
The NCEL CAMHS Provider Collaborative Strategic Health Needs Assessment

Produced by the Public Health Team at East London NHS Foundation Trust on behalf of the NCEL CAMHS Provider 
Collaborative

Final Report July 2021



Foreword by North Central and East London Expert by Experience User Group

We are really pleased to have worked with the East London NHS Foundation Trust public health team over the past four months to identify where 
there can be improvements in terms of equality and care offered to young people and families accessing Child and Adolescent Mental Health 
Services (CAMHS) services.

As service users and parents, we have seen first-hand the inequalities many people face when accessing services, particularly those from 
protected groups such as ethnic minority communities, LBGTQI+ young people, and people with learning disabilities.

The public health team took on board our input, hoping to get a better understanding of our views and the needs of mental health service users.

Using the data gathered, we identified key areas where inequalities lay, and were able to highlight the areas where service improvements need to 
be made for the population to benefit.

These inequalities need to be addressed in order to attain a service that caters for us all, thus creating a system that is fit for purpose and robust 
to handle the ever-growing need for mental health services.

We want young people to feel comfortable to come forward and receive support, regardless of their personal characteristics.

We were happy to be part of this important work and hope that it will encourage other service users to share their personal experiences in order 
to improve mental health care.

We would like to extend our thanks to the public health team for giving us this opportunity to share our experiences and take part in this 
rewarding project.

Hanna Gawron, Jennifer John, Olga Oryema, Sophie McLeod, Azizah Khan, Jamie Lee Brogan and Alan Strachan 

NCEL Participation Champions

June 2021

Forewords
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Foreword by Executive Director of the North Central and East London CAMHS Provider Collaborative

It gives me great pleasure to write the foreword to this jointly owned, jointly produced Strategic Health Needs Assessment led by our local system 
leaders. I am delighted that our experts by experience have also led this process; Hanna Gawron, Jennifer John, Olga Oryema, Sophie McLeod, Azizah
Khan, Jamie Lee Brogan and Alan Strachan have given life to the document by making it relevant to the residents whom the Collaborative has the 
pleasure to serve. As experts by experience, and parents and carers of such experts, they have been instrumental in guiding our partnership.

Embodied in this document is the collaborative partnership of the five mental health and community providers (East London Foundation Trust, Barnet, 
Enfield and Haringey Mental Health Trust, North East London Foundation Trust, Tavistock and Portman Foundation Trust and Whittington Health Trust), 
thirteen local authorities (Barking and Dagenham, Havering, Redbridge, Waltham Forest, Tower Hamlets, Hackney, City, Newham, Camden, Islington, 
Barnet, Enfield and Haringey), their respective public health departments, and local acute Trusts (Bart’s Health, Barking Havering and Redbridge Hospital 
Trust, Royal Free, University College Hospital, North Middlesex and Homerton), along with the voluntary sector, education providers and our two 
Integrated Care Systems. The development of this needs assessment represents a commitment by these partners, across sectors, use our resources 
jointly to improve the outcomes for our residents together. This collaboration is in line with our aspirations to achieve good health for all our local 
children and young people. That they gain resilience and succeed in life, in family, social and personal ways, is the mission of the Provider Collaborative.

I would also like to give special thanks to Angela Bartley (Public Health Consultant), Matilda Allen (Public Health Specialty Registrar) and Mariana Autran
(Public Health Senior Researcher) for their work in liaising, coordinating and leading the development of this needs assessment.

This is a first-of-a-kind system-wide Strategic Health Needs Assessment spanning two Integrated Care Systems and one Collaborative. It aims to support 
us all in delivering equity and equality for the future leaders who are our experts by experience in the system.

Dr Mohit Venkataram

Executive Director of the NCEL CAMHS Provider Collaborative

June 2021
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List of acronyms and abbreviations

A&E – Accident and Emergency [department]
ASD – Autism spectrum disorder
BEH – Barnet, Enfield and Haringey [Mental Health 
Trust] 
BAME – Black, Asian and minority ethnic
CAMHS – Child and Adolescent Mental Health 
Services
CCG – Clinical Commissioning Group
COVID-19 – Coronavirus disease
CRHTT – Crisis resolution and home treatment 
team
CYP – Children and young people
CYPMHS – Children and young people mental 
health services
DTA – Decision to admit
ED – Eating disorder
ELFT – East London NHS Foundation Trust
GAU – General adolescent unit
GLA – Greater London Authority
GP – General practitioner

NCDR – National Commissioning Data 
Repository 
NEL – North East London
NELFT – North East London NHS 
Foundation Trust
NHS – National Health Service
NHSEI – NHS England and NHS 
Improvement
NICE – National Institute for Health and 
Clinical Excellence
NEET – Not in education, employment or 
training
PICU – Paediatric Intensive Care Unit
PLS – Patient Liaison Service
SEN – Special educational needs
SHNA – Strategic Health Needs 
Assessment
SDQ – Strengths and Difficulties 
Questionnaire
VCS – Voluntary and Community Sector

HDU – High dependency unit
HLP – Healthy London Partnership
ICS – Integrated Care System
IMD – Index of Multiple Deprivation
JSNA – Joint Strategic Needs Assessment
LAC – Looked after children
LD – Learning disability  
LGB – Lesbian, gay and bisexual
LGBT – Lesbian, gay, bisexual and 
transgender
LGBTQI+ – Lesbian, gay, bisexual, 
transgender, queer, intersex
Low Sec – Low secure
LSOA - Lower-layer Super Output Area
Med Sec – Medium secure
MHA – Mental Health Act
MHCYP – Mental Health of Children and 
Young People Survey
NCEL – North Central and East London
NCL – North Central London
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Glossary

Child and Adolescent Mental Health Services (CAMHS): The NHS services that assess and treat young people with emotional, behavioural or mental health 
difficulties.

Clinical Commissioning Group (CCG): CCGs commission most of the hospital and community NHS services in the local areas for which they are responsible. 

Commissioning: This process involves deciding what services are needed for diverse local populations and ensuring they are provided. 

Community (CAMHS / services): Specialist services that are provided without an admission to hospital (in the community)

Demographics: Data about the population and particular groups within it (in this report we use age, sex, ethnicity and deprivation as our main demographic 
measures)

Index of Multiple Deprivation (IMD): A national measure that includes information on how much people earn, what level of health and education they have, 
how much crime takes place in a neighbourhood, and other indicators of local area deprivation. 

Inpatient (CAMHS / services): Specialist services that are delivered while a patient is admitted to a hospital

Integrated Care System (ICS): These are new partnerships between the organisations that meet health and care needs across an area, to coordinate services and 
to plan in a way that improves population health and reduces inequalities between different groups. In the area of study there are two ICS, one for North Central 
London and one for North East London.

Mental health disorders: Also known as mental illnesses, are a range of conditions that affect mood, thinking or behaviour (such as depression, anxiety 
disorders, schizophrenia and eating disorders)

NHS-led Provider Collaborative: A group of providers of specialised mental health, learning disability and autism services who have agreed to work together to 
improve the care pathway for their local population. They do this by taking responsibility for the budget and pathway for their given population.1

Prevalence: The number of cases of a condition in a particular population. 

Quintile: Each of the parts that result from splitting a set of ranked data into five equal sized subsections.

Statistically significant: A judgement, based on mathematical testing, that the relationship or difference between two or more variables is not likely to be due to 
chance. This is often used to help decide what findings can be considered reliable. 

References: 1 NHS. Background to NHS-Led Provider Collaboratives. Accessed: https://www.england.nhs.uk/mental-health/nhs-led-provider-collaboratives/
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Methodology*

Quantitative data
● Population demographics
● Population prevalence of mental health 

conditions
● Service data

Qualitative data and stakeholder 
engagement
● Service users
● Parents/carers
● Professional stakeholders

Literature review 
● National guidance
● National reports
● Other health needs assessments and Joint 

Strategic Needs Assessments
● Academic papers

About the Strategic Health Needs Assessment (SHNA)

The aim of this SHNA is to inform, drive and underpin the work of the North 
Central and East London CAMHS Provider Collaborative in how to transform and 
commission future services for young people in need of mental health support.

The SHNA was conducted to help understand the needs of this population and 
plan services. It has involved collaboration with health, social care and other 
partners across this part of London, and the two Integrated Care Systems (ICSs). It 
aims to be useful for commissioners, leads and professionals working with mental 
health, service users and their families. 

The scope of the SHNA is children and young people aged 11–17 years old, 
resident in North Central London and North East London (see map of boroughs). 
It has a focus on specialist community and inpatient CAMHS.

* For further details on the Methodology, see Appendix 1.

A strategic health needs assessment is an essential tool to inform service planning by identifying the unmet health needs of a population and recommending 
changes to meet those unmet needs.

Boroughs in North Central East London
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About the North Central and East London (NCEL) CAMHS Provider Collaborative

An NHS-led CAMHS Provider Collaborative is a group of providers of specialised mental health, 
learning disability and autism services who have agreed to work together to improve the care 
pathway for their local population. They do this by taking responsibility for the budget and pathway 
for their given population.1

The NCEL Child and Adolescent Mental Health Services (CAMHS) Provider Collaborative is a group of 
providers who will take on the responsibility for specialised inpatient CAMHS in the North Central 
and North East London areas (see box for provider details).

Each Provider Collaborative is led by a lead NHS provider organisation; for NCEL this is the East 
London NHS Foundation Trust (ELFT). The lead provider is financially and clinically responsible for 
their patient population, able to work together and pool resources and accountable to NHS England 
for the decisions made and quality of care provided.

The NCEL CAMHS Provider Collaborative is currently developing workstreams, each with a clinical 
and service user lead. The key findings of this SHNA, along with suggested ‘next steps’ based on the 
findings, will be considered by the workstreams and the Collaborative’s providers as they design, 
plan and deliver services in the future. 

● Lead provider: East London NHS 

Foundation Trust (ELFT)

● Barnet, Enfield and Haringey Mental 

Health Trust (BEH)

● North East London NHS Foundation 

Trust (NELFT)

● Tavistock and Portman NHS 

Foundation Trust 

● Whittington Health NHS Trust

References: 1 NHS. Background to NHS-Led Provider Collaboratives. Accessed: https://www.england.nhs.uk/mental-health/nhs-led-provider-collaboratives/

Providers in the NCEL CAMHS Provider Collaborative
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National policy context: children and young people’s mental health 

This Strategic Health Needs Assessment sits in the context of national policy, which shapes the focus, direction and organisation of children 
and young people’s mental health services in England. 

The timeline below outlines some key national publications related to improving children and young people’s mental health, each of which are 
briefly summarised in Appendix 2.

2012

2016

2015 2017

Transforming Care

Transforming Children 
and Young People’s 

Mental Health 
Provision: A Green 

Paper

Five Year Forward 
View for Mental 

Health

Future in Mind

2019

NHS Long 
Term Plan

Is Care Transformed? A 
Review of Transforming 

Care in England

2014

Children and Young People’s 
Mental Health and 

Wellbeing Taskforce

Building the Right 
Support NHS Mental Health 

Implementation Plan 
2019/20 – 2023/24 -

Provider Collaboratives 
established

2020

Prevention 
Concordat for 
Better Mental 

Health

Marmot 
Review

2010
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Service design:

• Providing ongoing education and training for mental health staff to ensure knowledge, skills and confidence.1

• Innovating workforce solutions, incorporating a wider range of roles, such as physician associates, nursing associates, Advanced Clinical Practitioners 
and Peer Support Workers.2

• Using the efficiencies made possible by CAMHS inpatient provider collaboratives to invest in local CAMHS crisis pathways.1

• Involving experts-by-experience in service design.3,4

• Publicising clear and accessible local guidelines, produced with the approval of all local service providers, and produced collaboratively across areas 
where appropriate.1

• Adopting multidisciplinary and coordinated approaches.2 For example, coordination between NHS mental health services and children’s social care 
services including communication outside of normal office hours.1

• Using technology to support delivery of care and improve the capabilities of patients, carers, clinicians and service providers.2

• Providing access to care 24/7 and improving the responsiveness of community crisis teams.1,2

Best practice guidelines and quality of care markers

References: 1. Healthy London Partnership (2020), Improving Care for children and young people in mental health crisis in London: Recommendations for transforming the delivery of high- quality and accessible care. Accessed: 
healthylondon.org/wp-content/uploads/2020/12/HLP-CYPMH-Crisis-Guidelines-2020-FINAL-.pdf; 2 NHS (2019), The NHS long term plan. Accessed: longtermplan.nhs.uk/publication/nhs-long-term-plan/; 3 NHS (2017), Five year 
forward view for mental health. Accessed: england.nhs.uk/wp-content/uploads/2017/03/fyfv-mh-one-year-on.pdf; 4 .Fusar-Poli, P. (2019), Integrated Mental Health Services for the Developmental Period (0 to 25 Years): A Critical 
Review of the Evidence, Frontiers in Psychiatry, 10, 355. doi:10.3389/fpsyt.2019.00355; 

The following is a simple summary of key national best practice guidelines for CAMHS, based on the best evidence of effectiveness, efficiency and equity. 
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Approaches to care:

• Taking a person-centred approach1,2  that is collaborative with patients, listens to their concerns and takes into account their broader subjective and cultural 
experiences.3

• Providing good psychoeducation1 that keeps the patient informed about their illness and treatment so that they can be an active participant in their care.

• Taking a recovery-oriented approach1 that begins planning for discharge and follow-up support as early as possible and involves support networks and their 
home community.1,4

• Using the least restrictive setting available that is appropriate to the person’s care needs.2

• Acting early to reduce the burden of mental ill health across the life course. Promoting mental wellbeing and resilience; preventing mental health problems 
developing by taking early action with those most at risk; and early identification of need and provision of support when problems do arise. 1,4

• Ensuring a smooth transition between CAMHS and adult services to maintain continuity of care.1

• Using evidence-based non-pharmaceutical interventions, such as psychotherapies and schools-based interventions, that are both effective and cost-
effective.5

References: 1 NHS (2019), The NHS long term plan. Accessed: longtermplan.nhs.uk/publication/nhs-long-term-plan/; 2 National Institute for Health and Care Excellence (2016), Transition between inpatient mental health settings and 
community or care home settings [NICE Guideline No. 53]. Accessed: nice.org.uk/guidance/ng53/resources/transition-between-inpatient-mental-health-settings-and-community-or-care-home-settings-pdf-1837511615941; 3. Royal 
College of Psychiatrists.(2018), Person-centred care: implications for training in psychiatry. Accessed: rcpsych.ac.uk/improving-care/campaigning-for-better-mental-health-policy/college-reports/2018-college-reports/cr215; 4 NHSE 
(2015), Future in Mind. Accessed: assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf;  5. Khan L, Personage M, Stubbs J., Centre for Mental Health 
(2015), Investing in children’s mental health: A review of evidence on the costs and benefits of increased service provision. Accessed: centreformentalhealth.org.uk/sites/default/files/2018-11/ investing_in_childrens_mental_health.pdf. 12



Part B: The population of North Central and 
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Population and population change in NCEL

Current and future population:

Over the next 10 years, the 
population aged 11–17 is 
expected to increase by 5% 
across NCEL. However, this will 
be unevenly spread. While most 
Inner London boroughs will 
show decreases, most of the 
outer boroughs will show 
increases.

An increase of 4% in the 0–10 
year old population is also 
expected.

Population projections by borough, 2020 to 2030, for children and young people aged 0–10 and 11–17 years, NCEL

Table source: GLA (2020) 2018-based population projections, accessed: https://data.london.gov.uk/dataset/housing-led-population-projections.

The following slides give an overview of the population of NCEL and changes expected over the next 10 years. It is important to understand the local 
population context in which CAMHS are working. Where possible, we have focussed on the 11–17 year old population. 

2020 2030
Percentage change 

2020-2030 2020 2030
Percentage  change 

2020-2030
Havering 37,188             41,350        11.2 21,355                  27,225        27.5
Newham 57,708             67,475        16.9 31,286                  37,355        19.4
Barking and Dagenham 42,259             48,321        14.3 25,350                  29,357        15.8
Redbridge 49,114             49,979        1.8 27,503                  30,640        11.4
City of London 515                    521                1.2 265                         290                9.5
Tower Hamlets 42,009             43,700        4.0 21,758                  22,807        4.8
Barnet 54,982             54,116        -1.6 31,971                  32,642        2.1
Waltham Forest 42,512             42,641        0.0 23,309                  23,360        0.2
Enfield 51,567             51,362        -0.0 33,514                  32,582        -2.8
Hackney 40,467             39,658        -2.0 21,366                  20,476        -4.2
Islington 25,373             24,715        -2.6 12,684                  11,965        -5.7
Haringey 35,998             35,414        -1.6 20,720                  19,482        -6.0
Camden 25,300             23,850        -5.7 14,984                  13,445        -10.3

NCEL 504,991          523,102     3.6 286,064               301,625     5.4
London 2,510,207     2,530,617 0.8 712,343               738,210     3.6

Area

0-10 years old 11-17 years old
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Population demographics in NCEL

Sex: 
Approximately 51% of the 11–17 year old population in NCEL are 
male, which is similar to the figure for London as a whole. 

Age: 
The age structure of the NCEL population is similar to London, 
although there is a slightly lower proportion of 11-14 year olds in 
NCEL, and a slightly higher proportion of 15-17 year olds in NCEL, 
compared to London. 

Sexual identity: 
Nationally, 88.5% of 16–24 year olds were heterosexual or straight, 
2.6% were gay or lesbian, 4.1% were bisexual, and 1% ‘other’ in 
2019.1 Unfortunately, we were not able to source reliable data on 
sexual identity at the borough level.

Disability: 
There is also a lack of reliable data on disability at a local level. A 
survey conducted by Transport for London showed that 2.2% of 
London residents aged 5–16 years and 2.7% of London residents 
aged 17–24 years were disabled in 2018.2

Graph Sources: GLA (2020) 2018-based population projections for sex and age, accessed: https://data.london.gov.uk/dataset/housing-led-population-projections , 
References: 1. Annual Population Survey (2019) Office for National Statistics for sexual identity, accessed: https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/sexuality/datasets/sexualidentityuk , 2. TFL (2018) 
Survey for disabilitie,s accessed: https://data.london.gov.uk/dataset/londoners-reduced-mobility .  
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Religion: 
This graph shows people’s religious 
beliefs by borough. These are from 
survey data for all ages in 2018.  
Christianity is the main religion in most 
of the boroughs, except for Newham
and Tower Hamlets, where Islam is the 
main religion. 

In Islington ‘no religion’ was selected 
by almost half of people in the survey. 

It is important to highlight other 
significant religious communities such 
as the Jewish communities in Barnet 
(19%) and Hackney (10%), and the 
Hindu community in Redbridge (11%), 
which are not detailed in the graph. 

Graph source: Office for National Statistics (2018), Statistics for religion, accessed: https://data.london.gov.uk/dataset/percentage-population-religion-borough
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Graph source: GLA (2020) 2016-based population projections, accessed: https://data.london.gov.uk/dataset/gla-population-projections-custom-age-tables.

Ethnicity:
Ethnicity plays a key role in understanding our 
populations, in terms of the different communities 
we live in and work with, their different health 
needs, and inequalities in access to and outcomes 
from health and care services. 

The graph shows the ethnicity profile of the 11–17 
year old population in each of the NCEL boroughs 
and for London as a whole in 2020. Although 
currently around 60% of children and young people 
in NCEL are from Black, Asian and minority ethnic 
(BAME) groups, the composition of each borough 
varies. 

In Havering, for example, over 70% of 11–17 year 
olds are from White ethnic groups, while in Newham
and Tower Hamlets under 20% of 11–17 year olds
are from White ethnic groups and there is a high 
proportion of children and young people from Asian 
ethnic groups, although there are differences in the 
specific ethnicity categories of the Asian population 
in different boroughs. 

No significant change in the ethnicity of children and 
young people in NCEL is expected from 2020 to 
2030.

37

55
51

47 47
40

49

77

47

19
22

19

35

44

7

9
11

9 10

12

12

5

14

8
8

8

11

10

23

18 20

19
11

12

9

7

12

46

57
60

27

22

31

11 13

9 25
28

24

10

22 24

10 10

22
19

2
6 5

16

6 8 6
1

4 4 3 3 6 5

Barking
and

Dagenham

Barnet Camden City of
London

Enfield Hackney Haringey Havering Islington Newham Redbridge Tower
Hamlets

Waltham
Forest

London

P
e

rc
e

n
ta

ge

Borough

Ethnicity of children and young people aged 11-17, NCEL boroughs compared with London, 2020

White Mixed Asian Black Other

17

https://data.london.gov.uk/dataset/gla-population-projections-custom-age-tables


Deprivation:
Understanding the levels of poverty or deprivation within and between 
our population groups is important as poverty is a key driver in poor 
health and reduced opportunities for many communities. 

The Index of Multiple Deprivation (IMD) is a national measure that includes 
information on how much people earn, what level of health and education 
they have, how much crime takes place in the neighbourhood, and other 
indicators of local area deprivation. 

The table shows how the boroughs in NCEL rank in terms of deprivation when 
compared with all 33 London boroughs. The lower the number in the rank, 
the more deprived the area is. 

We can see that Barking and Dagenham, Hackney and Newham are the most 
deprived boroughs in London, while City of London, Barnet and Havering are 
among the least deprived. However, it should be noted that even if a borough 
ranks quite low in deprivation there may well be small neighbourhoods within 
that borough that are very deprived.  

Overall, six out of 13 NCEL boroughs (46%) fall within the top 20% most 
deprived areas in England.

Table source: Ministry of Housing, Communities and Local Government (2019), Index of Multiple Deprivation, accessed: https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019 
Note: Rank of average rank was adapted for London, based on the rank for England

London and England ranking in the Index of Multiple Deprivation for NCEL 
local authorities (LAs), 2019 

Borough Ranking within 
London 
(out of 33 LAs)

Ranking within England 
(out of 151 LAs)

Barking and 
Dagenham

1 5

Hackney 2 7

Newham 3 11

Tower Hamlets 4 23

Islington 5 24

Haringey 7 29

Waltham Forest 10 36

Enfield 12 46

Camden 19 85

Redbridge 22 98

Havering 24 111

Barnet 25 113

City of London 28 121
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It is helpful to understand other characteristics of the NCEL population in which children and young people live, learn, grow and thrive. While there are 
some consistent characteristics across the 13 boroughs that make up the NCEL CAMHS Provider Collaborative, we also see differences in population 
health and wellbeing, both within and between these boroughs.

Graph sources: Office for National Statistics (2019), Life expectancy at birth (male), accessed: 
https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/102/are/E09000007/iid/90366/age/1/sex/1/cid/4/tbm/1/page-options/car-do-0_ine-ao-1_ine-yo-3:2017:-1:-1_ine-ct-71_ine-pt-0 ,
Office for National Statistics (2019), Life expectancy at birth (female), accessed: 
https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/102/are/E09000007/iid/90366/age/1/sex/2/cid/4/tbm/1/page-options/ine-ao-1_ine-yo-3:2017:-1:-1_ine-ct-71_ine-pt-0_car-do-0

Life expectancy

• Life expectancy at birth is the average number of years that a 
person born today can expect to live.

• While Camden ranks in the top three boroughs in England for 
life expectancy (83.3 years for males and 87.1 years for 
females), Barking and Dagenham life expectancies are 
significantly worse than the London average at 80.9 for men 
and 84.7 years for women.  

• Inequalities in life expectancy are often presented showing the 
difference in average life expectancy between areas at different 
levels of deprivation.

• Inequalities in life expectancy are generally more pronounced 
within than between boroughs. 

• For example, while overall Camden has a high life expectancy, it 
also has one of the worst within-borough inequalities in life 
expectancy in England, with a gap of 9.4 years for males and 
7.6 years for females between the most and least deprived 10% 
of areas.

Public health and the population – NCEL boroughs
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Healthy life expectancy

• Healthy life expectancy at birth is the average 
duration that a person born today can expect 
to live in a state of ‘good’ general health.

• Males in Camden have the highest healthy life 
expectancy in NCEL – here, males can expect 
to live for 67.9 years in a state of ‘good’ 
general health (spending the remaining 15 
years in less than good health), compared with 
58.4 years for males in Barking and Dagenham 
(the lowest in London). 

• For females, the pattern differs slightly. 
Healthy life expectancy for females in 
Waltham Forest is currently the highest 
among NCEL boroughs at 69.7 years (above 
the London average) but in Newham healthy 
life expectancy is just 56.8 years for females –
the lowest in London for this indicator.

