
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
Copyright © Tees, Esk and Wear Valleys NHS Foundation Trust 2013 
All rights reserved. No part of this publication may be reproduced or transmitted, in any form or by any means, 
electronic, mechanical, photocopying, recording or otherwise, or stored in any retrieval system of any nature, without 
the written permission of the copyright holder. 
 
 
 

PERSON CENTRED PATHWAY 
OF CARE 

FOR   
ASD  

In  
Children and Young People 



2 
 

INDEX OF CONTENTS  

Section  Description  Page Number  

Section 1 Introduction  3 

Section 2  Person Centred Pathways of Care  4 

Section 3  Scope of the Pathway  4 

Section 4 Evidence Base:  

National Guidance / Policy 

4 

Local Context  4 

Section 5 Service User and Carer Consultation  5 

Section 6  Governance Arrangements  6 

Section 7 Glossary of Terms  7/8 

Section 8 Bibliography  9 

Section 9 Clinical Algorithm  10 

Section 10  Clinical Standards 11-20 

Section 11 Pharmacological Interventions 21 

 



3 
 

1 INTRODUCTION 

Tees, Esk and Wear Valleys NHS Foundation Trust was created in April 2006, following the 
merger of County Durham and Darlington Priority Services NHS Trust and Tees and North East 
Yorkshire NHS Trust. In July 2008 we became the North East’s first mental health trust to achieve 
foundation trust status.  
 
We provide a range of mental health, learning disability and substance misuse services for the 1.6 
million people living in County Durham, the Tees Valley, Scarborough, Whitby, Ryedale, 
Harrogate, Hambleton and Richmondshire. We deliver our services by working in partnership with 
seven local authorities and Clinical Commissioning Groups, a wide range of voluntary 
organisations, as well as service users, their carers and the public. 
 
The services are spread over a wide geographical area which includes coastal, rural and industrial 
areas.  
 
The Trust has developed a set of objectives, which focus on five strategic areas:  

 

 To promote excellent services, working with the individual users or our services and their 
carers to promote recovery and well being.  

 To continuously improve the quality and value of our work 

 To recruit, develop and retain a skilled work force.  

 To have effective partnerships with local, national and international organisations for the 
benefit of our customers.  

 To be an excellent and well governed Foundation Trust that makes best use of its 
resources for the benefit of our communities.  

 
Person Centred Pathways of Care are essential in how we will deliver care in partnership with our 
service users.  
 
Figure 1 below shows a map of the area covered by the Trust. 
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 2 PERSON CENTERED PATHWAYS OF CARE 

A Person Centred Pathway of Care details the locally agreed evidenced based clinical 
standards for a defined care group.   They aim only to deliver care which adds value to the 
client’s health outcome.  
Treatment and care takes into account service user needs and preferences. Service Users 
have the opportunity to make informed decisions about their care and treatment, in 
partnership with their practitioners 
 
3 SCOPE OF THE PATHWAY 

This pathway begins at the point at which a service user presents with possible symptoms 
of Autism and an assessment is required to establish whether diagnosis of Autism is 
appropriate. This could be from within various services provided by the Trust or externally. 
Each person is unique and will experience symptoms in their own way.  The person centred 
pathway allows each individual and their carer to be supported in an evidence-based 
manner 

 
 
4 EVIDENCE BASE  

 
4.1 NATIONAL CONTEXT  
Essential guidance relevant to this pathway: 

 
 Autism – recognition, referral and diagnosis of children and young people on the 

autism spectrum (CG128) 
 Autism - management of autism in children and young people (CG170) 

 
4.2 LOCAL CONTEXT   

The TEWV Autism Pathway covers the recognition, diagnosis and management of autism in 
children and young people from birth to 18th birthday.   Historically, there has been a 
difference in how autism is assessed between different localities.  For example, in the age 
cut-off between those cases assessed by paediatrics/child health services and those 
assessed by Child and Young People’s Services (including CAMHS and LDCAMHS). This 
pathway aims to provide a coherent and standardised set of guidelines across the TEWV 
NHS Foundation Trust. 
 
