vision. 
 
This plan builds upon findings from the recent Local Authority (LA) and Clinical Commissioning 
Group (CCG) CAMHS reviews and incorporates the findings and strategic directions of a number 
of existing local documents, including:  

 Health and Wellbeing Strategy (2015-2020) 

 Mental Health Strategy (2015) 

 SEND Needs Assessment (2015) 

 Fostering Sufficiency Strategy  

 WF CCG Commissioning Strategic Plan (2015).  

The Plan also reflects the national ambition and aspirations for improving children and young 
people’s mental health and wellbeing set out in ‘Future in Mind’ (2015). This plan sets out a bold 
new conceptual framework for delivering emotional and mental health support based on a 
THRIVE model and covers the full range of support required to meet the individual child’s needs. 
 
 
 

1.2 Our local vision  

 
 

 
1.2.1 Objectives and Outcomes 

The vision is supported by our key objectives, and expected outcomes. These are summarised 
below and described in more detail within the document. 
 

'Our vision is to work in partnership across Health, Education and Social Care 
to enable  all young people in Waltham Forest to be resilient and have good 
emotional and mental health, so that they can achieve their full potential in 

life.' 
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• For all children and young people, we will promote good emotional 
and mental health, build resilience, reduce stigma, identify and 
address emerging mental health problems and risks at the earliest 
opportunity.

• We will provide children, young people and their families with 
timely, accessible, high quality support and treatment underpinned 
by shared decision making.

• We will improve care and support for vulnerable children and 
young people through better integration of mental and physical 
health services and by improving support at key transition points.

• We will take a systems approach to delivering transformation, 
develop and implement an integrated model to achieve our shared 
objectives

• We will take a life course approach starting with pregnant women 
right through to transition into Adult Services.

Objectives

• More children and young people with mental health difficulties are 
identified and supported in community settings, reducing the need 
for specialist services

• Parents, carers and professionals are more confident in 
responding to needs

• Children and young people are more resilient, being better 
equipped to handle life's ups and downs

• Access to support is provided in a timely manner

• Children, young people, their families and carers, and other 
professionals have a posiitive experience of care and support

Outcomes
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2. Current Position  

This section describes the emotional and mental health needs and prevalence of children and 
young people in Waltham Forest. The services that are available to them and the current and 
historic performance of these services. For the purposes of describing current services and 
investment, the ‘Tiers’ terminology has been used. 
 

2.1 Summary Needs Assessment 

As part of developing the Transformation Plan, we have carried out a comprehensive needs 
assessment of CAMHS services within Waltham Forest. 
 

2.1.1 Prevalence Estimates 

Prevalence estimates for various mental health disorders in children across various age groups 
are published by ChiMat and currently provide the best guide for levels of need that exist in 
Waltham Forest. These prevalence estimates have been analysed against the available service 
level data, in order to identify areas for future transformation. 
 

2.1.2 Perinatal and Pre-school Children 

There is little data available in pre-school-aged children and a relative lack of research on pre-
school psychopathology compared with studies of the epidemiology of psychiatric disorders in 
older children. Despite this, the available evidence convincingly shows that the rates of the 
common psychiatric disorders and the patterns of comorbidity are similar in pre-schoolers as seen 
in later childhood.  
 
A literature review of four studies looking at 1,021 children aged 2 to 5 years inclusive, found that 
the average prevalence rate of any mental health disorder was 19.6%1 (this estimate includes the 
five most common groups of childhood psychiatric disorders: attention deficit hyperactivity 
disorders, oppositional defiant and conduct disorders, anxiety disorders, and depressive 
disorders).  
 

 
 
Clearly, this research has significant implications when considering the delivery of services to our 
youngest population to address psychiatric disorders at their earliest onset. Poor maternal health 
in the perinatal period is known2 to be one of the most significant predictors of childhood mental 
health issues and therefore highlights a need for widespread prevention and health promotion 
strategies incorporating all pregnant women and new families. 
 

                                                
1 Egger HL, Kondo D, Angold A, 2006, Infants & Young Children, 19, 109-122. 
2 Bauer et al., 2014, The Costs of Perinatal Mental Health Problems, London: Centre for Mental Health and 
London School of Economics 

Applying the average prevalence rate to the estimated population within the area, we 
could expect that 3,300 children aged 2 to 5 years inclusive living in Waltham Forest 
have a mental health disorder. 
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It is generally recognised that 20% of all pregnant women in the general population will experience 
some level of mental health difficulty in the perinatal period. Due to the number of risk factors in 
the local population, this may be a conservative estimate for Waltham Forest. 
 

 
 
 

2.1.3 School-aged children 5-16 year olds 

ChiMat estimates that 12.5% of all 5-16 year olds have a mental health conditions. These 
assumptions are based on applying the national prevalence from Green et al.3 to Waltham 
Forest’s population age-structure.  
 

Table 1: The estimated number of children and young people with specific mental health disorders 

Type of Condition 2012 
2014 

(most recent available) 

Conduct Disorders 2370 2595 

Emotional Disorders 1510 1605 

Hyperkinetic Disorders* 630 720 

Less Common Disorders** 565 590 
Source: ChiMat; *Most commonly ADHD; **Includes Autistic Spectrum Disorder, Tic Disorders, Eating 

Disorders and Mutism 

 
When comparing the above number of estimated conditions in 2012 with the number in 2014, 
there is an estimated 4.3% average annual increase over this period. While this reflects an 
increase due to population demographics rather than any measured increase in the proportion of 
the population affected, it is still an important factor to consider in analysing the delivery of local 
CAMH services over the same period.  
 
The difference in prevalence for each of the disorders is further highlighted in Figure 1 – noting 
the high proportion of mental health problems falling into the category of conduct disorder and 
emotional disorders.  
 

                                                
3 Green et al., 2005, Mental health of children and young people in Great Britain, 2004, ONS 

Based on the birth rate of 2014 (which is predicted to remain stable), we expect that at 
least 925 women per year in Waltham Forest will experience mental health difficulties 

in the perinatal period. 
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Figure 1: Proportion of mental health and related disorders in 5-16 year olds 

 

 
 

2.1.4 Young people (16-19 year olds) – Neurotic Disorders (Depression & 
Anxiety) and Self-Harm 

ChiMat uses a study by Singleton (2001) to estimate that 15% of young people aged between 16-
19 years will have a diagnosable neurotic disorder. Nationally, an estimated 10-13% of 15-16 year 
olds have self-harmed but only a fraction present to hospitals. In Waltham Forest and many other 
parts of the country, hospital admissions for self-harm have increased over recent years.  
 

  
 
To address this rising need for young people within Waltham Forest, we have created a self-harm 
steering group to identify the needs of these patients and develop joint interventions to address 
them.  

On further breakdown by age and gender, it is important to note significant trends: 

 In both 5-10 and 11-16 year age ranges, there are almost twice as many boys 

with conduct disorder as girls.  

 For emotional disorders, girls in the 11-16 age range have significantly higher 

burden of emotional disorders than boys.  

In 2011/12 Waltham Forest: 

 had a self-harm rate of 81.5 per 100,000 (higher than London, at 76.3 per 100,000).  

 ranked fifth highest in London for Emergency Hospital Admissions due to self-harm 

(0–18 years). 
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2.1.5 Risk factors for poor mental health 

Almost one quarter of children and young people under the age of 20 in Waltham Forest are living 
in poverty (PHOF 1.01i, 2012) and more than 70 per cent of the 5-19 year old population are from 
Black, Asian or other Ethnic Minority Backgrounds (Census, 2011). Due in large part to these 
socioeconomic and demographic factors, Waltham Forest has a significantly vulnerable 
population and children’s safeguarding, gangs, antisocial behaviour, youth offending, child sexual 
exploitation, domestic violence, radicalisation and teenage pregnancy are all areas that the Local 
Authority is working hard to target through the local offer. Waltham Forest also has more children 
and young people with moderate learning difficulties, visual and multi-sensory impairments, 
behavioural issues, and speech language/communication difficulties compared to London and 
England averages.  
 

 
 
The full needs assessment including prevalence and risk factors is outlined at Appendix A 
 

2.2 Current CAMH Services 

While this plan is all about improvement, strengthening and transformation of services, it is worth 
noting at the outset that there are a number of good things about the current specialist CAMHS 
service delivered in Waltham Forest.  

 
 
 

Due to the life circumstances these vulnerable young people find themselves in, Waltham 
Forest is expected to have a higher prevalence of mental health issues than the expected 
estimated prevalence. 

The Local Authority’s recent review of CAMHS noted the following ‘five best things 
about CAMHS’ 

 
1. The implementation of Triage (single front door) has improved access to assessment 

and centralised referral pathways. As a result there has been a 10% increase in the 

number of referrals accepted by Triage in 2013/14 (93%) compared to 2012/13 

(83%) 

 

2. Fast-track service offers a bespoke service to improve the mental health of children 

and young people aged 0-18 years who are ‘Looked After’ by the Local Authority and 

who exhibit significant emotional difficulties 

 
3. A high number of cases referred to the Youth Offending Service psychologist are 

worked with across Tier 2 & Tier 3 and there is a high level of parent/carer 

engagement – up from 30%-67% from 2013/14-2014/15 

 
4. CAMHS management are committed to improving the quality across the service. A 

range of evidence-based interventions are delivered 

 
5. Resources are used by the provider to support a flexible approach across staffing 

and programme management within each service 
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2.2.1 Spend On CYP Mental Health in Waltham Forest 

The 2015/16 spend on child and young person mental health services within Waltham Forest is 
given in Table 2, below. 
 

Table 2: 2015/16 Spend on CYP Mental Health in Waltham Forest 

Description Spend Source 

PSHE Improvement support 
Includes membership, curriculum 
planning courses and 1:1 support for 12 
schools 

£18,700  
DfE Devolved Schools 

Grant (DSG) 

Learning Mentor psychological support £25,000  
DfE Devolved Schools 

Grant (DSG) 

Schools Link Pilot 
£50,000 NHSE 

£50,000 CCG 

Place2Be in 15 schools - Roll out in 3 
waves 

£200,000 
DfE Devolved Schools 

Grant (DSG)** 

£200,000 
Schools (divided 

between 15 schools) 

Triage Service* £411,164 Local Authority 

iCoN – Trauma Service Young Offenders £32,500 Local Authority 

Youth Offending Service £50,576 Local Authority 

Specialist CAMHS 2,242,920 CCG 

Fast Track – CAMHS for LAC £171,260 Local  Authority 

Inpatient Beds £1,690,000 NHS England** 

* CAMHS Services are part of a block – NELFT MH Contract 
** Information provided by Specialist Commissioning 

 
Table 3: 2016/17 Spend on CYP Mental Health in Waltham Forest 

Description Spend Source 

PSHE Improvement support 
Includes membership, curriculum 
planning courses and 1:1 support for 12 
schools 

£18,700  
DfE Devolved Schools 

Grant (DSG) 

Learning Mentor psychological support £25,000  
DfE Devolved Schools 

Grant (DSG) 

Transformation Funding CAMHS and 
Eating Disorders 

£521,000 CCG 

£160,000 CCG 

Triage Service* £411,164 Local Authority 

iCoN – Trauma Service Young Offenders £32,500 Local Authority 

Youth Offending Service CAMHS worker £50,576 Local Authority 

Specialist CAMHS £2,242,920 CCG 

Fast Track – CAMHS for LAC £171,260 Local  Authority 

Inpatient Beds £1,690,000 NHS England** 

 

2.2.2 Current Interventions/Service Delivery  
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Figure 2 shows the services for children and young people currently provided within Waltham 
Forest, mapped against the Tier structure. A brief description of each tier is below. 
 

 
Figure 2: Tier-based structure of existing CAMH services within Waltham Forest 
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Primary Care 
GPs are often the first point of contact for children and young people with mental health problems. 
They provide help, support to families, signpost to services, and refer on to health visitors and 
CAMH services etc. as needed. They may share care with CAMHS for older children who are 
taking medication for conditions such as ADHD. 
 
PHSE Improvement Support 
A package of support has been commissioned for all schools in Waltham Forest in 2015/16 – 
2016/17 from the PHSE Association. This has been funded by a Department of Education 
Devolved Schools Grant underspend and will support all schools to develop curriculum to address 
many of the determinants of poor mental health – including sex and relationships, consent, online 
safety, bullying, self-harm and emotional resilience. 
 
Learning Mentor Psychological Support 
There are approximately 100 Learning Mentors across the 75 schools and pupil referral units in 
Waltham Forest and it has been recognised that these staff are holding considerable caseload of 
children with significant emotional difficulties. As part of the DSG offer to schools, the Local 
Authority has commissioned psychological support for these staff to access on a termly basis. 
This will support these key staff in continuing to provide support for pupils in school 
 
Schools Link Pilot 
Waltham Forest was successful in the National Schools Link Pilot. This has involved recruitment 
of ten schools (mix of primary, secondary and special schools) across the borough and 
identification of two members of staff to receive training and ongoing support from CAMHS 
clinicians to support pupils in schools, identify pupils with mental health needs and make effective 
referrals to specialist CAMHS and other support services. This pilot has included £50K NHSE 
funding, £50k match funding by the CCG and training from a nationally recognised provider. 
 
16/17 Refresh 
 
Building off an initial pilot within Waltham Forest, the transformation plan has assigned funds 
towards schools link work. This is designed to improve communications between schools and the 
specialist CAMHS services, as well as increasing the knowledge, confidence and skills of school 
staff to identify and support pupils with lower levels of need. The schools link work has taken the 
approach of increasing capacity within the Triage service, to allow the entirety of the service to 
have schools link work as part of their role. The schools link work is in the process of rolling out 
to a further forty schools identified with the highest need within the borough. 
 
Initial findings have been promising in preventing both unsuitable referrals, and empowering 
schools to support pupils with lower levels of need.  
 
Qualitative Evaluation of Pilot Involving the first ten participating schools 
 
Things that went well 

 Schools reported that they in general they found it very helpful to be able to discuss 

cases that they were considering for referral and in deciding if CAMHS was best placed 

for the young person’s needs 

 Schools reported they met with School link workers on average once to twice a term and 

were able to make phone contact where necessary 
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 Schools reported that they found it helpful to discuss referrals with school link workers 

and to be given feedback from the link workers of the progress of the referral through the 

Triage system which is something they felt was currently missing 

 Schools also reported that they found it helpful to have link workers input on issues such 

as school's mental health policy 

 School staff found having a name point in the school such as “mental health key worker” 

had been helpful in accessing wider services more easily such as GP’s and tier 4 

services 

 School link workers also found having a dedicated communication point helpful in getting 

messages to the school 

 School link workers overall felt the quality of the referrals from the pilot schools improved 

during the course of the pilot 

 The creation of the consent form for schools has already improved sharing of information 

on some sites 

 The development of “Think good, feel good” packs was seen as helpful as a self-help 

tool schools could give to families but also as a tool that could be used as part of 

engagement in school 

 
Areas requiring further work 
 

 Some schools reported finding it difficult to find time with their link worker due to busy 

work loads and conflicting schedules 

 Schools and link workers reported more clarity  on both sides as to the role of the school 

links worker  

 It was felt that there was a difference in need between primary and secondary schools 

that will need to be addressed  

 Link workers felt they were often asked to discuss cases that were already opened to 

CAMHS and therefore should be discussed with the assigned clinician who would have 

more information.  

 Schools reported that they felt they needed more support with specialist mental health 

support in schools such as doing risk assessments for a child whom is self-harming 

 Schools reported concern regarding flow of information when a child attends A+E in 

crisis. They report that they often only hear that a child has attended A+E in crisis from 

the child themselves when they attend school as A+E do not contact them directly and 

there is a delay in the information being received by schools nurses. CAMHS raised the 

similar concern of lack of consent to share information with the school and a delay in 

sharing caused by the working hours.  

These findings and concerns very much mirrored the reported findings from Sam Gyimah’s ( 
CAMHS National Report)  report which, also found that having joint workshops and a named 
contact for schools had been very helpful in building connections and a shared greater 
understanding of need. However, that there have been difficulties in establishing the role of link 
personnel and that this needs to be more clearly defined.  
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Actions to be taken for moving forward 
 
Following the review of the pilot, it is important to think about the issues raised, benefits gained 
and the processes moving forward. A further ten sites are to be added to the project in May 2016 
with a further 35 sites added in total this year. Given the feedback and the increase in site 
locations, the following proposals for moving the pilot forward have been proposed: 
 

 Definition of role 

 

Feedback has clearly highlighted a need for definition and expectations of the role. The 

role of the Schools link worker is to provide a communication bridge between CAMHS and 

the schools allocated to them. This outlook has been interpreted in many different ways 

and therefore a proposed role description is included below.  

 

 Need based allocation 

 

It is recognised during this pilot that some schools may experience a greater level of need 

then others and therefore may require more intensive support from the schools links 

worker allocated to them than other sites.  Equally, it is recognised that some sites may 

be leading the way with examples of good practice that could be adapted to help meet the 

needs of other sites in the area. Data has been collected to help us review the number of 

young people attending specialist CAMHS services from the local schools, with an 

evaluation of how many of these referrals are received from the school themselves, so 

that thought can be given to the individual level of needs required by the schools as well 

as the areas where further training or support could be given to enhance referrals and 

confidence in making referrals.  

 

 Risk assessment support 

 

Whilst it is not felt that risk assessment support would fall under the remit of the school 

link worker (as outlined in appendix one) CAMHS will be offering to support the 

development of risk management and support plans at their monthly risk clinic being 

developed as part of the Thrive transformation. Schools will have the opportunity to book 

a slot in the clinic to discuss a case they feel is risky and is open or has been closed in 

the last 6 months to CAMHS. The clinic would involve the child, their family and the 

professionals involved in their care to ensure a system wide approach.  

 

 Continued development of self-help resources such as Think Good, Feel Good 

 

Following the positive feedback given to the think good feel good work it was felt that 

further development of self-help tools or information/advice leaflets that will be developed 

and given by the school would be helpful and these could be developed collaboratively 

between schools and school link workers and shared universally with other schools in the 

area 

 

 Allocated Mental health Key worker in each school 

 



22 

It was felt that an allocated mental health key worker was very helpful for both the school 

and CAMHS and therefore proposals moving forward include that each school have an 

identified Key worker and associate worker to act as a liaison with CAMHS and attend 

supervision (appendix one) 

 

 Supervision 

 

Supervision to learning mentors is to be provided by Carefree Kids. However it is proposed 

that it may be beneficial for senior school link workers to provide termly group supervision 

to the Mental health key workers (or when they are unavailable their associate key worker) 

in order to support them in supporting and cascading information to their teams at the 

school.  

 

 Shadowing opportunities 

 

Mental health key workers for the school are invited to request to shadow a referrals 

meeting at CAMHS in order to further their understanding of the process after referral, and 

what constitutes as a good referral.  

 

 Development of a referral pack 

 

Within the Thrive transformation project though is to be given to the development of new 

referral packs. These are to include the referral form, outcome measures, Current view 

and a RAVE style referral checklist to help schools review the referrals they are making 

and ensure everything is included.  

 

 Review of Crisis notifications 

 

We will review of information given to schools regarding crisis events occurring outside of 

school. Safeguarding to be consulted regarding sharing of information in this respect and 

findings reviewed. In the meantime, schools are encouraged to use the consent forms 

provided to seek parental consent for us to share information regarding the young people 

known to CAMHS.  

CAMHS Proposal for the role, definition and expectations of the school link programme 
 
As part of the Thrive transformation process at CAMHS each school will be allocated to a named 
triage clinician to complete the routine assessments for their school.  
 
For those schools included in the school’s link programme this clinician will also act as a link 
worker for that school.  
 
A school links worker can provide the following: 
 

 Telephone support regarding proposed referrals to CAMHS and to provide feedback on 

cases referred to CAMHS but that are not yet allocated to a Clinician.  

 



23 

 A minimum of once termly visits to the school to provide face-to-face consultation around 

proposed referrals and support completing the referral packs for young people. More 

frequent visits may be negotiated to reflect the level of need shown by the school.  

 Support to review school policies, including mental health, bullying and substance 

misuse policies.  

 

 School link workers should not be called upon to advise on safeguarding cases 

unrelated to CAMHS enquires however can advise on the appropriateness of a parallel 

CAMHS referral and support with the completion of CAMHS referral as needed. 

 

 Whilst school link workers would not provide feedback on young people receiving active 

treatment in specialist CAMHS, they may be contacted by the school to act as a link if 

the school have been unable to reach the allocated clinician for that young person.  

 

 Senior school link workers would provide a termly supervision space for mental health 

key workers to think about support being provided by team based schools and how the 

mental health key worker can support this.  

 

 School link workers will provide one assembly a year for each school around mental 

wellbeing.  

For cases requiring urgent advice or attention, the school should contact the CAMHS duty 
desk for advice and support. The duty desk will feedback to the link worker of the school 
who will give them feedback on the outcomes as needed 

 
If schools feel they need support beyond what is highlighted above a tendered service is also 
available providing more in-depth support based on individual school needs.  
 
As part of transformation Waltham Forest, schools have identified Mental Health School Key 
worker and their role is as below:  
 

 Each school engaged in the school links will be required to provide a named Mental 

health key worker and a named associate mental health key worker to act as points of 

contact 

 These named contacts will liaise with the link worker to organise a termly meeting for the 

school and an assembly if desired.  

 Named contacts will be responsible for booking cases to be reviewed in the risk clinic if 

needed 

 Mental health key worker or associate key worker will attend termly supervision with 

senior link workers. This supervision is not open to other members of staff in keeping 

with supervision best practice and therefore the identification of a Key worker and 

associate are important.  

 School key workers to attend Mental Health first aid training where appropriate 

 
Anti-Stigma 
 
In Waltham Forest, we recognised a need to change the perception of mental health within the 
young population. Young people do not come forward early with a problem through fear of ridicule 
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amongst their peer groups. A local anti-stigma video was developed and created with input from 
local children and young people both within and outside of the CAMHS services. 
(https://vimeo.com/170041824/26ee967883). The purpose of this video is to share messages 
around mental wellbeing with schools, including the new Youth Health Champions programme. 
We will now roll out this video with wider stakeholders including housing, social care and other 
CYP services and build on the video to develop other resources within the anti-stigma campaign. 
 

Digital support 
 
Transformation funding was provided to support Waltham Forest CAMHS in developing the 
“MyMind” app. Young people and clinicians have been involved with the developing and branding 
of the app to ensure that it will be fit for purpose and effective when rolled out. The app is currently 
as the QI stage awaiting sign off. Once approved the app will be rolled out to CYP services 
universally. Some areas for further development have been identified for the future including using 
the app to provide online CBT sessions, peer support through IM chat. The benefits of the current 
version of the app is that CYP can message their clinician directly via the app and the app is 
connected to the clinical recording system and updates the patients notes directly, the app 
contains a link to the Local Offer which provides information on services available within Waltham 
Forest. This app has been recognised as an innovative initiative and was shortlisted within the 
top ten for an innovation award. 
 
Until the app is fully functional for all CYP, a decision has been made to invest in other digital 
support for children not yet in contact with specialist services. We are considering how to progress 
with this and are reviewing a number of options, including further funding to ensure aspects of the 
MyMind app suitable for non-service users, reviewing digital providers, and promotion of the 
NHSGo app. 
 
Wellness hubs 
 
Transformation money was used to fund work mapping current provision and exploring service 
user views about access to support within the community. Initial explorations about provision of 
drop-in services to teenagers (potentially in association with Early Help Children and Family 
Centres) have been made, but consideration of whether this is the best way to pursue Early 
Intervention and Prevention goals is also underway. 
 
Mental Health First Aid training 
 
MHFA has been successfully delivered to a large number of local professionals, including school 
staff. Provision of further MHFA training has been agreed via Health Education England funding 
to the local CEPN (Community Education Provider Network). 
 
 
Place2Be 
Place2Be is a national children’s mental health charity who deliver school-based mental health 
services which includes; Place2Talk drop in sessions for pupils and parents, play based therapy 
for pupils with identified emotional difficulties, support to parents and teachers. Using DSG 
funding, the Local Authority is supporting 15 schools to set up sustainable Place2Be services 
within schools in 2015/16 -2016/17. 
 
iCoN 

https://vimeo.com/170041824/26ee967883
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ICoN is a trauma based behaviour modification programme offered to ready young people who 
are persistent and prolific offenders and who experience and exhibit difficult behaviour and 
emotional difficulties. The programme is community based and supports professionals and carers 
of the young person. Waltham Forest is one of six sites nationally implementing the iCoN 
programme with a total 70 places for young victims of trauma. 
 