Graph sources: Office for National Statistics (2019), Healthy life expectancy at birth (male), accessed: 
https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/102/are/E09000007/iid/90362/age/1/sex/1/cid/4/tbm/1/page-options/ine-ao-1_ine-yo-3:2017:-1:-1_ine-ct-71_ine-pt-0_car-do-0
; Office for National Statistics (2019), Healthy life expectancy at birth (female), accessed: 
https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/102/are/E09000007/iid/90362/age/1/sex/2/cid/4/tbm/1/page-options/ine-ao-1_ine-yo-3:2017:-1:-1_ine-ct-71_ine-pt-0_car-do-0
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Population health indicators across the life-course

Below we explore some of the key indicators for population health, showing the best and worst performing NCEL 
boroughs, along with the London and England averages.

Smoking 
status at time 

of delivery
7.7% of 

Havering
mothers 

known to be 
smokers at 

time of 
delivery 

Compared 
with 3.4% in 

Hackney.
London: 4.8%

England: 
10.4%

School 
readiness
69.6% of 

children in 
Hackney  
deemed 

‘school ready’ 
Compared 

with 85.1% in 
City of 
London 
London: 
74.1%

England: 
71.8%

Year 6: 
prevalence of 

obesity

29% of 
Barking and 
Dagenham 

children 
obese by Year 

6
Compared 

with 20.6% in 
Barnet

London: 21%
England: 

23.7%

Admission 
episodes for 

alcohol-
specific 

conditions in 
under-18s

31.8 
admissions 
per 100,000 
under-18s in 

Islington
Compared 

with  7.7 per 
100,000 in 
Newham

London: 15.4
England: 30.7

16–17 year 
olds not in 
education, 

employment 
or training 

(NEET)
10.9% of 

Haringey 16–
17 year olds 

NEET
Compared 

with  1.5% in 
Barnet

London: 4.2%
England: 5.5%

Statutory 
homelessness: 

eligible 
homeless 

people not in 
priority need
2.4 per 1,000 

population 
categorised as 

statutory 
homeless in 

Waltham Forest
Compared with  

0.1 in Tower 
Hamlets and 

Camden
London: 1

England: 0.8

Social 
isolation: 
over-65s
32.2% of 

adult social 
care users 

had as much 
social contact 
as they would 
like in City of 

London
Compared 

with  47.9% in 
Redbridge
London: 
40.1% 

England: 
43.4%

Best performing among NCEL boroughs
Worst performing among NCEL boroughs

Figure Sources: All data was taken from PHE Fingertips. Full sources are available in Appendix 1.

Pre-
conception

Infancy and 
early years (0 

to 5)

Childhood and 
adolescence (5 

to 24)

Working age 
adults (16 to 

64)
Older 

people
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Part C: Current and future mental health need 
in North Central and East London

22



Mental health need in NCEL – mental health disorders

Graph source: General estimated mental health disorders were calculated applying the prevalence of probable mental health disease from MHCYP 2017 (accessed at https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017 ) and 2020 (accessed at https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-
young-people-in-england/2020-wave-1-follow-up ) to 11-17 years old population estimated by GLA (accessed at https://data.london.gov.uk/dataset/housing-led-population-projections ). Sex and age were considered, but not other 
characteristics that may impact on prevalence. 

• The Mental Health of Children and Young 
People Survey, conducted in England in 2020, 
provided prevalence figures that have been 
applied to the population of NCEL, adjusting 
for age and sex. This resulted in an estimate 
that approximately 51,400 of 11–17 year olds 
in NCEL have a mental health disorder, 
equivalent to 18% of the 11–17 year old 
population, an increase of 22.5% from 2017 
data. 

• This includes all disorders, including different 
types of mental health disorder with variable 
severity. Only a very small number of these 
children and young people will require 
support from inpatient CAMHS. 

This section of the SHNA focuses on the mental health of children and young people in NCEL, including the estimated prevalence of mental health disorders. 
The graph shows the estimated number of 11–17 year olds with mental health disorders in each NCEL borough. The following slide presents data on different 
diagnoses of mental health disorders, particularly those that are most relevant for understanding need and demand in relation to inpatient and community 
CAMHS. 
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Table Source: Eating disorder, Bipolar disorder and Hyperactive disorder accessed at https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017 . Learning 
disabilities, autism, self-harm hospital admissions and psychosis accessed at https://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh . 
References: 1 Patalay, P. and Fitzsimons, E. (2020). Mental ill-health at age 17 in the UK: Prevalence of and inequalities in psychological distress, self-harm and attempted suicide. London: Centre for Longitudinal Studies.

This table shows a breakdown by borough and diagnosis of mental health disorders. 
This helps us to better understand the different aspects of mental health and how they 
impact on our population of children and young people.

Learning disabilities and autism:
Learning disability prevalence varied from 3.4% in Barnet and Newham to 8.3% in City
of London and autism from 1.5% in Enfield to 3.2% in Islington. This compares with a
London average of 4% for learning disability and 2% for autism. These proportions
overlap as learning disabilities can often co-exist with autism.

Self-harm:
Hospital admissions for self-harm varied from 170 per 100,000 in Havering to 685 per
100,000 in Barnet. However, hospital data is likely to reflect a small portion of the true
prevalence of self-harm; the Millennium Cohort Study 2018–191 found that 28% of
females and 20% of males aged 17 had self-harmed in the 12 months before the study.

Psychosis:
Psychosis diagnosis varied from 26 per 100,000 in City of London to 72 per 100,000 in
Hackney.

There are other conditions for which we do not have local data, but national data
suggests:
• 0.6% of 11–16 year olds and 0.8% of 17–19 year olds are estimated to have an

eating disorder
• 0.027% of 11–16 year olds and 0.128% of 17–19 year olds are estimated to have

bipolar disorder
• 0.7% of both age groups are estimated to have obsessive compulsive disorder
• 2% of 11–16 year olds and 0.8% of 17–19 year olds are estimated to have

hyperactivity disorder

Legend
n Better than London
n Worse than London

Area / Indicator Learning 
disabilities (%)

Autism (%) Self-harm 
hospital 

admissions*

Psychosis*

Population School age School age 10 to 19 16 to 24
Year 2017 2020 2017-18 2011

Source Dept. education Dept. education
Hospital Episode 

Statistics PsyMaptic
Barking and Dagenham 4.7 1.7 190 41
Barnet 3.4 1.9 685 30
Camden 4.4 2.0 446 39
City of London 8.3 - - 26
Enfield 3.7 1.5 342 37
Hackney 6.4 2.2 441 72
Haringey 4.8 2.3 598 51
Havering 3.7 1.0 170 21
Islington 5.0 3.2 640 52
Newham 3.4 2.2 303 69
Redbridge 3.8 1.1 245 33
Tower Hamlets 4.1 2.2 288 60
Waltham Forest 6.0 2.1 254 49
NCEL - - - -
London 4.4 2.0 441 41

* per 100,000 population

Prevalence of learning disabilities, autism, self-harm and pyschosis in NCEL boroughs
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Future mental health need in NCEL

This slide shows a projection of the number of children and young people in NCEL who are likely to have mental health disorders in 2030, using the most 
recent estimated prevalence figures (as per previous slides) and the population change estimates provided by the Greater London Authority (as 
presented on slide 14).  It is important to highlight that we are assuming the prevalence is not going to change, and also to note that the prediction of 
the diagnosis of mental health disorders is not for the age range 11–17 years old as we could not find prevalence for this specific population.

Estimated number of 11-17 year olds with mental health 
disorders projected for 2030, NCEL

Number of children and young people by diagnosis of mental health disorders projected for 2030 by borough 
in NCEL for different age groups

Table sources: Eating disorder, Bipolar disorder and Hyperactive disorder accessed at https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017 . Learning 
disabilities, autism, self-harm hospital admissions and psychosis accessed at https://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh . Current prevalence estimates were applied to the 11-17 years old population 
increase estimated by GLA (accessed at https://data.london.gov.uk/dataset/housing-led-population-projections ). 

Area Female Male Total
Barking and Dagenham       2,844       2,327       5,171 
Barnet       3,171       2,580       5,751 
Camden       1,320       1,053       2,372 
City and Hackney 2,056      1,608      3,664      
Enfield       3,159       2,580       5,739 
Haringey       1,924       1,517       3,440 
Havering       2,712       2,101       4,813 
Islington       1,187          927       2,114 
Newham       3,678       2,916       6,594 
Redbridge       2,946       2,446       5,391 
Tower Hamlets       2,239       1,785       4,024 
Waltham Forrest       2,285       1,834       4,120 
NCEL     29,520     23,674     53,194 
London   148,380     58,000   206,380 

Area Learning 
disabilities

Autism Eating 
disorders

Bipolar 
disorder

Obsessive 
compulsive 

disorder

Hyperactive 
disorder

Population 2030 0-17 years 0-17 years 11-16 years 11-16 years 11-16 years 11-16 years 

Year of estimate 2017 2020 2020 2020 2020 2020

Source Dept. education Dept. education MHCYP MHCYP MHCYP MHCYP

Barking and 
Dagenham

                       3,678                           1,301                         151                             7                              176                             503 

Barnet                        2,942                           1,657                         168                             8                              196                             561 
Camden                        1,630                                764                            68                             3                                 79                             227 

City and Hackney                        3,885                           1,318                         107                             5                              126                             358 
Enfield                        3,064                           1,297                         167                             8                              195                             557 
Haringey                        2,649                           1,258                         100                             5                              117                             334 
Havering                        2,548                                687                         140                             6                              163                             467 
Islington                        1,842                           1,191                            61                             3                                 71                             204 
Newham                        3,585                           2,280                         193                             9                              225                             642 
Redbridge                        3,101                                891                         158                             7                              184                             526 
Tower Hamlets                        2,723                           1,446                         117                             5                              137                             391 
Waltham Forest                        3,928                           1,392                         120                             5                              140                             400 
NCEL              39,620                19,532              1,551                 70                 1,809                5,169 
London            160,143                74,525              3,790               171                 4,421              12,632 
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Risk factors for mental health problems in children and young people

Below we give several factors associated with a higher risk of having a mental health problem for children and young people; however, the factors are 
not necessarily the cause, or even a cause, of the problem. And in some cases, both the risk factor and the mental health problem may be associated 
with a third factor, which may be unidentified or harder to measure. For example, being lesbian, bisexual, gay or transgender is associated with a 
higher risk of some common mental health problems. However, it is not thought that being LGBT in itself causes the increased risk, but rather that the 
realities of living with homophobia and other stresses may be more common in that population group.

In other cases, the risk factor may be causative. The relationship may run the other way, and the mental health problems may be the cause of the risk 
factor. In fact, both can be true at the same time. For example, drug use may increase the risk of developing some mental health problems, while at 
the same time, some people with mental health problems may use drugs to ‘self-medicate’. Similarly, children and young people with poor mental 
health may find it harder to get into training or employment, and it is also likely that being in this position causes a worsening of mental health.

These factors should be considered by CAMHS providers in the design and delivery of their services, along with the mental health prevalence figures 
in the previous slides.

Not being in employment, 
education or training

Family deprivation and 
joblessness

Contact with the youth 
justice system

Having a long-term 
illness or disability

Alcohol and drug use

Teenage pregnancy

Being lesbian, gay, bisexual 
or transgender (LGBT)

Being in care

Being a young carer
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Part D: CAMHS provision in North Central and 
East London
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Mental health service provision for children and young people in NCEL
This slide gives an overview of how mental health services are organised and delivered across North Central and East London. This SHNA focuses on ‘Getting 
more help’ and ‘Getting risk support’ (previously known as Tiers 3 and 4), described in this document as ‘community CAMHS’ and ‘inpatient CAMHS’ 
respectively. However, it is helpful to set this in the context of broader services aimed at improving the mental health and wellbeing across all our boroughs. 
Services in NCEL are in the process of being organised within the Thrive Framework. (More information on approaches to organising mental health services can 
be seen in Appendix 3.) 

* The list of services is only illustrative, not definitive.

Here we focus on NHS-provided services. There are also mental health services provided by social care organisations, local authorities, and the voluntary 
and community sector (VCS) across all NCEL areas.

Inpatient CAMHS that involve an 
admission to a CAMHS inpatient 

unit. (See next slide for NCEL 
service provision)

Specialist community CAMHS provided by various NHS organisations, 
including:
• Tavistock and Portman NHS Foundation Trust (Camden)
• Whittington NHS Foundation Trust (Islington)
• Barnet, Enfield and Haringey NHS Mental Health Trust (Barnet, 

Enfield and Haringey)
• North East London NHS Foundation Trust (Barking and Dagenham, 

Havering, Redbridge, Waltham Forest)
• East London NHS Foundation Trust (Newham, Tower Hamlets, City 

of London and Hackney)

Targeted services/provision: low intensity interventions that can 
be delivered through the universal settings but with provision 
aimed at identified groups (with specific identified needs and/or 
considered to be vulnerable). Available within schools, from GPs 
and health visitors, in youth centre settings or online e.g. 
Kooth*

Universal services focused on 
early identification and 
prevention. Available within 
schools, from GPs, and from 
health visitors*

28



Inpatient Child and Adolescent Mental Health Services (CAMHS), also referred to as Tier 4 services, are provided in NCEL by Barnet, Enfield and Haringey Mental 
Health Trust (BEH), East London NHS Foundation Trust (ELFT), Ellern Mede, North East London NHS Foundation Trust (NELFT), and Whittington Health NHS Trust. 
They offer the following services:

References: 1 NHS (2018) Child and Adolescent Mental Health Services (CAMHS) Tier 4 : General adolescent services including specialist eating disorder services. Accessed: https://www.england.nhs.uk/wp-
content/uploads/2018/02/tier-4-camhs-general-adolescent-service-specification-v3.pdf
2 Although the unit has 26 beds, out of those, 11 are for NHS outside of London, 11 are for London and 4 are private. Out of the 11 London ones, 6 are for NCEL.

Service Service specification Number of beds in NCEL Provider Location

General Adolescent Units (GAU) 55, distributed as follow:

12 in ‘Simmons House’ The Whittington Islington

16 in 'Beacon' BEH Barnet
15 in ‘Brookside’ NELFT Redbridge
12 in ‘Coborn’ ELFT Newham

Paediatric Intensive Care Units 
(PICU)

16, distributed as follow:

4 in ‘Coborn’ ELFT Newham
12 in ‘Galaxy’ ELFT Newham

Eating disorders Provide care for eating disorders patients. 6 in in 'Ellern Mede Ridgeway'2 Ellern Mede Enfield

Learning disability Provide care for learning disability patients that have additional mental 
health needs.

Low secure units Accommodate young people with mental and neurodevelopmental 
disorders at lower but significant levels of physical, relational and 
procedural security. Young people may belong to one of two groups: 
those with ‘forensic’ presentations involving significant risk of harm to 
others and those with ‘complex non-forensic’ presentations principally 

associated with behaviour that challenges, self-harm and vulnerability1.

This provision is sourced out of the NCEL area.

Medium secure units Accommodate young people with mental and neurodevelopmental 
disorders (including learning disability and autism) who present with the 
highest levels of risk of harm to others including those who have 

committed criminal offences1.

This provision is sourced out of the NCEL area.

Provide inpatient care without the need for enhanced physical or 

procedural security measures1.

Manage short-term behavioural disturbance which cannot be contained 
within a CAMHS General Adolescent Unit. Behaviour will include serious 
risk of either suicide, absconding with a significant threat to safety, 

aggression or vulnerability due to agitation or sexual disinhibition1. 

All units in NCEL manage children and young people with learning disability, but if specialist care 
is needed, it is sourced outside NCEL area.
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Summary of Sections A–D and implications for CAMHS provision in NCEL
Part A: Background to the Strategic Health Needs Assessment, and national context

• The aim of this SHNA is to inform, drive and underpin the work of the NCEL CAMHS Provider Collaborative in transforming and commissioning future mental 
health services for children and young people in NCEL. It is based on quantitative and qualitative data, stakeholder engagement and a literature review.

• The NCEL CAMHS Provider Collaborative is a group of providers who will take on the responsibility for inpatient CAMHS in NCEL. It is led by the East London 
NHS Foundation Trust.

• National policy documents, best practice guidelines and quality of care markers all have relevance for CAMHS planning and provision.

Part B: The North Central and East London population

• Over the next 10 years, a 5% increase in the population aged 11–17 is predicted, mostly concentrated in the outer boroughs. The largest increases are 
predicted to be in Havering, Newham,  Barking and Dagenham and Redbridge.

• This will have an impact on service investment and provision across NCEL, as the possible increased demand on CAMHS in outer boroughs must be effectively 
met. 

• NCEL boroughs are highly diverse in terms of ethnicity, religion and other population demographics. 60% of children and young people across NCEL are from 
BAME groups, but the rate varies significantly between boroughs. 

• In Part E of this SHNA, we show differences in access to CAMHS for different ethnic groups and suggest that some ethnic groups may be under- or over-
represented currently in inpatient CAMHS in NCEL. The differing ethnicity profiles across the population of NCEL will therefore need to be considered in any 
future planning to further explore and address these ethnic inequalities. 

• Some NCEL populations are living in deprivation and have lower-than-average life expectancy. These indicators also show clear variation between boroughs 
within NCEL, suggesting within-area health inequalities. 

• These broad population demographics will have an impact on the mental health of local children and young people and should shape future CAMHS provision, 
alongside the more detailed findings provided in the remainder of this SHNA. 30



Part C: Current and future mental health need in North Central and East London

• The data suggests that 18% of 11–17 year olds living in NCEL (approximately 51,400 people) have a diagnosable mental health disorder, although 
only a very small proportion of this total will require admission to inpatient CAMHS. This proportion has increased by an estimated 23% since 2017 
and varies between boroughs.

• This marked increase in the number of estimated mental health disorders from 2017–2020 is of particular relevance to CAMHS providers and the 
Provider Collaborative is this is likely to have an impact on current and future demand for services.

• Figures on specific mental health conditions or presentations show clear variation between NCEL boroughs; for example, in 2017–18 admissions to 
hospital as a result of self-harm were approximately four times higher in Barnet than they were in Havering. 

• There are a range of other risk factors for mental health problems in children and young people which should be considered by CAMHS providers, 
and which we have described, however due to the lack of local data we’ve not been able to give prevalence of these risk factors for our local 
population. 

Part D: Mental health provision in North Central and East London

• NHS mental health support for children and young people in NCEL includes 

1. universal services focused on early identification and prevention 

2. targeted provision in universal settings but aimed at specific groups 

3. specialist community CAMHS provided by NHS Trusts 

4. inpatient CAMHS that involve an admission to a CAMHS inpatient unit.

• These four ‘levels’ of support can be referred to using the ‘Thrive’ model, as Getting advice, Getting help, Getting more help, and Getting risk 
support.

• There are also other mental health services provided by non-NHS organisations such as social care, local authorities and the voluntary and 
community sector.

• In total, there are 77 inpatient CAMHS inpatient beds in NCEL, within six units at five different providers. 
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Part E: Key findings - The current experience 
of CAMHS for the population of North Central 
and East London
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Introduction to key findings

SHNA themes:

For this SHNA, the project team have 
worked with a group of ‘people 
participation champions’ (current and 
recent service users) in order to determine 
scope, focus and methodology, provide 
insight and feedback on emerging findings, 
and develop recommendations. 

At the start of the project, the champions 
and the project team developed five key 
themes, which have guided the project 
throughout. They are:

1. Inequalities

2. Pathways into CAMHS and 
reducing avoidable admissions to 
inpatient services

3. Experience in CAMHS

4. Pathways out of CAMHS and 
ongoing support

5. COVID-19

We have also included a ‘cross-cutting 
theme’, focusing on communication. 

How we developed the key findings of the SHNA:

In this section of the SHNA we set out some key findings, organised by the six themes listed here. Each key finding 
was developed based on a combination of the following:

1. A review of the quantitative service data. The data used is as follows:
• an extract of inpatient service data from the National Clinical Data Repository (NCDR), which includes 

demographic and service information for all children and young people admitted to CAMHS in NCEL from April 
2018 to December 2020 

• summary statistics on community and inpatient CAMHS combined (taken from Healthy London Partnership 
publications), mostly providing borough or ICS-level data from 2019/20

• NHSEI data on A&E crisis presentations and referrals to crisis and home treatment teams, by acute trust, for 
February 2020 – February 2021

• summary statistics from the 2021 Children’s Commissioner report, on CAMHS coverage and spend in 2019/20
• NHS digital data on CCG waiting times in 2019/20
Readers should note that data from the different sources listed above is not directly comparable. 

2. A review of the available national and local evidence and published literature.

3. Stakeholders’ views, including those of service users, parents and carers, and professional stakeholders working 
in children and young people’s mental health in NCEL from health, social care, and other partners.

We have had key findings from the quantitative data statistically tested, to ensure that they are statistically 
significant. Where these tests have been done, the result is indicated in the text. Where there is no mention of a 
result of a statistical test, it was not carried out.

More information on all of these data sources and their limitations can be found in Appendix 1. 
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Cross-cutting theme: 
communication

34



Key finding 1 (cross-cutting): A lack of communication and joined-up working between services is having an impact across the 
CAMHS pathway

Stakeholder and service user views on joined-up services:

• Professional stakeholders, parents and service users all noted that a lack of communication and joined-up 
working between organisations and sectors was, in some cases, damaging children and young people’s 
mental health and experience of services. This was mentioned in terms of CAMHS, primary care, education 
and social care in particular, but also in relation to different parts of the CAMHS system (both different types 
of provision and different geographical areas). 

• It was noted that this impacted on pathways into services, experience in services (to a lesser degree), and 
pathways out of services. For example, GPs noted that they do not always have a lot of information on 
inpatient services and how best to support patients when they are discharged.

• Parents also noted that when services did work together, this was a positive experience for their children. 

• Some parents noted that when social care were involved with their children, this was seen as an alternative, 
rather than a support, to being given help with their mental health, and some were worried about being 
referred to child protection.

I don’t know if school doesn’t work with 
CAMHS, CAMHS doesn’t work with 

school, but there’s no communication.

It takes like a lot of effort coming out for 
support. And when they [families] ask for 
support, they’re put into child protection.

Now he’s not under any medication 
and he’s doing much better because 
the services are working together, 
they’re pulling the right support in. 
That’s the reason things are going 

really well for him.

Parent

Parent

Parent

We started the ‘Care Treatment Review’ process 
[which] pulls all the services together. And because 
they were working together […] they’ve put things 

in place, things are going really well at the moment.

Parent
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Cross-cutting – next steps

The NCEL Provider Collaborative and partners could:

• Improve multi-agency communication and collaboration within and between health (community and inpatient CAMHS, acute trusts, GPs), 
education (schools), social care, justice system and other stakeholders. This applies across the CAMHS pathway including:

• Service planning

• Access to services

• Service delivery.

• Consider annual completion of the service-user-designed survey. 

• Continue and increase level of co-production and engagement with service users across the CAMHS pathway in design, delivery and 
evaluation of services. 
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Theme 1 – Inequalities
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Introduction and context for Theme 1 – Inequalities

• A key focus of this SHNA was to explore health inequalities in CAMHS provision in NCEL, with a particular focus on inpatient CAMHS. Health 
inequalities are defined as unfair and avoidable differences in health across the population, and between different groups within society.1

• To understand the potential health inequalities in relation to CAMHS in NCEL, we wanted to understand inequalities in access to, and experience of 
or outcomes from CAMHS. This is important as it helps us to understand if there are particular groups in the local population who are not receiving 
the right care, at the right time, in the right way, and if there were particular groups with significant needs that might not be accessing CAMHS.

• We were interested in looking at any inequalities by ‘protected characteristics’ – features of a person or group over which it is against the law to 
discriminate against someone. These are age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, 
religion or belief, sex and sexual orientation.2

• Addressing health inequalities also requires a focus on ‘inclusion health’ groups, described as “a term used to describe people who are socially 
excluded, typically experience multiple overlapping risk factors for poor health… experience stigma and discrimination, and are not consistently 
accounted for in electronic records”.3 These groups can include those who experience homelessness, vulnerable migrants, Gypsy, Roma and 
Traveller communities, and others. 

• We were also interested in exploring other factors that we know can impact on children and young people’s mental health, such as being a ‘looked 
after child’ or growing up in poverty, as set out in slide 26 on risk factors. 

