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[bookmark: _Hlk173499903]GM Funding Offers Update – February 2025
Please find below NHS E funded offers, some maybe new offers and others will be approaching their closing deadline. Further information including contact details can be found in the links and attachments below. 
Please feel free to circulate to your networks if appropriate.
	
	
	OFFER
	CLOSING DATE
	LINK TO APPLICATION
	ATTACHMENTS
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	MATERNITY / NURSING
	
	
	
	

	
	
	Global Majority Nurses and Midwives (Band 5 and above) who want this exciting opportunity for career progression
	10 January 2025
	https://forms.office.com/e/hdqLh0FhnG
If you have any questions about the expression of interest process, please contact england.nwnursingpandsdevelopment@nhs.net 

	

	

	
	
	Additional funding to support LMS implement the Maternity Support Worker Competency, Education and Career Development Framework.

	Ongoing
	Click here for further information and click on links in embedded PDF
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	ALLIED HEALTH PROFESSIONS (AHP) AND HEALTHCARE SCIENCE
	

	
	
	Trainee ACP NHSE Funding application Process
	
	Please get in touch with the Greater Manchester Training Hub by completing a general enquiry form  - click here .

	NHSE Faculty for Advancing Practice across the Northwest are pleased to announce the expression of interest process for educational training funding for MSc Advanced Clinical Practice Autumn 2025 and Spring 2026 cohorts is now open.   

Please find the link to our webpage containing our guide to implementing and funding and the online form to submit the expression of interest - 2025-2026; A guide to implementing and funding Advanced Practice across the North West v.1 

The Primary Care Readiness Checklist can be accessed via this link

	

	
	
	Funding for MSc Advanced Clinical Practice Programmes across the North West
	14 Feb 2024
	The 25-26 process will start late October and will run until mid-Feb 25. The link will appear to a guidance document on our webpage once this process is launched
	The Faculty for Advancing Practice in the region will support the provision of multi professional of advanced practice education and workforce development which is consistent with the national definition of advanced clinical practice (ACP) contained in the Multi professional framework for Advancing Clinical Practice in England.  

	

	
	
	Developing career pathways for diagnostic imaging support worker roles: guidance on roles and responsibilities

	Ongoing
	You can access the guidance and associated literature review via the HEE website: https://www.hee.nhs.uk/our-work/allied-health-professions/enable-workforce/developing-role-ahp-support-workers/diagnostic-radiography-support-workers 

	The national programme team, based here in the Northwest, are working closely with the Society of Radiographers on next steps, including a supporting webinar and wider work on support worker apprenticeships.
	

	
	
	Slide Decks & Recordings: HEE National Webinar - International recruitment of AHPs and their experiences

	N/A
	Recording of webinar hosted on 18.01.22 – [image: ​mp4 icon] HEE National Webinar International Recruitment 18.01.22.mp4
Recording of webinar hosted 25.01.22 - [image: ​mp4 icon] HEE National Webinar International Recruitment 25.01.22 Lived Experience vfinal.mp4
Recording of summary of responses from 18th & 25th of Jan 2022 - [image: ​mp4 icon] HEE National Webinar International Recruitment of AHPs 25.01.22 Summary vfinal.mp4

	Supporting International Recruitment of AHP’s
Further details available Here




	

	
	
	AHP Support Workforce Resources
	Ongoing
	These are available by clicking: Here
	NHS E has published a suite of resources to help support workers, employers, and integrated care systems (ICSs) prepare for the forthcoming AHP Support Worker Competency, Education and Career Development Framework and to support wider local workforce developments.

	

	
	
	AHP Return to Practice
	Ongoing
	Click here to register with HCPC Return to Practice Programme
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	MEDICAL
	
	
	
	

	
	
	Funding to support GP practices with digital tools throughout 2024/25
	Ongoing
	Funding to support GP practices with digital tools throughout 2024/25
	Funding is available to help GP practices secure digital tools (online consultation, messaging, appointment booking, demand, and capacity) through the Delivery Plan for Recovering Access to Primary Care
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	MENTAL HEALTH
	
	
	
	

	
	
	Trauma-Informed Care
	Ongoing
	https://www.e-lfh.org.uk/programmes/trauma-informed-care/ 
	For more information and to access the resource, please visit the Trauma Informed Care programme page.
	

	
	
	NHS England Perinatal Mental Health Learning Programmes
	N/A
	 Two new perinatal mental health learning programmes on the elearning for healthcare platform. 
	The two new learning programmes are Perinatal and Infant Mental Health and Routine Outcome Monitoring in Specialist Perinatal Mental Health Service.

	

	
	
	Strategic Framework for Children and Young Peoples Mental Health Inpatient Workforce
	N/A
	To view the Strategic Framework for Children and Young People Mental Health Inpatient Workforce, visit NHS E mental health webpage.  

	The framework outlines the vision for the children and young people's mental health inpatient services workforce. The Strategic Framework aligns to the resource pack developed by NHS England. 



	

	
	
	Mental Health Clinical Support Worker Toolkit
	Ongoing
	To view the toolkit visit: https://mhcswtoolkit.hee.nhs.uk/ or the NHS E mental health webpage.
	The toolkit provides guidance on workforce planning, recruitment, induction, day-to-day management, learning and development and career planning with useful case studies and examples of best practice. 
	

	
	
	Perinatal Mental Health for Occupational Therapists

	Ongoing
	Access the Training Programme
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	PHARMACY
	
	
	
	

	
	
	Clinical consultations and assessments continuous professional development
	Ongoing
	Click here for further information
	New CPD for community pharmacists wishing to provide the NHS Community Pharmacist consultation Service.
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	PRIMARY CARE & SOCIAL CARE
	
	
	
	

	
	
	Advanced Clinical Practice Demand-Led process for Autumn 25/26 cohorts 
	12th February 2025
	For Information about the NW Faculty for Advancing Practice please do sign up to our database  

	The North West Faculty for Advancing Practice has formally launched the Autumn 2025 – Spring 2026 funding application.   Funding will be allocated to employers to address their population/service need and is not available for individual/s’ continual professional development.   
For full guidance on how to implement and fund advancing practice please access our guide on our webpage   
What should you do if you are interested in applying for funding    
· If your service is part of an NHS Trust please contact you AP Lead who can support the development of an Advanced Practice role and the expression of interest process.    
· All other employers delivering NHS commissioned services please click the link above for our webpage to review the guidance and complete an application form.   

	

	
	
	Advanced Clinical Practice - Funding application now open
	Ongoing
	You can express your interest here,
	For more information, please contact w.winnard@nhs.net  or carla.slater1@nhs.net.

	

	
	
	National General Practice Improvement Programme
	Ongoing
	Supporting general practice to deliver change through the national General Practice Improvement Programme (GPIP)
The programme will provide support for practices and primary care networks (PCNs) over two years (2023-2025) to make changes and improvements to how they work.
https://www.england.nhs.uk/gp/national-general-practice-improvement-programme/

	

	
	
	Care navigation training
	Ongoing
	These sessions are for those new to care navigation and will offer foundation level skills training.
	Care navigation training - register your nominated member of staff (office.com)
Care navigation training FAQs

	

	
	
	New tailored e-learning aims to empower adult social care staff to share information
	Ongoing
	NHS England present a new free 'Information sharing' module, which uses practical examples and scenarios to empower those working in adult social care to share information safely and securely to support better joined-up care.   
	

	
	
	Greater Manchester Training Hub Programmes Summary
	Ongoing
	A summary of all programmes offered in social care and primary care by GMTH. See attached document for more information.
	

	

	
	
	Free Health and Social Care one day training course to support learners
	Ongoing
	MMU are offering the opportunity to complete a flexible, online learning package that enables you to explore how you can most effectively support (and assess) learners in health and social care settings/ your workplace.

	
 
For details on how to access the free training see attachment.
	

	
	
	Physician Associate Recruitment for Primary Care Networks 
	Ongoing
	info@our-path.co.uk
www.our-path.co.uk
	
 
	

	
	
	Physician Associate Supervision Support Programme for GPs
	Ongoing
	info@our-path.co.uk
www.our-path.co.uk
	

	

	
	
	Greater Manchester NHSE GP Fellowship Programme
	Ongoing
	Click here for further information and to register your interest
	




	

	
	
	Greater Manchester NHSE GPN Fellowship Programme and Preceptorship Programme
	Ongoing
	Click here for further information and to register your interest.


	*GPN Fellowship Programme available to nurses within the first 12 months of qualification
GNP Preceptorship Programme available to nurses that are new to Primary Care

	

	
	
	Funding to support GP practices with digital tools throughout 2024/25
	Ongoing
	Funding to support GP practices with digital tools throughout 2024/25
	Funding is available to help GP practices secure digital tools (online consultation, messaging, appointment booking, demand, and capacity) through the Delivery Plan for Recovering Access to Primary Care
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	OTHER OFFERS & ONLINE LEARNING
	
	
	

	
	
	NHS Learners Support Fund
	Ongoing
	https://www.nhsbsa.nhs.uk/nhs-learning-support-fund-lsf

	Training grants and financial support for those studying certain healthcare professions. Now includes paramedicine.

 
	

	
	
	PRosPer e-learning programme
	Ongoing
	The PRosPer elearning programme was originally developed by Health Education England and Macmillan Cancer Support, to help improve personalised care and support planning for people with cancer.

Details available  Here
	· key theoretical principles underpinning prehabilitation screening, assessment, and interventions.
· the impact of rehabilitation interventions on the needs and symptoms of patients
· the role of multidisciplinary teams (in particular, allied health professionals), in supporting people with long-term conditions.

	

	
	
	Young Black Men in Crisis Tools
	Ongoing
	HEE has worked with Healthy Teen Minds in partnership with 42nd Street, working with young people with lived experience, to launch an extension of Crisis Tools – Guides Supporting Young Black Men.

	

	

	
	
	STOMP online learning:
Stop the over medication of people with learning disabilities and autism with psychotropic medicines
	N/A
	Link to online learning
	Six online learning sessions available for health and care professionals, carers, and family members. 


	

	
	
	Population Wellbeing Portal 
e-learning
	N/A
	E-learning for health - Population Wellbeing Portal
	The Portal offers free access to education, training and professional development resources, to help deliver improvements in public health and prevention.
	

	
	
	Identifying and Responding to Sexual Assault and Abuse e-learning programme
	N/A
	Identifying and Responding to Sexual Assault and Abuse programme page.
	This programme brings together numerous resources relating to the identification and response to rape, sexual assault and abuse.
	

	
	
	Remote Consultation: new SuppoRTT elearning 
resources for returning trainees 
	N/A
	To learn more about visit the Remote Consultation: An Immersive Technology Resource for COVID-19 Shielding or Displaced Trainees programme page. 
	This programme has been designed to support training doctors of all grades who are currently or have previously been shielding, displaced or non-patient facing as a result of the coronavirus pandemic. 

	

	
	
	Environmentally Sustainable Healthcare elearning 
	N/A
	To register for this e-learning module or for more information, please visit the programme page.  
	The Centre for Sustainable Healthcare develops methods to reduce healthcare costs and carbon emissions, while improving care quality and staff wellbeing. Learn more by accessing the website.  
To read the delivering a Net Zero NHS report, please visit the Greener NHS website. 

	

	
	
	HEE has published a quick guide to support international recruitment of allied health professionals (AHPs). 
	N/A
	N/A
	https://www.hee.nhs.uk/our-work/allied-health-professions/enable-workforce/ahp-faculties/quick-guide-international-recruitment

Information for international applicants is also available via: https://www.hee.nhs.uk/our-work/allied-health-professions/stimulate-demand/international-ahp-registrants-nhs
	

	
	
	Embedding Public Health into Clinical Services (e-learning for healthcare)
	Ongoing
	N/A
	PHE and HEE have released a new animation to promote the multi-professional ‘embedding public health in to clinical services e-learning for Healthcare toolkit’ https://vimeo.com/524225196. 
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The LSF is supplementary financial support to the mainstream student loans 


system and is intended to help support students attending healthcare 
courses to gain professional registration 


 
   You could be eligible for: 
 


Training Grant - £5,000 per year 
 
Specialist Subject Payment - £1,000 for students studying a specialist subject 
 
Parental Support - up to £2,000 per academic year 
 
Travel and Dual Accommodation Expenses - reimbursement of additional placement 
travel and temporary accommodation costs 
 
Exceptional Support Fund - up to £3,000 per academic year for students who find 
themselves in unforeseen financial hardship 
 


To find out more, check if you are eligible and apply, scan the QR Code 
or visit www.nhsbsa.nhs.uk/nhs-learning-support-fund-lsf 


. 


NHS LEARNING  
SUPPORT FUND  






image33.emf
Communication Pack  -  Young Black Men in Crisis Tools.pdf


Communication Pack -  Young Black Men in Crisis Tools.pdf


Helping professionals identify young Black men’s needs during a mental health crisis


August 2022


Communication Pack: Young Black Men Mental Health 
Crisis Tools 


#CrisisTools https://crisistools.org.uk/







Background
In 2019, it was founded that Young Black men are eight times more likely than their white counter parts 
to be given a community treatment order (CTO) after being treated in hospital under the Mental Health 
Act (NHS Digital, 2019). Furthermore, when engaging with young people to develop the core Crisis Tools 
(launched in August 2021), it was identified that staff needed a greater awareness on how best to 
support young Black men accessing mental health services. 


HEE has worked with Healthy Teen Minds in partnership with 42nd Street, working with young people 
with lived experience, to launch an extension of Crisis Tools – Guides Supporting Young Black Men.


The 4 Crisis Tools Guides Supporting Young Black Men are:


1. Barriers to access


2. What we need crisis services and practitioners to know


3. Understanding our perspective


4. Top tips from young Black men


The learning aims to help professionals identify young Black men’s needs during a mental health crisis. 
The guides focus on sharing young people’s experiences of barriers and discrimination and what can be 


most helpful in offering support during a mental health crisis.


#CrisisTools https://crisistools.org.uk/



https://crisistools.org.uk/guides/

https://crisistools.org.uk/training/barriers-to-access/

https://crisistools.org.uk/training/what-we-need-crisis-services-and-practitioners-to-know/

https://crisistools.org.uk/training/understanding-our-prespective/

https://crisistools.org.uk/training/top-tips-from-young-black-men/





Audience
The Crisis Tools are aimed at mental health crisis team 
members who want to develop their confidence, 
knowledge and skills. The guides will also be relevant to 
anyone who may find themselves supporting young people 
in mental health crisis in a range of settings, including:


• Health and care professionals – mental health, acute, 
primary care and specialist services


• Youth workers and volunteers


• Educational staff


• Emergency response workers


• Families and carers


“Thank you to Healthy Teen Minds and 


Health Education England for providing 
42nd Street’s young Black men’s group, 
Jet 42, the opportunity to have a 
national voice and share their 
experience of mental health support in 
order to create a resource for 
professionals so that they have the 
confidence to work alongside young 
Black men. This has been an incredible 
opportunity for the young men, showing 
them the power of sharing their own 


lived experience to benefit others.”
Karina Nyananyo, Head of Service -


#CrisisTools https://crisistools.org.uk/







Your support


We want to work with partners who can help us reach our audiences (see page 3). This will ensure we are 
reaching professionals and providing them with the tools to improve their confidence and skills when supporing


young Black men in mental health crisis. 


Support could be:


• Developing creative and authentic content to promote across your platforms


• Sharing our communication assets via your channels and networks


We are open to exploring ideas and welcome your expertise. By working together and utilising the influential 
voice and channels you hold.


Want more information?


Email: crisistools@healthyteenminds.com


#CrisisTools https://crisistools.org.uk/



mailto:crisistools@healthyteenminds.com





Assets
You can download assets to promote the Young Black Men Crisis Tools learning. Assets include 
draft social media copy, images, YouTube video and newsletter copy for you to use and adapt 
across your channels. There will also be a launch webinar on Thursday 8 September 2022, 
13:00-14:00. To register, visit the young Black men Crisis Tools event page.


When promoting the Young Black Men Crisis Tools, please individually tag/mention HEE, 
Healthy Teen Mind’s and 42nd Street social accounts:


• Twitter: @NHS_HealthEdEng @HTMideas @42ndStreetmcr


• LinkedIn – HEE and Healthy Teen Minds


• Facebook – HEE and Healthy Teen Minds


• Instagram: @nhshee


• Please use the hashtag #CrisisTools in all posts.


#CrisisTools https://crisistools.org.uk/



https://healtheducationengland.sharepoint.com/:f:/s/MHPe/Ejt59dATEr1HvFNeyp1uOCgBdcRlCZrWlEJhChVnmDg1KQ?e=HvdRaJ

https://www.eventbrite.co.uk/e/crisis-tools-guides-for-supporting-young-black-men-launch-tickets-395784190167

https://www.linkedin.com/company/health-education-england

https://www.linkedin.com/company/healthyteenminds

https://www.facebook.com/nhshee

https://www.facebook.com/healthyteenminds/





Key messages
• There is a priority need to ensure people can access health and care education and learning to 


understand the conditions in which people from different communities’ experience care in their day-to-
day lives. This is especially important for the mental health service provision for young Black men.


• Young Black men crisis tools learning resource will help address the urgent need for individuals working 
in a range of settings to have the awareness and confidence to support young Black men in a mental 
health crisis.


• This is a co-produced learning resource developed with young Black men with lived experience from 
42nd Street, and triangulated with a national Virtual Advisory Network of clinical staff


• This online mental health crisis learning is an extension of HEE and Healthy Teen Minds Crisis Tools.


• This open access toolkit is openly available to anyone who may encounter young Black men in mental 
health crisis


• Each of the 4 guides take approximately 15 minutes to complete, focuses on sharing young people’s 
experiences of barriers and discrimination and what can be most helpful in offering support during a 
mental health crisis.


• The 4 15-minute young Black men crisis tools learning covers:
• Barriers to access
• What young Black men need from crisis services and practitioners
• Understanding a young Black man’s perspective
• Top tips


#CrisisTools https://crisistools.org.uk/







Further information


https://crisistools.org.uk/


crisistools@healthyteenminds.com


https://www.hee.nhs.uk/


#CrisisTools https://crisistools.org.uk/



https://crisistools.org.uk/

mailto:crisistools@healthyteenminds.com

https://www.hee.nhs.uk/our-work/mental-health/children-young-peoples-mental-health-services
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Stakeholder communication toolkit: Stopping 


the over-medication of people with a learning 


disability and autistic people elearning 


Overview  
STOMP stands for stopping over medication of people with a learning disability and 
autistic people with psychotropic medicines. STOMP is a national project involving 
many different organisations which are helping to stop the overuse of these 
medicines.  
  
STOMP is about helping people to stay well and have a good quality of life. 
Psychotropic medicines affect how the brain works and include medicines for 
psychosis, depression, anxiety, sleep problems and epilepsy. Sometimes they are 
also given to people because their behaviour is seen as challenging.  
  
People with a learning disability and autistic people are 
more likely to be given these medicines than other people. These 
medicines are right for some people. They can help people stay safe and well. 
Sometimes there are other ways of helping people so they need less medicine or 
none at all. It is not safe to change the dose of these medicines or stop taking them 
without help from a doctor.  
  
To ensure people with a learning disability and autistic people are not taking 
psychotropic medicines when they do not need to, a collection of new sessions on 
stopping the overmedication of people with a learning disability and autistic people 
(STOMP) has been added to the MindEd. 
  
Developed by MindEd with Experts by Experience, Health Education England, NHS 
England and NHS Improvement, the STOMP programme features 5 knowledge-
based elearning sessions and 1 skill building case study which cover the following 
topics:  


• Inappropriate Prescribing  
• Psychotropic Medication 1  
• Psychotropic Medication 2 (this session is specifically aimed at a specialist 


audience, primarily psychiatrists, psychologists, GPs, pharmacists and mental 
health and learning disability nurses)  


• Psychotropic Medication 3  
• How to Challenge Inappropriate Medication 1  
• How to Challenge Inappropriate Medication 2 (case study)  


  
The sessions explain the meaning of STOMP and highlight the adverse side effects 
of psychotropic medicines. They also discuss opportunities for learners to speak up if 
they feel someone in their care is receiving inappropriate medication and learners 
will understand how to access reliable information about medicines.  
  



https://www.england.nhs.uk/learning-disabilities/improving-health/stomp/

https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618

https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618

https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618
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Each session takes approximately 30 minutes to complete. Further STOMP sessions 
will be available during 2022/23. 
 


Who is this learning for? 
This learning will be beneficial for:  


- health and care professionals working in health and social care supporting 


people with a learning disability and autistic people 


- specialist learning disability and autism health and care professionals incl. 


psychiatrists, psychologists, GPs, pharmacists, and mental health and 


learning disability nurses 


- carers and family members of people with a learning disability and autistic 


people 


Assets  
 
PowerPoint slide with QR code: 


• Generic Ppt. - Stopping the overmedication of people with a learning disability 


and autistic people (STOMP) elearning.pptx 


Social media cards: 


• STOMP and STAMP.png 


• We Support STOMP 


Social media copy 


Twitter 


Tweet 1 


@NHS_HealthEdEng elearning helping health & care professionals care for people 


with a learning disability & autistic people. It aims to:  


✅explain meaning of #StompStamp  


✅discuss opportunities to speak up about meds 


✅access reliable information  


👉https://tinyurl.com/STOMPMindEd 


Tweet 2  


New online learning available📢  


With experts by experience, @NHS_HealthEdEng @NHSEngland & @MindEdUK, 


have launched new learning to stop the overmedication of people with a learning 


disability and autistic people (STOMP).  


👇  


https://tinyurl.com/STOMPMindEd 



https://healtheducationengland.sharepoint.com/:p:/s/MHPe/Eel5g6fz5X1LhXoqbIYGKS4BTGwgudKqFKx4mUY7nAsSww?e=cJdFJl

https://healtheducationengland.sharepoint.com/:p:/s/MHPe/Eel5g6fz5X1LhXoqbIYGKS4BTGwgudKqFKx4mUY7nAsSww?e=cJdFJl

https://healtheducationengland.sharepoint.com/:i:/s/MHPe/EbAT0WtTnalDknC8jSAqrWABxsKBbMzb8l5s2DyXgDH_ZQ?e=OWNa7y

https://healtheducationengland.sharepoint.com/:i:/s/MHPe/ES9vbPqE9NBAiKqjCZC0JNsBcs5pqhu0pYNjTU9Sea2tzQ?e=pWPKZp

https://tinyurl.com/STOMPMindEd

https://tinyurl.com/STOMPMindEd
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@nhsability #StompStamp 


Tweet 3 


Have you completed the new co-produced online learning sessions to stop the over-


medication of people with a learning disability and autistic people (STOMP)? You 


can now access on @MindEdUK👇  


https://tinyurl.com/STOMPMindEd 


@nhsability @NHSEngland @NHS_HealthEdEng 


#StompStamp  


 


Short copy  


New online learning: stopping the over-medication of people with a learning 


disability and autistic people (STOMP) 


Health Education England, NHS England and NHS Improvement, Experts by 


Experience and MindEd have launched a collection of new co-produced stopping the 


over-medication of people with a learning disability and autistic people (STOMP) 


elearning. 


 
The elearning sessions, available for health and care professionals, carers and 
family members, explain the meaning of STOMP, discuss opportunities to speak up 
if they feel someone in their care is receiving inappropriate medication and highlight 
how they can access reliable information about medicines. 


 


Each of the 6 sessions can be completed at the learner's own pace and takes 
approximately 30 minutes. For more information and to access the sessions, visit the 
MindEd programme webpage. 


 


Ends – 108 words 


 


Long Copy  


New online learning sessions about the overmedication of people with a 


learning disability and autistic people (STOMP) 


A collection of new co-produced has been added to the MindEd mental health 


elearning programme. 


Developed by Health Education England in collaboration and partnership with 


Experts by Experience, MindEd and NHS England and NHS Improvement’s Learning 


Disability and Autism, STOMP team, it features 5 knowledge-based elearning 


sessions and 1 skill building case study which cover the following topics aimed at: 



https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618

https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618

https://tinyurl.com/STOMPMindEd

https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618

https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618

https://www.minded.org.uk/Catalogue/Index?HierarchyId=0_55618_55619&programmeId=55618

https://www.e-lfh.org.uk/programmes/minded/
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For all incl. carers and family members 


• Psychotropic Medication 1 


• Inappropriate Prescribing 


Health and care professionals 


• Inappropriate Prescribing 


• How to Challenge Inappropriate Medication 1 


• How to Challenge Inappropriate Medication 2 


• Psychotropic Medication 3 


Specialist Learning Disability and Autism professionals incl. psychiatrists, 


psychologists, GPs, pharmacists, and mental health and learning disability 


nurses 


• Psychotropic Medication 2 


 
The sessions explain the meaning of STOMP and discuss opportunities for learners 
to speak up if they feel someone in their care is receiving inappropriate medication. 
Learners will understand how to access reliable information about medicines.  


 
Each session takes approximately 30 minutes to complete and can be completed at 
the learner's own pace. For more information and to access the sessions, visit the 
MindEd programme webpage. 


 


ENDS – 180 words 


 
Contact   
If you have any questions or would like to find out more, please email  
learning.disability@hee.nhs.uk.  
 


 



https://www.e-lfh.org.uk/programmes/minded/

mailto:learning.disability@hee.nhs.uk
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Quick guide to international recruitment 


 


Quick guide to international recruitment    


 
 
 


About this quick guide 


 
This guide aims to improve the understanding of organisations and recruiting managers in the 
recruitment of international Allied Health Professional (AHP’s) through highlighting the 
differences in process and registration, recognising the challenges faced by the 14 AHP 
professions and by providing case studies to illustrate good practice approaches.  
 
This is a complex subject area to compress into a useful guide and so hyperlinks are included 
throughout to support more detailed understanding of relevant areas. Additional complexity is 
recognised relating to the changing immigration rules and COVID-19 pandemic with further links 
to national webpages where updates to national policy and health guidance will be accessible 
following the publication of this guide.  
  
It is one of a series of focused online resources produced by Health Education England for NHS 
organisations to support the national AHP work programme. This aims to ensure an essential 
supply of AHPs, maximise their contribution and support the development of the AHP 
workforce. 
 
Crispian Mulshaw, MCSP 
March 2021 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.england.nhs.uk/ahp/

https://www.hee.nhs.uk/our-work/allied-health-professions
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Foreword  
by Suzanne Rastrick OBE 
Chief Allied Health Professions Officer (England) 
 
 
 
 
 
 
 


The 14 allied health professions (AHPs) form the third largest clinical workforce in the NHS, 
working across all health and care settings including social care, education and housing 
services. The breadth of skills and their reach across people’s lives and organisations make 
them ideally placed to lead and support care across many sectors. 
 
 
The challenges facing all health and social care professions and addressed in the NHS Long 
Term Plan can only be met by a workforce of sufficient skills and numbers. With clear links to 
our current AHP strategy for England, AHPsintoAction, the Interim NHS People Plan  set out the 
vision to supply and deliver an effective AHP workforce capable of meeting the needs of the 
Long Term Plan by 2024.  This ambition remains in the most recent publication We are the 
NHS: People Plan for 2020/21, which whilst acknowledging the current challenges associated 
with international recruitment, highlights its importance.  
 
There are three key priorities to support the required expansion of the AHP workforce: Future 
supply, bridging the gap between education & employment and continuing to develop current 
workforce.    A considered approach to ethical international recruitment is a vital component of 
these actions. 
 
This resource will support systems, recruiting managers, staff and our international colleagues 
to better understand the complexities of international recruitment.  This increased understanding 
will support and enable high quality overseas AHP recruits to be welcomed into our health and 
care services. 
 


  
Suzanne Rastrick OBE 
Chief Allied Health Professions Officer (England) 
NHS England & NHS Improvement, Health Education England and the Department of Health & Social 
Care 


 
 
 
 
 


 



https://www.england.nhs.uk/long-term-plan/

https://www.england.nhs.uk/long-term-plan/

https://www.england.nhs.uk/wp-content/uploads/2017/01/ahp-action-transform-hlth.pdf

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/05/Interim-NHS-People-Plan_June2019.pdf

https://www.england.nhs.uk/ournhspeople/

https://www.england.nhs.uk/ournhspeople/
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Introduction 


Recruitment of well trained and effective healthcare staff is of major importance to an industry 
where predictions on shortfalls across many professional groups are commonly reported. In 
2019 the Interim NHS People Plan, and more recently the We are the NHS: People Plan for 
2020/21, set out the key actions required in the short and medium term to build the workforce 
needed to support the implementation of the NHS Long Term Plan. Increasing the international 
recruitment of all healthcare professionals will play a significant role in NHS Trusts’ ability to 
meet their ongoing staffing requirements.  
 
However, it is important to recognise international recruitment as just one piece of the workforce 
supply jigsaw and should be considered alongside other workforce strategies such as service 
reconfiguration, local recruitment campaigns, retention and return to practice strategies, 
apprenticeships and new role / career development programmes. The Inspire, Attract & Recruit 
toolkit from NHS Employers is a good resource to support consideration of a variety of 
recruitment approaches. 
 
International recruitment of nurses and medics has already become a well-recognised and well 
utilised approach to supporting workforce demands in many Trusts across the country. 
However, the experience of recruiting significant numbers of AHP’s from abroad is much less 
evident.  
 
NHS Employers published in 2019, an International Recruitment Toolkit which offers in-depth 
support to organisations looking to develop their procedures in this field, providing tools and 
best practice examples of recruitment of clinicians based abroad, with focused sections aimed 
at nursing and medical recruitment. The toolkit will be referenced frequently in this guide as 
there is significant similarity in processes when considering AHP’s.  
 
New immigration rules came into force on the 1st January 2021 which will help support the 
development of international recruits into the NHS. For AHP’s this will mean more consistency 
of immigration regulation across the 14 professions whilst also reducing the cost to recruits. The 
changes are reflected as comprehensively as possible at the time of publication, with links 
provided to government web-pages to ensure developments are easily accessible in the future. 
The impact of the recent and on-gong COVID-19 pandemic have yet to be fully realised across 
the health service. With regard to international recruitment it has paused overseas travel, with 
only limited international routes starting to re-open for limited numbers of recruits gaining 
access to offered employment. Whilst the process for recruitment will remain broadly the same, 
additional consideration and time will be required to inform, consider and support the needs of 
all international recruits as they make the transition to the UK. Where possible this is reflected 
below but guidance can also be found at the NHS Employers Re-starting International 
Recruitment web pages. 
 
 
 



https://improvement.nhs.uk/resources/interim-nhs-people-plan/

https://www.england.nhs.uk/ournhspeople/

https://www.england.nhs.uk/ournhspeople/

https://www.england.nhs.uk/long-term-plan/

https://improvement.nhs.uk/improvement-offers/improving-staff-retention/

https://www.hee.nhs.uk/our-work/return-practice-allied-health-professionals-healthcare-scientists

https://www.hee.nhs.uk/our-work/apprenticeships

https://www.e-lfh.org.uk/programmes/allied-health-professionals/

https://www.nhsemployers.org/case-studies-and-resources/2018/12/inspire-attract-recruit

https://www.nhsemployers.org/

https://www.nhsemployers.org/

https://www.nhsemployers.org/case-studies-and-resources/2020/01/international-recruitment-toolkit

https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/restarting-international-recruitment-following-covid19

https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/restarting-international-recruitment-following-covid19
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Importance of international recruits to AHPs and the health  


AHP’s are the third largest workforce in the NHS totalling approximately 100,600wte in 2020. 
International recruits made up approximately 10% of the total number of AHPs in England (up 
from 6.4% in 2012), with the highest individual professions being within Diagnostic 
Radiographers (14.6%), Dietetics (12.4%) and Physiotherapy (10.5%). 
International recruits also make up 7.7% of the total UK HCPC register, and in 2019 
approximately 30% of the 12,500 new registrants were of international origin. 
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Ethical practices  


Planning and managing international recruitment in an ethical way should be a priority for all 
organisations, as firstly, it is the right thing to do, and secondly, because failure to do so is likely 
to impact on the reputation of the organisation and the NHS as an employer. There are 
countries, or areas of countries, where direct and targeted recruitment is not possible. This is 
because these countries are receiving government aid and the UK has made a commitment to 
support their developing health needs. The NHS Employers provides advice on their website 
regarding the UK Code of Practice for international recruitment, with further information 
available form the World Health Organisation. 
 
These considerations are especially relevant in respect of the impact of COVID-19 with targeted 
countries and regions potentially all being subject to their own deployment and travel 
restrictions. Employers should take additional time to research the particular situation of the 
countries targeted for their recruitment campaign, or for the countries of origin of their recruits.  
 
There is nothing to prevent an individual from anywhere in the world applying for work in the 
NHS if they choose to do so, but employers and agencies must not proactively target these 
developing countries. 
 
 
 
 


UK Code of Practice for ethical international recruitment 


The DOHSC UK Code of Practice was published by the Department of Health in 2004 and 
promotes the high standards of practice required for international recruitment. NHS Employers 
summarises the guiding principles as: 


● International recruitment is a sound and legitimate contribution to the development of the 
healthcare workforce.  


● Extensive opportunities exist for individuals in terms of training and education and the 
enhancement of clinical practice.  


● Developing countries will not be targeted for recruitment, unless there is an explicit 
government-to-government agreement with the UK to support recruitment activities.  


● International healthcare professionals will have a level of knowledge and proficiency 
comparable to that expected of an individual trained in the UK.  


● International healthcare professionals will demonstrate a level of English language 
proficiency consistent with safe and skilled communication with patients, clients, carers 
and colleagues.  


● International healthcare professionals legally recruited from overseas to work in the UK 
are protected by relevant UK employment law in the same way as all other employees. 


 
 
 
 
 


UK Code of Practice for ethical international recruitment 


The DOHSC UK Code of Practice was published by the Department of Health in 2004 and 
promotes the high standards of practice required for international recruitment. NHS Employers 
summarises the guiding principles as: 


• International recruitment is a sound and legitimate contribution to the development of the 
healthcare workforce.  


• Extensive opportunities exist for individuals in terms of training and education and the 
enhancement of clinical practice.  


• Developing countries will not be targeted for recruitment, unless there is an explicit 
government-to-government agreement with the UK to support recruitment activities.  


• International healthcare professionals will have a level of knowledge and proficiency 
comparable to that expected of an individual trained in the UK.  


• International healthcare professionals will demonstrate a level of English language 
proficiency consistent with safe and skilled communication with patients, clients, carers 
and colleagues.  


• International healthcare professionals legally recruited from overseas to work in the UK 
are protected by relevant UK employment law in the same way as all other employees.  


• International healthcare professionals will have equitable support and access to further 
education and training and continuing professional development as all other employees. 



https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/uk-code-of-practice-for-international-recruitment

https://www.who.int/hrh/migration/code/practice/en/

https://webarchive.nationalarchives.gov.uk/20081213214235/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4097730?IdcService=GET_FILE&dID=21214&Rendition=Web

https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/uk-code-of-practice-for-international-recruitment

https://webarchive.nationalarchives.gov.uk/20081213214235/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4097730?IdcService=GET_FILE&dID=21214&Rendition=Web

https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/uk-code-of-practice-for-international-recruitment
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About the person 


Overseas staff make a significant contribution to the care of patients and enrich the diversity 
within the NHS (for more information see NHSE/I Workforce Equality and Inclusion). The 
system benefits greatly from their expertise and the new knowledge and skills they bring. In 
return, they must have access to support and development opportunities to enable them to 
progress their careers, either within the NHS or in their home countries, if they choose to return. 
 
Getting the process right extends beyond all the immigration and professional registration 
requirements. At the centre of the process is an individual, and possibly a family, moving a long 
way from home.   
 


 
 
New international staff coming to the UK for the first time will require a great deal of personal 
and professional support to get settled into a new country and to adjust to the cultural and 
working differences of the NHS. If you are to attract and retain staff from overseas you will need 
a comprehensive plan for induction, pastoral and professional support. Learning needs will be 
continuous and extend well beyond any Trust induction. Mentoring, peer group support and 
specific cultural training are just some of the tools that can be utilised by Trusts and managers 
to support the integration of international recruits from a cultural, clinical and social perspective. 
One such tool can be found on the e-learning for Health website under “Cultural Competence”, 
which delivers a series of modules aimed at UK and international NHS Staff. 
 
Recognising the potential difficulties for all staff, HEE South of England piloted an Intercultural 
Communication Awareness and Skills workshop as a part of their Diversity and Inclusion 
programme. 
 
Aimed at mixed groups of international recruits and UK born staff, this evidence-based 
workshop promotes cultural and diversity-rich learning through facilitated shared conversations 
to enhance professional relations with colleagues & patients by: 
 


● Discussing culture and language: how culture can be defined and differentiated 


● Exploring strategies for effective speech and negotiating meaning 
● Exploring literal and inferred meaning 
● Comparing differing views on politeness 
● Assess approaches to different accents and pronunciation. 
 
For further information please contact:  Colin Mitchell (colin.i.mitchell@gmail.com) or Cavita 
Chapman (cavita.chapman@HEE.nhs.uk) 
 


 
Watch the introductory interview in the NHS Employers IR 
toolkit of Cavita Chapman, Director of engagement and 
Inclusion, HEE South of England, who shares her 
experience of settling in the UK after arriving from Trinidad 
22 years ago to work as a mental health nurse.  
 
 



https://www.england.nhs.uk/about/equality/workforce-eq-inc/

https://populationwellbeingportal.e-lfh.org.uk/

https://www.hee.nhs.uk/our-work/diversity-inclusion

https://www.hee.nhs.uk/our-work/diversity-inclusion

mailto:colin.i.mitchell@gmail.com

mailto:cavita.chapman@HEE.nhs.uk

https://vimeo.com/373889951/8989ca6075

https://vimeo.com/373889951/8989ca6075

https://www.nhsemployers.org/case-studies-and-resources/2020/01/international-recruitment-toolkit

https://www.nhsemployers.org/case-studies-and-resources/2020/01/international-recruitment-toolkit
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How to do it 


Many organisations will already have experience or intelligence around international recruitment 
processes through their workforce plans for doctors and nurses. The International Recruitment 
Toolkit also offers detailed support for organisations and service leads looking to recruit staff 
directly from abroad. Whilst the processes are broadly similar between professions, the following 
are essential steps to consider when planning recruitment of AHP’s:   
 


1. Workforce Plan 


 


A clear understanding of your workforce plan built around current recruitment, retention and 


turnover data, and evidence of future growth requirement are essential starting points. 


International recruitment has significant cost and resource implications that would need to be 


justified against any return. International recruitment is not a quick fix, taking any time between 


6 and 12 months from planning to a recruit starting in post. Additional time may also be required 


depending on COVID-19 restrictions. Support from your Executive Board and HR team is 


essential with a longer term view to address hard to fill vacancies, permanent gaps in Band 5 


rotations or high turnover issues. 


 
2. Trust requirements 


All organisations recruiting foreign nationals on Tier 2 Visa (General) need to have an employer 


sponsor licence. This now includes nationals from the European Union. Your HR department 


will be able to confirm this is in place and they should be a core element of the recruitment team 


to support you in the process. Their expertise will also support the visa application, relevant 


background checks required, and the “on-boarding” process of getting the recruit into the UK. 


 


3. Collaboration 


 


Recruitment demand in AHP services may not have the same high numbers as those within 


nursing or medical personnel, which may be a limiting factor when considering the potential 


cost-per-candidate.  However, collaboration with other groups needing to recruit should be 


considered early as an option. Recruitment alongside existing programmes (eg nurse 


recruitment), working with neighbouring trusts in your STP/ICS , or joining a national 


programme for recruitment may all be possibilities. 


Examples can be seen in the “Case Studies” section 2, from Blackpool Teaching Hospital 
(Physiotherapy department recruiting alongside a nurse recruitment programme) and Global 
Engagement (National programme for international recruitment of Radiographers).  


 
 
 
 



https://www.nhsemployers.org/case-studies-and-resources/2020/01/international-recruitment-toolkit

https://www.nhsemployers.org/case-studies-and-resources/2020/01/international-recruitment-toolkit

https://www.gov.uk/tier-2-general

https://www.gov.uk/government/collections/sponsorship-information-for-employers-and-educators

https://www.gov.uk/government/collections/sponsorship-information-for-employers-and-educators

https://www.england.nhs.uk/integratedcare/integrated-care-systems/

https://www.hee.nhs.uk/our-work/global-engagement

https://www.hee.nhs.uk/our-work/global-engagement
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Benefits are greater than simply sharing the tasks and costs out. Greater diversity of experience 
supporting the process, more resilient recruitment pipelines and increased employee retention 
would all be apparent in a collaborative approach. 
 


4. Cost of International recruitment 


 


a. To the organisation: as a rough guide the cost to an organisation of travelling 


abroad to recruit “in-country” is approximately £10,000 and arises from fees for the 


visa, a skills charge, agency fees and additional costs to support the process. Best 


practice also mitigates the support to candidates in terms of flight to the UK costs, 


and a range of “on-boarding” support payable by the organisation, such as airport 


transfers, subsidised accommodation on arrival, salary advance and a welcome 


pack etc. Recruitment directly without an agency can reduce these costs by two-


thirds and will require greater responsibility on the recruiting managers to ensure 


criteria for employment are met. 


 
Consideration is also essential to the fact that there will be competition from other 
countries and UK organisations looking to secure healthcare talent. A positive 
marketing approach should be an integral part of your recruitment programme to 
ensure your organisation, geographical location and the UK, stands out from the 
crowd. 


  
b. To the recruit: It is worth recognising that there are also significant costs for the 


recruit in moving to the UK including their registration and the immigration health 


surcharge. These increase significantly also if they immigrate with their families. 


Recent changes to the immigration process in the UK have reduced the cost of 


immigration to international recruits particularly around the visa cost and the 


immigration health surcharge. 


 


Representative costs for an individual recruit are detailed in Appendix 1. 


 
5. Immigration and Visa requirements 


From 1st January 2021, all citizens from outside the UK, including those from the European 


Union, European Economic Area (EEA, ie. Iceland, Liechtenstein & Norway) and Switzerland no 


longer have free rights of movement to live and work in the UK without the need for a work visa. 


All internationally based recruits, with the exception if Irish citizens, need to apply for a 
tier 2 (general) work visa once they have secured a skilled job and been given a 
certificate of sponsorship from a licenced organisation. The earliest they can apply is 3 
months before they are due to start work which will be agreed with the sponsor. 
a. Points Based Immigration System will apply for all skilled workers who have an offer 


from an approved employer, have the appropriate skill and speak English. 


b. Workers will need to be paid the relevant salary for the job they are employed to, 
and with a minimum level of £25600 or the going rate, whichever is the higher.  



https://www.gov.uk/tier-2-general

https://www.gov.uk/guidance/new-immigration-system-what-you-need-to-know#skilled-workers

https://www.gov.uk/uk-visa-sponsorship-employers
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NB – with the entry level salary for Band 5’s now set as £24,907, and so 
initially international recruits would need to be paid with 2 years experience. 
However the threshold for entry level AHP’s will likely be passed in the 2021 
AfC pay negotiations. 
 


c. Shortage Occupations List  is an official list of occupations for which there are not 


enough resident workers to fill vacancies. The Migration Advisory Committee   


(MAC) regularly reviews the list and calls for evidence of which occupations should 


be included or removed. There are currently 4 AHP professions on the list alongside 


medics and nurses, although this may change with the next review before the 


implementation of the point-based system in January 2021. These are: 


i. Speech and Language Therapists; 


ii. Occupational Therapists; 


iii. Radiographers - diagnostic and therapeutic; 


iv. Paramedics. 


For these professions recruitment can occur at 80% of the going-rate for the 
occupation code. This means that entry level AHP’s can be appointed if required at 
the first increment on the Band 5 scale. 


 
6. EU Settlement Scheme.   


 


The rights and status of EU, EEA and Swiss citizens living in the UK will remain the same until 


30 June 2021. If these citizens have been living in the UK before 31st December 2020, then 


they, and their families, can apply to the EU Settlement Scheme to continue living in the UK 


after 30 June 2021. If successful, they’ll get either settled or pre-settled status. 


a. Settled status will be granted if the person started living in the UK before 31st 


December 2020 and had lived in the UK for a continuous 5 year period. This then 


means the person can stay in the UK as long as they like and are able to apply for 


British citizenship. Pre-settled status would be given if the person had lived in the 


UK before the 31st December 2020 deadline but had not reached a 5 year 


continuous period. However once they have reached the 5 year requirement they 


then will have the right to apply for settled status. 


b. The deadline for applying is 30th June 2021. 


c. Irish citizens are exempt from this process and will continue to have free access to 


travel and work in the UK after 30th June 2021.  


 
7. Health Care Visa (Tier 2 (General) Visa) 


 


a. Available from August 2020, the new NHS Visa offers fast track entry, lower visa 


costs (£232 for 3 year visa) and an exemption for the payment of the NHS Health 


Surcharge for the applicant and their families. (Visa fees) 


b. All AHP health workers are covered by this new visa, with target processing time set 


at 3 weeks from the receipt of biometric information. 


 



https://www.gov.uk/guidance/immigration-rules/immigration-rules-appendix-shortage-occupation-list

https://www.gov.uk/government/organisations/migration-advisory-committee

https://www.gov.uk/settled-status-eu-citizens-families

https://www.gov.uk/tier-2-health-care-visa

https://www.gov.uk/government/publications/visa-regulations-revised-table
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c. There is a dedicated help line to support employers - 


UKVINHSteam@homeoffice.gov.uk 


d. From the summer 2021 as a part of the new immigration laws being implemented, 
new graduates (qualifying from the 20/21 academic year) will be able to apply for a 
2-year-post-study work visa via the Graduate Route. They can then apply directly to 
Trusts without the need for employer sponsorship and other general visa 
restrictions. After this period they would then be eligible to apply for a longer term 
skilled Tier 2 (general) visa.  


e. Advice on Visas and the potential disruption to time frames due to COVID-19 can be 
seen at the NHS Employers website 
 


8. Health Care Professions Council (HCPC) 


 
HCPC protect the public by regulating fifteen health and care professions, thirteen of which are 
AHP’s (all except Osteopathy ) by setting standards for professionals' education and training 
and practice. They maintain a public accessible register of professionals, known as 'registrants', 
who meet those standards and they are also empowered to take action if professionals on their 
register do not meet the required standards. 


● All AHP’s MUST be registered with the HCPC to be able to work in the UK under the 
protected professional titles. 


● HCPC registration is dependent on the country of education of the prospective 
registrant, and currently can be made through one of three routes - UK route, EEA 
or International route.  


● Any student qualifying from UK HCPC approved AHP professional training is entitled 
to apply for registration with the HCPC via the UK route. 


● Foreign nationals obtaining HCPC registration via the UK route are however still 
subject to the existing work visa requirements as mentioned above.  


 
HCPC Internationally qualifying registrants can follow one of two routes.  
a. Until January 2021, applicants qualifying in the EU, EEA and Switzerland had to 


through the European Mutual Recognition (EMR) scheme, a scheme that made sure 
professional qualifications were recognised across EU member states.  
i. For applicants who trained outside the UK, this entitled them to periods of 


adaptation if their application is unsuccessful. 
ii. EU / EEA citizens who trained outside the UK and were eligible for EMR had to 


apply through this route, rather than an 'international' application, as they were 
subject to a different law.  


iii. From 1st January 2021 when the immigration laws changed the EMR route was 
no longer be valid. All EU, EEA and Swiss applicants have now to apply through 
the international route. 


b. International Route for all who have professionally qualified abroad. 
i. Applications require a £495 scrutiny fee up-front and the assessment will take 60 


days providing all the required information is given. 
ii. The initial process involves verification of information given with respect to the 


education providers, any relevant professional bodies and professional referees. 
All international documents must be translated into English and certified by a 
registered translator. Where required the UK NARIC  agency is used to help 
compare international qualifications and skills. 


 



mailto:UKVINHSteam@homeoffice.gov.uk

https://homeofficemedia.blog.gov.uk/2019/10/14/fact-sheet-graduate-immigration-route/

https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/restarting-international-recruitment-following-covid19/visas-and-immigration

https://www.hcpc-uk.org/

https://www.osteopathy.org.uk/about-us/our-work/international-regulation/

https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/

https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/emr-applications/

https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/international-application-forms/

https://www.naric.org.uk/
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iii. Assessment of the regulated education, training and experience is then 
completed by two assessors from the part of the HCPC register the application is 
for. They compare your evidence with the HCPC standards of proficiency, any 
shortfalls in education may be made up in relevant experience, and they then  
 


 
iv. make recommendations to the Education and Training Committee. They review 


this and inform the recruit of the final decision. 
v. Unsuccessful applicants may be entitled to an aptitude test or a  period of 


adaptation (supervised practice or academic training) to allow them to reach the 
standards required.   


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 


Of note… 
HCPC international registrants are required to demonstrate a minimum level of English 
proficiency, however anecdotal evidence from employing managers does suggest caution over 
language skills when employing international recruits. There is value in ensuring interviews are 
sufficiently targeted to ensure that the practical language skills of the candidates meet the 
requirements of the job on offer. However care must be taken not to disadvantage candidates 
and interviews should be set up with due consideration for Values Based Recruitment (VBR) 
and NHS Workforce Race Equality Standards (WRES). 
 