Youth Offending Services 
The Local Authority’s Youth Offending Service has dedicated mental health provision comprising 
of one band 6 clinical psychologist on secondment from NELFT. This provides Tier 2 & 3 support 
for young offenders and their parents. The integration of services is seen as best practice in 
engaging and supporting vulnerable young people, however there is further work to do to ensure 
that the provision is delivering outcomes in terms of improvement and reduction in reoffending. 
 
Triage 
The Local Authority commissions a Triage service for Specialist CAMHS, which consists of five 
CAMHS clinicians, two social workers and admin staff. This ‘single front door’ aims to improve 
access to specialist CAMHS and to efficiently identify levels of need and ensure appropriate, 
timely treatment. It is the intention that any acute, primary care, education or social service 
provider can refer a child or young person to CAMHS via this Triage service. Whilst not 
operationalized, Triage is also commissioned to receive self-referral from young people. Aside 
from operating a duty clinician function, receiving referrals, carrying out assessments, providing 
telephone consultations, referring on to Tier 3 and signposting to other services, Triage is also 
commissioned to deliver a defined Tier 2 intervention (six brief interventions). These brief 
interventions are targeted to children/young people who are not considered to have persistent or 
enduring mental health concern with the view to reducing escalation of need to Tier 3. (See Triage 
Flow Chart for full explanation of process/function). While Triage receives between 900-1100 
referrals each year, its thresholds and services delivered have changed over time to reflect 
resourcing and capacity issues.  
 
 
16/17 Refresh 
 
System transformation – Thrive implementation  
 
In 16/17 plans were put forward to develop the triage service in line with the Thrive model. This 
involved planning to move more senior clinicians within triage to support the current staff and 
provide a more efficient and effective service. To enable this project to develop, current caseloads 
need to be reduced to enable clinicians to have capacity to undertake this task. The whole system 
pathways have been changed in line with the Thrive concepts, a diagram of this can be viewed 
below .The transformation includes new initiatives such as EIP for young people, risk clinics, 
clinics for LTC, the development of the school links project to mention a few.  
 
The remapping of the service has taken place and the various clinics and services have been 
aligned to the Thrive Quadrants, the quadrants are divided by level of need and services available 
within each area. Developments within the quadrants include but are not limited to the following 
 
Quadrant One – Getting support and Advice 
 

 School link worker initiative has seen 50 schools in the borough allocated a CAMHS 
clinician to be the first point of call and liaison. Each school has also nominated a 
school-based equivalent. Communication, learning and relationships have improved and 
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early qualitative findings show an improvement in ‘better placed referrals not all for 
CAMHS and an increase in referral from schools with a direct impact of decreasing 
referral from GPs. This relationship has begun to allow schools to manage better with 
knowledge they have support available as and when they need it. 

 
 
Quadrant Two – Getting Help 
 

 The Local Authority now offer Preventative Parenting Groups. These groups are to 
ensure that CYP who need help, but not treatment, are supported.  These tend to be 
shorter groups and have lower thresholds to access them. The plan is to expand this to 
Children’s centres for early year’s provision. The CAMHS parenting supervisors have 
oversight and provide consultation to the preventative parenting group delivery. 
Treatment groups and therapy continue in CAMHS. 

 
Quadrant Three – Getting More Help 
 

 Our crisis service (INTERACT) and home treatment team models are now operational , 
making extra efforts to keep young people out of traditional hospital and helping them at 
home and school.   

 
Quadrant Four – Risk Management 
 

 The THRIVE Risk Clinic is now running and accepts self-referrals for young people who 
at some point did not want to engage with CAMHS and then changed their minds. It is 
also open to professionals who have immediate concerns for children and thus do not 
have to wait for any protracted referral period. Currently the clinic will accept cases that 
have been closed to CAMHS for less than two years or open cases. This innovation has 
made the service more accessible to those who need it, when they need it.  
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CAMHS Pathways

Referral Point

Development of a new referral pack to include outcome measures and how 

to score these as an indicator of referral to CAMHS. Online signposting to 

other quadrant 1 resources as necessary

Quadrant 1

Advice and Self Help

Quadrant 2

Getting Help

Targeted Treatement

ADHD Clinic

Friday clinic, Whitefields, 

William Morris, Twilight, 

Assessment

Psychoeducation Groups

Telephone Triage

To be run by 1xDuty Triage Clinician and 1x Duty Pathway Clinician

To complete telephone based assessments and signpost to quadrant one 

where needed, allocate to quadrant 2 preventative or allocate to a targeted 

assessment slot for longer evidence based treatment

Targeted Assessment

*To be completed by experienced clinicians in their field. CYP assigned to 

appropriate slots based on telephone triage

*Targeted QB testing to be offered weekly, based on telephone triage and 

outcome measures

*Targeted Neuro parenting assessments offered to gather more 

information

At the end of the assessment clinicians can place directly into therapy 

Family Therapy

Psychotherapy

3 Session assessment for 

further work

Refferals Meeting

A space for clinicians to meet as an MDT to discuss any complex 

assessments that may need allocation to a treatment waiting list e.g. a 

parenting assessment that looked more like CBT or for cases from 

preventative Quadrant 2 to be discussed

Review Meeting

Panel of MDT to review all cases that have reached twelve contact and any cases clinicians want MDT advice on

SP/Post Diagnosis Groups

For parents of children after a 

ASD diagnosis

DINA

Children 6-8 who have 

emotional 

regulation/behavioural 

problems and whose parents 

are on parenting

Quadrant 4

Risk Support Clinics

Clinical consultation to social care - once monthly

A space for social care to ask advice on MH without need to refer

Long term conditions clinic - once monthly

For previously open young people to self refer

Risk clinic

Opportunity for wider teams to ask for advice around risk, development of thrive safety 

plans for risky children and PBP's

PRU

LAC

EIP

ARMS

YOT

Management of risk (health, social, educational and justice)

Quadrant 3

Targeted Treatment - Getting more help

Severe Impact

Evidence based treatment and multi-agency approach

- Brookside

- Interact

- Psychotherapy

System plan/Care Plan

Reflectivr of intensity in clinician caseload

Fast Track

Service for LAC

Emerging Borderline Personality Disorder

No capacity currently TBR

EIP

First Episode of Psychosis

YOT

Longer term trauma work

Psychology

Systemic work, cognitive 

assessment, psychological 

intervention

VIG

One-to-one work around 

attachment and relationships

PCG

One to one sessions for 

young people under ten with 

severe behavioural problems 

or with complex need e.g. 

Learning Disability, parental 

MH etc.

Parent Treatment Groups

For families that meet 

diagnosic threshold

Neuro

ASD, ADOS and Unclear 

Assessments

CBT

Standard and enhanced 

cases based on experience 

and qualification level

Medication Review EMDR for PTSD

Supervision
722

Substance misuse

YOT

Speech and Language 

Assessment

Neuro Psych LD/ASD/ADHD 

Assessment
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2.2.3 Specialist CAMHS (Tier 3) Services 

 
North East London Foundation Trust (NELFT) currently provides the Tier 3 service provision with 
the following features: 

 Evidence based practice in line with NICE guidance, using a timely, flexible, person 

centred and non-stigmatising approach to families with children and young people. 

 Care for children, adolescents and their families/carers with the aim of supporting and 

promoting their development.  

 A multi-disciplinary approach for complex presenting problems that require a response 

from more than one professional. It also provides high quality evidence based assessment 

and treatment for referred cases, with treatment packages designed in accordance with 

NICE guidance and the individual needs of each patient.  

 Co-ordination of CAMHS information and consultation to targeted and universal services 

across the borough. 

 
The Child and Adolescent Mental Health Service provided by NELFT is housed at Thorpe 
Coombe Hospital, Shernall Street, Walthamstow, London E17 3EA 
 
Current Staffing and Spend  

Management staff 
Current 
WTE £ cost 

CAMHS Service Manager 1  £        61,825.92  

Office Manager 1  £        19,536.66  

Medical Support: Staffing 1  £        16,258.32  

Medical Support:  Neuro 0.8  £        26,013.31  

Medical Support: Emotional 0.4  £        13,006.66  

Reception 1  £        14,018.16  

Admin 1.3  £        18,223.61  

Total: 6.5  £        81,362.58  

      

Share of overhead with TRIAGE and PMHWs (50%)    £      125,122.61  

      

Clinical staff     

Consultant Psychiatrist: Neuro 1  £      133,434.60  

Neuro LAS 1  £        32,516.64  

Consultant Psychiatrist: Emotional 1  £      133,434.60  

Emotional LAS 0.4  £        13,006.66  

Senior CAMHS Nurse 1  £        55,989.96  

CAMHS Nurses 2  £        93,777.84  

Senior Psychotherapist 0.5  £        46,032.48  

Psychotherapists 0.7  £        46,532.30  

Senior Psychologist 1  £        92,064.96  

Psychologist 0.4  £        31,180.03  
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Senior Family Therapist 0.9  £        59,827.25  

Family Therapist 0.2  £        11,197.99  

CAMHS Counsellor 1  £        55,989.96  

Total: 9.25  £      804,985.27  

      

Clinical contacts pm. 610.5   

Clinical contacts pa. 7326   

      

Overhead 15% of 30%    £      132,952.18  

      

Contribution to overhead from TRIAGE and PMHWs 15% of 30%    £      132,952.18  

   

LTC Psychologist based within Whipps Cross Hospital 1  £      70,000  

 Paediatric Liaison Nurse based within Whipps Cross Hospital  1  £      60,000  

CAMHS transformation Project manager 1 £      60,000 

School link workers 2 £      100,000 

Total cost of Target and Specialist CAMHS    £  2,532,920.00  

 
We have worked with our current provider who has produced a trajectory  

Waltham Forest CAMHS Transformation Plans 
Plan for increasing staffing levels to meet the increase in access to 35% 

 
 
 

2.2.4 Fast Track – Service for Looked After Children (LAC) 

The Waltham Forest Local Authority commissions a unique, dedicated Child Adolescent Mental 
Health Services (CAMHS) Fast track service for LAC. This gives LAC, their carers and 
professionals working with them access to a Clinical Psychologist and a Child and Adolescent 
Psychotherapist. The establishment is less than two whole time equivalent members of staff. The 
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current eligibility criterion is for LAC in the care of LBWF and referrals are only accepted from the 
Children in Care Team. This has the effect of an unintended consequence of providing an 
inequitable service to LAC held in the Safeguarding children Team. 
 
LAC placed in Waltham Forest (LBWF) from other placing authorities are not eligible for Fast track 
and are seen by the generic CAMHS service commissioned by WFCCG. The CAMHS clinicians 
provide a fortnightly drop-in resource at Juniper House, insert what they do for Social Workers to 
provide the opportunity to discuss any high scoring strengths and difficulties questionnaire 
(SDQ’s) elevated range of 17-40). Urgent cases are seen within a week and there is no waiting 
list for LBWF LAC. Although they do not provide outreach for LAC placed out-of-borough, they 
will provide advice across the network and liaise with other CAMHS. Group interventions are also 
available for carers/keyworkers, staff and managers in residential provision for six high risk LAC. 
Six sessions are provided and evaluated on conclusion. Outcome measures in use include the 
following: 

 SDQ scores 

 Pre and post intervention questionnaire 

 6/12 post intervention rating from professional and service user 

 Training is also provided for professionals and carers on – attachment, mental health, self-

harm and substance misuse, challenging behaviour. 

The areas of unmet need, which are currently out of the remit of Fast track, are as follows: what 
is our plan to meet these  

 Adolescents in residential provision with high need who are not yet ready to engage with 

services 

 Waltham Forest LAC who are placed outside the borough 

 LBWF LAC who do not reach Tier 3 thresholds (i.e. no proactive health promotion, early 

intervention where SDQ not yet high enough for treatment) 

 Parents, carers and adopters of children under five 

 Group intervention 

 Long term mental health needs for LAC in crisis  

 Work with birth families for LAC 

 Children achieving permanence through Special Guardianship Orders (SGO) – these 

children have a right to family life under the Human Rights Act; inter-generational issues 

may exist which impact on attachment 

 Adoptions – unless they are at risk of breakdown 

 Rehabilitation home from care  - receive support from Tier 3 service 

 Care leavers 18 years and over 

 

2.2.5 Tier 4 and Crisis Services 

Waltham Forest has a CAMHS crisis service called “Interact”, initiated seven years ago, providing 
adolescent crisis care by North East London Foundation Trust (NELFT) across all four outer-North 
East London Boroughs. (Waltham Forest, Barking and Dagenham, Havering, and Redbridge 
(BHR))  It established A&E liaison services for all three Emergency Department facilities at 
Whipps Cross, King George and Queens Hospitals. In addition it gate-keeps Tier 4 inpatient and 
day hospital facilities at Brookside and operates as an intensive support Tier 4 outreach service 
providing crisis resolution and prevention. 
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The service has been well received since being established in collaboration with young people 
and parents. Its success, working in collaboration with all Tiers of CAMHS, has created a whole 
service approach and places it in a unique position of an overview of crisis care needs. 
 
Interact has an outreach focus within NELFT CAMHS. Its design of flexible/collaborative working 
and use of Band 6 Mental Health Practitioners (MHPs) and rapid response has created a 
recognised service that is supported by all its key partners and is therefore excellently placed in 
the forefront of CAMHS service transformation.  
 
By utilising existing services (provision of psychiatrists, senior clinicians/ therapists/family worker), 
Interact has delivered a cost effective team where  seven band 6 MHPs, supported by one admin 
and team leader, have delivered excellent results. This is evident from the user and parent 
satisfaction survey results as well as the outcomes achieved from the pilot work carried out (in 
Appendix C). 
 
The following performance figures for the Interact service are for Jan to Dec 2014 (referrals 
received from within NELFT): 

 Total referrals: 343 

 Admission rate: 13.9% 

 DNA rate: 2.64% 

 
Interact is NELFT’s Tier 4 outreach service, which is part of the inpatient service provided at 
Brookside. This is an inpatient unit for young people aged 12-18 years old. The team is made up 
of Mental Health Practitioners. All young people who live in Waltham Forest, Redbridge, Barking 
and Dagenham and Havering and are referred to Brookside are initially seen and assessed by 
Interact. The service is also able to support young people who have been recently discharged 
from hospital by providing the extra support they need while adjusting to being back at home. 
Interact also assess and support young people who attend A&E or local paediatric wards and 
need the support/advice of mental health services. Interact works between Tier 3 and 4 as a 
bridging service to prevent escalation to Tier 4 and step-down back to Tier 3 services. 
 
To address this rising need within Waltham Forest we will work with specialised 
commissioning to receive a baseline on current activity within this level of CAMHS and 
agree a five percent reduction in this level of service over five years as the systems 
improve and become more efficient. 
 
In line with the guidance from NHSE and to align the services known previously as Tier 3 and Tier 
4 Waltham Forest are working closely with NHS England to review the current service provision 
and to develop a holistic 24/7 service. The current model is working very well to prevent CYP from 
requiring inpatient services with only three Waltham Forest in  CYP requiring the inpatient services 
over the last ten months. After a recent review of patients presenting to A&E in crisis, the data 
showed that a majority of young people in crisis presented between 5pm and midnight. Analysing 
the data collated there is a clear indicator that Waltham Forest needs to further develop the current 
provision of crisis care. We will establish a service that is in line with the Thrive transformation 
that will take into account Shared Decision Making (SDM) with the patient. We recognise that 
having a clinical professional present is not always the path that a young person wishes to take. 
 
Development of a new Model : The plans are being discussed to develop the current model 
(Interact), the service will sit within community CAMHS but will have close operational links with 
Specialist Inpatient Services, Home Treatment Team for young people, Social Services, 
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Education and Primary Care. The new service model will unite the services to create an acute 
care pathway, which will function as a single system, even though some components have 
different commissioning contracts and reporting structures. The aim of this new model would be 
to establish the risk and resilience for each patient and link in all the community support available 
for them and their family. 

 
 

2.2.6 CYP IAPT Programme status  

 Waltham Forest CAMHS joined the Children and Young People Improving Access to 
Psychological Therapies (IAPT) programme in the second wave in 2012. This is a national service 
transformation programme delivered by NHS England that aims to improve existing CAMHS 
working in the community, involving the NHS and partners from the Local Authority, Voluntary, 
and Community Sector that together form local area CAMHS Partnerships. Since inception, six 
staff have completed training in Cognitive Behavioural Therapy, two in evidence based parenting 
approaches and one in systemic family therapy. One supervisor has been trained, and two senior 
staff members are accessing the Postgraduate Training for CYP IAPT Managers. 
 
Each member of the CAMHS team is now trained in at least one evidence based practice 
modality. The IAPT development work has resulted in halving our DNA rates and as a result 
increased capacity to see more children.  
 
In relation to the participation of the young people, a monthly participation meeting has been held 
for the last three years and the provider has produced monitoring reports for commissioners. The 
young people are participating in recruitment of staff and in starting new initiatives e.g. 
development of websites, apps and literature.  
The service is reporting outcome measures CORC (Consortium for Outcome Research Method)   

 

 

2.2.7 Eating Disorders 
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Waltham Forest CCG commissions a Children and Young People’s Community Eating Disorders 
Service (CYP-CEDS) with its neighbouring CCGs of Barking and Dagenham, Havering and 
Redbridge. The provider is the North East London Foundation Trust (NELFT).  
 
NELFT Childrens Eating Disorder Service is an integrated lifespan service and provides support 
to children from 8 years of age, easing the transition to adult services where necessary.  This 
service delivery model helps avoid well documented issues of transition that are both damaging 
and costly.  
 
Given the severe medical risks and associated mortality rates in eating disorders, resources are 
targeted at those most at risk i.e. low weight/at risk patients.  In most cases the providers triage 
system will review the referral same day. Children and young people are offered an assessment 
within 1 week and commence treatment immediately following their assessment.  Consequently, 
for those patients less at risk there is a delay in accessing treatment. However all clients will 
receive specialist nurse monitoring immediately following their assessment and be invited to the 
pre- therapy group. 
 

 Referrals are triaged on the same day in most cases 

 Assessment is offered within one week and commence treatment immediately 

following assessment 

 Current waiting time for individual therapy for non-urgent cases is 12 -16 weeks  

The CYP CEDS will find it difficult to meet the new access and waiting time standards based on 
current service model and staffing levels, this is mainly in respect of the routine referrals and 
offering the full range of evidence based treatments. 
 
A Four Borough Service 
 
It is not possible to separate the staffing for Waltham Forest local area as the service is 
commissioned and delivered for four boroughs. The table below describes staffing levels across 
the four borough service area. We have a major access problem in Waltham Forest as the service 
is currently provided in Barking and Dagenham. We will be working with the provider to 
develop local satellite/hub in Waltham Forest. 
 
 
 
The comprehensive review and recommendations for the Eating Disorder Service is attached in 
Appendix G 
 

Table 4: Activity Data for the NELFT Eating Disorders Service, 2014/15 

 Waltham 
Forest 

Barking & 
Dagenham 

Havering Redbridge Total 

New Referrals 46 28 62 40 176 

Face to face 
contacts 

810 421 601 1135 2967 

Telephone 
contacts 

156 99 45 178 478 

Average Waiting 
Time  

12-16 weeks 12-16 weeks 12-16 weeks 12-16 weeks 12-16 weeks 



34 

(non urgent 
cases; Individual 
Therapy)) 

Number on 
Waiting List 

1 1 2 1 5 

 
 

Current staffing levels Eating disorder service (4 borough waltham Forest, Redbridge, B&D and 

Havering ) 

Job Title Staff Type WTE Band  Comment 

Senior Manager Manager 
(CAMHS/Adult) 

1 8a 0.2 supervision 

Nursing CAMHS 0.5 7  

Dietician CAMHS/Adult 1 7 1x WTE in total for adult and CAMHS 
i.e. 0.125for CAMHS per borough. 

Psychologist/CBT 
Therapist 

CAMHS/Adult 1.50 7 0.2 WTE psychologists trained in 
CYPIAPT principles offering evidence 
based treatment. 

Psychologist CAMHS/Adult 
Clinical lead  

0.70 8b 0.3 supervision 

Family Therapist CAMHS 0.40 8a  

Consultant 
Psychiatrist 

0.5    

Family Therapist CAMHS 0.5 8b  

Family Therapist CAMHS 0.5   
*Supplied by NEL Commissioning Support Unit sourced from NELFT. 

The table below highlights the current demand and activity levels across the four borough areas 

including Waltham Forest, it corresponds to the audit year April 2014 to March 2015. 

The additional funding will be invested in building capacity and capability of the workforce and 

must include a Paediatrician and more Therapists to deliver the NICE compliant treatment. The 

issue is largely where these health professionals work; the range of ED they will work with and 

how much early intervention and education and training the team will undertake.  

What we will do: 

 Invest all of the allocation for Eating Disorder funding into the Eating Disorders 

Service. All four boroughs will invest their full allocations to support the service to 

meet the new access, waiting time and treatment standards. 

 Invest 80% of funding allocation directly to fund increase in resources, this will be an 

additional 0.3 paediatrician and 5 additional therapists. 

 Direct 20% of funding to service development and integration to work with the 

provider to consider how we can innovate to meet the standards for routine referrals 

(expected performance gap). 

 Explore collaborative working arrangements and community settings for delivery of 

support, for example schools and in homes.  The current provider of the service has 

been tasked with providing a local area base within Waltham Forest and it is 

anticipated that this will improve referral rates into the service. 



35 

 Innovation will be at the heart of the investment made and new innovative ways of 

working will be implemented, however this must be demonstrated by the required 

evidence base.  

 The design of appropriate emergency pathways will be developed and tested. 

 The formation of a Task and Finish group will be paramount in driving this work 

through ensuring that the new investment adds additionality and represents real 

value for money. 

 
2016/17 Refresh 
 
NELFT are making good progress in establishing an enhanced multidisciplinary service offering 
community based NICE concordant treatment, further development of the is required to meet the 
non-urgent standard, the commissioners and providers will work closely together to develop the 
trajectory and plans to achieve this. A local service has been developed within Waltham Forest 
and has made a positive impact on the patient experience for those that are based within the 
borough and the additional staff have been recruited.  
 
Treatment options includes intensive community support and specialist family based treatments 
as a core component. A specialist team with medical and non-medical staff with significant eating 
disorder expertise and appropriate capacity and skill-mix to meet the Access and Waiting Time 
Standards  
 

 Urgent- NICE concordant Treatment received within a maximum of 1 week from the first 

contact with a designated healthcare professional.  95% by 2020  

 Routine - NICE concordant Treatment received within a maximum of 4 weeks from the 

first contact with a designated healthcare professional. 95% by 2020 

A service committed to the principles of children and young peoples’ improving access to 
psychological therapies (CYP-IAPT; evidence-based practice, routine outcome measures, high 
quality clinical supervision and increased young people’s participation. The provider and 
commissioner are working together so that further developments are made. The key one’s are: 
 

• The team will offer direct access to treatment through self-referral and primary care 

services (GPs, schools, colleges and voluntary sector services). 

• The service will have strong local links with paediatrics which is envisaged will mean the 

admission to paediatric wards as opposed to specialist eating disorder units will be a 

treatment option for some cases  

• Develop service capacity by building on existing treatment pathways for Non- urgent cases 

using evidence based treatment models to support more self-guided support, use of 

technology and less intensive interventions where this would be clinically appropriate for 

Non-urgent cases with lower level of need. 

• The new investment will allow input that is more intensive for high-risk service users and 

help to avoid hospital admission.  

• Specialist training will increase therapist expertise and allow more choice for service users 

in terms of therapy approach.  
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Improving Data Collection   
 
Collecting and analysing clinical and service data is essential to guide improvements in treatment 
delivery in session, as well as at a service and national level. Data will be used to monitor progress 
towards treatment goals, guide treatment and supervision and inform service improvements and 
delivery. In order to be CORC (Child Outcome Research Consortium) and CYP IAPT compliant, 
the following routine outcome measures are proposed: 
 

 RCADS (Revised Child anxiety and Depression Scale)  

 SDQ (Strengths and Difficulties Questionnaire) 

 EDE-Q (Eating Disorder Examination Questionnaire) 

 
Overall, the findings of lower admission rates and greater consistency of care associated with 
specialist eating disorder outpatient treatment support a hypothesis of cost effectiveness for 
accessible CEDS-CYP. 
 
If the existing findings are generalised, investing in the development of CEDS-CYP to support 
early assessment and treatment of eating disorders could have significant benefits for children 
and young people, including: 
 

• Improving health outcomes through reductions in relapse rates 

• Improving children and young people’s quality of life through greater continuity of care 

• Reducing hospital admissions 

• Reducing disruption to school, family and social life. 