• Tackling inequalities in mental health requires a focus on early intervention and prevention. We know that a range of economic, societal and 
personal factors impact on children and young people’s mental health before they come into contact with specialist community or inpatient 
CAMHS, and it is crucial to address these through interventions that take place in schools, early years services (such as health visiting), and early 
mental health promotion. This is where the majority of mental health interventions happen, and any inequalities evident in CAMHS services will 
necessarily be at least partly determined by interventions in these areas (see slide 28 on mental health services in NCEL).

• This section mainly covers differences between the demographics of service users and the local population. Inequalities in people’s pathways into, 
experience of and pathways out of services are covered in later sections.

References: 1. NHS. Definitions for health inequalities. Accessed: https://www.england.nhs.uk/ltphimenu/definitions-for-health-inequalities/; 2. Equality and Human Rights Commission. Protected Characteristics. Accessed: 
https://www.equalityhumanrights.com/en/equality-act/protected-characteristics; 3. Public Health England (2021). Guidance - Inclusion Health: applying All Our Health. Accessed: 
https://www.gov.uk/government/publications/inclusion-health-applying-all-our-health/inclusion-health-applying-all-our-health
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Summary of Theme 1 – Inequalities

• The data suggest that some population groups are over-represented in inpatient CAMHS compared with the local population. There are statistically 
significant differences between the proportion of females in CAMHS inpatient services compared with the local population. 

• There is also a significantly higher proportion of children and young people from White ethnic groups than we would expect compared to the local 
population, and a significantly lower proportion of children and young people from Asian ethnic groups.

• In general, compared with females the ethnicity of the male inpatient population is more representative of the ethnicity of the local population. 

• Across all of CAMHS (inpatient and community), there is a roughly equal split of male and female patients, suggesting the over-representation of females is 
particularly associated with inpatient admissions. 

• Inequalities by sex and ethnicity in inpatient CAMHS appear to vary considerably by borough, but small numbers mean that it is hard to tell if this finding is 
reliable. Further work could be done to understand if these are true differences, and what could be causing this variation. 

• Overall, it appears that the over-representation of females in inpatient CAMHS in NCEL, and the roughly equal sex split in community CAMHS, is reflected in 
the national data. This inequality in inpatient admissions does not persist into national adult services, where there is a slightly higher proportion of male than 
female admissions. 

• The over-representation of White ethnic groups in inpatient CAMHS that we see in NCEL data is not replicated in national data, where there is a slight under-
representation of White ethnic groups in inpatient CAMHS. However, the under-representation of Asian ethnic groups is reflected in the national data.

• In adult mental health services, there is a notable over-representation of people from Black ethnic groups (which is not seen in the NCEL or national CAMHS 
data). There is also an under-representation of Asian groups in adult mental health services, suggesting that this lack of access to CAMHS perpetuates into 
adulthood.  

• While the deprivation profile of inpatients broadly reflects the local community, there is a significantly higher number of admissions to inpatient CAMHS 
among those living in the most deprived 20% of local areas.

• The proportion of children and young people who have a diagnosis of a learning disability (LD) and/or autism on admission to inpatient CAMHS has 
decreased over time, a change that is statistically significant. The data to which we had access allowed analysis only by age, sex, ethnicity, level of deprivation 
and whether a child or young person has a diagnosis of an LD and/or autism. Further work could helpfully explore other dimensions of inequality such as 
sexuality and gender identity, religion, disability, or risk factors such as having been in care or a refugee. 39



Key finding 2 – Inequalities: There are more girls and young women in inpatient CAMHS than we would expect, given the sex 
structure of the local population

Data summary – sex:

• Of the patients that were 
admitted to inpatient NCEL 
CAMHS units from April 2018 to 
December 2020, 63% were 
female and 37% were male.

• The difference between the 
proportion of males/females in 
inpatient services compared with 
the local population is highly 
statistically significant.

• This over-representation of girls 
and young women when 
compared with the local 
population remains when eating 
disorder services (which tend to 
be used predominantly by 
females) are removed from the 
data.

Graph sources: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020. Population data: GLA (2020) 2018-based population projections for sex and age, accessed: 
https://data.london.gov.uk/dataset/housing-led-population-projections
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Data summary – sex:

• In 2020, there appeared to be fewer girls 
and young women admitted to inpatient 
CAMHS than in previous years.

• The sex imbalance when comparing 
inpatient CAMHS to the local population, 
and the changes over time, may reflect 
inequities in access, differences in 
assessment and referral practices, or 
genuine differences in need.

Graph sources: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020. 
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Data summary – sex:

• The sex split for CAMHS 
inpatients in NCEL appears to 
vary depending on patients’ 
home borough. 

• For example, out of all the 
children and young people who 
were admitted to inpatient 
CAMHS services from home 
addresses in Hackney and the 
City of London from April 2018 
to December 2020, 52% were 
female, whereas in Islington, 
76% were female.

• However, these figures should 
be interpreted with caution, 
due to the low number of 
admissions from each borough. 
The total number of admissions 
in this dataset varied from 30 
in Enfield to 64 in Waltham 
Forest.

Graph source:  NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020.
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Data summary – sex:

• Work undertaken by the Healthy London Partnership1 provides 
detail on the sex of children and young people who have had 
two or more contacts with CAMHS (including both inpatient 
and community services) in NCEL. 

• These figures show that the sex split between males and 
females is much more equal when considering all types of 
CAMHS, rather than just inpatient services (as presented on the 
previous slide). 

• There are some differences for services based in different CCG 
areas, but these appear to be small. 

• Note that this graph refers to the CCG where services are 
based, whereas the previous borough graph for inpatient 
admissions uses the patient’s home postcode – they may be 
accessing CAMHS in a different borough. 

References: 1 – Healthy London Partnership (2021) CYPMH Inequalities ICS Data Snapshots, accessed: https://www.healthylondon.org/cypmh-inequalities-ics-data-snapshots/
Graph Source: Healthy London Partnership (2021) CYPMH Inequalities ICS Data Snapshots, accessed: https://www.healthylondon.org/cypmh-inequalities-ics-data-snapshots/

Stakeholder and service user views on sex:

• Stakeholders were interested in the reasons for the sex split in inpatient services. Some suggested that boys and young 
men may be more likely to be referred to youth justice or social care support when they present with mental health 
conditions instead of CAMHS services. Some thought that services managed ‘female distress’ in a particularly risk-averse 
way, increasing the likelihood of an inpatient admission. 

• The difference between the sex profile of CAMHS and adult mental health services was particularly noted, and it may be 
beneficial to further investigate possible explanations for this difference. It could be representative of a lack of effective 
access to CAMHS for boys and young men.

I have some questions 
about the gender gap: so 

where do the boys go? Are 
they going into the youth 
justice system? Are they 
not being referred into 
community CAMHS?

Professional stakeholder
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References: 1. NHS Benchmarking Network (2020), CAMHS Benchmarking 2019/20 Final Report; 2. NHS Digital (2021), Mental Health Bulletin: 2019-20 Annual Report. Accessed https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-bulletin/2019-20-annual-report, NB this data includes LD and ASD services; 3. NHS Benchmarking Network (2020), Inpatient and Community Mental Health Benchmarking, Final 
Report 2020; 4. NHS Digital (2020), Mental Health of Children and Young People in England, 2020: Wave 1 follow up to the 2017 survey. Accessed https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-
children-and-young-people-in-england/2020-wave-1-follow-up; 5. Public Health England (2016), The mental health of children and young people in England. Accessed 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575632/Mental_health_of_children_in_England.pdf

National evidence on sex:

• Nationally, nearly three-quarters of admissions to CAMHS inpatient beds are of girls. 
Conversely, in community CAMHS, there are more males than females.1

• In 2019/20, 16–17 year old girls spent nearly three times as many days in total in 
inpatient facilities as boys of the same age.2

• In adult services, 53% of inpatient admissions were male, and 46% of those receiving 
community mental health support were men.3

• A 2020 survey using the Strengths and Difficulties Questionnaire (SDQ) identified no 
sex difference in the proportion of children aged 11–16 with a probable mental 
disorder. Among the 17-22 age group, 27% of young women had a probable mental 
disorder, more than double the 13% of young men. The SDQ aims to identify 
probable mental disorder regardless of access to services.4

• There is also variation in specific diagnoses. Girls tend to show higher rates of 
depression and other mood disorders, anxiety and eating disorders than boys. Boys 
are more likely to be diagnosed with behavioural, conduct or hyperactivity disorders 
than girls.5

Conclusion:

• Overall, it appears that the over-representation of females in inpatient CAMHS in 
NCEL, and the roughly equal sex split in community CAMHS, is reflected in the 
national data.

• This inequality in inpatient admissions does not persist into national adult services, 
where there is a slightly higher proportion of male than female admissions. 

Sex split for CAMHS patients, children and young people, in community 
caseloads and admissions to inpatient beds, UK, 2019/201
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Key finding 3 – Inequalities: There are more children and young people in inpatient CAMHS from White ethnic groups, and 
fewer from Asian ethnic groups, than we would expect, given the overall ethnic makeup of the local population

Data summary – ethnicity:

• There was an over-representation of people from White British backgrounds in inpatient CAMHS in NCEL, and an under-representation of people from 
Asian and Asian British backgrounds in the study period (April 2018 to December 2020). These differences are highly statistically significant, 
suggesting there were significantly more White inpatients than expected, and significantly fewer Asian inpatients than expected, based on the ethnic 
makeup of the local population. 

• 41% of the local NCEL population aged 11–17 years old are from White ethnic groups, but 54% of those admitted to CAMHS inpatient services in our 
dataset were from White ethnic groups. As with sex, these inequalities remain if eating disorder services are excluded. 

• There appears to be an under-representation of children and young people from Black ethnic groups but this is not statistically significant.

• There appears to be a particular under-representation of some ethnic groups such as Pakistani (1.8% of inpatients in our dataset were Pakistani 
compared with 5.5% of the local population), Indian (1.4% of inpatients compared with 4.7% of the local population), and Black African (7.8% of 
inpatients compared with 11.7% of the local population). Statistical tests were not carried out on these differences.

• As shown in the graphs on the following slide, ethnic inequalities vary by sex. Among the female inpatient population there are greater differences 
between the inpatient and local population than among males. Considering the ethnic makeup of the local population, there are more White females 
and, to a lesser extent, White males in CAMHS inpatient services than we would expect; and fewer Asian males and females, Black females, and males 
from mixed or multiple ethnic groups, than we would expect.

Data sources: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020, population data: GLA Housing led EGPP age range creator 2016 available at: https://data.london.gov.uk/dataset/gla-
population-projections-custom-age-tables
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Sources: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020 Population data from GLA Housing led EGPP age range creator 2016 available at: https://data.london.gov.uk/dataset/gla-
population-projections-custom-age-tables
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Data summary – ethnicity:

• This graph compares the 
ethnicity (BAME/White) of 
children and young people 
admitted to CAMHS with the 
ethnicity of the local borough 
populations. 

• This data shows us that the 
ethnicity profile of CAMHS 
patients varies between areas. 
For example, in Hackney the 
proportion of White patients 
admitted to inpatient CAMHS 
is approximately the same as 
the proportion in the local 
population, whereas in Barking 
and Dagenham 37% of the 
local 11–17 year old 
population are White, but 74% 
of patients admitted to 
inpatient CAMHS during this 
time period were White. 

• This inpatient data should be 
interpreted with caution as 
low numbers are admitted to 
inpatient services in each 
borough.

Graph sources: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020, Population data: GLA (2020), GLA Population Projections - Custom Age Tables, accessed: 
https://data.london.gov.uk/dataset/gla-population-projections-custom-age-tables
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Data summary – ethnicity:

• The data presented here is for all 
CAMHS services (community and 
inpatient), and presents variation 
by the CCG in which services were 
provided rather than the borough 
in which patients live. For this 
reason, it has not been compared 
with local ethnicity data, as we 
cannot be sure that children and 
young people live in the same 
locality in which they access 
services. 

• While it is not possible to assess 
the extent to which the ethnicity of 
the CAMHS population reflects the 
local population ethnicity, we can 
see from this data that there is a 
significant variation in the ethnicity 
profile of those accessing CAMHS in 
different geographical areas in 
NCEL. There are also some areas 
where a large proportion of 
patients do not have this data 
reported; for example, in Newham
40% of those with two or more 
contacts did not have ethnicity data 
available.

Graph source: Healthy London Partnership (2021) CYPMH Inequalities ICS Data Snapshots, accessed: https://www.healthylondon.org/cypmh-inequalities-ics-data-snapshots/
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Stakeholder and service user views on ethnicity: 

• Stakeholders proposed some potential reasons for 
the inequalities seen in the data, including, but not 
limited to, ethnicity. These included: 

• Design of services and lack of co-design and co-
production.

• Fragmented services that are not consistent 
across areas.

• Lack of diversity among staff.

• Digital poverty and inability to access help 
online.

• Disparities in access to information in different 
communities and understanding of the help 
that is available and how to access it.

• Differing cultural attitudes to mental health 
and seeking help.

Access to services, and indeed the 
design of them, often lend themselves 
to accommodate and meet the need of 
the White British groups.

Professional 
stakeholder

We know that people from Black and ethnic 
minority backgrounds are overrepresented… in 
[adult] inpatient settings and we’re here seeing 
the reverse…. [Perhaps] there’s a bias in terms of 
how we think about problems and who we 
channel into mental health treatments versus 
other sectors like social services and going down 
that route.

Professional stakeholder

This aligns with our data from 
community services, where we see a 
similar over-representation of White 
females in our crisis teams, and an 
over-representation of males from 
BAME backgrounds in our LAC [looked 
after children] and youth justice 
services.

Professional stakeholder
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National evidence on ethnicity:

• Nationally, there is a slight over-representation of BAME patients in CAMHS 
inpatient services, and a slight under-representation of BAME patients in 
community services.1

• The situation in London is similar. 17% of under-18s in London are Black, but 
they make up under 12% of the CAMHS community caseload. This is even 
more pronounced for Asian young people, who make up 19.5% of the 
under-18 population, but less than 7% of the CAMHS caseload.2

• The 2020 Strengths and Difficulties Questionnaire (SDQ) survey, which aims 
to identify probable mental disorder regardless of access to services,
suggested differential rates of illness within the 5–16 age group dependent 
on ethnic background. 18.8% of White children had a probable mental 
disorder, compared with 7.5% of BAME children.3

• The Care Quality Commission has stated that there there may be particular 
challenges in accessing services for children and young people from black 
and minority ethnic communities, “for whom stigma can be a major barrier 
to accessing mental health services”. 4

References: 1. NHS Benchmarking Network (2020), CAMHS Benchmarking 2019/20 Final Report; 2. NHS Benchmarking Network (2021), Mental Health Equalities: Data from NHS Benchmarking Network on BAME Equalities in Mental 
Health Services 2019/20, Briefing for London Community Mental Health Partnership Board; 3. NHS Digital (2020), Mental Health of Children and Young People in England, 2020: Wave 1 follow up to the 2017 survey. Accessed: 
digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2020-wave-1-follow-up; 4. Care Quality Commission. (2017), Review of children and young people's mental 
health services: Phase 1 Report. Accessed: cqc.org.uk/sites/default/files/20171103_cypmhphase1_report.pdf .  

Ethnicity of  children and young people in the UK and those who were 
CAMHS patients, 2019/201
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References: 1. Public Health England (2019), Mental health: population factors. Accessed: gov.uk/government/publications/better-mental-health-jsna-toolkit/3-understanding-people; 2. Fearon, P., Kirkbride, J., & Morgan, C. (2006). 
Incidence of schizophrenia and other psychoses in ethnic minority groups: results from the MRC AESOP Study, Psychological Medicine; 3. Bhui, K. & McKenzie, K. (2008), Rates and risk factors by ethnic group for suicides within a year of 
contact with mental health services in England and Wales, Psychiatric Services; 4. NHS Benchmarking Network (2020), Inpatient and Community Mental Health Benchmarking, Final Report 2020; 5. Chui, Z., Gazard, B., MacCrimmon, S., 
et al. (2020), Inequalities in referral pathways for young people accessing secondary mental health services in south east London, Eur Child Adolesc Psychiatry

National evidence on ethnicity:

• Public Health England states that among adults, those from BAME backgrounds are at a higher risk of mental health problems than those from White 
backgrounds.1 This varies for specific diagnoses, and is particularly noted with psychotic disorders, where the risk for Black Caribbean individuals could be 
nearly seven times that for White individuals.2

• There is also evidence that while White groups had the highest prevalence of suicidal thoughts, suicide rates are higher among young Black men and 
middle-aged Black and South Asian women than their White British counterparts.3

• In adult mental health services in 2019/20, patients from BAME groups were over-represented in admissions to mental health inpatient units. This is 
particularly the case for Black/Black British ethnic groups, who make up 4% of the national population but 9% of inpatient admissions. Overall, there was a 
roughly similar proportion of BAME patients in community caseloads compared with the national population. Asian and Asian British groups appeared to 
be under-represented in both inpatient and community services, making up 6% of each, compared with 8% of the national population.4

• A study of 12–29 year olds referred to a South East London Mental Health Trust for anxiety or depression found that Black African young people were more 
likely to be referred from secondary health or social/criminal justice services, or to emergency and inpatient services, than their White British peers. It 
concluded that “Black individuals living in south east London, particularly those who identify as Black African, are referred to mental health services via 
more adverse pathways than White individuals… inequalities in referral destination may be perpetuated by inequalities generated at the point of access”.5

Conclusion: 

• The over-representation of White ethnic groups in inpatient CAMHS that we see in NCEL data is not replicated in national data, where there is a slight 
under-representation of White ethnic groups in inpatient CAMHS. However, the under-representation of Asian ethnic groups is replicated in national data.

• In adult mental health services, there is a notable over-representation of people from Black ethnic groups (which is not seen in the NCEL or national 
CAMHS data). There is also an under-representation of Asian groups in adult mental health services, suggesting that this lack of access to CAMHS 
perpetuates into adulthood.  

51



Key finding 4 – Inequalities: The local area deprivation of CAMHS patients’ place of residence is broadly representative of the 
local population, although the proportion of people from the most deprived areas  in inpatient CAMHS is higher than we 
would expect given local area deprivation

Data summary – deprivation:

• The Index of Multiple Deprivation (IMD) is an official measure of 
deprivation, which measures the level of deprivation of small local 
areas in seven domains: income, employment, education skills and 
training, health and disability, crime, housing, and living 
environment. The IMD splits all areas in England into deprivation 
quintiles – from the 20% most deprived to the 20% least deprived. 

• Comparing the local deprivation of inpatients’ home postcodes with 
the proportion of NCEL local areas within each deprivation quintile, 
it appears that CAMHS inpatients’ places of residence were broadly 
representative of the deprivation of the local resident population 
across most of the deprivation quintiles.

• However, there is a higher proportion of children and young people 
admitted from the most deprived quintile of areas: 27% of CAMHS 
inpatients admitted from April 2018 – December 2020 in NCEL lived 
in the most deprived 20% of areas nationally, whereas 24% of small 
areas in NCEL fall within that quintile (the most deprived 20% of 
areas nationally). Statistical tests showed that there were 
significantly more inpatients from the most deprived quintile than 
would be expected.

• This data should be interpreted with caution: the inpatient data 
refers to individual children and young people, whereas the local 
population data refers to small areas, not individuals. 

Graph sources: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020. Population data: Ministry of Housing, Communities and Local Government (2019), English indices of deprivation 2019, 
accessed: https://imd-by-geo.opendatacommunities.org/imd/2019/area
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Data summary – deprivation:

• The data on this slide refers to all CAMHS patients, both inpatient and community. This data was only available at Integrated Care System (ICS) level, so the 
figures for North Central (NCL) and North East London (NEL) have been presented separately. 

• These figures show that there may be a similar over-representation of children and young people from the most deprived areas in CAMHS services when we 
include community CAMHS as well as inpatient CAMHS, although this has not been tested for statistical significance.

• This appears to vary by area: while in NCL the inpatient population has a very similar deprivation profile to local small areas, in NEL there appear to be greater 
differences. 

• For example, in NEL 32% of CAMHS patients live in the most deprived 20% of areas nationally, whereas 25% of local areas are in the most deprived 20% of 
areas nationally. In NCL, the equivalent figures are 23% of CAMHS patients from the most deprived areas, compared with 21% of local areas.

Graph sources: Service data - Healthy London Partnership (2021) CYPMH Inequalities ICS Data Snapshots, accessed: https://www.healthylondon.org/cypmh-inequalities-ics-data-snapshots/, Population data: Ministry of Housing, 
Communities and Local Government (2019), English indices of deprivation 2019, accessed: https://imd-by-geo.opendatacommunities.org/imd/2019/area
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Stakeholder and service user views on deprivation:

• Stakeholders recognised inequalities in their experience of working in CAMHS, such as the ability of wealthier families to pay for private services for
their children. There was also a view that parents who had good literacy skills and whose first language was English were more likely to get earlier 
help for their children as they could understand and navigate the referral systems. 

National evidence on deprivation:

• Public Health England recognises that low household income increases childhood vulnerability and reduces childhood mental wellbeing.1

• Children from families whose household income is in the lowest fifth of incomes have more mental health problems than those in the more affluent 
four-fifths, and this gap has increased over time.2

• 2017 survey data found that while neighbourhood deprivation was not associated with most types of disorder, family income was. Mental disorders 
were more common in children living in lower-income households. This held for emotional, behavioural and autism spectrum disorders, but not for 
hyperactivity or eating disorders.3

• A 2020 survey found that 9.9% of households with a young person with a probable mental health disorder reported that their household could not 
afford to buy enough food or had to use a foodbank, compared with 1.6% of households with a child or young person unlikely to have a mental 
disorder.4

• There is also evidence that children living in low-income families, or from disadvantaged backgrounds, are more likely to be diagnosed with conduct 
disorders.5 70% of conduct problems are diagnosed in the bottom two income groups.6

References: 1. Public Health England (2019), Children and young people. Accessed: gov.uk/government/publications/better-mental-health-jsna-toolkit/5-children-and-young-people; 2. Fairchild, G. (2019), Mind the gap: evidence that 
child mental health inequalities are increasing in the UK, Eur Child Adolesc Psychiatry; 3. NHS Digital (2018), Mental Health of Children and Young People in England, 2017-2018. Accessed: digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017; 4. NHS Digital (2020), Mental Health of Children and Young People in England, 2020: Wave 1 follow up to the 2017 survey. 
Accessed: digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2020-wave-1-follow-up; 5.Public Health England (2016), The mental health of children and young 
people in England. Accessed: assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575632/Mental_health_of_children_in_England.pdf; 6. Elliot, I. (2016), Poverty and Mental Health: A review 
to inform the Joseph Rowntree Foundation’s Anti-Poverty Strategy. Accessed: mentalhealth.org.uk/sites/default/files/Poverty%20and%20Mental%20Health.pdf
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National evidence on deprivation:

• A 2020 survey found that parents of children and young people in households with low income reported more difficulties with emotions, behaviour and 
restlessness/attention.1

• In adult mental health, inequalities have been found according to household income. For example, psychotic disorders are reported to be nine times 
higher in the lowest fifth of household incomes compared with the highest, and the risk of developing a common mental health problem is double that 
of those on the average income.2

• There is some evidence that families who have received less education and earn less are less likely to seek help for a mental health condition,3 and that 
people who live in deprived areas are less likely to access support, despite higher need than those in more affluent areas.4

Conclusion:

• There is significant national evidence that deprivation, poverty and low income are likely to be related to a higher prevalence of mental health problems, 
and consequently, a greater need for mental health services. 

• Data for NCEL showing a slightly higher than expected CAMHS access rate for children and young people living in the most deprived neighbourhoods 
may reflect this greater need, although it is not possible to tell if there is additional extra need in the more deprived neighbourhoods that is not being 
met by current service provision.

References: 1. Pearcey, S., Shum, A., Waite, P., Patalay, P., & Creswell, C. (2020), Report 05 of the Co-SPACE study, University of Oxford; 2. Public Health England (2019), Mental health: population factors. Accessed: 
gov.uk/government/publications/better-mental-health-jsna-toolkit/3-understanding-people;  3. Fairchild, G. (2019), Mind the gap: evidence that child mental health inequalities are increasing in the UK, Eur Child Adolesc Psychiatry; 
4. Delgadillo, J., Asaria, M., Ali, S., & Gilbody, S. (2015), On poverty, politics and psychology: the socioeconomic gradient of mental healthcare utilisation and outcomes, The British Journal of Psychiatry. 55



Key finding 5 – Inequalities: There is a higher proportion of CAMHS inpatients with learning disabilities and/or autism than the
proportion in the local population, but this has been reducing over time

Data summary – learning disabilities and autism:

• There is a higher proportion of children and young 
people with learning disabilities (LD) and/or autism in 
CAMHS inpatient services than there is in the wider 
population. 