 



https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/unsuccessful-applications/aptitude-tests/

https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/unsuccessful-applications/periods-of-adaptation-poas/

https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/unsuccessful-applications/periods-of-adaptation-poas/

https://www.hee.nhs.uk/our-work/values-based-recruitment

https://www.england.nhs.uk/about/equality/equality-hub/equality-standard/
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Doing it 


NHS Employers International Recruitment Toolkit provides detailed advice regarding the 
process of recruiting staff internationally and highlights some key areas to consider in starting 
the process off. Further NHS Employers advice is also available on Restarting International 
Recruitment  in respect to the current COVID-19 pandemic. Additional research is advised into 
the countries where recruitment is aimed to better understand the impact of COVID-19 
restriction both on the recruits, and on the process, eg via Foreign & Commonwealth Office : 


1. Marketing your service / hospital to generate interest from potential candidates should 
be a priority throughout your recruitment programme. By building a brand, reputation and 
demonstrating to prospective candidates the values and behaviours coveted in the NHS 
you can enhance your ability to recruit and support the valuable word of mouth 
promotional channel, so important particularly among overseas communities.  


 
2. Use of a recruitment agency both in the UK and in the recruiting country can add vital 


support to a complicated process. Agency providers will need to be procured from the 
national approved agency framework to ensure both ethical and best practice. Costs are 
generally based on a negotiable percentage of starting salaries per recruit. They will help 
source potential candidates for interviews and arrange dates, contacts, pre interview 
checks and often support the candidate in preparing for the interview. At this stage 
marketing material and promotional literature / videos are useful for the agencies to 
engage prospective applicants. 
 


3. Engaging your existing staff early in the process is important to build support for the 
recruitment activity. Integration between existing staff and new overseas recruits is 
strongest when you involve your staff as much as possible from the start of the process. 
Helping staff understand the need for international recruitment and supporting them 
through the changes that might be needed to their cultural and communication 
approaches, their working environment and their ways of working is really important, 
particularly if your organisation is recruiting from overseas for the first time. When your 
new recruits arrive efforts should be made to positively integrate them into their ward and 
wider hospital environment over a sustained period.  
 
NHS England / Improvement offer a range of helpful advice on supporting people through 
change supporting people through service change, the principles of which can be applied 
to all types of change. 
 


4. Pastoral and on-boarding support is of critical importance to settle and integrate 
recruits in your services (example - Truro - recruitment liaison lead). There will need 
to be further consideration due to COVID-19 restrictions to address the concerns and 
care of in-coming staff. 


 
 
 
 
 
 
 



https://www.nhsemployers.org/case-studies-and-resources/2020/01/international-recruitment-toolkit

https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/restarting-international-recruitment-following-covid19

https://www.nhsemployers.org/your-workforce/recruit/employer-led-recruitment/international-recruitment/restarting-international-recruitment-following-covid19

https://www.gov.uk/government/organisations/foreign-commonwealth-office

https://improvement.nhs.uk/resources/supporting-people-through-change/

https://improvement.nhs.uk/resources/supporting-people-through-change/
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Key points are: 


a. Regular contact / welcome - maintaining links prior to arrival, keep informed and 
available to answer queries;  


b. Induction & Risk assessment - in addition to the established corporate induction 
programme; 


c. Preceptorship - professional induction (eg Taunton); 
d. Pastoral care - consider the human factors that personally affect individuals during 


the first few months and beyond of living and working in the UK.  Organisations 
with the best retention rates are those that have invested in dedicated people to 
provide essential pastoral support.  Your overseas staff will need bank accounts, 
National Insurance numbers, somewhere to live, access to shopping, public 
transport and other amenities. Helping them with these arrangements will make a 
big difference to how well they ease into life in the UK. Introducing some 
coordinated social activities can also prove very helpful in encouraging integration 
into teams; 


e. Professional support - The first six months in a new role typically influences 
whether a recruit stays for the long term, making induction, early pastoral and 
professional support crucial. Integrating staff into your organisation and setting out 
what is expected in a clear and consistent way can help the settling-in process. 
Effective mentoring, professional support and a supportive learning environment 
will enable them to be as productive as possible in their roles 


 
5. Review and analysis - consider how you are going to evaluate the success of the 


process, the collaboration if you worked with partners and the impact of the activity. 
Being clear about what you want to achieve and making time to regularly review your 
activities will help you to assess how successful it is and whether changes need to be 
made. Your evaluation plan should be created at the outset of the international 
recruitment activity, setting out clear recruitment objectives and targets and considering 
all the evaluation methods available to you. 


 


Alternative strategies and routes of international recruitment 


Recruiting international AHP’s directly “in-country” is an increasingly common approach to 
workforce vacancies, but there are numerous other ways this can also be achieved. Outlined 
below are several of these, some linking to case studies in section 2. 


➢ NHS jobs direct recruitment: adjusting your NHS jobs adverts to clearly state that you 


welcome applications from overseas may increase your application numbers significantly 


(see case study 6). 


 


➢ Recognising existing talent: some internationally trained AHP’s may well already be 


working within your organisation in support roles and have not been able to secure 


sponsorship or HCPC registration for a variety of reasons. European nationals are 


probably most common in this category that will already have rights to work in the UK, 


but may also be newly patriated, or a family member of a sponsored professional. Being 


curious about the diversity of talent around you may lead to someone with potential to 


become a registered AHP in your department. (see case study 5). 
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➢ Use of local knowledge / social networks: working with you current international 


recruits to encourage other to apply can be a really effective strategy (see case study 


7). 


 


➢ Refugee status: being open to approach from individuals or charities to support the 


access to paid, professional work for refugees / asylum seekers, displaced from home 


can lead to successful and mutually beneficial recruitment. Numbers will be small, and 


the journey to HCPC registration and a substantive post may be complex. (see case 


study 9).  


 
The Refugee Council is a London based organisation, working with HEE that supports 
adaptation placements of medical, nursing and some AHP professionals that have 
arrived in the UK with refugee status. Reache North West is an organisation based at 
Salford Hospital supporting medically trained refugees, but may be a source of 
information and advice for any AHP refugees. 


 


➢ Graduate Student recruitment:   


○ International student on our professional courses can be encouraged to apply for 
NHS jobs with the support of a sponsored Tier 2 (general) visa.  


○ From the summer 2021 as a part of the new immigration laws being implemented, 
new graduates (qualifying from the 20/21 academic year) will be able to apply for 
a 2-year-post-study work visa and be able to apply directly to Trusts without the 
need for employer sponsorship and other general visa restrictions. After this 
period they would then be eligible to apply for a longer term skilled Tier 2 (general) 
visa. (Points based system: Tier 2) 


 


The key is to understand the visa process and being open to opportunities. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



https://www.refugeecouncil.org.uk/

https://reache.wordpress.com/

https://www.gov.uk/government/publications/points-based-system-tier-2
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Case studies 


• Recruitment alongside established programmes 


• Skype recruitment 


• Collaboration with HEE Global Engagement 


• Recruitment after arrival in the UK 


• Developing existing staff 


• Radiography recruitment cohort development  


• On-boarding experience 


• Pastoral & on-boarding support 


• Recruitment from refugee status 
 


 


Recruitment alongside existing programmes 


Nick Lane, Blackpool Teaching Hospital 
 
In 2016/17 BTH had a shortage of B5 physiotherapists with a rolling deficit of about 8wte. He 
approached the HR Director and considered alternative approaches but could demonstrate he 
had tried everything he could. They reached an agreement to look internationally alongside the 
Trusts established Medic & Nurse International recruitment programme focused on the 
Philippines and the Middle East. 
 
Nick mirrored the Nurse and medic business cases for the Physiotherapists and received full 
support with HR and the recruitment team. They decided to use a UK based agency to source 
and vet candidates (commitment to UK, language and experience), provide profiles and to set 
up Skpe interviews.  
 
They interviewed 20 candidates over 4 days, and offered 11 posts (despite only having 8 posts 
they over-offered expecting drop-outs). As Physiotherapy was not on the shortage occupation 
list all candidates were offered salaries at or above the £30k visa restriction minimum (top B5, 
and 1 candidate as a Band 6). 
 
Following appointments, Nick maintained regular contact with the candidates, supporting the 
candidates where necessary to gain HCPC registration. The main difficulties experienced by the 
candidates were getting verified information from their HEI’s that was acceptable to the HCPC. 
The first recruit arrived in the Trust 6 months after the interviews, and 5 were in place after a 
year. All required continuous pastoral support, a thorough induction and mentorship. 
 
Learning 


● International recruitment is not a quick fix to vacancy management, often taking 6 - 12 
months before recruits actually arrive, with a further 3-6 months of support and cultural 
adjustment. 
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● Importance of providing interested applicants with good information regarding your 
hospital, Trust and region. There is a lot of competition out there! 


● Be aware that support may be required for the recruits in terms of clinical autonomy; the 
levels expected here being higher than the recruits were used to. 


● Be aware of the use and interactions of the recruits with assistant staff, ensuring that 
roles and responsibilities of assistants here may be different to that experienced in the 
recruits’ home country in terms of the assistant’s skills, opinions and autonomy. 


 
 


Skype recruitment 


Corlia Gent, Physiotherapist, Blackpool Teaching Hospital 
 
Corlia qualified in Physiotherapy in 2004 in South Africa, moving to work in UAE in 2009. In 
2017 she responded to an Agency hoping to recruit for BTH. At that point she received 
information on the Trust and local area which she found very useful and led to her doing further 
research into the area, Trust and NHS. She was offered a Skype interview in December 2017 
from which she was offered a Band 6 post after 2-3 weeks. She then had direct access to their 
HR department who were organising the Trust sponsorship. To do this she needed to get her 
HCPC registration. This proved to be a long process. 
 
Corlia described the main issue as getting the documents confirming her training from her 
University, which took between 3 and 4 months, and was costly in terms of couriers required. 
Communication with the HCPC was slow and problematic as initially emails were directed to her 
“junk” folder. To ensure she had no problems obtaining a visa Corlia also undertook the IELT 
exam. She eventually got confirmation of her HCPC registration by July 18, and was able to 
apply for her visa. The first certificate of sponsorship application was rejected due to the 
numbers nationally that had been applied for. This meant she had to reapply and in October she 
finally received her Visa and could enter the UK with the family.  
 
Occupational Health clearance took 6 weeks and then she discovered she required a TB 
injection, which could easily have been addressed before this point. Eventually Corlia started 
work in December 2018. Arriving in October did allow Corlia to meet the team before starting 
which she found very helpful. Corlia received reimbursement from BHT for her flights, the health 
surcharge and her HCPC registration. The Trust induction she felt was brief, as an oversight but 
did not really support her awareness of the processes particularly around governance, and that 
some of this could possibly have been done prior to her starting. Her experience since then has 
been very positive, her skills being recognised and she has been supported to develop into a 
Band 7 role. 
 
Learning  


● Recruiting managers should be aware that there can be significant cost up-front to 
recruits coming to work in the UK, and may include visa and health surcharges for family 
members. This may put additional strain on individuals and cause potential delays. 


● The process from interview to starting was made easier by the regular contact with the 
recruiting manager and HR, and could be easier with clarity agreed about who needs to 
do what and by when for the sponsorship, visa, occupational health and “on-boarding” 
processes. 
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● On-going support is important for international recruits particularly in interpreting cultural 
and governance issues directly related to clinical practice. 


 


 


Collaboration with HEE Global Engagement 


Senyonga Fokum, Project Manager Global Engagement 
 
Health Education England’s Global Engagement (GE) works with healthcare providers globally 
to improve the quality and volume of the NHS workforce through global education and 
workplace exchanges. Through Global Learners Programmes, GE offers an educational 
programme for healthcare professionals from other countries who would like to spend three 
years in the UK on an earn, learn and return scheme. The programmes create dynamic 
partnerships and build lasting relationships with global healthcare organisations and healthcare 
professionals alike.  
 
In 2019, GE was commissioned to pilot an ethical learners programme for radiographers to 
support international recruitment linked to the National Cancer Strategy and the 5 year forward 
view. This was based on established programmes for nurses, medics and radiologists and 
involves working with multiple Hospital Trusts and overseas government and agencies to recruit 
high quality clinicians “in-country”. The pilot to recruit 15wte was the first step of a project aimed 
at delivering an additional supply of 113 wte diagnostic and therapeutic radiographers by 2021. 
As a part of the pilot, HEE GH were funded to support the cost of the agency fees, the in-
country interviewing / induction 
 
A partnership agreement was established by GH with SIMS Healthcare to identify high quality 
radiographer candidates in India and the Middle East. As a part of SIMS packages all 
candidates are offered training and support in HCPC registration, language development and 
UK cultural awareness prior to the interview and travel. Several NHS Trusts were approached 
for an expression of interest in joining the pilot, and who had vacancies and a financial 
commitment to international recruitment. These were the Leeds Teaching Hospital (LTH) and 
the Northern Care Alliance (NCA), who together with the Society of Radiographers, SIMS, HEE 
AHP’s and GH, formed a steering group to manage the project. Both LTH and NCA had agreed 
vacancies for diagnostic radiographers, but no Trust could be identified at this stage with a 
sufficient commitment to recruit therapeutic radiographers, and so this part of the project was 
deferred to the future national roll-out programme. 
 
The steering group decided to focus on Band 6 posts and supported the need for direct in-
country interviews to test the process and to allow greater insight into the quality of the 
candidates in relation to their application information. Approximately 50 application forms 
coordinated by SIMS were shortlisted by the nominated interview panel, which led to 23 
applicants organised into 3 days of face-to-face interviews and a further 9 skype interviews. A 
six person recruitment team was sent to Hyderabad, in the Telangana region of India, to 
interview over a 3 day period. An agreed 2 part interview was followed, with a practical image 
test, preceding a face-to-face values based interview. Candidates were scored and initially 
ranked in-country. On return to the UK, a review and validation meeting was held to clarify the 
scoring process and to agree offers to be made for each organisation. An arbitrary cut-off score 
was agreed based on the panel’s view of the skills and adaptability of the candidates. Following 
agreement of post, the individual Trusts completed the recruitment process through to the  
 



https://www.hee.nhs.uk/our-work/global-engagement

https://www.england.nhs.uk/publication/achieving-world-class-cancer-outcomes-taking-the-strategy-forward/

http://www.sims.healthcare/medical-staffing-and-services/

https://www.leedsth.nhs.uk/

https://www.northerncarealliance.nhs.uk/

https://www.sor.org/
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individual’s induction as per their organisational procedures, using GH pastoral and on-boarding 
guidelines. 
 
Learning in-country interviews 
 


● Great benefits of developing relationships with in-country agencies in preparing and 
screening prospective candidates. 


● Benefit in interviewing face to face especially at the start of a regular programme. Ensure 
the team is big enough to allow rotation of panel(s), and flexibility to adjust questions in 
response to quality of responses. 


● You will learn as you go, interviewing abroad is very different to interviewing at home, 
from a cultural, language and expectations perspective 


● Be clear on what skills, values and behaviours you are looking for, and how that can be 
tested in the country you are visiting. Use the Agency to support your approach 


● Stick to the time frames agreed and maintain contact - candidates will often have options 
of employers and pressures to start employment. Planning with HR before leaving is 
essential to minimise risk of the process time frames slipping. 


 
Learning from collaboration 
 


● Working with GH or within a group of Trusts, such as within an ICS, will share the 
complexity of international recruitment, as well as potentially sharing the administration 
and cost. 


● With AHP’s the required numbers are often small in individual organisations. 
Collaboration can increase the numbers required and make the process more viable. 


● Collaborating can enhance the methods and outcomes of the process by drawing on the 
skills and strengths of the organisations and individuals involved. 


● Collaboration could open up the possibilities of recruiting multiple professionals within a 
cohort. 


 
 


Recruitment after arrival in the UK 


Francesca Muratore, Orthotist 
 
Francesca fulfilled a personal dream by moving from Italy to Scotland in 2013 with an aim to 
work here as an Orthotist. She consolidated her language skills as a technician in an IT 
company, and applied for temporary registration from the HCPC with a view to applying for 
Orthotic jobs towards the end of 2014. However, after being offered an Orthotic job in Glasgow 
in December 2014, Francesca realised that the HCPC temporary registration did not allow her 
to work on a full time basis. The NHS trust was sympathetic to the situation and supported 
Francesca to work as an Orthotics Assistant whilst she applied for full HCPC registration. 
 
Francesca found the process of registration frustrating, applying under the EMR route. Delays 
occurred compiling the required documentation, getting them translated, and also in 
understanding and meeting the written needs of the standards requirements (eg. evidence of 
“working with others” can be difficult for an orthotist). Each time that evidence was sent off, 
there was a significant time delay in getting a response from the HCPC. The expense of  
 
 



https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/emr-applications/
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translating the documents was also high, particularly when considering her dissertation was 
requested to support her educational evidence. 
 
Full HCPC registration was achieved in March 2017 and Francesca now works for NHS Forth 
Valley. Her experience of work has been a very positive one, with patients and staff. She did  
need to adapt her practice towards patients as her impression is that in the UK care is more 
centred around the patient, and that patients expect to have more say in their care. Following 
EUExit, Francesca has now achieved settled status and an indefinite right to remain. 
 
Learning 
 


● Prospective employers should recognise the resilience of international AHP’s in 
achieving HCPC registrant status. 


● HCPC temporary registration does not entitle European AHP’s the right to work in the UK 
on an established basis, or as a locum or agency professional. 


● Prospective employers should be aware and curious about the differences experienced 
by international AHP’s in delivering patient care in the UK and be prepared to support 
and develop individuals accordingly. 


 
 


Developing existing staff 


Margon Carreon, Physiotherapist, Salisbury Foundation Trust 
 
Margon qualified as a Physical Therapist after a five-year degree in Manilla, Philippines, in 
1998. In 2006 he took an opportunity to come to the UK, working on a five-year sponsored visa 
as a nursing assistant in a private Nursing Home. Towards the end of this period, he was able 
to apply for a further visa and was granted indefinite leave to remain status. This allowed him to 
find work in the NHS and after much trying, started in a learning disability team in 2011 as a 
care assistant. 2 physiotherapists linked to the team encouraged him to consider professional 
registration, but he found he had lost his confidence to practice as a physiotherapist. 
 
In 2014 he was encouraged by a Philippino friend to apply for temporary work at Salisbury 
Hospital as a therapy assistant. This proved a very positive move, when later that year he was 
successful in securing a permanent band 3 contract. At this point he still did not feel confident 
enough to apply for HCPC registration, but with coaching and the overwhelming support of his 
therapy managers and colleagues, Margon eventually applied for registration to the HCPC. The 
process took over a year to complete with the main delays were associated with obtaining 
official documentation from the university in Manilla. He received coaching support from the 
senior therapists in his team regarding reflective practice and utilising his clinical experience to 
best evidence the standards required for registration. Whilst awaiting completion of the 
registration he was also successful in obtaining a Band 4 Therapy Associate Practitioner post in 
Orthopaedics. 
 
Margon was finally given his registration to the HCPC in 2016, and promptly interviewed for a 
Band 5 Physiotherapist post. Despite wanting to specialise in orthopaedics, Margon was 
advised to take a rotational post to broaden his experience in the UK, which he did, and spent 
the next year on the medical and spinal rehabilitation wards, before returning to orthopaedics as 
a Band 6. This he now sees as being very valuable to his career particularly in terms of his  
 



https://www.hcpc-uk.org/registration/getting-on-the-register/international-applications/visiting-european-health-or-social-work-professionals/
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broader thinking and in working with and leading other staff members. On reflection he wished 
he had applied for his HCPC registration earlier in his time in the UK, to be ready for 
opportunities as they arose. Margon would also like to see increased numbers of international  
recruits in physiotherapy and across the AHPs akin to the changes being seen in nursing, 
because of the diversity of culture and thought that this would bring. 
 
Learning 
 


● Recognising potential opportunities of support staff trained professionally in a foreign 
country. 


● Understanding the potential impact of immigration to individuals on confidence and 
practice, and be prepared to offer support and advice re clinical development. 


● Recognising the value of diversity in your department and promoting this. 
 
  


Radiography recruitment cohort development  


Elizabeth Ladd (Head of Imaging) & Adam Turner, Musgrove Park Hospital, Taunton   
 
In response to approximately 10wte vacancies in a workforce of 81wte, and no UK applicants 
for two years the Head of Imaging at Musgrove Hospital, Taunton, reached agreement with her 
Trust to look internationally for radiography staff. They tendered for an agency to support the 
process and focused their attention on Europe, in particular Portugal, Italy & Greece, stipulating 
current HCPC registration was a prerequisite to interview. 
 
Interviews were carried out using Skype, with the questions being refined through the process 
to allow for greater technical responses and reduce the assumptions that poorer answers were 
down to language. Posts were offered and recruits arrived between 6 weeks and 6 months from 
the offers being made. 
 
The next cohort was recruited without an agency. An NHS job advert was placed with a clear 
invitation to international candidates that they would be equally considered which resulted in 
primarily a mixture of Indian and Nigerian radiographers applying. Of the 8 successful 
candidates 5 are currently still working in Taunton. The Taunton Team have worked hard on 
pastoral support providing a thorough induction with 1, 3 and 6 monthly reviews for each 
candidate. They are all also taken through a clinical preceptorship to ensure their procedures 
and clinical practice meets the standards required. Each candidate has a named mentor and 
their development is supported by a radiography clinical educator.  
 
The international recruits have proved of great value to the department in terms of work ethic, 
cultural diversity and richness of thought and have provided fresh eyes to an evolving 
department. Time has been committed by the recruiting managers and senior staff to be 
accessible to questions, development of their conversational and technical language, any need 
for support, as well as inclusivity in department meetings and social events. 
 
There are now plans to further recruit in-country in India. The confidence gained through these 
cohorts of recruitment means the department will look to do this without an agency, but will use 
the experience and local knowledge of one of their most recent Indian recruits. 
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Learning 
 


● Early & close contact with HR, robust interview approach being mindful of language / 
terminology, base expectations around newly qualified standards (degree of competence 
assessed by HCPC). 


● Be prepared to enquire about post-graduate qualifications / courses as will vary from UK 
standards. 


● Find someone to talk to from the target recruiting country if at all possible to understand 
the professional market better. 


● Agree a re-settlement package before interviewing. 
● Be fair, empathise with the recruits' situation of moving countries and recognise you are 


more than just a manager to them, they will need more of your time in the early months. 
● Learn from each element of the recruitment and refine future processes. 


 
 


On-boarding experience 


Dinesh Ghatuparthi, Senior Radiographer, Musgrove Park Hospital, Taunton. 
 
An Indian national (from Kerala State), Dinesh qualified as a radiographer in 2013, and was a 
radiology manager before moving to Kuwait in 2016 to develop his experience and international 
exposure. He was keen to also make the move to either the UK or Ireland, and heard about 
upcoming vacancies by word of mouth. He was interviewed for Musgrove Hospital by Skype 
and offered a full time Band 6 position.  
 
HCPC registration took approximately four months and was relatively straight forward as he had 
been compiling the required information for a while. His first language being English, negated 
the need for an IELT. Dinesh organised his visa and flights and arrived at Musgrove Hospital, 
Taunton, in July 2018 approximately six months after being offered the job. 
 
Whilst there were several posts offered at Musgrove, Dinesh arrived in the UK in the middle of 
the night, and on his own. This was his first visit to the UK and he had to find his own way to 
Taunton via a bus, getting there in the early hours. No-one was around to welcome him and it 
took 3 ½ hours to get the key and find the allocated room. He met HR in the morning and his 
induction took place that day. Support was good since arriving from colleagues and managers 
alike, and he has been encouraged to learn and develop his clinical and leadership skills. He 
felt it took between 1 and 2 months to feel confident in applying protocols and in working with 
colleagues.  
 
After 3 months Dinesh was in a position to bring his family over and is working towards longer 
term residency. He is also now working with the departmental leads in using his contacts in 
India to support further international recruitment. 
 
Learning 
 


● The international recruitment market is relatively small and there is power in promoting 
word-of-mouth contacts and new recruits’ contacts. 


● An agreed relocation package organised before travel is important to recruits to prevent 
significant personal outlay before earning in the UK. 
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● Being greeted on arrival would reduce the stress and help settle recruits early in their 
stay. 


 


Pastoral and onboarding support 


Patrick McDermott, Radiography Team Lead; Agnes Gwynn, Administration Support 
Officer, Royal Cornwall Hospital, Truro. 
 
RCH instigated an international recruitment campaign for radiographers faced with significant 
vacancies and no UK applicants. Several cohorts of recruitment were completed, initially with an 
agency but then moving on to using NHS jobs. Recruits were attracted from Italy, Portugal, 
Spain, Philippines and Nigeria. Their approach proved successful with high retention rates and 
some of the positive factors were: 


1. Agreement of a relocation package for international recruits was made early in the 
process and included: - sponsorship fees, visa fees, health surcharge, flight to UK and 
transfer to Cornwall, 3 months housing, and a welcome pack including a cash advance 
and groceries. 


2. A flexible approach to recruitment was adopted including taking a Spanish radiographer 
at a Band 4 level, supporting him to complete the evidence required by the HCPC and 
his registration confirmed (similar to Nurses being supported at Band 3 pending 
completion of their OSCE’s). 


3. Agnes Gwynn, Administration Support Officer took on the role of main “point-of-contact” 
for the international recruits, progress chasing, providing timely response to enquiries 
and questions, organising pastoral support and troubleshooting issues as they were 
encountered after starting work. As a part of this role Agnes took a lead role in the 
onboarding process, making the welcome very personal and tailored to the individuals, 
and included: 


a. Ensuring HCPC, TB test and language checks are all completed early in the 
process. 


b. meet and greet at the airport on arrival; Introduce to accommodation 
c. ensure the agreed welcome pack was all organised  including 5 day bus pass, 


transport details, local maps, site maps, induction details, local information; 
d. organising their National Insurance numbers and interim HMRC codes to ensure 


salary payment, and introducing recruits to the local bank to geta bank account 
sorted; 


e. Organising and supporting a tour of the local shops and amenities, organising GP 
& dental registration, and a social evening with other staff members; 


f. Supporting the sourcing of a language teacher to support some European recruits 
to develop their clinical language skills. 


g. meeting recruits and delivering to corporate induction and departments, and 
organising email accounts and log-ins etc. 


4. Focus on early social and professional inclusion by putting a name to the recruits before 
they arrive in conversations with staff and departments and allocating mentors and 
clinical areas at the earliest opportunity, in addition to the social events organised. 


5. Development of clinical recruitment checklists, induction and preceptorship documents 
for recruits and staff to ensure open transition into work. 
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Learning 
 


● Providing a single contact point for International Recruits provides support not only for 
the recruits but also the staff and will greatly support their integration into the department 
and the local culture. 


● Significant value in having a well organised and funded on-boarding process that extends 
both professionally and socially well past the recruits start date. 


 
  


Recruitment from refugee status 


Mahmoud Shafiei Sabet, Physiotherapist, Rotherham NHS Trust. 
 
Mahmoud arrived in the UK in 2000 from Iran, seeking refugee status and indefinite leave to 
remain. He was granted an initial visa for six months but was not allowed to work, until getting 
an immigration card. This allowed him to work but he did not have indefinite rights to stay. 
Whilst looking for work he had to regularly re-apply for extensions to stay in the country whilst 
his application to stay was with the Home Office. This was stressful and costly, needing 
solicitors support. 
 
Mahmoud trained in Physiotherapy at TEHRAN MEDICAL UNIVERSITY, a 4 year degree 
qualifying in 1995. He then spent 2 years in National Service at a military hospital. After that he 
worked in a private MSK clinic, with the occasional domiciliary visit, for approximately 5 years.  
  
On getting his immigration card allowing him to work he picked up what temporary work he 
could (labouring, farms, cleaning), but he needed his CPSM registration (pre HCPC). 
The CPSM requested educational documents to verify his qualification. Mahmoud sent this off 
but CPSM were unable to accept and unable to verify these with Tehran University. Eventually 
so frustrated with the process he was invited into the CPSM to be interviewed and examined to 
demonstrate his Physiotherapy competency.  
 
During this period he also studied for and passed his IELTS (2001) too, helped through listening 
to anything he could get hold of, Radio 4, tapes etc. He did not necessarily need it for CPSM but 
felt it would add to his visa application as his ability to speak English was a strict requirement. 
 
The interview went well and the CPSM corroborated his experience and clinical competency but 
recommended a period of adaptation to develop Respiratory Physiotherapy skills, and record 
keeping (POMR’s). This was a “nightmare” to organise. He wrote literally hundreds of letters to 
hospitals all over the country with very little acknowledgement or response for a supported 
placement. Even getting voluntary / shadowing opportunities was incredibly hard. Spent a great 
deal of time scouring the internet / libraries etc searching for leads / information / networks to 
support him but nothing relevant was there.  
 
Eventually he got 2 weeks voluntary work in Northern Hospital, but he “felt like an intruder” as 
he was watched for the entire time because, he thought, of his ethnic background. It proved a 
very uncomfortable experience although he can understand the vulnerability of others 
perceptions to him in the role. 
 
He then met Kevin Banks - lead physio in Doncaster, who listened to Mahmouds story and 
discussed professional skills with him. Eventually he agreed to a supportive placement in MSK 
to develop documentation and used his network to find a respiratory placement for him.  
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Supervisors then wrote to CPSM confirming his fitness to practice and got his registration. He 
started as an assistant in 2003 for the best part of 2 years after starting the registration process, 
and progressed to B5 rotation in Aug 2003. 
 
Mahmoud believes that if Kevin had not helped him he would have had to give up on his 
aspirations to work as a physiotherapist in the UK as no-one else was interested or prepared to 
support him. With the continued support of Paul Chapman (Lead Physio now) who agreed to 
apply for sponsorship for Mahmoud, he eventually got a 5 year work visa, and applied for a 
Band 6 job which he got! 
 
After 4 of his 5 year visa the Home Office contacted him to say as he had been in the country 
for 10 years it would no longer be fair to send him back to Iran and so he was free to apply for 
indefinite leave to remain. Which he got in 2010, and then after 6 months applied for British 
citizenship, which he achieved in 2011. 
 
He has seen his experience in Rotherham as very positive, never feeling discriminated against 
and felt he has had equal support and access to training and opportunities. However he always 
felt under constant stress and pressure from lack of a decision from the Home Office, and 
whether they would force him to return to Iran. He is now enjoying a FCP B7 role. 
 
Learning 
 
● Be curious about requests for placement, do not dismiss because it is seemingly too hard.  
● Identify any support for work-based adaptation placements and increase awareness of the 


potential talent of the asylum / refugee population. 
● Potential of Iranian healthcare professionals via British Institute of Persian Studies - “oven-


ready” waiting to come over. 
●  
 


Regional development of a cultural support package in response to a large 
international recruitment drive  


Elizabeth Ladd & Kerry Mills, the South West NHSE&I Imaging team 


Since October 2020 the newly formed imaging team in the NHSEI South West have been 
moving forwards with plans to support the regions Adapt and Adopt project in the recovery and 
restoration of diagnostic services.  The key strategic objective of maximizing and increasing the 
efficiency of service delivery and workforce has been a key driver for this work and is endorsed 
by the publication in 2020 of both the Richards Review and the Radiology GIRFT report. 
 
The region took the early decision to establish a dedicated imaging leadership team, employing 
a ground up methodology, to target specific areas around recovery response and to drive the 
future imaging agenda forwards at pace.  The team worked alongside HEE colleagues and 
identified a short-term primary intervention to undertake a large international recruitment 
campaign to address the immediate workforce shortfall. Furthermore, to address an identified 
gap in learning provision, a workplace integration programme was developed to improve the 
lived experiences and cultural transition of internationally recruited radiographers. 
 
Ethical international recruitment has successfully supported the regions workforce strategy and 
provided much needed resources on the ground post covid.  The project was driven by the  



https://www.england.nhs.uk/south/team/

https://www.england.nhs.uk/wp-content/uploads/2019/02/report-of-the-independent-review-of-adult-screening-programme-in-england.pdf

https://www.gettingitrightfirsttime.co.uk/radiology-report/
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regional imaging leadership team who worked with the wider group including radiology service 
holders and higher education providers to ensure successful implementation. The two main 
aims of the project are identified below; 
 


1. To secure employment for a substantial number of diagnostic radiographers within the 
Southwest region (50+) 


2. To develop a package of support to assist with the cultural and workplace integration and 
improve retention of international radiographers coming to work in the region. 
 


Recruitment campaign  


The regional imaging team undertook a scoping exercise to assess the current vacancies and 
local interest in the region as well as support communications to executive teams highlighting 
the opportunities to fill vacancies through over recruitment of radiographers to support recovery 
and development plans.  This dual approach allowed the potential candidates to be matched to 
the trust best suited to their expectations as well as allowing the departments to fulfil their 
specific service needs through appropriate recruitment of radiographers with an identified 
skillset.   
 
An experienced international recruitment team at Yeovil District Hospital travelled to Dubai and 
interviewed a total of 230 candidates and made 187 offers.  In order to provide local 
reassurance, diagnostic radiographers and service managers from the region were consulted 
throughout the recruitment process and were also involved as members of the interview panel.  
From those offered employment, 57 of the radiographers were already registered successfully 
with the HCPC.  The second wave of covid brought challenges and delays to the arrival and 
onboarding processes however as of March 2021 there was a total of 53 international 
radiographers ready to arrive in the region between the months of March and May 2021. 
 
Workplace Integration Support Programme  


The second half of the project oversaw the development and implementation of a bespoke 
online learning package that was designed to support and provide a smooth transition through 
onboarding and beyond to both new recruits and their residing departments.  It was intended 
that this provision would encourage and enable positive levels of retention within this staff group 
in the long term. 
 
The package was designed around a three-phase strategy that focused on a targeted ‘before, 
during and after’ intervention which are outlined below;   
 


• A series of webinars and discussions used appreciative inquiry as a method to 
explore the lived experiences of international radiographers already working in the 
UK. The findings were used to influence and guide the development of the support 
package. 


• Specialist providers were brought in to design and provide an online learning 
resource focusing on both educational and workplace integration plus more generic 
cultural acclimatisation aspects. 


• New recruits’ expectations and perceptions was assessed prior to arrival and were 
due to be repeated after three months employment.  This evaluation would identify 
the effectiveness of the various interventions and help plan for a sustainable support 
package going forwards. 



https://yeovilhospital.co.uk/jobs/
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The delivery of the learning package required careful consideration due to covid restrictions and 
digital connectivity.  Where required, the international radiographers were supplied with a digital 
tablet, fully set up with access to all learning assets and with appropriate capability to dial in to 
the connected teaching and learning sessions. The programme was housed on a platform 
hosted by Plymouth Marjon University who were commissioned by HEE to design and deliver 
the resource.  The long-term plan is that the suite of modules will be uploaded for use on the  e-
Learning for Healthcare platform allowing the material to be accessed nationally. 
 
 
Online learning resource 


The online learning package consisted of three separate parts; 
 


1. The first part, to be completed within the first two-weeks post arrival in the UK, was 
designed to ensure the international recruits had contact and interaction with other 
radiographers during the quarantine periods.  It also allowed the time to be utilised 
efficiently by enabling the induction process to begin before they actually started working 
clinically.  A series of five pre-recorded online modules were developed which could be 
accessed freely and these were supported by live facilitated sessions held twice a week.  
These small group ‘connected’ sessions supported and underpinned the learning and 
understanding taken from the pre-recorded modules and also provided a touch point for 
the international radiographers to ask questions and received the appropriate support. 


2. The second part was undertaken over a four-week period as soon as the international 
radiographers started working in their trusts.  Provision was made for them to attend and 
undertake a weekly two-hour support session, again hosted live, within an online forum. 
This provided the radiographers with an opportunity to interact with others in similar 
situations and also find support from a facilitator in response to any issues that arose 
directly from their new work environment.  


3. A separate suite of modules was finally developed to help support the departments and 
was designed to be accessed and utilised by current radiographers, team leaders and 
managers.  These pre-recorded sessions were designed to guide departments in 
assisting with the cultural adjustment phase and ensure the new recruits settled in as 
quickly as possible.  Alongside these pre-recorded sessions, every department was 
given the opportunity to log on to a live facilitated session to answer queries and support 
the information already given. 


 
To complete the project, a collaborative evaluation and impact study was commissioned to 
examine how the implementation of the support package has benefited radiographers moving to 
the UK. This includes international recruits, radiographer colleagues working in the departments 
and managers (or team leaders) who will complete pre and post learning questionnaires and/or 
focus groups. 
 
 
 
 
 
 



https://www.marjon.ac.uk/

https://www.e-lfh.org.uk/

https://www.e-lfh.org.uk/
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Appendix 1: 


Representative costs of “in-country” international recruitment (Visa fees) 
 
All fees are taken from 01-01-2021. 
 


- Tier 2 (general) Visa (3 years) - £232 - fixed – Org / recruit to pay 
- Certificate of Sponsorship - £199 - fixed - Org to pay 
- Immigration skills charge (3 years) - £300 – fixed Org to pay 
- UK agency fee +/or in-country agency fee (% of starting salary payable on starting work) 


- £2500 +/or £1500 - negotiable - Org to pay 
- Interview process - team travel / accommodation etc - £300 - variable - Org to pay 
- Flights to UK, airport transfers, insurance - £800 - variable - Org to pay 
- Subsidised accommodation / welcome pack - £800 – variable – Org 
- HCPC registration - £495 – fixed recruit to pay 
- HCPC yearly subscription (3 years) - £270 – fixed recruit to pay 
- Immigration Health Surcharge (3 years) £0 – fixed recruit to pay 
- Tuberculosis test - £60 - Tuberculosis test 


 
Onboarding checklist, best practice benchmarks 


Prior to arrival  
● Welcome letter. 
● Information pack, ie what to bring, clothing needed, adaptors, local area 
● Details about accommodation (subsidised or otherwise)  
● Pre-employment arrangements: occupational health appointment, uniform / badge 


orders. 
 
Arrival    


● Meeting recruits at the airport 
● Welcome pack including essential groceries, bedding, kettle, etc 
● Information pack ie local area, utility companies, doctors, dentists, emergency contacts. 
● Connecting recruits with local communities and existing staff networks 
● Greeting lunch / welcome dinner 
● Facilitating recruits to open a bank account 
● Tour of the local town, including a visit to the supermarket, places of worship, bank, Post 


Office and attractions etc 
● Prepaid travel card 
● UK pay-as-you-go SIM card 
● Salary advance. 


 
Induction and beyond  


● Corporate induction 
● Supported learning about UK and NHS culture and values. Professional specific training 


and education  
● Buddying and peer support arrangements 
● Ongoing professional development, career planning 
● Preceptorship or equivalent arrangement. 



https://www.gov.uk/government/publications/visa-regulations-revised-table

https://www.gov.uk/uk-visa-sponsorship-employers/immigration-skills-charge
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Global Majority Nurses and Midwives Career Progression Call 


Join us for an empowering journey! 


Are you a global majority staff member looking to enhance your leadership skills and 
advance your career? NHS England North West, in partnership with The University of Salford, 
School of Health and Society, is excited to offer a funded master’s level post-graduate 
certificate in Individual and Organisational Transformation, designed just for you! 


Take a few minutes to listen to Suryia and Victory speaking about this fantastic opportunity  
 


 


 


Why Join? 


• Exclusive Opportunity: This program is specifically for Global Majority Nurses and 
Midwives (Band 5 and above)  


• Career Advancement: Gain the skills and knowledge to overcome challenges and excel 
in your career. 


• Comprehensive Support: Benefit from taught sessions, self-directed study, and 
continuous support from our dedicated team. 


Program Highlights: 


• Duration: 16 weeks 


• Format: Blended learning with 7 taught study days and 5 directed learning study days. 


• Support: Full access to university resources and support from the Salford University  
Team. 


• Assessment: Portfolio of evidence and a written assignment. 



https://player.vimeo.com/video/1023289056?app_id=122963





 


Benefits of the Programme: 


• Leadership Skills: Become a Global Majority leader. Enhance your career progression. 


• Personal Growth: Opportunity to be an honorary lecturer contributing to the education 
of the future NHS workforce.  


This is a fantastic opportunity with the potential for career progression in clinical leadership, 
educational careers, and further university study.  


Join Our Live Webinar! 


Meet the team and get all your questions answered on 25th Nov at 10.30 am:  


Click here to join the meeting: Here 


 


Support required to access the Programme. 


Funding 


Places can be accessed through your organisations allocated CPD Budget. You will need to get 
agreement from your CPD lead to access the maximum individual £1000 grant to access this 
programme. The additional cost of the programme will be covered by the University of Salford 
for this pilot.  


 


Study Leave 


You will also need full line manager support to be able to attend this programme. Confirmation 
that you have this in place will be required on the application form. 


 


Apply Now! 


Expressions of interest are welcome from Global Majority Nurses and Midwives (Band 5 and 
above) who want this exciting opportunity for career progression. Please complete the Microsoft 
office form using the link below by 10 January 2025. 


https://forms.office.com/e/hdqLh0FhnG 


If you have any questions about the expression of interest process, please contact 
england.nwnursingpandsdevelopment@nhs.net  


 


Contact Us: 


If you have any queries about the programme itself, do not hesitate to contact: Dr Suryia Nayak 
s.nayak@salford.ac.uk  


 



https://teams.microsoft.com/l/meetup-join/19%3ameeting_Y2RhNjIwNzktNGZlZS00NzgwLThhMjAtMTE3NWJjZDdhZGM1%40thread.v2/0?context=%7b%22Tid%22%3a%2265b52940-f4b6-41bd-833d-3033ecbcf6e1%22%2c%22Oid%22%3a%22239e9c42-5d40-4d78-b2b8-dec6292fbbb0%22%7d

https://forms.office.com/e/hdqLh0FhnG

mailto:england.nwnursingpandsdevelopment@nhs.net

mailto:s.nayak@salford.ac.uk
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HEE Maternity & CYP Programme Update: July 2020 
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Covid-19 


• HEE Online Resources 


HEE has launched a bespoke webpage dedicated to support midwives during Covid -19. This 


includes up-to-date national guidelines, case studies and other resources. This can be 


accessed here.  


• HEE e-Learning for Health (e-LfH) Resources 


HEE e-Learning for Healthcare (e-LfH) has added additional learning paths for nurses, 
midwives & AHPs to an e-learning programme designed to help the workforce during Covid-
19.  


There is also a specific programme entitled ‘Resources for Nurses, Midwives and AHPs 
Returning to work, being Redeployed or Up-Skilled’ which may help during Covid-19. Please 
see our updated catalogue here 


• Institute of Health Visiting (IHV) Covid-19 Resources 


The IVI has launched a parenting through coronavirus webpage with resources and support 


offers. This can be accessed here. 


 


Here there are also links to the maternity mental health alliance support regarding mental 


health during pregnancy and after birth, during Covid-19. This can be accessed here.  


Programme Background  


The Maternity Transformation Programme (MTP) led by NHS England is delivering the Better 
Births vision of improving maternity care in England, through ten workstreams. HEE is leading 
on Workstream 5 (transforming the workforce) to help shape the future maternity workforce 
so it can implement the workforce requirements outlined in Better Births and support new 
models of care.  
 



https://www.hee.nhs.uk/coronavirus-covid-19/coronavirus-covid-19-information-midwives

https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_45016_45612&programmeId=45016

https://portal.e-lfh.org.uk/Catalogue/Index?HierarchyId=0_45016_45612&programmeId=45016

https://healtheducationengland.sharepoint.com/Comms/Digital/Shared%20Documents/Forms/AllItems.aspx?originalPath=aHR0cHM6Ly9oZWFsdGhlZHVjYXRpb25lbmdsYW5kLnNoYXJlcG9pbnQuY29tLzpmOi9nL0NvbW1zL0RpZ2l0YWwvRXM5NW1FdEhQSjFPcWtYbEM0MEFkUkVCdlIyYWRrTUVQalZpdy1SdC1jbXNpdz9ydGltZT1ia3JhamlFUjJFZw&id=%2FComms%2FDigital%2FShared%20Documents%2Fhee%2Enhs%2Euk%20documents%2FWebsite%20files%2FMaternity%2FMaternity%20Programme%20e%2DLfH%20Guide%202020%20final%20%28002%29%2Epdf&parent=%2FComms%2FDigital%2FShared%20Documents%2Fhee%2Enhs%2Euk%20documents%2FWebsite%20files%2FMaternity

https://ihv.org.uk/families/parenting-through-coronavirus-covid-19/

https://maternalmentalhealthalliance.org/resources/mums-and-families/covid-19-looking-after-your-mental-health-during-pregnancy-and-after-birth/

https://www.england.nhs.uk/mat-transformation/
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HEE is also supporting workstream 1 (transformation), workstream 2 (promoting good practice 


for safer care), workstream 9 (prevention) and workstream 10 (neonatal) led by NHSE/I. This 


is to help deliver the government’s ambition to reduce the rate of stillbirths, neonatal and 


maternal deaths and intrapartum brain injuries in babies in England by 20% by 2020 and 50% 


by 2025. Please see our governance chart below: 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
In 2020 the HEE Maternity Programme has expanded to include Children and Young People 
(CYP).  Updates on the key maternity projects are listed below: 


Midwifery Workforce 


• Expansion of Midwifery Training Places  
   
As per the government mandate and the system wide Maternity Workforce Transformation 
Strategy, HEE is committed to increasing the number of midwifery training places by 25% over 
a 4-year period, to ensure future sustainability from 2022. There is an initial commitment to 
increase places by 650 in 2019/20 and a further 1000 places per year on the 18/19 baseline 
for a period of three years after that.  
  
Covid-19 Update:  
 
Expansion achievement in 2019/20 will be collated through the new HEE Student Data 
Collection. Due to Covid-19 this is now expected early July 2020. At present HEE remains 
committed to these targets, however scenario planning is underway to understand the impact 
of Covid-19 on the workforce and its impact on future expansion targets. This is currently being 
reviewed.  
 


• Continuity of Carer (CoC) National Training Offer 
  
The national Continuity of Carer Training offer for 2019/20 was created by the HEE Maternity 
& CYP Programme in collaboration with NHSE/I and key stakeholders. Three partnering 
organisations were procured to deliver a training package across HEE’s seven regions.  
 
Alongside this face-to-face training, each provider is to provide Masterclasses aimed at local 
leaders and other senior managers involved with the delivery of maternity services. 


Joint HEE/RCOG Medical 


Workforce Group 


NHSE/I Maternity 


Transformation 


Programme (MTP) 


Board 


Midwifery Workforce 


Steering Group (MiWSG) 


Maternity Support Worker 
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HEE Board 


HEE Department of Education 
(DEQ) Senior Leadership Team 


Maternity 
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Oversight Group 


(MPOG) 


Maternity Programme 
Assurance Committee (MPAC) 


HEE Regional Maternity 
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https://www.hee.nhs.uk/sites/default/files/document/MWS_Report_Web.pdf

https://www.hee.nhs.uk/sites/default/files/document/MWS_Report_Web.pdf
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Covid-19 Update:  
 
Due to Covid-19 face to face training is currently paused due to social restriction guidelines, 
and the impact of staff capacity to undertake such training at this time. Preparatory work has 
been completed and the education providers are in discussions with LMS about virtual training 
sessions and capacity return to training.  
 


• Continuity of Carer (CoC) e-Learning Resource 
 


 
In partnership with the Royal College 
of Midwives (RCM) and NHS England/ 
Improvement (NHSE/I) HEE has 
created an e-learning programme 
supporting midwifery professionals. 
 
The Midwifery Continuity of Carer 
Programme has been designed to 
enhance understand of CoC and can 
be accessed on e-Learning for 
Healthcare (e-LfH) here.  
 


Medical Workforce 
 


• Obstetric Physicians  
 
As per the government mandate to HEE in 2019/20 and the Maternity Workforce 
Transformation Strategy, HEE has been supporting the development of a training pathway for 
obstetric physicians.  
 
Obstetric physicians are physicians with additional subspecialty training who specialise in the 
care of women with pre-existing or new onset medical problems during pregnancy. 
 
The post-CCT credential and pre-CCT equivalent have both now been fully developed by the 
RCP supported by experienced clinicians and HEE.  One pre-CCT trainee is due to complete 
the programme at the end of July 2020 and several post-CCT physicians are working towards 
this but have been delayed by their work with covid-19.   


Maternity Support Workforce 
 


• MSW Framework Implementation 
 


The Maternity Support Worker Competency, Education and Career Development Framework 
was launched 14 February 2019, in conjunction with the University of the West of England 
(UWE).   
  
As part of this development, there was extensive engagement with stakeholders, including a 
series of regional stakeholder engagement events which were held throughout October and 
November 2018.  Phase 3, the plan to map existing education programmes to the framework, 
is underway. 



https://www.e-lfh.org.uk/programmes/midwifery-continuity-of-carer/

https://www.hee.nhs.uk/sites/default/files/document/MSW_Framework_MayUpdate.pdf
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To implement this, the Maternity Support Worker Oversight Group (MSWOG) has created 
task & finish groups: 
 


 
 
HEE has successfully commissioned the University of West England (UWE) to develop a 
curriculum to support the framework’s implementation. 
 
Covid-19: 
 
Due to Covid-19 Group C (entry criteria), Group D (ESR Coding) and Group (communications) 
have been impacted/delayed. Work however is on-going to secure funding in 2020/21 to 
support implementation across England.  
 
Work continues regarding the process scoping and mapping the implementation of the 


framework in order to create a fully implemented workforce model that reflects the full provision 


of the framework. This will include educational provision, workforce redesign and 


implementation strategy and evaluation.  


• Pilot Sites 
 


HEE is pleased to have worked with North West London (NWL) as a pilot site and we are 
currently working with them to develop some information resources to share across England 
to support others to develop their MSW workforces.  
 
We are also pleased to be working with HEE East of England and HEE Nor th West who are 
undertaking scoping work across their regions to establish a clear baseline for the MSW 
workforce and evaluate the existing competencies against those identif ied in the MSW 
Framework.  
 
This work also aims to utilise the Senior Healthcare Support Worker Apprenticeship and other 
available resources to support MSW development.  Discussions with other regions about 
undertaking similar work are currently ongoing.  
 