.  
4.3 EVIDENCE BASE 
 
The pathway is based largely on the recommendations in the National Institute for Health 
and Care Excellence (NICE) guidance: 

 
 Autism: recognition, referral and diagnosis of children and young people on the autism spectrum 

(CG128) 1 

 Autism - management of autism in children and young people (CG170) 2 
 

The development of the pathway also considers the National Autism Plan for Children (NAPC) 
which was produced by The National Autistic Society (NAS) in collaboration with the Royal 
College of Paediatrics and Child Health (RCPCH) and the Royal College of Psychiatrists 
(RCPsych). 3 The NICE guidance superseded the NAPC but drew on that work. 
 

http://guidance.nice.org.uk/CG128
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TEWV recognises that individuals and groups prefer a variety of terms, including autism spectrum 
disorder, autistic spectrum condition, autistic spectrum difference and neuro-diversity. For clarity 
and consistency, in this pathway the term 'autism' is used throughout, in keeping with the use of 
'autism' in recent Department of Health, National Audit Office and Public Accounts Committee 
documents. However, in this pathway the term 'autism' refers to 'autism spectrum disorders'.4 

 
A detailed evidence base is attached for further reading    

ASD Evidence 
base.docx

 
 
 
5 SERVICE USER AND CARER CONSULTATION  

 
As part of the development of this pathway CYPS have consulted with Service users and their 
carers.  We will continue to continue to use the existing service user and carer forums to consult 
on the pilot of the pathway and full implementation across the specialty 
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6 GOVERNANCE ARRANGEMENTS 
 

The Person Centred Pathway of Care has been agreed by the following governance 
structures:  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

PILOT VERSION AGREED 
BY PATHWAY LEAD  

QUALITY ASSURANCE 
COMMITTEE 

For Information only 

DRUG AND THERAPEUTICS 
COMMITTEE 

For approval to pilot  

SPECIALITY DEVELOPMENT 
GROUP/s  

Approve for pilot  

SPECIALITY SERVICE 
DEVELOPMENT GROUP/s 

For approval and 
implementation  

PILOT EVALUTION 
 

Measurement and Review  
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7 GLOSSARY OF TERMS 
 
Patient Reported Experience Measure (PREM) 
An outcome tool specifically designed to measure the experience of service users.  
 
Clinician Reported  Outcome Measure (CROM) An outcome tool specifically designed to 
measure outcomes based on a clinicians reports 
 
Patient  reported Outcome Measures  (PROM) 
An outcome tool specifically designed to measure outcomes based on patients report 
 
Health of the Nation Outcome Scale Child & Adolescent(HONOSCA)  
The HoNOSCA need to be completed as a separate document.   
 
CGAS 
Children Global assessment Scale 
 
RCADS 
Revised Children anxiety and Depression Scale 
 
SDQ 
Strengths and difficulties questionnaire 
 
Current View 
The current view is a tool designs to capture assessment, information in a standardised 
manner.   It aims to represents only the presenting problems that are seen in CAMHS, but 
also to capture some of the complexity and context of CAMHS work 
 
CHiESQ 
Commissioning Health Improvements Experience of Service Questionnaire 
 
Care Programme Approach 
A legal framework which supports the comprehensive assessment and care provision for 
people with severe and enduring mental health problems accessing secondary care mental 
health services. 
 

Comprehensive Assessment 
The overall assessment that occurs when people access mental health services.   This is 
documented on the electronic care record (PARIS) 
 
Care Plan 
The care plan is formed from the assessment and formulation will consist of a summary of 
the total care package that is to be provided across all disciplinary/agency boundaries.  It is 
reviewed and updated at specified intervals.  A care plan must always be written following 
the comprehensive assessment, and this should include that the patient has commenced 
on the Social & Emotional Health and Wellbeing Pathway. 
 
 
Red Border risk assessment 
A standardised assessment of risk that includes suicidality, intent, current and historical risk 
factors, and risk management plan. The assessment is recorded on PARIS.  
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Intervention Plan 
An intervention plan is the document clinicians use to describe the detailed clinical 
intervention a patient will receive.  It should have clear identified objectives and be regularly 
evaluated. 
 