• Overall, 15% of CAMHS inpatients from April 2018 to 
December 2020 were diagnosed with an LD and/or 
autism, compared with an estimated prevalence in 
London of 2% for autism and 4.4% for LD.1 In total, 13% 
of females and 19% of males admitted during this period 
had an LD/autism diagnosis. 

• The data we have suggests that the proportion of 
CAMHS inpatients with one or both of these diagnoses 
has decreased over time. Statistical tests showed strong 
evidence of a significant reduction over time.

• However, this data is collected at the point of admission, 
therefore may in part also represent a decline in 
diagnosis in the community. Since many children and 
young people are diagnosed with LD and/or autism 
during their admission, discharge data would be valuable 
to fully capture the proportion of the inpatient 
population who are likely to have LD and/or autism.

Graph source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020 
References: 1. PHE, Children and Young People’s Mental Health, Accessed: https://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh . 
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Stakeholder and service user views on learning disabilities and autism:

• Some professional stakeholders did not feel that there has been a reduction in the 
proportion of children and young people with LD/autism in inpatient services over time. 
They did, however, note that they are increasingly finding that there are long waits for 
diagnosis and that many patients are not diagnosed before admission to inpatient units. 
Stakeholders noted under-diagnosis of LD/autism across the system, particularly for 
females. 

• The data that appears to show reductions in LD/autism may therefore be reflecting issues 
with accessing diagnosis rather then genuine reductions in prevalence of LD/autism in 
mental health services. 

• Stakeholders also felt that many more of these patients could and should be cared for at 
home, which would necessitate a more joined-up CAMHS/social care solution in order to 
reduce inpatient admissions for this population of young people. Stakeholders were also 
interested in how CAMHS can be made more autism-friendly.

So actually, what we’re seeing is young people undiagnosed [with a learning disability or 
autism], becoming increasingly unwell and then presenting in crisis. That’s certainly a pattern 

that we’ve seen locally, where young people actually not known to services without a 
diagnosis present at A&E, are admitted into a Tier 4 unit and then get their diagnosis. At which 

point, actually, they’ve escalated… they’ve gone quite a long way to actually be in crisis.

Professional stakeholder
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References: 1. Public Health England (2019), Children and young people. Accessed: gov.uk/government/publications/better-mental-health-jsna-toolkit/5-children-and-young-people; 2. NHS Digital (2018), Mental Health of Children and 
Young People in England, 2017-2018. Accessed: digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017; 3. Pearcey, S., Shum, A., Waite, P., Patalay, P., & 
Creswell, C. (2020), Report 05 of the Co-SPACE study, University of Oxford; 4. London Borough of Hackney (2016), JSNA: Children and Young People: vulnerable children. Accessed: hackneyjsna.org.uk/wp-
content/uploads/2018/01/Vulnerable_children.pdf; 5 London Borough of Hackney (2016), JSNA: Children and Young People: vulnerable children

National evidence on learning disabilities and autism:

• Children and young people with physical or learning disabilities are recognised as being at a higher risk of mental health problems than their peers.1

• A 2017 survey found that over one-third of young people in the 5–19 age group with a recognised mental disorder also had special educational 
needs (SEN). This varied by type of disorder: 26.8% of those with emotional disorders had SEN compared with 62.9% of those with hyperactivity 
disorders and 64.8% of those with other less common disorders such as autism.2

• A 2020 survey found that parents of children with SEN reported more difficulties with emotion, behaviour and restlessness/attention than parents 
of children without SEN.3

• The prevalence of learning disabilities or autism spectrum disorder vary with other demographic factors, including sex and ethnicity.

• According to the Department for Education, nationally, boys are just under twice as likely as girls to be recorded as having SEN.4

• Nationally, Asian children are less likely than White children to be recorded as having SEN, and Black children are slightly more likely than White 
children.5

Conclusion:

• The higher rate of LD/autism in NCEL CAMHS compared with the local population may reflect nationally evidenced higher prevalence of mental 
health conditions in the population of children and young people admitted to CAMHS. Recent reductions in this proportion may be encouraging, 
although discharge data would be helpful to fully understand the prevalence of LD/autism in inpatient CAMHS.
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Key finding 6 – Inequalities: There is a lack of data on other demographic characteristics or measures of vulnerability, which 
may have been interesting to examine

Data summary – other population groups:

• The dataset we have used to analyse CAMHS inpatient 
admissions did not include data on sexuality, gender 
identity, religion or disability (apart from learning 
disability and/or autism diagnosis).

• Further population characteristics that may have been 
interesting to understand include whether inpatients 
were looked-after children, refugees or had other 
vulnerabilities.

Stakeholder and service user views on other population groups:

• Stakeholders noted that there were particular patient groups that often had higher 
levels of need than others in relation to mental health and mental health services, or 
had a different experience of services, including:

• LGBTQI+ patients, particularly transgender children and young people

• Some religious/cultural groups, for example the Orthodox Jewish community

• Looked-after children and children in need

• Refugees and ‘undocumented’ migrants

• Stakeholders were concerned that waiting times for diagnosis and treatment can be 
particularly high for some of these groups, for example transgender children and young 
people.  

• Parents reported having to go to extensive lengths and advocate for their children with 
multiple agencies to get treatment for their child. They noted that this may not be 
possible for parents who do not speak English or who experience other barriers to 
accessing care.

And there are a whole lot of parents who 
don’t speak English, who have learning 
disabilities themselves, who can’t speak 

out for themselves, who can’t keep 
fighting for their children’s rights…

Professional stakeholder

Service user

We’ve noticed an increase in our LGBTQ 
CAMHS patients… we want to see how we 
can support these patients even more, 
because we think that… staff potentially 
need to be trained a bit more, [on] using the 
right terminologies [and] our legal 
responsibilities to these patients…

I think all staff need to be educated to 
not pass judgement on people's 

sexuality, different family arrangements 
etc. Most were amazing, but a few made 

negative comments. 
Parent

59



National evidence on other measures of interest:

Compared with the general population there are some population groups that may have a higher risk of poor mental health (see also slide 26 on risk factors):

• LGBT youth are at significantly higher risk of depression, self-harm and suicide, which further increases if they are from a BAME background.1

• Young people who identify as non-heterosexual are more likely to have a mental disorder (35%) than those who identified as heterosexual (13%).2

• When surveyed in 2017, 84% of school-aged LGBT children had self-harmed and 45% of trans students had attempted suicide.3

• There is evidence that children who are refugees or seeking asylum have a higher prevalence and complexity of mental health problems.4

• While fewer than 0.1% of children in England are in care, 4% of those referred to CAMHS services in 2015 were in care.5

• Public Health England has estimated that 60% of looked-after children have some form of emotional or mental health illness.6

• In 2014, the British Medical Association estimated that one-third of people in the youth justice system had a mental health problem.7

• Evidence from the United States has also found that transgender and gender-diverse youth are at increased risk for a range of mental health conditions, 
including anxiety, depression and suicide.8

• In adults, lesbian, gay and bisexual (LGB) people are at a higher risk of experiencing mental health conditions, suicidal thoughts, alcohol and substance 
misuse, and deliberate self-harm than heterosexual people. Rates in LGB people are between 1.5 and two times those in the general population. These 
risks are particularly high in adolescence and early adulthood.9

Conclusion:

• There is significant national and international evidence that a range of personal, social and contextual factors are likely to impact on children and young 
people’s mental health. Many of these factors are not routinely gathered in current service statistics, which impacts on the ability of services and systems 
to understand and respond to them.

References: 1. Care Quality Commission. (2017), Review of children and young people's mental health services: Phase 1 Report. Accessed: cqc.org.uk/sites/default/files/20171103_cypmhphase1_report.pdf; 2. NHS Digital (2018), Mental Health of Children and 
Young People in England, 2017-2018. Accessed digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2017/2017; 3. Stonewall (2017), School Report: The experience of lesbian, gay, bi and trans 
young people in Britain's schools in 2017. Accessed: stonewall.org.uk/school-report-2017; 4. Eruyar, S., Huemer, J., & Vostanis, P. (2018), Review: How should child mental health services respond to the refugee crisis?, Child Adolsec Ment Health; 5. Children's 
Commissioner (2016), Lightning Review: Access to Child and Adolescent Mental Health Services. Accessed: childrenscommissioner.gov.uk/wp-content/uploads/2017/06/Childrens-Commissioners-Mental-Health-Lightning-Review.pdf; 6. Public Health England 
(2016), The mental health of children and young people in England. Accessed: assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/575632/Mental_health_of_children_in_England.pdf; 7. British Medical Association 
(2014), Young Lives Behind Bars: The health and human rights of children and young people detained in the criminal justice system. Accessed: bma.org.uk/media/1861/bma-young-lives-behind-bars-2014.pdf; 8. Janeway, H., & Coli, C. (2020), Emergency care for 
transgender and gender-diverse children and adolescents, Pediatr Emerg Med Pract.; 9. NHS Digital (2016), Adult Psychiatric Morbidity Survey: Survey of Mental Health and Wellbeing England, 2014. Accessed: digital.nhs.uk/data-and-
information/publications/statistical/adult-psychiatric-morbidity-survey/adult-psychiatric-morbidity-survey-survey-of-mental-health-and-wellbeing-england-2014 60



Theme 1 – Inequalities: Next steps

The NCEL Provider Collaborative and partners could:

• Agree and ensure consistency and completeness of data collection on key inequalities data and protected characteristics across the 
Collaborative – e.g. age, sex, ethnicity; and agree data collection on gender identity and postcode or other measures of deprivation. 

• Routinely monitor service data to measure inequalities in access, experience and outcomes for all protected characteristics.

• Ensure action on inequalities is embedded through the Collaborative work programmes and the Collaborative sets clear goals on addressing 
inequalities in access, experience and outcomes for children and young people. 

• Conduct further work to investigate and understand the reasons for the ethnicity- and sex-related disproportionality in inpatient CAMHS, 
including barriers to access.

• Develop plans to better meet the needs of groups that are over-represented in inpatient CAMHS (such as those with a diagnosis of a 
learning disability and/or autism) in community settings.  
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Theme 2 – Pathways into services and preventing 
avoidable admissions to inpatient services 
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Introduction and context for Theme 2 – Pathways into services and preventing avoidable admissions to inpatient services 

• It was important for this SHNA to examine how people enter CAMHS inpatient units and community services. Understanding this topic 
can help to ensure that children and young people are receiving the help they need when they need it, and that services are available to 
those who need them. 

• We were hoping to understand how long people have to wait to receive help from CAMHS, and the different routes by which people 
access help. A particular focus that was highlighted by the service users with whom we have been working was that some children and 
young people are presenting at A&E departments in mental health crisis, and sometimes waiting a long time in A&E. This can indicate a 
lack of early access to mental health support, and is a pathway that the service users felt was damaging to patients and to services. 

• Professional stakeholders and service users also highlighted the need to present data that would help services understand how to reduce 
admissions to inpatient units where possible. Although some people require inpatient care, there has been an increasing focus in recent 
policy and guidance on providing care out of hospital where possible, particularly for some patients or diagnoses. For example, for eating 
disorder patients, the evidence suggests that the length of stay in inpatient units is long, and that many of these patients would benefit 
from avoiding this admission. Similarly, many patients with learning disabilities and/or autism would benefit from being treated by 
community rather than inpatient services.

• This need for effective community provision to avoid inpatient admissions sits alongside a wider focus on early intervention and
prevention. While much of the focus of this SHNA is on inpatient admissions, inpatient services also have a role in preventing future crisis 
or readmission, which is in part addressed in Theme 4 on pathways out of services. 
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Summary of Theme 2 – Pathways into services and preventing avoidable admissions to inpatient services 
• Many service users and parents and carers reported that the waiting times for CAMHS were long, and that waiting for treatment had resulted in a 

deterioration of a child or young person’s mental health, an increase in mental health crisis, and an increased chance of being admitted to an inpatient unit. 

• Waiting times and referral routes vary between geographical areas in NCEL. For example, the average waiting time in Islington CCG is over six times longer 
than in Barking and Dagenham, although this may in part reflect different services provided in each area. Overall, almost one-fifth of children and young 
people referred to CAMHS in NCEL had their referral closed before ‘treatment’ (defined as receiving two appointments), although the data did not allow for 
a deeper understanding of the reasons for these closed referrals. 

• The national data suggests significant variation in waiting times, although in general they have been reducing over time. Research has found that delays in 
accessing CAMHS were associated either with onset of illness at a younger age; or with sociodemographic characteristics such as being male, having lower 
educational attainment, or being from a Black, Asian or minority ethnic group (BAME).

• Service users and parents and carers reported that they found referral routes confusing, and some said they had to present at A&E in crisis multiple times in 
order to receive help. In NCEL, the numbers of children and young people presenting at A&E in mental health crisis has been increasing over time: a 
statistically significant increase of, on average, 5% a month for the 16 months to February 2021. There has also been a significant increase in referrals from 
community sources to crisis resolution and home treatment teams at three mental health trusts in NCEL, by on average 12% a month. Taken together, these 
increases suggest an increase in children and young people presenting in mental health crisis, although the reasons for this are likely to be multiple and 
complex. 

• Referral, assessment and admissions processes after crisis presentations seem to vary depending on which hospital A&E department a child or young 
person attends.

• An audit of London A&E departments suggests that among children and young people presenting in crisis, there were four times as many females as males, 
70% attended out of hours, and 57% were known to local mental health services.

• Overall, 30% of admissions to NCEL inpatient units during this time were sectioned (detained) under the Mental Health Act rather than being admitted 
voluntarily. However, this proportion varies by sex, ethnicity and diagnosis of learning disability or autism. Detentions under the Act are more common 
among males than females, among BAME children and young people than White children and young people, and among those with a diagnosis of a 
learning disability and/or autism than those without this diagnosis. All of these differences are statistically significant. 

• National data on adult mental health services shows that detentions under the Act are more common among BAME groups, and among those living in more 
deprived neighbourhoods. 64



Key finding 7 – Pathways into services: Service users report that waiting times to access CAMHS are variable and can be too 
long, and referral routes are not always clearly understood by service users and families

Data summary – waiting times and referral routes:

• The average waiting time between referral and 
second contact with mental health services for 
children and young people varied from 57 days in 
Islington to eight days in Barking and Dagenham. 
The average waiting time was 46 days in North 
Central London and 24 days in North East London.1

• This indicator includes those receiving support 
from both community and inpatient services, and 
includes adult mental health services and CAMHS. 
However, since it only includes children and young 
people up to their 18th birthday, the majority will 
be referred to CAMHS. It only includes those with 
two or more contacts with mental health services, 
as this is the standard NHS definition of receiving 
treatment or support.2

• Note that all waiting time data presented in this 
section refers to the Clinical Commissioning Group 
(CCG) through which services are delivered rather 
than the patient’s home borough, and some CCGs 
provide services that tend to have longer waiting 
times, which may skew the data. 

Graph source: NHS Digital (2020). Waiting times for children and young people’s mental health services, 2019 – 20, Accessed: https://digital.nhs.uk/data-and-information/supplementary-information/2020/waiting-times-for-
children-and-young-peoples-mental-health-services-2019---2020-additional-statistics
References: 1. NHS Digital (2020). Waiting times for children and young people’s mental health services, 2019 – 20, Accessed: https://digital.nhs.uk/data-and-information/supplementary-information/2020/waiting-times-for-
children-and-young-peoples-mental-health-services-2019---2020-additional-statistics; 2. Children’s Commissioner (2021) The state of children’s mental health services 2020/21 Technical report. Accessed: 
https://www.childrenscommissioner.gov.uk/wp-content/uploads/2021/01/cco-the-state-of-childrens-mental-health-services-2020-21-tech-report.pdf
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References: 1 NHS Digital (2020). Waiting times for children and young people’s mental health services, 2019 – 20, Accessed: https://digital.nhs.uk/data-and-information/supplementary-information/2020/waiting-times-for-
children-and-young-peoples-mental-health-services-2019---2020-additional-statistics

Data summary – waiting times and referral routes:

• Waiting times for children and young people for mental health services 
within NCEL are as follows:1

• 19% had their referral ‘closed before treatment’. (Here, treatment is 
defined as receiving two appointments. This proportion therefore 
includes those who were seen once or assessed once and then 
discharged. The reasons for the referral to be closed before second 
appointment vary – the young person may not require treatment, or 
they could have accessed alternative, non-NHS funded treatment 
such as local authority, voluntary sector or private treatment. 
Sometimes the service does not have the capacity to accept the 
referral. It is not possible from this data to know why a referral was 
closed.)

• 40% were seen for their second appointment within six weeks from 
referral.

• 15% were seen for their second appointment after six weeks from 
referral.

• 12% were still waiting with no contact when the data was collected.
• 13% were still waiting and had been seen once when the data was 

collected.

• The proportion of children and young people referred to eating disorder 
services who were seen within four weeks varied between CCGs, but was 
above 80% in all CCGs apart from Redbridge, and in City and Hackney and 
Enfield this was 100%.

I think, clinically, inpatient admissions are indicative of 
what community teams are struggling to cope with 
and contain… [so we need to] consider the strain that 
community services are under with what has been a 
trend of rising demand but is, I think, being 
accelerated by the [COVID-19] pandemic.

Professional 
stakeholder
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Graph source: NHS Digital (2020). Waiting times for children and young people’s mental health services, 2019 – 20, Accessed: https://digital.nhs.uk/data-and-information/supplementary-information/2020/waiting-times-for-
children-and-young-peoples-mental-health-services-2019---2020-additional-statistics

Data summary – waiting times and referral routes:

• This varied between CCGs, as can be seen in the 
graph. For example, in Havering, 28% of children and 
young people were seen for their second 
appointment over six weeks after their referral, 
whereas in Barking and Dagenham only 3% waited 
this long. 
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Stakeholder and service user views on waiting times:

• Many professional stakeholders, service users and 
parents spoke about waiting times that are much 
longer than those presented in this data. This may be 
because this data is limited to those who had two or 
more contacts. 

• They also agreed that long waiting times often lead 
to deterioration in children and young people’s 
mental health and increase the likelihood of crisis 
presentations and inpatient admissions. For some 
children and young people, long waiting times mean 
they end up entering adult services instead of 
CAMHS. 

And when they referred me to CAMHS, it 
took months and months and things 
started escalating. That’s the problem. 
It’s the delay in the process. 

Parent

It took so long that her mental 
health degraded a lot. … It’s 
been three years and she still 
hasn’t been assessed.

Parent

When you actually get to 
service, it’s really good, but the 

access to service is really 
difficult.

Parent
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Services were 
referring, no one 
knew what they 
were doing, just 
referring, referring, 
hoping that you 
disappear. If you 
are in crisis, you’re 
not going to 
disappear, you 
know?

Parent

And they told me to call the 
police, not a CAMHS person or 
any of the other agencies, 
because he’s at age of criminal 
responsibility. … So, I find it 
quite shocking that my son was 
really struggling and what my 
school suggested was that I 
might get him arrested.

Parent

Stakeholder and service user views on referral routes:

• Some parents and carers reported finding it difficult to access CAMHS due to 
referral routes that seemed unclear. This often resulted in calling around 
different helplines, none of which could provide a referral.

• There was also some concern that their children were not meeting specific 
criteria to be able to access services, even though they were very unwell.

• Some service users reported that they would have been able to access services 
earlier if people had listened to them sooner, if there was better information 
available to them, or if they had had more support from their school.

I’m really quite shocked to hear some stories that I have heard. My experience… I was referred to Islington Council and my 
experience was very, very different. I’m grateful to say that I self-referred and within a month we had our choice meeting. A 
month after that we received a letter saying that [my son] was going to be assessed by the neurodevelopmental team. And then 
I think because he was making the transition from primary to secondary, they gave him priority and it took about a year for him 
to start his assessment... So, I have to say I think Islington CAMHS has been brilliant.

Parent

National evidence on waiting times and referral routes:

• Nationally, the average waiting time from referral to entering CAMHS treatment (defined as having two contacts with CAMHS) varies widely by CCG from 
as short as eight days in Barking and Dagenham to 82 days in Fylde and Wyre in Lancashire in 2019-20. The percentage of children still waiting for 
treatment at the end of the year also varied from as low as 10% in Tower Hamlets to 74% in North Lincolnshire.1

• Among those who do receive two contacts within the year, national average waiting times have reduced for two consecutive years. The average waiting 
time from referral to second contact improved from 57 days in 2017/18 to 43 days in 2019/20. The percentage of children seen within six weeks also 
increased in that period, from 19% (of all referrals) in 2018/19 to 24% in 2019/20.1

References: 1. Children's Commissioner (2021), The state of children's mental health services 2020/21. Accessed: childrenscommissioner.gov.uk/wp-content/uploads/2021/01/cco-the-state-of-childrens-mental-health-services-2020-
21.pdf.
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References: 1. Children's Commissioner (2021), The state of children's mental health services 2020/21. Accessed: childrenscommissioner.gov.uk/wp-content/uploads/2021/01/cco-the-state-of-childrens-mental-health-services-2020-
21.pdf; 2. London CYPMH Analytics & Mental Health CYP A&E Audit, 14th May 2021 presentation, Jeremy Walsh, David Monk, Stephen Watkins, Zoe Morris, Emma Bagshaw, supplied through personal communication; 3. Crenna-
Jennings, W., & Hutchinson, J. (2020), Access to child and adolescent mental health services in 2019. Accessed: epi.org.uk/wp-content/uploads/2020/01/Access-to-CAMHS-in-2019_EPI.pdf;  4. Fusar-Poli, P. (2019), Integrated Mental 
Health Services for the Developmental Period (0 to 25 Years): A Critical Review of the Evidence, Frontiers in Psychiatry, 10, 355. doi:10.3389/fpsyt.2019.00355; 5. Fairchild, G. (2019), Mind the gap: evidence that child mental health 
inequalities are increasing in the UK, Eur Child Adolesc Psychiatry; 6. Care Quality Commission (2018), Are we listening?: Review of children and young people’s mental health services , Phase Two supporting documentation, 
Quantitative analysis. Accessed cqc.org.uk/publications/themed-work/are-we-listening-review-children-young-peoples-mental-health-services.

National evidence on waiting times and referral routes:

• However, even among those who do access treatment, there are still many children who have to wait a long time. Nationally, in 2019/20, 13% of children 
referred still waited more than six weeks to enter treatment – a slight improvement over 14% the previous year, and better than the average for CCGs in 
NCEL of 16%. 6% of children waited over 12 weeks for their second contact, down slightly from 7.5% in 2018/19.1

• Other research suggests that the average waiting time from referral to second appointment across London CAMHS was 14 weeks, and across London 
16,000 children and young people were on waiting lists in 2019/20.2

• Research into CAMHS services in 2019 stated that “several providers reported that the longest waiting times, in some cases of over a year, were 
experienced by vulnerable children who face barriers to engaging with services”, although the nature of the particular vulnerabilities and barriers was not 
stated.3

• Failure to establish initial contact with mental health services, and delays in receiving treatment among those who were eventually able to make contact 
with services, were associated with either onset of illness at a younger age; or with sociodemographic characteristics such as being male, having lower 
educational attainment, or being from a BAME community.4

• Long waiting lists for CAMHS services may mean that those from higher-income families seek private treatment, thereby exacerbating inequalities in 
accessing care.5

• The Care Quality Commission has reported on significant variation in waiting times for inpatient CAMHS services, depending on sub-specialty bed type.6

Conclusion:

• Nationally, there is notable variation in waiting times, although in general they have reduced slightly in recent years. Some CCGs in NCEL are performing 
particularly well on some of these indicators – for example, Barking and Dagenham has the shortest national waiting time, and Tower Hamlets has the 
lowest proportion of children and young people still waiting for treatment at the end of the year. However, on average across NCEL CCGs, a higher 
proportion of children and young people than nationally waited more than six weeks to enter treatment. 
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Key finding 8 – Pathways into services: Children and young people are increasingly being referred to crisis resolution and home 
treatment teams (CRHTTs) for mental health crises

Data summary – crisis resolution and home treatment teams: 

• Crisis services for NEL are provided as a single ICS, with the Royal Free Hospital employing the crisis team staff. ELFT and NELFT provide crisis services 
for Inner and Outer NEL respectively. These teams are responsible for responding to children and young people experiencing an acute mental health 
crisis, along with a range of adolescent teams based in each borough who also provide support.