• Maternity Support Worker 2020/21 Funding Offer 
 


Health Education England is inviting Local Maternity Services (LMS) from the across the 


country to bid for funding to support the education, training and development of Maternity 


Support Workers (MSW) in their area. 


Im
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Maternity Support Workers assist with caring for women, babies and their families throughout 


their maternity journey, working specifically to create safe environments that enhance service 


delivery and promote the health and wellbeing of those within maternity services.  


  
Local Maternity Services can apply for up to £7350 per maternity unit to cover the costs of 


scoping work such as reviewing their current maternity support workforce and assessing staff 


training needs. 


 


This is a one-off opportunity to seek financial support to facilitate the first phase of the 


implementation of the MSW f ramework as part of the national roll out. All funding will be 


allocated within the current financial year. An electronic resource toolkit will be developed to 


support the implementation, alongside a Webinar which will take place on the 20 July 2020.  


 
Further information on how to bid, the Webinar and the toolkit can be found at : 


https://www.hee.nhs.uk/our-work/maternity/developing-role-maternity-support-
worker/boosting-delivery-hee-national-maternity-support-worker 


Maternity Workforce Development 


• Obstetric Ultrasound Training Evaluation  
 
In 2017/18, HEE facilitated training to upskill staff to be able to perform third-trimester 
ultrasound procedures and 241 were trained. The Maternity Programme has procured a 
national partner to help support an evaluation of this work, which will inform future work in this 
field.  
 
Covid-19 Update:  
 
As full system engagement is required, this work is paused. National survey to be launched 
as when appropriate.  
 


• Advanced Clinical Practice (ACP) in Midwifery 
 
The HEE Maternity Programme has established a project to develop midwifery standards via 
a framework relating to ACP in midwifery. This work in the first phase is a deep dive review of 
the current ACP Midwife, Specialist Midwife and Consultant Midwife workforce in England.  
 
This work will include an evaluation of the call for evidence information already obtained by 
HEE following a call for evidence to identify potential workforce, training and competency gaps 
and solutions in relation to the roles. 
 
Covid-19 Update:  
 
This work has continued in light of Covid-19 and a national provider has been secured. Desk 
top research has been produced and the project now has a delayed completion deadline of 
September 2020. This remains under review.   
 
 
 
 
 



https://www.hee.nhs.uk/our-work/maternity/developing-role-maternity-support-worker/boosting-delivery-hee-national-maternity-support-worker

https://www.hee.nhs.uk/our-work/maternity/developing-role-maternity-support-worker/boosting-delivery-hee-national-maternity-support-worker
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• Post-Natal pelvic health credential 
 


The Maternity & CYP Programme is providing funding to develop a credential for post-natal 
pelvic health. HEE is pleased to have awarded the contract for this piece of work to Skills for 
Health. 
 
Covid-19 Update:  
 
Initial conversations have taken place and scoping work is currently underway to build the 
foundations for the project to commence fully post Covid-19 as and when appropriate.  
 


• LMS Leadership Offer 
 
The Maternity Programme has successfully procured a partner to deliver a training package 
fit for Local Maternity System (LMS) leaders in transformation change and leadership skills.  
This was run in early March 20 as a pilot across London and considerations for any future 
potential training offers will be decided upon based on the outcome of this pilot.  
 
Covid-19 Update:  
 
This training package did commence but unfortunately was unable to be completed due to 
Covid-19. As this training package was paused, options are currently being scouted to 
understand if and how it could resume.  


Maternity KPI Dashboard  
 
Two dashboards are currently being created. The first is being created by HEE’s workforce 
planning and intelligence team to support workforce planning at LMS and regional level.  
 
Secondly, the Maternity & CYP Programme is currently working with colleagues within HEE 
to develop a Maternity KPI Dashboard that will report on HEE’s key maternity deliverables, 
particularly those from the Maternity Workforce Transformation Strategy. This will be hosted 
on Tableau and is currently under development.  


Regional Update 
 


• Regional Maternity Leads 
 
The Maternity Programme is delighted to see that HEE has appointed 7 regional maternity 
leads to support the maternity workstreams across the localities. These are as follows:  


  
 
 
 
 
 
 
 
 
 
 


 
 


Locality Name 


North East & 
Yorkshire  


Jean Hayles (1) 


North West  Catherine Simm (2) 


Midlands  Amanda Battey (3) 


East of England  Gareth George (4) 


London  Caroline Ward (5) 


South East  Maggie Patching (6) 


South West  Christine Doncom (7) 


1 


2 


1 


3 
4 


5 


6 
7 



mailto:Jean.Hayles@hee.nhs.uk

mailto:Catherine.Simm@hee.nhs.uk

mailto:Amanda.Battey@hee.nhs.uk

mailto:Gareth.George@hee.nhs.uk

mailto:Gareth.George@hee.nhs.uk

mailto:Maggie.Patching@hee.nhs.uk

mailto:Christina.Doncom@hee.nhs.uk





  


July 2020  Maternity & CYP Programme (HEE) 


National workshops have been convened to support increased cooperation and shared 


working with NHSE/I colleagues and the RCM to support maternity workforce development. 


National Training Updates 


• Neonatal Qualified in Speciality (QIS) Deep-Dive 
 


As part of workstream 10, HEE is supporting the Neonatal Implementation Board (NIB) 
implement the recommendations of the Neonatal Critical Care Review (NCCR). As part of this 
the HEE Maternity & CYP Programme is planning to undertake a national review of Neonatal 
QIS training in England.  
 
This will include a review of access to programmes, supply and demand of training 
programmes, quality and consistency of programmes, evaluation and accreditation of QIS 
programmes against the BAPM core syllabus and recommendations for potential future 
training routes in 2020.  
 
A national procurement process has been launched with a contract start date of September 
2020. 
 


• Saving Babies Lives Care Bundle (SBLCB) v2 e-Learning 
 
HEE has also worked with NHSE/I, Public Health England, the Royal College of Obstetricians 
& Gynaecologists, and the Royal College of Midwives and the British Intrapartum Society to 
develop an e-learning programme to support implementation of the SBLCB v2. This learning 
can be accessed here and covers the following five key areas: 


1. Very brief advice on smoking for pregnant woman; 
2. Detection and surveillance of fetal growth restriction; 
3. Reduced fetal movements; 
4. Effective continuous fetal monitoring during labour; 
5. Reducing preterm birth. The programme is aimed at midwives and obstetricians. For 


more information about the programme, including details of how to access the e-
learning sessions, visit: https://www.e-lfh.org.uk/programmes/saving-babies-lives/ 


Other Publications 
 


• The NMC Register: 1 April 2019 – 31 March 2020 
 
The Nursing & Midwifery Council (NMC) has published their annual update on registrations 
and can be accessed here.  In terms of midwifery this includes an increase of 1002 midwives 
joining the register: 


 
  



https://www.e-lfh.org.uk/saving-babies-lives-e-learning-programme-now-available/

https://www.e-lfh.org.uk/programmes/saving-babies-lives/

https://www.nmc.org.uk/globalassets/sitedocuments/nmc-register/march-2020/nmc-register-march-2020.pdf





  


July 2020  Maternity & CYP Programme (HEE) 


• Windrush Nurses & Midwives Leadership Programme 


HEE has partnered with the Florence Nightingale Foundation to offer an exciting career 


development opportunity to recognise the contribution of Windrush nurses and midwives 


across the NHS.  


The Windrush Nurses and Midwives Leadership Programme is now open for applications 


until July 17th. Further information can be accessed here.  


• NHS Learning Hub 


HEE’s TEL Team has launched a beta version of the new national NHS Learning Hub. This 
is a new shared platform and HEE is currently seeking feedback. This can be accessed 
here. 


• International Year of the Nurse & Midwife 


Please see link below for available resources from the World Health Organisation to support 
this and can be accessed HERE. 
 
Next Briefing: August 2020 
 
Maternity & CYP Programme 
July 2020 
 



https://florence-nightingale-foundation.org.uk/windrush-nurses-and-midwives-leadership-programme-2020/

https://learninghub.nhs.uk/home/login?returnUrl=%2Fconnect%2Fauthorize%2Fcallback%3Fclient_id%3Dlearninghubwebclient%26redirect_uri%3Dhttps%253A%252F%252Flearninghub.nhs.uk%252Fsignin-oidc%26response_type%3Dcode%2520id_token%26scope%3Dopenid%2520profile%2520learninghubapi%2520offline_access%2520roles%26response_mode%3Dform_post%26nonce%3D637278029931331901.MDJjZTgwNTctNzJhNy00NWRhLWFmZTctZTEyOTcyYzQ4YTk4MDMyNjc3MjctNjdjZi00ODNmLTkxMDUtZGZmYTdkYTY2OWNm%26state%3DCfDJ8MZDCkDIPkBMqXb4qxByGzf5DWcLjNYAdjy8KydnPnSBCEzjnIZOB01sdVavPE2ku2x7WXOGm_5ZYA1uw1aRj21coZOGjFS41nUHCdYikichmfDqMSZZJWyUNqCVK_doYqe_qhm7-0tMDXvkKSzPg-WFDv8bRNeD5j_8cnQZumeBldQWCjXFCiZkVneXS7zl1oXCY0-Fh3xI4uo0T7pHCZXTAue__74_XK1iKkFtH94kIHApLruF3a-uDqqchgwYUDGN2Jlrvgj2pybzAePsHso1giSIklJLHGUB7IRJ6-s4Z7eehLlLGYpeETsvZgh_8Wl_TqXz1MOItcl84fiSJ-Q%26x-client-SKU%3DID_NETSTANDARD2_0%26x-client-ver%3D5.3.0.0&origin=https%3A%2F%2Fauth.learninghub.nhs.uk

https://www.who.int/news-room/campaigns/year-of-the-nurse-and-the-midwife-2020/get-involved/campaign-materials
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HEE Webinar: International recruitment ofAHPs and


their experiences.


Co-producing our future support for ethical and


sustainable international recruitment of Allied Health


Professionals (AHPs).


Tuesday 18th & 25th January 2022     12.00 to 13.30


#InternationalAHP







International Recruitment of AHP’s and their experiences. 


Introduction


• Housekeeping & support


• Purpose


• Overview


• Case study


• Discussion / polling


• Close (by 13.30)







Purpose of today….


• These webinars are about bringing together current AHP international recruits 


and employers to:


– Hear real examples of international recruits. Their experiences of coming to 


work in the UK.


– Gain views and ideas about how best to support the development of 


international recruitment of AHPs in England. 


– Highlight key potential areas of development based on the experiences of 


international recruits and service employers.


– Gain consensus for future interventions over the course of next 12 months.


• Planned for approx. an hour but have timetabled in for 1½ depending on the 


level of discussion.  


International Recruitment of AHP’s and their experiences. 







Overview


• Estimated shortfall of AHPs by 2024 is in region of 27,000.


• Growing recognition of the potential benefits of international recruitment of AHPs.


• New HCPC AHP registrations through the international recruitment route, fell in 2020 to about 


5000 (COVID & Brexit), but are recovering in 2021 (up to about 8000 by November 21).


• Already well funded NHSEI Nursing / Medic programmes with national and regional based 


teams.


• Whilst recruitment processes will be similar, AHPs have particular issues that need 


consideration:


– 14 professional groups, and low ethnic diversity baseline.


– No similar international recognition of profession &/or training


– Limited knowledge of global markets to indicate “surplus” or suitable trained professionals to 


ensure ethical practices.


– Smaller numbers required overall and per organisation.


– Limited wrap-around support for the long term.


International Recruitment of AHP’s and their experiences. 







Lived experience







• Right numbers , Right skills, 


Right time


• Gap between education and 


employment


• Communication


• Relationship building.


Health Education England







HCPC Registration and recruitment


Case studies :


• Radiographer from Uganda


• Physiotherapist from India


• Refugees from middle eastern countries


• Common themes: 


– Language barriers, Financial challenges, accessibility of 


official information / guidance.







1. During HCPC registration which of these 


options will be the most helpful?


a) A guide on how to complete the HCPC registration based 


on the code of practice for each AHP.


b) An official social media platform to answer queries


c) Option to pay HCPC fees in instalments


d) Next steps guide providing information about rights and 


responsibilities and how to seek employment.







Bridging gap between education and employment


Case study 2


• Diagnostic radiographer.


• Came to UK from Pakistan


• Post graduate taught degree programme 


• Common themes: NHS system knowledge, Lack of clinical 


placement


• Two aspects –


– AHPs in UK


– AHPs abroad. 







2. To bridge the gap between education and employment 


which of the following options would be most useful:


a) For all post graduate degree taught programmes in the UK to include 


a placement in the NHS.


b) For employers to offer international AHP graduates, residing in the 


UK, a band 4 post until they attain their HCPC registration.


c) Online module providing information about the Health and Social 


Care system, confidentiality, and life in UK.


d) Joint online webinar from HCPC, professional bodies and employers.







Recruitment and preceptorship


Case study 


• Physiotherapist – currently in UK – Philippines


• Common themes: Information about NHS system, challenges with 


accommodation, family commitments


• Support in first 6 months – Personally and professionally


• Cultural aspect – Community


• Supervision, personal and professional support


• AHPs getting paid on time.







3. How long should the international preceptorship 


programme run? 


a) 2months


b) 3 months


c) 4 months


d) 6 months







4. What would be most useful to include in the 


international preceptorship:


a) 2 weekly supervision and development as an autonomous 


practitioner.


b) Access to a mentor.


c) Access to a buddy in the organisation.


d) Cultural adaptation and awareness about personalised 


care.







• Recap of the questions and answers


• Identify priorities


• Focus on recruitment and retention


• Employer perspective


• Continuous professional recruitment


Summary







1. During HCPC registration which of these 


options will be the most helpful?


a) A guide on how to complete the HCPC registration based on the 


code of practice for each AHP.


b) An official social media platform to answer queries


c) Option to pay HCPC fees in instalments


d) Next steps guide providing information about rights and 


responsibilities and how to seek employment.







2. To bridge the gap between education and employment 


which of the following options would be most useful:


a) For all post graduate degree taught programmes in the UK to include a 


placement in the NHS.


b) For employers to offer international AHP graduates, residing in the UK, a 


band 4 post until they attain their HCPC registration.


c) Online module providing information about the Health and Social Care 


system, confidentiality, and life in UK.


d) Joint online webinar from HCPC, professional bodies and employers.







3. How long should the international preceptorship 


programme run? 


a) 2months


b) 3 months


c) 4 months


d) 6 months







4. What would be most useful to include in the 


international preceptorship programme:


a) 2 weekly supervision and development as an autonomous 


practitioner.


b) Access to mentor.


c) Access to buddy in the organisation.


d) Cultural adaptation and awareness about personalised 


care.







Next webinar Tuesday 25th Jan 2022 12:00 to 13:30


@agnideepak Deepak Agnihotri


@CrisMulshaw Cris Mulshaw
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HEE Webinar: International recruitment ofAHPs and


their experiences.


Co-producing our future support for ethical and


sustainable international recruitment of Allied Health


Professionals (AHPs).


Tuesday 25th January 2022 - 12.00-13.30


#InternationalAHP







International Recruitment of AHPs and their experiences. 


Introduction


• Housekeeping & support


• Purpose


• Overview & quick recap


• Case study


• Discussion / polling


• Close (by 13.30)







Purpose of today….


• These webinars are about bringing together current AHP international recruits 


and employers to:


– Hear real examples of international recruits. Their experiences of coming to 


work in the UK.


– Gain views and ideas about how best to support the development of 


international recruitment of AHPs in England. 


– Highlight key potential areas of development based on the experiences of 


international recruits and service employers.


– Gain consensus for future interventions over the course of next 12 months.


• Planned for approx. an hour but have timetabled in for 1½ depending on the 


level of discussion.  


International Recruitment of AHP’s and their experiences. 







Overview


• Estimated shortfall of AHPs by 2024 is in region of 27,000.


• Growing recognition of the potential benefits of international recruitment of AHPs.


• New HCPC AHP registrations through the international recruitment route, fell in 2020 to about 


5000 (COVID & Brexit), but are recovering in 2021 (up to about 8000 by November 21).


• Already well funded NHSEI Nursing / Medic programmes with national and regional based 


teams.


• Whilst recruitment processes will be similar, AHPs have particular issues that need 


consideration:


– 14 professional groups, and low ethnic diversity baseline.


– No similar international recognition of profession &/or training


– Limited knowledge of global markets to indicate “surplus” or suitable trained professionals to 


ensure ethical practices.


– Smaller numbers required overall and per organisation.


– Limited wrap-around support for the long term.


International Recruitment of AHP’s and their experiences. 







Webinar 1 (18th Jan 22):


- Key points in summary


• Polling results – Deepak will talk through.


• Additional comments / themes in the chat during webinar:


• Widespread praise for the lived experience of Philip and his journey – brought 


issues to life for many in the webinar.


• Recognition of the complexity of the process for both employers and recruits, and a 


wide breadth of knowledge & experience across all parties:


a. Would be benefits in streamlining process, utilising leadership at system level;


b. Would be benefit to do this at scale and in collaboration across organisations;


c. There is lots to learn from nursing colleagues who are doing this at scale, 


particularly around on-boarding / pastoral support / cultural adaptation;


d. Recruits would benefit from support in application for registration & 


employment;


e. Greater accessibility (through differing channels) and awareness of the HCPC 


processes and timeframes would also help employers.







• Right numbers , Right skills, 


Right time


• Gap between education and 


employment


• Communication


• Relationship building.


Health Education England







1. During HCPC registration which of these 


options will be the most helpful?


a) A guide on how to complete the HCPC registration based on the 


code of practice for each AHP.


b) An official social media platform to answer queries


c) Option to pay HCPC fees in instalments


d) Next steps guide providing information about rights and 


responsibilities and how to seek employment.











2. To bridge the gap between education and employment 


which of the following options would be most useful:


a) For all post graduate degree taught programmes in the UK to include 


a placement in the NHS.


b) For employers to offer international AHP graduates, residing in the 


UK, a band 4 post until they attain their HCPC registration.


c) Online module providing information about the Health and Social 


Care system, confidentiality, and life in UK.


d) Joint online webinar from HCPC, professional bodies and employers.











3. How long should the international preceptorship 


programme run? 


a) 2months


b) 3 months


c) 4 months


d) 6 months











Recruitment and preceptorship


Case study 


• Physiotherapist – currently in UK – Philippines


• Common themes: Information about NHS system, challenges with 


accommodation, family commitments


• Support in first 6 months – Personally and professionally


• Cultural aspect – Community


• Supervision, personal and professional support


• AHPs getting paid on time.







4. What would be most useful to include in the 


international preceptorship:


a) 2 weekly supervision and development as an autonomous 


practitioner.


b) Access to mentor.


c) Access to buddy in the organisation.


d) Cultural adaptation and awareness about personalised 


care.











Lived experience







Fitness to practice referrals


Case study 


• HCPC referrals


• Physiotherapist 


• Locum work


• Common themes: NHS system knowledge, Lack of clinical 


placement







5. What would be most useful to help with reducing 


fitness to practice referrals to HCPC


a) First six months free or reduced fee for the professional 


bodies’ membership.


b) Information about rights and responsibilities at time of 


HCPC registration.


c) Appropriate clinical and managerial supervision.


d) Access to mentor.







Recruitment


Case studies :


• Therapeutic radiographers


• NHS trust managers


• Interviews


• Autonomous practice


• Common themes: 


– HR barriers, Financial challenges, Visa issues







6. What would be most helpful to managers at 


NHS trusts and organisation to support IR AHPs.


a) Support with accommodation, food, and finance in the first 3 months.


b) Trust benchmarking template to self-assess and plan for resources.


c) Managers guide to support International AHPS


d) Support with the development of business case.


e) Financial incentive to NHS trusts to support placement.







Retention and continuous professional 


development


• First 6 months


• Equality at work


• Career progression opportunities


• Secondment 


• Common themes: lack of support, lack of awareness, financial 


challenges.







7. What would help with retention of 


international AHPs.


a) Equality in workplace and career progression opportunities.


b) CPD opportunities


c) Flexible working


d) Mentoring and coaching opportunities


e) Cultural competence training







Summary


• Recap of the questions and answers







1. During HCPC registration which of these 


options will be the most helpful?


a) A guide on how to complete the HCPC registration based on the 


code of practice for each AHP.


b) An official social media platform to answer queries


c) Option to pay HCPC fees in instalments


d) Next steps guide providing information about rights and 


responsibilities and how to seek employment.











2. To bridge the gap between education and employment 


which of the following options would be most useful:


a) For all post graduate degree taught programmes in the UK to include 


a placement in the NHS.


b) For employers to offer international AHP graduates, residing in the 


UK, a band 4 post until they attain their HCPC registration.


c) Online module providing information about the Health and Social 


Care system, confidentiality, and life in UK.


d) Joint online webinar from HCPC, professional bodies and employers.











3. How long should the international preceptorship 


programme run? 


a) 2months


b) 3 months


c) 4 months


d) 6 months











4. What would be most useful to include in the 


international preceptorship:


a) 2 weekly supervision and development as an autonomous 


practitioner.


b) Access to mentor.


c) Access to buddy in the organisation.


d) Cultural adaptation and awareness about personalised 


care.







5. What would be most useful to help with reducing 


fitness to practice referrals to HCPC


a) First six months free or reduced fee for the professional 


bodies’ membership.


b) Information about rights and responsibilities at time of 


HCPC registration.


c) Appropriate clinical and managerial supervision.


d) Access to mentor.







6. What would be most helpful to managers at 


NHS trusts and organisation to support IR AHPs.


a) Support with accommodation, food, and finance in the first 3 months.


b) Trust benchmarking template to self-assess and plan for resources.


c) Managers guide to support International AHPS


d) Support with the development of business case.


e) Financial incentive to NHS trusts to support placement.







7. What would help with retention of 


international AHPs.


a) Equality in workplace and career progression opportunities.


b) CPD opportunities


c) Flexible working


d) Mentoring and coaching opportunities


e) Cultural competence training







Focus on the development of the strategy


Action plan for next 12 months


@agnideepak


Deepak Agnihotri


@CrisMulshaw


Cris Mulshaw


Next steps
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FAQs





[bookmark: _Toc45019807]Health Education England’s Health & Care Professions Council Return to Practice Programme



Introduction

Health Education England (HEE) runs a programme to support Allied Health Professionals (AHPs), Healthcare Scientists (HCS) and Practicing Psychologists to return to practice by supporting them to return to the Health Care Professions Council (HCPC) register. 



The programme follows the HCPC guidance on return to practice (RTP) and supports accordingly. The programme will support clinicians with a professional healthcare qualification gained in the UK or from overseas whose qualification is recognised by the HCPC. 



The national RTP programme has been designed to provide the opportunity for returnees to update skills and knowledge in their chosen profession and within their scope of practice. 



The programme can offer clinical, financial and academic support (where applicable) to support the returnee to meet the minimum criteria to RTP and therefore meet the minimum requirements of the HCPC register. 



The programme will not arrange clinical placements or recommend specific organisations, but has been set up to support and assist returnees to follow the HCPC RTP guidance.



 (
If you are returning to practice, to re-register with The HCPC they need you to update your knowledge and skills as follows:
0 to 2 years out of practice
 – no requirements
2 to 5 years out of practice
 – 30 days of updating
5 or more years out of practice
 – 60 days of updating
NB: One day is equal to 7 hours
In the ‘days’ requirements above, we consider 1 day to be equivalent to 7 hours.
)

























Please find below some of the frequently asked questions on RTP.




Frequently Asked Questions
Health Education England’s Health & Care Professions Council Return to Practice Programme	1
Frequently Asked Questions	4
1. COVID-19: I am currently on the RTP programme and would like to support        my profession with COVID-19. Can I be placed on the temporary register?	4
2. COVID 19: I want to support during COVID-19 but have been de-registered for more than 3 years. What can I do?	4
3. COVID-19: Will I be able to use any paid employment or volunteering I do during COVID-19 as evidence for RTP days to permanently re-register with The HCPC?	5
4. COVID-19: I joined the temporary register during COVID-19 and would now like to return to practice permanently. What do I need to do?	5
5. How do I join the RTP programme?	5
6. What are the Inclusion criteria for the HEE RTP programme?	5
7. What are the exclusion criteria for the HEE RTP programme?	5
8. Why should I consider returning now?	6
9. Do I need to re-train?	6
10. What should I consider when planning how I will complete the updating of my skills and knowledge?	6
11. I am struggling to complete my RTP days in the 12 month time period required by The HCPC?	7
12. Simulation based learning: What do I classify this as in terms of evidence for RTP?	7
13. Part way through the RTP programme I will be over 5 years out of practice how many days updating do I need to complete	7
14. Do I have to do full days to meet HCPC requirements to register?	7
15. How do I join the closed facebook group?	8
16. Will I need to take any exams?	8
17. Who will assess I am competent to practice?	8
18. Will my return phase be funded?	8
19.  Can I work as a support worker to update my skills?	9
20. Do I require a DBS and who funds this?	9
21. Do I need indemnity insurance?	9
22. Will the HEE HCPC programme lead directly into employment?	9
23. I have retired and received an NHS pension, but I am interested in returning part time – is this possible?	9
24. Will I be able to work flexibly if I return?	9
25. Is there anything I can do to prepare before I return to practice?	9
26. How do I confirm how long I have been out of practice?	10
27. What other documents will I need?	10
28. How long does it take to return to practice?	10
29. How do I apply to return to the register?	10
30. How long does it take to be placed back on the HCPC register once I apply?	11
31. I haven’t practiced in my chosen profession for a long time. Does this matter?	11
32. How will HEE ensure my data remains protected?	11





[bookmark: _Toc45019808]Frequently Asked Questions 

[bookmark: _Toc45019809]1. COVID-19: I am currently on the RTP programme and would like to support        my profession with COVID-19. Can I be placed on the temporary register?

If you have been out of practice for between 0-3 years, your name should already be on the temporary register, click here to view. If your name is on this list, and you would like to offer to support your profession in the COVID-19 pandemic then you need to ensure you meet HCPC standards for RTP.

The HCPC standards will only apply to people on the COVID-19 temporary register if they go back into practice and not if they simply remain on the temporary register without practicing. If you decide to RTP as you are on the temporary register then you need to meet HCPC standards.  HCPC standards for RTP include a need to update your knowledge and skills as follows:

0 to 2 years out of practice – no requirements

2 to 5 years out of practice – 30 days of updating

NB: One day is equal to 7 hours



You also need to meet HCPC standards for RTP to achieve your permanent registration with HCPC.

If you have been out of practice for 3 years or more, based on our current risk assessment you will be unable to join the temporary register. You will therefore need to continue the RTP programme in order to re-join your profession. For any further queries regarding this please contact e-regtemp@hcpc-uk.org.

You may also wish to complete the NHS online survey to support matching you to potential COVID-19 employment by clicking here

For more information on the temporary register please click here

[bookmark: _Toc45019810]2. COVID 19: I want to support during COVID-19 but have been de-registered for more than 3 years. What can I do?

Currently, the temporary register is only eligible for individuals who have de-registered in the last 3 years. However, you can support the NHS in other ways such as by practising in an assistant role or under a non-protected title which reflects your current level of skills and knowledge. If you get in touch with your local NHS trust, they will be able to advise you on what support they need / roles are available.  You can also search websites such as NHS jobs where you can find specific roles relating to COVID-19 such as therapy support workers or health care assistants.

You may also wish to complete the NHS online survey to support matching you to potential COVID-19 employment by clicking here

[bookmark: _Toc45019811]3. COVID-19: Will I be able to use any paid employment or volunteering I do during COVID-19 as evidence for RTP days to permanently re-register with The HCPC?

Any paid employment or volunteering you undertake alongside a member of your own profession can be used to count towards your hours on the RTP programme and submitted to the HCPC as evidence for registration. If you are not working alongside a member of your own profession then you cannot use this as evidence of updating skills and knowledge for HCPC purposes. For clarification, working alongside may mean you are working within a team with a registered professional from your profession and not necessarily working in same room as the registered professional. 



[bookmark: _Toc45019812]4. COVID-19: I joined the temporary register during COVID-19 and would now like to return to practice permanently. What do I need to do?

You need to register with the RTP programme by clicking here. Someone from the RTP team will be in touch to support you with the process. You may also like to read more information on HCPC website and HEE RTP page.



[bookmark: _Toc45019813]5. How do I join the RTP programme?

You need to register with the RTP programme by clicking here.



[bookmark: _Toc45019814]6. What are the Inclusion criteria for the HEE RTP programme?

The programme will support the following health and care professionals:



· [bookmark: _Hlk508976527]Qualified AHPs, HCS and Practicing Psychologists living in England who want to return to the HCPC register to work in a health, education or social care environment in England. 



· Those health and care professionals  previously registered with the HCPC 



· Those health and care professionals who qualified in the UK but have not registered with the HCPC in the last five years. If you have not registered with the HCPC since qualifying and it is over five years, please use HCPC contact details to contact the HCPC for advice.



· Registered with the HCPC and looking for a period of clinical updating as you have remained on the register but have not practised in a patient facing role for at least 2 years.

[bookmark: _Toc45019815]7. What are the exclusion criteria for the HEE RTP programme?

· Currently the programme is not open to AHPs, Healthcare Scientists and Practicing Psychologist who have qualified abroad and have not been registered with the HCPC. Please see HCPC guidance for oversees registrants



· Returnees looking to work outside England when returned to the HCPC register



· Excludes any individual that has a fitness to practice issue cited against them on the HCPC register.



The programme is unable to support Biomedical Scientists looking to undertake a period of updating to meet their Certificate of Competency. The programme is unable to support training posts.





[bookmark: _Toc45019816]8. Why should I consider returning now?

You already have some of the skills and experience that can make a big difference to patients, clients, carers and their families. Healthcare, education and social care providers are looking at developing and growing their workforce. They need skilled AHPs, HCS, and Practising Psychologists to join their workforce by returning to practice. 



[bookmark: _Toc45019817]9. Do I need to re-train?  

No; you do not need to retrain. 



You hold a qualification in your chosen profession. Returning to practice is about gaining registration with the HCPC for you to be able to use a protected title and work for an approved health, education or social care organisation. The amount of updating of skills and knowledge required is stipulated by the duration of time you have been off the HCPC register.  The period of updating is set by the HCPC; see their website for more details. 



The route you take can be individualised to your learning needs to a large extent. There are a variety of options to suit individual learning needs including: private study, formal study, and supervised practice days. Please note however that no more than 50% of the total hours required can be private study. Please click here for more information.



[bookmark: _Toc45019818]10. What should I consider when planning how I will complete the updating of my skills and knowledge?

It is advised that you set some time aside to write down a plan of what skills and knowledge you need to update before you embark on the RTP process. You also then need to identify how you intend to achieve this updating. 



The HCPC advise that activities you carry out to update your knowledge and skills will depend on:

· the area in which you plan to work when you begin practicing again;

· your prior experience;

· any relevant skills you gained whilst out of practice; and

· any relevant developments in your profession during the time when you were out of practice.

Some universities in England are running profession specific RTP courses, although they are limited. They are not validated or endorsed by HEE or the HCPC. You can find these courses on the individual universities’ websites. 



If you opt to arrange some supervised practice, the NHS, education or social care organisation will work with you on an induction back into their setting. The organisations supporting supervised practice can only support you with updating your skills and knowledge if you present them with a clear structured plan of what you are aiming to achieve. Remember the organisation is not obliged to provide a placement in the area you request, therefore some flexibility may be required. It is worth considering trying to secure some supervised practice days in an NHS, education or social care service that you may wish to consider applying for a job at once you have returned to the HCPC register. This helps you to build up a local professional network of contacts that may prove useful to you in helping you to find employment once you return to the HCPC register.  



[bookmark: _Toc45019819]11. I am struggling to complete my RTP days in the 12 month time period required by The HCPC?



[bookmark: _Toc45019820]In this situation it is worth contacting The HCPC to see if they are able to give you any flexibility on the timeframe for completing your RTP requirements. If you are advised there is some flexibility on the timeframe, then it is worth including written confirmation of this, and who advised you of this in your application to return to the HCPC register to support your application.



[bookmark: _Toc45019821]12. Simulation based learning: What do I classify this as in terms of evidence for RTP?



[bookmark: _Toc45019822]Simulation is accepted as a means of updating skills and knowledge by The HCPC.  It is always worth emailing the HCPC to confirm this and including their response in your submission of evidence to the HCPC to return to the register. General guidance given by HCPC is that if simulated learning take place as in a lab or as a part of programme of study and is certificated then it would be formal study evidence.  If simulated learning takes place in a supervised practice place environment it may be included as evidence of supervised practice. 





[bookmark: _Toc45019823][bookmark: _Hlk45002229]13. Part way through the RTP programme I will be over 5 years out of practice how many days updating do I need to complete?

As you will be 5 or more years out of practice by the time you apply to the HCPC for registration then you will need to complete 60 days of updating. NB: One day is equal to 7 hours.

[bookmark: _Toc45019824]14. Do I have to do full days to meet HCPC requirements to register? 

The HCPC consider one day to be equivalent to 7 hours so you need to complete the equivalent amount of hours to 30 days (210 hours) or 60 days (420 hours) as required. If you are not able to complete full days (7 hours) you can complete the required hours/days flexibly.



[bookmark: _Toc45019825]15. How do I join the closed facebook group?

The programme has a closed Facebook page supported by the programme team. Its members are past and present returnees. 



You will be invited to join the closed facebook group using your unique reference number once you have signed up to the RTP programme. This group is only open to people registered on the RTP programme. Please do not invite others to join who are not registered on the programme.



The group is useful for posting queries to other members that may be able to support you and have conversations about the RTP process. It is also a good source of information on free on-line courses others have used for private study or to understand more about formal study options other returnees may have undertaken. 



Please note we expect polite, courteous, and well- mannered interactions on the group. Any behaviour considered disruptive, rude or offensive to others in the group will not be tolerated and such posts removed and individuals asked to leave the group if necessary.



Please adhere to HCPC social media guidance and guidance from your own professional body when using the facebook group.



[bookmark: _Toc45019826]16. Will I need to take any exams?

No. You need to show through evidence you have updated your skills and knowledge by a variety of Continuing Professional Development (CPD). However, some universities may ask you to complete an assignment as part of their course. It is about you providing evidence to the HCPC that you are competent. For more information visit: HCPC CPD.



[bookmark: _Toc45019827]17. Who will assess I am competent to practice?

The HCPC will assess competency to practice through the evidence you provide. When submitting your evidence, you will self-declare you are fit and competent to practice and have updated your skills and knowledge with your scope of practice. You are advised to read the HCPC RTP guidance and HCPC Standards of Proficiency.



[bookmark: _Toc45019828]18. Will my return phase be funded?

Funding is available to support formal study, private study and supervised practice. Further information can be provided by the National RTP Team. Please note we can only provide funding if you are being supported by a NHS, educational and social care commissioned service.



[bookmark: _Toc45019829]19.  Can I work as a support worker to update my skills?

Yes. Several returnees who are qualified clinicians use support worker roles to update their skills. Some organisations will offer these roles to support RTP. Please check the NHS jobs websites such as NHS Jobs and Tracs for potential roles that may accommodate your needs. The other common route is working voluntary with an organisation under an honorary contract.



[bookmark: _Toc45019830]20. Do I require a DBS and who funds this?

Yes. You will be required to have a Disclosure Baring Service (DBS) completed prior to any supervised practice or prior to commencement of some university programmes. Funding of this will depend on organisational policy. HEE has asked that any cost for DBS is not passed onto the returnee, although HEE is unable to enforce this.  Should you be charged for a DBS your out of pocket expenses will cover this.



[bookmark: _Toc45019831]21. Do I need indemnity insurance?

The HCPC requires all registrants to have adequate indemnity insurance at registration. All providers of health and social care have indemnity insurance so if you are employed to support your supervised practice or provided with an honorary contract this should provide cover. Please discuss this with your supervised practice provider or your professional body to confirm. HEE will not provide indemnity insurance and cannot be held responsible for your practice and adequate cover.  Indemnity insurance in most cases is provided by professional bodies if you join or register with them. 



[bookmark: _Toc45019832]22. Will the HEE HCPC programme lead directly into employment?

The programme cannot guarantee to lead directly into employment. The programme has been designed to support you to return to the HCPC register and get you into a position where you can seek employment. Some supervised practice providers may provide or offer opportunities of employment post re-registration.



[bookmark: _Toc45019833]23. I have retired and received an NHS pension, but I am interested in returning part time – is this possible?

In respect of employment, we recommend reading the factsheet on the NHS pension’s website.



[bookmark: _Toc45019834]24. Will I be able to work flexibly if I return?

Flexible working for returnees is an option, but we suggest you discuss this with local health, education and social care providers on an individual basis.



[bookmark: _Toc45019835]25. Is there anything I can do to prepare before I return to practice?

Do not underestimate the time and effort it will take to RTP. The health, education and social care settings have changed and therefore you will be required to show to the HCPC your learning and understanding meets with the requirements of the present systems. 



Some local trusts and universities may offer open days so that you can visit and look around. 



You are encouraged to read key policy documents that can be found on the Department of Health website. 



Sit down and create a plan of how you intend to undertake your updating, but be clear what you consider the areas you need to update are. Read HCPC Return to Practice Information .



[bookmark: _Toc45019836]26. How do I confirm how long I have been out of practice?

The HCPC hold a record of all AHPs and HCS currently and previously registered with them. Details of how to contact the HCPC are on this link HCPC contact details. You can contact The HCPC to ask them to provide you with a letter confirming the date you left the register and if there are any fitness to practice issues on your record. A copy of this letter can be provided as evidence to any organisation offering a supervised practice placement.  



In some circumstance you may have not been added to the register or your profession joined the HCPC registration since you left, therefore you may not have a HCPC number. Please contact the HCPC for further advice.



[bookmark: _Toc45019837]27. What other documents will I need?

All organisations will require you to undertake a DBS (Disclosure and Baring Service) and provide a certificate. Other useful documents to have at hand are your birth certificate, national insurance number, qualification certificates, passport and if required to use your car please ensure your car insurance covers you for business use. You may be asked to complete a health check questionnaire or medical for occupational health.



[bookmark: _Toc45019838]28. How long does it take to return to practice?

The HCPC stipulates that you have a maximum of a year to complete the relevant period of updating.



How long it takes for you to RTP will depend on several factors such as how quickly you are able to complete the stipulated number of days/hours of private study, formal study and supervised practice. 



[bookmark: _Toc45019839]29. How do I apply to return to the register? 

Please click here



Once you have completed the required days, you will be required to get a fellow AHP from your profession who is HCPC registered to sign to say you have completed the hours you are stating. They are not signing to say you are competent or safe to practice, that it is your responsibility to justify your competency to the HCPC. You need to be aware some organisation may request you understand and adhere to any national or local competencies if they provide clinical experience for you. The signatory is only signing to confirm to the best their knowledge that the evidence you have provide is correct and to confirm any days clinical you have completed. 



[bookmark: _Toc45019840]30. How long does it take to be placed back on the HCPC register once I apply?

In most cases it can take up to 10 working days for your name to be added to the relevant profession HCPC register. On some occasions it may take longer if verification of the information is required. The most common reason for delay is that the form has not been completed fully and therefore returned to the applicant. The HCPC advice you read all the information correctly and check before submitting. You will appear on the on-line register before receiving your certificate and paperwork. If you already have been issued with a HCPC this is the number you will use when registered.



[bookmark: _Toc45019841]31. I haven’t practiced in my chosen profession for a long time. Does this matter?

The RTP programme is open to all, regardless of how long you have been out of practice. It is important you understand that the delivery of health, education and social care will have changed from when you last practised. It is also important you gain the correct support and meet the minimum requirements stipulated by the HCPC.



[bookmark: _Toc45019842]32. How will HEE ensure my data remains protected?

Throughout the programme any data you provide will be held securely by HEE and used for the purposes of the programme only. Please see HEE's privacy notice for more information.







Should you not find the answer to your question in the above FAQs then please email R2PAHP-HCS@hee.nhs.uk and the team will endeavour to answer your query.



Good luck! 



Health Education England HCPC Return to Practice team 
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Financial Payment Process for claiming monies for the Health Education England HCPC Return to Practice Programme 



This is the current process in place until further notice.



The Health Education England HEE national programme for return to practice (RTP) has been designed to support all former and current Health Care Profession Council (HCPC) registrant to meet the relevant criteria to practice. As part of the programme HEE will provide up to £1,300.00 per returnee to support their Return to Practice process.  The payment will be proportional to the needs of the returnee and divided between the returnee and relevant supporting organisations clinical placement providers and course fees. The programme covers all professionals requiring HCPC registrations.

Relevant monies will only be paid to returnees and any supporting organisation when the returnees have formally registered their interest with the HEE programme by completing the relevant on-line questionnaire sent to them by the team and have been assigned a unique reference number HCPC_RTP_... and if relevant a participating clinical placement provider agrees to support the returnee with a clinical placement. The participating supporting organisation must be providing agreed commissioned NHS services and / or be a non-profit organisation (Charity). The supporting organisation must agree to support the returnee and register inform the national team of their support by emailing R2PAHP-HCS@hee.nhs.uk All parties’ must agree to provide the relevant information in a timely manner to ensure relevant payments are authorised and paid.

HEE will pay all monies in line with costs agreed as part of the programme. At no point should any party be delayed by payments of due fees unless insufficient information has been provided in accordance with process. The amount paid to each party will be in accordance to any pre-arranged agreement between HEE and all participating third parties. Any monies claimed and not used are to be returned to HEE.

The monies can be claimed as follows

· Academic support. Up to £300 per returnee. This can be used towards any specific approved Return to Practice course the returnee undertakes or to provide funding for accredited profession specific courses, ad hoc university support or modules suitable to support a return to practice candidate. Any fees paid for this must be agreed relevant for RTP and not used to advance skills.



· If the returnee is unable to attend a specific or generic Return to Practice course, but identifies that formal study is required to assist their return to practice process HEE will fund accredited modules, Ad hoc support or professional body courses relevant to the returnee’s profession up to £300. The returnee needs to commence and complete the course prior to HCPC re-registration being applied for and should form part of the their RTP updating process. Ad hoc support will only have paid to universities offering this facility as part of the programme and have expressed an interest to do so. The returnee may need to have a clinical placement in place to support the formal study require, but this is not mandatory for support from the HEE programme. The returnee will need to provide receipt before payment can be made and complete the relevant forms when provided.



· Placement support.  A payment of £500.00 can be claimed by the respective service / organisation for every returnee they host. This payment is not linked to any Tariff or LDA and will be claimed by following the process below. Please do not send invoices to local HEE offices and follow the instructions below in the flow chart. Should the returnee decide to undertake clinical updating with more than one provider then the £500.00 will be divided by the respective supporting organisations, this will need to be negotiated between the providers. It is the returnee’s responsibility to inform HEE and the providers they are undertaking more than one placement. Payment will be proportional to the clinical days/hours support provided.



· The clinical placement fee payment fee will be claimed in two parts, £250 within two weeks of the returnee commencing the placement and the second part when the returnee has confirmed to the provider and HEE they have returned to the HCPC register by providing their HCPC number for checking. At the second point of invoicing the provider will need to forward HCPC number and the date the returnee returned the register as part of the register by invoicing the details below in the orange box referencing ‘Return to Practice Placement Support fees HCPC national programme’. Please state returnee name, profession HCPC number and organisation and most importantly reference number HCPC_RTP_...       



The payment of £500 is to be used by the provider to support any expenditure incurred in relation to set up costs e.g. DBS or setting up of Honorary contracts etc. It is requested these costs are not passed onto the returnee as it is considered the placement fee will cover these costs. The monies can also be used to benefit the service in educational development through funding of courses or education equipment. The monies can also be used to reimburse for travel incurred by the returnee as part of the clinical interventions.



Payment of monies is the responsibility of the organisation. At no point should the returnee be delayed by relevant monies not being received. Therefore, we ask organisation to have in place a process to pay any monies if not on the organisational payroll. Any payment made to the returnee is to cover educational costs therefore should not incur tax. (Need to add the statement)





· [bookmark: _Hlk511805109]Returnee Out of Pocket Expenses. In addition to the £300 to cover formal study £500.00 will also be paid to the returnee to provide financial support for any out of pocket expenses they incur if undertaking a clinical placement. In recognition of the payment the returnee is required to provide any requested information in a timely manner to the main provider of their clinical placement when they have returned to the HCPC register and the date they registered, and the location of any employment offer as part of the payment terms. The payment will be claimed by the organisation providing the placement and claimed in two parts. Organisation are requested to ensure they have processes in place to ensure the returnee can be paid. Our understanding is the monies are not taxable and are being used to support the returnee in an education capacity. Returnees receiving additional income support are advised to seek advice and understand the impact any additional payment may have. We do not need to see receipts as proof for spend



First payment of £250.00 to be paid Two weeks into commencement of the clinical placement. This will be claimed by the supporting organisation. The second payment is to be made once proof of HCPC registration and any employment offer has been provided to the supporting organisation, this information will be forwarded to HEE. Should the returnee undertake a clinical placement at more than one organisation the payment can only be claimed the once. It is suggested the first payment of £250 is requested by the first organisation providing the first placement and the final payment by the last organisation supporting the returnee. It will be the responsibility of the returnee to inform each organisation providing clinical placements if they intend to undertake more than one clinical placement with more than one provider.



Out of Pocket expenses are to be used to cover the following areas of return to practice.

· Travel - To cover transport cost to and from location whilst undertaking placement. Out of pocket monies should not be used to cover cost incurred by the returnee as part of any role they undertake, this should be paid by the provider as part of travel cost and claimed accordingly

· Childcare – It has been acknowledged cost may be incurred to cover additional child care to allow the returnee to undertake placements. This cannot be claimed separately, and the out of pocket expenses are designed to support this

· DBS – All returnees will be required to provide a Disclosure Baring System (DBS). The cost of this should be covered by the provider of the placement from the placement through the £5000 placement fee provided. 

· Parking – this will cover parking cost at the site of clinical placements HEE cannot be held responsible for any parking fines.

· Support re-registration fee – It is not HEE policy to pay registration fee all this funding may be used by the returnee to pay any HCPC re-registration fees. The payment process does not allow for payment to be released prior to re-applying for HCPC registration. 

· Ad hoc non-accredited courses fees – Returnees are encouraged to undertake a variety of experiences to update their skill and knowledge and although it is acknowledged additional ad hoc courses can support this sufficient support is available the £800 out of pocket expenses will not cover courses not agreed in advance of the programme. Additional funding for specific courses will be made available, but only if agreed and approved by HEE.

· Meals – To cover the buying of food and beverages to support clinical placements.

· Uniform – cost towards purchase of uniform if required.

Although the list is not intended to be prescriptive it is aimed to provide guidance on what HEE will fund. It will not pay specific accommodation or relocation cost borne by the returnee to allow them to undertake the RTP process. 

Please follow the instructions in the flow chart below. Do not send to your local HEE office.

Financial Payment Process to support the Health Education Return to Practice HCPC programme



Health Education England will pay up to £1,300 to support any appropriate HCPC  registrant returning practitioners to work (see guidance instructions for further information)













Out of Pocket expenses of £500

Placement support of £500

Academic support up to £300



Invoice details below for relevant Return to Practice fees to be applied for via Ad Hoc Expenses form. 

Relevant academic courses or formal support. Returnee will need to provide invoice as evidence of spend.

Claimed by Trust on behalf of returnee in two parts

Claimed by supporting Trust in two parts 

Invoice details below for relevant Return to Practice Placement Support and out of packet fees. Payment to be made in two parts. 



Please send all invoices to 	All returnees are now allocated a UID: HCPC_RtP_xxx

FAO XXSSIDDIQI	which they have been asked to provide to you. Please	 

Health Education England	add to the invoice.	

West Midlands LETB

T73 Payables F485

Phoenix House, Topcliffe Lane,

Wakefield

WF3 1WE
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		From

		GM Workforce NW

		To

		GM Workforce NW

		Recipients

		gmworkforce@hee.nhs.uk



FAO: Workforce leads, Chief AHPs (North West), Chairs of AHP Councils and AHP faculties (North West), GM PMO



 



Hello everyone



 



We’ve received several AHP return to practice queries over the past month and are keen to support colleagues across the North West with some additional information.  



  



We know that supporting returnees helps to address known recruitment gaps, and the pandemic has created huge interest across AHPs in returning to the NHS – so supporting AHPs to return to practice is now more important than ever. I hope the following information is useful as you develop plans locally.



 



National support 



All AHP returnees can, and are encouraged to, register with HEE’s HCPC Return to Practice Programme. This provides a range of benefits, including: 



ü  Personalised advice and guidance.



*	£300 towards formal study course fees.

*	£500 for out of pocket expenses relating to supervised practice placement (claimed via the host organisation).

*	Online HEE e-learning modules.

*	Links with potential practice placement providers in their area.

*	Access to closed Facebook group for peer support.



 



There are also a fantastic range of resources (flyers, posters, social media graphics, branding and video case studies) to download and support return to practice in your systems and organisations, and guidance on readmission to the register is available directly from the HCPC. 



 



What next?



Over the course of the year HEE colleagues will contact organisations directly to seek support for individual returnees to achieve supervised practice placement hours, support across the region will be crucial. 



In the meantime please can I ask colleagues to to:



1.    Share information and resources from HEE’s HCPC Return to Practice Programme and HCPC guidance with colleagues.



2.    Develop plans to promote and support AHP return to practice within your organisation(s) and as AHP councils/faculties. 