Common Assessment Framework (CAF) 
A standardised approach used by practitioners to assess children’s additional needs and 
decide how these should be met  
 
Diagnosis  
Multidisciplinary assessments are brought together to make a formal ICD10 diagnosis and 
to briefly outline an immediate intervention based on this diagnosis. 
 
It should be derived through discussion between psychiatrist and all other staff who have 
been involved in this assessment e.g. crisis/access staff, memory service nurse, 
psychologist, OT, neurology.  
 
Staff who are able to give this diagnosis to the patient are: medical staff, nurses band 6 and 
above, advanced nurse practitioners, nurse consultants, and psychologists. 
 
PARIS 
Clinical recording system. 
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9 CLINICAL ALGORITHM  
.  
 

plan 

Initial assessor -suspicion of Autism  
Need to complete: 

School checklist, school observations, Signs & symptoms checklist 
 

Family informed of assessment & referral to multiagency partners for assessment. 
 

Completion of observations and assessment 
 

Multi agency Formulation 
 

Confirmed Autism diagnosis 
Diagnosis- Agree intervention plan 

 

Discharge Ongoing interventions 

REVIEW 

Consultation with clinician from Autism Team to agree or not to proceed with multi-
agency Autism Assessment, initial assessor complete Autism Assess referral form 

 

Not suitable – ongoing interventions 
by CAMHS, Signposting or discharge 

 

Commence Autism Pathway 

No diagnosis- consideration for further 
CAMHS assessment or discharged if no 

further need identified 
 

Referral Discussed at Multi Agency Autism Team Meeting 
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10 CLINICAL STANDARDS  
 
The standards for the triage/assessment phase should follow the below format:  

 

 CLINICAL STANDARD 
 
 

ACTIVITY  
CODE 

PROM 
CROM 
PREM 
Including timescale of use 

STANDARD 
WORK OR 
APPENDIX / 
INDEX NO. 

 Pre pathway assessment usually 
carried out in Tier 2 services 

   

1 Face to face appointment – 
commence Comprehensive 
assessment (to be completed 
within 28 days).To include risk 
assessment and initial care plan  
 
 

Assess2  CGAS(CROM) 

 HONOSCA(CROM) 

 SDQ’s(PROM) 

 RCADs (PROM) 

 Current View 

 

Care docs  
Letter 201 (on 
Paris) to GP 
 

2 Contact school to complete 
Emotional Well Being School 
Checklist 

CC06  

School 
assessment.docx

 
3 Complete School observations   

Home and school 
observation proforma.docx

 
4 Complete Signs & symptoms 

checklist with parents 
  

0-5Y  symptoms and 
signs.doc

 

5-11Y symptoms and 
signs.docx

 

11-18Y symptoms 
and signs.doc

 
 

5 Initial Formulation decision making 
to agree intervention plan with 
young person/family.  Where initial 
assessment indicates need for ASD 
assessment  lead professional to 
consult with member of the Autism 
team and agree completion of 
referral doc 

CC02  

referral form.docx

 

 
 

REFERRAL FOR SPECIALIST 
ASD ASSESSMENT 

Assess4   

1. Autism Assessment Referral Form 
and consent received by Autism 
team,  Include symptoms & signs 
checklist (dependent on age)  

ASSESS3   

2 Referral to Autism team on to 
PARIS by admin team 

ASSESS3  Paris 

3 Commence Autism assessment ASSESS3 RCADS, SDQ, SLDOM  
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Discussion at Multi Agency Team 
(ASD).   
Agree assessment process who & 
what. 
Agree formulation date (within 6 
months) of start of Autism 
assessment 
 
  

 
 
 
 
 
 
 
CC05 

(PROMs) 
CGAS, HONOSCA, (CROMs) 
CHI (PREM) 

 

 
 

Autism team planning 
document.xlsx

L784d0.1 
Assessment of autism in children and young people - child.docx

 
 

Autism Assess leafelt 
for parents.docx

 
 

4 School notification of 
assessment – SENCO/Specialist 
Autism Teachers(if not already 
collected) 
 

  

assessment school 
notification.docx

 