• In addition, NELFT has a ‘home treatment team’, which provides intensive crisis support at home. These teams are recommended practice in the NHS’s 
‘Five year forward view for mental health’.1

• Although ‘Crisis Resolution’ and ‘Home Treatment Teams’ have different functions and are not consistent across NCEL, the data presented here 
combines referrals to both services (referred to here as CRHTTs). The purpose of this data is to capture all referrals from ‘community settings’ for 
patients in mental health crisis. This data focusses on three mental health trusts and does not include community services provided by Tavistock and 
Portman (Camden community CAMHS), Whittington Health (Islington Community CAMHS), or the Royal Free crisis service. 

• There were 1,094 cases referred to CRHTTs in BEH, ELFT and NELFT from February 2020 to February 2021.2 This is likely to be an atypical year due to 
the impact of COVID-19 and lockdowns (see Theme 5). Earlier data is not available.

References: 1  NHS. (2017). Five year forward view for mental health. Accessed: https://www.england.nhs.uk/wp-content/uploads/2017/03/fyfv-mh-one-year-on.pdf, 2. Extract from NHSEI dataset on referrals to NCEL crisis 
resolution and home treatment teams, Feb 2020 – Feb 2021 
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Data summary – crisis resolution and home 
treatment teams: 

• The data shows that referrals into these teams 
have increased over time, with particularly high 
referrals in November 2020. Statistical analysis 
suggests that there is a highly significant change 
in referrals over the time period. On average, the 
number of referrals increased by around 12% 
each month. 

• These increases over time could suggest an 
increase in children and young people presenting 
in mental health crisis. 

Graph source: Extract from NHSEI dataset on referrals to NCEL crisis resolution and home treatment teams, Feb 2020 – Feb 2021
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Data summary – crisis resolution and home 
treatment teams: 

• Crisis referrals to CRHTTs can be defined as 
those that must be seen and assessed 
within four hours (‘emergency’ referrals) or 
within 24 hours (‘urgent’ referrals).

• The data presented here shows the 
proportion of children and young people 
referred to CRHTTs from community 
sources, within each category (emergency 
and urgent), who are seen within these 
target times.

• Note that data was only available from 
Barnet, Enfield and Haringey for August 
2020 to February 2021 and information was 
not available for every month from NELFT.

• As with the previous slide, the data here 
includes only three mental health trusts, 
and therefore does not cover all crisis 
services across NCEL.

0
10
20
30
40
50
60
70
80
90

100

Proportion of emergency CYP referrals seen and
assessed within 4 hours

Proportion of urgent CYP referrals seen and
assessed within 24 hour

Pe
rc

en
ta

ge

Proportion of referrals aged 0-18 categorised as emergency or urgent who 
were seen and assessed within the target times, selected NHS Mental Health 

Trusts in NCEL, Feb 2020 - Feb 2021

Barnet, Enfield and Haringey Mental Health NHS Trust

East London NHS Foundation Trust

North East London NHS Foundation Trust

Graph source: Extract from NHSEI dataset on referrals to NCEL crisis resolution and home treatment teams, Feb 2020 – Feb 2021

72



Data summary – crisis: 

• Between February 2020 and February 2021, over 3,000 
children and young people presented at NCEL A&Es with a 
mental health issue. 

• The number of children and young people presenting to A&Es 
with a mental health issue has increased over time, although 
the past year is likely to be atypical due to the impact of the 
COVID-19 pandemic. It appears from the data that A&E 
presentations may have dropped during periods of national 
lockdown.

• Statistical testing found that there was a highly statistically 
significant increase in A&E presentations during the 16 month 
period over which data was collected. On average, there was a 
5% increase in presentations every month during this period.

• When children and young people present at A&E, they are 
assessed by a CAMHS crisis clinician or, if these are not 
available (for example, out of hours), they may be seen by a 
Psychiatric Liaison Service (PLS), which is an adult service.

• The CAMHS clinician or PLS may make a ‘decision to admit’ 
(DTA) – this is an assessment that a mental health admission is 
needed. 

• The patient may then be admitted to an acute mental health 
setting or, if one is not available, to another acute setting 
within the hospital.

Key finding 9 – Pathways into services: A high number of children and young people are presenting in mental health crisis at 
A&E, and this has increased over time
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Data summary – crisis: 

• This graph shows the numbers of children and 
young people who presented in crisis at different 
A&E departments in NCEL, and the number that 
received further referrals, assessments and 
admissions, over the period February 2020 to 
February 2021.

• There is a clear variation between providers in the 
proportion of children and young people presenting 
at A&E who were referred to a CAMHS clinician in a 
CAMHS liaison service or to the (out of hours) PLS 
for assessment, how often Mental Health Act 
assessments were conducted and the proportion of 
children and young people who were given a 
decision to admit.

• In total, 4.9% of children and young people who 
presented at A&E during this period were admitted 
to an acute bed in the hospital where they 
presented. 

• It is not clear from this data why these processes 
vary so considerably but it may reflect different 
availability of crisis teams, different practices and 
referral routes, or other differences in service 
design. Data quality of reported figures may also be 
a contributing factor to the provider differences.

• Overall, this data also suggests that only a small 
proportion of those presenting at A&Es in mental 
health crisis are admitted to these hospitals.
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Stakeholder and service user views on crisis:

• Professional stakeholders noted an increase in 
children and young people presenting in crisis at 
emergency departments, and disparities in the 
response at different trusts. They felt that, as well as 
having a negative impact on the children and young 
people presenting in this way, it also impacted other 
service users and staff, as some staff do not feel they 
have the relevant skills and confidence to deal with 
these presentations. 

• Although some parents felt they had been quickly and 
effectively referred to services, multiple parents had 
faced significant delays, and there was a general 
consensus that a child had to be at a high level of 
crisis before they were seen by CAMHS. Some parents 
reported having to present to A&E multiple times, 
and only getting treatment when they refused to 
leave, threatened to go to the press or argued with 
staff.

When I was basically taking my child to A&E after [she was] constantly 
trying to take her own life and then being sent home and me saying she 

needed to be in a Tier 4 hospital … they weren’t listening to me and I 
was basically having to say to them “do you want my child to be a 

statistic because you haven’t got her in time?” and it was as if no one 
was listening to how serious the situation was.

Parent

We’re not taken seriously until 
we get to the point of crisis.

It took us many, many trips to A&E. My 
son became violent which he never used 

to be. He started hitting us, things he 
never used to do. It took for me actually to 

break down and say, you know, I can’t 
care for him anymore, can you admit him 

through the Mental Health Act under 
section 3, can you section him?

Parent

Parent

Crisis lines are 
incredibly 

unhelpful. They 
just tell you to 

go to A&E.

Service user
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Local evidence on crisis:

• The figure below presents some potential reasons for increased CAMHS crisis presentations, based on engagement with professional stakeholders in 
North Central London as part of a different project.*

*Thank you to Dr Georgina Fozard for sharing this work with us and allowing us to reproduce it here. Please note that this is work in progress and does not represent the final conclusions of 
the project. All enquiries should be directed to GFozard@tavi-port.nhs.uk
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National evidence on crisis:

• A pan-London audit carried out in one week at the end of March 2021 used data from 465 unique patients aged 25 and under who presented at A&E 
departments.1 This found that:

• There were more females than males: for the 12–17 year old age group, there were approximately four times as many A&E presentations from 
females than males. Overall, females up to the age of 25 made up 70% of all mental health attendances at A&E in this sample.

• 53% of those presenting at A&E were from White ethnic groups and 43% from BAME groups (4% were not specified). Compared with the
London population, where 44% of 11–17 year olds are from White ethnic groups and 56% are from BAME groups, this suggests an over-
representation of those from White ethnic groups in A&E presentations.2

• Within this sample, 70% of child and young patients attended out of hours, and 57% were known to local mental health services. 

• The most common method of referral was from a family member or friend (41% of under-18s) and ambulance (22%). There were low levels of 
referral from GPs (1%), CAMHS crisis lines (1%), and mental health services (2%).

• The most common presenting conditions were depression, suicide episode, self-harm, overdose and social trigger.

• 33% of under-18s who attended A&Es were seen within the national four-hour standard. This compares with 55% in a similar adult mental 
health survey in 2019. 13% of under-18s spent over 12 hours in the A&E department.

• This data should be interpreted with caution, as it only covers a one-week time period and has not been statistically tested for significance.

Conclusion:

• There are likely to be a variety of factors that may be contributing to the increase in mental health crisis presentations among children and young 
people in NCEL.

• Initial evidence suggests that there are clear sex inequalities in who is presenting at A&E departments in London. The high proportion of crisis 
presentations that appear to occur out of hours may also suggest a lack of out of hours support for children and young people. 

References: 1. 3 CAMHS Provider Collaboratives – London Audit of CYP – A&E in Mental Health Crisis, Emma Bagshaw et al, 14th May 2021 presentation, provided via personal communication; 2. GLA (2020) 2016-based 
population projections, accessed: https://data.london.gov.uk/dataset/gla-population-projections-custom-age-tables
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Key finding 10 – Pathways into services: Mental Health Act detentions are used more frequently for inpatients who are male, 
those from BAME groups, and those with a diagnosis of a learning disability and/or autism

Data summary – Mental Health Act:

• The Mental Health Act (1983) is the main piece of legislation that covers the 
assessment, treatment and rights of people with a mental health disorder. To 
be sectioned means to be detained according to a particular section of the 
Act, and means that the admission was not voluntary as it usually is when 
people go to hospital or another care facility to be treated.

• Overall, 30% of admissions to CAMHS inpatient units in NCEL during this 
period were sectioned under the Act, 49% were admitted voluntarily and the 
remaining 21% did not have this data recorded. 

• While there were no clear differences by age or level of deprivation, male 
inpatients in NCEL were more likely to have been sectioned than female 
inpatients (36% of males and 28% of females were sectioned). This 
difference was statistically significant.

• Detentions under the Mental Health Act were also more likely to have been 
used on Black and minority ethnic groups – 58% of patients from ‘other’ 
ethnicities, 50% of admissions of Black people and 42% of admissions of 
Asian people were sectioned under the Act, compared with only 30% of 
admissions of White people. Statistical tests suggested strong evidence for a 
difference in use of the Act between these different ethnic groups. 

• This may be in part linked to the higher prevalence of males and BAME 
populations in paediatric intensive care unit (PICU) services, where 
detention is required for admission.

• Those with a learning disability and/or autism were also more likely to be 
sectioned than those without this diagnosis: 35% of admissions of those 
with LD/autism were sectioned under the Act compared with 29% of those 
without LD/autism. This difference was also statistically significant.

Graph source: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020
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References: 1. NHS Benchmarking Network (2020), Inpatient and Community Mental Health Benchmarking, Final Report 2020  2. NHS Digital (2020), Mental Health Act Statistics, Annual Figures 2019/20 Data Tables. Accessed: 
digital.nhs.uk/data-and-information/publications/statistical/mental-health-act-statistics-annual-figures/2019-20-annual-figures; 3. London Borough of Camden (2019), Camden Joint Strategic Needs Assessment (JSNA) factsheet: 
Young People. Accessed: camden.gov.uk/joint-strategic-needs-assessment ; 4. NHS Digital (2020), Mental Health Act Statistics, Annual Figures 2019/20 Data Tables

National evidence on the Mental Health Act:

• In total, 1,172 children and young people aged 17 and under were detained under the Mental 
Health Act in 2019/20.1 Data was not available to show what proportion of all admissions this 
accounts for; however, in adult services, 44% of all admissions in 2019/20 were detained at the 
point of admission. This has increased year-on-year from 25% in 2011/12.1

• Rates of detention under the Mental Health Act at a national level appear to vary by demographic 
factors. In 2019/202:

• For all ages, detentions were three times higher in the most deprived decile than in the least 
deprived; and four times higher for Black people compared with White.

• Detentions were more common in older age groups: 16 times higher in 16 and 17 year olds
than in those aged under 15. 

• Of the 1,054 children and young people detained who were recorded as male or female, 69% 
were female and 31% male.

• Work in Camden in 2019 found that while some BAME groups such as young Black men are under-
represented in terms of engagement in earlier stages of the pathway, e.g. psychological therapies 
access, they are over-represented at the more acute end in terms of inpatient admissions and the 
use of the Act. 40% of East London NHS Foundation Trust inpatients detained under the Act (all 
ages) were from an African or Afro-Caribbean background.3

Conclusion:

• The greater use of the Mental Health Act on BAME populations in NCEL is replicated in adult mental 
health admissions at a national level.

• Nationally, more female children and young people were detained than male, but this may reflect a 
higher proportion of females being admitted to inpatient CAMHS overall. 

Rate of detentions under the Mental Health Act by 
deprivation decile and ethnicity, UK, 2019/204
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Theme 2 – Pathways into services: Next steps

The NCEL Provider Collaborative and partners could:

• Ensure that joint work between the Collaborative and local Integrated Care Services ensures that evidence-based interventions are in place 
to provide early intervention and reduce the number of children and young people who present in mental health crisis.

• Use co-production methods to develop clear and easily accessible information on how to access CAMHS and pathways into services.

• Identify where there is unwarranted variation in waiting times and work with providers to address this.

• Review the use of the Mental Health Act from an inequalities perspective to reduce inequalities in who is detained under the Act.
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Theme 3 – Experience 
in services
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Introduction and context for Theme 3 – Experience in services

• This theme primarily focusses on the experience of those children and young people who are admitted to inpatient units, although
there are some findings that are relevant for community CAMHS too. 

• There were a number of indicators of experience in services that service users and/or professional stakeholders thought were 
important and all of which are recognised as important factors in understanding CAMHS provision. These included:

• The type of setting and service that children and young people are admitted into, and whether different population groups 
are more likely to be treated by different services within CAMHS.

• How long children and young people stay in inpatient units, and whether there was any indication of how this length of stay 
could be reduced where possible.

• How many people are admitted to inpatient units that are far away from where they live.

• Where possible, we also tried to investigate whether some population groups or particular demographics have a different 
experience of care to others.

• We also tried to gather some information on the geographical variation in the amount spent on CAMHS (including both inpatient
and community services), and how much of the population are accessing mental health services. This was felt to be an important 
part of capturing the variation in CAMHS across North Central and East London. 
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Summary of Theme 3 – Experience in services

• Both service users and professional stakeholders reported that some children and young people who need to be admitted to CAMHS inpatient units had 
long waits in A&E, or were admitted to paediatric acute units, or adult services, when there is a delay in finding a CAMHS bed for them. While service 
users had different preferences around where they would like to be treated, these admissions were not felt to be appropriate. Service users in general 
wanted services to be welcoming and supportive.

• The inpatient population differs depending on the type of CAMHS they are admitted to. Paediatric intensive care unit (PICU) services in NCEL have have 
more children and young people who are male, come from BAME groups, and come from the more deprived local neighbourhoods, when compared with 
other services combined, and these differences were statistically significant.

• Eating disorder services appeared to have more females and more people from White ethnic groups, but low numbers of inpatient admissions to these 
units mean this data should be used with caution. 

• The sex imbalance in eating disorder services is even more stark in national data, where nine out of 10 admissions are for females. National data also 
suggests that in adult services, some similar patterns are seen in the ethnicity profile of certain services, with BAME adults being over-represented in 
secure services and PICU.

• The distance between children and young people’s homes and the inpatient unit to which they are admitted varies by service type (likely reflecting the 
lack of availability of some services locally), but overall appears to have reduced slightly over time. 

• Length of admission seems to vary by specific unit in NCEL and by service type. Those admitted to eating disorder units in NCEL on average stay over twice 
as long as those admitted to general adolescent units. This variation is reflected in national data. Delayed discharges appear to be an issue at both a 
national and local level. The average length of stay in NCEL general adolescent units is higher than the average length of stay in national CAMHS general 
admission wards.

• There were statistically significant differences in the length of admission for different demographic groups. Older children and young people tend to have 
shorter lengths of admission than younger groups, while males tend to have a shorter length of admission than females. There was also a significant 
difference in length of admission depending on the patient’s home borough. 
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Summary of Theme 3 – Experience in services

• Service users and professional stakeholders felt that length of admission could be reduced through better working with social care and community 
CAMHS, to reduce ‘delayed discharges’ (where a child/young person is clinically ready to leave an inpatient unit but there is no social care 
accommodation available or the community team cannot take the referral).

• There is a clear variation in how much is spent on CAMHS, and how much of the population is being reached, in different geographical areas in NCEL. 
In Islington, for example, the average spend on CAMHS per child is over five times the spend in Redbridge.

• The proportion of children and young people receiving CAMHS treatment also varies – from over 5% for those accessing services in Islington to under 
3% in Redbridge. While this may represent some differences in need, it is likely also to represent differing levels of investment and service models. 
There is a statistically significant difference in the proportion of the child/youth population who are admitted to inpatient CAMHS in different 
boroughs, and this has reduced in every borough except Havering from 2019 to 2020.

• There are also differences in which services are provided, the populations they work with, and the processes for referral and assessment, between 
different areas in NCEL.

• Some families we spoke to felt they were not listened to by those working in mental health, and that having them involved in decisions, and having 
more access to peer support, would have been beneficial. 
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Key finding 11 – Experience in services: The location in which children and young people are treated is not always appropriate, 
especially when that is A&E

Stakeholder and service user views on location of treatment:

• Both stakeholders and service users reported the negative impact of having to wait for long periods of time in A&E, particularly while in mental 
health crisis.

• Multiple professional stakeholders spoke about children and young people in mental health crisis being admitted to acute paediatric wards instead of 
to CAMHS inpatient units. This had happened either while they were waiting for assessment or for a bed to become available in an inpatient unit. 

• Professionals felt that while this may have been clinically required, the acute paediatric ward was not the best place for these children and young 
people, and these placements had a negative impact on them, the staff and other service users. Therefore, this should be avoided where possible and 
kept to the shortest time where not possible to avoid.

• However, others reported that brief admissions to paediatric settings may in some cases be preferable to longer admissions to CAMHS settings.

• Service users also reported being admitted to adult wards instead of CAMHS units. Professional stakeholder feedback noted that this happens 
primarily in the case of older children, who require admission and where no CAMHS beds are available. 

• Service users reported different preferences about where they would have liked to have received mental health treatment – including at home, at 
A&E, at school or in other settings. They reported that it was important that locations for treatment felt supportive and welcoming.

[I would prefer to be 
treated] in a comfy 

environment with support 
staff and a cup of tea made 

for me. 

Service user

The units were understaffed 
and there was never enough 

support.

Service user

Just being treated like a person that 
needs support and not like 

someone that’s a problem to others 
[is what I would like]. I don't want 

to be sent to A&E as it feels 
unwelcoming. 

Service user

I was put in an adult physical 
ward rather than children’s 

mental ward.

Service user 85



Key finding 12 – Experience in services: There are more males, more people from BAME groups and more people from the 
most deprived local areas in PICU services compared with other services

Data summary – demographics in services:

• Children and young people referred to inpatient CAMHS can be treated 
by a number of different services (see slide 28 on service provision in 
NCEL).

• Statistical tests were carried out comparing PICU to all other services 
combined, which showed that White patients were highly significantly 
less likely than those from BAME groups to be admitted to PICU. 

• There was also a highly significant sex difference: significantly more males 
were admitted to PICU (19%) than females (10%).

• There was a general significant trend between deprivation level and being 
admitted to PICU: those from more deprived areas were more likely to be 
seen by PICU. 68% of patients in PICU were from the 40% most deprived 
areas (nationally), whereas in eating disorder (ED) services, only 48% 
were from the most deprived 40% of areas (nationally).

• Those with a leaning disability/autism diagnosis appear to be slightly 
more likely than those without this diagnosis to be admitted to the 
general adolescent unit and PICU and less likely to be admitted to ED 
services and general adolescent day care, but statistical tests were not 
carried out on this difference.

• ED services also appear to have a different population: 1.5% of males 
were admitted to ED units compared with 5.5% of females, and 30% of 
patients in ED services were from BAME groups compared with 53% of 
patients in PICU. Again, these differences were not tested for statistical 
significance.

Source: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020 
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Stakeholder and service user views on demographics in services:

• Some stakeholders felt the higher proportions of males, children 
and young people from BAME groups, and children and young 
people from more deprived areas being admitted to PICU were 
indicative of these populations not being able to access early help 
to prevent escalation and worsening of their mental health 
conditions.

References: 1. NHS Benchmarking Network (2020), CAMHS Benchmarking 2019/20 Final Report; 2. NHS Benchmarking Network (2021), Mental Health Equalities: Data from NHS Benchmarking Network on BAME Equalities in Mental 
Health Services 2019/20, Briefing for London Community Mental Health Partnership Board

National evidence on demographics in services:

• Within CAMHS nationally, nine out of 10 inpatients in specialist eating 
disorder services are female, while on secure units the sex balance is 
close to even.1

• In adult services nationally, there is overrepresentation of BAME patients 
in secure services and PICU, and underrepresentation in eating disorder 
and substance misuse services.2

Conclusion:

• The sex imbalance in eating disorder services is more stark in national 
data than in NCEL data. 

• National data also suggests that in adults services, some similar patterns 
are seen in the ethnicity profile of different services that we see in NCEL 
CAMHS, with BAME adults being over-represented in PICU.

Ethnicity of patients (where known) for adult 
inpatient admissions, by unit type, UK, 2019/202

CCC = Complex / Continuing Care (Rehabilitation)
ABI = Acquired Brain Injury

87



Key finding 13 – Experience in services: Some children and young people are admitted to inpatient units far away from home
Data summary on distance from home:

• The average distance from home for children and young people 
admitted to CAMHS inpatient units was 14.4 miles, but the distance 
varied from 0.2 to 250.4 miles. In total, 35 admissions during this 
time period were over 100 miles from home, and four were over 
200 miles away. 

• The average distance from home appears to have reduced slightly 
over time, but statistical tests were not carried out on this change.

• There was no clear difference in the average distance from home for 
different ages, sexes or deprivation levels, but children and young 
people from Asian and Black ethnic groups were, on average, 
admitted to inpatient services under 10 miles from home, compared 
with over 20 miles for those from mixed or multiple ethnic groups.

• There were some differences in average distance from home for 
different service types – those admitted to the general adolescent 
unit (GAU) were admitted on average only 12 miles from home, 
compared with 20 miles or more for those admitted to PICU, ED, or 
low and medium secure units. This likely reflects the greater number 
of GAU beds available locally (see slide 29 on NCEL service 
provision).

• While in general being admitted closer to home is better for children 
and young people, in some cases the services they need are not 
available locally, and so they are admitted further from home. 

National evidence on distance from home:

• NICE has noted that the risk of suicide during the first seven days after 
admission, which is a high-risk period, is higher still for people who have 
been admitted in crisis and for people admitted outside the area in which 
they live.1

Graph Source: Service data – NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020
References: 1. NICE (2016), Transition between inpatient mental health settings and community or care home settings (NG53). Accessed: nice.org.uk%2Fguidance%2Fng53%2Fresources%2Ftransition-between-inpatient-mental-
health-settings-and-community-or-care-home-settings-pdf-1837511615941&usg=AOvVaw2tg9HTId8KqJW074kf—AX
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Key finding 14 – Experience in services: Length of admission varies by borough, and is shorter for children and young people 
who are older or male

Data summary – length of admission:

• The average length of admission to inpatient CAMHS 
during this time period was 95 days, and it varied 
from 0 to 1,037 days.

• length of admission varied by demographics:
• Admission times were shortest in the 16–18 

age group (median 55 days). For both under-
13s and 14–15 year olds the median was 75 
days. This difference was statistically 
significant.

• There was also a statistically significant  sex 
difference for the length of admission, which 
was significantly longer for females (median 71 
days) than for males (median 53 days).

• There was slight evidence that those with LD 
and/or autism also had longer admission 
times, although this was not statistically 
significant. Median admission time was 77 
days in this group, compared with 61 days in 
those without LD and/or autism.

• The average length of admission appears to have 
reduced slightly over time, but this was not tested for 
statistical significance. 

Graph source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020
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Data summary – length of admission:

• The length of admission differed by borough, varying from below 80 days in Hackney to over 140 days in Haringey. These differences were highly statistically 
significant.