3.    Share and join our regional webinar on AHP return to practice on the 6th October.



4.    Get in touch via ahp.northwest@hee.nhs if you have any queries or need any help.



 



With thanks and best wishes



 



Naomi 



 



Naomi McVey MCSP



Regional Head of Allied Health Professions (AHPs)



 



North West AHP Network



Health Education England – North West



 



M:      07554 339317



T:       0161 268 9732
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[bookmark: _Toc45019807]Health Education England’s Health & Care Professions Council Return to Practice Programme





Introduction


Health Education England (HEE) runs a programme to support Allied Health Professionals (AHPs), Healthcare Scientists (HCS) and Practicing Psychologists to return to practice by supporting them to return to the Health Care Professions Council (HCPC) register. 





The programme follows the HCPC guidance on return to practice (RTP) and supports accordingly. The programme will support clinicians with a professional healthcare qualification gained in the UK or from overseas whose qualification is recognised by the HCPC. 





The national RTP programme has been designed to provide the opportunity for returnees to update skills and knowledge in their chosen profession and within their scope of practice. 





The programme can offer clinical, financial and academic support (where applicable) to support the returnee to meet the minimum criteria to RTP and therefore meet the minimum requirements of the HCPC register. 





The programme will not arrange clinical placements or recommend specific organisations, but has been set up to support and assist returnees to follow the HCPC RTP guidance.





 (
If you are returning to practice, to re-register with The HCPC they need you to update your knowledge and skills as follows:
0 to 2 years out of practice
 – no requirements
2 to 5 years out of practice
 – 30 days of updating
5 or more years out of practice
 – 60 days of updating
NB: One day is equal to 7 hours
In the ‘days’ requirements above, we consider 1 day to be equivalent to 7 hours.
)






































Please find below some of the frequently asked questions on RTP.






Frequently Asked Questions
Health Education England’s Health & Care Professions Council Return to Practice Programme	1
Frequently Asked Questions	4
1. COVID-19: I am currently on the RTP programme and would like to support        my profession with COVID-19. Can I be placed on the temporary register?	4
2. COVID 19: I want to support during COVID-19 but have been de-registered for more than 3 years. What can I do?	4
3. COVID-19: Will I be able to use any paid employment or volunteering I do during COVID-19 as evidence for RTP days to permanently re-register with The HCPC?	5
4. COVID-19: I joined the temporary register during COVID-19 and would now like to return to practice permanently. What do I need to do?	5
5. How do I join the RTP programme?	5
6. What are the Inclusion criteria for the HEE RTP programme?	5
7. What are the exclusion criteria for the HEE RTP programme?	5
8. Why should I consider returning now?	6
9. Do I need to re-train?	6
10. What should I consider when planning how I will complete the updating of my skills and knowledge?	6
11. I am struggling to complete my RTP days in the 12 month time period required by The HCPC?	7
12. Simulation based learning: What do I classify this as in terms of evidence for RTP?	7
13. Part way through the RTP programme I will be over 5 years out of practice how many days updating do I need to complete	7
14. Do I have to do full days to meet HCPC requirements to register?	7
15. How do I join the closed facebook group?	8
16. Will I need to take any exams?	8
17. Who will assess I am competent to practice?	8
18. Will my return phase be funded?	8
19.  Can I work as a support worker to update my skills?	9
20. Do I require a DBS and who funds this?	9
21. Do I need indemnity insurance?	9
22. Will the HEE HCPC programme lead directly into employment?	9
23. I have retired and received an NHS pension, but I am interested in returning part time – is this possible?	9
24. Will I be able to work flexibly if I return?	9
25. Is there anything I can do to prepare before I return to practice?	9
26. How do I confirm how long I have been out of practice?	10
27. What other documents will I need?	10
28. How long does it take to return to practice?	10
29. How do I apply to return to the register?	10
30. How long does it take to be placed back on the HCPC register once I apply?	11
31. I haven’t practiced in my chosen profession for a long time. Does this matter?	11
32. How will HEE ensure my data remains protected?	11







[bookmark: _Toc45019808]Frequently Asked Questions 


[bookmark: _Toc45019809]1. COVID-19: I am currently on the RTP programme and would like to support        my profession with COVID-19. Can I be placed on the temporary register?


If you have been out of practice for between 0-3 years, your name should already be on the temporary register, click here to view. If your name is on this list, and you would like to offer to support your profession in the COVID-19 pandemic then you need to ensure you meet HCPC standards for RTP.


The HCPC standards will only apply to people on the COVID-19 temporary register if they go back into practice and not if they simply remain on the temporary register without practicing. If you decide to RTP as you are on the temporary register then you need to meet HCPC standards.  HCPC standards for RTP include a need to update your knowledge and skills as follows:


0 to 2 years out of practice – no requirements


2 to 5 years out of practice – 30 days of updating


NB: One day is equal to 7 hours





You also need to meet HCPC standards for RTP to achieve your permanent registration with HCPC.


If you have been out of practice for 3 years or more, based on our current risk assessment you will be unable to join the temporary register. You will therefore need to continue the RTP programme in order to re-join your profession. For any further queries regarding this please contact e-regtemp@hcpc-uk.org.


You may also wish to complete the NHS online survey to support matching you to potential COVID-19 employment by clicking here


For more information on the temporary register please click here


[bookmark: _Toc45019810]2. COVID 19: I want to support during COVID-19 but have been de-registered for more than 3 years. What can I do?


Currently, the temporary register is only eligible for individuals who have de-registered in the last 3 years. However, you can support the NHS in other ways such as by practising in an assistant role or under a non-protected title which reflects your current level of skills and knowledge. If you get in touch with your local NHS trust, they will be able to advise you on what support they need / roles are available.  You can also search websites such as NHS jobs where you can find specific roles relating to COVID-19 such as therapy support workers or health care assistants.


You may also wish to complete the NHS online survey to support matching you to potential COVID-19 employment by clicking here


[bookmark: _Toc45019811]3. COVID-19: Will I be able to use any paid employment or volunteering I do during COVID-19 as evidence for RTP days to permanently re-register with The HCPC?


Any paid employment or volunteering you undertake alongside a member of your own profession can be used to count towards your hours on the RTP programme and submitted to the HCPC as evidence for registration. If you are not working alongside a member of your own profession then you cannot use this as evidence of updating skills and knowledge for HCPC purposes. For clarification, working alongside may mean you are working within a team with a registered professional from your profession and not necessarily working in same room as the registered professional. 





[bookmark: _Toc45019812]4. COVID-19: I joined the temporary register during COVID-19 and would now like to return to practice permanently. What do I need to do?


You need to register with the RTP programme by clicking here. Someone from the RTP team will be in touch to support you with the process. You may also like to read more information on HCPC website and HEE RTP page.





[bookmark: _Toc45019813]5. How do I join the RTP programme?


You need to register with the RTP programme by clicking here.





[bookmark: _Toc45019814]6. What are the Inclusion criteria for the HEE RTP programme?


The programme will support the following health and care professionals:





· [bookmark: _Hlk508976527]Qualified AHPs, HCS and Practicing Psychologists living in England who want to return to the HCPC register to work in a health, education or social care environment in England. 





· Those health and care professionals  previously registered with the HCPC 





· Those health and care professionals who qualified in the UK but have not registered with the HCPC in the last five years. If you have not registered with the HCPC since qualifying and it is over five years, please use HCPC contact details to contact the HCPC for advice.





· Registered with the HCPC and looking for a period of clinical updating as you have remained on the register but have not practised in a patient facing role for at least 2 years.


[bookmark: _Toc45019815]7. What are the exclusion criteria for the HEE RTP programme?


· Currently the programme is not open to AHPs, Healthcare Scientists and Practicing Psychologist who have qualified abroad and have not been registered with the HCPC. Please see HCPC guidance for oversees registrants





· Returnees looking to work outside England when returned to the HCPC register





· Excludes any individual that has a fitness to practice issue cited against them on the HCPC register.





The programme is unable to support Biomedical Scientists looking to undertake a period of updating to meet their Certificate of Competency. The programme is unable to support training posts.








[bookmark: _Toc45019816]8. Why should I consider returning now?


You already have some of the skills and experience that can make a big difference to patients, clients, carers and their families. Healthcare, education and social care providers are looking at developing and growing their workforce. They need skilled AHPs, HCS, and Practising Psychologists to join their workforce by returning to practice. 





[bookmark: _Toc45019817]9. Do I need to re-train?  


No; you do not need to retrain. 





You hold a qualification in your chosen profession. Returning to practice is about gaining registration with the HCPC for you to be able to use a protected title and work for an approved health, education or social care organisation. The amount of updating of skills and knowledge required is stipulated by the duration of time you have been off the HCPC register.  The period of updating is set by the HCPC; see their website for more details. 





The route you take can be individualised to your learning needs to a large extent. There are a variety of options to suit individual learning needs including: private study, formal study, and supervised practice days. Please note however that no more than 50% of the total hours required can be private study. Please click here for more information.





[bookmark: _Toc45019818]10. What should I consider when planning how I will complete the updating of my skills and knowledge?


It is advised that you set some time aside to write down a plan of what skills and knowledge you need to update before you embark on the RTP process. You also then need to identify how you intend to achieve this updating. 





The HCPC advise that activities you carry out to update your knowledge and skills will depend on:


· the area in which you plan to work when you begin practicing again;


· your prior experience;


· any relevant skills you gained whilst out of practice; and


· any relevant developments in your profession during the time when you were out of practice.


Some universities in England are running profession specific RTP courses, although they are limited. They are not validated or endorsed by HEE or the HCPC. You can find these courses on the individual universities’ websites. 





If you opt to arrange some supervised practice, the NHS, education or social care organisation will work with you on an induction back into their setting. The organisations supporting supervised practice can only support you with updating your skills and knowledge if you present them with a clear structured plan of what you are aiming to achieve. Remember the organisation is not obliged to provide a placement in the area you request, therefore some flexibility may be required. It is worth considering trying to secure some supervised practice days in an NHS, education or social care service that you may wish to consider applying for a job at once you have returned to the HCPC register. This helps you to build up a local professional network of contacts that may prove useful to you in helping you to find employment once you return to the HCPC register.  





[bookmark: _Toc45019819]11. I am struggling to complete my RTP days in the 12 month time period required by The HCPC?





[bookmark: _Toc45019820]In this situation it is worth contacting The HCPC to see if they are able to give you any flexibility on the timeframe for completing your RTP requirements. If you are advised there is some flexibility on the timeframe, then it is worth including written confirmation of this, and who advised you of this in your application to return to the HCPC register to support your application.





[bookmark: _Toc45019821]12. Simulation based learning: What do I classify this as in terms of evidence for RTP?





[bookmark: _Toc45019822]Simulation is accepted as a means of updating skills and knowledge by The HCPC.  It is always worth emailing the HCPC to confirm this and including their response in your submission of evidence to the HCPC to return to the register. General guidance given by HCPC is that if simulated learning take place as in a lab or as a part of programme of study and is certificated then it would be formal study evidence.  If simulated learning takes place in a supervised practice place environment it may be included as evidence of supervised practice. 








[bookmark: _Hlk45002229][bookmark: _Toc45019823]13. Part way through the RTP programme I will be over 5 years out of practice how many days updating do I need to complete?


As you will be 5 or more years out of practice by the time you apply to the HCPC for registration then you will need to complete 60 days of updating. NB: One day is equal to 7 hours.


[bookmark: _Toc45019824]14. Do I have to do full days to meet HCPC requirements to register? 


The HCPC consider one day to be equivalent to 7 hours so you need to complete the equivalent amount of hours to 30 days (210 hours) or 60 days (420 hours) as required. If you are not able to complete full days (7 hours) you can complete the required hours/days flexibly.





[bookmark: _Toc45019825]15. How do I join the closed facebook group?


The programme has a closed Facebook page supported by the programme team. Its members are past and present returnees. 





You will be invited to join the closed facebook group using your unique reference number once you have signed up to the RTP programme. This group is only open to people registered on the RTP programme. Please do not invite others to join who are not registered on the programme.





The group is useful for posting queries to other members that may be able to support you and have conversations about the RTP process. It is also a good source of information on free on-line courses others have used for private study or to understand more about formal study options other returnees may have undertaken. 





Please note we expect polite, courteous, and well- mannered interactions on the group. Any behaviour considered disruptive, rude or offensive to others in the group will not be tolerated and such posts removed and individuals asked to leave the group if necessary.





Please adhere to HCPC social media guidance and guidance from your own professional body when using the facebook group.





[bookmark: _Toc45019826]16. Will I need to take any exams?


No. You need to show through evidence you have updated your skills and knowledge by a variety of Continuing Professional Development (CPD). However, some universities may ask you to complete an assignment as part of their course. It is about you providing evidence to the HCPC that you are competent. For more information visit: HCPC CPD.





[bookmark: _Toc45019827]17. Who will assess I am competent to practice?


The HCPC will assess competency to practice through the evidence you provide. When submitting your evidence, you will self-declare you are fit and competent to practice and have updated your skills and knowledge with your scope of practice. You are advised to read the HCPC RTP guidance and HCPC Standards of Proficiency.





[bookmark: _Toc45019828]18. Will my return phase be funded?


Funding is available to support formal study, private study and supervised practice. Further information can be provided by the National RTP Team. Please note we can only provide funding if you are being supported by a NHS, educational and social care commissioned service.





[bookmark: _Toc45019829]19.  Can I work as a support worker to update my skills?


Yes. Several returnees who are qualified clinicians use support worker roles to update their skills. Some organisations will offer these roles to support RTP. Please check the NHS jobs websites such as NHS Jobs and Tracs for potential roles that may accommodate your needs. The other common route is working voluntary with an organisation under an honorary contract.





[bookmark: _Toc45019830]20. Do I require a DBS and who funds this?


Yes. You will be required to have a Disclosure Baring Service (DBS) completed prior to any supervised practice or prior to commencement of some university programmes. Funding of this will depend on organisational policy. HEE has asked that any cost for DBS is not passed onto the returnee, although HEE is unable to enforce this.  Should you be charged for a DBS your out of pocket expenses will cover this.





[bookmark: _Toc45019831]21. Do I need indemnity insurance?


The HCPC requires all registrants to have adequate indemnity insurance at registration. All providers of health and social care have indemnity insurance so if you are employed to support your supervised practice or provided with an honorary contract this should provide cover. Please discuss this with your supervised practice provider or your professional body to confirm. HEE will not provide indemnity insurance and cannot be held responsible for your practice and adequate cover.  Indemnity insurance in most cases is provided by professional bodies if you join or register with them. 





[bookmark: _Toc45019832]22. Will the HEE HCPC programme lead directly into employment?


The programme cannot guarantee to lead directly into employment. The programme has been designed to support you to return to the HCPC register and get you into a position where you can seek employment. Some supervised practice providers may provide or offer opportunities of employment post re-registration.





[bookmark: _Toc45019833]23. I have retired and received an NHS pension, but I am interested in returning part time – is this possible?


In respect of employment, we recommend reading the factsheet on the NHS pension’s website.





[bookmark: _Toc45019834]24. Will I be able to work flexibly if I return?


Flexible working for returnees is an option, but we suggest you discuss this with local health, education and social care providers on an individual basis.





[bookmark: _Toc45019835]25. Is there anything I can do to prepare before I return to practice?


Do not underestimate the time and effort it will take to RTP. The health, education and social care settings have changed and therefore you will be required to show to the HCPC your learning and understanding meets with the requirements of the present systems. 





Some local trusts and universities may offer open days so that you can visit and look around. 





You are encouraged to read key policy documents that can be found on the Department of Health website. 





Sit down and create a plan of how you intend to undertake your updating, but be clear what you consider the areas you need to update are. Read HCPC Return to Practice Information .





[bookmark: _Toc45019836]26. How do I confirm how long I have been out of practice?


The HCPC hold a record of all AHPs and HCS currently and previously registered with them. Details of how to contact the HCPC are on this link HCPC contact details. You can contact The HCPC to ask them to provide you with a letter confirming the date you left the register and if there are any fitness to practice issues on your record. A copy of this letter can be provided as evidence to any organisation offering a supervised practice placement.  





In some circumstance you may have not been added to the register or your profession joined the HCPC registration since you left, therefore you may not have a HCPC number. Please contact the HCPC for further advice.





[bookmark: _Toc45019837]27. What other documents will I need?


All organisations will require you to undertake a DBS (Disclosure and Baring Service) and provide a certificate. Other useful documents to have at hand are your birth certificate, national insurance number, qualification certificates, passport and if required to use your car please ensure your car insurance covers you for business use. You may be asked to complete a health check questionnaire or medical for occupational health.





[bookmark: _Toc45019838]28. How long does it take to return to practice?


The HCPC stipulates that you have a maximum of a year to complete the relevant period of updating.





How long it takes for you to RTP will depend on several factors such as how quickly you are able to complete the stipulated number of days/hours of private study, formal study and supervised practice. 





[bookmark: _Toc45019839]29. How do I apply to return to the register? 


Please click here





Once you have completed the required days, you will be required to get a fellow AHP from your profession who is HCPC registered to sign to say you have completed the hours you are stating. They are not signing to say you are competent or safe to practice, that it is your responsibility to justify your competency to the HCPC. You need to be aware some organisation may request you understand and adhere to any national or local competencies if they provide clinical experience for you. The signatory is only signing to confirm to the best their knowledge that the evidence you have provide is correct and to confirm any days clinical you have completed. 





[bookmark: _Toc45019840]30. How long does it take to be placed back on the HCPC register once I apply?


In most cases it can take up to 10 working days for your name to be added to the relevant profession HCPC register. On some occasions it may take longer if verification of the information is required. The most common reason for delay is that the form has not been completed fully and therefore returned to the applicant. The HCPC advice you read all the information correctly and check before submitting. You will appear on the on-line register before receiving your certificate and paperwork. If you already have been issued with a HCPC this is the number you will use when registered.





[bookmark: _Toc45019841]31. I haven’t practiced in my chosen profession for a long time. Does this matter?


The RTP programme is open to all, regardless of how long you have been out of practice. It is important you understand that the delivery of health, education and social care will have changed from when you last practised. It is also important you gain the correct support and meet the minimum requirements stipulated by the HCPC.





[bookmark: _Toc45019842]32. How will HEE ensure my data remains protected?


Throughout the programme any data you provide will be held securely by HEE and used for the purposes of the programme only. Please see HEE's privacy notice for more information.











Should you not find the answer to your question in the above FAQs then please email R2PAHP-HCS@hee.nhs.uk and the team will endeavour to answer your query.





Good luck! 





Health Education England HCPC Return to Practice team 





[bookmark: _GoBack]
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[bookmark: _GoBack]Financial Payment Process for claiming monies for the Health Education England HCPC Return to Practice Programme 





This is the current process in place until further notice.





The Health Education England HEE national programme for return to practice (RTP) has been designed to support all former and current Health Care Profession Council (HCPC) registrant to meet the relevant criteria to practice. As part of the programme HEE will provide up to £1,300.00 per returnee to support their Return to Practice process.  The payment will be proportional to the needs of the returnee and divided between the returnee and relevant supporting organisations clinical placement providers and course fees. The programme covers all professionals requiring HCPC registrations.


Relevant monies will only be paid to returnees and any supporting organisation when the returnees have formally registered their interest with the HEE programme by completing the relevant on-line questionnaire sent to them by the team and have been assigned a unique reference number HCPC_RTP_... and if relevant a participating clinical placement provider agrees to support the returnee with a clinical placement. The participating supporting organisation must be providing agreed commissioned NHS services and / or be a non-profit organisation (Charity). The supporting organisation must agree to support the returnee and register inform the national team of their support by emailing R2PAHP-HCS@hee.nhs.uk All parties’ must agree to provide the relevant information in a timely manner to ensure relevant payments are authorised and paid.


HEE will pay all monies in line with costs agreed as part of the programme. At no point should any party be delayed by payments of due fees unless insufficient information has been provided in accordance with process. The amount paid to each party will be in accordance to any pre-arranged agreement between HEE and all participating third parties. Any monies claimed and not used are to be returned to HEE.


The monies can be claimed as follows


· Academic support. Up to £300 per returnee. This can be used towards any specific approved Return to Practice course the returnee undertakes or to provide funding for accredited profession specific courses, ad hoc university support or modules suitable to support a return to practice candidate. Any fees paid for this must be agreed relevant for RTP and not used to advance skills.





· If the returnee is unable to attend a specific or generic Return to Practice course, but identifies that formal study is required to assist their return to practice process HEE will fund accredited modules, Ad hoc support or professional body courses relevant to the returnee’s profession up to £300. The returnee needs to commence and complete the course prior to HCPC re-registration being applied for and should form part of the their RTP updating process. Ad hoc support will only have paid to universities offering this facility as part of the programme and have expressed an interest to do so. The returnee may need to have a clinical placement in place to support the formal study require, but this is not mandatory for support from the HEE programme. The returnee will need to provide receipt before payment can be made and complete the relevant forms when provided.





· Placement support.  A payment of £500.00 can be claimed by the respective service / organisation for every returnee they host. This payment is not linked to any Tariff or LDA and will be claimed by following the process below. Please do not send invoices to local HEE offices and follow the instructions below in the flow chart. Should the returnee decide to undertake clinical updating with more than one provider then the £500.00 will be divided by the respective supporting organisations, this will need to be negotiated between the providers. It is the returnee’s responsibility to inform HEE and the providers they are undertaking more than one placement. Payment will be proportional to the clinical days/hours support provided.





· The clinical placement fee payment fee will be claimed in two parts, £250 within two weeks of the returnee commencing the placement and the second part when the returnee has confirmed to the provider and HEE they have returned to the HCPC register by providing their HCPC number for checking. At the second point of invoicing the provider will need to forward HCPC number and the date the returnee returned the register as part of the register by invoicing the details below in the orange box referencing ‘Return to Practice Placement Support fees HCPC national programme’. Please state returnee name, profession HCPC number and organisation and most importantly reference number HCPC_RTP_...       





The payment of £500 is to be used by the provider to support any expenditure incurred in relation to set up costs e.g. DBS or setting up of Honorary contracts etc. It is requested these costs are not passed onto the returnee as it is considered the placement fee will cover these costs. The monies can also be used to benefit the service in educational development through funding of courses or education equipment. The monies can also be used to reimburse for travel incurred by the returnee as part of the clinical interventions.





Payment of monies is the responsibility of the organisation. At no point should the returnee be delayed by relevant monies not being received. Therefore, we ask organisation to have in place a process to pay any monies if not on the organisational payroll. Any payment made to the returnee is to cover educational costs therefore should not incur tax. (Need to add the statement)








· [bookmark: _Hlk511805109]Returnee Out of Pocket Expenses. In addition to the £300 to cover formal study £500.00 will also be paid to the returnee to provide financial support for any out of pocket expenses they incur if undertaking a clinical placement. In recognition of the payment the returnee is required to provide any requested information in a timely manner to the main provider of their clinical placement when they have returned to the HCPC register and the date they registered, and the location of any employment offer as part of the payment terms. The payment will be claimed by the organisation providing the placement and claimed in two parts. Organisation are requested to ensure they have processes in place to ensure the returnee can be paid. Our understanding is the monies are not taxable and are being used to support the returnee in an education capacity. Returnees receiving additional income support are advised to seek advice and understand the impact any additional payment may have. We do not need to see receipts as proof for spend





First payment of £250.00 to be paid Two weeks into commencement of the clinical placement. This will be claimed by the supporting organisation. The second payment is to be made once proof of HCPC registration and any employment offer has been provided to the supporting organisation, this information will be forwarded to HEE. Should the returnee undertake a clinical placement at more than one organisation the payment can only be claimed the once. It is suggested the first payment of £250 is requested by the first organisation providing the first placement and the final payment by the last organisation supporting the returnee. It will be the responsibility of the returnee to inform each organisation providing clinical placements if they intend to undertake more than one clinical placement with more than one provider.





Out of Pocket expenses are to be used to cover the following areas of return to practice.


· Travel - To cover transport cost to and from location whilst undertaking placement. Out of pocket monies should not be used to cover cost incurred by the returnee as part of any role they undertake, this should be paid by the provider as part of travel cost and claimed accordingly


· Childcare – It has been acknowledged cost may be incurred to cover additional child care to allow the returnee to undertake placements. This cannot be claimed separately, and the out of pocket expenses are designed to support this


· DBS – All returnees will be required to provide a Disclosure Baring System (DBS). The cost of this should be covered by the provider of the placement from the placement through the £5000 placement fee provided. 


· Parking – this will cover parking cost at the site of clinical placements HEE cannot be held responsible for any parking fines.


· Support re-registration fee – It is not HEE policy to pay registration fee all this funding may be used by the returnee to pay any HCPC re-registration fees. The payment process does not allow for payment to be released prior to re-applying for HCPC registration. 


· Ad hoc non-accredited courses fees – Returnees are encouraged to undertake a variety of experiences to update their skill and knowledge and although it is acknowledged additional ad hoc courses can support this sufficient support is available the £800 out of pocket expenses will not cover courses not agreed in advance of the programme. Additional funding for specific courses will be made available, but only if agreed and approved by HEE.


· Meals – To cover the buying of food and beverages to support clinical placements.


· Uniform – cost towards purchase of uniform if required.


Although the list is not intended to be prescriptive it is aimed to provide guidance on what HEE will fund. It will not pay specific accommodation or relocation cost borne by the returnee to allow them to undertake the RTP process. 


Please follow the instructions in the flow chart below. Do not send to your local HEE office.


Financial Payment Process to support the Health Education Return to Practice HCPC programme





Health Education England will pay up to £1,300 to support any appropriate HCPC  registrant returning practitioners to work (see guidance instructions for further information)




















Out of Pocket expenses of £500


Placement support of £500


Academic support up to £300





Invoice details below for relevant Return to Practice fees to be applied for via Ad Hoc Expenses form. 


Relevant academic courses or formal support. Returnee will need to provide invoice as evidence of spend.


Claimed by Trust on behalf of returnee in two parts


Claimed by supporting Trust in two parts 


Invoice details below for relevant Return to Practice Placement Support and out of packet fees. Payment to be made in two parts. 





Please send all invoices to 	All returnees are now allocated a UID: HCPC_RtP_xxx


FAO XXSSIDDIQI	which they have been asked to provide to you. Please	 


Health Education England	add to the invoice.	


West Midlands LETB


T73 Payables F485


Phoenix House, Topcliffe Lane,


Wakefield


WF3 1WE
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Children & Young People Quality Improvement Taskforce - the FutureNHS platform


If you have any issues accessing the FutureNHS platform link, please contact the Quality Improvement 


Taskforce at england.cypmhsip-qitaskforce@nhs.net, so that permission can be provided.


To interact with this document fully, you will need access to the FutureNHS platform. 
Please follow the link below and either log in or create an account. Access to the 
FutureNHS platform will be granted shortly thereafter.


Contents


?



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

mailto:england.cypmhsip-qitaskforce%40nhs.net?subject=
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ContentsiFutureNHS platform


In 2019, a National Quality Improvement Taskforce was established to drive improvements to specialist children 
and young people’s (CYP) inpatient mental health, learning disability and autism services in England. 


Why has this resource been developed? 


The Taskforce was established in response to recommendations identified in a 


number of high-profile reports (Care Quality Commission, Children’s Commissioner, 


HM Government, House of Commons, NHS serious incident investigation) 


expressing concern about the quality of inpatient care, amongst other areas.


During initial engagement on the Taskforce’s objectives and work programme, 


there was consistent feedback that the quality of inpatient care should be 


considered in the context of wider pathways of care. In response to this, the 


Taskforce has undertaken a piece of work to look at pathways into inpatient care, 


as well as looking at information on inpatient units, with the aim of describing how 


services should be working together more effectively to deliver high-quality care 


for CYP. 


The intention is not to duplicate the significant amount of service transformation 


work that has already been done and is currently underway. Instead, the aim has 


been to build on existing principles – specifically that community care should be 


the default option and that admissions, where needed, should have a clear clinical 


purpose and therapeutic benefit.


Who is the audience for this resource?


• �The resource pack aims to support colleagues working across CYP mental 


health, learning disability and autism services to deliver the optimum outcomes 


for our CYP.


• �One of its primary aims is to support NHS-led Provider Collaboratives for 


specialised mental health, learning disability and autism services, as they develop 


services to meet the needs of a local population.The information included also 


provides an overview of the current landscape, supported by relevant resources, 


which can be used by a range of professionals.


• �It is an interactive document, which includes links to publications and examples 


of how services are being delivered across the country, so it is best viewed online.


• �In order to make the most of the document, users will need access to the 


FutureNHS platform, where additional resources and examples will be available.


Purpose of resource pack



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.cqc.org.uk/publications/themed-work/interim-report-review-restraint-prolonged-seclusion-segregation-people

https://www.childrenscommissioner.gov.uk/report/who-are-they-where-are-they/

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/812435/reducing-the-need-for-restraint-and-restrictive-intervention.pdf

https://publications.parliament.uk/pa/jt201719/jtselect/jtrights/994/994.pdf

https://www.gov.uk/government/publications/serious-incident-investigation-report-excerpt-secretary-of-state-case-review-into-beth

https://future.nhs.uk/connect.ti/CYPQualityImprovTaskforce/view?objectId=29925520
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What is the scope of this resource?


• �The scope of the document does not include all services involved in the provision 


of mental health care for children and young people. Notably, it does not include 


community CYP teams or those aiming to intervene at the early stages of 


difficulties with mental health and emotional wellbeing.


• �Information related to other factors that may impact on the wellbeing of children 


or that contribute to poor mental health is also out of scope. Those who are 


planning services should review joint strategic needs assessments (JSNAs) for 


their area to ensure that services are responding to the needs of their local 


communities. This may include considering local challenges around housing, 


education, employment, access to leisure activities and public health.


• �The material presented is drawn from many different sources, in order to provide 


different perspectives and promote discussion about the potential to do things in 


a different way, so it is not presenting a single model of care.


• �It is not a comprehensive overview of policy relating to the areas being discussed, 


which would not be possible due to the breadth of material and the fact that 


policy continues to evolve.


• �As well as drawing on publications and examples of which the Taskforce was 


already aware, we asked Provider Collaboratives for examples of practice in 


their areas. While not externally evaluated, these examples are included to 


indicate how providers are currently meeting the needs of young people in 


crisis. Inclusion in this document does not mean that NHS England is 


advocating one way of doing things over other approaches.


• �There is a specific section in the document relating to CYP with a learning 


disability and/or autism, but the rest of the document is also inclusive of the 


needs of CYP with a learning disability and/or autism.


• �The document has been informed by the views of CYP as well as their families. 


This insight is provided in the form of quotes throughout the document, as well 


as in a specific section. 


 
A note about language


Language matters and people’s preferences around words and phrases will 


differ. This document uses the most commonly used phrasing. There are 


some abbreviations to keep wording concise, but the full words will always 


be used the first time that a phrase appears. 


One specific example is the use of ‘CYP’ instead of ‘children and young 


people’. Due to the frequency of use within the document, ‘children and 


young people’ will be used the first time that the phrase appears in each 


section, followed by ‘CYP’ subsequently.



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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Section 1 
Context


1.1  Key messages 


1.2  Policy context 


1.3  Progress on policy implementation 


1.4  GIRFT report – a national perspective 


1.5  North West review – a regional perspective 


1.6  Lived experience 


1.7  A parent and carer perspective


Contents?FutureNHS platform help



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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This document brings together a significant amount of material, which highlights different ways of doing 
things, but it is underpinned by the key principles set out here.


Community support


1.	� Intensive home treatment, with a focus on preventing crisis situations, must be 


available in addition to crisis support. Young people view hospital admission as 


an absolute ‘last resort’ and their expressed preference is to receive intensive 


support in the community to avoid crisis and the risk of admission.


2.	� Crisis services must have the capacity to see children and young people (CYP) 


face-to-face and promptly, 24/7. This is what matters to young people the most 


when they are in crisis.


3.	 �Intensive home treatment can reduce the need for inpatient beds, by providing 


cost-effective care, closer to home and in the least restrictive environment. 


Where this has been implemented successfully it has delivered improved quality 


and outcomes for young people.


4.	� Crisis support and intensive intervention must operate across mental health 


and physical health pathways.


Admission prevention


5.	� There is a need to ensure that a framework is in place to organise the multi-


agency support of young people with complex needs. Adaptive Mentalisation-


Based Integrative Treatment (AMBIT) provides such an approach.


6.	� CYP with needs in multiple domains need to be ‘owned’ by the multi-agency 


system, including social care, education, health and the police. Where this 


approach is in place it has reduced admissions to hospital significantly.


7.	 �Dynamic Support Registers (DSRs) and Care, Education and Treatment Reviews 


(CETRs) are effective in reducing hospital admission by ensuring that packages 


of care are in place for young people with learning disabilities and/or autism. 


Where similar systems are employed with other young people they have been 


effective, and could be considered for all CYP in crisis and at risk of admission.


Inpatient admission


8.	 �Effective shared care arrangements between eating disorder services and 


paediatrics can significantly reduce the need for inpatient treatment of eating 


disorders in general adolescent units and specialist eating disorder units.


9.	� Admission to an inpatient unit should only be taking place where there is a 


clear clinical purpose and therapeutic benefit, and the unit should be as close 


to home as possible. Where it is needed, a clinical model focused on brief 


admission and early discharge will reduce length of stay.


10.	�Forensic services have developed trauma-informed ways of working with 


young people that could be replicated effectively across all community and 


inpatient settings.


1.1 Key messages


Section 1 Context and current position  ➔  Key messages



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.annafreud.org/clinical-support-and-services/adaptive-mentalization-based-integrative-treatment-ambit/

https://www.annafreud.org/clinical-support-and-services/adaptive-mentalization-based-integrative-treatment-ambit/
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The policy context for children and young people (CYP) with mental health needs, learning disabilities 
and/or autism has continued to evolve in recent years.


Change has been driven by the publication of Future in Mind (2015), which 


advocated for the development of a system based on need not tiers, and Building 


the Right Support (2015), which called for CYP with a learning disability, autism 


or both to have access to comprehensive community support and the right to the 


same opportunities as anyone else. Building the right support in the community 


plays an important role in reducing the number of CYP with a learning disability 


and/or autism who are in inpatient units due to a lack of community support and 


not because they have a genuine need for inpatient mental healthcare.


The Five Year Forward View for Mental Health (2016) identified a wide range of 


priorities, as well as bringing specific focus to issues associated with out of area 


placements and the need for effective crisis services.


Transforming Children and Young People’s Mental Health Provision: a Green Paper 


(2017) set out proposals for expanding access to mental health care for CYP, 


which focused on providing additional support through schools and colleges and 


reducing waiting times for treatment. Following a 13-week public consultation, 


the Department of Health and Social Care and the Department for Education 


published the Government Response to the Consultation on Transforming Children 


and Young People’s Mental Health Provision: a Green Paper and Next Steps, which 


contained three core commitments: 


• introduction of Mental Health Support Teams (MHSTs) in schools and colleges;


• support training for senior mental health leads in schools and colleges; 


• testing of waiting time for CYP mental health services.


The NHS Long Term Plan (2019) further developed crisis services and intensive 


community support for CYP with mental health, learning disabilities and/or autism, 


as well as making a commitment to integrated and holistic care. 


The NHS has a crucial role to play in helping people with a learning disability, 


autism or both lead longer, happier and healthier lives, by making sure that 


they receive timely and appropriate health checks, while improving the level of 


awareness and understanding across the NHS of how best to support them as 


patients. More people with complex needs will be supported to live fulfilling lives 


at home rather than in hospital, while thousands will be offered a personal health 


budget, giving them choice over the type of support that they need to live the life 


they choose.


The Mental Health Data Hub, provided by NHS Digital, produces a series of 


interactive dashboards that provide mental health data in England.


1.2 Policy context 


Section 1 Context and current position  ➔  Policy context



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf

https://www.england.nhs.uk/wp-content/uploads/2015/10/ld-nat-imp-plan-oct15.pdf

https://www.england.nhs.uk/wp-content/uploads/2015/10/ld-nat-imp-plan-oct15.pdf

https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/664855/Transforming_children_and_young_people_s_mental_health_provision.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728892/government-response-to-consultation-on-transforming-children-and-young-peoples-mental-health.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728892/government-response-to-consultation-on-transforming-children-and-young-peoples-mental-health.pdf

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/728892/government-response-to-consultation-on-transforming-children-and-young-peoples-mental-health.pdf

https://www.longtermplan.nhs.uk/

https://digital.nhs.uk/data-and-information/data-tools-and-services/data-services/mental-health-data-hub
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The following areas are continued priorities for the delivery of the 


NHS Long Term Plan:


• �0-25: Comprehensive offer for 0-25 year olds integrated across health, social 


care, education and the voluntary sector to address health inequalities.


• �Access: By 2023/24, at least an additional 345,000 CYP aged 0-25 will be able 


to access NHS-funded mental health services, including Mental Health Support 


Teams (MHSTs).


• �MHSTs: There should be MHSTs working in schools and colleges – early 


intervention, supporting whole school/college approaches and helping CYP to 


get the right help and stay in education - across 20-25% of pupil population the 


country by 2023.


• �Four-week waiting times: Work with 14 pilot sites to define and agree a 


measurement approach for waiting times to access CYP mental health services 


ahead of introducing this in the Mental health clinically-led review of standards 


consultation response, published in February 2022.


• �Eating disorders: Boost investment in CYP eating disorder services to continue 


seeing 95% of urgent cases within one week, and within four weeks for non-


urgent cases. 


• �Crisis services: With a single point of access through NHS 111, all CYP 


experiencing crisis will be able to access crisis care 24 hours a day, seven days a 


week by 2023/24.


• �Whole pathways, including inpatient beds: Extension of New Models of 


Care/Provider Collaboratives continues to drive integrated pathways.


• �Digital therapies: Develop digitally-enabled care pathways for CYP in ways that 


increase inclusion. 


• �Keyworkers: CYP with a learning disability, autism or both with the most 


complex needs will have a designated keyworker by 2023/24.


• �Reducing inpatient admissions: No more than 12 to 15 CYP with a learning 


disability, autism or both per million will be cared for in an inpatient facility by 


March 2023/24.


• �Community support: Work with partners will continue to develop specialist 


community teams for CYP.


• �Wider commitments:


 	 - additional investment in youth justice services;


 	 - �reduced waiting times and increased support for CYP with learning disabilities 


and/or autism;


 	 - �6,000 highly vulnerable children with complex trauma will receive consultation, 


advice, assessment, treatment and transition into integrated services.


Section 1 Context and current position  ➔  Policy context



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.england.nhs.uk/wp-content/uploads/2022/02/mental-health-clinically-led-review-of-standards.pdf

https://www.england.nhs.uk/wp-content/uploads/2022/02/mental-health-clinically-led-review-of-standards.pdf
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Wider context for service delivery and transformation 


All parts of our health and care system will work together as integrated care 


systems (ICSs), involving:


• �stronger partnerships in local places between the NHS, local government and 


others with a more central role for primary care in providing joined-up care;


• �provider organisations being asked to step forward in formal collaborative 


arrangements that allow them to operate at scale; 


• �developing strategic commissioning through systems with a focus on population 


health outcomes; and


• �the use of digital and data to drive system working, connect health and care 


providers, improve outcomes and put the citizen at the heart of their own care.


�NHS-led Provider Collaboratives have been established to take on the 


commissioning of specialised mental health, learning disability and autism services, 


seeking to work at a more local population level to bring about improvement in 


experience and outcomes. The Centre for Mental Health report Bringing care back 


home (2020) highlights the impact of the New Care Models programme, which is 


now the Provider Collaborative programme, in enabling CYP to be treated closer to 


home.


NHS-led Provider Collaboratives will include providers from a range of 


backgrounds, including the voluntary sector, other NHS trusts and independent 


sector providers. Provider Collaboratives will work closely with ICSs, which include 


NHS organisations, local councils and others, to support improved commissioning 


of services for people within the same population footprint. They will also work 


alongside service users, carers and families.


There are key principles that underpin the Provider Collaborative model:


• �collaboration between providers and across local systems;


• �experts by experience and clinicians leading improvements in care pathways;


• ��managing resources across the collaborative to invest in community alternatives 


and reduce inappropriate admissions/care away from home;


• �working with local stakeholders;


• ���improvements in quality, patient experience and outcomes driving change;


• �advancing equality for the local population.


It is also essential that addressing health inequalities is central to any discussions 


on how to transform services. The Advancing mental health equalities strategy 


(September 2020) sets out specific issues in relation to mental health, and actions 


that are being taken. This document includes discussion of inequalities as they 


relate to young people specifically.


Anne Longfield, Chair of the Quality Improvement Taskforce Independent Strategic 


Oversight Board, provides the foreword for the report titled Heads Up: Rethinking 


mental health services for vulnerable young people dated July 2022. The report 


highlights challenges for marginalised communities trying to access services. It 


also indicates priorities for the new ICS landscape that will support the bringing 


together of partner organisations. This is to: improve outcomes in population 


health and healthcare; tackle inequalities in outcomes, experience and access; 


enhance productivity and value for money; and help the NHS to support broader 


social and economic development.


Section 1 Context and current position  ➔  Policy context



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.england.nhs.uk/integratedcare/what-is-integrated-care/

https://www.england.nhs.uk/integratedcare/what-is-integrated-care/

https://www.england.nhs.uk/mental-health/nhs-led-provider-collaboratives/

https://www.centreformentalhealth.org.uk/sites/default/files/2020-03/CentreforMH_BringingCareBackHome_0.pdf

https://www.centreformentalhealth.org.uk/sites/default/files/2020-03/CentreforMH_BringingCareBackHome_0.pdf

https://www.england.nhs.uk/wp-content/uploads/2020/10/00159-advancing-mental-health-equalities-strategy.pdf

https://thecommissiononyounglives.co.uk/wp-content/uploads/2022/07/COYL-Heads-Up-Report-July-2022.pdf

https://thecommissiononyounglives.co.uk/wp-content/uploads/2022/07/COYL-Heads-Up-Report-July-2022.pdf
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There has been real progress made for children and young people (CYP) on some of the key priorities set out 
in the previous section.


Access


• �The NHS remains committed to improving access to NHS-funded mental health 


support for CYP. Nationally, we exceeded the Five Year Forward View for Mental 


Health access target to ensure that an additional 70,000 CYP (aged 0-17) with 


a diagnosable mental health condition had access to treatment by 2020/21. The 


commitment equated to meeting 35% of need based on 2004 prevalence, and 


39.6% of need was met when measured against that prevalence. However, more 


recent surveys have shown that prevalence continues to grow, so this same activity 


equated to 37% based on 2017 data, and 27% when measured against 2021 


prevalence estimates. Changes in the survey approach mean that the data are not 


directly comparable and caution should be taken when drawing conclusions.


• �Achievement of the NHS Long Term Plan target requires even greater levels of 


expansion to ensure access to support for an additional 345,000 CYP aged 0-25 


by 2023/24. The NHS Long Term Plan Ambitions Tool has been developed to help 


systems monitor their contribution towards this commitment.


• �For 0-18s this equates to a target of additional 326,289 CYP by 2023/24.


• �In 2021/22 almost 675,000 CYP received support from NHS-funded mental health 


services, over 160,000 more CYP than the NHS Long Term Plan baseline. The most 


recent published data is available in the Mental Health Services Monthly Statistics. 


Small variation between months is expected and should be viewed in the context 


of an overall increase in numbers of CYP accessing support. With evidence of 


increasing prevalence increasing access remains a priority.


Workforce


• �According to the NHS Benchmarking CYP mental health Workforce audit (2021), 


the CYP mental health workforce has increased since the last audit in 2019 by 


39%, over 5000 additional whole time equivalent roles. The NHS workforce 


increased by 40% (+4400 WTE), whilst the Local Authority workforce shrank by 


44% (-465 WTE).​


• �Vacancies remain at 9% across the NHS workforce, with the highest vacancy rates 


for medical roles (17%), nursing (14%) and psychology (10%).​


• �Retention of NHS CYP mental health staff across a 12-month period has 


marginally dropped from 83% (2019) to 80%.


Crisis


• �CYP crisis services are expanding at pace.  At the end of 21/22, 72% of 


the country had full or partial coverage of the four key components of a 


comprehensive CYP crisis service and we are on track to meet the NHS Long Term 


Plan commitment. The most recent published data is available here.


1.3 Progress on policy implementation 


Section 1 Context and current position  ➔  Progress on policy implementation



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://future.nhs.uk/MHLTPat/view?objectId=21810736

https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-services-monthly-statistics

https://www.hee.nhs.uk/sites/default/files/documents/National%20HEE%20Children%20Young%20People%20Mental%20Health%20Service%20Report%20-%20Final%20%282.11.2021%29.pdf

https://www.hee.nhs.uk/sites/default/files/documents/National%20HEE%20Children%20Young%20People%20Mental%20Health%20Service%20Report%20-%20Final%20%282.11.2021%29.pdf

https://www.england.nhs.uk/publication/nhs-mental-health-dashboard/
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However, pressure in key areas continues…


An NHS Digital report, Mental Health of Children and Young People in England 


2022 - wave 3 follow up to 2017 survey, published in November 2022, showed 


that rates of probable mental disorder in 7-16 year olds have continued to  rise, 


from 12.1% in 2017 to a high in the most recent data of 18% (2022).


* �Note that the methodology for this survey has changed since previous reports 


and results may not be directly comparable. This is most notable in the age 


ranges presented. As this is a follow-on survey the age of participants has 


increased and therefore the age bandings are different.


The rising levels of mental health need are creating significant pressure in the 


system. Despite the many areas of excellent progress against policy priority areas, 


crisis services, A&E departments, paediatric beds, adult mental health beds and 


inpatient provision for young people are all feeling the strain. 


The following pages cover findings from the GIRFT report, an audit and service 


review across the North West and the experiences of young people and families, 


which illustrates the impact of these pressures.


Section 1 Context and current position  ➔  Progress on policy implementation


Prevalence of any probable mental disorder in children and 


young people in England by age and sex, 2022


7 to 10 year olds


11 to 16 year olds


17 to 19 year olds


20 to 22 year olds


All 7 to 16 year olds


All 17 to 24 year olds


Boys %


19.7


18.8


18.7


10.2


19.2


13.3


Girls %


10.5


22


33.1


18.7


16.7


31.2


All %


15.2


20.4


25.7


28.3


18


22



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2022-follow-up-to-the-2017-survey

https://digital.nhs.uk/data-and-information/publications/statistical/mental-health-of-children-and-young-people-in-england/2022-follow-up-to-the-2017-survey
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Children and young people’s (CYP) mental health services are the fastest growing area of healthcare across 
the country, leading to an increase in the level of resource required. 


There are a multitude of national drivers and programmes to ensure that resource 


is targeted, valued and effective. A Getting It Right First Time (GIRFT) report was 


commissioned to support and enhance these national programmes, while allowing 


a clearer focus on identifying unwarranted variation or improvement requirements 


in unexpected or unexplained areas. Through careful analysis of data and many 


clinically-led conversations, we can influence how resources can be used to provide 


the best outcomes for CYP, as well as reducing their future needs for adult mental 


health services. The GIRFT report, which is dated April 2022, draws on hard data 


collected during 2018/19. Qualitative data is still being collected.


The data in the report show that increased resource and support for CYP mental 


health services is needed. Yet resource alone will not be enough, and this 


report identifies the improvements that must be made to drive efficiency and 


effectiveness in this vital area of healthcare.


The next steps for GIRFT


Following the publication of this GIRFT report, GIRFT will focus on two areas:


• �Development of ‘gateway metrics’ and best practice library 


Work is underway to identify the approximately 50 most important data metrics 


for demonstrating effective and efficient urgent care and crisis pathways, 


including inpatient units, that will enable trusts or provider collaboratives to 


benchmark themselves against. The aim is for these benchmarking charts to be 


available on the Model Health System website. In addition to the metrics the 


charts will link to a repository of good practice so any trust which is an outlier will 


have immediate access to information on how to improve their situation. GIRFT 


will continue to offer clinically-led visits to sites.


• �Development of best practice pathways 


GIRFT will focus on mapping out best practice pathways within the crisis and 


urgent care setting. These pathways will be based on evidence based best 


practice or where necessary clinically reviewed good practice examples. The 


pathways will include clear data points to demonstrate the efficiency and 


effectiveness of the pathways. The pathways will be publicly available and trusts 


will be able to identify, through the displayed data where implementing the 


pathways would improve their own efficiency and effectiveness. GIRFT will offer 


clinically-led visits to sites that may be struggling to implement a pathway.


1.4 GIRFT report – a national perspective


Section 1 Context and current position  ➔  GIRFT report - a national perspective



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.gettingitrightfirsttime.co.uk/medical-specialties/mental-health-child-and-adolescent-mental-health-services/

https://model.nhs.uk/
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The key themes from the GIRFT report are set out below.


 
Managing crises in the community


The importance of ensuring that young people receive the right treatment close 


to home and making sure that their family, social and educational networks do 


not break down is abundantly clear. While inpatient care remains an important 


part of urgent care and crisis treatment, services aimed at avoiding crises, home 


treatment teams and alternatives to admission services are an effective and 


efficient way to provide care. The cost of one inpatient care episode equates to 


provision of care to about 100 children and young people within the community. 


Despite this, within community services there remain gaps, through training and 


resource, in managing and supporting the needs of these young people, with 


admission often required because of a lack of community provision, rather than 


because inpatient care is considered the best option.


Joined up pathways


Crisis care for CYP mental health is complex, often involving multiple different 


providers and commissioners across both health and social care. While there 


are often good reasons for this complexity it should not impact on the care that 


young people receive. However, all too often the crisis care is siloed, with young 


people feeling that they are moving from team to team, repeating their distressing 


stories, and experiencing changes to previously agreed care plans. This has 


been recognised nationally and has begun to be addressed through the NHS-


led Provider Collaborative initiatives. However, focusing on the young person’s 


journey, seamlessly stepping up or stepping down care, and making sure that the 


young person is receiving the right care at each step must remain at the heart of 


improvements.