5 First face (within 4 weeks of start of 
Autism assessment) : face to 
include 
Communication with family re ASD 
assessment 
Patient information 
leaflets/documents Provide 
information leaflets and document in 
PARIS care record 

  201 letter to GP  
may include 
request for GP to 
refer to paeds 
(locality 
variance) 
 

planning letter for 
parents.docx

 
6 Allocation of Link worker/key 

profession if not the Autism 
coordinator 

ASSESS3   

7 Referral to Educational 
Psychology: request for Autism 
specific information request to 
school for consideration of referral 
to Educational Psychology 
 

ASSESS3  

request for 
Educational Psychology information letter 2.docx

Request for 
Educational Psychology information letter 1.doc

 
8 Referral to Speech and language 

therapy: request for Autism specific 
information / request for past 
information  
 
 

ASSESS3  

Request for SLT 
letter.doc

 

9 Referral to Paediatrics: request for 
Autism specific information / request 
for past information (if not done in 
step 5) 
 

ASSESS3 GP referral 

Request for 
Paediatrics letter.docx
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Request for 
Paediatrics letter via GP.docx

 
10 Request for information from 

Social Care (if involved or historical 
involvement)  

  

Social Care 
letter.docx

 
11 Consideration of OT (if involved 

or historical involvement, if 
significant difficulties within 
function sensory process or 
motor difficulties) 
 

   
 

OT referral  letter 
external.docx

 

12 Consideration of Clinical 
Psychology referral (Cognitive 
ability including adaptive 
behaviour)  
 
 

   
 

13 Quality Check –  
NICE compliant initial history and 
co-morbidity and  
differential diagnosis (screening) is 
completed. Assessor allocated by 
ASD coordinator 
 

  

initial NICE 
developmental history proforma.docx

differential diagnosis 
proforma.docx

 
14 Autism Developmental History  

(Aide memoire/3DI/ADI-R) assessor 
allocated by ASD coordinator 
  
 

   

NAP-C aide memoire 
proforma.docx

  

15 Autism specific School and Home 
observations  
consideration of observation group 
(or 2 settings) if not collected 
elsewhere  
assessor allocated by ASD 
coordinator 
 

   

Home and school 
observation proforma.docx

 
 
 

16 Completion of  Autism Diagnostic 
Observation Schedule (ADOS or 
ADOS-2) if not previously 
completed  
 

  

ADOS-2 appointment 
letter.doc

 

ADOS-2 module 1 
observation form.docx

 

RPDW ADOS-2 
report module 1 ML edit 22 8 14.docx
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ADOS-2 module 1 
presses prompts.docx

 

RPDW ADOS-2 
report module 2 ML edit 22 8 14.docx

 

RPDW ADOS-2 
report module Toddler ML edit 22 8 14.docx

 

ADOS-2 module 2 
observation form.docx

 

ADOS-2 module 2 
presses prompts.docx

 

ADOS-2 report 
module 3.docx

 

ADOS-2 module 3 
observation form.docx

 

ADOS-2 module 3 
presses prompts.docx

 
 

RPDW ADOS-2 
report module 4 ML edit 26 8 2014.docx

 

RPDW ADOS-2 
report module Toddler ML edit 22 8 14.docx

 
 

ADOS-2 module 4 
observation form.docx

ADOS-2 module 4 
presses prompts.docx

 

ADOS-2 Video 
Consent form and information.docx
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ADOS-2 module 2 
and 3 combined scoring report.docx

 
 

Standards for formulation section should follow the below format:    
 

 CLINICAL STANDARD ACTIVITY  
CODE 

PROM 
CROM 
PREM 
Including 
timescale of 
use 

STANDARD WORK 
OR APPENDIX / 
INDEX NO. 