 
The increase in clinical staffing in the four boroughs equates to 6.60wte. The specific NICE 
approved treatments, which meet the NHSE national target criteria, are: 
•          Family therapy 
•          Cognitive behavioural therapy (CBT) 
•          Guided self-help 
•          Interpersonal psychotherapy 
•          Focal psychodynamic therapy 
 
This means that the caseload capacity is 25 per WTE (for example family therapy NICE guidance 
indicates that for Anorexia nervosa the treatment would be Family therapy for up to a year. 
Typically, in cases require CBT, the treatment indicated 40 sessions for up to a year)  
This will therefore equate to a maximum increase of 158 (6.6 x 25, with a tolerance of 4% to allow 
for absence) cases treated per year across the four boroughs.  
  
For Waltham Forest, this would equate to a max of an extra 40 cases pro rata.  
 
 

2.2.8 Perinatal Mental Health 

A key strategic goal of Waltham Forest is to deliver ‘parity of esteem’ by ensuring mental and 

physical health services work collaboratively to treat the entire individual. Integral to this agenda 

is the provision of high quality mental health care for women and their families.  
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Perinatal mental illnesses are diverse and complex. A range of services is required in order to 

prevent these illnesses where possible, identify and treat them when they do occur, and mitigate 

their effects on families. 

We have carried out a mapping exercise to identify all services provided across Waltham Forest 

acute and community services. We have also identified how these are funded and delivered. Our 

aim is that this baseline assessment of services will help us identify opportunities for improved 

care. 

Services in Waltham Forest for severe mental health issues exceed that offered by many other 

acute trusts, and the integrated model of the Waltham Forest Perinatal Parent Infant Mental 

Health Service (PPIMHS) is recognised as an exemplary structure for delivering services 

nationwide. The comprehensive review and recommendations is attached in Appendix F 

16/17 Refresh 

Waltham Forest CCG worked with neighbouring CCG’s across the STP footprint to develop and 

submit a bid for further funding for Perinatal, we are awaiting the outcome from this to see if the 

bid was successful. 

Should the bid be successful the funding would be made available to recruit additional staff to 

provide a higher level of support across the seven CCG’s in line with the guidance produced by 

NHS England, one of the expected outcomes would include patients being seen earlier with the 

aim of preventing a decline in their mental health. In addition, there are plans in 2017 to extend 

current models of community perinatal support across all Children and Family Centre hubs. 

2.2.9 Early Intervention in Psychosis  

In 2016/17, new guidance was published regarding access and waiting times for Early 
Intervention in Psychosis. The new access and waiting time standard for Early Intervention in 
Psychosis and applies to people of all ages.  

 More than 50% of people experiencing a first episode of psychosis will be treated with a 
NICE approved care package within two weeks of referral.     

Waltham Forest CCG, made significant additional investment in the Early Intervention in 
Psychosis service from the wider mental health parity of esteem investment funds. To increase 
the capacity of the existing service further funding was required to meet the population need for 
the service based on prevalence estimates. The standard applies to people of all ages, where 
previously the EIP service was commissioned to work specifically with people between the ages 
of 14 and 35 years old. Both the CCG and NHS England complete performance monitoring of the 
service. 
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3. The Case for Change 

As is the case in many local areas, the traditional CAMHS Tiered model was useful at the time of 
its development for helping to differentiate between the forms of support that might be available 
to children and young people. The structure, thresholds 
and contract arrangements of the Tiered model can lead 
to a poor experience of care for children, young people 
and their families. Being passed from one service to 
another, having to explain one’s situation repeatedly, 
and being unable to build a relationship of trust with 
clinicians is not conducive to effective treatment or a 
good experience. Children and those who care for them 
have complained that the model is too difficult to 
navigate and understand.  
 
The recent reviews, engagement and local intelligence suggests that there are some significant 
challenges of the current model and performance of services. They are:  
 

 The development of divisions between services. 

 Unnecessary waits between the various Tiers. 

 Lack of accessible service i.e. no choice of venue, after hours’ services or self-

referral/drop-in service. 

 Children and young people having to re-tell their stories to different teams/professionals 

 Lack of clarity about thresholds  

 Many young people attend the service only once and many have fewer than three 

contacts. 

 Lack of local curriculum for schools focusing on mental health issues and classes around 

anger/stress management  

 Lack of signposting within schools/libraries/youth centres to external services such as 

FRANK (confidential tel. line), Samaritans, and CAMHS. 

 Lack of services information in accessible format, language and technology. 

 Referral pathways, information and access to services are not clear. 

 Transitions to Adult Mental Health services are not well defined planned or managed. 

 DNA rates are higher than average and policy for following up needs attention. 

 Outcomes are not adequately measured and reported. 

 Service specifications between Tier 2 and 3 services are not well integrated and contract 

monitoring across the pathway does not occur 

 Interventions and pathways not always commissioned or delivered as per NICE guidance 

 There is a gap in support for under 5s and those with autism. 

 Better capacity and support is needed in schools. 

 Lack of self-help resources for young people. 

 Disjointed relationships between agencies and providers. 

 Lack of investment made in promotion, prevention and early intervention. 

 Vulnerable children and young people require improved care and support during key 

transitions. 

 Lack of anti-stigma campaign to raise awareness of mental health issues for children and 

young people. 

“Once you ‘get in’ [to CAMHS] 
the support and care is 

wonderful – but getting in is the 
hard part and the wait is 

distressingly long” – David, 
Parent 
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 Lack of mental health link workers between schools, primary care and CAMHS. 

 
Triage services have been created to deal with rising demand and ensure risk is managed. This 
has reduced referral to assessment times to a degree, however there are still significant waiting 
times for more detailed assessment and treatments. 
 
 

3.1 Increasing Population, Increasing Demand 

Figure 3 shows the expected increase in mental health disorders for this age group over the next 
twenty years. These predictions were developed by applying the GLA mid-range population 
projections ChiMAT’s prevalence estimates for Waltham Forest. Again, this only reflects changes 
in age structure but no other potential changes in underlying risk factors e.g. changes in ethnicity 
structure and socioeconomic factors. 
 

 
Figure 3: Projected increase for each mental health disorder in 5-16 year old population of Waltham 

Forest during 2012-2034 

 
It is known that the prevalence of certain disorders varies by ethnic group, for example conduct 
disorder. Population growth in Waltham Forest will be proportionally higher in non-white 
populations over the near future, thus the incidence of mental health issues in children and young 
people is likely to vary in less predictable ways. 
 
 

3.1.1 Perinatal Mental Health 

There is a distinct, identified need to better support women with mild-moderate mental 

health concerns or risk factors. We found a lack of understanding among professionals on care 

pathways and protocols. With the exception to talking therapies, current waiting times are too long 

for psychiatric assessment, psychological assessments and interventions. There is also a gap in 

services to support women with low-level postnatal depression who do not meet the thresholds 

for the PIMHS service. 
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There are areas, which needs improvements and they are: 

 Overarching coordination and improving communication between services 

 Recording of data, outcomes, and referrals types (in order to ascertain how many perinatal 

women accessing the service. 

 

3.1.2 Children and Young People –Improving Access to Psychological 
Therapy (CYP IAPT)  

The Service has experienced staff turnover and although various staff have completed the 
training, some staff have gone for further training or have left the organization. Thus, it has been 
difficult to embed evidence-based interventions as fully as could be expected. Prevalence 
information suggests that the most common presenting needs will be for conduct disorders (47% 
of all CYP with a diagnosed mental health condition), emotional disorders (30%) and ADHD 
(12%). The recommended first line treatments for these disorders are child group social skills 
programmes, structured parenting groups and cognitive behavioural therapy. However, data 
returns for the CYP IAPT programme suggest that most interventions are recorded as ‘other’ with 
comparatively few for CBT or parenting interventions. Routine Outcome Monitoring has already 
been rolled out to WF CAMHS teams to help improve the quality and experience of services for 
children and young people. More information is available at www.cypiapt.org  
 

3.1.3 Crisis Care 

One of the key messages that has emerged from our stakeholder engagement is the definition 

of a crisis; that this may differ from persons to person and between the person experiencing the 

crisis and a professional.  Crisis care in this model should  refer to a crisis ‘in the experience 

of the person’, therefore if that person or family feels they are in a crisis and need such support 

then the service should be responsive to that need. 

There will of course be circumstances where a more obvious crisis presents, such a serious 

self-harm and where a child or young person will require intensive community support or access 

to an inpatient service. 

Developing our support for children and families in a mental health or behavioural crisis is a key 
part of this transformation plan.  
 
 

3.1.4 Safeguarding 

Under section 11 of the Children Act 2004, NHS Waltham Forest Clinical Commissioning Group 
(WFCCG) as commissioners of services for promoting the wellbeing and safeguarding of children 
and young people. The WFCCG has the responsibility to ensure that services commissioned or 
contracted out adhere to their statutory responsibilities to safeguard children.   
 
There is a need for a child centred approach, effective partnership working and collaboration 
between agencies to safeguard children and young people whom experience mental health 
problems, sometimes as a result of abuse (HM Government 2015; Munro 2011).  
 

http://www.cypiapt.org/
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The Children Young People’s Outcomes Forum (DH, 2012) has identified a number of groups as 
being particularly vulnerable these include Looked After Children; Care Leavers; Young people in 
contact with the criminal justice system, children and young people with disabilities, learning 
difficulties, special needs or unaccompanied minors.  
 
Within this cohort would also be children requiring safeguarding interventions in relation to Female 
Genital Mutilation, Child Sexual abuse, Child Sexual exploitation and harmful practices. In 
planning and commissioning services there is a strong evidence base that  highlights the 
importance of a multiagency  ‘Think Family’ approach as being effective in helping families, 
beneficial approaches can be summarised as follows: 
 

 Multi-agency, flexible and coordinated services, with an underpinning ‘think family’ ethos, 
are most effective in improving outcomes. This includes staff in adults’ services being 
able to identify children’s needs, and staff in children’s services being able to recognise 
adults’ needs. Such services are viewed positively by families and professionals alike. 

 Early intervention to prevent prevents problems becoming entrenched; availability of 
practical help, advice and emotional support for families.  

 Services, which are accessible and non-judgemental.  
 

The most effective multi-disciplinary work retains a family focus, builds on the strengths of family 
members and provides support tailored to need. 
 

3.2 Collaborative working with Specialist Commissioning 

As part of the Transformation Plan development, we have worked closely with our Specialised 
Commissioning team at NHS London. NHSE were invited to and attended Barking, Redbridge 
and Havering (BHR) Integrated Care Steering Group during September 2015 and Waltham Forest 
CCG CAMHS lead joined the meeting where requirements for transformation plan were 
discussed. Waltham Forest CCG representative attended a NHSE hosted transformation-
planning workshop on 2nd October 2015 to discuss requirements, progress on plans and to 
discuss the plans in detail with other commissioners.  
 
Further plans to work with NHSE to co commission our local services include integrated pathways 
from In-patient to the community and discharge and community planning. 
 
We have been provided with activity and financial details for Tier 4 activity. In order to improve 
the system pathways and deliver care closer to home we have worked with our local provider to 
introduce a new Tier 4 and Crisis Care pathway. The full care pathways can be viewed in appendix 
E. We have identified this as a major priority and will be allocating additional resources to make 
the improvements required. 
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In order to make improvements to ensure that no unnecessary admissions for CYP with learning 
disability or ASD occur and facilitate early discharge we will be developing a pharmacist prescriber 
role to be part of ADHD clinics and will be allocating additional resources to this function. 
 
2016/17 Refresh 
 
We are working in partnership with NHSE on the Mental Health Crisis transformation.  A key aim 
of this work stream is to reduce the number of young people requiring inpatient services in the 
borough and develop a stronger provision of care within the community setting.   We plan to 
conduct a needs analysis and mapping exercise in partnership with the Crisis services to fully 
understand the gaps in the current service provision. Once these are understood we will develop 
the pathway to address these, utilising the CAMHS funding allocation, together with any local 
service redesign that may be indicated through the mapping and needs analysis process. 
 
 
Transformation for Health and Justice 
It has been recognised nationally that there are many children and young people in contact with 
the youth justice system who have a background of severe social exclusion. This makes it more 
likely that they will be at higher risk of developing mental health problems. We have worked closely 
with specialised commissioners within Health and Justice and they have provided us with the 
latest youth offending data. 
 

Borough SCH STC YOI Total 

Waltham Forest 1 2 6 9 

 
Compared to other London Boroughs the rating for Waltham Forest is average. 
Waltham Forest is a member of a Resettlement Consortia (Waltham Forest, Enfield, Hackney, 
Redbridge, Newham and Islington) and the Director of Children’s Services at Waltham Forest 
chairs the consortia. The CAMHS transformation board will establish good links with the 
Resettlement Consortia programme to enhance the opportunities for children and provide them 
with early intervention services, using the information collated to develop a pathway to ensure 
continuity of care. We will also work towards improving the offender’s journey that can help reduce 
the chance of reoffending and improving the health and wellbeing of the child. 
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2016/17 Refresh 
 
We are working in partnership with NHSE on the Health and Justice CYP Mental Health 
transformation work stream.  A key aim of this work stream is to improve the health and justice 
outcomes of young people in the borough who are in or at risk of the justice system.  NHSE have 
allocated central funding to this borough for the purpose of commissioning liaison and diversion 
services and enhancing the health and wellbeing pathway for this group.  We plan to conduct a 
needs analysis and mapping exercise in partnership with the Youth Offending Service and other 
relevant partners in the borough to identify needs and gaps in provision. Once these are 
understood we will develop the pathway to address these, utilising the funding allocation from this 
work stream, together with any local service redesign that may be indicated through the mapping 
and needs analysis process. 
 
To increase the productivity and development within a short time scale we have recruited a project 
officer to undertake the mapping and service needs and gap analysis, the post holder will work 
across the organisations and with the provider to develop a report and plan that we can use to 
develop the pathways and close the gaps in services. 
 
There are three main areas where CYP can be at risk of falling through the treatment gaps: 

 Transition – when transitioning into or out of the Children’s and Young People’s Secure 

Estate (CYPSE) either on youth justice or welfare ground 

 CYP receiving specialist CAMHS – specifically high risk young people with complex 

needs, often have gaps in care when being moved through services 

 CYP coming into contact with other elements of the health and justice pathway – such as 

Liaison and Diversion and/or police custody in relation to crisis care often do not receive 

adequate support from services and continue to ‘bounce around’ the justice pathway. 

To close the treatment gap and promote integrated commissioning, the national health and justice 
work stream has agreed three priority areas: 
 

 Development of Specialist Child and Adolescent Mental Health Services for High Risk 

Young People with Complex Needs 

 Development of a framework for integrated care for Children and Young People’s Secure 

Estate 

 Development of Collaborative Commissioning Networks between Health and Justice 

regional Team and CCGs 

  



44 

 

3.3 What our Stakeholders have told us 

CAMHS Visioning Engagement Event 1 October 2015 

 
 
We have conducted extensive engagement with children, young people, parents/carers, 
professionals and local organisations, to hear their voice in relation to the availability and quality 
of local services. We have also asked children about their own mental health and wellbeing. These 
include:  

 Review of existing recent survey findings – Healthwatch and youth council 

 Engagement as part of CAMHS Services review 

 Visioning events as part of Transforming Services Together, and CAMHS Transformation 

development 

 
A dedicated Visioning event on 1st October 2015 brought together 45 local stakeholders, providers 
(NHS & Voluntary Sector, CAMHS users, parents, young advisors, school’s representatives and 
commissioners) to sit together and discuss the changes required and what we need to do to 
transform CAMHS - See appendix D for the full responses from the event 
 
Partners were mostly happy with the draft objectives that we had set out but suggested some 
additional objectives and changes to wording – this has shaped our final objectives for 
transformation. Partners also set out a number of things we need to in order to reach our 
objectives. The following areas featured heavily in the feedback   
 
Build Resilience, Reduce Stigma, Act Early 

 Stigma is an enormous barrier to getting help and to successful integration of CAMHS in 
schools – this needs to be addressed as a priority, e.g. run local media/awareness 
campaigns to raise awareness/reduce stigma/normalise mental health, and incorporate all 
schools/colleges in the campaign 

 Peer support needs to be in place, e.g. pupil and teacher champions in schools. Consider 
mental health ‘first aiders’, role models, peer-led campaigns (young people considered 
more relatable) 

 Underlying causes of emotional issues need to be addressed and effective whole school 
approaches can support this, i.e. addressing bullying, delivering high quality PSHE 

 Teachers need to be better supported with additional knowledge, confidence and additional 
support to get help for pupils, some key examples include; effects of HSB, DV, Bullying, 
Depression, Self-Harm 

 Schools need brief clear messages to deliver to pupils re mental health and need to imbed 
in lessons, assemblies, work with children and parents  

 Signposting/multimedia/social media needs to be harnessed to its full potential to support 
CYP to access high quality online self-help  
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Easier, Faster Access to the Right Treatment 

 Access needs to be improved by addressing thresholds, ensuring self-referral is possible 
and that referrals are not rejected without proper review and professional conversation with 
referrer, parent and young person or without appropriate signposting to other appropriate 
support 

 Access also needs to be improved by addressing location and timing of available services,  
current service is considered widely unacceptable (bars on windows, unappealing waiting 
area, lack of choice in where to receive support/treatment) 

 Choices of treatment (shared decision making) should be available and more family 
approaches to care and treatment required  

 Mental health support needs to be provided by outreach workers and should be made 
available in school where appropriate  

 Where school-based services are in place, treatment/support MUST be well thought out to 
ensure that the young person’s condition is not worsened by stigma  

 Digital technologies to communicate with service users’ needs to be developed and 
imbedded to support service delivery, make it more appropriate for users, enhance self-
care and reduce DNAs  

 Better communication between providers, referrers and universal services supporting CYP, 
i.e. improve links between CAMHS and schools/primary care/community and voluntary 
groups/sports clubs/drama & social clubs  
 
Support Vulnerable Groups  

 Transitions from CAMHS to AMHS needs to be planned and managed better and the age 
of CAMHS needs to be carefully considered  

 In all cases,  better integration of dedicated mental health support into other youth services 
(i.e. schools and social services such as youth offending, LAC) is required in order to 
quickly and appropriately address needs – particularly where the child/young person is 
vulnerable  
 
Start early – support in the Perinatal period 

 Education about postnatal depression can occur early on, i.e. in schools or pre-conception, 
or at the very least in the antenatal period through better antenatal education 

 Screening of pregnant women for perinatal mental health issues needs to be more 
interactive (less of a tick-box exercise), possibly more frequent mention during pregnancy.  

 All women should be aware of how/who to ask for support and appropriate care/support 
should be provided as early as possible 

 
Be a System 

 Ensure systems thinking is at the heart of the Waltham Forest approach to mental health. 

Develop a clear vision and model for delivery and communicate to all settings/providers. 

This will include shared outcomes monitoring, partnership working and a principle of 

continual feedback and improvement to the system 
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4. Transformation Plan 

This section sets out the detailed vision, outcomes and proposed model, along with a roadmap 
for achieving the transformation over the next five years. 
 

4.1 A New Model – A System without Tiers 

Waltham Forest is selected as i-Thrive accelerated site and  we will  Roll out of needs based THRIVE 

model as part of the transformation plan.  We will explore opportunities for closer working between CAMHS 

and occupational therapy (for example, in relation to recognising behavioural triggers and putting in place 

strategies to cope / divert). As part of the i-Thrive model we will review the current delivery structure for 

CAMHS and parental mental health in multi-agency.  WF is also will enable us to WF is part of the 

Transforming Services Together (TST) programme, an ambitious programme which was 

launched in 2014 across Waltham Forest, Newham and Tower Hamlets CCG’s, designed to 

identify system transformation to several aspects of healthcare system. CAMHS transformation 

plan is included as a major work stream in this plan.  This will be carried out by underpinning a 

thorough understanding of the mental health needs and long term capacity and demand 

projection, strategies will be developed for CAMHS and perinatal (supporting the development of 

Transformation plans); and Crisis care.  A workshop was held with large stakeholders and a five 

year developing the system strategy has been produced. Pl see diagram below out lining the 

approach and timeline for the development of the strategy and delivery of the plan. 

The transformation plan will deliver a coherent approach for delivery across this patch.  In addition 

WF CCG will aim to improve the mental health of all CAMHS patients, through prevention, early 

identification and intervention, there will be a focus on young people who may have long term 

conditions and whose mental health is impacted by their physical ill health.  Reducing stigma and 

discrimination and improve preventative approaches to mental health for at risk groups will be an 

important theme over the next five years. 
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Working together with partners from across the whole system including the voluntary and 
community sector as well as children, young people and their families, we will implement a 
comprehensive integrated CAMHS service delivery model. The aim is to eliminate barriers 
between Tiers, encourage improved coordination between all agencies and ultimately radically 
improve the experience for children, young people and their families. This will make sure they are 
better able to navigate services and get swift access to the right help (no more bouncing around 
the system. 
 
In order to do this, we will move towards a model of service provision centred on needs. THRIVE 
model sets out just such a model. We hope to achieve many of our objectives through the adoption 
of the elements of THRIVE, including: 
 

 A needs-based approach to service provision 

 Shared Decision Making embedded  

 Driven by goals and outcomes 

 Multi-disciplinary teams with close links to social care and universal services, located in 
accessible places, delivering a range of interventions 
 

 
Transition from Child to Adult Care 

WF CCG will work with our partners to fully address the issue of “Transitioning from Child to Adult 

Services and ensure that when transition between services takes place, that this done at the right 

time for the young person and based around their needs, rather than dictated by arbitrary age-

based criteria.  As part of transition, we will be exploring to appoint transitions champions spread 

across the CAMHS services. As well as providing assessments and treatment for young people, 

they will be developing protocols for better service engagement with young people (led by a young 

people’s participation worker). We will establish fortnightly transitions meetings including 

clinicians from adults and children’s mental health services and other key professionals.  These 

meetings will discuss complex cases transitioning from CAMHS or those due to enter into adult 

mental health services and plan the best way to support them.  

We will be also developing a dedicated clinical psychology support to the LAC team for additional 
capacity and resilience building for foster carers and social work staff, additional structured 
assessments to prevent placement breakdown, and additional support for the transition to 
adoption. All this work will be progressed by the CAMHS transformation Board. 
 
2016/17 Refresh 
 
We have reviewed the various transitioning models and have made the decision to utilise the 
Ready, Steady, Go model. The model is a transitioning plan designed for CYP with a long-term 
condition. Clinicians work with service users and their parents/carers around their knowledge, 
self-advocacy, health and lifestyle, daily living activities, vocational plans, psychosocial and 
transition. This model also fits in with the Thrive concepts that CAMHS have been implementing 
with regards to the Shared Decision Making. This model empowers young people to be involved 
in the decisions around the care they receive and prepares them for a changing environment. 
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Figure 4: The proposed new model 

 
 
 
Quadrant 1: Prevention, self-help, information and advice, short-term contact with services 

 

Quadrant 2: Goal-focussed interventions, outcomes-driven 
 

Quadrant 3: Intensive treatment 
 

Quadrant 4: Risk management 
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4.2 Achieving our vision  

In Waltham Forest, we are setting clear priorities, objectives and outlining actions to achieve those 
objectives. We will work collaboratively and identify the key deliverables to meet the standards 
set in the five-year plan. We have identified the following objectives, which will drive the delivery 
of our Transformation Plan for children and young people’s mental health and wellbeing. These 
steps are based on the needs and views of children and young people. They also reflect the 
broader strategic direction set out in the local CAMHS Strategy. We are working together to 
identify the key deliverables in 2015/16 as well as 2016/2017. This work requires joint up 
agreement to allocate resources in the most sustainable and innovative way as well as robust 
arrangements for effective integrated commissioning to meet the financial regulatory framework 
of both CCG’s and Local Authority.   
 
These objectives and their priorities will provide swift transformation across the whole local child 
and youth mental health system and deliver measurable, tangible results over the next five years. 
They support the comprehensive change required to ensure the provision of an effective, efficient 
and accountable system of services, which are focused on improving the emotional wellbeing and 
mental health of children and young people.  
 

4.2.1 Evidence based and outcome focussed interventions   

We have worked closely with our main provider of CAMHS services to review and better 

understand the extent to which current services are delivering evidence based interventions. 

Our CAMHS provider is part of the national CYP-IAPT programme and staff continue to receive 

specialist training to ensure that the interventions delivered are evidence based. During the 

transformation planning process, our CAMHS provider has however highlighted a number of 

skills and training deficits, particularly in relation to eating disorders. 

Investment in the Eating Disorders Service will enable all staff within the service to be trained in 

eating disorder specific models, this will include specialist training in CBT-E for eating disorders, 

specialist training in the Maudsley Model of family therapy for eating disorders. All staff will 

receive CYP IAPT Core and specialist Eating Disorder training and will be trained in alternative 

evidence based treatments for eating disorders such as MANTRA and Specialist Supportive 

Clinical Management.  