 
Children and young people’s specialist inpatient services


The GIRFT data collection was extended to include forensic and learning disability 


inpatient units. Unsurprisingly, the issues that arose were similar in nature to those 


within the general adolescent units. A clear message around the importance of 


the quality and safety of inpatient units has arisen in all settings where young 


people are exposed to restrictive intervention, which risks re-traumatisation, 


decreased therapeutic engagement and subsequent increased time in service.


Section 1 Context and current position  ➔  GIRFT report - a national perspective



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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Holistic approach


CYP mental health is a collaborative effort, and many key roles are played 


by partners, including: children’s social care; acute hospitals and paediatric 


services; education; police and other emergency services; the voluntary, 


community and social enterprise sector; and not forgetting the young people, 


their families and carers, and community support. While inclusion of these 


partners is outside the scope of this report, their contribution and roles are 


vital.


Good patient experience, staff satisfaction and outcomes


Good patient experience, staff satisfaction and outcomes are related to an 


inpatient unit being able to articulate clearly the evidence-based care that it is 


providing and the confidence that the unit has the staffing levels and training 


to provide the care. It is clear that there is an association between a longer 


length of stay and lower staffing levels. 


Co-design


Co-design and service user participation have a strong history within CYP 


mental health services, and where services are demonstrably of high quality 


there is often clear co-design of these services. Listening to the voice of young 


people, they are clear that while an admission may be unavoidable, and on 


occasions preferable, services must be seamless and community-focused. 


It is crucial that, in taking forward the recommendations in the report, 


young people and their families are included in the design of the service 


improvements and developments.


Section 1 Context and current position  ➔  GIRFT report - a national perspective



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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To illustrate the problems facing children and young people’s (CYP) mental health services, this section sets 
out findings from one part of the country.


To inform a North West review of CYP services, the Director of Nursing for Cheshire 


and Merseyside approached NHS England System Improvement Team North to 


develop and undertake an audit. 


The findings of the North West review are set out in this section, and many of the 


points raised will be relevant across the country. However, it is important to note 


that each part of the country will have its own successes and challenges, so the 


findings set out here are not intended to be representative of the whole country.


The audit invited CCGs and provider trusts within Cheshire and Merseyside to 


identify cases of CYP presenting in crisis in the last 12 months, with needs that 


were particularly problematic to resolve, to help identify areas of focus for service 


improvement. It was anticipated that the audit would also give an indication of the 


profiles of children and young people for whom the system finds it challenging to 


provide appropriate services. The findings of the initial Cheshire and Merseyside 


audit in turn went on to support a review of services across the North West region.


The findings of the North West review would seem to correlate strongly with the 


Geting it Right First Time (GIRFT) report, as they include: high levels of variation in 


services; a lack of a joined up response; poor experiences for some young people 


and families; and rising levels of need with limited capacity to respond.


1.5 �North West review - a regional perspective 
from September 2021


Section 1 Context and current position  ➔  North West review - a regional perspective from September 2021



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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The key findings from the North West review are set out below.


 
Services


• �Significant information and communication issues.


• �Inconsistent, clinical variance, difficulty accessing services with inappropriate 


admissions.


• �‘Out of area’ placements are often far from home and family.


• �Lack of alternatives to hospital admission.


• �A&E used inappropriately, mainly because of a lack of alternatives, including 


out of hours, and lack of joint working with paediatric services.


Service delivery approaches


• �Poor provision of early intervention schemes.


• �Variation in understanding and implementation of THRIVE model.


Specialist groups:


• �Inadequate provision (knowledge and skills) of learning disability, autism 


and neurodevelopmental disorders services for those who also have mental 


health needs.


• �Unclear model and/or limited beds (learning disability and eating disorder 


services).


• �Focused support is required for ‘looked after’ children.


 
Processes


•	�Limited consistent referral and access criteria exist.


•	�Services are not familiar with what others can offer and pathway not aligned.


•	�A 0-25 service is aspirational but not yet implemented.


•	�How to access individual care packages of funding is often unclear, including 


Personal Health Budgets.


•	�Significant health inequalities that remain unaddressed.


The wider whole system


•	�Memoranda of understanding (MoU) or equivalent are required to address 


boundary disputes quickly and effectively.


•	�Improved support for paediatric services is required.


•	�Support for schools is promising but needs to be comprehensive and consistent.


•	�Social care offer is significantly impacted by reduced budgets.


•	�Crisis, home treatment and intensive community support is patchy at best.


•	�Concerns about the safety, quality and variability of alternatives to hospital and 


residential placements.


Section 1 Context and current position  ➔  North West review - a regional perspective from September 2021



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

http://implementingthrive.org/wp-content/uploads/2019/03/THRIVE-Framework-for-system-change-2019.pdf





18


ContentsiFutureNHS platform


The Covid-19 pandemic


• �Contingency planning is required to meet increase in demand.


Workforce


• �Committed workforce, but in danger of being overwhelmed.


• �Workforce capacity and capability is not fit for purpose to meet demand.


• �Supporting non-CYPMH services to develop skills needs to be a CYPMH role 


going forwards.


• �Early interventions workforce needs to be strengthened and supported.


Structures and architecture


• �Funding arrangements are often disconnected from the required service 


provision, their management arrangements and lines of responsibility and 


accountability.


• �Transition to ICS and NHS-Led Provider Collaborative working is broadly 


welcomed but requires strategic support to ensure effectiveness and 


consistency. 


Summary findings and recommendations


• There is lots of enthusiasm and energy amongst stakeholders.


• Most plans are incorporating a Thrive approach in their way forward.


• Many services feel overwhelmed with demand.


• Many lack the capacity or capability to meet demand as they would like.


• �Some CYP/families’ experiences have been inappropriate, frustrating and 


countertherapeutic.


• �Mental health offer to CYP is unclear where the person also has a learning 


disability, autism, a neurodevelopmental disorder or an eating disorder.


• �Parent-carer forums should be developed across the North West, and should 


in turn develop a quality kitemark of services in the area.


• �Core and specific offers should be consistent across the North West, to both 


improve equality and reduce variation for young people who move within 


the region.


• �A plan specifically designed to address health inequalities, in line with 


national strategy and priorities should be agreed and implemented.


• �A plan specifically targeted at the most complex cases should be agreed and 


implemented to ensure timely treatment and support. A memorandum of 


understanding should be agreed between health, social care and education 


services (including SEND) in each area, describing the escalation process to 


jointly own any complex case and stay with it until resolution.


.
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The Taskforce has sought the views of young people and families with experience of inpatient services 
throughout its work and values these contributions towards a goal of improving services for those who use 
them in the future. 


1.6 Lived experience


The Taskforce has commissioned expert organisations to engage with young 


people around their inpatient experience. This has provided several reports around 


children and young people’s (CYP) mental health services, which are summarised 


in this section. Direct quotes from young people who have used services can be 


seen here and throughout the resource pack. They highlight the challenges young 


people have experienced, as well as areas of good practice that have improved 


their journeys and made a difference in their recovery.


While this resource pack makes extensive use of the voices of young people, 


parents and carers with experience of using services, this is no substitute for service 


providers engaging their own local populations and hearing from those with 


experience of using local services about their journeys and the barriers they have 


encountered in trying to access support. 


The Being Heard review was commissioned specifically to support the development 


of the resource pack and is summarised on the next page. Summaries of other 


engagement reports and related work commissioned by the Taskforce are also 


included in this section, providing information on other aspects of young people’s 


experience.


You should be at the forefront of your care choices, 


it’s important to get your own wishes on who impacts 


your care.


“


”


Section 1 Context and current position  ➔  Lived experience
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Crisis in the community


Young people felt that accessing information about local crisis services was a ‘grey 


area’ and more difficult than it should be. There was a sense that crisis services 


were of little help and tended towards avoiding face-to-face contact.


 


 


 


Young people appear to prefer going to the local A&E department, as they feel 


it is the only way they can get ‘actual help’ and support.


Inpatient admission


Young people felt that the idea of a peer support worker had merit in inpatient 


units and that being supported by someone else with lived experience was 


welcomed. When asked if they felt like they had enough support in hospital the 


overall response was ‘No’.


Young people likened their experience of restrictive practices to that of a ‘prisoner 


and a guard’. They described often feeling punished for having negative coping 


behaviours and that the feeling of punishment had an adverse impact on their 


relationships with staff. 


1. Being Heard - a child and young person’s perspective


In 2021, a Young Advisor from Associated Development Solutions carried out a focused engagement project with young people from the North, Midlands and South 


of England to understand their current experience of the urgent care pathway and hospital admission.


Only one I know of is ‘the crisis team’. They’re useless from my 


experience and don’t do anything. Most people who call - they won’t 


go out and they try to not go out and don’t want to, they don’t call 


them back even when they agree to.


“


”


You have to be the one to be proactive, from what I’ve seen and 


heard. I think they’re totally unreliable, I would rather go to A&E 


because it’s guaranteed help, you would be seen quicker and more 


effectively and people actually give a crap about you, maybe 


because it’s in person.


“


”


Section 1 Context and current position  ➔  Lived experience


I was literally locked in my room in a part of the corridor 


because the guy opposite me was kicking off, so they protected 


staff by locking him in that part but then locked me in there too 


when I wasn’t involved. So many restrictions were explained like 


they were punishments and it messed me up, I felt worse for 


wanting to self-harm.


“


”



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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Discharge and transition


The ideal approach to discharge and transition to community support was 


described as comprising consistency, safety and timely discharge, but the reality 


was often an unplanned transition process that was not managed.


 


 


The risk of feeling ‘let down’ by the discharge to community support was 


apparent.


Young people were very clear that good communication was key to effectively 


coordinating discharge and post-discharge support in the community.


The young people involved in contributing to this report were very clear that 


they felt ‘heard’ as part of the process. Equally they were keen to know and 


understand that the views expressed in this document would also be ‘heard’ 


and acted upon.


My team from home had to sit in that meeting and create this 


plan that literally covered every area of my life, my deputy 


headteacher was there, my team from CAMHS, a dietician and my 


parents and it was foolproof. Inpatient wanted to keep me there for 


longer because I hadn’t gained a lot of weight and was still 


self-harming. But my home team put so much support in and 


because they could tell I was literally a shell from being in there 


and got me out.


“


”


[A support plan] would check how to minimise factors that led 


to admission in the first place. Would want the follow-up 


appointments to be soon after leaving and it should be fast support, 


not having to wait a long time after leaving. It should be organised in 


the background by the team whilst I’m in service, it shouldn’t all fall 


on me to organise; time is a massive factor for me.


“


”


I think a major problem causing people to relapse is when all 


services involved with a young person don’t communicate to 


make sure they are looked after throughout all services, vague 


case notes, no discussion, incorrect information, disjointed 


communications, lack of quality in care. Being handed leaflets 


at the end of stay.


“


”
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2. Common Room North engagement exercise


Common Room North engaged with a range of CYP with inpatient 


experience on a number of specific projects for the Taskforce during 


2021/22, including through visits to wards to speak with young people 


currently living in inpatient services. The themes identified during this 


engagement are summarised below:


• �Young people were aware of the lack of staff numbers, and the challenges 


this presented to their everyday care. 


• �They noted a lack of activities that felt positive and supportive for their 


mental health.


• �They also noted how positive and supportive relationships with staff and 


activities on the ward could be.


• �Distractions and things that reduce loneliness and boredom made them 


less likely to be occupied by negative thoughts.


• �The environment on the ward, and the distress of other young people, 


had an impact on their wellbeing that could be felt long after discharge.


• �Access to fresh air was often limited and felt detrimental to their recovery.


• �Accessing routine health appointments was often difficult and depended 


on support from parents or carers. 


• �Someone showing they cared about you as an individual, or taking the 


time to offer support and understanding, makes a big difference. 


3. Young Minds engagement exercise


In May 2021, Young Minds undertook a engagement exercise looking at the 


pre-admission, admission and post-discharge phases. This was a small group 


who predominantly had experience of an inpatient eating disorder ward. 


The pre-admission experiences that were shared resonated strongly with the 


Being Heard report described above.


• �Paediatric wards were considered unfit for purpose. Most participants 


reported having stayed at a paediatric ward at some point waiting for a 


psychiatric inpatient bed, some for several months and some for a few 


days, noting those staying a few days were the ‘lucky ones’.


• �All spoke about the paediatric ward not being a suitable place for 


someone with mental health symptoms, reporting being treated poorly 


and made to feel like they were not sick enough. 


• �Many also commented upon the noise and chaos on the ward making it 


more difficult and their symptoms worsening. Positively, most reported 


staying in a paediatric ward near to family and friends. 


Section 1 Context and current position  ➔  Lived experience
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4. It’s Not Rocket Science engagement exercise


The Taskforce commissioned the National Development Team For Inclusion 


(NDTi) to produce a report, It’s Not Rocket Science, describing the sensory 


experience of autistic young people in inpatient care and to make 


recommendations for both practice and environmental changes.


Young people who contributed to this work identified the impact of a 


number of factors on their experiences. 


• �A&E and paediatric wards did not feel appropriate or supportive 


environments during a mental health crisis, mainly due to the significant 


sensory challenge these environments presented. Environmental/sensory 


challenges were also common in inpatient mental health wards.


• �The use or threat of restrictive practices contributed to distress. 


• �Unplanned change, either when being admitted to a ward or during an 


admission, was difficult to manage and caused additional distress.


• �The layout of wards, and the needs and challenges of other young people, 


can increase the level of distress for young people. This was particularly 


the case during meal times, where additional sensory challenges were 


frequent.


• �Young autistic people felt ward staff did not have sufficient training 


and understanding to manage their additional needs during their 


inpatient journey.


5. �National Institute for Health Research engagement exercise


In addition to the lived experience reports above, the Taskforce 


commissioned a themed review of evidence related to the experience of 


young people with mental health problems, learning disability or autism in 


specialist inpatient mental health care.


The quality of a young person’s inpatient experience is important for 


their short and long-term therapeutic outcomes. Outcomes include the 


effectiveness of interventions, but also take account of progress towards 


personalised goals. A good quality experience will build trusting relationships 


with staff and motivate CYP and their families to engage in treatment. 


Good experiences require staff to understand what matters to CYP and their 


families, and how they perceive the care they receive. The four domains that 


were found to be key to experience are:


• �quality of relationships;


• �normality;


• �use of restrictive practices; and


• �expectations and outcomes.


A copy of the full NIHR themed review can be found here.
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It is crucial that we listen to the views of parents and carers, as well as to children and young people (CYP) 
themselves, and that we work together with them to understand need and develop solutions.


Parent Council 


The Taskforce is supported by a Parent Council made up of experts by 


experience whose children have experienced different types of inpatient care 


for young people.


Parents identified a number of areas with potential for improvement.


• �Staffing - High turnover was seen as a major problem that impacted on 


relationships with young people. The use of agency staff and a lack of 


appropriate training were consistent themes.


• �Restrictive practices - Parents felt that too often this was the ‘go to’ approach. 


It was felt that there is a lack of therapeutic input and that blanket restrictions are 


overused, particularly in the care of autistic young people.


• �Families - Parents felt that they were often seen as ‘part of the problem’ and not 


the solution. They reported feeling like they were not treated as ‘equals’ and that 


the multidisciplinary team functioning was of variable quality.


• �Lack of meaningful activity - Parents felt that there often wasn’t enough for 


CYP to do within an inpatient setting.


• �Training - The lack of staff training was felt to be problematic, especially in 


the care of autistic young people. For example, not all staff understand the 


communication and sensory needs of CYP with a learning disability and/or 


autism, and are not always able to offer personalised care and support, with 


appropriate reasonable  adjustments. There was limited evidence of systemic 


working and this led to cultural issues within the staff teams.


• �Eating disorders - It was felt that specialist units tended to overlook the wider 


needs of young people and only really focused on the eating disorder. 


• �Environments - Parents felt that 12-bedded wards were too big and led to 


real problems in the quality of care. A preference for six-bedded wards was 


expressed. 


1.7 A parent and carer perspective


”


Section 1 Context and current position  ➔  A parent and carer perspective
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Section 2 
Acute care pathway


2.1	 Crisis and intensive home treatment 


2.2	 A&E and paediatrics


2.3	 Inpatient mental health services


2.4	 Learning disability and autism – intensive intervention and inpatient services


2.5	 Eating disorders - intensive community interventions and inpatient services


2.6	� Services for children and young people with complex needs, including welfare 
and youth justice


2.7	 Integration 


2.8	 Environment


2.9	 Workforce


2.10	 Technology


Contents?FutureNHS platform help
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2.1 Crisis and intensive home treatment 
This section looks at crisis care for children and young people (CYP), focusing on the national context and what 
crisis services are, as well as what we can learn from CYP with experience of using services.


National context 


National policy highlights the need for improvement in access to services, with the 


right practitioner providing the right response in a compassionate, meaningful and 


humanistic way.


Improving access to age-appropriate crisis care for CYP is a priority for NHS 


England. CYP, as well as their parents and carers, have long advocated for 


improvements in crisis care. This has been echoed by key stakeholders, such as 


Young Minds and the Office of the Children’s Commissioner. Future in Mind, 


the  Five Year Forward View for Mental Health and the NHS Long Term Plan 


have highlighted the need to provide appropriate urgent and emergency mental 


health care for CYP. The NHS Long Term Plan commits that all children and young 


people experiencing a mental health crisis will be able to access crisis care 24 


hours a day, seven days a week by 2023/24, with a single point of access 


through NHS 111. To support this ambition, the Mental Health Implementation 


Plan 2019/20 - 23/24 set out a national expansion trajectory and funding, which is 


increasing year on year until 2023/24.


The 2022/23 priorities and operational planning guidance sets out development 


priorities for services in the wake of adjustments made during the Covid-19 


pandemic. This includes a focus on improved provision for CYP mental health care 


in acute and urgent settings, and improving co-working between NHS and local 


authority services. The guidance also directs services to reduce reliance on hospital 


inpatient care through improved collaboration and expanded community services, 


enabled by the expansion of NHS-led Provider Collaboratives across the whole 


mental health pathway.


The Urgent and Emergency Mental Health Care and Intensive Home Treatment 


for Children and Young People National Survey Report 2019/20 provides a 


comprehensive analysis of those services up to the end of March 2020.


The results showed that:


• �All CCG areas had services offering support, advice and triage by telephone or 


face-to-face contact as part of their CYP crisis offer. 


• �99% of CCG areas reported offering children and young people’s mental health 


crisis assessments in either their local emergency departments or community 


settings. 


• �Almost all CCGs (98%) reporting offered follow-on brief response in addition 


to their dedicated crisis assessments in either the emergency department, 


community settings or both, increasing from 82% in 2018.


• �Of the CCGs that responded, 64% reported Intensive Home Treatment (IHT) 


as part of their CYP crisis offer. 


• �The CYP mental health crisis and IHT workforce has increased from 13 whole 


time equivalents (WTE) per 100,000 population in 2017/18 to 19 WTE per 


100,000 population in 2019/20 (46% increase).


It is important to note that this analysis pre-dates the significant impact of the 


Covid-19 pandemic on crisis services and the developments in response to it, 


including the availability of 24/7 urgent mental health lines.
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An Urgent and Emergency Mental Health Care for Children and Young People 


Resource Pack (March 2020) has been developed to support the development of 


a comprehensive CYP crisis offer and its core functions. It is built on the national 


policy commitments to implement comprehensive, age-appropriate and evidence-


based urgent and emergency mental health services for CYP. It is primarily for 


commissioners and providers, but is also relevant to other agencies, such as primary 


care and local authorities. 


What is a crisis?


A crisis is an acute, time-limited episode experienced as overwhelming emotional 


reactions to an event. What is a crisis for one person may not be so for another. 


What becomes a crisis may not have been a crisis before or would not be a crisis in 


a different setting. The resource pack referenced above defines crisis as ‘a situation 


that a child, young person, parent, carer or any other person believes requires 


emergency support, assistance and care to prevent an acute and/or immediate risk 


to life or mental health’.


There are numerous definitions of crisis, all of which can be relevant depending 


on the setting and/or area of care being delivered. Mind describes a mental health 


crisis as occurring when someone feels that their mental health is at ‘breaking 


point’. This could include reacting to setbacks in an extreme way, with feelings 


becoming so overwhelming that young people run away, hurt themselves or others, 


or feeling they no longer want to go on living. They may: feel paranoid; hear voices; 


and/or display other behaviour that feels out of control, and is likely to endanger 


themselves or others. Ensuring that there are reasonable adjustments to meet the 


needs of autistic children and young people and those with a learning disability is 


essential. See learning disability and autism section for more information. 


It is important to note that when defining a crisis there may be different 


perspectives: self-definition; carer definition; service definition and risk definition. 


These differences should not become barriers to CYP reaching out to access 


support.


What does a good crisis service look like? 


The CYP crisis services developed in line with the NHS Long Term Plan ambition 


should be comprehensive, meaning that they should, as a minimum, offer the 


functions and hours of operation below to CYP ages 0-18 years (up to 17 years and 


364 days):​ 


1. �single point of access, including through NHS 111, to crisis support, advice 


and triage; 


2. �crisis assessment within the emergency department and in community settings;


3. �brief response/interventions within the emergency department and in community 


settings, and;


4. �intensive home treatment service. 


Functions 1, 2 and 3 – crisis assessment and brief response must operate 24/7. 


Function 4 – the intensive home treatment function should be available seven days 


per week across locally determined extended hours. Extended hours are classed as 


hours outside of standard hours of operation: Monday to Friday, 9am to 5pm.


When I experience a mental health crisis I 


would like to have access to support from services 


no matter where I am, what time of the day it is, 


or which day of the week.


“


”
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The Mental health clinically-led review of standards proposes new standards for 


urgent and emergency mental health care:


• �for an ‘urgent’ referral to a community-based mental health crisis service, a 


patient should be seen within 24 hours from referral, across all ages;


• �for a ‘very urgent’ referral to a community based mental health crisis service, a 


patient should be seen within four hours from referral, for all age groups;


• �patients referred from A&E should be seen face-to-face within one hour, by 


mental health liaison or CYP equivalent service.


The Royal College of Psychiatrists has a Quality Network for Crisis Resolution and 


Home Treatment Teams. Whilst existing standards are focussed on all-age services, 


developments are in place to consider standards with a CYP focus.


Co-production 


Co-production acknowledges that people with ‘lived experience’ of a particular 


condition are often best placed to advise on what support and services will make 


a positive difference to their lives. Done well, co-production helps to ground 


discussions in reality, and to maintain a person-centred perspective. It is part of a 


range of approaches that includes citizen involvement, participation, engagement 


and consultation. 


Co-production should be at the heart of developing any local offer, and should 


start from the earliest stages of service design, development and evaluation. The 


NDTi document Embedding co-production in mental health: A framework for 


strategic leads, commissioners and managers tells us that co-production in mental 


health is about progression towards ‘the transformation of power and control’. 


There is no single, universal model of co-production, and the way in which it is 


done is specific to the task, context and the people involved. It requires thinking 


about people (service users, carers, groups and staff), power, partnerships, 


resources and risk in ways that are very different to what has gone before in 


mental health services.


 


The Amplified programme was funded and supported by NHS England 


to support and build participation in every part of the CYP mental health 


system. As part of the Amplified project, a number of participation 


toolkits have been created that combine learning from the project and 


good practice guidance, with the aim of supporting the development of 


participation practices within organisations.


Throughout my care I expect that professionals 


will communicate with me, my family, carers, and 


people who support me, and will include us in 


any decisions made about my care.


“


”
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What do children and young people want from crisis services?


Listening to CYP with lived experience is crucial. The Urgent and Emergency Mental Health Care for Children and Young People Resource Pack referenced previously includes 


statements developed by CYP who have experienced a crisis to tell us what they want and need when experiencing a mental health crisis.


If my GP or teacher phones for advice about my 


crisis they will receive advice immediately.
“


”
”


Section 2 Acute care pathway  ➔  Crisis and intensive home treatment


If any of the above cannot be achieved, I will be 


given a clear explanation as to why and be provided 


with other options.


“


”


I will be assessed and given care and support that 


meets my needs. This might include:


• clear details of my further care and support; or


• being on my way to another safe and 


appropriate location if needed; or


• if I feel better, I can go home at any point.


“


”


I will be treated with kindness, respect, and dignity.“
”



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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CYP experiences of crisis and support services


The previous page sets out what CYP want from crisis services, and we know that significant improvements have been, and continue to be, made in the crisis offer nationally. 


These include: the types of services offered in times of crisis (support, advice and triage); an improved offer in terms of intensive home treatment teams; and an increase in the 


workforce for CYP mental health crisis and intensive home treatment services. The rollout of crisis services towards the NHS Long Term Plan commitment is continuing.


However, not everyone will have good experiences of services, and the following statements, which are drawn from the documents highlighted in the lived experience section 


of this resource pack, provide an example of CYP’s experiences when they needed to access crisis or support services.


As young people we want representation from our 


communities as well as professionals.
“


”


Deciding on admission should be a last resort - 


we should be involved in this process.
“


”


Crisis teams need to be responsive - 


timing is crucial.
“


”


Section 2 Acute care pathway  ➔  Crisis and intensive home treatment


Alternative ways of supporting us in the 


community should be developed.
“


”


When things that aren’t helpful are put in place it 


stops us from accessing services altogether.
“


”


More information is needed on what services are 


available and how they help us at each stage.
“



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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Key findings from Getting It Right First Time report


The experiences of children and young people are echoed by the findings and 


recommendations of the Getting it Right First Time (GIRFT) report. This provides 


an indication of where systems and services should focus when identifying areas 


for development. Significant progress has been made by services to improve crisis 


support, in line with national priorities and objectives, but there is still work to be 


done to ensure that services deliver a positive experience for CYP and families. 


• �There was significant variation within crisis models in terms of hours of service, 


interventions offered and staffing levels. However, the associated poor data 


collections made comparison between the models difficult. 


• �The highest performing providers were all able to demonstrate a joined-up 


crisis pathway with robust processes to ensure multi-agency assessments prior 


to admissions with determination of the aims of the admission, what would 


be offered and what outcomes would be necessary for discharge back to the 


community.


• �78% of young people will have accessed support via A&E or a paediatric ward 


in the six months prior to admission to an adolescent psychiatric inpatient unit. 


This highlights the importance of ensuring that acute hospitals are effective parts 


of the crisis pathway and allow the start of interventions that may then avoid an 


admission to a mental health unit. 


• �Too often we heard that young people were admitted to an inpatient unit 


because of a lack of an effective community alternative, rather than because it 


was felt to be the best intervention for a young person. 


The recommendations in relation to crisis provision are set out below.


• �There must be a robust pre-admission assessment process including input from 


the inpatient unit, crisis services, community team and, when necessary, the local 


authority. The aim of the assessment process should be to avoid admissions if 


possible.


• �There must be an effective and sufficiently resourced CYP urgent and emergency 


mental health pathway based on local needs and with effective data collection to 


drive quality improvement. The pathway, as indicated in the NHS Long Term Plan, 


will operate 24 hours a day, seven days a week. It will combine crisis assessment, 


brief response and intensive home treatment functions.


• �Individual providers and commissioners must ensure that there are evidence-


based crisis avoidance, specialist intensive community support teams to provide 


treatment to high-risk young people with an aim to avoid them entering a crisis. 


• �The urgent and crisis care pathways, including those for eating disorders and 


neurodevelopmental disorders, must work across physical and mental health 


organisations in a seamless and effective way, with a recognition that best 


outcomes are not always achieved in a mental health setting.
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https://www.gettingitrightfirsttime.co.uk/medical-specialties/mental-health-child-and-adolescent-mental-health-services/
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Safe Havens, crisis cafés, safe zones/spaces and 
wellbeing centres 


These non-residential facilities offer a supportive space for anyone in mental 


distress. They operate out of normal school or office hours and offer an alternative 


to attending A&E or potential admission to a mental health bed. Wellbeing centres 


for CYP have a wider support offer, working upstream of a potential crisis, but may 


also offer support and access to a specialist response.


If the difficulties I am facing during a mental health crisis 


cannot be resolved where I am, I [would like to] be provided 


with the appropriate support to choose, access and travel to 


an appropriate and safe place that is as close to my home 


as possible, where help is available.


“


”
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Safe Havens - Surrey


• �Safe Havens offer young people aged 10-18 a confidential non-clinical 


environment, where they can walk in (with or without their parents) 


to access mental health support, including in times of crisis and as an 


alternative to attending A&E. 


• �Work within Surrey and wider surrounding areas highlighted a potential 


gap in service provision, with an absence of anywhere that allowed CYP 


‘to talk to someone in a safe space’ about their mental health issues.


• �The first Haven opened in Guildford in May 2017, followed by a 


further Haven in Epsom. They are funded through CYP mental health 


transformation funding. 


• �The two Havens operate from community settings, offering drop-in sessions 


across four days a week. The Haven service also operates a telephone support 


line for young people who are distressed and worried about how they feel, 


which runs six days a week.


• �The CYP Haven service provides a series of weekend workshops, accessible 


without referral. These workshops focus on common support needs for 


young people, including anxiety and coping strategies, and managing 


strong emotions. The workshops are provided online to support access 


across the area. 


Further information on the service can be found here.


Example: Walk-in model in non-clinical setting as well as extended hours/weekend provision.



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.cyphaven.net
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Intensive home treatment teams 


Intensive home treatment teams, despite their many different names, essentially 


work to support CYP in the community: to provide support that exceeds the 


normal capability of a generic CYP mental health community team; to avoid 


unnecessary admission into hospital, where it is safe and appropriate to do so; and 


to support discharge from hospital back to the community. A young person, and 


their family or carers, may require a level of multidisciplinary or multi-agency care 


that is more resource intensive and is delivered in a specific way or by a dedicated 


service to effectively meet their needs. Teams must offer extended hours and 


include staff with specific CYP mental health expertise. 


In addition these teams could:


•	provide 24/7 access;


•	have multidisciplinary involvement;


•	work with other teams such as community mental health and social care; 


•	�support a step-down discharge plan back to community teams, where admission 


has been necessary.


Intensive interventions differ from crisis support because they provide intensive 


community or home treatment support, without which a hospital admission may 


be required.


Key principles are set out below:


•	�Intensive interventions exceed the normal capability of a generic CYP mental 


health community team. 


•	�The service is available seven days per week across extended hours. Extended 


hours are classed as hours outside of standard hours of operation: Monday to 


Friday, 9am to 5pm.


•	�Interventions are provided in the CYP’s home or in an appropriate community 


setting. 


•	�Service interventions are more scheduled or planned than a general crisis 


response and may extend over weeks or months.
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North East Lincolnshire Crisis and Intensive Home Treatment 
Service for Children and Young People (Young Minds Matter)


• �North East Lincolnshire’s Crisis and Intensive Home Treatment Service for CYP 


up to 18 years of age was established in 2013, with the aim of supporting 


young people with their mental health needs in the community and helping 


them to stay at home.


• �The crisis, liaison and intensive home treatment service operates as part of an 


integrated model within the wider community CYP mental health team.


• �Treatment/intervention is delivered within a small combined Young Minds 


Matter (YMM) crisis and home treatment team. Wherever possible the team 


endeavours to retain the same worker who originally took the referral, 


providing excellent continuity of care and very positive feedback from young 


people. 


•	�Average routine waiting time for the wider community CYP mental health 


service from referral to treatment is three weeks. 


•	�YMM has employed Peer Support Workers, offering valuable additional support 


as part of a THRIVE model to the whole CYPMHS team including the YMM 


crisis team. Feedback from CYP who have met with the Peer Support Worker 


has been positive and they have reported that it has led to change in their lives. 


•	�Treatment locations include: A&E, hospital ward, young person’s home, YMM 


work base, school or other venue of young person’s choice, such as a café or 


sports facility.


Young Minds Matter was chosen by young people as the service name to reflect 


the broader remit of emotional wellbeing included in the mental health service.


For further information about YMM click here.


Example: An integrated model for crisis liaison and intensive home treatment with the wider community mental health team.
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https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.annafreud.org/media/9242/thrive-framework-for-system-change-2019.pdf

https://www.youngminds.org.uk/media/kjxhw4z4/young-minds-young-minds-matter.pdf
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Closer2Home - Wessex and Dorset


The Closer2Home service works with families to allow treatment of young people 


in their homes who would otherwise require inpatient admission. The team 


provide intensive input, up to three times per day, operating extended hours 365 


days per year. The objectives of the team are set out below.


• �New service delivering intensive mental health treatment to young people 


requiring urgent care in their homes.


• �Reduce the need for psychiatric admission and the attendant risks associated 


with admission. ​


• �Provide assessment and intensive management services for CYP with mental 


health needs and high levels of risk who would ordinarily be admitted​.


• �Support assessments to facilitate admission to inpatient care (where clinically 


appropriate). ​


• �Provide planned, intensive home or community-based treatment services for 


young people as an alternative to admission.​


• �Offer specialist intensive home treatment for CYP whose needs exceed the 


capacity or skill level of community mental health care.


• �Provide supported discharge services (to facilitate timely discharge from an 


inpatient setting). ​


• �Support the reduction of health inequalities in CYP mental health pathways.


Acceptance criteria 


•	�Young people who repeatedly harm themselves and/or make suicidal gestures; 


and who may also experience emotional lability and distress in relationships. ​


•	�Young people with complex eating disorders, especially anorexia nervosa, 


who require intensive treatment but whose symptoms do not need medical 


stabilisation in a general hospital​.


•	�Young people currently in inpatient care who would be discharged or 


repatriated closer to home if there was increased support for this. 


Further information is available here.


Example: Working with families and young people in their own home as an alternative to hospital care.
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https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=121578149
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Use of Section 136 and the Mental Health Act 


Another complexity of young people presenting in crisis is the use of Section 136, 


which allows for young people to be removed to a place of safety by the police if 


distressed and presenting a risk to others in the community. The response required 


for support is usually complex and multi-agency, including the police. Data is 


collected on CYP who are admitted under the Mental Health Act (MHA), but data 


is limited, and varied, on MHA assessments and Section 136 assessments.


Deep-dive visits associated with the GIRFT report referenced previously have 


identified that CYP are more likely to be detained or admitted having presented on 


Section 136 if they are assessed by an adult Section 12 approved doctor without 


the presence of a CYP Section 12 approved clinician. The GIRFT team were unable 


to identify the existence of non-health-based places of safety, and deep-dive visits 


identified a theme that social care struggled to respond by identifying alternatives 


to the Section 136 suite in a timely manner. 


Section 136 assessment requires excellent knowledge of the community offer and 


what risks these services can manage. It is not enough to suggest a CYP-approved 


clinician is involved remotely with a Section 136 assessment. This is because the 


decision-making for detention under the Mental Health Act lies with the assessing 


doctor and, while specialist advice can be helpful, it is not likely to significantly 


change the outcome.


Example: CYP specialist practitioners supporting Section 136 assessments.


 
Lancashire Care – The Cove – access and outreach team 
support at Section 136 assessments


What was done?


• �working hours extended to 8am-10pm, seven days per week;


• �all Section 136 assessments for CYP supported without the need to 


request a specialist CYP practitioner, providing timelier support and 


reducing barriers;


• �daily calls made to acute hospitals within footprint.


Outcomes:


• �reduced Section 136 breaches;


• �supported better relationships with system and approved mental health 


practitioner teams locally;


• �young people and families receive timelier input.
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https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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What is the challenge?


A&E is often the first point of contact for young people experiencing a mental 


health crisis, whether this has progressed to a point where physical health support 


is required or not.


Pressures on A&E departments are well-documented. As a result of limits on 


contact with CYP mental health services via non-urgent routes, and an increase in 


demand for CYP mental health support, CYP pose an increasing challenge for A&E 


departments. Systems to support timely access to support for CYP experiencing a 


mental health crisis, and systems that reduce demand on already stretched urgent 


and emergency resources, are therefore highly desirable, which is why the NHS 


Long Term Plan is looking to focus care in the community to avoid CYP needing to 


go to A&E. 


Data from the Getting It Right First Time (GIRFT) report indicates that, of those 


who end up in mental health inpatient beds, an average of 37% of young people 


had attended A&E within the previous 24hrs (range 2-90% of reporting providers), 


rising to an average of 80% (range 15-100%) over the six months prior to 


admission. The average number of visits to hospital in the six months prior to an 


inpatient mental health unit admission was three (range 1-25).


What is the experience of CYP in A&E?


When they are in A&E, young people and families find it difficult when they have 


to tell their story to lots of different people, or to people who don’t seem to 


understand or be interested in their difficulties. 


In the worst cases, they talk about feeling shamed by staff, or treated in a way 


they felt wasn’t caring or compassionate. In addition, young people visiting A&E 


due to a mental health crisis experience the environment as being overwhelming 


and overstimulating, particularly for those with additional sensory or social 


communication needs. However, despite these drawbacks, young people report 


that they would often prefer to attend an A&E department when in crisis, as it is a 


guaranteed way of seeing a professional, in contrast to the telephone crisis services 


that are offered across the country.


Useful documents 


Joint College statement on meeting the mental health needs of children and 


young people in acute hospitals


Facing the Future – standards for children and young people in emergency 


care settings (Royal College of Paediatrics and Child Health)


Self-harm: assessment, management and preventing recurrence 


(NICE guideline)


2.2 A&E and paediatrics
This section identifies learning from A&E and paediatric settings that are attempting to meet the needs of 
children and young people (CYP) who present in a mental health crisis.
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https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.gettingitrightfirsttime.co.uk/medical-specialties/mental-health-child-and-adolescent-mental-health-services/

https://www.rcpsych.ac.uk/news-and-features/latest-news/detail/2021/12/21/joint-college-statement-on-meeting-the-mental-health-needs-of-children-and-young-people-in-acute-hospitals

https://www.rcpsych.ac.uk/news-and-features/latest-news/detail/2021/12/21/joint-college-statement-on-meeting-the-mental-health-needs-of-children-and-young-people-in-acute-hospitals

https://www.rcpch.ac.uk/resources/facing-future-standards-children-young-people-emergency-care-settings

https://www.rcpch.ac.uk/resources/facing-future-standards-children-young-people-emergency-care-settings

https://www.nice.org.uk/guidance/ng225

https://www.nice.org.uk/guidance/ng225
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What can be done to reduce reliance on A&E?


The NHS Long Term Plan makes specific reference to improving timely, age-


appropriate mental health crisis services, reducing pressure on A&E, paediatric and 


ambulance services (3.27), committing that all CYP will be able to access these 


services by the conclusion of the Plan, through a single point of access.


The following outcomes can be achieved by the improving offer for 


children and young people in crisis:


• more timely access to CYP trained mental health professionals;


• treatment in an environment that is less overstimulating and overwhelming;


• reduced burden on A&E beds and staff;


•  quicker access to intensive support, reducing repeated crises and readmission;


• �fewer new faces and handovers between teams supporting CYP, leading to a less 


confusing and more streamlined pathway with less repetition.


Despite the expansion of community and intensive support services, there will 


always be some cases where attendance at A&E or admission to a paediatric ward 


will be appropriate. These include:


• �physical health assessment or treatment relating to self-injurious behaviours, or 


those appearing confused, severely agitated or in a psychotic state;


• �urgent assessments during a mental health crisis; 


• �being seen by a mental health provider operating 24/7 within A&E; 


• �low weight eating disorder presentations who may require hospital admission for 


physical monitoring and treatment, specialist children’s mental health assessment 


and possible onward treatment, which may include admission to a paediatric 


ward as a place of safety whilst that assessment takes place.


In other cases, alternative solutions may be more appropriate, in terms of resource 


management and providing timely and appropriate support to young people in an 


environment that is less distressing.


As a result, supportive programmes are divided into two categories:


• �solutions that improve timely access to mental health support within a general 


hospital setting;


• �solutions that provide an out of hospital, accessible, crisis response to CYP who 


do not require medical treatment including solutions that divert CYP in crisis from 


the need to attend A&E at all.


Improving joined-up responses to mental health support 
in A&E


The NHS England CYP Transformation and CYP Mental Health Programme teams 


have been working to co-lead a programme focused on understanding the support 


needs of staff caring for and supporting young people in urgent and emergency 


settings. To provide support to colleagues in these settings, the teams have:


• �launched a dedicated public-facing webpage;


• �launched an e-learning platform with Health Education England;


• �co-developed a framework - with CYP, their families, Royal Colleges and 


professional bodies - that outlines recommended steps and supporting resources 


for staff to facilitate joined up working;


• �released dedicated funding to test service innovations, building understanding of 


what works to spread best practice. 


Over the next year, the teams will work with regions and systems to capture 


this learning; publish a framework; and continue to work closely with HEE to 


understand how the training and education needs of staff can best be supported.
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https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.longtermplan.nhs.uk/online-version/chapter-3-further-progress-on-care-quality-and-outcomes/a-strong-start-in-life-for-children-and-young-people/children-and-young-peoples-mental-health-services

https://www.england.nhs.uk/mental-health/cyp/supporting-children-and-young-people-with-mental-health-needs-a-joined-up-approach/

https://www.e-lfh.org.uk/programmes/cypmh_in_acute_settings

https://www.england.nhs.uk/mental-health/cyp/supporting-children-and-young-people-with-mental-health-needs-a-joined-up-approach/support-for-staff-and-systems/
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A number of services have demonstrated the savings to A&E through increased 


efficiency by hosting CYP specialist mental health staff within A&E departments, 


including outside the normal operating hours. These initiatives have allowed a 


higher rate of discharge directly from A&E, and more timely passage to paediatric 


wards for young people awaiting assessment in relation to inpatient admission or 


CYP mental health services.


Alternatives to support via A&E


Ideally, CYP experiencing a mental health crisis should be supported away from 


A&E, in a more supportive and appropriate environment for their needs. There are 


circumstances where support through A&E is most appropriate, including where 


medical support is required. Separate mental health A&E resources are popular 


with young people who have experienced crisis. Other successful initiatives have 


blended a community outreach and assessment offer, during times of crisis, with a 


timely response to those young people who require A&E as a result of self-harm or 


suicide attempts that require immediate treatment.


Opportunities to do things differently for young people in crisis include measures 


aimed at admission avoidance (reducing reliance on paediatric wards), such as 


alternative places for young people to use as a safe place during mental health 


crisis and reducing the barriers between community services and the need for 


medical care that takes place in a hospital setting. Sharing information between 


services; the availability of hospital/ self-harm passports for young people who 


frequently use emergency services; and rapid access to appropriate help are 


supportive of more consistent care for young people presenting in crisis.


 


Doncaster CCG Social, Emotional and Mental Health 
Prioritisation Group


Doncaster CCG convene a weekly meeting of senior staff from health, 


mental health, police, social care and education services, to discuss the 


package of care needed to support any young person who has attended 


A&E that week for a mental health reason. The meeting has significantly 


reduced extended stays in physical health wards and reduced the number 


of young people who require inpatient admission. It has also reduced repeat 


presentation into A&E for same/related issues.


Derby CAMHS Rapid Intervention, Support and 
Empowerment (RISE) team


Derby RISE provides rapid response to CYP presenting to the emergency 


department due to mental health crisis, as well as responding to urgent 


referrals in the community, including self-referral. The service led to a 46% 


reduction in admission to hospital, and a 48% reduction in bed days. 95% 


of users would recommend the service. 


Lincolnshire Partnership Foundation Trust CAMHS 
crisis pathway


The CAMHS Crisis and Enhanced Treatment Team is accelerating the 


development of a crisis pathway. In conjunction with local hospitals, the 


team supports the diversion of young people in crisis away from A&E 


to local clinics or mental health hubs, where they can access timely and 


appropriate assessment from skilled staff. The team also provides an 


enhanced community support offer, meaning that young people can receive 


an enhanced package of support without the need to meet multiple teams.
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https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://future.nhs.uk/system/login?nextURL=%2Fconnect%2Eti%2FCYPQualityImprovTaskforce%2Fview%3FobjectId%3D150693925

https://future.nhs.uk/system/login?nextURL=%2Fconnect%2Eti%2FCYPQualityImprovTaskforce%2Fview%3FobjectId%3D150693925

https://www.derbyshirehealthcareft.nhs.uk/services/childrens-mental-health-services-camhs-derby-and-southern-derbyshire/im-professional/camhs-liaison-team

https://www.derbyshirehealthcareft.nhs.uk/services/childrens-mental-health-services-camhs-derby-and-southern-derbyshire/im-professional/camhs-liaison-team

https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=121578661

https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=121578661
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Paediatrics


CYP in mental health crisis may be admitted to paediatric wards for a number of 


reasons: to receive treatment following self-harm or attempted suicide; for support 


with feeding and physical difficulties related to eating disorders; or as a place of 


safety to await assessment following an escalation in mental health symptoms, or 


distress during a crisis primarily related to social circumstances.


Data from GIRFT indicates that 85% of young people admitted to an inpatient 


psychiatric ward had attended a paediatric ward in the six months prior to 


admission, and around 40% had been in a paediatric ward in the 24 hours prior 


to admission to a mental health inpatient bed.


Young people can be admitted to paediatric wards needing medical treatment 


resulting from actions that have occurred as a result of their mental health 


difficulty, e.g. treatment following paracetamol overdose or stitching following self-


harm by cutting. There is little debate that where medical treatment is required, 


potentially over the course of several days, admission to an appropriate paediatric 


ward is warranted.


However, paediatric wards are sometimes used as a place of safety while a young 


person in crisis awaits assessment from a specialist mental health team. Waits for 


this type of assessment can vary, which can be distressing for the young person in 


question and potentially for other young people on the ward undergoing medical 


treatment, dependent on their needs.


In some instances, opportunities to provide appropriate support can be missed 


at this juncture, to the detriment of the young person and their family. Where 


this is the case, it’s likely that the young person will need to be readmitted to 


the paediatric ward in the future due to a presentation with a similar issue. Each 


instance where appropriate care is not provided increases the risk of the young 


person not getting the support that they need in time to effectively and safely 


improve their condition. This is also the case where admission has resulted from a 


crisis related to social factors, i.e. family dispute or placement breakdown. In these 


instances it is crucial that the resources of the full range of agencies supportive 


of CYP wellbeing can be marshalled in order to prevent further breakdown, 


inappropriate placement or delayed discharge from the hospital setting.


Young people who are at medical risk as a result of eating disorders may also be 


admitted to paediatric wards for support with feeding and hydration, either at first 


presentation or where physical health has deteriorated due to the progression of 


the eating disorder. Again, eliciting support from specialist services can take varying 


amounts of time depending on local relationships.
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What are the benefits of reducing inappropriate 
admissions to paediatric wards?


While admission to a paediatric ward may be clinically appropriate for a young 


person in crisis, there are individuals and situations where it is not the best option, 


for example where medical treatment is not required or a non-clinical environment 


may provide a better environment for the young person to de-escalate. A number 


of young people told the Quality Improvement Taskforce about the struggles that 


they experienced with the sensory environments in hospital settings whilst already 


distressed.


The NHS Long Term Plan commits to the expansion of CYP crisis services outside 


of acute hospital to reduce pressure on A&E, paediatric wards and A&E services 


(3.27). The NHS Long Term Plan notes that CYP who are given access to intensive 


community follow-up after a crisis presentation make significantly less use of crisis 


services compared to less integrated services.


Using non-hospital solutions for young people in crisis has demonstrated 


the following results:


• �reduced staffing/bed demands on paediatrics/hospital settings;


• �lower stimulation environments more appropriate for and welcomed by young 


people in distress, particularly those with autism;


• reduced waiting times for access to specialist mental health assessment.


I waited for three hours in an awful sensory 


environment...There really needs to be an out of hours 


CAMHS service where you can present.


“
”


 There were children screaming which was really 


unsettling – I was finding all the lights and noises 


quite difficult. 


“
”
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Supporting young people with learning disabilities and autism 
in emergency settings


Where possible, some adjustments can improve the experience of young people in 


crisis, for example through the support of a liaison learning disability nurse where 


available and integrating support from community learning disability teams. Where 


possible, use of side rooms etc. can facilitate a less distressing sensory environment. 


Proactive management of young people with learning disabilities or autism via 


Dynamic Support Registers (DSRs) and Care, Education and Treatment Reviews 


(CETRs) may reduce the need for crisis services. Further detail on DSRs and CETRs 


can be found in the learning disability and autism section of this resource pack.


Providing rapid response to young people attending A&E in a mental health 


crisis, from staff with relevant training and expertise, significantly reduces the 


rate at which young people require admission to paediatric wards. Where this 


is not possible, dedicated teams based within the hospital setting significantly 


reduce waiting times for assessment, care planning and discharge. There is also 


evidence that a rapid and appropriate response from clinicians with expertise in 


assessing young people’s mental health significantly reduces the rate of admission 


to psychiatric inpatient services provision. Likewise, services offering a seven-


day response significantly reduce waiting times and pressures on wards during 


weekends.


CYP placed in wards for reasons predominately related to social circumstances 


are best served by a thorough, multi-agency response, ensuring that the correct 


support is formulated between relevant supportive services. Schemes aimed 


at rapidly assembling key stakeholders showed significant reductions in the 


amount of inappropriate use of young people’s mental health beds. Established 


mechanisms for multi-agency discussion may also serve to support the network 


in instances where there are significant disruptions to service as a result of young 


people presenting significant difficulties in the absence of an alternative placement.


King’s College Hospital, London


The paediatric liaison team provides consultation and liaison for staff 


supporting children with physical health conditions, or those presenting in 


crisis via A&E, liaising with local CYP mental health teams for community 


follow-up. The liaison team conduct joint assessments with the hospital 


safeguarding team where there are social care concerns (approx. 90% of 


A&E presentations), and all A&E presentations are reviewed weekly by senior 


medical staff in the hospital infrastructure to identify any necessary actions.