1. Formulation A diagnosis of Autism should only be 
made by a multi-agency team who will provide a 
range of assessments as clinically indicated and in 
accordance with NICE guidance (CG128). 
Formulation process Follow the standard process 
description  
This process should utilize the ICD 10 e-document  
A copy of this document will be circulated to all 
agencies contributing to the assessment in order 
that this information can be collated  
Formulation will be planned for  4 - 6 months (from 
decision following screening and completion of 
specialist assessment) although there is recognition 
that children with additional needs, for example a 
learning disability may take longer 
 

  

FORMULATION ASD 
doc.docx

 
 

blank Autism team 
ICD 10 v2.docx

 

ICD document 
addendum.docx

 

2 Outcome, Diagnosis, non diagnosis 
 
Following an outcome a review appointment will be 
offered within 6 weeks whether a diagnosis of 
Autism has been reached or not. 
 
If a diagnosis of Autism is reached a letter should to 
be sent to family and relevant professionals.  This 
will include recommendations and plan of care. 
 
If there is no diagnosis a letter should be sent to 
this effect the review will identify ongoing needs 
and to be sent to the family and relevant 
professionals. 
 
Post Diagnostic pack will be given 

  

Autism diagnosis 
letter1.docx

 

Non Autism diagnosis 
letter1.docx

 

 
Standards for intervention section should follow the below format: 
 
 

If Mental Health Clusters defined for this care group you should use the below format for every 
appropriate mental health.  Please refer to Mental Health Clustering Section of this document.   
 
Description of cluster the standards relate to. 
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If Mental Health Clusters are not yet defined for this care group 
 
Description of need group (e.g. mild, moderate etc)  
 

 CLINICAL STANDARD 
 
Time scales/number of sessions must be identified 
where relevant.  

ACTIVITY  
CODE 

PROM 
CROM 
PREM 
Including timescale 
of use 

STANDARD  
WORK OR 
APPENDIX / 
INDEX NO. 

 
Supplementary Care Coordination interventions   

1 
 

Based on needs identified, further referrals may 
need to be considered ie family signposted to 
other disciplines/ agencies, local specialist ASD 
services) and consideration of other CAMHS 
specific person centred care pathways i.e. 
challenging behaviour, depression etc 
 

ASSESS3   

Psychological wellbeing interventions: 
 
The following interventions will be offered to the service user as only as clinically indicated:  
 

NOT AGE SPECIFIC 

1 Guided self-help (GSH) including manualised 
approaches and computerised 
Self-Help Offer psycho-education regarding 
Autism and its management. 
 
 

   

2 Meaningful Activity and Behavioural Activation 
Consider young person’s engagement in 
meaningful activities such as engagement in 
education / employment and social and leisure 
activities. Offer information regarding behavioural 
activation. 
 

LIF1   

Psychological Interventions  
 
The following interventions will be offered to the service user on a person-centred needs led basis 
which is not wholly dependent on the diagnostic level that has been given.  
 
Across all the levels of need there are core interventions focused on the child / young person. The 
needs of parents / carers alongside agencies such as universal services, education, employers, social 
care and the voluntary sector will be addressed as required to support recovery. Risk factors and 
safeguarding concerns will be considered within the interventions. 
 
Based on clinical assessment information and formulation psychological therapies may be offered 
singly or in combination, according to age, developmental level, ability and individual needs through a 
guided collaborative decision-making process.   
 

NOT AGE SPECIFIC 

1  
Individual non-directive supportive therapy,  
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2 group cognitive behavioural therapy (CBT GPT2   

3 Cognitive Behavioural Therapy 
 

GPT2   

LIFESTYLE 

NOT AGE SPECIFIC 

1 Information giving: Time spent giving family/carers 
information regarding a patient’s condition, 
progress and/or management.  This includes 
Issuing information, leaflets and documents and 
time spent explaining the same - information pack 
given including referral form for post diagnostic 
pathway. This may include 

FCl1   

1.1 Sensory processing LIF11   

1.2 Continence LIF7   

1.3 Sleep PHI7  

 
  

1.4 Puberty PHI1   

1.5 Siblings FCI5  

 
  

1.6 How to Inform own child of diagnosis FCI5   

2 Liaison/communication: Time spent supporting a 
patient with education or encouragement to attend 
education facilities. Time spent with education and 
other relevant agencies feeding back assessment, 
strengths and weakness and building strategies to 
support the young person within education. 
 