Additional resources would enable the use of early interventions such as FREED and to offer 

treatment for atypical eating disorders such as ARFID. 

There is the expectation that additional investment will also enable the provider to meet the new 

access and waiting time standards for eating disorders, improving outcomes for children and 

young people. 

As part of our on-going development and implementation of the transformation plan we will be 

undertaking more detailed work over the coming months to review all pathways with our 

provider against relevant NICE and Royal College guidance, these will include: 

 Antisocial behaviour and conduct disorders in children and young people (NICE) 

 Attention Deficit Hyperactive Disorder (ADHD) (NICE) 

 Depression in Children and Young People (NICE) 

 Alcohol Use Disorders (NICE) 

http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#Antisocial behaviour and conduct disorders in children and young people (NICE)
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#Attendtion def dis (ADHD)
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#Depression in CYP
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE_alcohol
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 Attention Deficit and Hyperkinetic Disorders in Children and Young People (selective 

update) (SIGN) 

 Attention Deficit Hyperactivity Disorder (ADHD) (NICE) 

 Autism Spectrum Disorders in Children and Young People: Recognition, Referral and 

Diagnosis (NICE) 

 Autism Spectrum Disorders (SIGN) 

 Bipolar Disorder (NICE) 

 Borderline Personality Disorder (NICE) 

 Depression in Children and Young People (NICE) 

 Post-Traumatic Stress Disorder (NICE) 

 Psychosis with Coexisting Substance Misuse (NICE) 

 Self-Harm: Longer-Term Management (NICE) 

 Self-Harm: Short-term Physical and Psychological Management (NICE) 

 

4.3 Thrive Model 

THRIVE MODEL - This developing model offers a radical shift in the way that CAMHS are 
conceptualised and potentially delivered. Replacing the Tiered model it outlines groups of children 
and young people (right hand diagram) and identifies the type of support they may need (see 
diagram below)  

 
 
2016/17 Refresh 
 
As an accelerator site for implementing Thrive within CAMHS, we have worked very closely with 
the Thrive implementation team to identify the strengths and areas for development within the 
current service provision. CAMHS have been transforming the services and the services provided 
have been fully mapped according to the quadrants within the Thrive model, this can be seen on 
page 21. 
 
The focus for current development is on quadrant one where there is not a wide range of service 
provision. CAMHS have developed clinics to support CYP who were discharged from CAMHS 
previously, to offer a one off contact to support a young person in maintaining good mental health 
and remind them of the tools to use as identified within their previous contact with CAMHS. 

http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#SIGN_AD
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#SIGN_AD
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE_ADHD
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE asd
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE asd
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#SIGN_autism
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE_bipolar
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE_BPD
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE_depression
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE_PTSD
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE psychosis
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE self harm longer
http://www.rcpch.ac.uk/improving-child-health/clinical-guidelines-and-standards/endorsed-and-supported/child-mental-health#NICE_selfharm
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Please see the report below produced by the Anna Freud Centre to assist us with strengthening 
the service provision within quadrant one. 
 

Addressing the Whole System: How well THRIVE Principles 
are delivered within ‘Getting Advice and Signposting’ 

i-THRIVE provides support for whole system transformation based on a range of core principles 
that apply to different levels in the system. These include:  (1) the Macro System (Commissioning 
and senior leadership within providers, who together consider how to improve population level 
outcomes) (2) The Meso System (Services, Pathways and Teams that work together to provide 
help according to the needs of the young person and their family) and (3) The Micro System (The 
individual interactions between professionals between each other and with the young people and 
families that they work with).  
A full baseline analysis of how well these principles are being met within Waltham Forest has not 
been undertaken collaboratively with the individuals in the provider and will be undertaken as part 
1 of the approach to implementation. Where it is possible to draw information from the existing 
data collection and report written earlier this year, we have made an assessment und undertaken 
a gap analysis to enable recommendations for improvement, which are set out below.  
 

Macro Principles: Population 
health improvement, how agencies 
work together and the 
commissioning of services 

 

Governance is multi-agency Waltham Forest has an established transformation 
board to oversee the process. Ensuring that health 
providers, commissioners, LA, third sector, public 
health and education were all represented would 
enable joint ownership and accountability for whole 
system transformation.  

Mental health policy is interagency. Waltham Forest’s mental health strategy and policy 
would be collaboratively developed including all 
agencies. This helps to ensure alignment, common 
aims & goals and a joint commitment to delivery.   

All agencies are involved in 
commissioning care (education, 
health, social care, third sector). 

Local commissioning leadership groups include 
representation from all agencies. This enables joint 
accountability, transparency and ownership of 
delivery.  

Contracting of services and the 
performance management of these 
services is informed by quality 
improvement information. 

Data collected from across the system is used to 
inform commissioning decisions. Decisions about 
which services are commissioned and de-
commissioned are informed by the use of quality data. 
Due to the alignment between agencies, there is a 
joint agreement to collect data across the system and 
this is considered collectively to enable transparency 
and accountability for performance. A joint outcome 
framework is co-developed and in place.  

Population level preference data is 
used to support commissioning 
decisions. 

Data about the preferences for care of young people 
and their families is collected by services. This data 
enables individuals’ preferences to be collated and 
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reported on. This data is useful to commissioners and 
system leaders in making commissioning decisions. 
This enables the patient voice to be systematically 
included in decisions about what services are 
provided in a non—biased way, at a population level.  

There is a comprehensive network 
of community providers. 

Waltham forest has gone some way to developing 
their network of community of providers. 
Operationally this is being achieved through the 
development of the Waltham Forest digital database. 
At a macro level, work would be done to develop good 
working relationships between agencies at a senior 
level. This may be achieved through inclusion in the 
co-design and transformation process or through 
creating opportunities for networking, as examples.  
This network would not be limited to those services 
that are commissioned currently.  

 
 

Meso Principles: 
Services, pathways 
and teams that provide 
care according to the 
needs based THRIVE 
groups.    

Care is provided using 
the THRIVE conceptual 
framework of five needs 
based groups. 

Waltham Forest has gone some way towards provision of 
care according to the THRIVE needs based groups. 
However, currently the assessment approaches do not 
systematically include consideration of which needs based 
group CYP are best managed in, and do not include clear 
consideration of whether evidence based intervention or 
support are most useful. Assessment is currently focussed 
in CAMHS and there would be benefit in considering how 
assessment in the community using the THRIVE principles 
can be achieved, with the aim of increasing the number of 
appropriate referrals into CAMHS and increasing 
opportunities for self-care, self-management and the 
provision of advice with the aim of reducing the reliance on 
CAMHS to provide assessment of all CYP presenting with 
mental health needs.  
 
Waltham Forest has undertaken some good work in working 
towards provision of care according to the needs based 
groups. To date this has been focussed on CAMHS services 
primarily. There would be benefit in consideration of the 
following:  

- Peer support, possibly based in LA or voluntary sector 
settings.  
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- Expansion of the digital offering – to include provision 
of evidence based intervention as an alternative 
option to CAMHS referral 

- Build assessment, signposting and advice services in 
the community, focussing on primary care and 
educational settings. It is important that this is done in 
collaboration with CAMHS, and not established as an 
‘alternative’ to CAMHS referral & assessment.  

- Analysis of minority groups identified in the JSNA 
would enable WF to identify other important groups 
who would benefit from outreach services.  

Quality Improvement 
data is used to inform 
decisions and involves 
multiagency review. 

Through discussion with CAMHS services outcome and 
service, performance is used well in pockets. However, there 
is variation in the data collected across the pathway, and this 
is not used systematically to improve services. Practitioners 
describe collecting data and not ever seeing collated reports 
of receiving feedback on this. Data is generally collected as 
it is required by the CCG, and there do not appear to be 
systems in place that are owned and led by CAMHS teams 
that collect and utilise data for improvement. It appears there 
is not currently a forum in which professionals have the 
opportunity to think about improvement data or develop 
improvement projects based on reflection of this.   

There is a focus on 
strengths and family 
resources wherever 
possible. 

Introduction of explicit self-management programmes, 
focussing on enabling professionals to understand how this 
fits with provision, as well as providing support and services 
to enable CYP and families to undertake this as a supported 
option for care. 
Accessing the i-THRIVE training on self-management and 
support would be of value.  

Appropriate evidence-
based practice is 
available and used 
according to the 
THRIVE needs groups. 

This review has not undertaken an audit of the extent to 
which services are compliant with evidence-based practice. 
Establishing effective audit cycles addressing each pathway, 
including training members of staff and with supervision 
would be of value. It is important that outcomes are feedback 
and quality improvement plans put in place in response to 
these audit cycles. 

  
 

Micro Principles: Interactions 
between children, young people 
and their families with their 
clinicians, and interactions 
between professionals   

Shared decision-making is at the 
heart of all decisions. 

 Waltham Forest thinks a lot about ensuring there is 
a person centred approach to care. There is not an 



54 

explicit use of shared decision making currently and 
this is not measured. In areas where SDM 
measures highly, plus preferences are collected, it 
is possible to get a measure of how patients view 
the quality of SDM. Where there are high scores, 
there tends to be better patient experience, better 
engagement with services and outcomes are 
achieved more quickly. The use of Option Grids to 
support decision-making reduces the variation in 
quality of the SDM process and provides a useful 
tool for supporting effective SDM and signposting. 
Option Grids are currently being developed and will 
be available to WF from early 2017. Implementation 
of these plus the CollaboRATE measure would be 
of value.  

All staff, children, young people 
and families are clear about 
which needs group they are 
working within for any one person 
at any one time and this explicit 
to all. 

 Waltham Forest has not yet implemented the 
Needs based groups fully and so this is not likely to 
have been fully achieved. Operational requirements 
include:  

- Training and clarity about what the needs 
based groups are composed of and how staff 
and patients decide this, primarily during 
assessment.  

- clinicians need to be able record this within 
electronic records, which in turn enables 
easy reporting according to needs based 
group 

All staff, children, young people 
and families are clear about the 
parameters for getting help and 
reasons for ending help. 

Getting Help & Getting More Help are not the focus 
of this report. However, most services in Waltham 
Forest do not have an explicit approach to this. This 
would require:  

- training in the use of goal based approach to 
care 

- training in ‘when to stop treatment’ 
- staff being clear about the parameters for 

help and getting more help 
- staff and patients being clear about what is 

being achieved in a given episode of care 
- introduction of a review process to manage 

this 
- audit 
- Clear operational management and clinical 

supervision incorporating these principles. 

Any intervention would involve 
explicit agreement from the 
beginning about the goal being 

This is currently not systematically or explicitly done 
within Waltham Forest CAMHS. The value here is 
having clear parameters that are jointly agreed by 
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worked towards and the likely 
time frame. There is a plan for 
what happens if the goal is not 
achieved. 

staff and CYP about how and when a care episode 
will end. This would be applicable to all needs 
based groups, including Getting Advice & 
Signposting, as well as services provided in the 
community. Waltham Forest has identified that 
there are times when CYP or practitioners feel that 
there are new problems, or that they detect 
reluctance for discharge, possibly due to concerns 
about accessing care again in a timely fashion. 
They have introduced open clinics called ‘THRIVE 
clinics’ to help address this, in which CYP who have 
been discharged from services are able to drop in 
to access ad hoc short term advice/ review if 
required. This looks to be a useful innovation and 
rapid evaluation of its impact would be useful.   

Outcome data is used to inform 
individual practice with the 
purpose of improving quality. 

While some outcome data is collected in pockets of 
CAMHS, this is not comprehensive and there is not 
a systematic approach to the use of outcome 
measures across all pathways and parts of the 
service. There is also variation between 
practitioners. Some practitioners use outcomes as 
part of the therapeutic process while others have 
not included this into their practice. Practitioners 
report that they receive little or no feedback on the 
data that they do collate. Implementing this would 
require agreement about the measures to be used 
in different pathways, supervisors to include review 
of these measures, and it would be useful for there 
to be a mechanism to collate and feedback these to 
staff.  
We would recommend training for practitioners and 
supervisors not clear on this approach, as well as 
introduction of an operational system that enables 
collection and reporting back of this data, for use by 
individuals and for QI at a team/ service based 
level.  

The most experienced 
practitioners are involved in 
Getting Advice and signposting 

It would be valuable to ensure at least one band 8 
member of staff is involved in provision of Advice 
and Signposting in CAMHS, and that this level of 
expertise was available to supervise/ provide 
advice to those undertaking assessment in the 
community.  

All children, young people and 
families getting Risk Support 
have documented, multi-agency 
plans, which set out the support 

This is not the focus of this report. Waltham Forest 
CAMHS are implementing an approach to Risk 
Support that I understand incorporates this 
approach. It would be important that this be 
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they will receive from relevant 
agencies. 

developed in collaboration with LA and educational 
settings to ensure that the approach is genuinely 
multi-agency.  
 
This is the focus of the next community of practice 
day in November and we would recommend that 
WF staff members developing this aspect of the 
service attend that day, as we will be receiving 
training from Peter Fuggle and Peter Fonagy on 
how to optimise the approach to this.  
 

 

Suggested actions to consider: 

1. Development of Assessment based in the community: part of this system would be to 

skill up the professionals making decisions about where help for CYP is most suitably 

received from. This is essentially an assessment that addresses whether a CAMHS 

referral is required and the preferred option for the CYP and family, and if not, provides an 

effective alternative. The alternatives would be good quality advice or the provision of an 

alternative, suitable and preferred service in a community setting, e.g. in school, primary 

care, voluntary sector. The aim of this service would be to avoid dependency and reliance 

on CAMHS for all assessment, to provide earlier intervention for CYP through enabling 

them to access suitable services and advice in the community without deterioration while 

on a CAMHS waiting list, to create a uniform and systematic approach to assessment and 

advice provision in the wider community.  

2. Development of Advice Services in the community: although advice provided in 

CAMHS about mental health problems is of a good quality, there is currently a wide 

variation in the quality and access to advice in the community, which is leading to an over-

reliance on CAMHS. The introduction of a service that enables CYP and families, and 

professionals in the community to access good quality advice would be of value and 

reduce the requirement for a CAMHS referral in order to access this. Waltham Forest is 

developing digital advice services, which look to excellent. It would be important that these 

are rolled out in the community together with awareness and training so that they do not 

inadvertently lead to further reliance on CAMHS. The telephone triage service that has 

been introduced is of value, and it would be useful to think through how this can be 

accessed without a referral to CAMHS, or if this service can be adapted to provide 

professionals support in school and community settings. The success of services such as 

these tends to be due to the relationships and communication around them and as such 

it is important that there is a concerted programme of communication and relationship 

building across the locality, so professionals are aware of the services available.  

In summary: develop a coherent, over-arching programme of activity to ensure professionals 
across relevant universal service settings (for example Children’s Centres, Health Visitors) are 
appropriately informed and empowered to offer information and advice to children and young 
people in relation to their mental health need.   
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a. The format for this would be best designed following consultation with services 

about how they work, but short-term responses could include continued 

development and promotion of online resources and signposting materials, 

webinars, or information leaflets.  

b. A mid-term response may include a series of whole systems stakeholder 

engagement workshops with the wider system  

3. Development of a comprehensive network of community providers: in order to 

reduce the reliance on CAMHS, there needs to be a range of alternative, suitable options 

for provision of advice and support in the community. These would be a mix of generic 

advice for CYP and families as well as services targeting specific needs, such as 

bereavement, bullying, school attendance, and behavioural issues as examples. The 

development of this network requires more than a database listing services that exist, 

although this is a critical step. It requires staff undertaking assessment in the community 

and within CAMHS to be able to undertake assessments with these options in mind, to be 

trained to understand the range of alternative services and how they are able to meet 

needs. It also requires a clear understanding of processes for referral and the criteria for 

acceptance in each of these. This should extend to commissioned and non-commissioned 

services. Finally, ensuring there are good quality relationships between professionals 

working across the locality is critical, enabling confidence in referrals to non-CAMHS 

provided services, as well as liaison between professionals to ensure integrated pathways 

work effectively together. Given the perception of the lack of provision available currently, 

there would be value in undertaking a targeted piece of work to understand were gaps 

exist currently in provision, enabling commissioners (LA and health) to consider how these 

can be best met.  

4. Ensure CAMHS assessment/triage services have oversight from band 8.  

5. Ensure that there is band 8 professionals available to provide advice and support 

to professionals in the community. This would be achieved through collaborative 

approaches to supervision for assessment teams in the community. 

6. Emphasis on self-management, self-care and building resilience: Waltham Forest 

would benefit from developing this element of their services, within both CAMHS and the 

broader community. Enabling CAMHS staff to understand the value of self-management 

and self-care, to be able to support them to coach and mentor CYP and families in this as 

part of intervention, and be aware of the value and opportunities available for building 

resilience would be of value. The introduction of services specifically aimed towards this 

would be of value, in particular peer-support programmes targeting CYP and parents 

separately. There is a growing evidence base for these services, which can be provided 

from educational or LA settings. They demonstrate improvement in educational and health 

outcomes, and improve resilience. More than Mentors is a programme that was piloted in 

Newham and is being rolled out as part of a lottery-funded programme that could be 

considered.  

7. Implementation of shared decision-making: Waltham Forest CAMHS is starting 

valuable work on developing shared decision making within its services. However, this is 

not systematic across all professionals, there is variation in the way it is carried out and 

there are currently not tools in place to support decision-making or signposting. Having an 
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explicit programme including training and implementation of the approach, including the 

adaptation of existing tools to support this would be of value.  

Delivering an Integrated needs led service aimed at delivering 
a person centred service that improves population level 
outcomes 

 
1. Consideration of existing governance frameworks: ensuring that governance, 

accountability and performance is managed in collaboration across the agencies is critical 

to developing a whole system approach to delivering CYP mental health services to a 

locality-level. Too much emphasis on health as a system leader can lead to over reliance 

on CAMHS, with focus on the performance and efficiency of a small part of the system, 

leaving the effectiveness and functioning of the wider system.  

2. Consideration of measurement frameworks and the use of data: In concert with 

review of governance, a complimentary review of the outcomes and measurement 

frameworks would be of value. This would be the development of a jointly owned outcome 

and performance framework. As part of this, it is important to consider how data is used 

at different levels in the system and the infrastructure required for this to be valuable and 

drive improvement within the services. For example: on the front line, it would be beneficial 

to have a standard set of outcomes that are collected across all services. These should 

be used within individual interactions with CYP as a therapeutic aid, as well as part of 

individuals’ supervision. The data would be collated and used at a team/service level to 

understand variation in provision and outcomes, and as the basis for identifying quality 

improvement opportunities. In addition, the data would be collated again to a pathway 

level and fed back at a commissioning level to understand the role of services in improving 

outcomes.  Within the Getting Advice & Signposting, there would be additional 

consideration of the role of outcomes data in the broader system – in particular the impact 

of highly qualified staff located in the Triage services and Schools Link pilot.  

3. Use of preference data to support QI and commissioning decisions: Data on the 

preferences of individual CYP and families on the services they would prefer to access 

and utilise can be valuable, when collated, to support decisions about which services are 

valued. When used in concert with outcome data and the quality of shared decision-

making in services, this provides a powerful commissioning lever to support 

commissioning and de-commissioning of services.  

Expected Impact if Advice & Signposting is effectively 
delivered 

1. Building the community assets and developing an integrated network of community 

providers will reduce the reliance on CAMHS to provide advice, support, treatment and 

signposting. It is expected that when functioning well, there would be an increase in the 

proportion of suitable CAMHS referrals, CYP accessing advice & support sooner in their 

pathway within community settings, and an increase in emphasis on resilience building, 
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self-management and self-care.  CYP will access advice and support in the community 

leading to less deterioration because of difficulty in accessing services in a timely manner.  

2. Through introduction of shared decision-making, CYP and families have the opportunity 

to participate in decisions about the most suitable place, modality and type of intervention. 

Evidence demonstrates that CYP and families are likely to have better experience of care, 

to engage better with services, adhere to treatment, DNA’s are reduced and outcomes are 

achieved in a shorter time frame.  

3. By introducing a needs and goals based approach to delivering care, CYP and 

practitioners are clear about boundaries for treatment, the difference between active 

treatment vs. support, and the role of different agencies and team members in the delivery 

of this. This will increase efficiency, rationalise no. of contacts and length of contact with 

services and make discharge easier. In turn, there will be more capacity within existing 

services and waiting times will be reduced, increasing ease of access of care.  

4. Review of governance and more effective interagency working will increase transparency 

and improve accountability across the system. Professionals will be enabled to work 

across institutional boundaries, accessing help and support for families according to 

needs. This will move towards a tier less service.  

Further input to be provided 

The i-THRIVE team would be willing to collate a range of case studies and examples of sites that 
have successfully taken these approaches, with the aim of supporting any transformation actions 
that are undertaken as a result of this report  
As a part of the i-THRIVE Implementation process funded by the Health Foundation, it is possible 
to undertake the following workshops:  

1. Undertaking a THRIVE baseline assessment of how THRIVE like the existing WF service 

is – this report is a valuable start, but undertaking this in collaboration with services is of 

value to ensuring local ownership of transformation. This could include a prioritisation 

process to identify the short and medium priorities for improvement.  

2.  A second workshop would work with the locality to develop a plan for improvement and 

redesign based on the recommendations here and other aspects highlighted in the 

THRIVE baselining workshop. On the basis of this workshop, plans for re-design and 

improvement would be drawn up. This would enable workforce analysis and needs 

assessment, the development of a structured training programme drawing on CYP IPAT 

and the i-THRIVE Academy. Finally, a plan for implementation and quality improvement 

to start in 2017 would be drawn up.  

3. A final workshop to develop an approach to the use of data and outcomes across the 

locality. This work has started through the work in the beginning of the year, however 

ensuring that this outcome framework aligns with the plans for transformation, and that 

the outcomes are owned at a provider level is valuable. In addition, this would explicitly 

consider the systems within providers that would be useful to enable effective quality 

improvement and management of outcomes.  
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It is proposed that the i-THRIVE implementation team would then coach and mentor the QI 
process throughout 2017 to support the implementation and delivery of the planned 
improvements.  

  



61 

5. The Roadmap 

Objective 1 

 
 
We will identify children and young people in need of support as early as possible and intervene 
early by delivering the following local priorities. The goal is to improve universal accessibility to 
child mental health services. We will: 
 

 Commission training and support existing education for teachers and other school staff 
around the early causes of emotional/mental health and support schools to address 
emerging issues. 

 Develop clear set of approved/agreed online resources and ensure all schools, 
community groups, health and social care providers are aware to signpost young 
people in need of self-help. 

 Increase capacity in commissioning to progress the transformation plan and deliver it 
on time. 

 Commission a large campaign and fund on-going work to raise the awareness of 
mental health, reduce stigma, and develop champions (including peer champions) in 
all settings who will understand causes, signs of mental health and be able to provide 
youth mental health first aide.  

 Conduct a schools and community audit of existing support and programmes 
underway that build children and young people’s resilience, support parents/carers 
and promote mentally healthy schools. We will then use the audit findings to share 
best practice, develop networks and identify areas of support and future investment 

  Develop, expand and promote the local web based mental health decision making 
tool (self-harm) for professionals, to include a wider range of mental health problems 
and tailor it to provide information, support and signposting to parents/carers . 

 Commission CYP IAPT training and education to GPs and other primary care staff  
(i.e. in colleges) to support their role in supporting children and young people with 
mental health issues, linking with Waltham Forest Local Authority Children’s Services 
and develop a network of GPs as locality ‘Champions’. 

 Through formalising the support and supervision for Learning Mentors, we will provide 
additional mentoring to children in primary schools who are at risk of developing social 
and emotional behavioural difficulties. 

 Work with the voluntary sector, public health and GPs to encourage social 
prescribing for more children and young people with emerging emotional wellbeing 

and mental health problems.   

   
 
 
Objective 2 

 

For all children and young people, we will promote good emotional and mental 
health, build resilience, reduce stigma, identify and address emerging mental health 
problems and risks at the earliest opportunity.  

We will provide children, young people and their families with timely, 
accessible, high quality support and treatment underpinned by shared 
decision-making. 
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We will improve the coordination of services, build capacity and provide better and faster access 
by delivering the following local priorities:  
 

 We will  increase access to mental health services by commissioning a CAMHS worker to 
work within the newly developed young person’s service (alongside substance misuse 
and sexual health) This will ensure children and young people have access  to 
comprehensive and holistic services from a single ‘hub’ and stigma associated with 
CAMHS is reduced.   

 We will build on the foundations of the school links pilot and commission on-going schools 
link workers to continue to improve the links between CAMHS and all schools and colleges 
in the borough.  