• There were large differences in the length of admission for different services: those admitted to eating disorder or low or medium secure services stayed on 
average over twice as long as those admitted to the general adolescent unit or PICU – although guidance states that PICU should in general only be used for 
shorter stays. These differences were not tested for statistical significance.

Graphs source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020 90



Data summary – length of admission:

• This data suggests that there is a difference 
in the average length of admission for 
different CAMHS wards in NCEL. The longest 
admissions were seen in Ellern Mede 
Ridgeway, an eating disorder service (235 
days) and Simmons House, a general 
adolescent unit (190 days) and similar rates 
of between 78 and 87 days were seen in the 
other four units.

• This analysis does not include all patients in 
the dataset: it is based on only 682 
admissions, since all the other admissions 
were to other (out of area) units. Some units 
had a low number of admissions, and 
therefore data should be interpreted with 
caution.*

Graph source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020 
*Results should be interpreted in the context of sample sizes: Ellern Mede Ridgeway - 15 admissions; Simmons House – 31 admissions; Brookside – 236 admissions, Coborn GAU – 145 admissions; Beacon – 140 admissions; Coborn/ 
Galaxy PICU – 102 admissions during this 21 month period
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Stakeholder and service user views on length of admission:

• Professional stakeholders recognised long length of admission as an issue of concern, particularly in some providers. Long admissions were thought in 
part to be due to a lack of access to, or poor communication with, community support or social care, which stakeholders felt was responsible for 
delayed discharges from CAMHS inpatient units. Other factors stakeholders mentioned were complicated clinical pictures; delays in autism 
assessments; or delays in community teams being able to come and review patients before discharge. 

• Service users also spoke about length of admission, with a particular issue being delayed discharges. Service users reported that delayed discharges had 
been due to a lack of social care provision to ensure accommodation, community teams not being ready, family not being prepared or misinformation. 

References: 1. Frith, E., Education Policy Institute (2017), Inpatient Provision for Children and Young People with Mental Health Problems; 2. London CYPMH Analytics & Mental Health CYP A&E Audit, 14th May 2021 presentation, 
Jeremy Walsh, David Monk, Stephen Watkins, Zoe Morris, Emma Bagshaw, supplied through personal communication; 3. NHS England (2014), Child and Adolescent Mental Health Services (CAMHS) Tier 4 Report; 4. NHS 
Benchmarking Network (2020), CAMHS Benchmarking 2019/20 Final Report

National evidence on length of admission:

• Between October 2015 and February 2017 in England, there were nearly 9,000 ‘wasted’ days in NHS children’s mental health hospitals where the child or 
young person was waiting to leave but they could not be discharged.1

• In 2019/20, the average length of stay in CAMHS general admission wards (all units except for eating disorder and secure care) was 67 days.2

• Evidence for England shows that average length of CAMHS inpatient stay varies significantly by type of unit. In 2012/13, stays ranged from over 250 days 
in medium secure to fewer than 75 in general over-13 CAMHS.3

• Nationally, mean length of stay varies between service types. In 2019/20, this was 132 days for an eating disorder CAMHS bed, and 363 days for a secure 
bed, compared with 67 days for a general admission bed.3

• In 2014, NHSE reported that the use of restraint was 1.8 times more common on CAMHS secure wards than in general admission wards, and the use of 
restraint in CAMHS inpatient wards was seven times higher than in adult acute inpatient mental health services.4

Conclusion:

• The marked variation seen in length of admission to different wards and types of service in NCEL is reflected in the national data, where there is a similar 
variation. Delayed discharges appear to be an issue at both a national and local level. 

• The average length of stay in NCEL general adolescent units is higher than the average length of stay in national CAMHS general admission wards.
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Key finding 15 – Experience in services: CAMHS provision, population coverage and spend varies between local areas in NCEL

Data summary – service variation:

• The average spend on NHS mental health services varies between Clinical Commissioning Groups (CCGs) in NCEL: e.g. Islington spends on average £202 per 
child, 5.6 times more than Redbridge, where the average spend is £36 per child. No CCG spends more than 2.2% of its budget on children and young people’s 
mental health. 

• This data only shows the spend on NHS CAMHS services, and therefore does not include other mental health services such as spend by local authorities on 
early intervention and prevention. It is also not possible from this data source to understand what exact NHS services this budget is spent on.

Graphs source: Children’s Commissioner (2021) The state of children’s mental health services 2020/21 – data tables. Accessed: https://www.childrenscommissioner.gov.uk/report/mental-health-services-2020-21/
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Data summary – service variation:

• The proportion of children and young people 
receiving CAMHS treatment varies from over 
5% in Islington to under 3% in Redbridge. 
While this may represent some differences 
in need, it is likely also to represent differing 
levels of investment and service models.

• There is an ‘access rate’ national target that 
35% of children and young people with 
mental health needs should be accessing 
CAMHS, based on an estimation that this 
proportion will require specialist help for 
their mental health need. The Healthy 
London Partnership has estimated that in 
North East London 34% of children and 
young people with mental health needs are 
accessing CAMHS, and in North Central 
London the figure is 41%.1
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Data summary – service variation:

• For inpatient admissions only, the proportion of 
the population admitted also varied between 
patients’ home borough. 

• Statistical testing suggested there was a 
significant overall difference between boroughs. 
Admission was highest for Islington (0.32%), 
then Waltham Forest (0.27%), and lowest for 
Enfield (0.09%), then Newham (0.19%).

• The proportion of the child/young person 
population admitted has decreased in every 
borough in 2020 compared with 2019, apart 
from Havering. This may be associated with 
reductions in inpatient service access during the 
COVID-19 pandemic.

• Note that the data showing the proportion of 
children and young people receiving any mental 
health treatment that was presented on the 
previous slide is not directly comparable with 
the inpatient data on this slide because they are 
taken from different sources: one refers to the 
CCG treating the patient and to all CAMHS, 
whereas the other refers to the borough where 
they live and only to inpatient admissions.

Graph source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020.
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Stakeholder and service user views on service variation:
• Professional stakeholders noted that CAMHS provision varies significantly between 

local areas and separate budgets make this hard to address. The variation includes 
whether areas have a home treatment team; the extent and nature of out-of-
hours and crisis services; and different discharge requirements. The wider mental 
health system, such as early intervention services and in-reach services in schools, 
is also inconsistent across local areas.  

References: 1. Children's Commissioner (2021), The state of children's mental health services 2020/21; 2. NHS Benchmarking Network (2020), CAMHS Benchmarking 2019/20 Final Report

National evidence on service variation:

• On average, local CCG areas spend less than 1% of their overall budget on children’s mental health and 14 times more on adult mental health services than on 
services for children. The 2021 Children’s Commissioner report stated that areas that spend more have “much better mental health services”.1

• There is considerable variation in spending: eight local areas spend less than £40 per child on mental health services, while 21 areas spend more than £100.1

• Across CAMHS, the mean spend per 100,000 under-18s is just over £6 million. The mean spend per CAMHS contact is £276.1

• Two NCEL boroughs are included on the Children’s Commissioner’s list of CCGs with the highest performance on mental health spending and waiting times for 
children in England 2019/20: Camden and Barking and Dagenham.1

• Tower Hamlets and Camden are among the CCGs with the biggest reduction in spend per child since 2017, although they remain above average for England. 
Tower Hamlets has reduced the most of any CCG, spending £49 less per child in 2019/20 than in 2017/18, from £119 to £70, taking it below the London 
average. While Camden has reduced spend by £34, spending remains at a high level – £128 per child.2

Conclusion:

• It is not possible in this SHNA to compare the level of spend and type of service provision at a borough level with outcomes for children and young people, as 
this requires detailed research beyond the scope of this document. However, in the majority of NCEL’s CCGs (nine out of 12), under 4% of children and young 
people are accessing treatment, and 4% of children and young people accessing treatment is likely to represent access for only a quarter of those who need it, 
according to 2020 estimates of need.1 It is therefore likely that there is significant unmet mental health need among children and young people in NCEL, along 
with clear geographical variation in the type and extent of services they are able to access.

I think the young people 
need clarity and uniformity 

and predictability, and so do 
their families.

We’re not comparing apples with 
apples. Just looking at our patch, 

North East London, we’ve got seven 
CCG areas, we’ve got really 

different levels of investment in 
those areas historically, and 
different levels of need, and 
different models of service.

Professional 
stakeholder Professional 

stakeholder
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Key finding 16 – Experience in services: Some families feel unsupported and that they are not listened to by services

Stakeholder and service user views on family 
experience:

• Many parents and carers we spoke to felt 
unsupported while their child was receiving 
treatment. Most felt they would benefit from 
peer support from other parents, but few had 
been told by CAMHS about how they could 
access this.

• Many parents/carers felt their child would have 
benefitted if they (the parent/carer) had been 
allowed to be more involved in discussions about 
their care. Many felt they had not been listened 
to when they had insight and information about 
their child.

• Some parents were told that their parenting was 
causing issues for their child and were referred to 
parenting classes. While some parents found the 
content of the parenting classes interesting, they 
felt that this was not particularly helpful in 
addressing their child’s mental health issues.

• Parents and other stakeholders such as GPs also 
noted that having a child accessing or trying to 
access CAMHS can have an impact on the mental 
health not only of their parents or carers, but 
also their siblings and other family members, 
which is often overlooked.

I was given lots of 
parental classes, which I 

attended, I really 
appreciate. They were 
really great. But the 
problem is they were 
not solving the issues 
we were facing in our 
home. You know, I did 

everything I was told to 
do, but it just didn’t 

work. Because 
sometimes a child gets 
to a stage… basically, it 
doesn’t work, parenting 
doesn’t work anymore. 

He’s in a breaking 
stage, you can’t really 

parent him.

I still don’t know if CAMHS 
have support groups for 

parents. Ultimately, I ended 
up having to put myself into 

talking therapy. I thought like 
a kind of peer-to-peer CAMHS 
could be great. I don’t know if 
that exists. … Parents, when 

we are peer to peer, we value 
each other’s experiences and 

information. … People feel 
better when they have a voice 

… we feel validated and 
acknowledged.

Maybe CPA [Care Programme Approach, used to plan mental health care], 
multidisciplinary meetings, it might be beneficial to actually let parents be 

part of the meeting because it’s when they decided on the best treatment for 
my child. Say, for instance, not sending her to a Tier 4 hospital when I really 

felt it was needed. I did feel as if I wasn’t listened to.

Parent

Parent

Parent

Parent

They need to stop calling 
them parenting classes, it 
sends the wrong message 
because when you tell a 

parent to get to a parenting 
class, you’re 

challenging their ability to 
be a parent or questioning 
their ability to be a parent 
and that’s not a good way 
of winning parents over. If 
you call the classes what 
they really are, behaviour 
management classes or 
ASD toolkits for parents, 

something like that, 
parents will buy into the 

concept more, and will be 
more likely to attend.

Professional 
stakeholder
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Theme 3 – Experience in services: Next steps

The NCEL Provider Collaborative and partners could:

• Undertake a review across the Collaborative, focussing on variation within and between services in relation to location of care, out of area 
placements, length of admission, type of care provided and spend on mental health services, and work to reduce unwarranted variation. 

• Ensure patient-centred care is in place across CAMHS, including co-production of care plans.

• Review the support and information offered to families, including siblings, of mental health service users. This should include peer support 
groups for parents/carers. 
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Theme 4 – Pathways out of services and ongoing 
support
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Introduction and context for Theme 4 – Pathways out of services and ongoing support

• The focus of this theme is on understanding how children and young people can be supported to leave CAMHS successfully. This was particularly focused on 
leaving inpatient units but has relevance for ‘leaving’ specialist community CAMHS as well. 

• Stakeholders made it clear that without effectively supporting children and young people through this transition, the chances that they are readmitted to 
inpatient units increases. Readmission is disruptive for children and young people and is a clear focus for action in national guidance and policy. 

• While we focus in this section on the service data we had available, we recognise that successful pathways out of CAMHS also rely on wider supportive 
services and contexts, including schools and education, family support, social care, primary care, and others. 

• While there is limited data available on recovery or outcomes as a result of CAMHS interventions, this theme is also part of a wider focus on how children 
and young people can be supported to manage and thrive as much as possible in the community. 

Summary of Theme 4 – Pathways out of services and ongoing support

• When children and young people are discharged from inpatient units in NCEL, they can go to a number of different locations, including to social care 
provision (5% of those admitted), other mental health care (10%), or back home (66%). The remainder were still admitted, discharged to other locations, or 
we did not have the data available.

• There was consistent feedback from professional stakeholders, service users and their families that the support for children and young people after they 
were discharged from inpatient CAMHS was variable, and in some cases there was not enough support in place to allow people to be successfully cared for 
at home. The lack of teams to receive and action care plans was mentioned. Service users reported finding the transition out of inpatient units particularly 
difficult, and that they had struggled to readjust to ‘regular’ life. The transition from CAMHS to adult mental health services was noted as a potential issue 
by a variety of stakeholders. 

• The data we had allowed us to look at inpatients during a ‘snapshot’ of time, to see how many times they were admitted. Readmissions were statistically 
more likely for females, children and young people from White ethnic groups, and those with a diagnosis of learning disabilities and/or autism. There was 
also a significant variation in the average number of admissions for children and young people admitted from different boroughs, and there appeared to be 
large differences in the average number of readmissions for patients admitted to different units. However, we cannot tell from this data whether 
individuals were also admitted to inpatient CAMHS before or after the time period we were looking at. 100



Key finding 17 – Pathways out of services: In some cases there is a lack of follow-up care and coordinated support post-
discharge, and the transition from CAMHS to adult services can be difficult for some children and young people

Stakeholder and service user views on post-discharge support:

• Professional stakeholders felt it was particularly important to understand what 
happened to children and young people after they were discharged from inpatient 
CAMHS units – including what care they received. They felt this may be particularly 
relevant for children and young people with learning disabilities and/or autism, for 
whom ongoing care at home is often needed and is inconsistent across NCEL. 
Understanding gaps in service provision would help to understand the effectiveness of 
discharge from inpatient units.

• Stakeholders noted that although care plans are put in place before discharge, there is a 
need for someone to receive and action these plans and that this does not always 
happen. This was reflected in feedback from some parents and GPs. 

Coming out from the hospital setting, 
going back to community, it’s very, very 
scary. And especially if your particular 

CAMHS or your trust doesn’t have a step-
down service. Many people can be lost 

after the discharge from inpatient…

Service user

When you’re in hospital, your structure is Monday to Friday, 9 to 4. Like, you’ve got so much 
structure. And like I dropped out of school. When I came home, it was just me and my 

home. My mum has work, we need food and a stable roof over our heads. … So, it was just 
me and this big house by myself. There was nothing to do…

Service user

Data summary – discharge:

• When children and young people are discharged from 
inpatient units, they can go to a number of different 
‘discharge locations’. While 66% of NCEL inpatients in our 
dataset were discharged home (‘usual place of 
residence’), 10% were discharged to other mental health 
care, and 5% were discharged to social care settings or 
temporary accommodation. The remainder were not 
known, discharged to other locations, or still admitted.

• While there was no clear difference in discharge location 
by age, sex or ethnicity, it does appear that those who 
lived in more deprived areas were more likely to be 
discharged to social care or temporary accommodation 
when leaving inpatient CAMHS. However, the difference 
in discharge location for people from more deprived 
areas compared to less deprived areas was not 
statistically significant.

My experience is that when [my child 
was] leaving a level 4 unit, there was a 
care plan, but that care plan was never 

implemented. It was weekly therapy 
and carer support and all sorts of 

things, it looked very good, but it never 
actually happened until sight weeks 

later, there was another suicide 
attempt, so we were back in. parent

I wasn’t officially discharged and had no 
closure. I still need support but it’s so 

hard to ask for it now and I'm afraid of 
the same thing happening again. I feel 

like I have to hurt myself really badly and 
do something dangerous for me to 

actually get the help… 

Service user
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Stakeholder and service user views on the transition to adult services:

• Professional stakeholders, service users and parents all fed back that the transition from CAMHS to 
adult mental health services can be a difficult process and can impact negatively on the recovery or 
treatment of children and young people. Stakeholders felt this transition can be very abrupt and is not 
always adequately planned for.

• Some stakeholders suggested that there was a need for more transition services that would cover the 
age range of 18–25 years and help children and young people who do require ongoing support to 
transition out of CAMHS. 

• Some stakeholders felt that there has been an increase in children and young people referred directly 
from CAMHS inpatient units into adult services. 

• Some service users also reported that it can be more difficult to access CAMHS once they are 
approaching age 18, as referral partners may suggest they wait and then go straight into adult mental 
health services.

[There is a] huge culture difference between adult and CAMHS… it 
seems like Tier 4 CAMHS is more therapeutic than inpatient adults, 
[where] you’ve got people with enduring significant mental health 

issues and to put an 18 year old into those situations… it seems to be a 
very different scene, completely. We can get really close to a point where we can consider, you know, serious 

success. And then they’ll have a real difficulty with transition (to adult 
services) and potentially fall off the cliff, which is heart-breaking.

Professional stakeholder

Professional stakeholder

As we get older, they become more 
reluctant to engage with us, because 
they see like… if you get referred to 

CAMHS at age 16 or 17, most GPs will 
tell you to wait until adults and you 

have to hold it because there’s 
no point, which then creates crises. 

Service user

The support should be given… 
especially in that transition, 16, 17 till 

18, because... CAMHS cannot 
guarantee that you’ll be picked up by 
adult services [and] there is a much 
longer waiting list for adult services.

Service user
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Key finding 18 – Pathways out of services: Readmissions to inpatient units vary by borough, and are higher for females, those 
from White ethnic groups, and those with a diagnosis of a learning disability and/or autism

Data summary – readmissions:

• Two-thirds of 648 patients were admitted just once between April 2018 
and December 2020, and six patients had seven or more admissions. On 
average, the children and young people were admitted 1.6 times. 

• For this analysis, we have classed an admission at any time after 
discharge as a readmission. However, this data is taken as a snapshot in 
time, and it is therefore not possible to tell if patients were admitted to 
inpatient CAMHS before or after this time period. 

• There were no clear differences in the average number of admissions by 
age or deprivation level. However, readmissions were higher for females 
(1.7 admissions on average compared with 1.4 for males), and this 
difference was statistically significant.

• Statistical tests comparing the number of admissions for children and 
young people from White ethnic groups with all other ethnic groups 
combined suggested there was a significant difference between these 
groups (1.8 on average for White patients compared with 1.5 for all 
other patients). 

• The difference in the average number of admissions between those with 
a diagnosis of learning disabilities and/or autism (1.9 admissions) and 
those without this diagnosis (1.6) was also statistically significant. 

• The average number of admissions also varied by the home borough of 
patients – from 2.07 in Barking and Dagenham to 1.32 in Hackney and 
Tower Hamlets. Statistical testing suggested a significant difference 
between boroughs.

Graph source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020
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Data summary – readmissions:

• The average number of admissions per patient 
also appeared to vary depending on the unit to 
which the patient was first admitted, as can be 
seen in this graph. Statistical tests were not 
carried out on this difference.

• Some units had a small number of patients and 
therefore results should be interpreted with 
caution: in particular, Ellern Mede Ridgeway, 
where only 13 individual patients were 
admitted (once or more) during the time 
period of our data, and to a lesser extent 
Simmons House, where only 31 patients were 
admitted.

• In total, 428 patients were included in this 
analysis. The remaining 220 patients were 
admitted to other units. 

• There also appeared to be variation in the rate 
of readmission for different services. Those 
admitted to general adolescent day care had, 
on average, 1.9 admissions during this time 
period, whereas those admitted to eating 
disorder services had 1.3 admissions. Statistical 
tests were not carried out on this difference.

Graph source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020
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Sources and references: 1. NHS England (2014), Child and Adolescent Mental Health Services (CAMHS) Tier 4 Report.

National evidence on readmissions:

• In 2013, just over 13% of admissions in London were 
readmissions.1 Readmissions were defined as an 
admission of a children or young person who had been 
admitted to CAMHS inpatient services within the 
preceding four months.

• In England, the percentage of readmissions varied by 
service type, as seen in the graph, from over 10% in 
eating disorder services, to less than 3% in learning 
disability services. The figure is <1% in general CAMHS 
for under-13s, which is most likely simply due to the 
rarity of admissions in the very young.1

Conclusion:

• The national readmissions data differs from local data, 
which shows the lowest rate of readmissions in ED 
services, although the national data is six years older 
than the local data.

• It is also difficult to compare the overall incidence of 
readmission in NCEL to national averages, due to 
differences in the indicators and definitions used. 

Readmissions  (children and young people admitted to inpatient 
units within the previous four months)

as percentage of all admissions, England, 2013/141

ED: eating disorder; HDU: high dependency unit; LD: learning disability; 
Low Sec: low secure; Med Sec: medium secure; PICU: paediatric intensive care unit
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Theme 4 – Pathways out of services: Next steps

The NCEL Provider Collaborative and partners could:

• Improve how CAMHS services engage with patients, families, GPs, schools, social care, and wider sources of support in developing discharge 
planning. 

• Routinely monitor readmissions and review these to understand what led to the readmission, and develop plans to address avoidable 
causes of readmission.

• Review support in place for children and young people transitioning from CAMHS to adult services, to improve this experience.

• Review outcomes for children and young people after CAMHS support has ended, including recovery, and engagement in education or 
employment.
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Theme 5 – COVID-19
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Introduction and context for Theme 5 – COVID-19

• This SHNA was produced in early to mid 2021, just over one year into the global Coronavirus (COVID-19) pandemic. It was clear from our conversations 
with service users and stakeholders that COVID-19 had already had an impact on the mental health of children and young people living in NCEL. 

• The purpose of this theme is to try to understand what this impact may have been, and may be in the future, to help inform service provision that meets 
the possibly changing mental health needs of the local population. 

• Service users and professional stakeholders were also clear that there may be lessons that we can learn from service provision during COVID-19, and 
ways of working that may be valuable in the future.

• More broadly, this SHNA is being published at a time of great stress on the NHS, but also an increased focus on inequalities in health and health 
outcomes – both as a result of COVID-19 and more widely. It is clear that while children and young people were not as directly impacted by COVID 
infection as older, more clinically vulnerable groups, the wider societal, economic and community impacts of COVID-19 and the resultant policies will 
have a particular impact on younger generations. The SHNA was seen as an opportunity to ensure that mental health services ‘build back better.’1

References: 1. Marmot, M., Allen, J. et al (2020). Marmot Review 10 Years On. Accessed: https://www.instituteofhealthequity.org/resources-reports/marmot-review-10-years-on
108



Summary of Theme 5 – COVID-19

• Local admissions to CAMHS inpatient units have not increased significantly during COVID-19, but there is some evidence of increasing referrals to both 
community and inpatient CAMHS at a national level. This may indicate an increase in unmet need for children and young people with mental health 
disorders in NCEL. 

• Professional stakeholders also reported an increase in mental health need, and some concerns around children and young people presenting late and at 
higher levels of severity during COVID-19. There is some indication of an increase in crisis presentations, and some data that suggests that eating 
disorder presentations have increased recently. Both of these were also noted by professional stakeholders. 

• Nationally, there is strong emerging evidence that the pandemic has increased mental ill health for children and young people, and disproportionately 
among females; those who are disadvantaged economically; children in care; and children and young people with pre-existing mental health conditions. 
This may also include young people from BAME backgrounds, although the evidence on this is less conclusive.

• National evidence and local service user feedback suggests that children and young people have found it harder to access CAMHS during COVID-19, 
particularly during periods of national lockdown. However, there were also some aspects of service provision that service users felt could be 
maintained, including an option of virtual or phone as well as in-person consultations.

• There was significant concern that the majority of the impact of COVID-19 on children and young people’s mental health has not yet been evident 
within services. Looking forward, some modelling has been conducted that suggests there will be marked increases in demand for mental health 
services in the future. 
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Key finding 19 – COVID-19: The pandemic appears to have had a negative impact on children and young people’s mental health

Data summary – impact of COVID-19:

• While NCEL inpatient data does not show a 
significant increase in admissions since the start 
of the COVID-19 pandemic (February 2020), 
national data suggests that referrals to CAMHS 
(inpatient and community combined) have 
increased.1

• This may suggest that there has been a different 
impact locally to that seen nationally, that 
community CAMHS have absorbed a higher 
number of patients, and/or that there has been 
an increase in unmet demand during COVID-19. 