LIF5   

3  Anxiety management Offer advice about and 
anxiety management 
 

PWB5   

4 Nutrition Offer advice about nutrition and the 
benefits of a balanced diet. 
 

PH14   

5 Occupational Therapy interventions with 
regards to fine motor coordination and sensory 
assessment. 

LIF11   

Age specific interventions 0-4years 

1 Supporting parents  who have children in the 
assessment and development of their parenting 
skills  For this age group all parents should be 
offered access to a psycho education groups ie 
Early Bird group  
 

LIF8   

Age specific interventions 5-8years 
 

1 Supporting parents  who have children in the 
assessment and development of their parenting 
skills  For this age group all parents should be 
offered access to a psycho education groups  ie 
Early Bird Plus group 
 

LIF8   

2 Aids and adaptations.  Time spent with the young 
person documenting  their  needs with relation to 

LIF6   
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social communication needs i.e. About  Me or Pen 
portrait  
 

3 Education Time spent supporting a patient with 
education or encouragement to attend education 
facilities. Time spent with education and other 
relevant agencies feeding back assessment, 
strengths and weakness and building strategies to 
support the young person within education. e. 
consider Yr5 Transition to secondary planning 
within education. Consider EHC plan.. 

LIF5   

4 Family Interventions – Time spent focusing on 
families, Consider opt in to Healthy minds 
programme 

LIF8   

Age specific interventions 9yrs – 13yrs 
 

1 Supporting parents  who have children in the 
assessment and development of their parenting 
skills  For this age group all parents should be 
offered access to a psycho education groups-
Cygnet group. 
 

LIF8 
 

  

2 Refer on -Yr6-Yr7 Referral to SLT for additional 
support around transition (if ongoing social 
communication issues). 

 

CC06   

3 Time spent with the young person during social activity 
with the aim of increasing their social skills i.e. 
Consider use of Secret Agent, Construction Block 
Therapy, social communication group, Social Skills 
group. 

LIF1   

Age specific interventions 14years plus 

1 Supporting parents  who have children in the 
assessment and development of their parenting 
skills  For this age group all parents should be 
offered access to a psycho education groups-
Cygnet group   
 

LIF8   

2 Time spent with the young person during social activity 
with the aim of increasing their social skills i.e. 
Consider use of Construction Block Therapy, social 
communication group, Socialeyes,  Social Skills group. 
 

LIF1   

3 Education Time spent supporting a patient with 
education or encouragement to attend education 
facilities. Time spent with education and other relevant 
agencies feeding back assessment, strengths and 
weakness and building strategies to support the young 
person within education. e. consider Yr 10 Transition 
on leaving secondary planning within education. 
Consider EHC plan 

LIF5 
 

  

4 Assess capacity in relation to the young person  
discuss diagnosis with the young person 

ASSESS4   

Age specific interventions 17 years 

1 Supporting parents who have children in the LIF8   
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assessment and development of their parenting 
skills, for this age group all parents should be 
offered access to a psycho education groups-
Cygnet group.  
 

2 Time spent with the young person during social activity 
with the aim of increasing their social skills i.e. 
Consider use of Construction Block Therapy, social 
communication group, Socialeyes,  Social Skills group. 
 

LIF1   

3 Education Time spent supporting a patient with 
education or encouragement to attend education 
facilities. Time spent with education and other 
relevant agencies feeding back assessment, 
strengths and weakness and building strategies to 
support the young person within education. e. 
consider Yr 10 Transition on leaving secondary 
planning within education. Consider EHC plan. 
 