 We will invest in eating disorder services by jointly commissioning services with other 
neighbouring boroughs to ensure that young people in Waltham Forest with an eating 
disorder have access to a more responsive and accessible service when they need it. 

 We will continue to strengthen the integrated LA/CCG CAMHS commissioning board and 
to improve partnership work, commissioning and joint decision-making. 
 
 We will commission a post to develop and improve a CAMHS management pathway 

at Whipps Cross to improve link between crisis and Out of Hour services. 
 
 
Objective 3 

 
 

 We will review the current mental health provision for our most vulnerable populations 
including LAC placed in and out of borough, adopted children, youth offenders, CYP with 
SEND and others and ensure that services are commissioned to meet their needs 

 We will commission the development or procurement of effective digital tools and 
resources for our most vulnerable and looked after Children to improve access to 
information, online support and self-care tools and resources.  

 We will improve support for LAC at lower levels of need and extend support to adopted, 
SGO  carers/children 

 We will clarify and communicate the pathway of transition into CAMHS from PIMHS and 
into AMHS from CAMHS and set up systems and processes with specialist commissioning 
to identify  

 Our integrated commissioning board will ensure that services meet the needs of our most 
vulnerable and disadvantaged children by carefully reviewing the following;  
 The age of CAMHS  availability, i.e. to ensure ‘stability’ CAMHS may be required to 

continue to deliver serviced into early adulthood where this is required particularly for 
those who are not ready to make the transition to adult services or do not meet the 
threshold for an adult mental health service. 

 Availability and suitability of digital technologies to provide more flexible and 
responsive access to CAMHS (i.e. web chat, Face Time, Skype etc.)  
 

  

1. We will improve care through better integration of mental health and 

physical health and provide appropriate support at key transition point for 

vulnerable children and young people. 
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Objective 4 

 
 

 We will build on the joint findings of the recent CAMHS reviews and use them to inform 
commissioning and provider improvement plans  

 We will jointly develop shared outcomes for implementation across all CAMHS provision 
and to drive systematic quality improvement 

 We will re-specify our currently commissioned services to ensure better use of resources, 
greater emphasis on evidence-based interventions and setting new outcome focussed 
KPI’s. 

 We will begin joint monitoring of contracts by commissioners where possible  

 In addition to this plan, we will develop a joint CAMHS strategy to drive further 
improvement over the next 5 years. 

 We will engage and involve young people in designing some of the service delivery 
especially in areas of engagement, digital development and peer support. We will also 
review the feasibility of having a young person commissioner post. 

 We will develop a new comprehensive and integrated CAMHS model based on the 
THRIVE model and provide dedicated project support to implementing this across the 
wider health and social care economy. This will provide a system without tiers, reduce 
health inequalities by ensuring that vulnerable CYP receive appropriate care and 
treatment and clarify the pathway for children and young people with mental health needs  
We will set up a commissioner-led CAMHS partnership board consisting of the range of 
relevant providers and stakeholders across all sectors. Critical to the success of this board 
will be inclusion of young people, parents and carers. 
 

Objective 5  

 
 

 We will build on our existing perinatal services and commission antenatal education 
programmes, postnatal depression (PND) awareness training for breast-feeding mums to 
detect postnatal depression, following the perinatal funding allocation. 

 We will increase the capacity of the perinatal services (Subject to additional 
funding) to carry out more outreach services and reduce the waiting time for appointments. 

 Subject to additional funding, we will also commission postnatal support group sessions 
in children’s centres for women with low level postnatal depression who do not meet 
PIMHS thresholds 

 
We will also increase the capacity to develop a duty system in perinatal services 

  

We will take a systems approach to delivering transformation, develop, and 
implement an integrated model to achieve our shared objectives 

We will take a whole life approach starting with pregnant women right 
through to transition into Adult Services. 
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5.1 Improving Outcomes 

In addition to the above governance framework specific key performance indicators have been 

agreed and detailed for Year 1 of the Plan, and have been correlated to the finance 

arrangements set out in the Finance Tracker.  For Phase 2 onwards we will work across the 

local partnership to develop a joint performance framework, which will include an outcome 

indicator set to measure how well we are achieving these outcomes. 

 

Plans will also be supported with measurable and ambitious key performance indicators to 

ensure the plan is delivering the required improvements. This work will be developed in more 

detail as part of the joint governance arrangements and working with providers and servicer 

users. 

We expect to see improvements across services as a result of additional investment, we will 

agree with the provider a set of key performance indicators across the life of the plan but also 

with key deliverables in 2015/16: 

 Increase in staff receiving CYP IAPT training 

 Increase in children receiving evidence based treatment   

 Access and waiting time standards met 

 Reduction in waiting times to access service where there is an additional need 

 Improvements in patient satisfaction levels 

 Evidence of greater resilience in children, young people and their families 

 Increased capacity and capability across the system, increased activity levels 

and directed self-support. 

 Improved outcomes for vulnerable children and young people 

 Reduced demand for specialist services 

 

We will work with providers to ensure that we embed effective outcome based performance 

measures, and new measures to reflect compliance with national standards, evidence based 

treatment and new access and waiting times. These will complement the suite of existing 

measures that are currently in place.  These are detailed below, however we will now take the 

opportunity as part of this plan and as part of our commissioning cycle to review these 

measures. 

 % DNA rate First appointment 

 % DNA rate Follow up appointment 

 5X5 Survey report 

 % CYP requiring emergency assessment seen by the end of the following working day 

(Serious immediate incident of self - harm, including overdose) 

 Number of referrals received 

 % of referrals accepted 

 % referrals not accepted 

 Number referrals not accepted 

 Number of WF LAC referrals received 

 % of  WF LAC referrals accepted 



65 

 Total caseload  

 Number of repeat referrals (within last 12 months) 

 Number of appointments cancelled by provider 

 Number of complaints 

 Number of compliments 

 Number of CAMHS inpatients discharged from hospital receiving follow up within 7 days: 

Split by F2F and telephone contact  

 % of CAMHS inpatients discharged from hospital receiving follow up within 7 days: Split 

by F2F and telephone contact  

 Number of CYP whose cases were closed by team 

 % of CYP closed by team 

 Breakdown of destination on case closure by Team by available RIO reporting category 

 Number on caseload with EHC Plan 

 Number of known cases of Child Sexual Exploitation (disclosure does not need to be 

physically evidenced.)  

 Number of known cases of Child Sexual Abuse (disclosure does not need to be 

physically evidenced.)  

 Number (client total) of initial measures completed. By Tier 3 CAMHS service 

 Percentage (client total) of initial measures completed. By Tier 3 CAMHS service 

 Number of follow up mental health measures completed by Tier 3 CAMHS service 

 %age of follow up mental health measures completed by Tier 3 CAMHS service 

 

 

5.2 Investment 

.The Waltham Forest Clinical Commissioning Group has been using an indicative amount of an 
additional £521,437 per year to spend on supporting the implementation of this Transformation 
Plan. Of this, £148,850 per year has been specifically allocated by the government for eating 
disorder service. The remainder allocation is for local discretion:  
 

Total £521,437 

Implementation of a £148,850 community eating disorder service 

Additional CAMHS £372,587 funding 

 

 
16/17 Refresh 
The Waltham Forest Clinical Commissioning Group has been using an indicative amount of an 
additional £521,437 per year to spend on supporting the implementation of this Transformation 
Plan. A further allocation of £160,000 has been specifically allocated by the government for eating 
disorder service. The remainder allocation is for local discretion:  
 

Total £521,437 

Implementation of a £160,000 community eating disorder service 

Additional CAMHS £521,347 funding 
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5.2.1 Investment of transformation funds 

Transformation funds will be used to build capacity and capability across the system and ensure 

high quality mental health care, which is evidence based and delivers improved health 

outcomes. 

The investment approach underpinning our plan is based upon the need to: 

 Reduce demand for services by building resilience of children, young people, 

families and schools and intervening early 

 Make emotional health and wellbeing ‘everyone’s business’, empowering, 

parents, peers and professionals to play an active role in supporting a child or 

young person. 

 Ensure timely access to high quality evidence based treatment, which is 

responsive to need, including diagnosed mental health conditions and crisis 

support. 

 Service transformation overview – local priority schemes by theme: 
 

We have identified projects, which will help us to meet our objectives and outcomes. As in first 
some of these projects are not tested CCG will take a approach of a Business case, pilot the 
schemes, evaluate and then decide for recurrent funding. We expect as i-thrive accelerator site 
for major changes in the way we commission services and provision.  
 
 We expect that in 15/16 allocation there will be underspend in some areas. Thus, we have 
identified areas where there will be non-recurrent funding and that will help us to bed in some 
good practice in Waltham Forest. We have discussed with our providers and stakeholders and 
have agreement that the organisations are going to manage it over the year-end. The 
transformation Board will oversee and approve the development of these changes over next two 
years.    
 
We have developed a ‘scorecard’ for CAMHS, which includes our local outcome, key KPI, planned 
investment  
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Scorecard 

OUTCOME 1 
More children and young people with mental health difficulties are identified and supported 
in community settings, reducing the need for specialist services (Please see Section 5 of 
plan Objective 1) 

Objective Baseline Actions KPI Target 
Funding 
Stream 15/16 

Funding 
Stream 
16/17 

Co-ordination of 
i-Thrive 
accelerator work 
and project 
management for 
the  delivery of 
the CAMHS plan 

new service 

Interim worker 
recruited for 
additional 
capacity in 
CAMHS 
transformation 
work 

100%  £  64,500   £50,000 

CYP IAPT 
compliance and 
additional CYP 
IAPT training for 
staff in universal 
services  

Baseline data to 
be determined 
by 5th of Dec 
(Information 
requested from 
provider)  

Number of 
children 
receiving CYP 
IAPT compliant 
treatment 

Additional 20% 
from baseline to 
receive CYP IAPT 
intervention. 

 £  10,000  £  10,000 

 
OUTCOME 2 
Parents, carers and professionals are more confident in responding to needs (Please see 
Section 5 of plan Objective 2) 

Objective Baseline Actions KPI Target 
Funding 
Stream 15/16 

Funding 
Stream 
16/17 

Improve access  
by providing 
digital support 
and services  to 
CYP and parents 
at their 
convenience  

Not measured 
new scheme 

20% of new CYP 
and parents 
accessing digital 
support  

100%  £   15,000  £15,000 

Improve access  
by providing 
digital support 
and services  to 
CYP and parents 
at their 
convenience  

Not measured 
new scheme 

20% of new CYP 
and parents 
accessing digital 
support across 
CAMHS and EDS 

100%  £   39,850  £65,000 

Commission 
Wellness Hub to 
provide CAMHS 
information, 
single point, 
Early 
intervention, 
signpost, peer 

not measured 
as new scheme   

Number of CYP 
/parental/carer 
support  
receiving early 
intervention, 
prevention 
services in 
community  

25%  of new 
cases managed 
in the 
community 

 £   45,000  £100,000 
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support and 
parent group.  

Improve quality 
of care and 
effectiveness of 
CAMHS 
provision 

Not measured 
as new scheme 

Increase staff 
capacity for 
Thrive co-
ordination, 
project support  
and every CYP in 
CAMHS has a 
THRIVE plan 
which is reviewed 
and updated as 
needed 

30% of  CAMHS  
cases have 
THRIVE plans 

£ 52,887  
 

£75,000 

 
OUTCOME 3 
Children and young people are more resilient, being better equipped to handle life’s ups and 
downs (Please see Section 5 of plan Objective 5) 

Objective Baseline Actions KPI Target 
Funding 
Stream 15/16 

Funding 
Stream 
16/17 

Anti-stigma 
Campaign 

Not measured 
as new scheme 

Anti stigma 
campaign to be 
run 

Campaign to 
run by end of 
March 2017 

£5000  
£5000 

CAMHS Directory 
Not measured 
as new scheme 

Create Directory 

Directory 
created and 
published by  
end of March 
2017 

£5000  

 

Complete a 
schools audit 

Not measured 
as new scheme 

Audit MH 
services within 
Schools and 
complete report 
 

Audit 
completed and 
Report 
produced by 
end of February 
2017 
 

 £  £10,000  

 

Improved 
knowledge and 
expertise in 
schools, skill 
development 
and improving 
early 
identification. 

No baseline, 
new service 

2 new School 
interim  Link 
worker 
appointed to 
provide support, 
information and 
guidance to 50  
new schools 

80% target of 
schools and GP 
practices  

 £40,000  
 

£60,000 

 
OUTCOME 4 
Access to support is provided in a timely manner (Please see Section 5 of plan Objective 4) 

Objective Baseline Actions KPI Target 
Funding 
Stream 15/16 

Funding 
Stream 
16/17 

Eating Disorder 
Services- 
Increasing the 
capacity of 

Current service 
reaches urgent 
high risk cases 
only 

Interim 3 staff at 
£450 daily for 16 
weeks in 15/16 
to clear backlog, 

100% of staff 
recruited and 
achieve 

 
 
£108,000 £160,000 
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eating disorder 
services to clear 
backlog, 
Improved 
waiting times  
and access , 
improved 
outcomes,  
reduced 
admissions to 
Tier  
4 

develop 
pathways to 
ensure the 
provision of   
95% of cases 
that received 
NICE concordant 
treatment within 
the standard's 
timeframes. 
 
 
 
Commission 
New digital 
innovative 
package for body 
imaging, App 
development   
 

clearing the 
backlog by 95% 

 
 
 
 
 
 
 

New digital tool 
in place  

The provider 
will recruit to 
permanent staff 
by March 16.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
£40,850 

 
OUTCOME 5 
Children, young people, their families and carers and other professional have a positive 
experience of care and support (Please see Section 5 of plan Objective 5) 

Objective Baseline Actions KPI Target 
Funding 
Stream 15/16 

Funding 
Stream 
16/17 

Raised awareness 
of mental health 
issues; provision 
of MH First Aid 
training  promote 
emotional 
resilience; raise 
awareness of 
self-care 
strategies; 
reduce stigma; 
and promote 
help seeking as 
positive 

Not measured 
as new scheme  

Number of 
mental health 
promotion 
events held in 
community 
settings, 
Number of First 
aid training 
provided 

8 mental health 
promotion 
events in four 
months,  5 MH 
first Aid training 
provided 

 £   11,000  £11,000 

Establish 
Paediatric 
CAMHS pathway 
at Whipps Cross 
hospital .Improve 
access and 
waiting times, 
improved 
outcomes, 
reduced 
admission to Tier 
4 

Not measured 
new scheme 

Recruiting 
interim 
paediatric MH 
nurse to 
establish 
pathways, and 
increase access  

70% CYP on 
paediatric wards 
seen by 
community 
CAMHS within 24 
hours 

 £   33,200  £60,000 
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Establish 
Vulnerable/LTC 
Psychologist to 
work between 
Wood Road and 
Whipps Cross 
hospital .Improve 
access and 
waiting times, 
improved 
outcomes, 
reduced 
admission to Tier 
4 

Not measured 
new scheme 

Recruiting 
interim MH 
nurse to 
establish 
pathways, and 
increase access  

70% 
vulnerable/LTC 
CYP paediatric 
wards or Wood 
Road seen by 
community 
CAMHS within 24 
hours 

 £   32,000  £70,000 

LAC Tracker 
Not measured 
new scheme 

Recruit interim 
PM to establish 
CAMHS tracker 
to include 
waiting times 
for CAMHS for 
LAC out of area, 
what provision 
is made for LAC 
in each area 

Completed 
tracker by end of 
March 2016 

£10,000 

 

Total     £521,437 £681,000 

 
Recurrent funding from Waltham Forest CGG for CAMHS services is part of a NELFT block contract where 
the funding equates to £2,242,920 for Specialist CAMHSs 
Recurrent funding from Waltham Forest Local Authority for CAMHS services equates to £ 1,109,200. Which 
includes funding for CAMHS (Tier 1 and 2) school services Youth Offending Service, and Fast Track LAC 
 

5.2.2 CAMHS and Schools Link Pilot Scheme 

To accelerate our plans for change, Waltham Forest has been successful in receiving an 
additional £50K allocation, following a submission of a proposal to a national pilot scheme 
sponsored by NHS England and the Department for Education. This is matched funded £50K 
from the WF CCG and as a result, Waltham Forest has signed up ten local schools for the pilot 
scheme.  
 

5.2.3 Existing Investment in CAMHS 

In addition to new investment for CAMHS Transformation, it is clear from the LA and CCG service 
reviews that current investment needs further attention to ensure that it is being maximised to 
deliver the best outcomes for our Children and Young People. It is the intention of the Local 
Authority to further develop and agree an investment plan for all areas of emotional and mental 
health service provision before the end of this financial year and to realign current investment to 
ensure it is sustainable. This may result in the Local Authority funding more ‘upstream’ early 
intervention and prevention focussed activities within schools and the wider community. The 
transformation plan will also be used to ensure that issues identified in the LA / CCG service 
reviews are addressed appropriately and Waltham Forest is able to achieve meaningful 
transformation across the system.  
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5.3 Making it happen  

With a strong record of accomplishment of achievement, all partners involved in the development 
of this Transformation Plan have the ambition and commitment to deliver further tangible 
improvements to child and youth mental health services and support in Waltham Forest. Working 
with partners from across the whole system through our established Integrated CAMHS Board, 
the next step is to begin implementing this plan with a focus on early intervention and support for 
children and young people. We have developed a comprehensive high-level timeline/action plan, 
which sets out how we will deliver on our local priorities.  
 
 

5.3.1 Timeline/Action Plan 

We have outlined a high-level action plan and the Integrated CAMHS Commissioning Board will 
be responsible for the development of the detailed plan and communicating this to the Children’s 
Health and Wellbeing Board and the Joint Commissioning Board. 
 
2015/16 

• Appoint project resource for delivery  
• Fixed-term posts for new services to begin needs-based delivery model.  
• Expand Eating Disorders services;  
• Complete Schools pilot and extend to all schools & colleges  
• Conduct schools, community and voluntary sector audit  
• Roll out CYP IAPT training for identified providers  
• Run borough-wide anti-stigma campaign  
• Commence joint monitoring of contracts across CAMHS pathway  
• Develop, implement and monitor provider improvement plan - provider to publish annually 

 
• Strengthen Integrated CAMHS commissioning board and develop agreed joint investment 

plan 2015-2020  
• Set up CAMHS partnership board & Develop joint CAMHS Strategy 2016-2020  

2016/17 
• Agree new metrics and outcomes; explore payment mechanisms – This is currently in 

progress 
• Appoint young person commissioner on the board – A young person has been invited 

to join the Joint CAMHS Commissioning Board 
• Provider to begin reporting outcomes to national HSCIC dataset – provider reports 

outcomes to national HSCIC dataset 
• Fully model capacity and demand for needs-based model – This has been mapped as 

part of the transformation to Thrive  
• Expand Perinatal mental health services - in line with NHS England Commissioning  

Guidance (pending) – a bid has been submitted for additional funding across the STP 
to support the expansion of services, we are awaiting the outcome 

• Develop service specifications for needs-based models – specifications will be 
developed in line with the continuing transformation of services 

• Joint/Integrated commissioning of full pathway for needs-based model – The CCG, NHS 
England and the Local Authority are working closely together to jointly commission the full 
CAMHS pathway for a needs based model. 
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• Complete audit of school-based interventions, infrastructure and investment – An initial 
audit has been completed, there are plans to complete a more in-depth audit to fully 
ascertain the level of need and help available in schools  

• Develop digital technology/self-help online services – WF CAMHS have developed the 
“MyMind” app and this is currently going through the QI testing. This will be finalised and 
rolled out to services users known to CAMHS in this financial year. Other options for digital 
support are being considered and reviewed. 

• Deliver training programmes to key professionals - i.e. teachers and primary care –  
Education sessions will be run for GP’s, CASCADE training is provided for schools 
participating within the Schools Link project, two staff members working with CYP have 

2017/18 
• Stakeholder engagement and co-production to develop a new service specification for 

commissioning 
• Jointly monitor existing services against metrics and outcomes (baseline) 
• Re-commission services against needs-based model (March 2017) if required 
• Run borough-wide, year-long anti-stigma campaign - commission CV Sector 
• Train and support mental health peer champions in all schools, sporting clubs and 

community groups 
2018/19 

• Full implementation of new needs-based model 
• Monitor against new metrics 
• Contract variations as required 

2019/20 
• Embed and evaluate the new needs-based model of care 
• Revise Transformation Plan & Joint CAMHS Strategy 

 

5.4 An Integrated Commissioning Approach 

In Waltham Forest, we aim for CAMHS to deliver effective, high quality and efficient services by 
taking an integrated commissioning approach. We have already formed a Joint CAMHS Board 
and we will make sure that the integrated commissioning is developed by working closely with 
CCG, Local Authority as well as other services such as public health, housing, culture and 
leisure, to design services, which enables us to meet the vision we have set in the CAMHS 
Transformation Plan. 
 
We will work closely together and progress the work in meeting our vision and objectives. This 
will require us to discuss and make changes in our commissioning, service redesigning, new 
pathways developments and communication with all relevant stakeholders. We will involve our 
young people in shaping some of these services and changes in order to have a modern, 
accessible and high quality services in Waltham Forest.  
 
We have agreed to have an open, transparent dialogue and prioritise the CAMHS transformation 
programme as a major project in our partnership in 2015/16. We have obtained commitment from 
senior managers, clinicians and stakeholders to work together in an integrated manner and bring 
these changes in Waltham Forest.  
 
Joint working between local partners  
Responsibility for children and young people’s mental health and wellbeing rests with the 
integrated CAMHS Commissioning Board, which reports to the multi-agency WF Children 
Wellbeing Board. 
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The Children Health and Wellbeing Board(HWBB) brings together partners from across 
education, health, social care, the voluntary and community sector to understand mental health 
needs and oversee the development and delivery of the local CAMHS Strategy.  
 
The group is co- chaired by the Waltham Forest Public Health Director and Clinical Director of 
CCG who leads on Children Services. The group includes representatives from Healthwatch, 
voluntary sector, lead councillors and commissioners from the local authority and CCG. There are 
also clear links with the local CAMHS user participation group and young commissioners. 
 
 
 
Mental Health Crisis Care Concordat 
Key partners have come together to sign the Waltham Forest declaration on improving outcomes 
for people experiencing mental health crisis. A working group chaired by the CCG brings partners 
together to develop and deliver an action plan endorsed by the Health and Wellbeing Board. The 
work of this group has implemented effective local arrangements so that children and young 
people who are in mental health crisis are taken to a health place of safety and are not detained 
in police cells. 
 
Governance Arrangements and Transparency  
The development and delivery of our local Transformation Plan for children and young people’s 
mental health and wellbeing will be overseen by the Integrated CAMHS commissioning Board. 
This group has clear reporting lines to the Waltham Forest Health and Wellbeing Board. To further 
ensure effective joint working both within and across all sectors, we are reviewing the terms of 
reference and membership of the group to include representation from NHS England, local 
HealthWatch and Youth Justice. Our current CAMHS programme is included in the Better Care 
Programme and will be delivered using the same mechanisms. 
 

 
 
 
 
To ensure accountability to children, young people and their families for the successful delivery 
of this plan, we will be developing a scorecard, which sets out measurable, ambitious key 
performance indicators, which support delivery of our locally defined outcomes.  
Further to this, we will:  
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• Continue co-production with key stakeholders on the ongoing development, delivery 

and review of this plan;  

• Publish an annual report card on card and youth mental health, setting out key 

achievements, areas for improvement and required action;  

• Require commissioned mental health and wellbeing services to develop and publish on 

an annual basis, quality improvement plans;  

• Enhance the involvement of children, young people and families in the whole 

commissioning process. 

We aim to publish this Transformation Plan on the CCG website within the next three 
months. 

  
Equality and Diversity  
Waltham Forest partnership aims to ensure all its services are accessible, appropriate and 
sensitive to the needs of individuals. An Equality, Diversity and Human Rights Strategy has been 
developed which sets out how the we will make services fair and accessible to everyone in the 
community. To demonstrate how the CCG is meeting its Public Sector Equality Duty, an Equality 
Information Compliance Report is produced each year (www.walthamforestccg.nhs.uk/about- 
us/equality-and-diversity) 
  
Through the work of the Children Wellbeing Board and CAMHS Board, we will achieve equality 
in both commissioning and the delivery of services by:  

• Raising awareness of protected characteristics and making equalities everyone’s 

business.   

• Ensure that all staff within commissioned services for mental health and wellbeing receive 

appropriate equalities training and develop the knowledge and skills required to address 

the specific needs of vulnerable and disadvantaged children.  

• Undertake a comprehensive Equalities Impact Assessment prior to the re-commissioning 

and/or procurement of services.   

• Understanding the needs of our local population and identifying those experiencing the 

poorest health outcomes. 