More information on paediatric liaison teams can be found at the 


Royal College of Psychiatrists website.
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Inpatient care is often initiated due to concerns about safety. However, the 


threshold of severity of risk or need is not currently articulated. A scoping review 


found little evidence identifying which behavioural or symptomatic indicators 


suggest that admission is required, beyond retrospective identification of diagnoses 


attributed to adolescents who become inpatients. As community provision 


continues to develop, the focus and function of inpatient care is necessarily 


changing.


Most young people with mental health problems never need admission to inpatient 


services, as their needs can be supported by services provided in the community. 


However, a small number do require admission to an inpatient bed.


There are different types of specialist inpatient beds. Acceptance criteria and 


objectives are set out for each service in specifications that can be found here.


Reasons for admission may include:


•	deterioration in psychological functioning despite community treatment;


•	�high risk to self or others, including suicidality and aggressive behaviour towards 


others;


•	�family difficulties in the context of mental disorder making treatment difficult; 


•	�the need for 24-hour assessment or care.


Core objectives of inpatient services include:


• �assess, formulate, diagnose and treat mental disorders, including 


neurodevelopmental disorders such as learning disability and autism;


• �reduce the risk of harm to self and others;


• �provide an individualised, developmentally appropriate framework of care that 


meets needs and includes the young person and family/carers in decision-making;


• ��provide a time-limited intervention that supports recovery and will enable a safe 


transition to an appropriate alternative mental health setting;


• �provide all young people using the service with a full multidisciplinary 


biopsychosocial assessment and formulation of needs resulting in a care plan 


developed in collaboration with them and reflective of their wishes;


• �use the Care Programme Approach to underpin service delivery; and


• �deliver care within a therapeutic regime that places primary importance on 


behavioural approaches, de-escalation and psychopharmacological treatment 


of mental illness and agitated behaviour in the context of mental disorder.


It is important to keep in mind that inpatient provision is one element of support/


intervention required along the mental health pathway. Due to the nature of 


inpatient provision, what happens for CYP and families immediately before, during 


and immediately after inpatient admission has a significant impact on recovery.


2.3 Inpatient mental health services


Section 2 Acute care pathway  ➔  Inpatient mental health services


Children and young people’s (CYP) mental health, learning disability and autism inpatient services provide 
assessment and treatment for CYP with complex emotional and mental health difficulties.



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://pubmed.ncbi.nlm.nih.gov/31433372/

https://pubmed.ncbi.nlm.nih.gov/31433372/

https://www.england.nhs.uk/commissioning/spec-services/npc-crg/group-c/c03/

https://www.nhs.uk/conditions/social-care-and-support-guide/help-from-social-services-and-charities/care-for-people-with-mental-health-problems-care-programme-approach/
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National referral into inpatient services


The NHS England referral form for CYP inpatient provision is now a well-recognised 


process for accessing expert opinion (including admission) into inpatient services. 


The standardised documentation was led by NHS England and collaboratively 


developed with experts from all service lines, as well as clinicians from the wider 


system. This current standardised process supports a pre-admission assessment and 


is a central feature of inpatient consideration, so caution should be applied to any 


changes being considered.


More work is needed to ensure that assessments are completed in an integrated 


way (gatekeeping teams, inpatient teams, social care and education) and that 


where inpatient admission is deemed necessary the alternatives to hospital have 


been exhausted within a person-centred approach.


Networks


In addition to the standard referral process for specialist opinion, there are 


a number of networks in place to support the sub-specialities within CYP 


inpatient care.


Children’s units, low secure units and medium secure units have weekly 


referral and meetings that support the sub-specialist provision provided 


nationally. Clinical support and case discussion are supported in these calls.


Additionally, the national case managers network meets weekly to discuss 


pathway and process challenges supporting escalation routes where 


needed.


For further information contact england.specmh@nhs.net.


National bed availability


Access to national bed availability is available via the Capacity Planning and 


Monitoring System. All commissioned CYP mental health inpatient services, 


including learning disability and autism beds and perinatal mother and baby units, 


are available on the system. Each inpatient provider is expected to update/review 


their bed position on a daily basis, which allows providers, Provider Collaboratives, 


and regional and national NHS England teams to have an understanding of where 


beds are available and where there are challenges. There are several reports 


available within the system to allow managers to review availability and trends to 


inform current and future planning of services.
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Learning from international comparison reviews


The NHS Benchmarking Network has undertaken two international comparison 


reviews of mental health services for CYP services with 14 other countries. The 


reports for 2018 and 2019 are available here. Whilst direct comparison cannot 


always be made, there is learning from this work that should be considered in 


terms of:


• service models;


• hospital inpatient care;


• out-of-hospital care; and


• workforce.


Key issues for inpatient care


There are relatively few studies evaluating the efficacy of inpatient treatment, 


which is in part due to the complex nature of what is being delivered. The aim of 


an inpatient admission should not be to ‘cure’ the problems of a young person 


but to transform the difficulties to a level that can be managed again within the 


community.


The negative impact of admission to an inpatient unit cannot be 


underestimated in respect of:


• disruption to family life;


• �exposure to different challenging behaviours, often referred to as the negative 


impact/harmful effects of inpatient admission;


• �restrictive practices - loss of access to activities of daily living, social media, 


conforming to group rules that would not be applicable in a home/community 


setting and most significantly witnessing/subject to restrictive practices including 


restraint and seclusion;


• �‘normalising’ harmful behaviour due to frequency amongst peers, lack of social 


and family life;


• disruption to education and social life.


There are numerous reports that highlight the ongoing challenges faced by CYP 


and their families, and clinicians who receive and deliver inpatient provision.


An overview of a number of these reports is included on the following 


pages.
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Getting It Right First Time


The Getting It Right First Time (GIRFT) report highlights several important 


points for consideration by organisations who provide specialist inpatient 


care and treatment:


•	�Co-production and participation have a direct relationship to quality of service 


at every stage, including accessing help and support in the community, getting 


more help in a crisis, admission and discharge planning, as well as ongoing 


support and care in the community.


• �Exposure to and use of restrictive interventions can lead to re-traumatisation 


and decreased therapeutic engagement.


• Inclusion of partner agencies to provides a holistic approach.


• There is a lack of a clear inpatient model.


• �The restraint of young people is, on average, 5.7 times more likely to occur than 


restraint of an adult admitted to the same trust.


•	�Trusts, commissioners, and NHS-led provider collaboratives should, taking into 


consideration national training initiatives, develop a local workforce strategy 


to support delivery of the NHS Long Term Plan, with a focus on staff skills and 


competencies rather than professions.


• �The additional needs and reasonable adjustments for young people with autism 


and/or learning disabilities, who are experiencing a mental health crisis, must be 


identified and managed.


CQC


The CQC’s report Are we listening? describes the findings of the 


independent review of the system of services that support CYP. Some of 


the key findings are included here:


•� �The system is too complicated - no clear way to get help or support or find your 


way around once you are getting help.


•� �Excessively restrictive eligibility criteria, confusing referral routes, and gaps in the 


availability of services create unintended adverse consequences.


•� �Involving children, young people, their parents, families and carers in decisions 


about their care makes it easier to provide high-quality care.


•� �Investing in staff training and supporting their wellbeing improves their 


capability and the quality of care they deliver. 


Just listen. It’s not rocket science, just listen. 
“


”
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The Children’s Commissioner


The state of children’s mental health services 2019/20 is an annual report 


by Anne Longfield, then the Children’s Commissioner.


The report’s recommendations include:


•� �raising the ambition, nationally, to match best areas and hold local areas 


to account; 


•� �the aspiration to provide support to all children who need specialist care 


by 2028 requires a clear delivery plan to ensure that this target is met. 


Mental health remains the biggest issue raised by children with the 


Children’s Commissioner. Children are concerned about their own mental 


health, the mental health of their friends and problems accessing treatment. 


The Children’s Commissioner’s annual series of mental health briefings, 


which began in 2017, examines the data on NHS children’s mental 


health services to see what progress is being made towards a genuine 


transformation of children’s mental health. In particular, it seeks to assess 


progress towards bridging the gap between current levels of service 


provision and what children need from the NHS.


Health Select Committee report


The Health Select Committee published Children and young people’s 


mental health in 2021. Whilst acknowledging the progress made by DHSC 


and NHS England over recent years, the report highlights the ongoing 


significant pressures faced by CYP and families in accessing services, care 


and treatment.


In relation to inpatient care the report makes recommendations 


in relation to:


•� �a continued focus to increase the quality of inpatient care;


•� �access to advocacy for both formal and informal patients;


•� �restrictive practices - particularly prone restraint and seclusion;


•� �CYP experiences in inpatient settings.


It is worth noting that almost every report into CYP mental health services 


comments on the passion, commitment and dedication of staff, and on services 


delivering good or innovative practice to CYP and their families. Unfortunately, 


what these reports highlight is that, whilst we know that good service delivery 


happens, it remains the experience of a minority of CYP and families, which can 


have a lifelong impact.
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The Cove general adolescent unit (GAU) inpatient model, 
Lancashire and South Cumbria NHS Foundation Trust


The Cove, based in Heysham, is a 14-bedded GAU providing inpatient care 


to young people between the ages of 13 and 18. The mean length of stay 


was one of the lowest in the country (NHS Benchmarking Network 2018/19) 


and the maximum length of stay for discharges was well below the England 


average (NHS England Specialised Commissioning 2018/19). The unit was 


also a significant positive outlier for bed occupancy rates, throughput and 


accessibility.


Admission


All young people that are admitted to The Cove receive a Care Programme 


Approach within five working days, to determine if continued admission is 


indicated. Where the answer is ‘no’, the team work with partner agencies 


to ensure that there is a robust plan to support discharge. If the answer is 


‘yes’, the team formulate and agree on care aims for the remainder of the 


admission, which will be reviewed within 28 days.


The team at The Cove use a psychological formulation approach for 


assessment to inform care, intervention, risk management and post-


discharge planning for young people. This has improved outcomes for young 


people at the point of discharge, evidenced in the readmission rates to the 


unit. In the previous 12 months, the team cited five young people who 


had been readmitted to The Cove within 28 days of discharge (6% of all 


admissions).


Environment 


The Cove has been designed in collaboration with young people to ensure 


that it is safe and comfortable. There are notice boards and signage reducing 


potential ‘flash points’ and conflict that might lead to an increase in risk-


taking behaviour and cause a barrier to discharge. There are lounge areas to 


provide readily accessible quiet space away from the ward, and co-produced 


wall murals in the ward to provide background images that do not impact on 


a young person’s sensory needs.


Flow and capacity


The team have a weekly meeting to discuss all inpatient activity i.e. referrals 


into the service, young people on waiting lists, young people currently in out  


of area specialist beds, and young people at The Cove.


Example: The following example illustrates the importance of good gatekeeping processes in identifying the key function and aim of admissions, as well as 


using a formulation pathway to support care and treatment post-discharge.
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Ancora House GAU


Ancora House, based in Cheshire and Mersey, is a GAU providing inpatient care 


to young people between the ages of 13-18.


Autism awareness and training


Ancora House provides effective and high-quality autism training for staff in a 


variety of different ways. Autism awareness forms part of the local induction 


process for all new starters and all staff undertake mandatory autism training, 


which is then enhanced with local training provided by autism experts within the 


Trust. Staff at Ancora House have opportunities to undertake several different 


modules through remote learning to further develop their skills. These modules 


are delivered by the National Autistic Society (NAS).


As a GAU, the assessments undertaken at Ancora House are not just aimed 


at the mental health of CYP, but focus on the specific challenges faced by 


individuals with autism. The assessments include the Sensory Profile, which 


uniquely examines sensory processing difficulties and speech and language 


assessments and interventions. The findings can be used to adapt a physical 


or educational environment, and to promote self-care and self-regulation. All 


interventions are collaborative and person-centred, and often include bespoke 


visual information to allow more effective processing by the young person.


Environment 


The environment has been developed in collaboration with young people and 


has taken into consideration the sensory needs of young people with autism. This 


includes low stimulus areas, variable mood lighting and noise reduction measures. 


Feedback from young people and external inspections has been utilised to adapt 


and improve the environment.


Accreditation


In 2021, Ancora House gained autism accreditation, which can be seen in 


the National Autistic Society directory. The journey to achieving this included 


contacting the NAS, who then provided the relevant information and self-


assessment workbooks to be completed in preparation for an assessment visit 


for accreditation. Autism Accreditation is the UK’s only autism-specific quality 


assurance programme of support and development for all those providing services 


to autistic people. It is a way for organisations to show they offer excellent 


support to autistic children and adults.


Example: The following example illustrates how a GAU has worked towards embedding appropriate training and gaining National Autistic Society 


accreditation to better support young people with autism.
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Clinical Utilisation Review Pilot


The South London Partnership (SLP) - South London and Maudsley NHS 


Foundation Trust, South West London and St George’s NHS Trust and Oxleas NHS 


Foundation Trust - is participating in the national CUR mental health pilot. CUR is 


an evidence-based clinical decision support tool that enables both commissioners 


and clinicians in provider organisations to make impartial and objective, evidence-


based assessments of whether patients are receiving the right levels of care, in the 


right setting, at the right time, based on the patient’s individual needs. The pilot is 


in the implementation phase across 12 sites with CYP mental health inpatient and 


crisis services across the SLP.


Two key principles of SLP CYP mental health NHS-led Provider Collaboratives 


have been that CYP who require inpatient admission receive care closer to home 


and that SLP promotes and develops alternatives to admission, where these are 


appropriate. The tool supports clinicians to: adhere to clinical good practice; 


identify the level of clinical care patients need, determined impartially and based 


solely on patient need; understand reasons why patients are not in the most 


appropriate setting for their clinical needs and seek resolution for these; and help 


identify gaps in service provision or capacity that would facilitate discharge from 


an acute care setting. The tool produces system-wide reports, with data across 


various outcome metrics that can be reviewed from ward to Partnership Group 


level to help develop and influence the identified improvements and changes. The 


data can be useful in engaging other stakeholders, such as education and local 


authorities, in discussions about where pathway improvements are needed.


Potential benefits to CYP and their families/carers 


The CUR tool has the potential to improve care, experience and outcomes for 


CYP and their families/carers by:


• �reducing unnecessary admissions, inappropriate length of stay and barriers to 


discharge, and improving patient flow;


• making discharges more effective;


• reducing inappropriate re-admissions;


• effectively reviewing caseloads;


• �improving the young person’s experience by ensuring that they are placed 


in the most appropriate setting for the right level of risk, enabling staff to 


identify earlier.


CReST demand and capacity tool


The CReST demand and capacity management tool was developed for CYP 


mental health, though has the potential for wider application. Through inputting 


basic information, CReST enables systems to review how available capacity meets 


the demands on the service.


CReST benefits from being able to combine the modelling of inpatient and 


community services, providing opportunities for system stakeholders or NHS-led 


Provider Collaboratives to consider the provision across their population. This 


allows for more strategic planning than other capacity and demand tools.  


Examples: The following examples provide information relating to NHS England’s pilot programme using the clinical utilisation review (CUR) tool, 


amended for mental health; and the CReST demand and capacity management tool, which was developed for CYP mental health.
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Restrictive interventions


In 2015, the Mental Health Act Code of Practice set an expectation for mental 


health services to commit to reducing restrictive interventions. Paragraph 26.36 


defines restrictive interventions as follows: 


‘Restrictive interventions are deliberate acts on the part of other person(s) 


that restrict a patient’s movement, liberty and/or freedom to act independently in 


order to: 


• �take immediate control of a dangerous situation where there is a real possibility 


of harm to the person or others if no action is undertaken; and


• �end or reduce significantly the danger to the patient or others. 


• �Restrictive interventions should not be used to punish or for the sole intention of 


inflicting pain, suffering or humiliation.’


Contemporary data on restrictive interventions can be found here.


Definitions


Blanket restrictions - The Mental Health Act Code of Practice (2015) defines 


blanket restrictions as ‘rules or policies that restrict a patient’s liberty and other 


rights, which are routinely applied to all patients, or to classes of patients, or within 


a service, without individual risk assessments to justify their application.’ The Code’s 


default position is that ‘blanket restrictions should be avoided unless they can be 


justified as necessary and proportionate responses to risks identified for particular 


individuals’.


Prohibited items - The term prohibited items is taken to mean those items or 


substances, which, in the judgement of the accountable practitioner constitute a 


risk to the successful treatment of patients or the safety or welfare of any person 


on the premises of the trust. Wards must decide, display and inform patients of 


the prohibited items for that particular ward. Illegal items (drugs, psychoactive 


substances, weapons and illegal pornography) will always be viewed as prohibited.


Restricted items – Restricted items are items that may be restricted to particular 


patients, particular times and/or subject to observation, e.g. a patient may have 


restricted access to their mobile, but be able to use it in a specified area under 


staff supervision. Access to restricted items should be based on an individual risk 


assessment and care planned to detail the reasons why an item is restricted and 


not freely available and the expected ‘outcome’ that would allow the lifting of 


restrictions.


There were a few times I was shouted at by nurses whilst 


in restraint...there was a nurse shouting at me that I was 


selfish...In that particular ward it was very much our fault...


they were saying all the awful things you already think 


about yourself.


“


”
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Blanket restrictions


All CYP mental health wards will have some blanket restrictions in place, but they 


should be avoided unless they can be justified as necessary and proportionate 


responses to risks identified for individuals. The impact of a blanket restriction on 


each patient should be considered and documented in the individual’s care plan. 


The Quality Improvement Taskforce and Restraint Reduction Network have created 


a toolkit to support minimising the use of blanket restrictions.


• �Restrictions should never be introduced or applied in order to punish or 


humiliate, but only ever as a proportionate and measured response to an 


identified and documented risk; they should be applied for no longer than can 


be shown to be necessary.


• �Sometimes restrictions are needed for risk management in relation to one or 


more patients, but impact on others who do not need such restrictions. For 


the other individuals affected, consideration should be given to how they are 


affected by these restrictions, whether these effects could be mitigated and the 


legal frameworks that are being used.


Services should:


•	�have policy arrangements for authorising, monitoring and reviewing restrictive 


practices, including blanket restrictions;


•	�have procedures and protocols that match the needs of the patient group, to 


ensure therapeutic progress whilst minimising risks;


•	�ensure that, wherever possible, the least restrictive option principle shall be 


observed to maximise patient independence and experience;


•	be compliant with all legislation that applies.


More detail on blanket restrictions, prohibited items and restricted items can be 


found in a brief guide to ‘blanket restrictions’ in mental health wards, produced  


by the Care Quality Commission.


Post-incident debrief


Post-incident debrief is important for CYP and staff who have been subject to or 


involved in restrictive practices and it provides a therapeutic purpose. It is important 


that debriefs are conducted in a meaningful and appropriate manner, at the right 


time, to be effective.


Debriefing with the young person, their family and everyone involved, to learn 


from any incident and support those involved, including staff, can provide learning 


to prevent the situation arising again. Debriefing guidance has been produced in 


support. 


There is repeated anecdotal evidence that states that, in most instances, where 


‘debrief’ had been attempted after an incident it was not at the right time or done 


in the right way, e.g. it was done before the person was ready to talk, or in a way 


that felt like a telling off or character assassination. It is imperative that we learn 


from what we do.


Strategies to reduce the need for restrictive practices in services show that a 


positive and therapeutic culture across the whole organisation can reduce the 


need for restrictive interventions. Training for staff is also crucial to understand 


the causes of violence and aggression, and quality improvement techniques 


and evidence-based approaches, such as Safewards, can help support staff to 


change their practice. We have seen that successful trusts involve the whole 


multidisciplinary team in considering and developing approaches for wards or 


for individual patients. They also meaningfully involve people who use services in 


making improvements, to help them to develop successful approaches to manage 


their own distress, and to improve the ward environment.
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Example: Safewards is a model of care that advocates the application 


of least restrictive intervention/s to prevent harm and minimise conflict.


Example: The HOPE(S) model is based on a philosophy of person-centred, 


human rights-based care, which indicates an unconditional, relentlessly 


positive approach to reducing long term segregation. NHS England is 


funding the rollout across services in England.
Safewards


Safewards is an organisational approach to delivering inpatient mental 


health services. The aim of Safewards is to minimise the number of 


situations in which conflict arises between healthcare workers and 


patients that lead to the use of coercive interventions (restriction and/or 


containment).


From this model, 10 interventions have been designed to reduce these 


behaviours, and make wards safer, more peaceful places. In the model, 


both patient ‘conflict’ behaviours (e.g. self-harm, violence, suicide, and 


absconding), and staff ‘containment’ behaviours (e.g. restraint, seclusion, 


forced medication and close observation) can cause harm. This model aims 


to understand them to reduce them.


The Quality Improvement Taskforce for children and young people in mental 


health, learning disability and autism inpatient services has commissioned 


King’s College London to support up to 20 CYP wards to introduce 


Safewards over an 18-month period. The first 12 months involve an 


intensive implementation programme supported by a clinical supervisor and 


four dedicated project workers, followed by a follow-up package of support 


to embed practice and cultural change.


HOPE(S) clinical model


The HOPE(S) clinical model is a recovery-based approach to working 


with patients with learning disabilities and/or who are autistic who are in 


segregation, developed from research and clinical practice.


The key elements of the model are:


• �harnessing the engagement of the patient and clinical teams through 


key attachments and partnerships;


• ��providing opportunities for positive behaviours, and meaningful and 


physical activities;


• ��identifying protective and preventative risk and clinical 


management strategies;


• �enhancement of the environment and experience of the person 


through structured, progressive and graded plans.


Throughout engaging in these tasks, the system needs to be managed and 


developed to provide support throughout all stages of the approach.


Section 2 Acute care pathway  ➔  Inpatient mental health services



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.kcl.ac.uk/research/implementing-safewards-on-childrens-and-young-peoples-mental-health-wards-1

https://www.merseycare.nhs.uk/hopes-model





54


ContentsiFutureNHS platform


Self-harm


Self-harm refers to an intentional act of self-poisoning or self-injury, irrespective 


of the motivation or apparent purpose of the act, and is an expression of 


emotional distress. Self-harm includes suicide attempts, as well as acts where 


little or no suicidal intent is involved, e.g. where people harm themselves to 


reduce internal tension, communicate distress or obtain relief from an otherwise 


overwhelming situation.


Self-harm is poorly understood in society and people who self-harm are often 


subject to stigma and hostility. Even people who regularly encounter cases 


of self-harm - school teachers, social workers, housing officers, police, prison 


officers, pastors, and even nurses or doctors - may find the care of people who 


have harmed themselves particularly challenging.


The Getting It Right First Time (GIRFT) report included the following 


findings:


• �During deep-dive visits, significant concern was raised over young people 


being detained for disorders of emotional dysregulation and self-harm.


• �There are limited intensive support services for CYP with significant 


self-injurious behaviours and emotional dysregulation.


An example of guidelines for managing self-harm in an inpatient 


psychiatric setting for young people, from the Black Country Partnership, 


can be found here.


What is young people’s experience?


Young people often cannot explain why they self-harm, especially when the 


self-harm itself is a means of communicating what cannot easily be put into 


words or even into thoughts. It has been described as an inner scream. Self-


harm is a way of expressing very deep distress. Afterwards, people sometimes 


feel better able to cope with life again.


Young people who have self-harmed have reported the following:


•	�They have received critical comments, ranging from underestimating the 


seriousness of self-harm to ridicule.


•	�There is a lack of staff understanding and training in the support that they 


offer to CYP, including those who are admitted to inpatient wards.


•	�There is a lack of opportunity to review whether care is effective and consider 


alternatives.


•	�CYP turn to their peers in inpatient settings and, when the environment 


is traumatic, CYP often find themselves in situations that perpetuate the 


emotions and need to self-harm, as care and support is often delivered 


as a reactive agent, as opposed to proactive support and management.


•	�In inpatient wards, staff often manage self-harm by increasing restrictions, 


even where this increases further self-harm and methods of harming self.


•	�Management of self-harm often feels like punishment and there is a lack 


of an individualised approach - done to, not done with.
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Treatment


Treatment options for self-harm will include the options below:


•	treatment for physical consequences;


•	�comprehensive psychosocial assessment, which should be carried out each 


time a person presents with an episode of self-harm. This should lead to a 


clinical formulation which is co-produced with the young person. It can start a 


therapeutic relationship with the healthcare professional and be used to form 


an effective management plan;


•	�collaboratively developed risk management plan – a detailed clinical 


assessment, developed with the young person and including their parents/ 


carers, that includes the evaluation of a wide range of biological, social and 


psychological factors that are relevant to the individual and, in the judgement 


of the healthcare professional conducting the assessment, relevant to future 


risks, including suicide and self-harm;


• �psychological therapies, including cognitive behavioural therapy (CBT), 


dialectical behaviour therapy (DBT); and alternative therapies such as 


art/music and drama therapy;


• problem-solving;


• psychodynamic therapy;


• harm-reduction strategies, including distraction techniques;


• treatment of associated mental health conditions.


 
Improving care for people who self-harm and present 
at A&E


To improve the quality of mental health liaison services, NHS England has 


introduced a CQUIN (CCG12: Biopsychosocial assessments by MH liaison 


services) that provides a financial incentive to influence liaison services (or 


CYP equivalent teams) to achieve 80% of self-harm referrals receiving a 


biopsychosocial assessment concordant with NICE guidelines, including:


•	assessment of needs;


•	risk assessment;


•	developing an integrated care and safety management plan.


In addition, The National Confidential Inquiry into Suicide and Safety in 


Mental Health (NCISH) has been commissioned to support teams to review 


working practices with A&E and the rest of the hospital to ensure that 


people attending having self-harmed are always referred to liaison psychiatry 


or CYP equivalent teams and not discharged unsafely.


The NCISH has developed Services for self-harm: A toolkit for self-


assessment based on the NICE Quality Standard, which contains eight 


quality statements that are intended to be used as a basis for self-


assessment by mental health care providers.
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https://www.england.nhs.uk/wp-content/uploads/2022/01/B1477-i-cquin-22-23-march-2022.pdf

https://www.england.nhs.uk/wp-content/uploads/2022/01/B1477-i-cquin-22-23-march-2022.pdf

https://www.nice.org.uk/guidance/ng225

https://sites.manchester.ac.uk/ncish/

https://sites.manchester.ac.uk/ncish/

https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/suicide-prevention/wave-1-resources/nice-self-harm-quality-standard-self-audit-toolkit-24012018.pdf?sfvrsn=a1773ddc_2

https://www.rcpsych.ac.uk/docs/default-source/improving-care/nccmh/suicide-prevention/wave-1-resources/nice-self-harm-quality-standard-self-audit-toolkit-24012018.pdf?sfvrsn=a1773ddc_2
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The Mental Health Safety Improvement Programme


The Mental Health Safety Improvement Programme (MHSIP) has set up Mental 


Health Patient Safety Networks covering all regions across England. The 


networks are being supported to engage with the local system to align and 


drive improvement work to reduce harm caused to people using inpatient 


mental health, learning disability and autism services.  


These networks are currently focused on creating safer inpatient services by 


using a systematic approach to reducing restrictive practices. 


Reducing restrictive practices


Mental health trusts are utilising quality improvement methodology to scale 


up and spread the reducing restrictive practice change package developed 


and refined for the MHSIP by the National Collaborating Centre for Mental 


Health (NCCMH), within the Royal College of Psychiatrists, in a national pilot 


collaborative that began in 2018.


The pilot collaborative saw wards testing over 300 change ideas over 18 


months, and by February 2020 those ideas resulted in 24 out of 38 wards 


seeing reductions ranging from 25% to 100% in one or more measures 


of restrictive practice (number of physical restraints, seclusions and rapid 


tranquillisation episodes).


The number of wards engaged through the scale-up and spread has now 


increased to over 200 (Q1 2022) within 47 mental health and learning disability 


trusts and five private organisations that provide NHS inpatient services. 


This number includes wards across all specialisms of mental health, learning 


disability and autism care, including those who provide care for children and 


young people. 


The work to reduce restrictive practices began in response to a Care Quality 


Commission (CQC) report and a request by the Secretary of State at the time. In 


their report, The state of care in mental health services 2014 to 2017, the CQC 


found that some patients are still receiving ‘overly restrictive’ care, despite the 


concept of least restriction being a guiding principle in the Mental Health Act 


legislation since 1983.


The Mental Health Units (Use of Force) Act 2018 came into being after 


Olaseni Lewis, a young black man, died as a result of restraint whilst using 


mental health services. This Programme delivers the core changes described 


within this act: ‘Changes to promote positive ward cultures which support 


recovery, engender trust between patients and staff, and protect the safety 


and wellbeing of all our patients and people using our mental health services.’ 


(Department of Health and Social Care, 2021).


The MHSIP also supports dissemination of learning and resources from the 


national pilot Sexual Safety Collaborative run by NCCMH. It provides learning 


forums to engage key stakeholders and build capability to embed good practice 


in raising awareness of sexual safety and understanding the safety culture 


required to begin improvement in this area.


The MHSIP also engages with key stakeholders and leads across the mental 


health system to explore opportunities for further alignment and collaboration 


in key areas of mental health patient safety. 


All areas of work within the MHSIP have been co-produced from the outset 


and throughout with patients and carers with experience of inpatient mental 


health services and the specific areas of focus. They are fundamentally focused 


on addressing inequalities and protecting the human rights of people using 


inpatient mental health, learning disabilities and autism services. 
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https://www.england.nhs.uk/patient-safety/patient-safety-improvement-programmes/

https://www.cqc.org.uk/publications/major-report/state-care-mental-health-services-2014-2017

https://www.legislation.gov.uk/ukpga/2018/27/enacted#:~:text=An%20Act%20to%20make%20provision%20about%20the%20oversight,in%20mental%20health%20units%3B%20and%20for%20connected%20purposes.
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Discharge planning and step-down care


Safe and timely discharge is important to ensure that restrictions associated 


with inpatient life are kept to a minimum for young people and their families. 


Active discharge planning from the point of admission is recommended to 


avoid young people becoming ‘stuck’ in hospital. The House of Commons 


Health and Social Care Committee highlighted that, in addition to hospital 


often not being therapeutic, discharge planning is often neglected. As well 


as being poor in terms of patient care, it limits the flow through services and 


makes it more difficult to manage demand using existing resources. 


Research related to discharge from CYP mental health units highlights the 


importance of interventions at the point of discharge, to reduce CYP and family 


vulnerability, improve patient health outcomes and increase cost-effectiveness. 


Discontinuity of care at this time raises the likelihood of readmission and other 


adverse outcomes. The Getting It Right First Time (GIRFT) report highlights 


that: ‘for too long an admission into an adolescent inpatient unit has been 


driven by a lack of appropriate community services rather than the belief that 


it is the best-known treatment.‘ This reasoning may hold true for readmissions 


following poorly prepared discharge.


A stable address or placement is an important step for discharge planning, 


and often a reason for delays. In some cases, young people may not have a 


clearly identified discharge address, due to social care status, family breakdown 


or level of perceived risks at the time of discharge to the community. Where 


there is the need for social care involvement, there are clear expectations on 


the responsibility for step-down care for those under the age of 16. Legislation, 


national regulatory frameworks and duty of care are all applicable to this age 


group and underpin the responsibilities of all involved to provide safe transition. 


Additional support is available via the Care, Education and Treatment Review 


(CETR) process for young people who have a diagnosis of autism or learning 


disability. 


For young people over the age of 16, who make up the majority of the 


inpatient population, the supportive framework is less clear. Young people with 


social care involvement make up an increasingly large proportion of the CYP 


mental health inpatient population, which creates difficulty in forward planning 


and the potential for delayed discharges. 


While some initiatives (step-down supported housing, temporary 


accommodation and increased capacity in home treatment teams) have 


been implemented to support more timely and effective discharge, further 


work is required to make sure that discharge is available to all when clinically 


indicated. Many of the intensive community options mentioned elsewhere in 


this pack may be supportive of transition out of wards, although few meet 


the accommodation needs that may delay discharges. Further development is 


required in this area.


Guidance for transition between CYP and adult inpatient services is available 


here. There is also guidance relating to those who are in secure care at the 


point of transition. 
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https://www.cqc.org.uk/publications/themes-care/rss22_03_hospital

https://committees.parliament.uk/publications/6669/documents/71689/default

https://committees.parliament.uk/publications/6669/documents/71689/default

https://link.springer.com/article/10.1007/s00787-020-01634-0

https://future.nhs.uk/connect.ti/GIRFTNational/view?objectId=130556421

https://www.nice.org.uk/guidance/ng43

https://www.england.nhs.uk/publication/transitions-from-adolescent-secure-to-adult-secure-inpatient-services-practice-guidance-for-all-secure-services
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The fundamental principle when planning and providing mental health services 


for children and young people (CYP) is that they are best cared for in their own 


community. This is even more true for autistic CYP and/or those with a learning 


disability, for whom admission to hospital may be extremely traumatic and lead to 


increased, not reduced, distress and risk. Care also needs to be personalised, which 


will include communication support, in order to be as beneficial as possible.


The priorities for NHS England’s CYP Learning Disability and Autism Programme, 


in line with delivering on the NHS Long Term Plan, include: reducing inappropriate 


hospital admission and improving community services; developing and rolling out 


keyworking services; strengthening the Dynamic Support Registers and systems; 


and improving quality of services. The Learning Disability and Autism Programme 


has a specific CYP team, the priorities of which are to support delivery of the NHS 


Long Term Plan commitments outlined above.


The CYP team reports to an independent cross-system Steering Group of the 


Building the Right Support Board.


This section sets out how inpatient beds are being used, before setting out 


key areas of support when delivering care in the community. It should be 


read in conjunction with Building the right support (2015) and the children’s 


supplementary guidance Developing support and services for children and young 


people with a learning disability, autism or both (2017).


2.4 �Learning disability and autism - 
intensive intervention and inpatient services


National policy on provision of care for people with learning disabilities and autism aims to reduce reliance 
on inpatient services and improve community support.
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https://www.england.nhs.uk/learning-disabilities/natp

https://www.england.nhs.uk/publication/developing-support-and-services-for-children-and-young-people-with-a-learning-disability-autism-or-both/

https://www.england.nhs.uk/publication/developing-support-and-services-for-children-and-young-people-with-a-learning-disability-autism-or-both/
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Why focus on community provision?


The experience of children and young people with a learning disability and autistic 


children and young people in inpatient settings with regard to seclusion, long 


term segregation and restraint provides an illustration of why it is so important 


to provide appropriate care in the community. Ensuring appropriate access to 


community mental health services, and ensuring that they are reasonably adjusted 


to meet the needs of autistic children and young people and those with a learning 


disability, is essential to prevent escalation of mental health distress and crisis that 


may lead to the need for more intensive interventions.


NHS England undertook an internal review of all CYP being cared for in seclusion 


and long-term segregation in 2019 (not all of whom would have been in specialist 


learning disability beds). Nineteen children were reviewed, of whom 47% had 


autism, and a further 26% had autism and learning disability. 


The Care Quality Commission (CQC) undertook its own review of the use of 


restraint, seclusion and segregation in care services for people with a mental health 


condition, a learning disability or autistic people. The final report, Out of sight – 


who cares?, was published in October 2020.


The report includes the following findings:


• ��People’s human rights were potentially being breached because staff did not 


have the understanding, tools or support needed to make the human rights-


based decisions that would have helped them to provide better, safer care.


• ��People were not having their needs met. Environments they were living in were 


not adapted to their sensory needs and they were not being offered support 


to communicate. Some providers were not making legally required reasonable 


adjustments under the Equality Act 2010.


• ��People were experiencing unnecessary restriction that was causing them distress. 


Decisions about restrictive practices were not reviewed regularly to make sure 


that this was the least restriction on people’s rights at any given time.


• ��People were spending too long in highly restrictive situations, more likely to 


breach their human rights, because of a failure to plan and progress long-term 


goals, such as discharge planning.


Key recommendations from the report are included below:


• ��Community teams across the country must have skills in caring for autistic people 


and people with a learning disability and/or mental health condition to prevent 


them from having a crisis, and to support them when they do, in line with and 


expanding on the NHS Long Term Plan commitment 3.35 (enable more people 


to receive personalised care in the community, closer to home, and reduce 


preventable admissions to inpatient services).


• ��Commissioners across health and social care should encourage and support 


the creation of smaller, bespoke services for autistic people, and people with a 


learning disability and/or mental health condition, in line with Building the right 


support and its supplementary guidance for commissioners.
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What inpatient and residential provision is available 
for autistic children and young people and those with 
a learning disability? 


The latest statistics about learning disability services are available here. It is 


important to note that the majority of CYP with a learning disability who require 


inpatient care will be cared for in a children’s mental health unit or general 


adolescent unit (GAU). 


Although it is essential to maintain a clear focus on investing in, building and 


improving community provision in order to prevent admission for children and 


young people with learning disabilities to hospital wherever possible, it is likely 


that there will always need to be a small number of specialist learning disability 


beds. There is a sustained downward trend in referrals and admissions to these 


specialist inpatient services, with Assuring Transformation data from September 


2020 showing reducing reliance on inpatient care for children, young people 


and adults with a learning disability, autism, or both, representing a 30% overall 


reduction since March 2015. Whilst this shows a significant reduction in those 


with a learning disability, the numbers of autistic CYP have increased. Anecdotal 


information suggests that those that are admitted have increasingly complex 


needs, and CYP who meet the eligibility criteria for a specialist learning disability 


bed are understood to achieve better outcomes in that setting than those in GAUs. 


However, General Adolescent Units can do more to meet the needs of autistic 


children and young people and those with a learning disability. It’s not Rocket 


Science (NDTI 2021) provides advice and recommendations on meeting the sensory 


needs of autistic CYP.


Some autistic CYP or those with a more severe learning disability can present 


with behaviours that challenge and require specialist educational placements or 


other residential placements. Specialist learning disability inpatient units are not 


an alternative for such placements, but instead are aimed at providing a level of 


mental health assessment and/or treatment that cannot be provided in such a 


setting, in conjunction with a community learning disability services.


What do CYP learning disability specialist beds offer?


CYP specialist learning disability inpatient beds provide care and treatment for the 


children and young people set out below:


• ��those with a moderate to severe learning disability and co-morbid mental 


health problems who cannot be adequately and safely treated within intensive 


community mental health and/or learning disability services because of the 


associated risk to self or others;


• ��those with mild learning disability and co-morbid mental health problems that 


cannot be adequately or safely treated within intensive community mental health 


and/or learning disability services because of risk to self or others and whose 


needs cannot be met within an inpatient GAU or children’s unit;


• ��those with a moderate to severe learning disability and with complex behavioural 


difficulties who exhibit a lower level of risk but where physical illnesses may 


be contributing to their problems and this requires in-patient investigation and 


assessment. And those who, because of their behaviours, cannot be adequately 


or safely treated within a paediatric ward or medical ward. 


As these specialist services have highly specialist skills, the services also receive 


referrals for outpatient second opinion assessments on CYP with learning 


disabilities and co-morbid mental health problems.
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https://www.ndti.org.uk/assets/files/Its-Not-Rocket-Science-v.3.pdf

https://www.ndti.org.uk/assets/files/Its-Not-Rocket-Science-v.3.pdf
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Specialist CYP learning disability beds can deliver good outcomes for CYP, as 


reflected in the case study and the practice examples contained within this resource 


pack. Such units can typically offer: comprehensive mental health assessment and 


treatment; psychological assessment and treatment; care/treatment planning, 


including working with the young person’s family and carers; access to physical 


health assessment and appropriate treatment and advice; activity programmes, 


including social and recreational activities, as well as therapeutic groups; education; 


family therapy/family work; occupational therapy, including sensory assessments; 


social work input and support; psychotherapy – assessment and treatment; and 


speech and language – assessment and treatment; positive behaviour support. 


NHS England remains committed to reducing the numbers of autistic CYP and 


those with a learning disability who receive their care and treatment in an inpatient 


mental health setting. The NHS Long Term Plan describes a target that; ‘By March 


2023/24 inpatient provision will have reduced to less than half of 2015 levels. For 


children and young people, no more than 12-15 children with a learning disability, 


autism or both per million will be cared for in an inpatient setting.’ The NHS Long 


Term Plan also commits to a target that; ‘By 2023/24 all care commissioned by the 


NHS will need to meet the Learning Disability Improvement Standards.’


Getting It Right First Time recommendations 


The GIRFT report recommends that the additional needs and reasonable 


adjustments for young people with autism and/or learning disabilities, who are 


experiencing a mental health crisis, must be identified and managed in all settings. 


The CQC should enhance its focus on training, environmental aspects and adapted 


therapeutic interventions and care for autistic young people and young people 


with a suspected diagnosis of autism and/or learning disability on inpatient units. 


Autism and learning disability training, specific to CYP admitted to inpatient units, 


and supervision for staff should be prioritised. 


Services must ensure that:


•	�there is effective and high-quality training for staff in autism;


•	�outpatient and inpatient environments are adaptable to the sensory needs of 


young people with autism;


•	�inpatient units, crisis services and intensive community support services ensure 


the availability of specialist assessments and care for young people with an autism 


spectrum condition diagnosis or suspected autism spectrum condition;


•	�effective digital solutions are available to promote communication.


The resulting improvements are expected to be:


•	�a decreased length of time in contact with services for young people with a 


co-morbid autism and/or learning disability;


•	�a decreased number of admissions of young people with a co-morbid autism 


and/or learning disability.


The HOPE(S) model is an ambitious human rights-based approach to working with 


individuals in segregation developed from research and clinical practice. The clinical 


model developed by Mersey Care NHS Foundation Trust reduces the use of long-


term segregation sometimes experienced by autistic adults, adults with a learning 


disability and CYP.


CYP with a learning disability can struggle with such restrictions. They can 


sometimes be caught in a cycle of restrictive practice and increased security. The 


impact of such restrictions can cause trauma, which in turn affects their length of 


stay in hospital and discharge.
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Programme outcomes:


•	�reducing long term segregation for individuals supporting them to build a positive 


future and achieve their goals;


•	�improved mental health and physical wellbeing;


•	�psychological trauma support for families and carers.


 
Ferndene, Cumbria, Northumberland, Tyne and Wear 
NHS FT - SleepWell project on Fraser and Stephenson units


Five out of six of the young people on Stephenson unit were engaged with 


the project, which made a significant impact on their wellbeing. Problems 


sleeping are common on psychiatric wards due to ward environments and 


frequent checks on patients throughout the night, and the project set out to 


find ways of improving people’s sleep quality while on inpatient wards. For 


many people, a ‘protected sleep period’ between midnight and 6am, where 


no checks were carried out, was safe and effective, and better sleep helped 


them to get the most out of the treatment they were receiving.


Providing the right support in the community


This section will cover the four key areas of support highlighted in the 


statements below.


•	�Young people should have access to intensive support services.


•	�CYP with learning disabilities and/or autism should have a Care, Education and 


Treatment Review (CETR) 28 days prior to admission and, where admission 


occurs without a CETR, a post-admission CETR should be initiated by the 


inpatient unit.


•	�CYP with learning disabilities and/or autism at risk of admission should be 


identified on the local Dynamic Support Register (DSR).


•	�CYP with learning disabilities and/or who are autistic, who are at risk of 


admission or who are admitted, should be allocated a keyworker by 2023/24.


NICE guidance on Learning disabilities and behaviour that challenges: service 


design and delivery provides evidence-based recommendations to support CYP and 


adults with a learning disability (or autism and a learning disability) and behaviour 


that challenges to live their lives in the community like everyone else.
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What are intensive support services?


Intensive support services are specialist teams that help young people with learning 


disabilities and/or autism and behaviours that challenge to remain within their 


community. These teams work in a person-centred way to understand the needs 


and functions of behaviours with which a young person may be presenting. 


The aim is to reduce or prevent, where possible, CYP mental health inpatient 


admissions for CYP with learning disabilities and/or autism. These teams offer 


assessment, formulation, consultation, intervention, advice and support to services, 


families and young people to try to best meet the needs of young people in the 


community.


Why do we need intensive support services?


The Learning Disability and Autism Programme and NHS Long Term Plan 


commitments focus on strengthening support in the community, by building on 


the provision of preventative support that will avoid crises and implementing the 


model outlined in Building the right support. These are our children: a review by 


Dame Christine Lenehan (2017) developed this further and described Principle 


7, which states that CYP with learning disabilities and/or autism must be able to 


access specialist health and social care support in the community. If they require 


additional support to prevent or manage a crisis, they should have access to hands-


on intensive 24/7 multi-disciplinary health and social care support at home.


A service should include: 


• �an agreed CYP mental health services/learning disability approach, which is 


focussed on prevention/early intervention;


• a Positive Behaviour Support programme that is consistent across settings;


• �an early warning system, potentially linked to nominated worker/named 


clinician models, which links to the DSR for situations where concerns escalate 


swiftly;


• �a good therapeutic short breaks service providing both positive opportunities 


for young people and support in management to caregivers and others;


• an intensive support service to manage crisis and support community living;


• an understanding of the additional effective role that inpatient units play.


The NHS Long Term Plan recommends an Ealing model-type approach to 


developing an enhanced service offer for crisis prevention and crisis de-escalation, 


which delivers a multi-agency approach to preventing hospital admission by 


working with the young person, family and wider support network. The offer 


includes individual behavioural/therapeutic support, family support and a short 


breaks offer.
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What outcomes are expected to be achieved by intensive 
support services?


•	�The young person’s needs are met in the community, avoiding hospital admission.


•	�Increased confidence reported by the family/carers and local professionals that 


they feel able to work together to meet the young person’s complex needs  


in the community.


•	�Families and the network have increased their confidence in supporting 


the young person to make change, before and after the intervention.


•	�Behavioural trackers completed by families throughout the intervention indicate 


that the young person’s engagement with community is improved, and parents 


report an increased sense of parental competency to support their child to take 


additional steps towards independent skills.


•	�The support system better understands the behaviours in terms of the young 


person’s diagnoses and what reasonable adjustments could be made to help the 


youn person access support.


•	�For young people in hospital, earlier discharge is supported to avoid prolonged 


admissions.


•	�There are reduced rates of readmission through improved discharge planning  


and community care plan implementation.


•	�Reduced rates of emergency presentations for young people are seen by 


the service.


•	Improved wellbeing and quality of life for young people and their families.


Wirral CAMHS CYP intensive support function


•	�This team provides intensive support to the local learning disabilities and/or 


Autistic Spectrum Conditions (ASC) population at risk of inpatient mental 


health admission and/or out of area placements.


•	�The team was commissioned as a pilot project when it was highlighted 


that there were a number of hospital admissions for CYP with a diagnosis 


of ASC.


•	�Since the team has been established, inpatient admissions have reduced. 


However, further evaluation is required to support this evidence.


•	�The team sent evaluation questionnaires to all members of the young 


person’s family and professionals involved with the family. The responses 


demonstrate that those involved with the young person’s system of 


support had noticed an improvement in the young person’s mental health 


and wellbeing.
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West London Mental Health Trust and Ealing Council - intensive 


therapeutic and short break service


•	�The Intensive Therapeutic and Short Break Service is a specialist service 


providing intensive support to a small number of CYP (aged 5-17 years) 


who are at risk of a move to residential placement.


•	�The service first began in 2008 and now supports six to eight new young 


people and their families each year, at the same time as continuing to 


work with previous families for as long as needed up to the age of 18.


•	�The benefits of the service include giving parents more confidence, and 


making sure that support stays in place after a time of crisis, as well as 


being a more cost-effective alternative to residential care.


Further detail can be found here. 


Examples of other intensive support services can be found here and here.


Dynamic Support Registers and Care Education and 
Treatment Reviews


Dynamic Support Registers (DSRs) and Care Education and Treatment Reviews 


(CETRs) are essential elements of the pathway providing people with a learning 


disability and autistic people with appropriate support and care at the right 


time – so that they can lead the lives they want to and meet their ambitions and 


aspirations; and can stay safely and healthily in the community or return to this as 


soon as possible.


What are DSRs?


DSRs are a requirement of integrated care boards (ICBs), which are responsible for 


the development and maintenance of registers that identify autistic people and 


those with a learning disability who display, or are at risk of developing, behaviour 


that challenges. The registers are also intended to identify autistic people and those 


with a learning disability who have a mental health condition that means they are 


most likely to be at risk of admission or who are currently in inpatient services.


DSRs aim to:


•	�identify those CYP and adults who are at immediate risk of admission to specialist 


hospitals – this should enable a community CETR prior to any admission;


•	�identify CYP and adults who will become at risk of admission without urgent 


intervention;


•	�identify CYP and adults who are currently receiving inpatient care – this should 


be used to identify people requiring commissioner oversight visits and inpatient 


CETRs;
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•	�link to a process of person-centred planning and enhanced support for those 


who are at risk of support breakdown, which should include links to keyworker 


services where available;


•	�improve and monitor appropriate discharge planning and prevent re-admission to 


hospital;


•	�help to ensure that when someone with a learning disability or an autistic person 


does need to be admitted to a mental health hospital, this is for the shortest time 


possible and during their stay they receive high standards of mental and physical 


healthcare; and 


•	�ensure safe and effective care and treatment continues following discharge.


The Dynamic Support Database clinical support tool was developed within the 


Cheshire and Wirral NHS Foundation Trust to support the flow of information to 


commissioners in a standardised and consistent manner.


What are CETRs?


The Care Education and Treatment Review (CETR) policy and Building the Right 


Support set out the importance of services knowing the people who are likely to 


need additional support, so that every consideration and effort is made to ensure 


they get the care and treatment they need in the community where possible, and 


they are not admitted to mental health or learning disability hospitals unnecessarily. 