LIF5   

4 Assess capacity in relation to the young person 
discuss diagnosis with the young person. 
 

ASSESS 
4 

  

5 Begin discussions and planning for transition to 
adult services where clinically indicated 

CC01   

Social care considerations  
 
The following interventions will be offered to the service user as only as appropriate:  
 

1 Safeguarding – Time spent involved specifically in 
activity associated with safeguarding 
 

FC13   

2 Carer Welfare – Time spent working directly with 
the carer 

FC14   

3 Family Interventions – Time spent focusing on the 
family 

FC15   

4 Information giving – Time spent giving families 
and carers information regarding a patients 
conditions, prognosis and or management 

FC11   

Review 
Trust CPA policy should be followed as indicated (see Tees, Esk & Wear Valley NHS Foundation Trust 
CPA Policy). Reviews must be driven by the service user needs and the outcome recorded and shared 
with everyone involved. The minimum standard for ‘formal’ reviews for those on CPA is every six 
months with annual reviews for those supported by services on Standard Care. However within this 
pathway a review must be held within 6 weeks of diagnoses.  Further reviews will be driven by the 
service user needs and the outcome recorded and shared with everyone involved. 
 
 Formal review process should be MDT; as those specified at formulation meeting if still involved.  
During review the following, Routine Outcome Measures need to be completed: 
 

o RCADS, SDQ, SLDOM (PROMs) 
o CGAS, HONOSCA, (CROMs) 
o CHI (PREM) 

 

Transitions 
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At key change points in a child or young person’s life e.g. primary to secondary, transitions should be 
managed using the care programme approach to ensure smooth transitions for the child, young 
person and their parent/carer, they should be fully informed regarding the process and services that 
are available and involved in the transition process. 
 At 17 years and 3 months of age transition to adult mental health or adult learning disability services 

should be planned with the care co-ordinator/lead professional and the family.  

When a young person becomes 17-18 years of age CAMHS, LDCAMHS and Adult Mental Health and 

Adult LD Services should work cooperatively using the care programme approach to ensure smooth 

transfer to Adult Services. 

A CPA transfer meeting should be held 4 weeks leading up to the transition point if possible. 

All risk assessment and care documentation should be reviewed by the multidisciplinary team and 

discussed with the team taking over responsibility. 

The CPA transfer process should be organised and co-ordinated by the discharging care co-

ordinator/lead professional in collaboration with the receiving area. 

Prior transitions the following, Routine Outcome Measures need to be completed: 
 

o RCADS, SDQ, SLDOM (PROMs) 
o CGAS, HONOSCA, (CROMs) 
o CHI (PREM) 

 

Discharge or Step Down following review: 
Children and young people should be reviewed regularly, based on the clinical judgement of a CAMHS 

and LD CAMHS professional. However, if there is no further role for CAMHS/LDCAMHS at that time 

and there are no concerns around risk then they should be discharged back to primary care. 

Children and Young people who have been successfully treated and discharged, but then re-referred 

should be seen as soon as possible rather than placed on a routine waiting list.  

When considering discharge there should be evidence that there has been continued communication 

with and involvement of primary care in the process, to ensure that there is a clear understanding and 

pathway across services. 

At discharge the following, Routine Outcome Measures need to be completed: 
 

o RCADS, SDQ, SLDOM (PROMs) 
o CGAS, HONOSCA, GOALS (CROMs) 
o CHI (PREM) 
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The following steps can occur within ALL clusters 
 
PHARMACOLOGICAL INTERVENTIONS  ACTIVITY  

CODE 
STANDARD 
WORK OR 
APPENDIX / 
INDEX NO. 

Pharmacological Appointment  
 

 Review mental health, any risk, medication and medication 
history. 
 

 evaluate patient and carer views and likelihood of 
compliance 

  

 Discuss safe storage and handling of medicines. 
 

 Advise patient/carer of possible side effects and clarify 
discontinuation criteria. 
 

  provide appropriate medication information leaflet  
 

 Provide contact details of team in case of side effects (if 
appropriate) 

 

 Complete medication treatment plan in collaboration with 
service user using medication prescribing guidelines within 
24 hours.  
 

 Notice of medication change to be sent to GP within 24 
hours  

 

 
 

 
 
MED8 
 
 
MED5 
 
 
MED5 
 
MED4 
 
 
MED4 
 
MED5 
 
 
MED5 
 
 
 
MED 5 

 
 
 
 
 
 
 
 
 

Refer to specific pharmacological interventions for 
Autism (attached) prior to prescribing 

 

PHARMACOLOGICAL 
INTERVENTIONS AUTISM.docx

 
 
 
 
 
  