16/17 Refresh 
 
Needs Assessment 
During phase, one of the Thrive implementation strategy CAMHS services were mapped and 
baselined. The results produced can be found in appendix I. The measures included length of 
stay, wait times and number of contacts. In addition to the baseline information, gaps in the current 
service provision were identified for each of the quadrants and will be addressed as resource is 
freed up via efficiency or additional funding. 
 
Service Planning 
The redesigning of the services include working in collaboration with schools, GP’s, CAMHS 
Clinicians, Commissioners from both the CCG and Local Authority and Operations. Young people, 
parents and carers have also been greatly involved in the development of service content, 
including the web-space design, the redesigned and development of the referral forms, review of 
how the service is delivered and the testing and evaluation of potential technical solutions. 
 
Service Delivery and Evaluation 
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We are transforming the CAMHS services under the Thrive principles, as an accelerator site within 
the program, leadership and engagement have been strong with the new innovative methods 
being implemented via QI methodology, positive discharging of longer-term cases to increase 
capacity but allow the discharged patients to be directly referred back to CAMHS as required. 
 
Treatment and Supervision 
Traditional CAMHS interventions and supervision structures are embedded in the service. The 
parenting intervention is being expanded and rolled out into the local authority and children’s 
centres. Supervision for these groups will come directly from CAMHS, who have trained two CYP 
IAPT parenting supervisors this year. VIG has been introduced to the services and supervision 
for this is provided in house via one of the psychologists, a trained supervisor, and the expansion 
of groups has seen the launch of Dina Dinosaur School in Waltham Forest. In addition to this a 
social skills group, CBT group and Mindfulness for stressed parents are running, finally a ASD for 
post diagnosis group for CYP is being designed to run in tandem with the parent ASD/5P group. 
 
KPI’s and Information Requirements 
WF will continue to review the current KPI’s and Information Requirements and these will be 
revised along with the transformation of services. The provider(s) submit reports and data on a 
monthly basis for the service to be measured, this also includes a monthly submission of National 
Data to HSCIC for the MHMDS and Unify 2 for NHSE. New KPI’s and information requirements 
are to be introduced within the next NHS contract and developed through Service Development 
Improvement Plans and Data Quality Improvement Plans. In addition to this WF CCG is part of 
the core London KPI development group and this will also inform further changes to reporting 
 
Challenges and Risks 
The challenges and risks to the transformation of CAMHS are fundamental to the development of 
the projects. It is recognised that there is a shortage nationally of staff qualified to work within 
CAMHS services, this presents a challenge to developing services where additional staff are 
required and the risk attached to this would be WF failing to meet the needs of CYP. Waltham 
Forest is working towards reducing the level of need in the more specialist services to redirect 
resources and provide more support to CYP earlier to meet the needs sooner with the aim of 
preventing the need for more specialist services. 
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Glossary 

BHR Barking & Dagenham, Havering and Redbridge 

CAMHS Child and Adolescent Mental Health Services 

CBT Cognitive Behavioural Therapy 

CCG Clinical Commissioning Group 

CYP Children and Young People 

DV Domestic Violence 

ED Eating Disorder 

FNP Family Nurse Partnership 

GP General Practitioner 

IAPT Improving Access to Psychological Therapies 

KOOTH Online resource 

LA Local Authority 

LAC Looked After Children 

LBWF London Borough of Waltham Forest 

MBU Mother and Baby Unit 

NELFT North East London Foundation Trust 

PHOF Public Health Outcomes Framework 

PPIMHS Perinatal Parent Infant Mental Health Service 

PSHE Personal Social and Health Education 

SEND Special Educational Needs or Disabilities 

SGO Special Guardianship Orders 

WF Waltham Forest 
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Appendices 

Appendix A - Children & Young People in Waltham Forest - Prevalence 
of Mental Health Conditions & Risk Factors 

1.0 BACKGROUND 
 
It is difficult to determine the local prevalence of mental health conditions in Children and Young 
People (CYP) due to a lack of definitive data concerning diagnosis and the historically unmet and 
therefore uncounted need amongst the local CYP population.  
 
This is both a local and national issue that can be addressed in part by transforming CAMHS 
services to improve the detection of mental health needs and access to treatment and through 
improvements in data capture and measurement of outcomes. At national level, the Health and 
Social Care Information Centre is establishing a National Mental Health Services Data Set and 
NHS providers will begin submitting data from February 2016. www.hscic.gov.uk/mhsds  
 
Prevalence estimates for various mental health disorders in children across various age groups 
are published by ChiMat and currently provide the best guide for levels of need that exist in 
Waltham Forest. These prevalence estimates have been analysed against the available service 
level data, in order to identify areas for future transformation. 
 
2.0 LOCAL PREVALENCE OF MENTAL HEALTH CONDITIONS 
 
2.1 Perinatal and Pre-school Children 
 
There is little data available in pre-school aged children and a relative lack of research on 
preschool psychopathology compared with studies of the epidemiology of psychiatric disorders in 
older children. Despite this, the available evidence quite convincingly shows that the rates of the 
common psychiatric disorders and the patterns of comorbidity are similar in pre-schoolers as seen 
in later childhood.  
 
A literature review of four studies looking at 1,021 children aged 2 to 5 years inclusive, found that 
the average prevalence rate of any mental health disorder was 19.6% (Egger, H et al, 2006). This 
estimate includes the five most common groups of childhood psychiatric disorders: attention 
deficit hyperactivity disorders, oppositional defiant and conduct disorders, anxiety disorders, and 
depressive disorders. Applying this average prevalence rate to the estimated population 
within the area, we could expect that 3,300 children aged 2 to 5 years inclusive living in 
Waltham Forest have a mental health disorder.  
 
Clearly, this research has significant implications when considering the delivery of services to 
address psychiatric disorders at their earliest onset, using evidence-based targeted treatments 
for very young children. Poor maternal health in the perinatal period is known to be one of the 
most significant predictors of childhood mental health issues and therefore highlights a need for 
widespread prevention and health promotion strategies incorporating all pregnant women and 
new families. 
 
It is generally recognised that 20% of all pregnant women in the general population will experience 
some level of mental health difficulty in the perinatal period. Due to the number of risk factors in 
the local population, this may in fact be a conservative estimate for Waltham Forest. Nonetheless, 

http://www.hscic.gov.uk/mhsds
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based on the birth rate of 2014 (which is predicted to remain stable), we could expect that at 
least 925 women per year in Waltham Forest will experience mental health difficulties in 
the perinatal period. 
 
2.2 School-aged children 5-16 year olds 
 
ChiMat estimates that 12.5% of all 5-16 year olds have a mental health conditions. These 
assumptions are based on applying the national prevalence from the Green et al. 2004 paper to 
Waltham Forest’s population age-structure.  
 

Table 5: The estimated number of children and young people with specific mental health 

Type of Condition 2012 
2014 

(most recently available) 

Conduct Disorders 2370 2595 

Emotional Disorders 1510 1605 

Hyperkinetic Disorders* 630 720 

Less Common Disorders** 565 590 

Source: ChiMat    
*Most commonly ADHD   
**Includes Autistic Spectrum Disorder, Tic Disorders, Eating Disorders and Mutism 
 
Within these figures, some ‘double-counting’ of individuals may be possible where more than one 
condition was diagnosed. However, these figures also represent the most restricted case 
definition – ICD10-coded diagnosis with strict impairment criteria (disorder causing distress to the 
child or having a considerable impact of the child’s day to day life) – so conservative estimate of 
total burden of mental ill-health in WF. It is also worth bearing in mind that prevalence estimates 
applied to populations do not take into account local risk factors, which may impact further on the 
population’s mental health. In Waltham Forest, there are a number of predisposing risk factors for 
poor mental health in the population – outlined in section 3.0 
 
When comparing the above number of estimated conditions in 2012 with the number in 2014, 
there is an estimated 4.3% average annual increase over this period. While this reflects an 
increase due to population demographics rather than any measured increase in the proportion of 
the population affected, it is still an important factor to consider in analysing the delivery of local 
CAMH Services over the same period.  
 
Figure 5 shows the expected increase in mental health disorders for this age group over the next 
twenty years. These predictions were developed by applying the GLA mid-range population 
projections ChiMAT’s prevalence estimates for Waltham Forest. Again, this only reflects changes 
in age structure but no other potential changes in underlying risk factors e.g. changes in ethnicity 
structure and socioeconomic factors. 
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Figure 5: Projected increase for each mental health disorder in 5-16 year old population of Waltham Forest during 

2012-2034 

 
The difference in prevalence for each of the disorders is further highlighted in Figure 6 – noting 
the high proportion of mental health problems falling into the category of conduct disorder and 
emotional disorders.  
 

 
Figure 6: Proportion of mental health and related disorders in 5-16 year olds 

 
Figure 7 further examines the proportion of disorders expected based on age and gender. Of note 
is that across both 5-10 and 11-16 year age ranges, there are almost twice as many boys with 
conduct disorder as girls. For emotional disorders however, girls in the 11-16 age range have 
significantly higher burden of emotional disorders than boys.  
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Figure 7: Burden of estimated mental health disorders by age and gender 

 
 
 
2.3 Young people (16-19 year olds) 
 
ChiMat uses a study by Singleton (2001) to estimate that 15% of young people aged between 16-
19 years will have a diagnosable neurotic disorders – the breakdown of the different types of 
neurotic disorders seen in this age group is shown in Figure 8.  
 
Nationally, an estimated 10-13% of 15-16 year olds have self-harmed but only a fraction present 
to hospitals. In Waltham Forest and many other parts of the country, hospital admissions for self-
harm have increased over recent years. In 2011/12, the rate was 81.5 per 100,000, which was 
higher than London (76.3 per 100,000). Waltham Forest ranked fifth highest in London for 
Emergency Hospital Admissions due to self-harm (0–18 years).  
 



81 

 
Figure 8: Proportion of different neurotic conditions for young people (16-19 years) with a mental health condition 

 

 
Figure 9: Estimated prevalence of neurotic (depression & anxiety) disorders among young males and females (16-19 

years) in Waltham Forest (2014) by Gender 

As shown, the burden of poor mental health related to all neurotic disorders is expected to be 
twice as high for females (1,120) compared to males (520). 
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Table 6: Projected needs for all children and young people (0-19 years) in Waltham Forest across the levels of need 

Year Tier 1 Tier 2 Tier 3 Tier 4 

2012 9425 4400 1165 50 

2019 10720 5005 1325 55 

2024 11785 5505 1455 65 

2034 12700 5930 1570 65 

Source: ChiMat  
 
3.0 RISK FACTORS FOR POOR MENTAL HEALTH IN WALTHAM FOREST 
 
A large number of risk factors are likely to have an impact on the prevalence of mental health 
conditions. These have not been taken into account when estimating overall prevalence but are 
helpful in identifying vulnerable/at risk groups. 
 

Table 7: Prevalence of key local risk factors from key data 

Risk Factor 
Indicator 

source 
Indicator 

Waltham 

Forest 
London England 

Low-income 

households 

PHOF 1.01i 

(2012) 

Children under 20 in poverty 

24.9% 26.7% 20.1% 

Looked after 

by Local 

Authority 

Department 

for 

Education, 

2013  

Number of Looked After 

Children per 10,000 children 

aged under 18 years 

44 55 60 

Black and 

other ethnic 

minority 

groups 

Census 

2011 

% children aged 5-19 that 

are not White British or White 

Irish 

72.3% 61.2% 23.4% 

Criminal 

Justice 

System 

PHOF 1.04 

 

Rate of 10-17 year olds 

receiving their first 

reprimand, warning or 

conviction per 100,000 

population 439 458 441 

Parent with 

mental health 

problem* 

QOF 12/13 

 

% of population registered 

with psychosis or other 

severe mental health 

problem 1.04% 1.03% 0.84% 
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Parent with 

mental health 

problem* 

QOF 12/13 

 

% of population aged 18+ 

registered with depression 

4.2% 4.4% 5.8% 

*There is no separate information for parents with mental health issues, so general prevalence of 
registered mental health issues have been used here  
 
Child Poverty 
 
Overall, Waltham Forest experiences relatively high levels of socioeconomic deprivation. The 
Index of Multiple Deprivation (IMD) is a measure used nationally to evaluate and benchmark 
poverty levels in regions.  This looks at a number of factors including income, employment, health, 
disability, education, barriers to housing and the environment and crime.  
 
In the most recent IMD evaluation (2010), Waltham Forest was ranked as the sixth most deprived 
borough in London and the 15th most deprived borough nationally. When evaluating the borough 
by ‘Lower Super Output Areas’ (LSOAs), 81% of these are rated in the top 30% most deprived 
areas in England.  
  

 
Figure 10: Percentage of children by ward living in poverty (IMD, 2010) 

 
Additional Risk Factors include; 
 

 Parents who are teenagers, unemployed, of low educational attainment  

 Children exposed to Domestic Violence in the home 

 Disabilities (40% of children with learning disabilities also have a MH problem)s 

 Children with long-term conditions 

 Lesbian, gay, bisexual and transgender  

 Refugees, asylum seekers or who grow up in gypsy and traveller communities 
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 Children with parents who misuse substances or young people who misuse substances 

themselves 

 
Mental Health, Substance Misuse and Offending 
 
Mental health, substance misuse, being a Looked After Child and having contact with the criminal 
justice system are all interrelated social phenomena. For instance, substance misuse frequently 
co-occurs with mental disorders – particularly conduct disorder, ADHD and depression. 
Nationally, conduct disorder is found in around 60% in community-based samples and up to 80-
90% in juvenile justice samples.  One third of all children and young people in contact with the 
youth justice system have been looked after and young people in prison are 18 times more likely 
to commit suicide than their peers.  
 
In 2013/14 Waltham Forest had the 13th highest crime rate in London, with a total of 21,958 crimes 
committed in the 12 month period. Levels of anti-social behaviour (ASB) in Waltham Forest 
remain high, with 604 crimes in 2013/14. This includes marked increases in fly tipping and 
dangerous dogs since 2012/13. However, when looked at in more detail it is clear that the amount 
of ASB varies greatly across the borough.  Figure 11 shows the number of ASB crimes per 1,000 
population for each of the wards. The highest levels are in a band across the borough, including 
Lea Bridge and Hoe Street. There is a strong correlation between these areas of high crime and 
the patterns of deprivation in the borough.    
 

 
Figure 11: ASB Crimes per 1000 population 2013/14 

 
 
Domestic Violence 
 
In Waltham Forest in 2013/14, there were a total of 2,019 reported victims of domestic violence.  
Of these 76% were female and 24% male. However, it is widely acknowledged that a large 
number of instances of DV go unreported, with some sources estimating this to be as high as 
70%. 
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  2011/12 2012/13 2013/14 

Number of Crimes with a Domestic Violence Marker 1,841 1,881 2,252 

Number of Crimes with a DV marker per 1,000 

population 

7.1 7.2 8.5 

 
Nationally, DV accounts for 29% of violent crime compared to 41% in Waltham Forest. Over the 
past three financial years, there has been a steady increase in the number of reported crimes with 
a DV marker in Waltham Forest, with an increase of 20% between 2012/13-2013/14. However, 
this must be seen in the context of rapid population growth in the borough (18.6% between 2003 
and 2013). This indicates that reported incidents of domestic violence are increasing in Waltham 
Forest, and that this increase is not just due to the growing population in the borough.   
 
It is widely accepted that domestic violence has far reaching and long-term impacts on the 
wellbeing of victims and their families, particularly on children experiencing or witnessing abuse. 
Around 55% of offenders in Waltham Forest with a DV flag have parental responsibilities, and 
66% of domestic violence victims have children living in or visiting the place where the abuse is 
occurring – this is likely to have a marked impact on the child’s emotional health and wellbeing. 
 
Domestic violence is cited as the most significant risk factor in Waltham Forest’s Children Social 
Care risk assessments and is a leading cause of child protection proceedings and children being 
taken into care.  During 2013, the 233 cases discussed at the MARAC in the borough involved 
255 children.  In addition, the police data from 2013/14 reported that at least 150 children in 
Waltham Forest witnessed domestic violence. Of the children becoming subject to a Child 
Protection Plan between April 2013 and February 2014, 8% of these (17) were due to physical 
abuse and a further 43% (86) for emotional reasons, a number of which are likely to be linked to 
domestic violence.  
 
Children and Young People with long-term conditions and SEND  
 
Waltham Forest has a high level of recorded SEND (both with and without statement) in both 
primary and secondary schools compared to most neighbouring boroughs and the London and 
England averages. (Figure 12, Figure 13 & Figure 14) 
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Figure 12: Special Educational Needs per 1,000 pupils in state funded primary schools. January 2014 

 
Figure 13: Special Educational Needs per 1,000 pupils in state funded secondary schools. January 2014 
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Figure 14: Special Educational Needs per 1,000 pupils in all schools (including special schools). January 2014 

 
 
Learning Disabilities 
 
In Waltham Forest, primary schools there are higher levels of moderate Learning Disabilities 
observed compared to surrounding boroughs  
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In Waltham Forest secondary schools, we also observe higher levels of moderate Learning 
Disabilities compared to surrounding boroughs, and average levels of sensory impairment. In 
addition, we observe higher levels of behavioural, emotional and social disorders.  
 

 
 
Compared to England and London, Waltham Forest have high rates of children with moderate 
Learning Difficulties, Visual and multi-sensory impairments, Behaviour and Speech language and 
communication difficulties. For moderate Learning Difficulties, Visual and multi-sensory 
impairments we also have the highest rates compared to our neighbouring boroughs and 
Croydon.  

 

 
Figure 15: Rates of children with Learning Disabilities in Waltham Forest Schools and comparator boroughs schools 
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Table 8 shows the estimated number of children with Learning Disabilities and mental health 
problems in Waltham Forest by age. These figures reflect an increasing identification of children 
with mild learning disabilities with age. 
 

Table 8: Estimated total number of children with a learning disability and Mental Health 

Age-Range Learning Disability 
Mental health problem 

associated with LD* 

Ages 5 to 9 220 90 

Ages 10 to 14 370 150 

Ages 15 to 19  440 175 

Source: ChiMat http://atlas.chimat.org.uk/IAS/profiles/profile?profileId=34#iasProfileSection3  
*Assuming a 40% prevalence of mental health problems associated with learning disability - The 
report of the committee of inquiry into meeting the mental health needs of young people with 
learning disabilities. Count Us In. The Foundation for People with Learning Disabilities. Update, 
Volume 4, Issue 8 
 
Future projections have shown that the largest group of SEND will remain in primary schools 
where numbers are expected to rise sharply from around 4,050 (2014) to around 4,420 in 2019. 
This will then level off.  At around the same time (2019) numbers in secondary school will begin 
to show a sharp incline and are expected to continue to rise until 2025.  
 
CYP with Long Term Conditions 
 
In Waltham Forest 2.85% of 0-15, year olds were recorded as having a Long Term Health Problem 
in the 2011 census. This equates to around 1,800 0-15 year olds.  This is lower than the averages 
for England (3.74%) and London (3.42%) and in line with average compared to our neighbouring 
boroughs.  
 

http://atlas.chimat.org.uk/IAS/profiles/profile?profileId=34#iasProfileSection3
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Figure 16: % 0-15 year olds with a Long Term Health Problem or Disability, Census 2011 

 
Epilepsy, Asthma & Diabetes 
It is difficult to produce the exact prevalence of epilepsy due to complicating factors such as 

misdiagnosis rates, inconsistent reporting, variations in the definition for active epilepsy and anti-

epileptic drugs (AEDs) being prescribed for other conditions. Epilepsy is not a single condition. 

There are many different types of epilepsy with clinically distinct groups defined by the specific 

cause or underlying cause. There are also many different seizure types and some individuals 

have more than one type. Epilepsy prevalence is generally higher in the most socially deprived 

areas compared to the least socially deprived areas and more than one in five people with 

epilepsy have learning or intellectual disabilities. 

Table 9: Epilepsy Prevalence by gender and age in Waltham Forest 

Gender 
<5 Years  

Rate per 1,000  
<16 Years 

Rate per 1,000 
<18 Years 

Rate per 1,000 

F 1.30 3.76 4.18 

M 1.85 4.85 5.53 

Total 1.58 4.32 4.87 

Health Analytics, August 2015 
 
The prevalence of epilepsy in Waltham Forest CYP is slightly lower in the younger population 

than expected from national prevalence (nationally it is around two per 1000 compared to 1.58 

per 1000 locally) and slightly higher in the whole under 18 year-old population (nationally it is 

around four per 1000 compared to 4.87 locally).  
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Emergency hospital admissions for Asthma under 18-year-olds – higher than London and 
England 
(2011/12) HSCIC – https://indicators.ic.nhs.uk/webview/  
 
Looked After Children  
Looked after children and young people have consistently been found to have much higher rates 
of mental health difficulties than the general population, and around 60% LAC and 72% in 
residential care meeting the criteria for some level of mental health condition. Further, looked after 
children are between four and five times more likely to attempt suicide in adulthood. (Ford et al 
(2007) Meltzer et al (2003)) 
 
Waltham Forest children in care population reduced from 340 in 2009 to 280 in 2013 and currently 
LBWF has 290 Looked After Children. The gender split of WF LAC has remained relatively 
consistent with national trend with around 45% females and 55% males. 
 

 
Figure 17: Waltham Forest LAC age distribution 2009/10-2012/13 

This age distribution is generally consistent with LAC across London 
 

 
Table 10: Ethnicity of Looked After Children 2009-2013 

 2009/10 2010/11 1011/12 

 No. % No. % No. % 

*White 145 42% 125 40% 115 37% 

Mixed 65 20% 65 20% 65 21% 

Asian or Asian British 25 8% 25 8% 20 7% 

Black or Black British 90 26% 80 26% 90 29% 

Other ethnic groups 15 5% 5 2% 10 3% 

https://indicators.ic.nhs.uk/webview/
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Information refused/not obtained 0 0% 0 0% 0 0% 

       
 
It shows that there have not been any notable changes in broad ethnic group within the cohort 
over the last four years. The most sizeable groups are White (43%), Black African (15%); Black 
other (12%) and Black Caribbean/Other Asian (both 7%). Recent migrants from Eastern Europe 
feature in the White group and include children who are White Polish, White Estonian, White 
Albanian, and White other European. These account for 42% of the entire White population as at 
31 December 2013.   
 

 
Figure 18: LAC cohort by ethnicity (percentage) (2009/10 - 2012/13) 

 
Compared to its neighbours, England and London, a slightly higher percentage of Waltham 

Forests looked after children have a SEN D with (35%)   or without a statement (44%).   



93 

 

Figure 19: Looked after children with a SEN D 

LAC placements and sufficiency  
Around two thirds of LAC (190) of looked after children are placed outside the borough and around 
20% of children placed out of borough are more than 20 miles away from home. In addition, 
around 317 LAC from other boroughs placed in Waltham Forest, with around half of these being 
adolescents placed in residential or semi-independent facilities. The LBWF Fostering Sufficiency 
Strategy 2014/15 has outlined an ambition to increase the total number of places for WF LAC to 
150 over the next 3 years. 

 

 
Figure 20: Profile of High Risk LAC known to the CAMHS Fast-track service in Q1 
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Figure 20 highlights some of the vulnerabilities and health needs of this cohort of children. Two 
had experienced multiple placement breakdowns, a total of eleven and the other had experienced 
a breakdown of an adoptive placement. Majority had experienced child sexual exploitation and or 
substance misuse. The age range was from seven to 17 years, with majority in the older age 
groups and predominantly in residential provision 
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Appendix B – CAMHS Referrals 

 This map showing the referrals to 722 – the young 
persons’ substance misuse service 2012-2015 
 
The schools location also shown may support 
decisions to target certain schools with support 
around substance misuse, mental health and 
other associated vulnerabilities 
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CAMHS Referrals 
 
 
 
 
 
 
 
 
 

Perinatal Number Q1 2015/16 

New Referrals 307 65 

Closures 295 53 

Face to face 
contacts 

932 206 

Telephone contacts 381 161 

Average team 
caseload 

73 75 

PIMHS Number Q1 2015/16 

New Referrals 153 45 

Closures 126 33 

Face to face 
contacts 

1168 432 

Telephone contacts 290 73 

Average team 
caseload 

96 104 

Number of Children and Young People 
needing five day emergency 
assessment 

 2012/13 2013/14 2014/15 

Number 
of 
Referrals 

 
70 

 
56 

 
60 

Average 5 per month 

Cases still open to CAMHS after they turn 18 years old 
At the end of 2014 25 cases (2.6% of entire caseload) remain open for 
young people aged 18 and above. 
Three cases have since been closed as of end of January 2015.  