• Data at Integrated Care System (ICS) level shows 
that the number of complete eating disorder 
pathways increased by 34% for routine referrals 
and 33% for urgent referrals in North East London 
between Q3 2019/20 and Q3 2020/21. In North 
Central London the number decreased by 12% for 
routine referrals and increased by 172% for urgent 
referrals.2 This may suggest an increase in local 
demand for eating disorder treatment for children 
and young people during COVID-19.

Graph source: NCDR extract of CAMHS inpatient admissions in NCEL, April 2018 – December 2020; 
References: 1. Children’s Commissioner (2021) The state of children’s mental health services 2020/21, Accessed: https://www.childrenscommissioner.gov.uk/wp-content/uploads/2021/01/cco-the-state-of-childrens-mental-health-
services-2020-21.pdf; 2 Healthy London Partnership (2021) CYPMH Inequalities ICS Data Snapshots, accessed: https://www.healthylondon.org/cypmh-inequalities-ics-data-snapshots/
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Data summary – impact of COVID-19:

• There was also a marked change in how children and 
young people were accessing CAMHS treatment 
during COVID-19 in both NEL and NCL, with telephone 
appointments overtaking face-to-face communication, 
although after August 2020 this reversed again.

• Other data presented in this document suggests there 
may have been an increase in crisis presentations 
since the start of COVID-19 (see slide 73 on crisis 
presentation at A&E).

Graph source: Healthy London Partnership (2021) CYPMH Inequalities ICS Data Snapshots, accessed: https://www.healthylondon.org/cypmh-inequalities-ics-data-snapshots/

Change in medium of consultation used to access mental health services for children 
and young people in North Central and North East London, Dec 2019 – Oct 2020
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Stakeholder and service user views on the impact of COVID-19:

• Some stakeholders have noticed an increasing demand for CAMHS during COVID-19. 
Professionals noted a particular increase in crisis presentations, demand for eating 
disorder services, and increasing self-harm presentations at hospital.

• Others noted that while they have not necessarily seen an increase in demand, they 
do feel that children and young people have been presenting quite late and quite ill 
since the start of COVID-19.

• GPs we spoke to reported that since the start of COVID-19, they felt they had seen:
• Higher prevalence of low-level anxiety and worry in children and young 

people, including around lockdown, home schooling, difficult family 
relationships and exams.

• Children and young people being impacted by their parents or carers
experiencing long-COVID, bereavement, and worries about work and 
unemployment.

• A significant drop in GP presentation from children and young people during 
lockdown, which has impacted on their ability to pick up issues early.

• Increasing issues with disordered eating.
• Wider impacts of COVID-19 including deconditioning of children and young 

people’s physical and mental health, a lack of routine and social contact, poor 
sleep quality, and increasing behaviour issues. 

• Some parents we spoke to felt that lockdowns had negatively impacted on their 
child’s mental health, and others had found it particularly hard to access services 
since the start of lockdown. One noted that mental health care delivered remotely 
(e.g. over Zoom) was not appropriate for young children who have communication 
barriers due to mental health issues.

In COVID, there’s been a real increase in 
demand, particularly for eating disorders, I 

think on average about a doubling in referrals 
for eating disorders, and in my experience a lot 

of them present quite late and quite ill, not 
previously known (to services).

Certainly on the 
ground community 

CAMHS are 
struggling, at 

times receiving 
double the 

referrals for the 
same periods the 

year before.

In our case 
actually the 
pandemic 

made 
everything 

worse.

The first week that schools 
went back, we saw a 20% 
increase in referrals at our 

front door.

Everything [is] delayed or 
cancelled.

Professional stakeholder

Professional stakeholder

Professional 
stakeholder

Parent

Parent
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National evidence on the impact of COVID-19:

• While the long-term impact of COVID-19 on children and young people’s 
mental health has not yet been studied, there is strong emerging national 
evidence that the pandemic has increased mental ill health, and 
disproportionately among females; those who are disadvantaged 
economically; children in care; and children and young people with pre-
existing mental health conditions. This may also include young people from 
BAME backgrounds, although the evidence is less conclusive on this.1

• In general, rates of probable mental disorders in children and young people 
have increased in recent years – from 10.8% in 2017 to 16% in 2020, 
although it is not clear how much of this (if any) is due to COVID-19.2

• The Children’s Commissioner has stated that there is ‘very strong evidence’ 
that COVID-19 has had a big impact on children’s mental health,3 and Public 
Health England has reported that children and young people struggled to 
access mental health support during the lockdowns.4

• In a survey of March 2020, 83% of young people said that the pandemic had 
made their mental health worse.5

• Children aged 5–16 years with a probable mental disorder were less likely to 
be receiving regular support from their school or college than those children 
unlikely to have a mental disorder (62.6% compared with 76.4%), and were 
more than twice as likely to live in a household that had fallen behind with 
payments during the pandemic.6

Sources and references: 1. Public Health England (2021), COVID-19 Mental health and wellbeing surveillance report: Children and young people. Accessed: gov.uk/government/publications/covid-19-mental-health-and-wellbeing-
surveillance-report/7-children-and-young-people; 2. NHS Digital (2020), Mental Health of Children and Young People in England, 2020: Wave 1 follow up to the 2017 survey. Accessed: digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-young-people-in-england/2020-wave-1-follow-up; ; 3. Children's Commissioner (2021), The state of children's mental health services 2020/21:  4. PHE (2021); 5. 
Young Minds (2020), How is the COVID-19 pandemic impacting young people's mental health? Accessed: youngminds.org.uk/resources/policy-reports/how-is-the-covid-19-pandemic-impacting-young-peoples-mental-health/; 6. 
NHS Digital 2020

Percentage of children and young people who felt life got much worse under 
lockdown, by mental health of child or young person and age, 2020
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National evidence on the impact of COVID-19:

• A recent narrative review of papers concluded that impacts of COVID-19 on child and 
adolescent mental health – including loneliness; anxiety; uncertainty; increased risk 
of exploitation and abuse; and exacerbation of symptoms and behavioural problems 
among those with pre-existing mental health conditions – depended on vulnerability 
factors including developmental age, educational status, pre-existing mental health 
conditions, being economically underprivileged or being quarantined due to 
infection/fear of infection.1

• A recent study, including focus groups and surveys of over 1,600 16–25 year old 
Londoners after a year of lockdown, found that one-third reported wellbeing scores 
indicating depression, and three-quarters reported low mental wellbeing.2

• Up to the start of the pandemic, referrals to CAMHS were continuing to increase. In 
2019/20, 538,564 children were referred for help, an increase of 35% on 2018/19, 
and nearly 60% on 2017/18. The numbers getting treatment were also increasing but 
at a much slower rate. In 2019/20, 391,940 children received treatment, up only 4% 
on the previous year.3

• There was a significant drop in new referrals to NHS mental health, learning disability 
and autism services in April and May 2020, during national lockdown, although there 
were signs that referrals increased again after this.4

• The COVID-19 pandemic has seen an increase in the number of community contacts 
being delivered in a non-face-to-face setting. 24% of contacts in 2019/20 were 
delivered non-face-to-face. Of these, 2% were delivered digitally using methods such 
as video conferencing and telemedicine. By September 2020, 20% of all CAMHS 
contacts were being delivered by digital platforms.5

References: 1. Singh, S., D. Roy, K. Sinha, S. Parveen, G. Sharma, and G. Joshi (2021), Impact of COVID-19 and lockdown on mental health of children and adolescents: A narrative review with recommendations, Psychiatry Res.
2. Partnership for Young London (2021), Mapping Young London: A view into young Londoners after a year in lockdown, available at: https://www.partnershipforyounglondon.org.uk/mappingyounglondon; 3. Children's 
Commissioner (2021), The state of children's mental health services 2020/21; 4. Department for Education (2020), State of the nation 2020: children and young people's wellbeing. Accessed: 
assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/925329/State_of_the_nation_2020_children_and_young_people_s_wellbeing.pdf; 5. NHS Benchmarking Network (2020), CAMHS 
Benchmarking 2019/20 Final Report

Monthly referrals to CAMHS in England, April 2018 to 
October 20203
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Sources and references: 1. Women and Equalities Committee (2021), Changing the perfect picture: an inquiry into body image; 2. LGBTHero (2021), LGBTQ+ Lockdown Wellbeing Report. Accessed: lgbthero.org.uk/the-lgbtq-
lockdown-wellbeing-report

National evidence on the impact of COVID-19:

• Young Minds found that 26% of young people who were accessing mental health support from NHS, private providers, school counsellors, charities and 
helplines before the pandemic were no longer able to access support, either due to services being withdrawn or to barriers accessing services.1

• One survey reported that 53% of adults and 58% of children found the first lockdown made them feel worse or much worse about their appearance. 
The eating disorder charity Beat reported a 173% increase in demand for support between February 2020 and January 2021.1

• In the younger LGBTQ+ community, more time spent in unsupportive households, isolated from usual support networks and mental health services, has 
exacerbated mental health difficulties. In a survey, 79% of LGBTQ+ people at all ages reported that lockdown had negatively affected their mental 
health. 43% of under-18s rated their mental health as poor or extremely poor even before lockdown, and during lockdown this increased to 69%.2

Conclusion:

• Nationally, there is strong emerging evidence that the pandemic has increased mental ill health for children and young people, and disproportionately 
among females, those who are disadvantaged economically, children in care, and children and young people with pre-existing mental health conditions. 
The general increase in mental ill health was noted by some local stakeholders too. 

• National evidence and local service user feedback suggests that children and young people have found it harder to access CAMHS during COVID-19, 
particularly during periods of national lockdown. However, there were also some aspects of service provision that service users felt could be 
maintained, including an option of virtual or phone as well as in-person consultations.
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Key finding 20 – COVID-19: In future, demand for CAMHS may increase as a result of the pandemic but there may be 
opportunities to ‘build back fairer’1

Sources and references: 1 –Marmot, M., Allen, J. et al (2020). Marmot Review 10 Years On. Accessed: https://www.instituteofhealthequity.org/resources-reports/marmot-review-10-years-on

Stakeholder and service user views on the future impact of COVID-19:

• Stakeholders and parents were concerned that the impacts on 
children and young people’s mental health as a result of COVID-19 
have not yet been fully realised, and that CAMHS will struggle to 
respond to these. This includes the impact on children and young 
people whose mental health is impacted by the reopening of 
society, who do not feel fully safe leaving the home.

• Some also made the wider point that there will be a long-term 
significant impact on children and young people as a result of the 
economic and social impacts of COVID-19, in terms of employment, 
education, and other social determinants of health.

• One stakeholder noted that there may also be opportunities to learn 
from service innovation that occurred during COVID-19, and this 
could be part of a wider strategy to tackle inequalities and ensure a 
fair and equitable COVID-recovery.

• Some service users reported that they would want some aspects of 
service provision during COVID-19 to continue, such as having some 
individual or group appointments online or over the phone, possibly 
mixed with face-to-face appointments.

Who is it going to affect most of all? It’s 
going to be children. It’s going to be anyone 
from the age of 5 through to university age. 
That generation are the ones who are going 

to be really impacted by this, not only in 
what’s happened in the sense that they’ve 

been disadvantaged by the reduction in 
what was offered in terms of schooling and 
everything else from a socioeconomic point 
of view, but [also]… that generation paying 
for a lot of this in the generations to come.

Lots of teams have had 
to learn to work 

differently during COVID, 
I think there’s also an 

opportunity to actually 
see with the data 

whether those things 
that we’ve implemented 

ad hoc and on the fly 
during COVID have 

actually maybe worked 
differently. And there 

have been opportunities 
where we can really go 

out there and do 
something innovative 

and use all those 
innovative ideas that 

we’ve put in place.

With my son, with the recent lockdown, 
you can just see how depressed he got. 
And there was an incident where it was 
like minus three, a particular evening, 

and he went missing. So I'm just 
thinking in terms of even just looking 

ahead, what plans are being made for 
these young people with the mental 

health problems, how they’re going to 
be supported?

Parent

Professional 
stakeholder

Professional 
stakeholder
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References: 1.Centre for Mental Health (2021) COVID-19 Forecast Modelling Toolkit, Accessed: www.centreformentalhealth.org.uk/forecast-modelling-toolkit, 2. Romeri, E. (2020), Predicted future demand for mental health 
services in Camden. COVID-19 Forecast Modelling Tool (November 2020).  3. The Strategy Unit (2020) Estimating the impacts of COVID-19 on mental health services in England

National evidence on the future impact of COVID-19:

• The previous key finding (number 19) presented evidence of increasing prevalence and acuity of child and adolescent mental ill health, which suggests 
that pressure on CAMHS services is likely to increase in the future.

• The Centre for Mental Health has produced a Forecast COVID-19 Mental Health Model Tool, which uses existing research on the potential impact of
disasters, social isolation, bereavement and experiencing severe illness and allows for local areas to input population demographics to model the
projected future mental health need as a result of COVID-19.1

• Camden Council used this model to predict that among under-25s in Camden, COVID would result in a 20% increase in new depression conditions in the
general population of children and young people (14,816 new cases), a 34% increase in depression conditions among children and young people who
had experienced quarantine and social isolation (235 new cases), and a 27% increase in post-traumatic stress disorder cases among children and young
people who had experienced bereavement (185 new cases). Overall, they predicted a 35% increase in demand for mental health services among under-
25s in Camden.2

• The Strategy Unit (part of the NHS) has estimated the impact of COVID-19 on the future demand for mental health services in England, for all ages.3

• Their results suggest a 33% increase in demand over the next three years (13% in 2020/21, 12% in 2021/22 and 7% in 2022/23), equivalent to 1.8
million new presentations, recurrences or exacerbations of mental ill health in England as a direct result of the pandemic.

• The Unit also estimated the increased demand by mental health service, for secondary community services and for specialist inpatient services: the
demand for these services was projected to increase by 13% and 2% over the next three years respectively.

Conclusion:

• It is difficult to predict the impact on mental ill health prevalence and demand for CAMHS as a direct result of COVID-19, but some models do suggest
that it could be significant, a concern that was reflected in our conversations with local stakeholders.
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Theme 5 – COVID-19: Next steps

The NCEL Provider Collaborative and partners could:

• Continue to offer different access options for treatment, combining individual and group appointments by telephone, video as well as in-
person consultations, and monitor uptake by different groups to assess if inequalities in access are occurring.

• Consider opportunities to monitor possible increases in demand for CAMHS as a result of COVID-19.  
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Part F: Next steps
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Next steps for the NCEL Provider Collaborative and partners
Cross-cutting:

• Improve multi-agency communication and collaboration within and between health (community and inpatient CAMHS, acute trusts, GPs), education 
(schools), social care, justice system and other stakeholders. This applies across the CAMHS pathway including:

• Service planning

• Access to services

• Service delivery.

• Consider annual completion of the service-user-designed survey. 

• Continue and increase level of co-production and engagement with service users across the CAMHS pathway in design, delivery and evaluation of services. 

Theme 1 – Inequalities:

• Agree and ensure consistency and completeness of data collection on key inequalities data and protected characteristics across the Collaborative – e.g. age, 
sex, ethnicity; and agree data collection on gender identity and postcode or other measures of deprivation. 

• Routinely monitor service data to measure inequalities in access, experience and outcomes for all protected characteristics.

• Ensure action on inequalities is embedded through the Collaborative work programmes and the Collaborative sets clear goals on addressing inequalities in 
access, experience and outcomes for children and young people. 

• Conduct further work to investigate and understand the reasons for the ethnicity- and sex-related disproportionality in inpatient CAMHS, including barriers to 
access.

• Develop plans to better meet the needs of groups that are over-represented in inpatient CAMHS (such as those with a diagnosis of a learning disability and/or 
autism) in community settings.  
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Theme 2 – Pathways into services:

• Ensure that joint work between the Collaborative and local Integrated Care Services ensures that evidence-based interventions are in place to provide early 
intervention and reduce the number of children and young people who present in mental health crisis.

• Use co-production methods to develop clear and easily accessible information on how to access CAMHS and pathways into services.

• Identify where there is unwarranted variation in waiting times and work with providers to address this.

• Review the use of the Mental Health Act from an inequalities perspective to reduce inequalities in who is detained under the Act.

Theme 3 – Experience in services:

• Undertake a review across the Collaborative, focussing on variation within and between services in relation to location of care, out of area placements, length 
of admission, type of care provided and spend on mental health services, and work to reduce unwarranted variation. 

• Ensure patient-centred care is in place across CAMHS, including co-production of care plans.

• Review the support and information offered to families, including siblings, of mental health service users. This should include peer support groups for 
parents/carers. 

Theme 4 – Pathways out of services:

• Improve how CAMHS services engage with patients, families, GPs, schools, social care, and wider sources of support in developing discharge planning. 

• Routinely monitor readmissions and review these to understand what led to the readmission, and develop plans to address avoidable causes of readmission.

• Review support in place for children and young people transitioning from CAMHS to adult services, to improve this experience.

• Review outcomes for children and young people after CAMHS support has ended, including recovery, and engagement in education or employment.

Theme 5 – COVID-19:

• Continue to offer different access options for treatment, combining individual and group appointments by telephone, video as well as in-person consultations, 
and monitor uptake by different groups to assess if inequalities in access are occurring.

• Consider opportunities to monitor possible increases in demand for CAMHS as a result of COVID-19.  
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Questions for further investigation

There are some topics that service users or other stakeholders raised that we were not able to examine in this SHNA, because either 
they were out of scope or we were not able to source relevant data. Partners across the Collaborative, including the two ICSs, local 
boroughs, and NHS Trusts, may want to consider these as part of ongoing plans. 

• Is there a significant level of mental health need and presentation in youth justice services – especially for boys and young people 
from BAME groups? Is there a need to link more closely to these services and look at preventative and risk reduction approaches?

• Are our current services the right services, with the right specialism and staff mix – especially in terms of representation from our 
local communities? 

• Is it possible to explore the correlation between inequalities in access to, experience in and outcomes from services with the 
nature and extent of the CAMHS provision in different areas, e.g. which boroughs have early intervention services, home 
treatment teams, single point of access, more school services etc., and the impact they are they having?

• Further work on education across the pathway: Do schools have enough information, links and skills to identify and refer pupils 
promptly? Do patients receive adequate education in inpatient units? How do they integrate back into school settings post-
discharge? How can those not at school be supported best with their education? Do those who are more engaged with education 
have better/faster recovery? How does education work as a determinant of mental health?

• What is the experience of children and young people who are not able to access services and therefore are not captured in our
datasets or most of our stakeholder engagement? 

• What is the experience of CAMHS for particular vulnerable groups or demographic groupings we have not been able to identify in 
our datasets, e.g. LGBTQ+ young people, children in care, Orthodox Jewish young people, recently arrived migrants, and traveller
communities?
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Appendix 1: Methodology and data sources
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Methodology overview

The methodology of this SHNA involved:

1. Quantitative data review of:

a. Population demographics data

b. Mental health data

c. Service data 

A statistical analysis was also carried out on key findings from the quantitative service data.

2. Literature and evidence review 

3. Stakeholder engagement through the following methods:

a. Service user survey

b. Parent and carer focus group

c. Professional stakeholder workshops

d. GP sessions

More detail on each component of the methodology is provided in the following slides.
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Quantitative data description and sources

Indicator Source Time Period Accessed at:
Gender GLA 2020 https://data.london.gov.uk/dataset/housing-led-population-projections 
Age GLA 2020 https://data.london.gov.uk/dataset/housing-led-population-projections 
Sexual identity ONS 2019 https://www.ons.gov.uk/peoplepopulationandcommunity/culturalidentity/sexuality/datasets/sexualidentit

yuk
Disability GLA 2018 https://data.london.gov.uk/dataset/londoners-reduced-mobility
Religion ONS 2018 https://data.london.gov.uk/dataset/percentage-population-religion-borough 
Ethnicity GLA 2020 https://data.london.gov.uk/dataset/gla-population-projections-custom-age-tables
Deprivation Ministry of Housing, 

Communities and 
Local Government

2019 https://www.gov.uk/government/statistics/english-indices-of-deprivation-2019

Life expectancy at birth -
male

ONS 2017-19 https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/10
2/are/E09000007/iid/90366/age/1/sex/1/cid/4/tbm/1/page-options/car-do-0_ine-ao-1_ine-yo-3:2017:-1:-
1_ine-ct-71_ine-pt-0 ,

Life expectancy at birth -
female

ONS 2017-19 https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/10
2/are/E09000007/iid/90366/age/1/sex/2/cid/4/tbm/1/page-options/ine-ao-1_ine-yo-3:2017:-1:-1_ine-ct-
71_ine-pt-0_car-do-0 

Health life expectancy at birth 
- male

ONS 2017-19 https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/10
2/are/E09000007/iid/90362/age/1/sex/1/cid/4/tbm/1/page-options/ine-ao-1_ine-yo-3:2017:-1:-1_ine-ct-
71_ine-pt-0_car-do-0  

Health life expectancy at birth 
- female

ONS 2017-19 https://fingertips.phe.org.uk/search/life%20expectancy#page/3/gid/1000049/pat/6/par/E12000007/ati/10
2/are/E09000007/iid/90362/age/1/sex/2/cid/4/tbm/1/page-options/ine-ao-1_ine-yo-3:2017:-1:-1_ine-ct-
71_ine-pt-0_car-do-0 

The different sources of data by the SNHA section are described in the next slides.

Population data, used in slides 14 - 20
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Population data used in slide 21

Indicator Source Time Period Accessed at:
Smoking status at time of 
delivery

Calculated by PHE 
from the NHS 
Digital

2019/20 https://fingertips.phe.org.uk/search/smoking#page/3/gid/1/pat/6/par/E12000007/ati/102/iid/9308
5/age/1/sex/2/cid/4/tbm/1/page-options/car-do-0 

School readiness: 
percentage of children 
achieving a good level of 
development at the end of 
Reception

Department for 
Education

2018/19 https://fingertips.phe.org.uk/search/school%20readness#page/3/gid/1/pat/6/par/E12000007/ati/10
2/iid/90631/age/34/sex/4/cid/4/tbm/1/page-options/car-do-0

Year 6: Prevalence of 
obesity (including severe 
obesity)

NHS Digital 2019/20 https://fingertips.phe.org.uk/search/obesity#page/3/gid/1/pat/6/par/E12000001/ati/102/are/E0600
0047/iid/90323/age/201/sex/4/cid/4/tbm/1

Admission episodes for 
alcohol-specific conditions -
Under 18s (Persons)

Calculated by PHE 
using data from 
NHS Digital - HES 
and ONS

2017/18 – 2019/20 https://fingertips.phe.org.uk/search/alcohol#page/3/gid/1/pat/6/par/E12000007/ati/102/iid/92904
/age/173/sex/4/cid/4/tbm/1/page-options/car-do-0

16-17 year olds not in 
education, employment or 
training (NEET) or whose 
activity is not known

Department for 
Education

2019 https://fingertips.phe.org.uk/search/neet#page/3/gid/1/pat/6/par/E12000007/ati/102/iid/93203/ag
e/174/sex/4/cid/4/tbm/1/page-options/car-do-0

Statutory homelessness -
Eligible homeless people 
not in priority need

Ministry of 
Housing, 
Communities & 
Local Government

2017/18 https://fingertips.phe.org.uk/search/Statutory%20homelessness#page/3/gid/1/pat/6/par/E1200000
7/ati/102/iid/92314/age/-1/sex/4/cid/4/tbm/1/page-options/car-do-0

Social Isolation: percentage 
of adult social care users 
who have as much social 
contact as they would like 
(65+ yrs)

Adult Social Care 
Survey - England

2019/20 https://fingertips.phe.org.uk/search/social%20isolation#page/3/gid/1/pat/6/par/E12000001/ati/102
/are/E06000047/iid/90280/age/27/sex/4/cid/4/tbm/1
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Mental health data used in slides 23 - 25

Indicator Source Population Time Period Accessed at:

Mental Health Disorders GLA and MHCYP* 11-17 years old 2017 and 2020

https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-
young-people-in-england/2017/2017
https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-
young-people-in-england/2020-wave-1-follow-up

Learning disability DfE school age 2017 https://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh

Autism DfE school age 2020 https://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh
Self-harm hospital 
admissions HES 10-19 years old 2017/18 https://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh

Psychosis PsyMaptic 16 - 24 years old 2011 https://fingertips.phe.org.uk/profile-group/mental-health/profile/cypmh

Eating disorders MHCYP 11-16 / 17-19 years old 2017

https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-
young-people-in-england/2017/2017

Bipolar disorders MHCYP 11-16 / 17-19 years old 2017

https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-
young-people-in-england/2017/2017

Obsessive-compulsive 
disorder MHCYP 11-16 / 17-19 years old 2017

https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-
young-people-in-england/2017/2017

Hyperactive disorder MHCYP 11-16 / 17-19 years old 2017

https://digital.nhs.uk/data-and-
information/publications/statistical/mental-health-of-children-and-
young-people-in-england/2017/2017
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Service data used in slides 38 - 118

Indicators Source Time period Accessed at

Range of indicators for admissions to 
NCEL CAMHS inpatient units

NCDR Apr 2018 – Dec 2020 National  Commissioning Data Repository 
Website. Not publicly available

Inequality statistics for all CAMHS 
(community and inpatient)

HLP Various, but mostly 2019/20 https://www.healthylondon.org/cypmh-
inequalities-ics-data-snapshots/

Mental health presentations at NCEL 
A&Es, onward referrals and admissions

NHSEI Feb 2020 – Feb 2021 National NHSEI data systems. Not publicly 
available.