CETRs are for autistic CYP and CYP with a learning disability who have been, 


or may be about to be, admitted to a specialist mental health/learning disability 


hospital.


CETRs bring together those responsible for commissioning and providing services 


with independent clinical opinion, as well as the lived experience of children and 


young people and families with learning disabilities, autism or both. The NHS has 


responsibility for implementing CETRs, but the involvement of local authorities, 


education services and other partners, including housing and justice, in the process 


and its outcomes is essential for improving care and treatment for people with a 


learning disability, autistic people and their families.


The CETR must include:


• the child or young person (if they choose to attend);


• family members (if the young person wants them to be there);


• �the responsible commissioner (usually the local ICB if a community CETR, or NHS 


England if a post-admission or inpatient CETR);


• responsible clinician or senior nurse;


• an independent clinical expert;


• an independent expert by experience.


The North East London Learning Disabilities and Autism Programme Team, in 


partnership with local Clinical Commissioning Groups, has developed the Learning 


Disabilities and Autism Toolkit: Care, Education and Treatment Reviews to provide 


support and guidance to front line staff who work with people in the borough 


with learning disabilities and/or autism. NHS England’s CETR Code and Toolkit, 


which are due for review in January 2023, are also available to support these 


processes.


CETRs should take place prior to admission (community CETR). However, if this is 


not possible, a post-admission CETR must take place within 10 working days of 


admission. Following this, repeat CETRs must take place at three-month intervals 


throughout the admission.
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The CETR process uses key lines of enquiry (KLOEs) that help to put 


together a summary and feedback for the young person, addressing the 


following questions: 


• �Am I safe?


• �What is my current care like?


• �Is there a plan in place for my future?


• �Do I need to be in hospital for my care and treatment?


• �What is my daily life like?


• �Are my physical health needs being met? 


 


Lived experience of the admission process and the use 
of a CETR


Joe, a young person with a learning disability and autism, who is aged 19 


now, discussed his experience of inpatient care, including the admission 


process and his CETR.


Joe explains: ‘Someone might have depression, but they shouldn’t go 


straight into a ward, as it might not work for everyone. It’s important to 


check if the person needs it.’


Are CETRs a good way to check this?


Joe says yes, but he emphasises the importance of checking with the 


person if they are in favour of an admission. The CETR process includes 


consideration of a young person’s thoughts, feelings and wishes. It won’t 


work if they don’t want to go.


It was very important for Joe to have the final say on his admission to 


hospital and this was facilitated through the CETR process.


Joe had an established working relationship with his consultant psychiatrist. 


He knew her well, so she attended the CETR, and supported him in the 


decision to go into hospital and the admission process.


I wasn’t diagnosed before I was admitted to hospital, so 


I wouldn’t have had a CETR. In an ideal world everyone 


who is at risk of admission would get a CETR. The 


independent panel really help people to think differently, 


and it’s so important that the MDT (multidisciplinary 


team) meet. The different agencies coming together is so 


helpful. School would have said that I was doing well, and 


my schoolwork was fine, but the CAMHS team could see 


that I was in crisis.


“


”


Section 2 Acute care pathway  ➔  Learning disability and autism - intensive intervention and inpatient services



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520





68


ContentsiFutureNHS platform


Why do we need CETRs and DSRs?


The Getting it Right First Time (GIRFT) report found that young people were 


admitted to an inpatient unit because of a lack of an effective community 


alternative, rather than because it was felt to be the best intervention for a young 


person.


Additional requirements and reasonable adjustments for young people with autism 


and/or learning disabilities, who are experiencing a mental health crisis, must be 


identified and managed, and CETRs and DSRs are essential interventions to support 


this.


The national strategy for autistic children, young people and adults: 2021 to 2026 


builds on Building the right support and seeks to ensure that people are not in 


inpatient mental health settings unless absolutely necessary for clinical reasons. It 


sets a target of a 50% reduction in the number of autistic people and people with 


a learning disability in these settings by 2023/24. CETRs and DSRs are key levers in 


achieving this.


What outcomes do CETRs and use of DSRs achieve?


Of the 350+ CYP who have had a community CETR since 2016, 79% resulted in a 


recommendation not to admit the young person to hospital. Figures currently show 


that more than 80% of community CETRs lead to a decision not to admit a person 


to hospital.


The GIRFT report states that: ‘Care, Education and Treatment Reviews (CETRs) have 


been used to avoid admissions for people with a learning disability for some time 


with great success. The process involves convening a meeting with the community 


team, specialist learning disability advisors, the family and other agencies involved 


in the care of the patient. Discussions are then had on the present community 


treatment, with recommendations made over additional routes for community 


care with admission only considered if all else has been attempted. On deep dives, 


we observed no barriers to implementing this, such as staffing requirements and 


training.’


The GIRFT report also recommended that providers should review the learning 


from CETRs within their trust and ensure that any learning is implemented.


The section of this resource pack on integration discusses how the use of DSR and 


CETR processes could be beneficial to CYP seeking mental health support who 


don’t have a learning disability and/or autism.


What is the keyworking function?


The keyworker function was co-produced in response to the NHS England 


Long Term Plan commitment that, by 2023/24, CYP with a learning disability, 


autism or both, with the most complex needs will have a designated keyworker, 


implementing the recommendation Of Dame Christine Lenehan in her report These 


are our children. 


Keyworking services deliver the function, and they are based in the child’s home 


area and hosted in health, local authority or voluntary sector organisations. These 


services allocate keyworkers to young people with a learning disability and autistic 


young people who are inpatients or at risk of being admitted to hospital, as 


identified on the DSR. 


Keyworking services have the expertise and authority, on behalf of the local area 


partners, to work with the young person and their family, helping them navigate 


the support and services they need, acting as a liaison point for them and ensuring 


that the support they receive is personalised and integrated.  


Keyworking services are established with senior level governance across the partner 


agencies to ensure an escalation process is in place, so that issues and barriers can 


be addressed when necessary.


Keyworking services were introduced in pilot areas in 2021/22 and are expanding 


to all areas by the end of 2022/23. During 2023/24 the offer will extend to young 


people up to 25 years. Further widening of the scope will be explored in 2023/24 


to those at risk of other forms of institutional care, such as residential special 


schools and the criminal justice system. 
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Why has keyworking been developed?


Keyworkers listen to young people and their families, involve them in their plans 


and ensure their rights are central and upheld. Keyworking is intended to improve 


timely access to the right, reasonably-adjusted care and support and ensure that the 


outcomes identified by young people and families are met, leading to a reduction of 


risk, stress and uncertainty and an increase in stability, to keep young people in their 


community.


Keyworkers pursue the implementation of CETR recommendations and facilitate the 


integration of assessment, care and support across education, health, social care and 


voluntary and community services, while also ensuring transitions are well-planned 


and well-managed. The function aims to improve quality of care and support and 


reduce inequalities.


Reasonable adjustments


The NHS has to make it as easy for disabled people to use health services as it is for 


people who are not disabled. This is called making reasonable adjustments.


These could be things like:


• �making sure there is wheelchair access in hospitals;


• �providing easy read appointment letters;


• �giving someone a priority appointment if they find it difficult waiting in their GP 


surgery or hospital;


• �longer appointments if someone needs more time with a doctor or nurse to make 


sure they understand the information they are given.                                                                                                                            


Reasonable adjustments are a legal requirement to make sure health services are 


accessible to all disabled people. If you support someone with a learning disability, 


please make sure they have good access to healthcare by supporting them to:


• �be on the GP learning disability register;


• �ask their GP practice for additional information to be added to their summary 


care record;


• �have the right health checks, screening and immunisations;


• �carry out the actions in their health action plan.


Section 2 Acute care pathway  ➔  Learning disability and autism - intensive intervention and inpatient services



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520





70


ContentsiFutureNHS platform


Being in hospital


Joe was at Ruby Lodge for three months.


•	�First couple of weeks were quite calming, everything happened on time, 


everyone explained what was happening.


•	�Joe explained that he was treated as an individual, with the opportunity to do 


what he enjoyed: model making - Airfix models.


•	�The environment was calming. Joe explained that you could tell they were hard 


at work. The team were very busy, but it didn’t feel stressful.


•	�Joe had a therapist, an occupational therapist and speech and language 


therapy input.


•	�Joe had access to education while in hospital and felt that he did not miss out.


•	��The family had access to family therapy with Joe while he was in hospital – this 


really helped.


•	��Joe felt that his physical health needs were met. He’s not a big fan of sporty 


activities but did some walking. He did put on a little weight. He enjoyed the 


food and everything was person-centred for him.


Discharge


•	�Joe and his mum were happy for him to be discharged, as they felt there had 


been a significant improvement in his mental health.


•	�The team made sure that there was the right support in place at home.


•	�Joe’s stay as an inpatient gave him the help and support and the foundations to 


move forward.


•	�Joe had a private tutor at home and was due to start a new educational 


placement.


•	��He was a little nervous/anxious about this, but pleased to be going somewhere 


that would involve work placements in the areas he is interested in - car 


maintenance or working for the local council.


Summary of what worked well


•	��At the heart of it was the fact that they took Joe as an individual, and were a 


team skilled and experienced in communicating with and supporting young 


people with a learning disability and autism.


•	��Joe and his mum said that the team were so lovely and kind.


Availability of learning disability beds


•	�There was awareness that there are a very limited number of learning disability 


specialist beds. The fact that not all young people with learning disabilities can 


have this provision, and many are admitted to general adolescent units (GAUs), 


was discussed.


•	��Joe felt that this very much depends on the individual young person, but felt 


that if he had been in a GAU then it would have done him more damage than 


good.


This is a case study of a young person achieving positive outcomes from admission to a specialist CYP learning disability unit.
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Eating disorders can lead to severe physical and psychological problems, with 


a significant cost and quality of life burden. Due to the significant morbidity 


and mortality rates associated with eating disorders, specific targets have been 


published in relation to their treatment.


NHS England committed to a community eating disorder access and waiting 


time standard that, by March 2021, 95% of CYP with an eating disorder 


should start NICE-recommended treatment within one week if urgent and four 


weeks if routine. The focus of the eating disorder pathway is early community 


intervention (early help and advice, evidenced treatment and intensive outreach/


home treatment) and access that should be based on clinical need (eating disorder 


alongside co-existing mental health or complex needs). Guidance, published in 


2015, sets out the evidence for delivering effective community eating disorder 


services. The intention is to ensure CYP access treatment as soon as an eating 


disorder is suspected with an emphasis on treating all presenting need, including 


co-existing mental health and complex need.


This was further extended to support implementation of NICE recommendations 


on improved integration with inpatient settings (paediatric/medical ward and CYP 


mental health units) and to share helpful resources on good practice.


The Covid-19 pandemic caused increased pressure on eating disorder services, 


through increased frequency and severity of referrals, and pressures on staffing and 


ways of working caused by the pandemic. This has increased waiting times for CYP 


eating disorder referrals for inpatient treatment, which in some cases has led to the 


use of paediatric wards.


Longstanding work, predating the pandemic, had focused on enhancing 


community eating disorder provision and development of alternatives to psychiatric 


inpatient care for eating disorder treatment. The additional demands of the 


pandemic accelerated these efforts. Initiatives to enhance specialist community 


eating disorders teams, and integrating and partnering with paediatric wards to 


support admission for appropriate medical stabilisation, have enabled more young 


people to be treated safely closer to home.


2.5 �Eating disorders - intensive community 
interventions and inpatient services


National policy in children and young people’s (CYP) mental health is directed to improve access to 
evidence-based treatments and reduce waiting times for all young people. 
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There has been a significant surge in eating disorder cases with teams treating 


more than ever before.


 


Historically, a lack of consistency in the development of processes and pathways for 


suspected eating disorders with co-existing mental and physical health difficulties 


resulted in exclusion criterias. However, there are significant strides being made 


to improve this amongst community eating disorders teams. Increasingly, there is 


a recognition that a wider range of young people experience difficulties that may 


need different interventions, as well as needing the support of specialist eating 


disorder practitioners, such as avoidant restrictive food intake disorder (ARFID) and 


emotionally unstable personality disorder with disordered eating. This wider access 


to treatment can present a number of challenges for those treatment pathways 


that were conceived to work with specific eating disorders in isolation.


There remains variation in the delivery of community eating disorder services, based 


on anecdotal evidence from clinicians. There continues to be a need to remove 


exclusion criteria and ensure that the needs of young people with an eating 


disorder and co-existing mental health needs are met in the community.


CYP inpatient clinicians describe this issue as a significant barrier to effective 


discharge planning. NICE guidance promotes integration between community 


eating disorder services, CYP inpatient services, the young person and their family 


throughout the process i.e. pre-admission, during the episode of inpatient care and 


post-discharge.


What is needed to deliver successful care and treatment?


The current policy direction, since 2015, is on improving community intensive 


eating disorder service provision and home treatment service provision, thereby 


preventing admission by supporting recovery at home wherever possible, whilst 


ensuring that timely, co-ordinated provision of interim support from primary care 


or paediatric/medical services and CYP mental health units is accessible. There is a 


requirement for integration from health, social and education services.


Successful provision of care and treatment for children and young people with 


eating disorders compounded by comorbidity/complexity of need requires a well-


coordinated, yet flexible, integrated local pathway around individual needs.


Local success is being demonstrated where there is a multi-modal, multi-agency 


approach, covering mental health as well as physical health within an integrated 


holistic model of care. 


Good practice on nasogastric tube (NGT) feeding is a matter of ongoing debate, 


which has been highlighted by apparent increases in patient numbers requiring 


the intervention, and by variation in practice, including the legal basis for the 


intervention. The practice of NGT feeding, especially under restraint, requires a 


clear framework to work within to ensure safety and quality of care. The Quality 


Improvement Taskforce has commissioned a review of restrictive practices for 


eating disorders within mental health settings, which is due for consultation 


prior to its publication in 2022. In addition, there will be guidance regarding 


the reduction of restrictive interventions and NGT feeding under restraint. The 


guidelines aims to help develop any further resources needed such as training.
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Integrating support from paediatric wards in the treatment 
of eating disorders


In contrast to schemes aiming to avoid admission to paediatric wards, many 


initiatives have focused on using paediatric wards as a location for meeting the 


needs of those who are physically unwell as a result of eating disorders, without 


needing admission to CYP mental health units or specialist eating disorder units 


(SEDUs).


Working closely between paediatric wards and community eating disorder 


services enables the safe treatment of young people with eating disorders close 


to home, and without incurring a wait for a bed on a general CYP mental health 


unit or SEDU.


Evaluation of schemes operating in this manner shows a reduction in admissions 


to a mental health bed without a negative impact on treatment outcomes, and 


a reduction of treatment outside of natural clinical flow. Savings from reduced 


admission to CYP mental health units allow reinvestment into the community 


eating disorders services to further scaffold the provision of support to paediatric 


wards, and services that support avoidance of these admissions too.


Bristol Royal Hospital for Children


Bristol Royal Hospital for Children prevents the need for young people to be 


escalated to SEDU provision by providing three week ‘refeeding admissions’ 


in its paediatric wards, in conjunction with in-reach support from community 


eating disorder teams, which is mainly focused on motivational interviewing 


to increase adherence to feeding programmes. This allows more young 


people to receive necessary treatment within natural clinical flow.


Hospital admission can be frightening for any young person, but additional 


consideration needs to be given to those with sensory needs as a result of learning 


disabilities or autism.Young people with autism report finding the hospital 


environment very challenging as a result of the levels of noise and bright lighting, 


and the numbers of people often present in a general hospital setting. Despite 


these experiences, for other young people in distress, A&E feels like the right 


option.


A&E was just hell. I don’t think I’ll ever forget it. 


The alarms and noises were constant.
“ 


”


”


I would rather go to A&E because it’s guaranteed help, 


you would be seen quicker and more effectively... 


maybe because it’s in person.


“
”
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Inpatient care


NHS England commissions services to provide the range of treatments required to 


support CYP with eating disorders who would benefit from an inpatient setting. 


Where inpatient psychiatric admission is necessary for safe treatment, evidence 


suggests no advantage to admission to a SEDU over a general adolescent unit 


(GAU). SEDUs are commissioned regionally and sit outside natural clinical flow for 


a significant number of young people and their families. This presents geographical 


challenges in relation to: distance from home; local access; assertive outreach; 


continuity of care with local community eating disorder teams; and access to visits 


and support from family and friends.


The Getting It Right First Time (GIRFT) report suggests that the variation of clinical 


presentations in GAUs contributes to a healthier therapeutic milieu and better staff 


retention. The report also indicates longer length of stay and higher cost of stay in 


SEDUs in comparison to GAUs. The higher number of GAUs represents a higher 


possibility of young people being treated within natural clinical flow.


NHS England has published a service specification for GAUs, which includes an 


appendix covering specialist eating disorder services, and the Royal College of 


Psychiatrists has published Quality Network for Inpatient CAMHS Service Standards 


for Inpatient Eating Disorder Units.


Avoidant restrictive food intake disorder


Avoidant restrictive food intake disorder (ARFID) is an eating disorder that involves 


restrictions on the amount of food eaten, and avoidance of certain types of foods 


or entire food groups altogether, which, if left untreated, leads to malnutrition. 


There appears to be a higher prevalence of ARFID for autistic CYP. Initial clinical 


evidence suggests that around 30-40% of CYP presenting clinically with ARFID 


are autistic. At present, the majority of CYP who present with this disorder are 


turned away from community eating disorder or standard community CYP mental 


health services and neurodevelopmental pathways. This can result in a gap in 


care as it can be difficult for a GP, family or school liaison ito help the child access 


appropriate care.


The Quality Improvement Taskforce commissioned an ARFID pilot and ARFID 


training, via a train the trainer model. The pilot was held nationally from September 


2019 to August 2020. Each of the seven regions selected one CYP community 


eating disorder service to participate in the pilot.


Some of the learning from this pilot will support:


• �adjustments to be made by existing CYP community eating disorder services to 


improve access and care for those presenting with ARFID;


• �design and delivery of training nationally for those working with autistic CYP on 


how to recognise ARFID and provide information about assessing risk and need 


for onward referral;


• �fostering closer links between autism and eating disorder services, so that 


expertise can be shared.


Please click here to find information on ARFID training resources and guidance.
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Examples of practice


These are examples where community models of care are utilised locally - such as 


early intervention, community intensive support and intensive home treatment - as 


well as an out-of-hospital clinical model when caring for CYP with a diagnosis of 


an eating disorder and/or comorbidities.


1. �Finding alternative solution to inpatient care at regional SEDU


Development of a shared care community led model which is supported 


by a close working relationship with acute paediatrics, underpinned by an 


SLA to formalise the arrangement. This localised model is supplemented by 


adding specialist eating disorder expertise to local GAU, ensuring that when 


mental health inpatient admissions are needed they are local and not in an 


environment with other eating disordered young people.


• �Community Eating Disorders Service (CEDS), North Cumbria 2020/2021 


Joint Working Highlight Report


2. �Care and treatment delivered in community and at home for those 


at risk of admission to inpatient services in Bedfordshire


This service offers a six-week package of intensive community care on a daily 


basis to young people at risk of requiring admission. Support is provided 


in clinic, home and virtual settings to families in the pathway, aiming to 


support paediatric hospital admissions only if absolutely necessary and for as 


short a period as possible.


3. Red Kite View - protocol for eating disorder treatment in Yorkshire


This clinical pathway describes the various processes that need to be 


considered for young people with a diagnosis of an eating disorder and 


related conditions. It details current practice in care across community 


and inpatient settings with stages: community, start of admission, during 


admission and discharge. It has been completed in collaboration with 


stakeholders representing all areas of West Yorkshire.


 


4. Documents supporting paediatric protocol in Yorkshire


• �Leeds Teaching Hospitals Trust - Clinical Guidelines Template - 


Management of Anorexia in Patients Under the Age of 18 Years


• �Management of Children and Adolescents with Anorexia Nervosa


• �Fifteen minute consultation: A structured approach to the management 


of children and adolescents with medically unstable anorexia nervosa
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5. Intensive community team in Lincolnshire


CAMHS Crisis and Enhanced Treatment Team (CCETT) replaced a home 


treatment team and inpatient unit, combining both staff teams. The new 


team offer a range of support to young people needing more intensive 


support over an average period of 12 weeks. The team work alongside 


community CAMHS and community eating disorder service colleagues to 


ensure continuity of care. The staff team includes a social worker seconded 


from the local authority to support multi-agency working and help break 


down the barriers that can arise while trying to provide holistic care.


6. �Development of a new ‘out of hospital’ clinical model that will 


ensure better care and outcomes for CYP in Berkshire


The Phoenix unit alternative to admission service was launched in May 


2021. The service utilises an ‘out of hospital’ model to ensure young people 


have access to an intensive service for their mental health difficulties, whilst 


enabling them to remain at home and within their local community. This 


facilitates continuity of care with established professionals, promoting 


reintegration and supporting resilience within families and support 


networks. Further information regarding the alternative to admission service 


can be found here.


7. �Early intervention model in South London - FREED


FREED is a service for 16-25 year olds with an eating disorder of up to three 


years duration or less. The model is designed to meet the needs of young 


adults, considering aspects such as social media, the transition to university 


and emerging adulthood. The aim is to reduce the duration of untreated 


eating disorders and intervene before the behaviours become embedded 


and more difficult to address, which can have a significant impact on the 


patient and their health.
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Community forensic child and adolescent mental health services (FCAMHS) were 


rolled out across England as part of a specific Health and Justice and Specialised 


Commissioning workstream: part of the Children and Young People Mental Health 


Transformation programme. In the community, FCAMHS are provided on a regional 


basis across all NHS England regions. They provide consultation to professionals 


working with CYP, who may or may not be involved with the youth justice system, 


about whom there are concerns in relation to neuro-vulnerability, mental health, or 


risk of harm to others and/or to themselves.


The services ensure that there are clear links between youth justice and welfare 


provision (community and custodial), secure or specialist settings for 


high-risk young people, and core provision, whether within specific young person 


mental health services or other services.


FCAMHS support professionals working with young people in community and 


educational placements and contribute to positive outcomes for the child or 


young person and their family, where there is concern about forensic needs.


Recognising that young people with high risk behaviours may move frequently, 


FCAMHS aims to provide continuity of care, allowing young people to develop 


improved attachment to support and care.


They can provide support with:


• risk management advice;


• liaison;


• specialist assessment;


• complex case formulation;


• intervention;


• supervision;


• clinical consultations;


• �addressing apprehension and anxiety around working with young people in 


secure settings, including young offender institutions, secure training centres, 


secure children’s homes and secure hospitals;


• �youth justice system, including youth offending teams, courts, secure settings;


• working with risky young people;


• �working with young people with mental/emotional health difficulties with risk 


behaviour;


• �fear of things going wrong and being given the blame for this;


• �uncertainty regarding the interface between therapy and risk management.


2.6 �Services for children and young people with 
complex needs, including welfare and youth justice


Children and young people (CYP) at risk of or in contact with the welfare or youth justice system are amongst the 
most challenging and challenged population of CYP in the country with support needs in multiple domains.
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Children and young people secure estate


The Framework for Integrated Care (SECURE STAIRS) was implemented to provide 


the foundation for how staff work with young people within the CYP secure 


estate, including secure children’s homes, secure training centres and young 


offender institutions for under 18s in England. It aims to support trauma-informed 


care and formulation-driven, evidence-based, whole system approaches to creating 


change for CYP in these settings. The approach includes a recognition of health 


needs and health-led interventions (often psychologically informed) but does not 


view these as separate from the other social, developmental and psychological 


needs with which young people may present. The Framework actively promotes 


innovative working practices and collaborations that stretch across traditional 


agency boundaries and promotes genuine integration and co-production. 


Guidance is also in place to support the potentially highly stressful situation when 


young people must transfer to adult secure settings at the age of 18.


Collaborative Commissioning Networks


The project to develop Collaborative Commissioning Networks (CCN) identified a 


fragmentation of services in some areas, leading to young people and professionals 


being unaware of some services that could offer support to young people with 


complex needs, and a lack of continuous, consistent and effective management 


across the pathway. Such failures are likely to lead to young people escalating 


through levels of complexity and restriction as separate services are unable to 


provide the necessary support to meet their needs. A lack of cohesive support 


exposes children and young people who are at risk of becoming part of the cohort 


to unwanted variation, and potentially delays access to a system of support that 


is more useful to them than the relatively disjointed support that is provided by 


generic services.


As part of the CCN project, an evaluation of a recent initiative amongst community 


services to provide more connected and cohesive services for young people with 


significant and varied (including forensic) needs was conducted. This identified 


specific services adding value to the support provided to CYP by integrating mental 


health support with that provided by other agencies supporting young people, 


most commonly by providing mental health workers who support youth offending 


teams. This gives access to psychologically-informed thinking in support of young 


people with forensic needs, without adding another agency to an already complex 


landscape of support.


Overall, it was found that the implementation of CCN projects locally led to 


improved collaboration and communication between professionals. Professional 


collaboration encouraged a whole system approach to meeting the complex needs 


of individuals and challenged established silo working. Where there was genuine 


collaboration of systems and partners to understand the needs of the cohort and 


the existing pathway gaps, along with a joint approach to improve mental health 


and wellbeing, it led to services that were truly integrated and embedded in the 


local system, leading to improved outcomes for CYP within this cohort.
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Framework for Integrated Care (Community)


These programmes led to the NHS Long Term Plan commitment to children 


with complex needs, and to the creation of the Framework for Integrated Care 


(Community). This was developed to build upon the successes and learning of the 


introduction of FCAMHS, the Framework for Integrated Care (SECURE STAIRS) 


within the CYP secure estate, and the CCN. There is a recognition that a cohort 


of vulnerable CYP exist with complex needs, who require support from multiple 


agencies and experience some of the highest levels of health inequality in society. 


In this instance, ‘complex needs’ are defined as: 


• �multiple (i.e. not just in one domain, such as mental and physical health);


• �persistent (i.e. long-term rather than transient, including for example learning 


disability, autism or both);


• severe (i.e. not responding to standard interventions); and 


• �framed by family and social contexts (i.e. early family disruption, loss, 


inequality, prevalence of adverse childhood experiences).


If you would like to access the Framework for Integrated Care (Community) 


document, please contact: england.complexneedscyp@nhs.net.


Within the THRIVE framework, these young people are most often supported 


within the Getting More Help and Getting Risk Support needs-led groupings but, 


by virtue of their multiple needs, present a challenge to services who traditionally 


provide support on a single domain.


Six overarching principles are articulated across the Frameworks for Integrated 


Care, and should inform delivery of services aiming to support young people with 


complex needs, in addition to adherence to the THRIVE principles.


• �Every Interaction Matters: there is a focus first on building and supporting 


positive collaborative relationships.


• �Young people and the relationships they experience are at the centre of all care 


they receive through genuine co-production.


• �Those spending most time with young people are the primary facilitators of 


change.


• �Positively influencing the day-to-day care is the basis of any intervention and 


primary focus of support.


• �All behaviour is understandable in context; there is a focus on developing an 


understanding of each young person’s behaviours and needs, based on their 


story (formulation).


• �There is a commitment by all to build and sustain trauma-informed organisations.


The Frameworks for Integrated Care go on to identify ways these principles can be 


operationalised in practice by local systems, and provide drivers for young people, 


staff and organisations.
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Although mental health inpatient services (most commonly medium or low secure 


services for those transferring from the CYP secure estate) have access to a wider 


range of mental health professionals, and better access to professionals able to 


provide specific interventions for mental health problems, services in the mental 


health sector do not universally adopt whole system, trauma-informed approaches 


to care that take into account the broad spectrum of difficulties that are caused by 


adverse childhood experiences and ongoing complex safeguarding needs.


Young people supported by forensic and secure services will usually access 


inpatient services in psychiatric intensive care units, low secure services or medium 


secure services. This is dependent on several factors, including: risk; whether they 


are currently in a welfare or youth justice secure setting; and need identified for 


admission. Admission of a child or young person to a secure setting on mental 


health grounds should always occur under the jurisdiction of the Mental Health 


Act 1983.


Variation in use of beds within the secure estates


Further research is required to understand the varying distribution of males and 


females across different aspects of the secure estates (higher numbers of males in 


medium secure care, higher numbers of females in low secure care). In addition, 


there has been an increase in the proportion of girls placed in the secure estates 


on justice placements, a reduction of those placed on welfare placements, 


and disproportionate representation of young women from ethnic minority or 


LGBTQIA+ communities (Centre for Mental Health, 2021). Despite these changes, 


females make up a smaller proportion of the overall residence of the secure estate 


and are held mostly in welfare placements. The distribution of young people varies 


across the country and services should consult local data to identify any inequalities 


relevant to their setting.


Transition worker – Lincolnshire Secure Unit


As multiple transitions can provide points of instability, a role was created 


to support young people before and after transition between settings; 


providing sessions on life skills and supporting family relationships, within 


the framework of a consistent relationship with a transition worker 


established before discharge.


The transition workers also support transition between secure settings, 


recognising the impact that this may have, aiming to give the young person 


a better chance of establishing a positive connection to their new settings 


using a supportive relationship. The role has demonstrated effectiveness in 


reducing challenging behaviour, improving self-esteem and improving 


family relationships.


I think a major problem causing people to relapse is 


when all services involved with a young person don’t 


communicate to make sure they are looked after 


throughout all services, vague case notes, no discussion, 


incorrect information, disjointed communications, 


lack of quality in care.


“


”
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Improving the pathway for autistic children and young people 
at risk of entering the justice system


Following commitments outlined in the NHS Long Term Plan, an investment of 


£700k has been allocated to the 13 FCAMHS teams to focus on CYP who present 


with a learning disability or autism or both. Some CYP may not yet be diagnosed 


with a learning disability or autism or both but could benefit from assessment and 


support. This funding is for FCAMHS to identify eligible CYP for their service, with 


a learning disability or autism or both, and support them to access the right help 


and support to meet their needs and prevent avoidable admissions into hospital/


residential/secure settings. This funding is a joint commitment from the national 


NHS England Learning Disability and Autism, Specialised Commissioning and 


Health and Justice teams.


FCAMHS teams should consider:


• �autism champions with the ability to complete either a full autism assessment or 


screening tools to identify children and young people who may have autism and 


refer them on to an assessment service;


• �specific training to identify how to support and meet the needs of children 


and young people, which could include an overview of the local area 


Dynamic Support offers and Register processes linked to Care, Education and 


Treatment Reviews


Direct support from speech and language therapists for these children and 


young people has shown effectiveness in a range of services that have trialled 


this intervention. Adding these capacities and skills to the system has enabled all 


associated services to be more aware of this facet of difficulties for these children 


and young people, allowing intervention and support to be more effective across 


the pathway.
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What is integration in services?


Integration of services takes many forms:


• �fully integrated multi-agency services with shared budgets and management;


• �multi-agency teams where workers from different services collaborate, 


but retain their own management;


• �workers from other agencies being employed to support the work 


of another team;


• co-location and co-working;


• inter-agency training, planning and delivery.


Bringing together appropriate synergistic or complementary services: together 


supports better outcomes for children and young people (CYP) and families; may 


use less resources of the combined agencies; and may lead to quicker and more 


appropriate outcomes. Due to the nature of their age and developmental stage, 


there are numerous services supporting different aspects of CYP life. This leads to 


a range of possibilities for different combinations of services that can integrate or 


co-produce their intervention, as well as challenges resulting from the range of 


agendas served by these services.


Developing and supporting integrated and multi-agency services requires 


commitment and leadership across the relevant agencies. This includes establishing 


robust governance arrangements. Leaders need to demonstrate and role model a 


cooperative approach where the needs of young people and families take priority 


and there is a collective will to meet these.


Governance arrangements will also support issues such as finance, IT, data 


sharing and recording, and procedures. Agencies should put into place methods 


to understand the outcomes of integrated services to provide evidence of 


improvement. 


Existing bodies, such as the Local Safeguarding Partnership and integrated care 


boards, will provide useful forums to support developments and report to senior 


leaders such as the Director of Children’s Services and the relevant Chief Operating 


Officer.


2.7 Integration
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The Care Quality Commission (CQC) identified that multi-agency working or 


integration of services was the second most common feature of outstanding 


services, after co-production (CQC, 2019). This demonstrates the strength of 


combining services to fit around the needs of young people and families, rather 


than persisting with delivery in traditional silos that can be difficult to navigate, 


and can cause the duplication of work or the creation of competing targets for 


intervention. While compiling this resource pack, a great number of services have 


been identified where problems in service delivery are being addressed. Where 


these services included staff from agencies outside NHS mental health services, 


providers identified this as a strength, and where this was not present, providers 


identified it as an area they were intending to develop.


The NHS Long Term Plan sets out the ambition that school and college-based 


Mental Health Support Teams will be rolled out to 20-25% of the country by 


2023. Acceleration of this programme aims to meet this ambition a year early, and 


increase coverage to 35% by April 2023. It also mandates additional training to 


ensure staff are able to recognise and support common issues occurring for at-


risk groups, such as young members of the LGBT+ community, or children in care 


(3.28). It also identifies the need to expand services for young people with complex 


needs, including those who have been a victim of sexual violence, with a transition 


into integrated services (3.29).


What outcomes can be expected from integrating services? 


Integration of services recognises that a range of expertise and skills is often 


required to meet the needs of CYP and families. Young people can become 


disadvantaged by the point at which they encounter services if there are not 


effective links between agencies. Worse still, where help is delivered in silos, 


CYP and families may experience disruption in support or find themselves stuck 


‘between’ what should be seamless provision of support, not receiving any input 


when their need is most urgent.


As a result, integration of various services can achieve:


• higher rates of access;


• more effective support, represented by swifter resolutions to difficult issues;


• ��quicker return for families to universal services, including better attendance 


in education;


• less reliance on crisis resources;


• ��support provided at lower levels of severity resulting in less harm to young people 


and families;


• �support that meets the needs of young people and families, rather than support 


that is characterised by what agencies ‘want’ to provide.


The success of Dynamic Support Registers and Care, Education and Treatment 


Reviews in reducing the use of hospital-based care for CYP with learning 


disabilities and autism is significant. This is replicated in several examples in 


services supporting the neurotypical population, where initiatives to bring together 


representatives with decision-making power from the range of agencies that 


support young people and families have drastically reduced the use of inpatient 


facilities in those areas. This seems to work by ensuring, at the earliest opportunity, 


that the right type of help can be provided to CYP through coordinated multi-


agency response. This type of response is also supportive of all agencies involved, 


rather than seeking to address the problems of only one agency (e.g. health), via 


the resources of another (e.g. social care).
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Examples of where services can be integrated 
to greatest effect


Integrating mental health support with education providers gives the best 


opportunity to provide upstream, early intervention for many mental health and 


emotional wellbeing difficulties that may develop into more serious and debilitating 


conditions without intervention. Such interventions vastly increase the access 


to mental health support.


Single Point of Entry – Bedford and Luton CAMHS


This cross-county service ensures all referrals made to CAMHS have an initial 


telephone triage appointment with a CAMHS clinician. The outcome of 


this triage appointment is then discussed at a twice weekly panel meeting, 


with representatives from education, social care and early help teams. This 


information sharing allows referrals to be directed to the best source of 


support, without creating the need for further referrals, and without any 


referral being ‘rejected’; instead they may be redirected to more appropriate 


support if the community CAMHS team is not best placed to offer the 


support required. 


Young people in contact with the youth justice and welfare systems often require 


a range of support that can be provided in a timely and cohesive manner by the 


integration of youth offending and mental health support. This often takes the 


form of CYP mental health workers offering consultation or direct support to 


youth offending services, to ensure that the emotional needs of young people in 


the justice system can be overseen, with the aim of preventing escalation during 


potentially challenging times.


Traditional service boundaries can mean that young people ‘fall through the cracks’ 


between services, and even when their need for support is high, it is unclear 


where this support sits. Services integrating staff from mental health and social 


care agencies help to ensure that young people can access the support they need, 


when they need it, without needing to take on the additional task of navigating 


service landscapes when they are at their most fragile.


 


Specialist Health and Resilient Environment 
(SHARE) - Wigan


The SHARE Service team combines mental health professionals, social 


workers and residential care staff. The team offer outreach support to high-


risk adolescents, including those at risk of placement breakdown, working 


with young people and their families. In addition, the team runs a residential 


children’s home, where young people can access respite placements for up 


to 72 hours to assist during the most challenging times. The service is also 


used to facilitate early discharge from inpatient units, by providing intensive 


support at home and in the community, enhancing the local CAMHS offer.


The Collaborative Commissioning Network (CCN) aims to support young people 


transferring in and out of NHS England Health and Justice commissioned services. 


The young people supported through the Network’s activity are unified by 


being high-risk, high-harm, and highly vulnerable. The CCN programme ran from 


2016-2019, with a number of projects continuing beyond this point.
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Evaluation of the CCN (NEL Consulting, 2020) established that the following 


principles were of most use in closing the gaps between existing services:


• �consultation/liaison model, whereby a specialist (e.g. psychologist) provides 


supervision to staff to increase knowledge and confidence in working with 


this population of CYP;


• �youth workers working directly with CYP and closely with other clinicians, 


engaging with CYP in creative ways (e.g. music) and via an outreach approach;


• �effective training and development of the workforce;


•	�recruiting additional professionals to support CYP (emotional support or 


coordination) at the point of accessing sexual assault referral centres;


• �enhanced early intervention work for behavioural and mental health need 


among CYP and their families/carers;


• �multi-agency support and coordination for CYP to help them integrate  


into the community;


• �carrying out a local gap analysis to ensure a statutory and enhanced liaison 


and diversion service is offered.


While individual services have made efforts to reduce barriers to accessing 


services, what remains can still be a confusing landscape of services that families 


experiencing difficulties find challenging to negotiate. Repeated assessments 


and retelling stories to different professionals are a common complaint of those 


accessing services. Providing integrated single point of access centres for CYP is an 


effective way of reducing this difficulty and supporting CYP and families to access 


the appropriate support from the appropriate agency first time by providing joint 


assessment or informed triage as a first point of contact.


Education and mental health


Mental Health Support Teams are supporting schools and colleges, with the aims 


of improving access to evidence based interventions for mild-moderate mental 


health difficulties, provide timely advice to staff in education, and to support Senior 


Mental Health Leads in schools to develop their whole school/ college approach 


to mental health and wellbeing. Accelerated roll-out of the programme aims to 


provide MHST support to 35% of pupils by April 2023, ahead of the NHS Long 


Term Plan ambition.


Mental Health Support Teams – Manchester


As part of the pilot phase for this national initiative, Manchester established 


10 new teams across the metropolitan area, staffed by educational mental 


health practitioners and senior CYP mental health staff. Each learning 


environment identified a senior mental health lead. The aims were both 


to improve early access to evidence-based treatments for common mental 


health difficulties, and to ensure that CYP mental health is considered as 


part of the holistic experience in schools. This led to the area outperforming 


national access targets, allowing thousands more young people to access 


timely and necessary support.
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Looked after children


The challenges faced by looked after children are widely recognised as potentially 


damaging to their mental health. It is also recognised that, for CYP in this position, 


waiting until they develop a diagnosable mental health difficulty before providing 


help represents a missed opportunity to provide support and to help them and 


their carers to develop skills that may maintain their wellbeing.


Mental health teams for children in care often support CYP in the care system who 


would not meet thresholds for support in traditional CYP mental health services. 


This recognises that the impact of childhood trauma and instability in relationships 


may present as pervasive difficulties that occur throughout the lives of CYP, rather 


than diagnosable mental health problems. Where these services offer support and 


consultation to carers and social workers too, the reach of mental health support is 


greater.


Services for looked after children are overseen by social care, but many integrate 


mental health provision, through either systemic or psychology practitioners, to 


provide either direct input, consultation to social workers, or training and advice 


to carers. To ensure that looked after children are not disadvantaged by potential 


placement changes or more frequent moves, teams to support them often 


integrate education and physical health offers that wrap around them to ensure 


that there is the same level of consistent oversight that would be expected for 


those with a more stable caring relationship.


The recent MacAlister report identifies that, despite these efforts, outcomes for 


young people living in care settings are often very poor.


It is also recognised that higher levels of placement breakdown or change 


are associated with poorer outcomes against a wide variety of metrics, hence 


support is designed to maintain placements (either family or residential homes).
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Design guidance for children and young people’s (CYP) mental health inpatient 


units is mainly covered by Health Building Note Health Building Note 03-02, 


although this specifically excludes guidance on design principles for autistic young 


people and those with disordered eating. It should be read in conjunction with 


Health Building Note 03-01 for adult mental health which includes some guidance 


applicable to all mental health units.


Specific additional guidance for intensive care units for young people is covered 


by The National Association of Psychiatric Intensive Care and Low Secure Units. In 


2017 the Department of Health published a case studies document highlighting 


what ‘good looks like’ in the recent design and building of CYP mental health 


inpatient units. The document can be seen in full here.


While not open at the time, the Inspire unit was included in this document 


based on the excellent engagement of local young people. More detail can be 


seen below. 


Inspire inpatient unit


Humber NHS Trust opened Inspire inpatient unit in January 2020, following an 


extensive programme of co-design with local young people. From the outset the 


clinical team were determined to have the voice of young people at the centre of 


what the new facility should look like and how they would like to see it engage and 


work with those who needed its support. As part of the procurement process for 


awarding the contract for the new build, NHS England commissioners undertook 


an engagement exercise across Humberside with young people and families. Their 


aspirations for the new service can be seen in a summary report here.


Humber NHS Trust then undertook a more detailed and focused engagement 


exercise to shape the design of the new building and the principles for how the 


new service would operate. The feedback from young people was unambiguous 


in its ambition to see major change from how existing inpatient services were 


designed and run. The feedback report from this exercise can be seen here.


In the light of this feedback, the clinical team formed the view that an excellent 


service would need to be a combination of the built environment, the development 


of a psychologically-informed environment and the recruitment and training of a 


workforce that had the capacity and capability to respond to the needs of young 


people in acute distress.


2.8 Environment
The built environment is an important facet of inpatient care, and adaptation can reduce the sensory burden 
and distress of young people who use these services.


Inpatient environments are not right for most people 


– but it’s especially bad if you’re autistic. 


“


”
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https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=121692901
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The approach that the team took to developing a clinical model that could also be 


accessed by young people and how that shaped the recruitment and training of 


the workforce can be seen here. Each of the three component parts are seen as 


crucial in delivering good outcomes for young people.


Inspire were successfully awarded the Project of The Year-New Build and Clinical 


Team of the Year at the 2021 Design in Mental Health Awards. A short case study 


of their partners can be seen here. The unit also won two further awards at the 


Better Healthcare Awards: Best Development under £10m and also the Grand Prix 


award for Best Overall Project.


Sensory environments for autistic young people


The Taskforce commissioned the National Development Team For Inclusion (NDTi) 


to produce a report, It’s Not Rocket Science, describing the sensory experience of 


autistic young people in inpatient care and to make recommendations for both 


practice and environmental changes.


The report set out with the focus of looking at physical and built environments 


and to identify practical changes that could be recommended. However, the scope 


expanded to include culture and approach. This is because young people reported 


that ‘other people’ are the most unpredictable elements in any environment. 


Where other people are warm, receptive, reflective, and seeking to work with 


them and understand, the overall sensory environment is much more tolerable. 


Young people reported that staff understanding, attitude and approach is the most 


important factor in getting inpatient sensory environments right. A positive culture 


will help make a poor environment manageable, and a negative culture will make 


a good environment unmanageable.


The Care Quality Commission (CQC) report into restraint, seclusion and 


segregation, Out of sight – who cares?, found that: ‘People were not having their 


sensory needs met. Environments they were living in were not adapted to their 


sensory needs and they were not being offered support to communicate. Some 


providers were not making reasonable adjustments legally required under the 


Equality Act 2010.’ 


The CQC report goes on to say: ‘Being placed in an inappropriate environment can 


be damaging and creates a pattern of distress, restraint and seclusion, which often 


cannot be broken. In many cases, we found that the impact of the environment 


on people, such as the noise, heating and lights of the wards, had not been 


considered. In many cases staff did not understand people’s individual needs and 


the distress that being in the wrong environment could cause, particularly for 


people with sensory needs.


This could lead to people expressing their distress in a way that others find 


challenging, leading to staff resorting to using restrictive practices.’


Section 2 Acute care pathway  ➔  Environment



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

http://implementingthrive.org/implemented/case-studies-2/surviving-to-thriving-developing-a-clinical-model-at-humber-inspire-camhs-inpatient-service/
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Top ten recommendations from It’s Not Rocket Science


1. �Create a predictable environment. Let people know what to expect, who 


to expect and when. Offer accurate and timely information to create more 


certainty and a feeling of safety.


2. �Involve autistic people with relevant expertise in reviewing the sensory 


environment, in a meaningful way. Every location is different and will have 


different things that need to be prioritised. Autistic people have different 


sensory perceptions, so it’s critical to involve people. Listen and take action. 


Continue to review. It is beneficial to bring in external expertise, but it’s also 


important to involve people using the space. Ask them what’s working and 


what needs to change.


3. �Ensure all staff have training from autistic experts and allies that 


understand autism and sensory needs. All staff includes the multi-


disciplinary team (MDT), healthcare staff, the ward team, facilities staff, 


educators, cooks, cleaners, and agency staff.


4. �Assess everyone’s sensory need on admission and consider how 


sensory need will be accommodated and supported in care plans. 


Support people to reduce problematic sensory inputs and manage these to 


support restraint reduction. As part of care planning, support people to do 


the things that help them to self-regulate, including repeated movement 


(‘stimming’), access to hobbies and favourite possessions, quiet spaces, 


outdoor space, and access items such as noise cancelling headphones, caps, 


blankets etc.


5. �Personalise risk management and decision making. Support people to 


have choice and control. Make decisions in relation to individuals, involving 


the person (and their family, as appropriate) wherever possible. Avoid blanket 


bans (decisions or bans that affect everyone, rather than being decided on an 


individual basis).


6. �Swap alarms for ‘silent’ alarms. This will significantly reduce noise and 


escalation on the ward and reduce the frequency of distress caused by alarms 


for those with auditory sensitivity. Staff need to be alerted rather than alarmed; 


silent alarms will ensure alerts happen without causing distress to other people.


7. �Reduce noise and echo. Ensure there is quiet space and outdoor space that 


people can access at any time. Soft furnishings, gently closing doors, carpet, 


sound absorbing panels and acoustic vinyl can all help. Consider background 


noise too (including roads, heating and cooling systems, extractor fans, 


voices, TVs/radio, chatting etc). Ensure there is an actually quiet space and 


outdoor spaces people can access at any time. Support time out from noisy or 


otherwise overloading environments during the day, and as needed.


8. �Change all fluorescent lighting for alternatives. Ideally halogen, but high-


quality LED bulbs, with diffused lights are better than fluorescent. Lights should 


be quiet – not buzzing or flickering.


9. �Consider the impact of smells. This includes smells from people, food, 


cleaning products, and laundry products. Neutralise smells wherever possible 


(closing doors, using unscented products, supporting people to ‘mask’ smells 


with preferred scents, or to use preferred products).


10. �Consider the impact of touch and texture. Hypo and hyper sensitivities 


might mean that people may be more or less sensitive to physical contact. 


Need to add guidance information in relation to food (texture, control), 


shower/bath/personal care, drinking, eating, bumping into things and use of 


restraint.


A copy of the full report can be found here. The Taskforce has made funding 


available to support providers to implement the findings in this report and a 


summary learning document from all of these projects will be produced. 
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The sustainability of inpatient beds remains an issue across the country. Amongst 


the significant challenges that wards face are issues related to providing sufficient 


numbers of adequately trained staff. Understaffing has implications for the 


quality of services, the increased use of restrictive practices, and the length of 


stay for young people accessing inpatient beds. Despite this, children and young 


people’s (CYP) inpatient wards support CYP through very challenging times and 


manage multiple young people who are experiencing distress in a high-pressure 


environment.


In addition, CYP and their families raise issues related to continuity of care between 


inpatient and community services. They have told us that they do not believe 


adequate levels of intensive community support are available as an alternative to 


admission and that the support that is available is not well ‘joined up’ between 


health, social care and education. Further information on the views of CYP can be 


found here.


In line with commitments made as part of the NHS Long Term Plan, Health 


Education England, working with partners and CYP and their families and carers, 


has launched a Strategic Framework: Children and Young People’s Mental Health 


(CYPMH) Inpatient Workforce Development to help the system to develop the 


workforce of local CYP mental health inpatient services.


MindEd is a free educational resource on mental health for professionals and 


others.


Supporting young people and families with complex needs 
in a multi-agency context


Adaptive Mentalization Based Integrative Treatment (AMBIT)


Many CYP and families supported by mental health services experience difficulties 


in multiple domains including, but not limited to, difficulties accessing education, 


difficulties with mental health, social care concerns, or issues related to substance 


misuse, which results in support from multiple agencies and organisations. This in 


turn creates several challenges:


• �Different agencies have different priorities for intervention, and different legal 


frameworks to guide them.


• �Multiple appointments and agendas create additional demands on families, often 


when their resources are depleted anyway.


• �Organising between agencies is complicated and identifying who does what, or 


where responsibility lies, adds complexity.


• �Challenges of the system are viewed as challenges presented by the individual or 


family. This creates a story around them which may include ideas around being 


‘hard to reach’ or ‘untreatable’, leading to an escalation of intervention and 


compounding the problems above.


2.9 Workforce
The following section describes a number of initiatives and suggestions aimed at improving the support and 
experience for young people who require inpatient care and intensive multi-agency community support.
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• ��It is easy for the voice of the young person and family to be lost amongst a 


background of multiple professionals.


• �‘The plan’ held by a particular agency can become the focus of intervention, 


rather than attention being focused on the changing needs of the family.