 

Adult Service Referred To: 

Referred to Cases Percentage 

Adult Mental Health Services 15 71.5% 

Adult Learning Difficulties/Disability Team 2 9.5% 

EIP 2 9.5% 

Adult IAPT 2 9.5% 

Percentage of young people being transitioned 2014/15(Primary 
Referrals) 

Transition Service Cases Percentage 

No onward referral required 154 88% 

Referred to Adult Mental Health Services 21 12% 

Stopped Engaging with Services 21 12% 

Referred to EIP 3 2% 
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Appendix C - Performance of NELFT’s Interact Service 

 
Service Description 
Two Band 6 CAMHS A&E liaison nurses based in A&E between 4pm and 9pm (Mon-Fri). 
One at Queens Hospital one at King George Hospital. 
 
Two Band 6 CAMHS CPNs based at CFCS. One at Redbridge one at Waltham Forest. 
(9-5pm Mon-Fri). Provided outreach support for young people considered most at risk of attending 
A&E/likely to go into crisis. 
 
Bed manager – Band 3 admin for bed management. (Access Tier 4 bed when not available at 
Brookside and accessing beds for repatriating out of Brookside. (Mon-Fri 9-5)Below are 2014 
results from satisfaction questionnaires (5 high- 1 low) 
 
Activity 
Young people attending A&E per 5 hour shift – 0.15. 
Young people attending A&E open to Tier 3 – 50% 
 
Young people referred to CPNs for outreach support – 14.  
Attended A&E – 2.  
Admitted to Tier 4 – 0 
 
Patient Experience Surveys 
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Appendix D - Attendance and Feedback to the CAMHS Transformation 
Visioning Event 

 
Event Attendees 
 

Name Designation/Organisation 

Andrew Taylor LBWF, Director Public Health 

Tonia Myers CCG, GP Clinical Director Children's Services 

Nuzhat Anjum CCG, Senior Commissioner - CAMHS lead 

Kelvin Hankins CCG, Senior Commissioner/Contract manager 

Daniel Phelps LA, Head of Early Help 

Amy Coates LA, Public Health Strategist 

Ollie Hopwood LA, Service Design Manager 

Kate Turner CCG, Commissioning Manager - Maternity Lead 

Joe McDonnell LA, Public Health Consultant 

Deborah White CCG, Mental Health Interim Project Manager 

David Fry LA, Head of Placements 

Julia Kent Inclusion Development Teacher, Social Inclusion Service 

Paulette Lawrence  CCG, Clinical Lead for IAPT 

Korkor Caesar  CCG, Designated Nurse for Looked After Children 
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                   ARE THESE THE RIGHT OBJECTIVES?                             FEEDBACK/SUGGESTED CHANGES 

1 For all children and young people, we will promote good 

emotional and mental health, build resilience, reduce stigma 

and identify and address emerging mental health risks and 

problems early on  

What does ‘early on’ mean? – not specific enough 
Families, parents, carers, teachers need to be considered as the major 
mechanisms for safeguarding at the earliest point – this needs to be 
supported/addressed 

2 We will provide children, young people and families with 

simple and fast access to high quality support and treatment 

where and when they need it 

What does fast mean? 
Perhaps change ‘where and when they need it’ to 24/7 
Better to use ‘efficient and accessible’ instead of ‘simple and fast’ 

3 We will improve care and support for vulnerable children 

and young people by closing critical service gaps, improving 

support at key transition points and tailoring services to meet 

their needs 

Wording sounds ‘robotic’ – too much jargon 
Better to talk about ‘integration of services’ and ‘cohesive support’ 
Problems will always be there – better to say we will continue to work to identify 
problems and tackle them 
The gaps need to be identified and worked through together  
‘Improving support’ should include providing more continuity 

4 We will ensure that pregnant women are screened for 

emotional and mental health problems and that they have 

access to appropriate support and care throughout pregnancy 

and in the postnatal period  

Sounds very specific and not clear why? Better to include reference to why this 
objective is part of transforming CAMHS 
 
 

Suggestions for additional objectives  
 
We will use a systems approach to better supporting young people – mental health 
integration across services 
We will improve transitions from CYP to Adult MHS 
Consider more objectives – 8-10 so that they aren’t so big and can be broken down 
to more focussed objectives 
We will ensure that a choice of treatments will be available 

 
 
?Specific objective for eating disorder 
?Specific objective for crisis and hospital care – sever side of mental health not 
addressed 
Improving choice but not sacrificing quality – being sure of standardised 
interventions  and outcomes 
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Parity of esteem between mental and physical health Continuous reflection on the objectives and reasons for them – aspiration for continuous 

improvement and that the community should be at the heart of the service 
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What is already 

in place? 

What more needs to happen to achieve this objective? What will the 

outcomes be? 

OBJECTIVE 1 - For all children and young people, we will promote good emotional and mental health, build resilience, 

reduce stigma and identify and address emerging mental health risks and problems early on  

 

0-5 Children’s Centre 

and Nursery care  

Health Visitors 

Early Help services & 

assessments 

Parenting Groups 

 

 

 

 

 

 

 

 

 

 Approached to building resilience needs to be consistent across services  

 Schools need to be better incentivised to promote resilience, reduce stigma  

 Ensure that people working in universal settings (schools/children’s centres/PVI settings) able to 
signpost to available support/self-help, parenting groups etc. 

 Help parents to better identify and support their children’s mental health (from as early as possible) 

 Re-name the service to that it is less stigmatising – sounding more like a wellbeing service 

 Improve information for pupils, teachers, parents on mental health (particularly on the effect of HSB, 
DV, Bullying, Depression, Self-Harm) +++++++ 

 Improve support for teachers++ 

 Ensure access to a mental health info source ++ +– i.e. disseminate top tips to schools (brief but clear 
messages to disseminate widely) 

 Develop pupil and teacher champions in schools – consider mental health ‘first aiders’ – role models, 
peer to peer support +++++  (young people considered more relatable – peers to lead awareness 
campaign) 

 Identify celebrity/pop idols who are good role models for addressing mental health 

 Directories for help to include local services as well as voluntary orgs. 

 Ensuring all young people know someone they can talk to about their mental health and how to access 
them 

 Better support for stress in schools at exam time -  

 Mitigate the negative effects of social media – i.e. TUMBLER was noted to be negative for self-esteem 
by young people 

 Run local media/awareness campaign to raise awareness/reduce stigma/normalise mental health  
Make the most of schools to run a campaign 

 More low level counselling available for stresses students unaware that their mental health is suffering 
– Guidance counsellors can be used better 

 Better standardisation of schools counsellors – and better integration into mental health services 

 Improve PSHE delivery 

Key messages about 

mental health are 

widely known 
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  Use assemblies to deliver messages++++ 

 Bullying needs to be addressed as a major theme in schools 

 Signposting/multimedia/social media in place to support CYP to access technology to improve their 
access to self-help+++ 

 Online – is there a chat facility we can buy into/commission? Can we have a decent website? 
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What is already 

in place? 

What more needs to happen to achieve this objective? What will the 

outcomes be? 

OBJECTIVE 2 - We will provide children, young people and families with simple and fast access to high quality support and 

treatment where and when they need it 

School nurses 

Educational 

Psychologists 

Existing CAMHS 

services (these are 

helpful but difficult to 

access) 

Many schools already 

trying to address the 

problem by having a 

service but not all and 

?quality 

 

 

 

 

 

 

 

 Simple, no frill interventions as well as traditional therapies – sometimes basic support can be very effective 

 Giving the CYP access to activities, not just therapy – having something to do is very important 

 Better integration of dedicated mental health support into other youth services (i.e. schools and social 
services)++++++++ 

 Better communication between service leaders  

 Closer working with the police – education, joint working – consulting them on what services would 
work/support their work 

 GPs  hold information on children and  young people who attend A&E – this information needs to be used 
where possible to identify emotional/mental health needs and followed up with schools/parent 

 Improve IT infrastructure to share information and capture data 

 Better use of digital technology to support CYP and communicate with them where in contact with CAMHS 
and other youth services – apps to support this++++ 

 Ensuring that there are trauma services available and frontline workers able to assess/detect trauma 

 There must be a sustainable workforce – consider recruitment and retention/training of staff 

 Provide services in a one-stop-shop that is young person friendly – will help to de-stigmatise 

 Develop sustainable methods/models of support within schools 

 Provide a more proactive prevention service – find young people in the streets and in community settings 

 Ensure that there is some support outside of schools also that the CYP can access themselves – drop-in or 
outreach centre 

 Mental health support needs to be provided by outreach workers ++++ and should be provided in school++ 

 Waiting lists for interventions after triage need to be addressed  

 Clear expectations of the waiting list needs to be developed/communicated 

 A range of services/options need to be available – not just one service 

 Transfer from CAMHS to AMHS needs to be managed better++++ reconsider the age of transfer + 

 Self-help needs to be better structured and communicated 

 Need out of hours adolescent psych liaison 

 Need CAMHS psych liaison on wards and in outpatient 

More children and 

young people will be 

referred at early 

stages and receive 

faster treatment 

Resources will be 

allocated/distributed 

in a more thoughtful 

way 

Families are engaged 

All 

partners/providers 

have a clear vision for 

emotional and 

mental health for CYP 

Service users report 

positively about the 

support/treatment 

received 

Positive outcomes for 

the treatment given 
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 Proactively improve links between CAMHS and schools/primary care /community and voluntary 
groups/sports clubs/drama & social clubs – referrals +++ 

 Ensure referrals not getting through have alternative sign-posting 

 Self-referral should be in place like in AMHS +++ 

 Removing thresholds  

 More use of whole family approaches to care and treatment++ 

 Choices of treatment should be available+++ 

 Choices of venue should be available – not only clinic or only school based and neither will work++ 

 Facilities should be young person friendly and could be disguised to reduce stigma (i.e. sexual health 
services are sometimes in boots pharmacies and the NSPCC could be disguised within too (consider buzzer 
system) 

 Specific support for parents should be made available 

 No referrals should be rejected without proper review – professional conversations are needed with the 
parent and young person about the referral ++ 

 Saying  no to a referral without putting some support in place means that the young person will return in a 
worse condition 

 Current building/location off-putting (i.e. bars on windows)– needs to be youth friendly (I.e. waiting areas) 
and needs to be available in a variety of location++ 

 Approaches should be considered – not just ‘interventions’ – ask young people what helped them 

 Public transparency about amount of work specialist CAMHS services are doing (percentages of accepted 
/rejected referrals) 

 Better understanding of DNA – why people disengage (appointment times, locations, therapists) – better 
follow up of DNAs 

 CAMHS users need to be consulted about preferences for school-based services 

 Better use of school nurses to support mental health 

 Consider support for children with conduct disorder that isn’t too intense and off-putting 

 Being careful not to over-diagnose/label in the process of improving services++ 

 Address the needs of those who won’t engage – serious consideration required 

 Services need to be flexible and not too structured – some CYP won’t need the full X number of sessions set 
out in the ‘pathway’ and others will need more 

 Better standardisation in providers – some prioritise needs differently 

 Exercise on prescription needs to be available to young people as well as adults (major gap) – will effect 
mental health 

 Develop parent support groups to help parent s receive better support 

(using appropriate 

measures/tools 

Young people are 

able to achieve well 

at school and in life 

and become 

successful adults 
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 Mental health services (pre-CAMHS thresholds) need to be in place – it is not enough just to have a specialist 
service and nothing formal before 

 CAMHS won’t be well received in schools so something alternative needs to be in place that is not 
stigmatising 

 In-school services need to work very closely with teachers to identify pupils who may need support (i.e. 
disruptive behaviours) 

 Time – some sort of help should be available much quicker. What would ‘mental health first aid’ look like? 
What can we get in primary care and how do we manage the time gaps in the pathway?  

 Schools – the devil is in the delivery – it is fine for counselling etc. to be available in schools, but it has to be 
well executed. In addition, the option to get it out of school hours/off site, too. Because of the stigma etc. 
and in terms of whole school approaches, there is a skill in doing PSHE well and not just delivering 
motherhood-and-apple-pie wellbeing lessons that everyone elects to fall asleep in. Also some really strong 
feedback that you can put as many counsellors in school as you like but those struggling with mental ill 
health won’t get any better until we sort out bullying etc.  
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What is already in 

place? 

What more needs to happen to achieve this objective? What will the 

outcomes be? 

OBJECTIVE 3 - We will improve care and support for vulnerable children and young people by closing 

critical service gaps, improving support at key transition points and tailoring services to meet their 

needs 

Family Partnership 

already supporting 

vulnerable young 

parents with good 

outcomes 

 

 

 Young offenders sometimes feel unable to access CAMHS as they don’t feel 
comfortable – getting help for them is critical to prevent reoffending 

 Identifying vulnerable young people at critical stages needs improvement  

 Greater integration of mental health services with youth services already 
supporting vulnerable young people (i.e. care leavers, disabled young people, 
LAC)++++ 

 More specialised and intensive interventions for those who need it 

 SEN model should be used more 

 Pupils in alternative school provision or who don’t go to school need to be 
supported  

 

 

 

 

 

OBJECTIVE 4 - We will ensure that pregnant women are screened for emotional and mental health 

problems and that they have access to appropriate support and care throughout pregnancy and in the 

postnatal period 

 

 

 

 

 

 Better support for postnatal depression is needed++ 

 Screening needs to be better – too easy to ‘go under the radar’ and develop a 
problem during pregnancy or after birth and nobody will know – tick box 
exercise is not enough 

 Antenatal education needs more of a focus on PND 

 Media campaign to ensure childbearing aged couples aware pre-pregnancy 

 Distinction needs to be made between difficult  pregnancies and mental health 

 Better education for all professionals who come in contact with pregnant 
women 
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 Greater community awareness for postnatal depression – most importantly 
the pregnant women and partner/family 

 Digital sources of health promotion/awareness 

 Identify celebrity champions for postnatal depression 

 Why just pregnant women? Could we screen all women of childbearing 
age?  Or pilot something (e.g. a wellbeing scale for women in GP waiting rooms 
in a handful of surgeries) 
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Appendix E - Proposed Crisis Service Models 

 
9-5 CAMHS 0 to 18 years A&E Crisis management 

Pathway 
 

Paediatric and adult A&E  CYP attends with OD/Self-harm. Mental health need. 
Paediatric and medical wards  Context often includes poor home environment, risk of  
  Exploitation, parents refuse to take child home, care        
  home/foster placement breakdown 

       
 If risks identified may need 
  Emergency foster placement 

CYP assessed by Interact. Or urgent placement review 
If social care need will, also  CAMHS follow up if  
receive social worker indicated. Interact/Tier 3 
(Emergency duty social worker 
available from all 4 boroughs)  

 If High level of MH need/ 
 Significant risk 
 Admission to Tier 4 followed  
 By five day review with all 
 Relevant services 
If placement or Tier 4 not required and significant MH  
need remains then follow up support by Tier 3 within  
five days plus intensive outreach support by Interact.  
If includes social care need then Tier 3 liaise.                     Psychosocial meetings to be 
All support requires co-working with school or college.       reclassified as weekly  
Family/carer involvement considered for all cases              safeguarding meeting. 
                                                                                   Interact and social services 
                                                                                             Attend all meetings 
                                                                                             All meetings attended by  
                                                                                             Borough Safeguarding Advisor. 
                                                                                    Primary purpose of meeting   
Following period of intensive outreach support                    to review all CYP with  
Interact close case with Tier 3 maintaining support.             Possible safeguarding  
may require Tier 3 outreach to ensure engagement or         needs attending A&E in 
future crisis prevention as needed.                                      Previous week  
                                                                                             Will also provide Rapid  
                                                                                             Access to services for non-referred 
                                                                                             CYP. 
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OOH CAMHS 0 to 18 years A&E Crisis management 
Pathway 

 
Paediatric and adult A&E  CYP attends with OD/Self-harm. Mental health need. 
Paediatric and medical wards  Context often includes poor home environment, risk of  
  Exploitation, parents refuse to take child home, care        
  home/foster placement breakdown 

       
 If risks identified may need 
  Emergency foster placement 

CYP assessed by psych liaison. Or urgent placement review 
If social care need will also  CAMHS follow up if  
receive social worker indicated. Interact/Tier 3 
(emergency duty social worker 
available from all 4 boroughs)  

 If High level of MH need/ 
 Significant risk 
 Admission to Tier 4 followed  
 By 5 day review with all 
 Relevant services 
All OOH CAMHS assessments referred to Interact for 
Further review.  Children under age 12 attending 
Interact replace triage at Tier 3.  OOH for possible MH needs is  
All triaged referrals received by Interact will be  rare. Children in this  
Forwarded to Tier 3 for immediate allocation. Circumstance should be  
Tier 3 provide face-to-face assessment within 5 days. Assessed by a social worker 
High need CYP will include intensive outreach  and A&E liaison service jointly 
support from Interact. With guidance from On Call 
 CAMHS consultant. 
 Admission to paediatric ward if  
  Or emergency foster placement  
Psych liaison service will be provided with training in  Considered. 
order to deliver CAMHS assessments OOH. If MH need referral to Interact for  
On-Call doctors will also receive training in CAMHS Triage. 
Assessments. Assessments will not always require 
On-Call doctor.  
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Section 136 CAMHS 0 to 18 years Crisis management 
Pathway 

 
 Purpose built CAMHS 136 suite at Brookside 
         CAMHS 136 suite adolescent unit would provide onsite CAMHS staff 
       Brookside That would assess all 0-18 with an on-call doctor and  

 Social worker. 
 This would ensure a more appropriate environment 
 For CYP and prevent confusion from adult staff of 
 Processes for CYP. Therefore Reducing CYP distress. 
 
 
 If risks identified may need 
  Emergency foster placement 

CYP assessed by Brookside RMN Or urgent placement review 
Plus duty doctor and social worker.  CAMHS follow up if  
 indicated. Interact/Tier 3 
(emergency duty social worker 
available from all four boroughs)  

 If High level of MH need/ 
 Significant risk 
 Admission to Tier 4 followed  
 By five day review with all 
 Relevant services 
All 136 CAMHS assessments referred to Interact for 
Further review.  Children under age 12 attending 
Interact replace triage at Tier 3.  136 for possible MH needs is  
All triaged referrals received by Interact will be  rare. Children in this  
Forwarded to Tier 3 for immediate allocation. Circumstance should be  
Tier 3 provide face-to-face assessment within five days. Assessed by a social worker 
High need CYP will receive intensive outreach  for emergency foster placement.  
support from Interact.  
  
    
Brookside would require an overall increase 
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Appendix F - Perinatal-Infant Mental Health - Service Delivery Model 

This information was collated after consultation with: 

 Perinatal Mental Health Consultant Nisha Shah, The Whipps Cross Midwifery Team  

 Improving Access to Psychological Therapies (IAPT)  Providers 

 Sue Palmer, Whipps Cross Vulnerable Women Team Head 

 Carolin Kumana, GP clinical lead WF Clinical Lead for Maternal Health 

 Tonia Myers, GP and WF Clinical Director  

 Paulette Lawrence, GP and WF Clinical Lead for Mental Health  

 Jaime Walsh, Healthwatch Manager 

With significant contributions from 
• Michelle Hayes, NELFT Perinatal Service Manager 

• Jo Lucky, London Perinatal Network Coordinator 

• Amy Coates, Waltham Health Public Health Strategist 

And is in alignment with the following guidelines  
• NICE Guidelines 

• NSPCC Prevention in Mind 

• Everyone’s Business  

• Joint Commissioners Guidelines 

 
Population Prevalence  
It is generally well recognised that 20% of all women in the general population will experience 
some level of mental health difficulty in the perinatal period. Due to the number of risk factors in 
the local population, this may in fact be a conservative estimate for Waltham Forest. Therefore, 
in 2014, based on the birth rate, we could expect that at least 925 women experienced mental 
health difficulties across the spectrum. Poor maternal mental health is the most common serious 
complication of pregnancy and due to the impact on early childhood attachment; maternal 
depression is the most significant predictor of poor mental health in children. These mental health 
difficulties will range from mild conditions who would be treated in primary care and IAPT, to 
moderate conditions, which are often psychological in nature, to severe and enduring mental 
health problems such as Bipolar Affective Disorder and Schizophrenia, which should be 
monitored by the Perinatal Parent Infant Mental Health Service. 
 
There is relatively little data available in pre-school aged children. Despite the relative lack of 
research on preschool psychopathology compared with studies of the epidemiology of psychiatric 
disorders in older children, the current evidence now shows quite convincingly that the rates of 
the common child psychiatric disorders and the patterns of comorbidity among them in pre-
schoolers are similar to those seen in later childhood.  
 
A literature review of four studies looking at 1,021 children aged 2 to 5 years inclusive, found that 
the average prevalence rate of any mental health disorder was 19.6% (Egger, H et al, 2006). This 
estimate includes the five most common groups of childhood psychiatric disorders: attention 
deficit hyperactivity disorders, oppositional defiant and conduct disorders, anxiety disorders, and 
depressive disorders. Applying this average prevalence rate to the estimated population within 
the area, gives a figure of 3,300 children aged 2 to 5 years inclusive living in Waltham Forest who 
have a mental health disorder.  
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Clearly, this research has significant implications when considering the delivery of services to 
address psychiatric disorders at their earliest onset, using evidence-based targeted treatments 
for very young children and widespread prevention and health promotion strategies incorporating 
all pregnant women and new families. 
 
Estimated population prevalence for WF is as follows  
 

Disorder Frequency per 1000 births Waltham Forest  
Postpartum psychosis 2 9.4 

Chronic serious mental illness 2 9.4 

Severe depressive illness 30 141.6 

Mild to moderate depressive illness 
and anxiety states 

100-150 472.1 – 708.2 

Post-traumatic stress disorder 30 141.6 
Adjustment disorders and distress 100-150 472.1 - 708.2 

 
Universal Services 
  
Waltham Forest Universal services particularly midwives, GPs and health visitors – have contact 
with nearly all families during pregnancy and the postnatal period. This presents an opportunity 
to identify mothers who are at risk of, or suffering from, perinatal mental illnesses and take action 
to ensure that these women get the support they need at the earliest opportunity.  
Midwifery Care 
 
Evidence suggests that all new mothers and their partners would benefit from sensitive and 
supportive midwifery care from consistent professionals during the perinatal period. Sadly, many 
families in England, and specifically in Waltham Forest, do not currently receive continuity. 
Women are likely to see many midwives over the course of their pregnancy, which makes it 
unlikely to establish the type of relationship where women feel comfortable disclosing concerns 
about her mental health. Midwives are also less likely to identify concerning changes in behaviour. 
At Whipps Cross specifically, there is a lack of knowledge about pathways and protocols among 
the Whipps Cross Midwifery Team for low-level mental illness and resources available, and 
specifically, no knowledge of IAPT.  
 
Health Visiting 
 
This service presents another key opportunity for universal assessment and early intervention for 
perinatal mental health issues.  As per the new National Health Visiting Specification, Health 
Visitors will be delivering five mandated visits to all pregnant women and new parents. These 
include a face-to-face visit at 28 weeks of pregnancy, a new birth visit at 10-14 days, a 6-8 week 
check, a one-year developmental review and a 2-2.5 year old integrated health and early years 
review. 
 
Due to recruitment difficulties, the local Health Visiting service is not yet delivering some of these 
reviews. With commissioning responsibility recently being transferred from NHS England to the 
Local Authority, work is underway to address recruitment and retention issues and increase the 
reach of health visiting contacts using appropriate skill mix and integration with other early year’s 
services. As the capacity situation improves in the coming months, the antenatal review and 6-8 
week visit will be key times to provide assessment, brief intervention and referral for perinatal 
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mental health issues. Training in perinatal mental health for all Health Visitors is underway and 
the service is looking to appoint specialist posts in Maternal Mental Health within the service. 
 
Furthermore, research undertaken by HealthWatch found that referrals by health visitors and 
midwives into mental health support services for pregnant women and new mothers were said to 
be less than desired.  Local mental services were especially lacking when it came to early enough 
identification, referrals and provision for perinatal mental health. 
 
Children’s Centres 
 
Waltham Forest has six Children’s Centres located geographically throughout the borough.  In 
addition to playgroups, many children’s centres offer breastfeeding support, baby massage and 
early parenting classes. In identifying a lack of low level mental health support, the local PPIMHS 
service has set up PND support groups in three of the local children's centres. These are recruited 
to through the PPIMH service with clients screened and agreeing to attend. Sessions are 
delivered by Children's Centre staff who have been trained and receive on-going support from 
Parent-Infant Therapists within PIMHS. The aim of the support groups is to create a supportive 
peer environment where women are able to receive help with depression, anxiety, and support to 
bond with their babies. While feedback from those attending and delivering these sessions has 
been very positive, it has been identified that more resource is required in order to ensure these 
support groups are available throughout all Children's Centres in the borough. 
 