Referrals to NCEL crisis resolution and 
home treatment teams

NHSEI Feb 2020 – Feb 2021 As above

Clinical Commissioning Group (CCG) 
mental health spend and coverage

Children’s 
Commissioner

2019/20 https://www.childrenscommissioner.gov.uk/repor
t/mental-health-services-2020-21/

CCG waiting times NHS Digital 2019/20 https://digital.nhs.uk/data-and-
information/supplementary-
information/2020/waiting-times-for-children-and-
young-peoples-mental-health-services-2019---
2020-additional-statistics
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Limitations and notes on the data used
The population data is, in some cases, a couple of years out of date, and we were not able to source reliable local data for some population indicators such 
as sexuality or disability.

The local prevalence of mental health disorders that are presented in slide 23 were calculated by applying the national prevalence of probable mental 
health disease from MHCYP 2017 and 2020 to the 11-17 years old population in NCEL, collected from GLA. Gender and age were considered, but not other 
characteristics that may impact on prevalence.

The majority of the service data used in this section is an extract from the NCDR from April 2018 - December 2020 (inclusive). This dataset includes all 
admissions to inpatient CAMHS services during this time period for all NCEL providers, along with demographic and service information.

This dataset has been used in two different ways:

• To analyse the patient population (total = 648 patients)

• To analyse the admissions data (total = 1048 admissions)

Because some patients have been admitted more than once, there are more admissions than there are patients. In general, the statistics referring to service 
data such as length of admission, MHA section, or distance from home are based on admissions data, whereas the inequalities data that compares the 
inpatient population to the local population (in terms of age, sex, ethnicity and deprivation) is based on the patient data. The exception is readmissions data, 
which is a service measure but is analysed using patient data since this enabled us to calculate the number of admissions for each patient during the time 
period.  

In some cases, data has been grouped or excluded to facilitate analysis.

In general, interpretation of the service data should consider:

• Data from different sources is mostly not comparable – they cover different time periods and sometimes cover either just inpatient CAMHS or both 
inpatient and community CAMHS.

• Local area data is in some places based on the borough in which patients live, and in other cases on the CCG in which they have accessed services.

• Where there is no information on statistical significance, readers should be aware that differences may not be reliable, since there can be quite low 
numbers – particularly in the inpatient CAMHS data from NCDR when it is used to present differences between boroughs, units, or other service 
measures which have many categories. We have conducted statistical tests of significance on the key data findings, and the findings are included in the 
main text and in more detail on the following slide. 130



Statistical analysis

Statistical analysis was carried out on the key findings of the SHNA, where these were based on quantitative data which we had the raw data for. This was 
conducted by Statsconsultancy ltd, and the results are summarised in the text and included here in full:

Key 
Finding 
no.

Results of statistical analysis

2 Comparison of the proportion of males/females in the group against that in the population. One sample test of proportions gives p<0.001. Result backs up the finding that 
there are more females than would be anticipated if the sample reflected the local population.

3 Comparison of ethnicity of sample to the local population. Separate analyses for each key ethnicity using the one-sample test of proportions
White subjects: Test gives p<0.001. Significantly more white subjects than expected
Asian subjects: Test gives p<0.001. Significantly fewer Asian subjects than expected
Black subjects: Test gives p=0.16. No significant difference from expected numbers

4 Comparison of numbers from lowest deprivation quintile with the local population. Comparison using the one sample test of proportions gives p=0.007. Significantly more 
subjects in this quintile than might be expected.

5 Change the percentage of patients with autism over time. The analysis was done by splitting the patients into quarters (as suggested). The analysis was performed using the 
chi-square test for trend, allowing for the natural ordering of the time periods. The result gave p<0.001, strong evidence of a general trend showing a reduction in autism 
occurrence over time.

8 I have used a method Poisson regression to examine the change in referrals over the time period. This method is used often when the outcome is just the number of 
occurrences of a particular event, which is appropriate here. In this instance the time periods don’t have an equal amount of months in them, so it doesn’t seem appropriate 
to use this as the unit of analysis. Therefore, I’ve done the analysis on the numbers per month.
The analysis suggests that there is a significant change in referrals over the time period (p<0.001). Although there isn’t perhaps a consistent increased, the data suggests that, 
on average, the number of referrals increases by around 12% per month.

9 I have used an equivalent approach to KF8 for this one as well, that is Poisson regression, with the month as the unit of analysis.
Again, I find that there is a statistically significant increase in referrals over the 16-month period (p<0.001). On average, there was a 5% increase in referrals every month 
during this period.
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Key 
Findin
g No.

Results of statistical analysis

10 Note that for these analyses I’ve omitted anyone from the analysis who has unknown values for any of the measures. So those with no information on whether they were 
sectioned were omitted, as were those with missing ethnicity etc.
First analyses considered differences in proportions sections between ethnic groups. As a first analysis I’ve considered an overall comparison of 5 different ethnic groups (White, 
Asian, Black, Mixed, Other). A chi-square test suggested strong evidence of a difference between groups (p<0.001). The proportion sectioned was highest in the ‘other’ ethnic 
group (58.1%), followed closely by the Black group (49.6%). By far the lowest rate was for White subjects (29.9%).
This difference was again significant if you compared just white and all other ethnic groups (p<0.001 from chi-square test). Percentage section in White subjects was much lower 
than in the other combined ethnicities (46.8% sectioned for this group).
A gender comparison found males were more likely to be sectioned than females (44.9% vs. 35.1%), a difference that was statistically significant (p=0.006 from a Chi-square test).
Those with LD/autism were more likely to be sectioned (46.0%) than those without (36.6%), a statistically significant difference (p=0.03 from chi-square test).

12 For the analyses patients were categorised as been seen through PICU vs. any other service (all combined together). Again, any subjects with missing data were omitted from the 
analyses.
When the 5 main ethnic groups were compared there was an overall significant difference between them in terms of been seen by the PICU service (p<0.001 from Chi-square 
test). Those of ‘other’ ethnicity were most likely to be seen by this service (28.2%) followed by Black subjects (23.8%). Least likely were White subjects (8.6%).
The difference was also significant when just the White group were compared to the other ethnicities (p<0.001 from chi-square test), with all other ethnicities more likely to been 
seen by PICU.
There was a highly significant gender difference as well (p<0.001 from chi-square test). Significantly more males were seen by PICU (19.0%) than females (9.9%).
When comparisons were made been IMD quintiles, there was a general significant trend between deprivation level and being seen by PICU (p=0.008 from Chi-square test for 
trend). Those from more deprived areas were more likely to be seen by PICU. Figures ranged from 14.8% and 15.6% seen by PICU for quintiles 1 and 2 compared to 6.8% and 
7.8% for quintiles 4 and 5.
However, there was no significant difference between quintile 1 specifically and the other quintiles combined (p=0.27 from chi-square test).
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Key 
Findin
g No.

Results of statistical analysis

14 Analyses compare length of admission between boroughs. Some boroughs provided very little data and thus I excluded them from the analysis. I only included those with >20 
admissions from any one borough. 
The length of admission had a strongly skewed distribution, and thus the Kruskal-Wallis test was used to compare between boroughs remaining (>20 admissions), which was 12 
boroughs. There was a highly significant difference in times between the boroughs overall. The longest admission times were for Haringey (median=102 days), followed by Islington 
(median=84 days) and Camden (median=79 days). The shortest admission times were for Waltham Forest (median=45 days), Barking and Dagenham (median=51 days) and Redbridge 
(median=56 days).
For the age analysis I compare stay in three categories; up to 13, 14-15 and 16-18. The Kruskal-Wallis test gave a significant difference between the three groups (p=0.001). The 
nature of the difference is that admission times were youngest in the 16-18 group (median=55 days), compared to the other two younger age groups who both had a median time of 
75 days.
There was also a statistically significant gender difference for admission time (p<0.001 from Mann-Whitney test). Admission time was significantly longer for females (median=71 
days) than for males (median=53 days).
There was slight evidence that those with LD/autism also had longer admission times, although this result did not quite reach statistical significance (p=0.08). Median admission time 
was 77 days in this group, compared to 61 days in those without LD/autism.

15 Analysis performed for inpatient admissions only. A comparison was made between boroughs. There was a significantly overall difference between boroughs (p<0.001 from chi-
square test). Admission was highest for Islington (0.32%) and Waltham Forest (0.27%), and lowest for Enfield (0.09%) and Newham (0.19%).

n/a 
(remo
ved as 
key 
findin
g)

For these analyses the discharge location was classified as either to social care/ temporary accommodation, or any other type of discharge (combined). Again, those with missing 
values were excluded from the analyses.
Firstly, comparisons were made between different deprivation quintiles. When factoring in the order of these groups, using the Chi-square test for trend, the was no trend between 
the quintiles (p=0.72).
Note that there was some variation between the 5 quintiles, but no trend.

18 Firstly, comparisons of the number of admissions were compared between boroughs. Again, those boroughs with <20 patients were omitted from the comparisons. The Kruskal-
Wallis suggested a significant difference between the boroughs (p=0.004). The highest number of admissions per patient was in Barking and Dagenham (mean=2.07), followed by 
Havering (mean=2.03) and Redbridge (mean=1.95). The lowest number per person was in Hackney (mean=1.32) and Haringey (mean=1.38).
A comparison between ethnic groups was also made. This suggested no strong evidence of a difference in number of admissions per patient between the 5 groups (p=0.09 from 
Kruskal-Wallis test). A further comparison between White subjects and all other groups combined was made, which did show a difference (p=0.01 from Mann-Whitney test). The 
number of admissions for white subjects was higher (mean=1.79) than for all other groups combined (mean=1.48 admissions per person).
A statistically significant gender difference was seen, with a p-value of 0.006 from the Mann-Whitney test. Females had more admissions per patient, with a mean of 1.74, compared 
to a mean of 1.44 for males.
Those with LD or autism also had significantly more admissions (p=0.005 from Mann-Whitney test). This group had a mean of 1.95 admissions per patient, compared to a mean of 
1.58 for those without either of these conditions. 133



Literature review
The literature review focused on:

1. Inequalities in mental health diagnosis and prevalence for children and young people – with a focus on demographics – age, gender, 
ethnicity and deprivation; and, where available, disability, sexual identity and religion). 

2. Inequalities in access to and outcomes of mental health services for children and young people – with the same focus on demographics 
as listed above.

3. Recommended pathway into services and what is best practice to reduce ‘crisis’ admissions

4. Evidence-based interventions within Tier 3 and 4 services to maximise recovery, support reintegration, and reduce readmission.

5. Impact of COVID-19 on child and young people’s mental health.

This review does not examine wider environmental, social or familial risk factors for poor mental health. While we recognise both wider 
determinants and mental health and wellbeing are important factors in understanding and preventing mental ill health in children and young 
people, they are out of scope for this project.

The review considered only mental illness and diagnosable mental health conditions rather than general mental health and wellbeing.

Methodology:

Evidence and literature were sourced through three primary routes:

1) A search for online reports and documents including those published Public Health England, Department of Health, Care Quality 
Commission, Royal College of Psychiatric, Royal College of Paediatrics and Child Health, NICE and other government departments, as well 
as major mental health charities and think tanks.

2) Reports, data, evidence and local intelligence sourced from existing JSNAs in NCEL boroughs dated 2018 or more recent, other health 
needs assessments focused on mental health produced by NCEL boroughs, and other documents produced at a local or system level.

3) Search in the journal citation database Medline/PubMed for papers published since 2018 to March 2021.
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Service users survey

Survey

• The survey was designed by service users supervised by the SHNA team in the SurveyMonkey platform.

Communication:

• The Survey poster was shared in Instagram, Twitter and by email with CAMHS from 29th March to 11st

April, then extended to 25th April. 

Aims:

• To investigate service users experience regarding to
• Access to community CAMHS
• Crisis support
• Inpatient care support
• Experience during Covide-19

• To investigate the experience of children and young people that needed community CAMHS or inpatient 
mental health services but were not able to access them.

Participants

• 48 people accessed the survey. However, 22 were not eligible (18 were more than 18 years old, 1 has 
never needed community CAMHS or inpatient mental health services, 3 were from outside North Central 
and London area), 3 didn’t completed the triage questions and 4 have just completed the protected 
characteristics section (1 of those said he/she wasn’t referred to CAMHS, although needed it). So, we got 
19 valid responses (although not all 19 are fully completed).
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Parents and carers focus group
Focus group

• 1.5 hours focus group held through Zoom meeting on 8th April 2021 (during Easter holidays).

Communication

• The focus group poster was publicised  in Instagram, Twitter and CAMHS.

Questions discussed
• Who first noticed your child was struggling (YP, Parent, someone at school, friend etc)?
• How much did you know about what support or services were available to help your child? How 

did you find out about them?
• Where did you get support from?
• How comfortable do you feel talking to the GP/school/local doctor about your child’s mental 

health? Is there anything the services could improve for you to feel more comfortable? 
• Did you feel that you as a carer were listened to by the CAMHS team? Did you feel that the staff 

took time to understand what was going on for the whole family/ your situation when your child 
was with CAMHS?

• Were your circumstances (work/training etc.) taken into consideration when appointments were 
arranged?

• If your child was an inpatient, was there any discharge planning? What do you think could be done 
to help your child reintegrate back into the community?

• Do you think COVID-19 has had an impact on mental health treatment for your child?

Participants

• 12 parents participated. They were all females, being one joined by her partner, 3 were from 
Islington, 2 from Newham, 3 from Haringey, 1 from Tower Hamlets and 3 not known; 4 were from 
White background, 1 Asian, 1 Caribbean, 1 Arab, 1 Bangladeshi and 4 not known. 136



Professional stakeholder workshops

Events

• We held 2 events, each 90 minutes long, on the 14th and 15th of April 2021

Aims

• For us to share data analysis and emerging findings from the SHNA

• To gather feedback on current findings including the main priority areas, what we might have missed, some of the reasons for the data and 
future action. 

• To inform and shape the final SHNA and recommendations 

Participants

• In total, excluding those involved in running the events:
• 45 people attended the event on the 14th
• 38 people attended the event on the 15th 
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GP sessions

Events

• We held 2 events specifically for GPs on the 9th and 22nd of April 2021.

Aims
• For us to share data analysis and emerging findings 
• To gather feedback on current findings including the main priority areas, what we might have missed, some of the reasons for the

data and future action. 
• To inform and shape the final HNA and recommendations 

Participants

• In total, excluding those involved in running the events:
• 12 people attended the event on the 9th April
• 10 people attended the event on the 22nd April 

• The majority of GPs attending were the mental health leads for their boroughs / CCGs 
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National policy context for children and young people’s mental health 

• In 2010, the ‘Marmot Review’ (Fair Society, Healthy Lives)1 was published. This reviewed the evidence of health inequalities and their causes in 
England, and proposed six key policy areas that would require action in order to reduce these inequalities. In 2020, a follow-up was published –
‘Marmot Review 10 Years On’2 which reviewed progress since 2010 and showed increases in health inequalities in many areas.

• In 2012, the Department of Health published Transforming Care3 in response to the Winterbourne View scandal. The BBC's Panorama had uncovered 
evidence of widespread abuse of vulnerable people by staff at Winterbourne View care home. The objectives of the Transforming Care policy were to 
improve quality of care and quality of life for people with a learning disability and/or autism, as well as reducing the number and duration of stays in 
hospitals or other care facilities where possible. This was extended in 2015 with Building the Right Support: A national plan to develop community 
services and close inpatient facilities for people with a learning disability and/or autism who display behaviour that challenges, including those 
with a mental health condition4, which, as its title indicates, was a plan to shift focus to community services and away from inpatient facilities.

• In 2014, the Children and Young People’s Mental Health and Wellbeing Taskforce was established, with a brief to consider ways to make it easier for 
children, young people, parents and carers to access help and support when needed, and to improve how children and young people’s mental health 
services are organised, commissioned and provided.

• In 2015, the taskforce produced a report titled Future in Mind5. This report brought together core principles and requirements considered to be 
fundamental to creating a system that could properly support the emotional wellbeing and mental health of children and young people. It was 
organised by five themes:

§ Promoting resilience, prevention and early intervention
§ Improving access to effective support – a system without tiers
§ Care for the most vulnerable
§ Accountability and transparency
§ Developing the workforce

1. Marmot, M. Goldblatt, P. Allen, J. et al. (2010). Fair Society Healthy Lives (The Marmot Review). Accessed: https://www.instituteofhealthequity.org/resources-reports/fair-society-healthy-lives-the-marmot-review
2.Marmot, M., Allen, J. et al (2020). Marmot Review 10 Years On. Accessed: https://www.instituteofhealthequity.org/resources-reports/marmot-review-10-years-on
3. Department of Health (2012), Transforming care: A national response to Winterbourne View Hospital. Accessed: 
assets.publishing.service.gov.uk%2Fgovernment%2Fuploads%2Fsystem%2Fuploads%2Fattachment_data%2Ffile%2F213215%2Ffinal-report.pdf&usg=AOvVaw00vnBic6jP1Tqm_Z5LEaHt
4. LGA/Directors of ADASS/NHSE (2015); Building the Right Support: A national plan to develop community services and close inpatient facilities for people with a learning disability and/or autism who display behaviour that 
challenges, including those with a mental health condition. Accessed: england.nhs.uk%2Fwp-content%2Fuploads%2F2015%2F10%2Fld-nat-imp-plan-oct15.pdf&usg=AOvVaw00gS2rM_B8-c0-R9Q4bJZU
5. NHSE (2015), Future in mind. Accessed: assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
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• In, 2016, The Five Year Forward View for Mental Health1 noted the need for increased investment in mental health, and established some priorities 
up to 2020/2021, including:

§ Mental health services being available 24/7 
§ An integrated approach to mental and physical health, ensuring that the physical health needs of people with mental health problems are not 

neglected.
§ Acting early to promote good mental health, prevent the development of mental illness where possible, and promptly identify need for further 

care. Children and young people were a priority group for early intervention.

• In 2017, The Department of Health and the Department of Education co-published Transforming Children and Young People’s Mental Health 
Provision: A Green Paper2. Building on Future in Mind, and noting the work already underway, this paper had three core proposals, tackling levels of 
need:

1. To incentivize and support all schools to identify and train a Designated Senior Lead for mental health, and offer training to deliver effective 
whole-school approaches to promoting better mental health.

2. To fund new Mental Health Support Teams, well-linked with schools and colleges, who would provide interventions to support CYP with mild 
to moderate needs and support the promotion of good mental health and wellbeing.

3. To reduce waiting times for NHS services for those children and young people in need of specialist help.

• In 2019, the NHS Long Term Plan3 was published. This was a far-reaching and wide-ranging document, intending to establish 'a new service model for 
the 21st century'. Some priorities relevant to CYP's mental health included increasing out-of-hospital care; increasing personalisation of care; and 
acting on illness prevention and health inequalities. It also made specific reference to CYP's mental health services, committing to funding growing 
faster than both overall NHS funding and total mental health spending, and highlighting for improvement eating disorder services, crisis care, mental 
health support embedded in schools and colleges, and transitional care for young people aged 18-25.

1. NHS (2017), Five year forward view for mental health. Accessed: england.nhs.uk/wp-content/uploads/2017/03/fyfv-mh-one-year-on.pdf
2 Department of Health and Social Care & Department of Education (2018), Transforming Children and Young People’s Mental Health Provision: A Green Paper. Accessed: 
assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/664855/Transforming_children_and_young_people_s_mental_health_provision.pdf 
3 NHS (2019), The NHS Long Term Plan. Accessed: longtermplan.nhs.uk/publication/nhs-long-term-plan/ 141



• The NHS Mental Health Implementation Plan 2019/20 – 2023/241 was published later in 2019, laying out how to reach the goals of the Long Term 
Plan with the recently announced ringfenced local investment fund to be worth at least £2.3 billion a year. This was to ensure that the NHS would 
provide high quality, evidence-based mental health services to an additional 2 million people by 2023/24. This also set out the plans to establish NHS-
led Provider Collaboratives.

• Also in 2019, Is Care Transformed? A Review of Transforming Care in England2 was published by the Centre for Disability Research at Lancaster 
University . This reviewed the effects of both Transforming Care and Building the Right Support. This review praised elements of the original policy, 
but concluded that targets had not been met, nor had the money required been provided. It suggested that the government and NHS England had 
not done enough to put people with learning disabilities and autism in charge of the process, and had underestimated the work involved. 

• In the wake of the Covid-19 pandemic, and the recognition that this had exacerbated pre-existing inequalities in mental health, in December 2020 
Public Health England invited stakeholders in government, the private sector and the charitable sector to sign up to the Prevention Concordat for 
Better Mental Health3. Signatories agree to a cross-sectoral approach to increase the focus on prevention, health promotion and the wider 
determinants of mental health.

1. NHS (2019), NHS Mental Health Implementation Plan 2019/20 – 2023/24. Accessed: longtermplan.nhs.uk%2Fwp-content%2Fuploads%2F2019%2F07%2Fnhs-mental-health-implementation-plan-2019-20-2023-
24.pdf&usg=AOvVaw19m1tnCb9vcZftkEOykIa9
2 Brown, M., James, E. and Hatton, C. (2019), Is Care Transformed? A Review of Transforming Care in England. Accessed: wp.lancs.ac.uk/cedr/files/2019/07/Inpatient-Admissions-and-Attempts-to-Transform-Care-in-England-
1.pdf
3. PHE (2020), Prevention Concordat for Mental Health. Accessed: gov.uk/government/publications/prevention-concordat-for-better-mental-health-consensus-statement/prevention-concordat-for-better-mental-health 
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Approaches to organising mental health services

Although mental health services are currently organised into the four Tiers Model, other approaches to organize, categorise and describe 
mental health services have also been proposed. They will be briefly described below.

The Thrive Model1 is an integrated, person centred and needs led approach to delivering mental health services for children, young people and 
their families that was developed by a collaboration of authors from the Tavistock and Portman NHS Foundation Trust and the Anna Freud 
National Centre for Children and Families. It is needs-led, which means that mental health needs are defined by the children, young people and 
their families, alongside professionals, through shared decision making. Needs are grouped into categories: Thriving, Getting Advice and 
Signposting, Getting Help, Getting More Help, and Getting Risk Support. Services across NEL and NCL are currently being re-organised using 
this framework.

The Stepped Model of Care organises mental health care in steps. The least intensive intervention appropriate for a person should be provided 
first (Step 1) and then escalated to other steps, if needed. 

The Hub Model tends to be used in Children’s Social Care Services. The model has service community “Hubs” that bring together and 
coordinate a range of services, from midwives and health visitors to childcare and support for young people, building early intervention in at 
the core, and including support for families with complex needs, safeguarding, child protection and social care. It represents an extension of 
the Sure Start Children’s Centres, created by a programme targeted at parents and children under the age of four living in the most 
disadvantaged areas, into local Children and Family Hubs.

1 Wolpert, M., Harris, R., Hodges, S., Fuggle, P., James, R., Wiener, A., ...Munk, S. (2019). THRIVE Framework for system change. London: CAMHS Press. Retrieved from: http://implementingthrive.org/wp-
content/uploads/2019/03/THRIVE-Framework-for-system-change-2019.pdf
2 NICE. (2011). Common mental health problems: identification and pathways to care Clinical guideline [CG123]. Retrieved from: https://www.nice.org.uk/guidance/cg123/chapter/1-guidance
3 4Children (2014). 4Children’s integrated model for effective children and family support Retrieved from: https://www.4children.org.uk/Files/e49c7544-413b-4273-a979-a3e900b913a3/ChildrenFamilyHubsModel.pdf 144
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