London Borough of Waltham Forest is currently in the process of recommissioning children's 
centres and the new provider (who will be appointed in Feb 2016) will be required to support the 
expansion and delivery of postnatal depression support groups. This is of course dependant on 
the capacity of dedicated commissioned PIMHS specialists to support the development and 
supervision of these sessions. In addition, infant feeing support services will be further developed 
as part of the new children's centre and Healthy Child Programme 0-5 years recommissioning. 
This will represent a four-fold investment in breastfeeding support services along with a move 
toward UNICEF baby friendly accreditation across early years services. It has been identified that 
staff providing infant feeding support will need basic training in Maternal mental health 
assessment and knowledge of local support to sign-post and refer to.  
 
Psychological Support for Expectant and New Mothers with Mild or Moderate Mental 
Illnesses 
 
Improving Access to Psychological Therapies (IAPT)   
Improving Access to Psychological Therapies (IAPT) support can be very useful for women 
suffering from anxiety and depression in the perinatal period, and many do access it. An IAPT 
pathfinder site estimated that nationwide 27% of clients were pregnant and postpartum women.   
The service receives referrals from disciplines from a variety of agencies and self-referrals.  
Across North East London, the provider received over 5000 referrals, treating 4400 people. 
Unfortunately no data was recorded on the types of referrals so we are unclear at this time how 
many were perinatal referrals. The providers report that the service is regularly achieving the 
national target for recovery percentage of 50% measured via gad7 (anxiety) and phq9 
(depression). 
 
In Waltham Forest, a recent agreement has been made for perinatal referrals made to secondary 
care that are appropriate for IAPTs to be referred via a fast track  via a " hot email " line directly 
to the 2 therapists that have taken the lead for perinatal mental health. IAPTs team have also 



115 

agreed that they would see appropriate referrals for patients who are still under secondary care 
review, which may be unique in London.  
 
IAPT services can help to treat anxiety or depression, but do not support parents with their 
parenting role to reduce the impact of their depression on their interactions with their babies. 
Therefore, all parents who access IAPT services who are expecting or have young children should 
also have access to evidence-based parenting support. 
 
Group Support Sessions 
There is a distinct, identified need to better support women with mild-moderate mental health 
concerns or risk factors in Waltham Forest. To help to address some of identified need, the NELFT 
Perinatal Parent Infant Mental Health Services in Waltham Forest (discussed in the next section) 
has been working with Children’s Centres to deliver group support sessions for women with low 
to moderate postnatal depression and anxiety. The Blossom group is at Leytonstone children’s 
centre, and Flourish is at Church Hill Children’s Centre.  They are run by Children’s Centre staff 
and supervised by a Clinical Psychologist from PPIMHS.  The referrals for the groups come 
through PPIMHS for assessment of suitability. The groups are closed, and therefore only open to 
women and their babies who have been assessed and agree to attend regularly. The aim is to 
create a supportive peer environment where women are able to receive help with depression, 
anxiety, and support to bond with their babies. A similar group called the Rainbow group is 
available for women with higher needs (considered Tier 3) and is run by the PPIMHS at Lloyd 
Park Children’s Centre.   
 
Family Nurse Partnership Programme  
 
The Family Nurse Partnership (FNP) Programme is an intensive, nurse-led and preventive home 
visiting service for first-time teenage pregnant women.  
 
Supporting care is provided from 16 weeks of pregnancy until the child turns two. Due to the 
identified risk factors for this particular cohort of patients, Family Nurses are highly trained to 
detect and support maternal mental health and to assess, support and promote positive early 
attachment with their babies. It has been identified that a number of best practice examples could 
be shared from this service with others such as Health Visiting and Early Years staff - i.e. strength-
based approaches, DANCE assessments of parental responsiveness. 
 
The nurses are trained in a solution-focused, strength-based approach and in motivational 
interviewing, which enables them to establish the aforementioned therapeutic alliance. This 
therapeutic relationship often enables the family nurse to contain mild to moderate mental health 
problems and in this respect, family nurses could be seen as functioning as Tier 1 and 2 
psychological therapists, particularly by alleviating the impact of the mental health problems of 
the parent(s) on the developing child.  
 
Through their early engagement with the family and their trusting relationship, the family nurse is 
also able to help with the early identification of more complex mental health problems for onward 
referral. They will then work collaboratively with the IAPT service while continuing to deliver the 
FNP programme 
 
Psychological Support for Expectant and New Mothers with Moderate to Severe Mental 
Illnesses 
NELFT Perinatal Parent Infant Mental Health Service 
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 The Perinatal Parent Infant Mental Health Service (PPIMHS) in NELFT covers the boroughs of 
Barking and Dagenham, Havering, Waltham Forest and Redbridge and has been running since 
April 2009. PPIMHS is a Tier 3 Service and therefore works with women with moderate to severe 
significant mental health difficulties. The Service is an integrated Perinatal and Parent-Infant 
Service, and is based on evidence that supports psychiatric treatment and therapeutic 
intervention to both mother and baby at the earliest possible time.  
 
The service is grouped in three main evidence-based areas of intervention and prevention: 
1. Medical psychiatric treatment 
2. Monitoring and care coordination by Community Perinatal Mental Health Practitioners  
3. Evidence-based perinatal psychotherapy (including metallization-based therapy for parents 
and babies; cognitive behavioural therapy for women with trauma; systemic couple therapy; and 
group analytic therapy for mothers and babies). 
 
While all the elements operate as an integrated service across the four Boroughs, functions one 
and two are commissioned by NHS England and the third function is commissioned by the CCGs. 
The PPIMHS service provides pre conception advice for women considering a pregnancy, 
psychiatric treatment for women ante-natally up to one year post-natally, and psychotherapeutic 
treatment for parents and their babies up until the baby is three years old. 
 
Antenatal referrals are received directly by PPIMHS, whereas postnatal referrals are assessed 
by the Borough based Access and Assessment Teams first and then signposted onto IAPT or 
PPIMHS according to the severity, unless there are bonding and attachment difficulties in which 
case they are accepted directly. 
 
PPIMHS works in close collaboration with primary care, health visiting, other mental health 
services, maternity services, social care and children’s centres. The service receives referrals 
from disciplines from a variety of agencies and self-referrals.  
 
In 2014/15 the service received 1203 referrals - 64% of the referrals were for women who had 
existing mental health problems when they become pregnant, a family history, history of severe 
mental illness, or had developed a mental health problem during pregnancy; 33.4% were 
postnatal referrals for women who developed moderate to severe mental health problems in the 
postnatal period; and 2.6% were for women requesting pre-conception advice/counselling.  
 
In Waltham Forest, the referral pattern in 2014/15 was slightly different to the overall team pattern 
– 311 referrals were received of which 48.2% were antenatal; 48.6% were postnatal and 3.2% 
were for pre-conception advice. 
 
PPIMHS referrals by Borough 
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The two tables below show the referrals accepted contact figures and caseload figures for Waltham Forest 
in 2014/15 and Quarter 1 of 2015/16:  
 

Perinatal (Psychiatric cases) Number 2014-15 Q1 2015-16 

Referrals accepted 307 65 

Closures 295 53 

Face to face contacts 932  206  

Telephone contacts 381 161 

Average active caseload  73 75 

 
 

Parent Infant cases * Number Q1 2015-16 

Referrals accepted 153 45 

Closures 126 33 

Face to face contacts 1168  432  

Telephone contacts 290 73 

Average active caseload  96 104 

*For each case both the mother and baby is recorded as 1 referral, but an electronic record is 
opened for both cases 

 
Clients generally stay 10 – 18 months within the team, but this varies according to many factors 
including when in her pregnancy the woman was referred, whether she moves in or out of the 
catchment area, and whether she requires a longer period of therapy.  
 
Upon discharge a large proportion of women are discharged to primary care; some are referred 
onto other psychological services such as IMPART or Eating Disorders Service; and some to 
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other Adult mental health Services such as the Community Recovery Team or Early Intervention 
Service. Discharge destination data is not available to be able to provide any figures. 
 
Due to variety of conditions, and degrees of severity during the perinatal period some women will 
be stepped up from IAPT to PPIMHS whilst other women may require IAPT in addition to PPIMHS, 
many women will just require IAPT.  
 
Due to resourcing levels, PPIMHS has put in place the following criteria/thresholds: 
 

 Where a psychological disorder is present in the infant, a referral must be made before 
the infant turns 18 months of age. 

 For a referral to be accepted antenatally there must be a pre-existing mental health 
diagnosis or history of significant postnatal depression/psychosis.  

 The service does not have the capacity to assess all postnatal psychiatric referrals (for 
women <1 year postnatal) so initial assessment by borough-based Access and 
Assessment teams is required.  

 Currently waiting times for non-urgent psychiatric detailed assessments by a Perinatal 
Consultant Psychiatrist can be up to 8 weeks and an urgent psychiatric assessment can 
be between 1-3 weeks. If someone presents in crisis they would generally be seen within 
the same day depending on capacity on the day.  

 In order to address waiting times for Parent infant therapy PPIMHS offer triage 
assessments and signposting to other services whilst waiting for parent infant intervention 

  
Mother and Baby Unit (MBU) Admissions 
All women requiring admission to a mental health unit from 32 weeks of pregnancy until their child 
is 1 year old should be admitted with their infant to a specialised mother and baby unit, unless 
there are compelling reasons not to do so. 
 
The Units are funded by NHS England through Specialist Commissioning. There are 3 Units in 
London and 15 units nationally. Women are admitted to the nearest available Mother and Baby 
Unit. Usually for Waltham Forest women this is the Homerton MBU, but when this unit is full 
Coombe Wood in Brent or The Bethlem in Beckenham are used. In 2014/15, 6 Waltham Forest 
women were admitted to MBUs.  
 
You would expect 2-4 per 1000 births to be admitted (9.4 - 18.8 births in Waltham Forest in 2013) 
whereas PPIMHS has had lower rates than this across all the four Boroughs. PPIMHS work very 
closely in conjunction with the Home Treatment teams to keep women at home wherever 
possible.  

Year No of WF MBU 
admissions 

2009/10 4 

2010/11 2 

2011/12 4 

2012/13 11 

2013/14 ? 

2014/15 6 

 
Next Steps 
NHS England is conducting a review of maternity services – including perinatal mental health, 
which they plan to publish this autumn. They will “make recommendations on how best to develop 
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and sustain maternity services for the future, and in a way that gives mothers more choice without 
compromising on safety. “ Accordingly, it would be unwise to progress plans for our perinatal 
mental health services until we can ensure that our plans are aligned with the published 
recommendations.  
 
All plans for perinatal service development will be brought before a multi-agency board for 
consideration to ensure integration from the start, and will be progressed through multi-agency 
governance processes. 
 

Current staffing levels for PPIMHS 

 

Consultant Psychiatrist 1 

Junior Doctor  1 

Manager band 8B 0.25 

Deputy Manager band 7 0.25 

Band 6 1.4 

Consultant Psychotherapist -band 8C 0.25 

Parent/Infant therapist – band 8b  

Parent/Infant therapist – band 8a 1.8 

Admin 0.75 
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Appendix G - Proposed Eating Disorder Service Delivery Model  

NHSE have provided each CCG with additional funding, from September 2015 for 5 years, to 
transform community eating disorders for children and young people 
Additional funding made available, per CCG  
  

  2015/16 

B&D £111,350 

H £144,659 

R £146,066 

WF £148,850 

Total £552,925 

 
The Transformation is to be achieved by the development of a specialist service with rapid and 
easy access to evidence based, high quality care and support. This will lead to improved recovery 
rates, fewer relapses and the reduction in inpatient treatment. The multidisciplinary eating 
disorder team should have knowledge of the epidemiology of eating disorders, risk factors 
predisposing people to develop the illness, physiological effects of malnutrition, physical and 
medical risks of starvation, and nutrition. The team should also understand that eating disorders 
commonly coexist with a range of mental and physical health problems, there is a high risk of self-
harm, and that the needs of children and young people with an eating disorder and their families 
and carers vary considerably.  
Furthermore, research has shown that this services needs to be a service separated from generic 
CAMHS. 
CCGs are required to work collaboratively to commission a community eating disorder service for 
children and young people. This needs to cover a population of a minimum 500,000 (all ages). 
 
Needs Assessment 
 
2.1 Population 

 No Source 

B&D 187,029 2011 census 

H 237,232 2011 census 

R 293,000 June 2014 

WF 265,800 May 2015 

TOTAL 983,061  

 
2.2 Prevalence 
In 2009, the incidence of eating disorders amongst males, aged 10-19, in the UK was:   
31 Per 100,0000 (Micali et al., 2013)   
In 2009, the incidence of eating disorders amongst females, aged 10-19, in the UK was:   
120 Per 100,000 (Micali et al., 2013)   

 Females (10-19) 
120 per 10,000 

Males (10-19) 
31 per 10,000 

TOTAL 

B&D 2,244 580 2,824 

H 2,864 735 3,599 

R 3,516 908 4,424 

WF 3,180 824 4,004 

 11,804 3047 14,851 
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How the services have to be Transformed 
NHSE commissioned the National Collaborating Centre for Mental Health to develop a new model 
of care for a Children and Young Peoples Community Eating Disorder Service (CYP CED); this 
was published within the Commissioning Guidelines, in August 2015. 
 
In addition to developing a new service model the guidelines includes access and waiting time 
targets, workforce, training, good practice etc. 
 
New Service Model 
Access & Waiting Time Targets 
Emergency- support received within 24 hours to include NICE concordant Treatment to be 
received within a maximum of 24 hours from the first contact with a designated healthcare 
professional. 
Urgent- NICE concordant Treatment to be received within a maximum of one week from the first 
contact with a designated healthcare professional. 
Routine - NICE concordant Treatment to be received within a maximum of four weeks from the 
first contact with a designated healthcare professional.  
 
Treatment  
Treatment for an eating disorder needs simultaneously to address a number of areas of 
development and functioning. Similar to assessment, multidisciplinary input is required to ensure 
that the treatment is integrated, person-centred, reflects the principles of participation and joined 
decision making and remains outcome and goals focus within which all relevant problem areas 
are comprehensively managed. These might include the following:  

- monitoring and management of the child or young person’s physical/medical state and 

functioning overseen by medical staff (a paediatrician or GP with specific expertise in 

eating disorders) or appropriately trained nursing staff 

- monitoring and management of the child or young person’s general mental state, overseen 

by a psychologist or psychiatrist 

- nutritional rehabilitation overseen by a dietician 

- individual psychological interventions provided by psychologists, nurse therapists or other 

appropriately trained and qualified therapists    

- family interventions (to include multi-family group interventions), provided by family 

therapists, psychologists, nurse therapists or other appropriate trained and qualified 

therapists 

- group interventions and other psychosocial interventions, provided by psychologists, 

nurses or occupational therapists  

- home treatment and mealtime support, provided by nursing and support staff  

- management of psychotropic medication where prescribed, including for any coexisting 

mental health problems (for example, depression and anxiety), overseen by a psychiatrist. 

 
Psychological Treatment Therapies to be available: 

 Family interventions to be a core component of treatment required for eating disorders 

in children and young people. 

 CBT and enhanced CBT (CBT-E) in the treatment of anorexia nervosa, bulimia 

nervosa and related adolescent presentations. 
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Required changes to the workforce 
 
Numbers 
The number of professionals within the team will depend on the anticipated needs of children and 
young people, and their families or carers within the geographical area served by the team.  
However, the Commissioning guidelines suggest the current staffing levels for 150 CAMHS 
referrals- there were 176 in 2014/5 

 Recommended levels 

Head of service 
(Psychiatrist/Psychologist 

1.8 

Paediatric Consultant 0.3 

SpR-Psychiatrists 2.4 

Senior Clinical Staff (8A, 8B) 2.5 

Therapists (Band 7) 10.1 

Home Treatment specialists 3.8 

Dieticians 2.3 

Support Staff (Band 4) 2.7 

TOTAL 25.9 

 
 The Commissioning Guidance also estimates recurrent cost for CEDS-CYP service/team, with 
150 referrals as £2,336,367. The cost for referrals is not the cost for a single patient, it includes a 
share of the steady caseload for the service. 
 
Skill Mix 
The team’s collective membership needs to provide the following expertise:  

 psychiatric assessment for children and young people  

 medical assessment and monitoring 

 rapid response to referrals as outlined in the care pathway 

 staff trained to supervisory level for evidence-based psychological interventions for eating 

disorders (to include CBT/CBT-E and targeted family interventions) 

 staff trained in the delivery of evidence based psychological interventions for eating 

disorders (to include CBT/CBT-E and targeted family interventions)  

 community care: the team should have the experience to be able to provide home 

treatment and family support   

 acute service and paediatric support: support should be provided to these services 7 days 

a week  

 delivery of care: services should consider how they can provide care and response over 

a 7-day week 

 administration: the team should have sufficient staff to provide administrative and        

management support; it is important to ensure that support staff are experienced and have 

adequate training in relevant areas including data entry.  

 
NELFT Current Service Model 
The team is based at a Health Centre in Dagenham and works with patients with an ED from age 
eight with no upper age limit. Being based in a Health Centre allows the team to access physical 
health tests and is a non-MH/stigmatising location. The service is commissioned by the following 
CCGs: Barking & Dagenham, Havering, Redbridge and Waltham Forest. 
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The team currently work with the most high-risk children and young people with an ED- and this 
is predominately Anorexia Nervosa. They are able to deliver some physical health interventions, 
being co-located in a Health Centre. Given that the team has no upper age limit there are no 
issues re transition unless the person has co-morbidity and/or is an in-patient. 
 
All therapy staff are trained in core treatment models e.g. CBT, systemic therapy. However, not 
all staff are trained in ED specific models e.g. specialist training in CBT-E for eating disorders, 
specialist training in Maudsley Model of family therapy for eating disorders. Not all staff have 
received CYP-IAPT Core and Specialist ED training. Not all staff are trained in alternative 
evidence-based treatments for eating disorders e.g. MANTRA, Specialist Supportive Clinical 
Management. 
 
Only two staff members are trained to offer CYP-IAPT supervision (4 hours/week) 
 
CAMHS ED Activity, 1/4/14 to 31/3/15 

 B&D Havering Redbridge WF Total 

New 
referrals 

28 62 40 46 176 

Closed 20 63 45 35 173 

F2F 
contacts 

421 601 1135 810 2,967 

Telephone 
contacts 

99 45 178 156 778 

Active 
caseload 

40 79 59 52 230 

Average 
no on 
waiting list 

1 2 1 1 5 

Weeks 
waiting for 
routine 
treatment 

12-15 12-16 12-16 12-16 12-16 

 
Access Targets 
All patients are triaged immediately for risk and given an appointment for the weekly CMHS ED 
clinic. The patient and family then receives a MDT assessment including an ECG and blood tests 
and leave with a care plan. 
 
Current Staffing: 

Service Manager 8B 0.5 

Consultant Psychiatrist 0.5 

Nurse 0.5 

Dietician 0.5 

Psychologist/CBT Therapist 0.5 

Family Therapist 8B 0.5 

Family Therapist 0.5 

TOTAL 3.5 

 
 
Conclusion 
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The Service only works with patients with an eating disorder and have therefore developed the 
skills to undertake this work. However, there are only a limited number of staff in the team 
therefore, they only work with high risk patients. Furthermore being based in Dagenham means 
that distance by public transport makes the service inaccessible for many and somewhat 
impractical for the provision of outpatient treatments .  
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Appendix H - Integrated CAMHS Commissioning Board – Terms of 
Reference 

 
Waltham Forest CAMHS Integrated 

Commissioning Board 
Strategic Vision: 
The Waltham Forest CAMHS Integrated Commissioning Board will champion effective and 
meaningful multi-agency planning, commissioning and delivery to support the delivery of its 
strategic vision: 
 

“In Waltham Forest we believe that mental health is everybody’s business and that 
partners need to work together to ensure that all children and young people enjoy 
food mental health and wellbeing, including those that are most vulnerable such as 
looked after children” 

 
 
Purpose 
To draw together commissioners and stakeholders at a strategic level to work in partnership and 
collaboration to agree and deliver a cross-agency work plan that sets out the strategic 
commissioning and delivery priorities for CAMHS (including emotional health and wellbeing) 
across Waltham Forest. 
 
 
Key Aims 

 To be responsible for establishing the strategic direction of CAMHS in Waltham Forest, 

and where appropriate forming and overseeing task groups to drive forward operational 

developments. 

 To be responsible for implementing and monitoring the Waltham Forest CAMHS work 

programme. 

 To coordinate the activities of a range of commissioning bodies to ensure the most efficient 

and effective use of resources 

 To inform and provider recommendation on the commissioning of CAMHS, reflecting 

evidence-based practice and ensuring key local, regional and national developments, 

gaps and risk are highlighted 

 To ensure that participation with service users and stakeholders is central to planning, 

commissioning and delivery of services 

 To embed a culture of data driven decision-making and continuous improvement. 
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Roles 

 To agree and deliver a joint CAMHS Commissioning work plan on an annual basis, 

reviewing progress in year. 

 To plan, commission and deliver services based on national policy, local strategic plans 

and current needs assessments 

 To be responsible for the commissioning of CAMHS through aligned budgets 

 Analyse and interpret relevant policy to determine implication for local action, investment 

and dis-investment, ensuring the delivery of pre-existing and new targets and 

responsibilities 

 Use local intelligence, feedback and evaluation of CAMHS to understand the needs of the 

population and inform priority setting 

 Ensure the development of a CAMHS workforce across at all tiers of service provision 

 Ensure the co-ordination of the CAMHS agenda with other care groups and services 

(transition, parental mental health, learning disabilities, children in care, substance 

misuse) 

Capturing the perspectives of Children, Young People and Families 
The Waltham Forest CAMHS Integrated Commissioning Group is committed to developing and 
embedding a structure to promote meaningful and continued engagement and feedback about 
CAMHS, considering and acting on feedback about service delivery and outcomes from the 
perspective of/from children, young people and their families and other stakeholders. 
Governance structure 
The Waltham Forest CAMHS Integrated Commissioning Group will report into the Waltham Forest 
CCG Planning and Innovation Committee for CCG governance and the Joint Commissioning 
Board for the London Borough of Waltham Forest governance. 
 

 
 
 

Health and Wellbeing 
Board

Joint Commissioning 
Board (JCB)

CCG Governing Body

Planning and 
Innovation

Waltham Forest 
CAMHS Integrated 

Commissioning Board

CAMHS Operational 
Meeting with 

Providers 
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Membership 

Name Title  Representing  

   

Dr Tonia Myers Clinical Director  
 

Waltham Forest CCG 

Nuzhat Anjum Head of strategic 
Commissioning  

Waltham Forest CCG 

Kelvin Hankins  
 

Associate 
Director 
Contracting  

Waltham Forest CCG  

Deborah White Mental Health 
Commissioning 
Manager 

Waltham Forest CCG 

Joe McDonnell Public Health 
Director 

London Borough of Waltham Forest 

Zaya Fullerton Public Health 
Strategist 

London Borough of Waltham Forest 

Margaret Burke 
 

Early Help London Borough of Waltham Forest 

Julia Kent Inclusion 
Development 
Teacher 

London Borough of Waltham Forest 

David Fry Head of 
Placements and 
Resources 

London Borough of Waltham Forest 

 
Members sit on the group to support the CAMHS work programme and represent their respective 
organisation, as part of their role they will ensure that their respective organisation and network 
are informed of the work of the CAMHS Integrated Commissioning Group and ensure appropriate 
organisational views are fed in and align with strategic direction. 
 
Meeting Frequency 
Meetings are held monthly for the first three months (June 15-August 15) and bi-monthly 
thereafter for two hours (This will be reviewed following initial three months).  Meetings will be 
quorate where there is a CCG responsible officer (or deputy), LA responsible officer (or deputy)  
 
Administration 
Waltham Forest CCG will coordinate and provide administration for the meeting 
 
Review arrangements 
The terms of reference, there will be an annual review of membership and the joint work 
programme. 
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Appendix I – Outcome reports from Thrive Team service review 

Please see below the documents produced by the Thrive Team upon finalising the service review, 
prior to the implementation of the Thrive model. 
 

Waltham Forest 

Report Final.docx
 

Waltham Forest Final Report 
 

App A, Waltham 

Forest Data Analysis for i-THRIVE 2016.pdf
 

Waltham Forest Data Analysis 
 

App B, Waltham 

Forest, approaches to service information.docx
 

Waltham Forest Approaches to Service Information and Criteria 
 

App C, Waltham 

Forest draft outcome and measurement framework.xlsx
 

Waltham Forest Draft Outcome Measures 
 

App D, Waltham 

Forest qualitative feedback i-THRIVE 2016.pdf
 

Waltham Forest Qualitative Feedback 