Resolving these difficulties and working with CYP and families to make positive 


changes requires careful attention to the process, and the way working together is 


conducted. In addition, it is common for CYP and families with multiple challenges 


to have complex and challenging relationships with caregiving, which can be 


misinterpreted as refusal to engage with support and further complicate the task of 


providing support.


Adaptive Mentalization Based Integrative Treatment (AMBIT) is a whole team 


approach for working with people experiencing multiple and complex problems 


that include mental health difficulties. AMBIT supports staff to organise support in 


a way that is accessible to those who need it, by supporting the coordination of 


network resources, and increasing shared understanding between professionals. 


AMBIT also emphasises the importance of blending evidence-based practice with 


local knowledge and recording this in a way that is accessible to new professionals 


joining teams.


AMBIT is centred on the theory of mentalization, or seeking to understand 


the intentions, motivations and minds of others. As well as being a way 


of supporting individuals, in AMBIT mentalizing is also consciously applied 


to working with colleagues within teams, and the other agencies and teams 


that may be involved in supporting CYP.


The challenges of ambivalent relationships to help and care, along with multiple, 


competing agency involvement, make it harder to engage meaningfully with 


multiple professionals and agencies.


AMBIT restructures this, using the professional from the network who has the 


most constructive relationship with the child or young person and their family as 


a conduit for interventions from all agencies. The AMBIT approach is then used to 


support this worker to improve their relationship with the child or young person 


and their family and help them to strengthen the idea of help being available and 


useful, supporting them to engage in a meaningful way with wider support.


Throughout this process, the application of mentalizing skills between colleagues 


and agencies helps to navigate any points of disagreement or disintegration within 


the network, reducing the overall burden and preventing unnecessary escalation.


Examples of the use of AMBIT elsewhere in the CYP mental health landscape 


demonstrate the potential value of the approach, which include increased 


understanding across agencies and generating a common language to use in 


relation to challenging cases.
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One of the staff members was always really nice...he would 


actually ask you how you were feeling, I didn’t really want 


to talk to him, he’d just kind of sit with you for a bit – 


sometimes that’s all you need – just someone to be there. 


I appreciated that he made the effort to ask how I was – 


but didn’t force me to talk about it if I didn’t want to.


“


”
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New roles focused on working across community/inpatient, 
avoiding admission and recognising the importance of family


Family Ambassadors


The Family Ambassador roles were created in response to recommendations in 


high-level reviews by the Care Quality Commission, Children’s Commissioner and 


the Joint Committee for Human Rights, as well as DHSC-commissioned Serious 


Case Reviews into the care of CYP with a learning disability and/or autism in 


inpatient units. The Joint Committee for Human Rights report of 2019 highlighted 


the importance of the role of parents and family carers as ‘Human Rights 


defenders’ and stated that it was pivotal for the NHS to review the way in which 


families and carers were engaged.


The introduction of the regional and local Family Ambassador roles is to empower 


and support parents to be better equipped to be involved in the care and 


treatment of their child whilst they are admitted into CYP mental health 


inpatient services.


A series of short videos has been created to help all stakeholders to better 


understand the aim and purpose of the Family Ambassador roles. These can be 


accessed by clicking on the following links:


• �YouTube


• �Health Education England e-learning for health


Access to local Family Ambassadors will be automatic upon admission to inpatient 


services (where recruitment has taken place) and available to all those with parental 


responsibility, including social workers and foster parents.


Keyworkers


Keyworkers for young people with learning disabilities and/or autism are currently 


being rolled out across the country, starting with those young people who are at 


risk of requiring inpatient care. This role was designed in conjunction with people 


with lived experience and their carers and families.


The role is designed to support CYP and their families to ensure that care is joined 


up across agencies, transitions are well-planned and well-managed, and access to 


appropriate care is timely. Keyworkers will also take a lead in ensuring the voice of 


the CYP and family are heard in care planning arrangements across the sometimes 


complex landscape of care supporting young people with learning disabilities and 


autism.


More information can be found here.


Youth intensive psychological practitioners


This pilot programme (to March 2024) supports the training and supervision 


of a new cohort of practitioners to support the CYP with the most complex 


and severe mental health difficulties.


The role will improve psychological care for young people using intensive 


home treatment teams and inpatient services, as well as improving continuity 


between community and inpatient services. Youth intensive psychological 


practitioners will be trained in psychological formulation and support staff teams 


to access and imbed formulation in their practice. Youth intensive psychological 


practitioners will work under the ongoing supervision of senior psychologists, 


embedded within the multidisciplinary team, rather than as autonomous 


practitioners.
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Specialist training for staff


Young people with a wide range of difficulties access inpatient care. However, there 


are some common training requirements for the workforce to ensure that care is 


appropriate.


Specialist autism training


Health Education England has been commissioned by the National Quality 


Improvement Taskforce to develop and deliver a ‘train the trainer’ programme to 


drive improvements in the quality of care for young people with autism and/or 


learning disabilities in inpatient mental health units. The CYP specialist autism ‘train 


the trainer’ course is a five-day training course designed to equip senior members 


of staff working in inpatient mental health settings to deliver training to their 


colleagues to improve staff members’ understanding and skills to work with young 


people with autism.


Staff who complete the course will be able to deliver three tiers of training tailored 


to their colleagues’ requirements. The training will be immersive, hands-on and 


dynamic. It will combine a range of evidence-based teaching methods including 


case discussions, videos, reflective discussions, role plays and experiential tasks. 


Trainers will also be equipped to support experts by experience to co-deliver the 


subsequent training to clinical teams. During the training and indefinitely thereafter, 


learners will have access to an online community of trainers who will support them 


as they take their training back to their inpatient facility. They will have access to 


resources, course manuals, reflective practice groups and refresher training sessions.


Human rights training


The urgent need to address poor quality services and negative outcomes for CYP 


with mental health issues is a clear national priority. Supporting staff to better 


understand why and how to use a human rights approach, and to embed this 


within services, provides an important opportunity to ensure that every young 


person is treated with dignity and respect.


The British Institute of Human Rights (BIHR) has been commissioned to provide 


human rights training to all CYP mental health inpatient services via:


• �co-produced Human Rights Training Programme for CYP mental health inpatient 


staff introducing the FAIR framework;


• �Human Rights Practice Leads Programme to develop a cohort of focal points 


across CYP mental health inpatient settings who can support better rights-


respecting practice.


Online resources for staff in acute settings


Health Education England, NHS England and key partners have developed a new 


online learning platform addressing CYP with mental health needs, autism and/or 


a learning disability in acute settings. We have gathered and peer-reviewed existing 


resources and training modules in one place for easy access. 


This platform has been developed in response to feedback from the system, which 


has identified the challenge of managing increased demand for CYP mental health 


support, especially in acute settings. 


The resources will be beneficial to: 


• �emergency department clinical staff;


• �acute paediatric department clinical staff; 


• �medical trainees; 


• �health and care professional students and learners;  


• �administrative staff and porters. 
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Eating disorders in paediatric settings


The Covid-19 pandemic has seen a significant increase in the number and severity 


of eating disorder presentations. Increasingly, CYP with eating disorders are being 


managed in paediatric settings (see eating disorders section), with support from 


enhanced community eating disorder teams, reducing the need for admission to 


inpatient care or specialist eating disorder units. However, this places an additional 


demand on paediatric settings, where practitioners often feel underconfident in 


their abilities to manage and support young people with eating disorders.


The Royal College of Paediatrics and Child Health has commissioned a series of 


training events for its members to increase knowledge and confidence around this 


area of treatment, to support safe access to important treatment within natural 


clinical flow. The training is run by experts in the field, updating on practice related 


to recognising and treating eating disorders, through to feeding using naso-gastric 


tubes.


Paediatric Clinical Care in Practice Programme This is an e-learning portal for doctors, nurses and allied health professionals in acute settings. Alongside 


physical health modules, it includes mental health modules on eating disorders, self-harm, and anxiety 


and depression.


In May 2022, the Royal College of Psychiatrists introduced the MEED guidelines, which supersede the 


MaRSiPAN guidance previously used in support of eating disorders. 


These guidelines, on the recognition and management of eating disorders, identify the roles of medical and 


mental health teams, as well as those of commissioners at local or national levels, to ensure joined up care for 


people with eating disorders across primary and secondary care in health services. MEED also provides advice 


for families of people with eating disorders, and provides consistent guidance across treatment of young 


people and adults.


The authors of the MEED guidance identify improved medical education as the single most cost-effective 


intervention to improve recognition and management of eating disorders, and advocate that ongoing training 


in the area should be a consideration for those commissioning services for people with eating disorders. 


Medical emergencies in eating disorders 


(MEED) guidance
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Other workforce initiatives


Professional nurse advocacy


The professional nurse advocate is a leadership and advocacy role designed to 


support nurses to deliver safe and effective practice. A key aspect of this model is 


to teach nurses to deliver restorative clinical supervision in their areas of practice. 


The implementation of this programme across nursing will support delivery of the 


NHS Long Term Plan and enable recovery and restoration following the Covid-19 


Pandemic. 


The Professional Nurse Advocate Programme will:


• �provide a framework for the consistent delivery of effective and psychologically 


safe clinical supervision;


• �deliver professional development at level 7 (Masters level), with recognised 


national qualification in leadership and advocacy;


• �equip nurses to ensure continuous quality improvement in practice.


To ensure high standards in CYP mental health inpatient units, a minimum of 


two places per unit have been made available to staff.


Healthcare Support Worker Certificate


The mandated Healthcare Support Worker Certificate for Children and Young 


People’s Mental Health Inpatient Settings - developed by NHS England, Health 


Education England, experts by experience and frontline staff - is the first bespoke 


training package co-designed for this staff group.  It is designed to equip 


healthcare support workers with the skills and knowledge to provide high-quality 


therapeutic care and interventions, and is aligned with the competence framework 


set out below.


The certificate is made up of six modules, which take approximately four hours to 


complete in total. The six modules are: 


• The world of children and young people 


• The role of the healthcare support worker 


• Engagement within a children and young people setting 


• Professional standards and behaviours 


• Practical application in the role 


• Technical knowledge and expertise 


This communication toolkit supports providers to promote training.  If you have 


any queries, please contact england.specmh@nhs.net.


Multidisciplinary competence framework for staff working in 
children and young people’s inpatient mental health services


The framework outlines skills, knowledge and behaviours for all staff working 


in inpatient settings. This framework builds on existing competency frameworks 


covering CYP mental health, learning disabilities and autism, suicide and self-harm.


The framework was developed collaboratively with an Expert Reference 


Group, including multi-disciplinary representation, the NHS England CAMHS 


Clinical Reference Group and British Institute of Human Rights. The framework 


development also included a strong expert by experience voice.


The competence framework map is included on the next page.
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1. Attitudes, values and style of 
interaction embodied by practitioners 
and the whole team


2. Knowledge 3.  Professional and legal 
issues


4. Engagement and 
communication


5. Team 
working


7. Assessment  
and treatment  
planning


9. Meta-  
competences 
for inpatient 
work with 
children/
young people


2.1. Knowledge and 
understanding of mental 
health problems in CYP 
and adults


2.3. Knowledge of 
attachment and 
mentalisation


2.4. Knowledge of 
autistic spectrum 
disorders


2.5. Knowledge of 
learning disability


2.7. Knowledge of the 
principles of trauma-
informed care


2.8. Knowledge of human 
rights law and principles 
in inpatient context


2.9. Knowledge of 
physical health issues in 
CYP


2.10. Knowledge of 
psychopharmacology in 
work with CYP


2.11. Knowledge of 
potential risks associated 
with inpatient admission


3.1. Knowledge of legal frameworks 
relating to working with CYP


3.2. Knowledge of, and ability to 
operate within, professional and 
ethical guidelines


3.3. Knowledge of, and ability to work 
with, issues of confidentiality, consent 
and capacity


3.4. Ability to work with difference 
(cultural competence)


3.5. Ability to recognise and respond 
to concerns about child protection


3.6. Ability to recognise and respond 
to concerns about safeguarding


3.7. Ability to make use of supervision


4.1. Communication skills


Domains 5 to 8 
contribute to building 
a therapeutic milieu 
(a collaborative 
environment that 
facilitates support and 
care)  


4.2. Ability to communicate with CYP 
of differing ages, developmental level 
and background


4.3. Ability to foster and maintain a 
good therapeutic relationship with 
service users and carers


4.4. Ability to understand and respond 
appropriately to high levels of distress


4.5. Communicating with CYP with 
cognitive and/or neurodevelopmental 
challenges


5.3. Ability to  
co-ordinate with other 
agencies and individuals


5.4. Ability to manage 
endings


5.5. Managing transitions 
in care within and across 
services


5.6. Leadership


6.1. Working in 
partnership with parents/
carers


6.2. Shared decision 
making


6.3. Co-production


7.1. Ability to undertake 
a comprehensive 
(biopsychosocial) 
assessment


7.2. Collaborative 
assessment of risk and 
need


7.3. Ability to undertake 
structured behavioural 
observations


7.4. Assessing the CYPs 
functioning within 
multiple systems


7.7. Communicating 
outcomes from 
assessment


7.8. Ability to make use 
of outcome measures


7.9. Ability to foster 
participation of the CYP 
and parents/carers in the 
admission plans


7.10. Observation of CYP 
at risk


8. Structured 
care


8.1. Psychoeducation


8.2. Problem solving


8.3. Articulating feelings 
and managing emotions


8.4. Staying well


8.5. Group-based 
interventions


8.6. Promoting valued 
activities


8.7. Managing 
interpersonal 
relationships


8.8. Motivational 
strategies


10. Organisational 
competences to support the 
work of the team


10.1. Supervision and training 10.2. Learning from incidents at 
an organisational level


10.3. Support for staff after a 
serious incident


10.4. Audit and quality 
monitoring


5.2. Ability to sustain 
a therapeutic social 
environment (therapeutic 
milieu)


5.1. Ability to contribute 
to team working


7.5. Mental State 
Examination


7.6. Ability to formulate


6.4. Peer support


6. Working in 
partnership


5.1. and 5.2. are closely 
linked


2.2. Knowledge of 
development in CYP and 
of family development 
and transition


2.6. Knowledge of 
looked-after children


Commitment to CYP 
human rights


Relational skills and 
use of self


Working with the 
whole person


Maintaining compassionate 
understanding


CYP = children 
and young people
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Relationship competencies


The Quality Improvement Taskforce commissioned a review of literature by the 


National Institute for Health Research (NIHR), related to young people’s experiences 


of inpatient settings, to provide insights that could help those seeking to drive 


improvement. The NIHR Themed Review was published in June 2021 and is 


available here.


1. Quality of relationships


	 • 	�Inpatient admission creates a new set of relationships between a young 


person, their family and the staff on the ward.


	 •	 �Staff need enough time to develop meaningful relationships with the young 


people they are looking after.


	 • �Trusting and empathic acts of care from staff, outside of therapeutic sessions, 


can improve the quality of a young person’s experience and wellbeing.


2.	 Normality


	 • �Lengthy admissions can dislocate CYP from the things that they value most in 


their day-to-day lives.


	 • �Inpatient settings may lack the most important aspects of ‘homeliness’, 


especially if there are rules or ‘blanket restrictions’ that do not take into 


account individual needs.


	 • �Promoting a sense of normality wherever possible, through flexibility and 


personalised care, can significantly improve a young person’s experience  


and wellbeing.


3.	 Restrictive practice


	 • �Restraint can leave the young person feeling scared and may trigger memories 


of past trauma.


	 • �This can damage therapeutic relationships and mean the young person is less 


likely to engage in treatment.


	 • Staff may feel guilt and regret even when they believe restraint was necessary.


	 • �Physical restraint can have negative consequences for all involved and should 


only be used as a last resort, to prevent harm to a young person or member 


of staff. High quality staff training (adopting Restraint Reduction Network 


standards) and good, needs-based, care planning can avoid unnecessary use 


of restraint.


4.	 Expectations and outcomes


	 • �Young people and their parents or carers agreed that the most important 


outcomes were improved symptoms.


	 • �Young people prioritised getting a diagnosis, medication and help with 


education; whereas parents and carers valued their child’s safety and not 


having to ‘worry about them’.


	 • �Expectations and outcomes both influence experience. Young people and 


their caregivers may have different expectations, including what a good 


outcome would be.
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A significant body of evidence notes the importance of therapeutic relationships 


in formal therapy, but CYP are keen to emphasise the importance of all 


relationships with staff during their stay. As such, the importance of relationships 


is being developed as part of the Quality Improvement Taskforce’s ongoing work. 


It was discussed at the NIHR therapeutic relationships deep dive session on 11th 


January 2022.


A recent study of therapeutic relationships in inpatient units found:


• �Therapeutic relationships have the greatest impact on treatment outcomes 


for those with mental health difficulties, over and above the specific mode 


of therapy.


• �They are still important outside of formal therapy where they remain linked with 


outcomes – a core aspect of the nursing role.


• �People view the therapeutic relationship as life-sustaining in its ability to foster 


collaboration and a sense of being understood.


• �Service users value being known and related to as a person rather than 


service recipient.


• �Therapeutic alliance between the child or family and staff is the key predictor 


of outcomes yet complex and difficult.


• �Poor relationships are the main factor for ending therapeutic treatment with 


various challenges to its development.


Pennine Care CAMHS have produced an animation on therapeutic relationships, 


which can be found here.


Staff health and wellbeing


Promoting wellbeing can help manage stress and create positive working 


environments where individuals and organisations can thrive. Employee health and 


wellbeing needs to be a core element of any HR strategy and central to the way an 


organisation operates. This is especially critical given the impact of the pandemic 


on employees’ mental and physical health and wellbeing.


Employers increasingly utilise their intranet site to develop forums and platforms 


related to health and wellbeing. Typically, an employee may expect to find materials 


and tools on their organisation’s intranet site, which could include those set 


out in the following pages.


40 staff mental health and wellbeing hubs have been set up to provide health and 


social care colleagues with rapid access to assessment and local evidence-based 


mental health services and support where needed. The hub offer is confidential 


and free of charge for all health and social care staff. To find out more contact your 


local hub.
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Mental health support


• �Employee assistance programme: providing practical, emotional, legal 


and financial telephone support including:


	 - structured counselling/cognitive behavioural therapy sessions; 


	 - critical incident advice; 


	 - line management advice.


• �Mental Health First Aid: contacts for a network of Mental Health First Aiders 


who have been trained to provide support for colleagues experiencing problems 


with mental health.


• �Mental health support: access to mental health support in a way that supports 


development of coping strategies, practical advice and tailored support plans.


• �Corporate Athletes: a series of motivational TED Talk-style video sessions 


delivered by leading subject matter experts across industry, exploring areas such 


as personal resilience and physical and psychological health.


Physical health


• �Cycle to work schemes: employees have the opportunity to purchase 


a new bike, as well as cycling equipment, through a cycling scheme.


• �Gym memberships: NHS organisations can team up with gym chains that offer 


discounted membership rates.


• �Fitness apps: offering classes from home, as well as specific programmes 


and trackers to encourage accountability for nutrition and physical exercise.


• �Working from home provision: agile support package, which includes 


providing IT and workplace equipment to employees to support them to work 


from home, where possible.


Examples of wellbeing apps


• �Headspace: a science-backed app in mindfulness and meditation, providing 


unique tools and resources to help reduce stress, build resilience and aid better 


sleep.


• �Liberation Meditation: a meditation app that offers culturally sensitive and 


diverse meditations and talks that have been curated for the BAME community, 


aiming to help reduce anxiety, alleviate stress and promote rest.


• �Unmind: a mental health platform that empowers staff to proactively improve 


their mental wellbeing.


• �My Health Advantage: create a personalised wellbeing plan and access mood 


trackers, four-week plans, mini health checks and support via live chat.


• �Stay Alive: a suicide prevention resource for the UK, with useful information and 


tools to help you stay safe in a crisis.


• �Bright Sky: a free to download, confidential, mobile app that provides support 


for anyone in an abusive relationship, or those concerned about someone they 


know.


• �City Parents: a programme consisting of a curated collection of positive and 


practical support for working parents, delivered through expert-led webinars/


seminars, advice, peer insight, online articles, blogs and podcasts.
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Keeping connected


• �Working carer resources: anyone can become a carer at any time, and caring 


responsibilities may be constant or fluctuate, so it’s important to be connected to 


support available.


• �Staff networks: an opportunity for colleagues to connect with one another 


and, due to the breadth of NHS organisations, they can work in a virtual space or 


in person, e.g. walking meetings.


• �Schwartz rounds: themed meetings for all staff, clinical and non-clinical, to 


discuss the social and emotional aspects of providing healthcare. The focus of the 


sessions is to understand the rewards and challenges of the work, rather than 


to problem solve about specific issues. Evidence suggests that staff who engage 


in these feel less stressed and isolated and develop greater understanding of the 


roles of others they work alongside. Including staff from across management 


and leaderships structures also helps to reduce the sense of ‘them and us’ 


hierarchies and focus on the relational aspects of delivering care. The Point of 


Care Foundation provides further information.


• �Volunteering: paid volunteering leave provides an opportunity to give 


time to a cause or issue a colleague wishes to support in order to make 


a positive impact.


• �20 minute care space: a practical intervention to support connection and 


compassion practices with team members, by providing a space for self-care 


through facilitated connection and support. Further information can be 


found here.
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Key points from The Digital Mental Health Revolution


Covid-19 lens


In March/April 2020, mental health services for young people moved almost 


entirely from offering services face-to-face to offering them virtually. Some 


developments adopted as a result of Covid-19 have allowed for improved 


communication between wards, families and community teams, such as the use 


of video technology to facilitate virtual visits and Care Programme Approach 


(CPA) meetings. However, the additional pressure on the system, and rapid shift in 


delivery models, revealed fragmented support and did not take into account the 


experiences of CYP and families.


Progress to date


Progressing the digital agenda in mental health is seen to have been hindered by 


what is described as a ‘polarized innovation landscape’ in which invention and 


implementation has proceeded along two largely parallel tracks:


• �technology that is academically driven, trialled for evidence of efficacy but poorly 


received in practice by the end user;


• �technology that is commercially driven, often with high-end user engagement, 


but with limited ability to interact with health systems and/or weak evidence.


The challenge is to bring together the best of clinical science with strong consumer 


engagement to create digital solutions that look very different to traditional mental 


health services in creating instantaneous, adaptive and scalable solutions.


The current digital picture in mental health can be seen below:


2.10 Technology


PROMOTION 
AND 
PREVENTION


PREDICTION 
AND
ASSESSMENT


INTERVENTIONS MONITORING
AND
MANAGEMENT


Population 
level


Moderate
and severe


Sub-clinical


Social networking sites


Personal health trackers


Meditation and mental wellness apps


Mental health apps and games


Online peer support forums


Mediated 
by consumers 
and communities


Virtual training and clinical decision supports


Human, computer and self-guided therapies


Digital assessment


Data systems to improve and manage services


Online information and education


Mediated 
by the 
health system
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Four keys to success


To try and move us on from the above scenario, these are seen as key step changes 


required in approach and thinking:


1.	� Move from apps to an integrated ‘operating system’ of care: shift from isolated 


tools to integrated, multifunction platforms – or digital ecosystems – that work 


across entire mental health pathways.


2. �Develop tools that are highly effective and engaging: harness the lessons of how 


to simultaneously achieve high levels of efficacy and engagement, by combining 


the expertise of researchers, companies and end users.


3. �Address inequalities: increase the level of innovation geared toward low-resource 


settings, so that new tools can better address inequalities and everyone can 


benefit from cost-effective solutions.


4. Build trust in digital tools: reduce risks and protect users from potential harm.


What does it mean for children and young people?


The Digital Mental Health Revolution includes a specific section relating to young 


people (pages 8-9), recognising that this group are already the highest users of 


digital technology and that they need to be involved in designing solutions.


Digital mental health maturity matrix


The maturity matrix on the following page allows systems to assess their readiness, 


and determine which areas need most focus to further incorporate digital 


solutions.


Digital as an enabler to reduce hospital admissions


In 2021, the Quality Improvement Taskforce commissioned Thrive By Design 


to undertake a literature and market review exercise, to better understand the 


landscape of available apps and digital technologies to support young people’s 


mental health, and potentially reduce the need for inpatient admission. The review 


provides a helpful summary of: key drivers for change; barriers for young people; 


opportunities; and key principles for working on this agenda.
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Level 1 Level 2 Level 3 Level 4


Trust and 
regulation


Funding and 
payment


Workforce


Integrated 
ecosystem


Monitoring, 
evaluation 
and learning


 


Consumers and providers have no
supportive data standards or
regulatory framework for quality and
safety to guide digital mental health
development or delivery.


A largely out-of-pocket/freeware market, 
with no dedicated funding streams for 
digital mental health, and often no ability 
for providers to bill for digital 
interactions.


Most mental health professionals see 
digital tools as a distraction from their 
‘real work’. Digital training is absent
from curricula, or optional.


Most digital mental health activity is
in isolated, consumer-driven apps.
Formal providers have a few basic, 
non-interoperable systems.


Little or no measurement of meaningful 
outcomes from digital mental health 
tools. Developers keep data to 
themselves.


Some basic standards exist (eg for
patient data), but these are not actively 
enforced – especially in the consumer 
market.


Payment models allow providers to bill 
for digital interactions. Targeted funding 
streams exist to seed development of 
digital mental health tools, but not 
scale-up.


Some formal digital training but little 
action-learning or empowerment to 
change systems. Innovations are largely 
‘passion projects’ by enthusiastic users
or staff.


Signposting of evidence-based consumer 
apps, which staff are familiar with but do 
not integrate with their own systems. 
Formal services have a few multi-function 
tools but none that span across different 
providers.


Each digital mental health initiative picks 
its own outcomes, defined and measured 
their own way, with no systematic 
sharing of the lessons learned.


Comprehensive standards for data and 
tools are used in the formal mental 
health system, but little more than 
signposting of ‘safe’ or ‘approved’ tools 
for consumers.


Outcome-based incentives encourage the 
use of digital mental health tools among 
providers. Academia–industry partnerships 
help to drive development and scale.


Professionals are developed and 
empowered to lead change in partnership 
with people with lived experience. All 
staff receive regular training and most 
digital mental health progress is 
frontline-led.


Several multi-sided platforms 
exist into which different staff and 
consumer tools can integrate across 
pathways for different disorders. Digital 
service platforms are typically outsourced 
and separate from mainstream mental 
health services.


Agreed standards for prioritizing, 
defining, measuring and publishing 
outcome and other data exist and are 
mostly adhered to across the formal 
mental health system and commercial 
developers.


End users and providers feel confident in 
navigating across the digital mental 
health sector safely, securely and with a 
clear understanding of the evidence base 
behind tools.


Publicly-funded digital mental health 
services are a vibrant sector for non-profit, 
academic and commercial digital mental 
health tool develoment, with payment 
incentives weighted towards patient and 
population outcomes.


All staff seen as digital mental health 
workers, and perceive tools as essential to 
maximizing their time and expertise. 
Specialist cadres of digital mental health 
workers emerge and are in
high demand.


A coherent digital mental health 
ecosystem exists, with interoperability of 
tools and platforms offering blended care 
spanning mental health promotion, 
disorder prevention, assessment, 
interventions, monitoring and 
management.


Mental health systems use the data from 
digital tools and systems to continuously 
improve access, engagement and 
benchmark comparative efficacy of new 
tools. There are clear standards of 
evidence that tools must transparently 
meet to achieve scale.
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Conclusion


Contents?FutureNHS platform help



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520
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CYP and their families often have different expectations of mental health support. 


However, what they are really clear about is that they would rather be supported 


intensively in the community than be admitted to hospital. We know that ‘risk’ 


and the need for ‘safety’ are often cited as reasons for admission to hospital, 


but reviews have shown that there is a lack of clarity on the clinical reasons for 


admission and the benefit that is expected to be derived. Where ‘risk’ is a reason 


for admission, it is often not well articulated. This provides clear opportunity to 


work better with families and CYP, to identify what support is needed, for what 


reason and how this can best be provided to avoid admission to hospital.


The value and utility of working collaboratively across agencies and services is clear. 


Many stakeholders highlighted the difficulties in trying to support young people 


with needs in multiple domains, both for services trying to meet multiple needs, 


and for CYP and families trying to navigate complex service landscapes at times 


when their resources are challenged on multiple fronts. This seems to be done best 


by local networks resolving to make decisions about working together ahead of 


time, rather than on a piecemeal basis while a crisis unfolds. This saves resources 


and allows the correct decisions to be made in a planned way, rather than an 


approach which relies on continual reactive approaches and escalations to get to a 


decision point for each individual.


Providing services in a more joined-up way and sharing ambitions to support young 


people in the community, as well as providing families with much needed support, 


gives an excellent opportunity to deliver much of the necessary intervention and 


support without requiring inpatient admission. 


In terms of the care provided, those using services emphasised the importance of 


feeling treated like a person, rather than a problem or collection of problems. Too 


often we heard about experiences that lacked basic care, at times when CYP most 


needed to feel seen, safe, heard and cared for. We heard how important it is to 


CYP to be able to speak face-to-face to someone who demonstrates that they are 


acting in their best interests and is connected to the tasks required to help them. 


This transcended the setting, stage, or service where the interaction occurred. 


We have been pleased to speak to colleagues within providers that are finding 


new ways to meet the challenges of supporting CYP in ways that are closer to 


the outcomes that the CYP say they want. This resource pack is not an exhaustive 


list of ways these challenges can be met, but we hope that it provides a basis 


for continued change towards better outcomes for CYP and the people who care 


for them.


Conclusion
Producing this pack has highlighted a number of core, important messages for those hoping to improve the 
quality of inpatient and community services for children and young people (CYP) with significant mental 
health, learning disability and autism needs.


Conclusion
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Forewords 


 


Mark Radford – Chief Nurse at Health Education England and Deputy Chief 
Nursing Officer for England 


In 2019, the NHS Long Term Plan set out the context of a significant ambition to transform and 
improve mental health services in England. To deliver on these ambitions, there needed, from 
that time and now, to be a significant workforce change in all services, especially for those 
caring for children and young people.  
  
Although we have all strived already to improve access to support children and young people 
including extensive workforce expansion, COVID-19 has also fuelled an increasing need and 
exacerbated existing challenges, including mental health inequalities.  
 
We have been developing and growing the workforce to ensure prevention and early 
intervention services are available. But there are more children and young people than ever 
before that need support for their mental health – and some of the most vulnerable children and 
young people need time in an inpatient environment for assessment, treatment, and time to 
build the packages of care that will facilitate their continued recovery. 
  
Ensuring these most vulnerable children and young people, and also their families and carers, 
receive timely access to this type of care of the highest quality must therefore be our priority. 
This is why we are presenting you with a framework which supports the development of local 
children and young people’s mental health inpatient services. The framework is included in the 
Resource Pack, developed by NHS England.  
  
This framework outlines the vision for the children and young people’s mental health inpatient 
services workforce as a clear ‘road map’ to achieve this vision by developing a sustainable and 
consistent approach to support the workforce.  
  
To ensure this framework is person-centred, we have listened to and heard the voices of 
children and young people, their families and carers. These messages, alongside those from a 
broad range of expert stakeholders, including health and social care professionals, academics, 
the voluntary and community sector, and professional bodies, have shaped this framework with 
us from the outset.  
  
This is only the first step of an important and challenging journey. We all have experience of 
what we need to feel safe and cared for, and we have heard this from patients, carers and 
professionals brave enough to share their experiences of what felt right, as well as what was not 
helpful or supportive. This is what will drive us to achieve true service transformation across 
mental health inpatient services for children and young people.  
 
We now urge you to understand and advocate for the essential system-wide recommendations 
outlined. They focus on improving and integrating including how we recruit, train, develop, retain 
and support our valuable inpatient workforce to collaborate to ensure the children and young 
people receive the mental health care they deserve. 
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Young person with lived experience perspective  
 
Helping to decide the questions to ask other young people with lived experience of being in 
inpatient children and young people’s mental health service (CYPMH) settings, design the 
workshops and co-facilitate the workshops was a bittersweet experience.  
 
Reflecting on my past experiences, both the high and low moments, was sometimes difficult but 
it felt good to be able to use my experiences to help shape a national report and lead to 
improvements for other young people currently accessing inpatient CYPMH or those who will 
access inpatient CYPMH in the future. 
 
It made me feel like some good would come out of my experiences.  
 
Although most of us had negative experiences during our stay in inpatient CYPMH, the 
workshops helped us focus on some of the positive small things like a young person who had 
been supported to spend time with a therapy dog during their time on the ward, or an interaction 
with a staff member who was always ‘the life of the ward’ with their smile and experiences we 
had in common like our coping mechanisms.  
 
The young people were from across the country, but we had some shared experiences, which 
made conversations that are sometimes uncomfortable with friends or family feel a bit normal. 
This made this experience better than completing a survey whilst on the ward or when I was 
getting discharged. 
 
Co-facilitating was a rewarding experience. It was good to be able to make other young people 
feel comfortable with sharing their experiences. For myself and most members of the Young 
People's Advisory Group, it was our first time getting involved in this (type of project). It was 
amazing to hear the experiences from fellow young people, and I really enjoyed co-facilitating 
the session I did!  
 
I learnt a lot about myself and felt I really gave back to the CYPMH service, staff who had made 
an impact in my stay, and other young people who were patients on the ward when I was, and 
the facilitators were great at answering questions, with this being my first time. 
  
I thought the Healthy Teen Minds 'Young People's Vision for the Inpatient CYPMH Workforce' 
report was really well written and accurately reflected the concerns that were put forward in 
meetings. I hope the voices of the young people which are captured in the report reach the right 
health and care professionals. 
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Parent perspective, expert by (considerable) experience  
 
Over the four years that my daughter was an inpatient I learnt far more about adolescent mental 
health than I ever wanted to know.     
     
During that time, I experienced tremendous kindness from many people involved in her care: 
the social worker who always went the extra mile to ensure the pre-booked Zoom calls actually 
happened; the healthcare assistant who, after a day sitting with me and my daughter in her 
hospital bed, leant over as she was leaving to say, "You two have such a lovely relationship." I 
have seen staff at all levels transform my daughter's day with a kind word or a well-timed cup of 
tea. 
    
But I also experienced the casual and often inadvertent hurts that seem to be part of the 
inpatient mental health journey for both parent and young person. The humiliations and lack of 
humanity that erode self-worth and sanity. Being told to "have a nice day" at the end of a phone 
call that has conveyed some latest act of hideousness, or being asked if I had "had a good 
weekend" by a member of the team that had just sectioned my daughter.  
    
What I would wish for – for the benefit of young people, parents and staff – is a world where 
compassion, connection and creativity are at the core of decisions, combined with a healthy 
dose of down-to-earth practicality. For example, where a unit's reception is staffed at the times 
when parents actually visit, as opposed to closing at the end of the "working day" just before 
visiting time starts. Where staff are encouraged to be open and honest with us, and where they 
are allowed to think creatively and bring all their life skills to improve the care of the children and 
young people they look after.  
 
Remembering that an inpatient unit is, after all, there for the benefit of the young person. That 
doesn’t mean indulging them or their family, but rather ensuring that the young person's 
wellbeing is at the heart of decision making.  And acknowledging that an inpatient stay is, 
hopefully, not a final destination, but a sometimes-necessary stopping point on the journey to 
becoming an adult, so keeping connections with the outside world is not only productive, it’s 
vital.      
    
My daughter is now out of CYPMH and living in a placement. My admiration for those many 
staff who reach out across the CYP-parent-staff divide remains huge. If we could only all work 
together rather than separating into silos, think how much more could be achieved.   
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Background 


The prevalence of mental health problems among children and young people appears to have 
increased dramatically in recent years: in 2021, approximately 17.4% of 6–19-year-olds were 
presenting with probable mental health diagnoses, compared to around 10.8% in 2017.1 As a 
result, NHS mental health services are providing more care and treatment to children and young 
people than ever before. Over 420,000 children and young people received treatment in 
2020/21, a marked increase from three years prior.2  
 
According to the 2021 NHS CYPMH Benchmarking Network data, the CYPMH workforce grew 
by 39%.2 This rapid expansion reflects the commitment set out by the NHS Five Year Forward 
View, which sought to significantly improve access to mental health treatment for children and 
young people. 
 
The vast majority (82%) of the NHS CYPMH workforce is found in community services,2 which 
appears to be the area of biggest growth. This is perhaps in part due to the large increase in 
specific new services such as Mental Health Support Teams in schools, and the transformative 
community-centred approach to CYPMH care, which aims to minimise the use of inpatient 
services.  
 
While community CYPMH services are essential in providing support to children and young 
people, for some the need for specialist inpatient services will always be there. These services 
offer intensive, comprehensive assessment, as well as a safe and therapeutic environment. 
They provide vital care and treatment to some of the most vulnerable children and young people 
in society, and therefore require a specialist, diverse and vibrant workforce.  
 
Despite this, inpatient services are reporting problems with recruiting and retaining staff, and 
many among the CYPMH workforce describe community settings as more desirable places to 
work. They are perceived to have better career development opportunities, a healthier work-life 
balance and less intensive job requirements than inpatient services. 
 
72% of the CYPMH inpatient workforce is comprised of unregistered support staff and 
Registered Nursing Staff at AfC (Agenda for Change) Band 52; in fact, one of the few job roles 
that have seen a growth in inpatient settings in the last three years is that of unregistered 
support work staff.2  
 
In comparison, CYPMH community services see a much broader discipline mix, with 
significantly fewer unregistered support staff and Registered Nursing Staff at AfC Band 6 and 
above comprising the majority.2 This perhaps indicates a greater need for enhanced 
development, support and supervision in inpatient services compared to community settings, as 
well as an opportunity to explore and utilise the untapped formal and "informal" skills that 
support staff so often have.  
 
Moreover, our findings indicate that several innovations and practices relating to workforce 
retention, development and wellbeing vary nationally in CYPMH inpatient settings. This 
underlines the need for a Strategic Framework for CYPMH Inpatient Workforce Development.  
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Scope of the Strategic Framework 


The NHS Long Term Plan set out a clear commitment to increase funding for CYPMH services, 
allowing faster growth than ever before. With the vast expansion of the overall CYPMH 
workforce and the impending Mental Health Act reform, workforce development in CYPMH 
inpatient settings is a priority. 
 
The CYPMH Workforce Strategic Framework outlines the vision for mental health inpatient 
providers to maintain a sustainable and consistent approach to supporting their workforce and 
therefore the children, young people and families they serve. It is imperative, during significant 
system transformation, that key frameworks supporting flexible/local approaches to quality 
transformation are considered in conjunction with one another.  
 
The NHS England Inpatient Quality Improvement Taskforce has undertaken a piece of work to 
understand the current care and treatment offer for children and young people with mental 
health needs, people with a learning disability and autistic people, with a specific focus on 
pathways of care into and out of hospital beds, as well as the experience of inpatient care. The 
aim is to support professionals to develop their local case for change around pathways of care, 
with the ultimate aims of increasing and improving community provision and reducing 
unnecessary inpatient admissions.  
 
This work has led to the development of a Resource Pack available on the Future NHS platform 
(Appendix 1), which brings together information from a wide range of sources, along with 
practice examples and the experience of young people and families. It includes information 
about initiatives and ways of working that will help to maximise implementation of the 
recommendations in this Strategic Framework, so it would be beneficial to consider the two in 
conjunction with one another. 
 
This Strategic Framework supports the Resource Pack by offering guidance for services and 
others, such as arm's length bodies, to effectively value and utilise the existing skills of their 
workforce, develop and retain their staff, and promote and sustain positive and safe therapeutic 
environments. It sits alongside the HEE Children and Young People's Mental Health Inpatient 
Competence Framework, which offers further guidance on the specific skills and knowledge 
required of the CYPMH inpatient workforce.  
 
In line with commissioning structures, the framework enables flexible and creative solutions, 
based on local needs. Due to necessary regional and local variations allowing inpatient services 
to meet the needs of their own communities, it does not offer a one-size-fits-all model, nor does 
it prescribe specific staffing numbers. 
 
There is no single ratio or formula that can calculate the precise number of staff in each 
profession required in each CYPMH inpatient setting. The right answer will differ across and 
within organisations, based on local needs and service design, and may evolve over time, in 
line with workforce transformation and the introduction of new roles.  
 
Each area will have its distinct service configuration, its own population needs and its own 
range of staffing skills and challenges. Specifying staffing levels will require the use of evidence-
based tools, local data analysis, the exercise of professional judgement and a truly 
multidisciplinary approach. The framework is, therefore, designed to provide overarching 
recommendations, which may, in turn, be used to inform local workforce planning. 
 



https://www.england.nhs.uk/mental-health/cyp/children-and-adolescent-mental-health-service-inpatient-services/improvement-taskforce-children-young-people/

https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

https://www.hee.nhs.uk/our-work/mental-health/children-young-peoples-mental-health-services

https://www.hee.nhs.uk/our-work/mental-health/children-young-peoples-mental-health-services
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The framework may be used as guidance for professionals across the CYPMH inpatient 
workforce, including but not limited to:  
 
• Human resource professionals 
• Clinical and Operational Leads 
• Service managers 
• Commissioners 
• Frontline staff 
• Strategic policy makers 
• Arm's length bodies 
 
It may be used by those with direct responsibility to inform workforce planning, and as a 
reference for professionals who wish to understand best practice. 
 
The numbers of doctors, nurses, allied health and psychological professionals being trained 
continue to improve year on year, and we continue to recruit internationally. While we recognise 
the national shortage of certain staffing groups, particularly mental health nurses, we also 
acknowledge the importance of a multifaceted approach to workforce development, and as such 
this framework considers factors such as the development, support and retention of existing 
employees. It is vital that we most efficiently develop, deploy, and retain our highly trained 
professionals, both currently and in the future, in a way that maximises the positive impact they 
have on the service user experience. 
 
Mental health nurses and support workers are featured in this framework perhaps more than 
any other profession; this is because they make up the vast majority of the CYPMH inpatient 
workforce. We do, however, recognise the importance of the whole multidisciplinary team, and 
have made several recommendations pertaining to various professions within this setting. 
 
Finally, this is a strategic framework, and as such does not offer specific recommendations for 
individual service design or care delivery. However, it is important to recognise the interplay 
between workforce development and service and care delivery. We would therefore recommend 
using this framework alongside relevant best practice guidance, such as the Quality Network for 
Inpatient CYPMH Standards for Services3 and NHS England’ National Quality Improvement 
Taskforce Resource Pack. In addition, service leads are encouraged to define the purpose of 
their service in collaboration with employees and service users and to communicate this 
effectively. 
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How did we create this Strategic Framework? 


At the heart of this work, ensuring we had perspectives from all those involved with and affected 
by CYPMH inpatient services was key. 
 
We knew it was vital to involve young people and parents with lived experience of CYPMH 
inpatient care, and to ensure that their views and recommendations were held in parity with 
those of professional stakeholders. We therefore engaged young people in this work by inviting 
them to larger meetings, as well as holding separate focus groups to ensure that they felt safe 
and supported in sharing their experiences and views. We also worked with several parents of 
young people with experience of CYPMH inpatient care. 
 
In addition, it was important the framework reflected professional experience on the ground. 
This would ensure the framework was relevant, realistic and impactful. We therefore engaged 
frontline staff, including nursing and support staff, throughout the process, as well as a wide 
range of other clinicians and professionals. 
 
There were several key stakeholders involved:  
 
Focus groups with service users that were led by Healthy Teen Minds, who developed an 
advisory group of young people. This group attended several sessions to share their 
experiences, views and recommendations. They were supported by experienced professionals 
during the process, in order to maintain psychological safety. They produced a report from their 
focus groups called 'Young People's Vision for the Inpatient CYPMH Workforce', which you can 
see in Appendix 2. 
 
A steering group whose purpose was to maintain oversight, give guidance on approach and 
provide advice, feedback and connectivity with other work in this area. We had a small group 
with representatives from the National Workforce Skills Development Unit (who were leading 
the work), Health Education England (who had commissioned the work), NHS England and 
NHS Improvement and the National Specialised Commissioning Mental Health Team, and Cme 
in the Community. For a full list of members, see Appendix 3. 
 
An Expert Advisory Group (EAG) that discussed data analysis, shared experiences and 
knowledge of current practice and made recommendations for the development of the 
framework. Members included a mix of staff groups, including nurses, psychiatrists, 
psychologists, occupational therapists, support workers and social workers, as well as parents.  
 
Thematic working groups formed by members of the EAG. There were five separate groups 
each discussing an individual theme:  recruitment and retention, workforce development, values 
and culture, the purpose of CYPMH inpatient services, and deployment. The themes were 
identified by background research and the findings of the EAG.  
 
A data group that analysed quantitative workforce data from the 2021 NHS CYPMH 
Benchmarking Network and aimed to leverage influence to gather additional data where 
available. The National Workforce Skills Development Unit project team met with HEE 
informatics. While we were aware of the limitations of the 2021 NHS CYPMH Benchmarking 
data pertaining to inpatient services, the data sets available1 provided a helpful overview of the 
CYPMH workforce.  
 



https://healthyteenminds.com/

https://workforceskills.nhs.uk/

http://www.cmecic.org/

http://www.cmecic.org/
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An additional qualitative analysis group was also set up to explore qualitative and anecdotal 
data from in-depth one-to-one conversations with service managers, independent sector HR 
managers and support workers.  
 
The intelligence gathered from all these sources was used to inform the structure and content of 
the framework, and we are very grateful for the time and knowledge of those involved. 
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Where are we now? 


There are numerous reports that highlight the ongoing challenges faced by children and young 


people and their families, and clinicians who receive and deliver inpatient provision. An 


overview of a number of these reports is included in the NHS England’s National Quality 


Improvement Taskforce Resource Pack (see Inpatient mental health services section). 


 


Workforce mix 


According to the 2021 NHS CYPMH Benchmarking data, there are approximately 3,354 staff 
working in NHS inpatient CYPMH services. In addition, the private sector employs 11% of the 
CYPMH workforce, though the breakdown of settings is unavailable.2 
 
Despite the complexity of service user needs within these settings, the discipline mix is much 
more homogeneous than that of community services. The largest staff group in CYPMH 
inpatient settings is formed of support workers, who make up 41% of this workforce; this is 
compared to 6% in the community. Nursing is the second largest group, at 31%, and there is a 
significant difference in the proportion of psychology posts, which make up 5% of the inpatient 
workforce, compared to 15% in the community.2 
 
Figure 1: Overview of CYPMH inpatient staff discipline mix (NHS) 
 


 
*Other includes – Counsellors, Social Workers, Education Mental Health Practitioners, 
Children’s Wellbeing Practitioners and students. CYPMH Services Workforce Report for HEE  
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https://www.hee.nhs.uk/sites/default/files/documents/National%20HEE%20Children%20Young%20People%20Mental%20Health%20Service%20Report%20-%20Final%20%282.11.2021%29.pdf
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Figure 2: Overview of CYPMH community staff discipline mix  


 


 
*Other includes – Counsellors, Social Workers, Education Mental Health Practitioners, 
Children’s Wellbeing Practitioners and students. CYPMH Services Workforce Report for HEE  
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https://www.hee.nhs.uk/sites/default/files/documents/National%20HEE%20Children%20Young%20People%20Mental%20Health%20Service%20Report%20-%20Final%20%282.11.2021%29.pdf
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Figure 3: Overview of CYPMH nursing skill mix 


 
 
It is also of note that the mental health support workforce is one of the most diverse staff groups 
in the NHS.4 At the same time, there is a distinct lack of diversity among senior leaders across 
the NHS.5 underlining the importance of enhancing development opportunities for this staff 
group. 
 


Patient outcomes 
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specialist nature of inpatient CYPMH nursing indicates the potential for an array of development 
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Issues with recruiting clinical psychologists were also reported, with many feeling there is 
greater opportunity to engage young people in longer-term therapeutic work in the community, 
compared to inpatient settings. Furthermore, professional stakeholders reported issues with the 
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provision of speech and language therapists in particular, whose role is especially important in 
the care of children and young people with learning disabilities and/or autism. 
 
Isolation from external CYPMH services also appears to be a common problem, with 
professionals, service users and parents describing how services are "siloed" off, resulting in 
various poor outcomes, including disruptions to the co-ordination of care, a lack of professional 
development and a feeling of professional isolation. The issue of disjointed care was widely 
discussed in the CQC's 2019 review of CYPMH services,7 echoing the concerns reported here. 
 
In addition, professionals identify a need for leaders in CYPMH inpatient services to promote 
the confidence of staff, particularly nurses, to practise autonomously and flexibly. Service users, 
parents and professionals report the use of "blanket rules" in inpatient services where they may 
not be necessary for some, impacting on individualised care. Effective leadership has been 
identified as a primary driver for flexible, creative and safe practice, as staff need to feel 
supported by leaders to make autonomous decisions. 
 


Strengths to build upon 


We uncovered a wealth of good practice and positive stories from CYPMH inpatient settings, 
providing a useful foundation on which to build. Service user stakeholders shared numerous 
examples of kind, compassionate care, and many services describe innovative and effective 
practices which have been used to inform the guidance found in this framework.  
 


"Members of staff that make the effort for that human connection are absolutely 
amazing. I once asked if I could see the therapy dogs, and they let me. And 
gestures like that, however small, are brilliant."  
Service User 


It is also important for services to recognise and utilise the untapped potential of their existing 
workforce, including support workers. This staff group provides the vast majority of frontline 
care, spending more time with service users than any other discipline and therefore gaining 
unique insights into service user needs, yet support workers report often not being integrated 
into the multidisciplinary team (MDT). Although little is known about the length of the careers of 
support workers, it has been anecdotally reported that many have been in post for substantial 
periods, indicating a wealth of experience and knowledge. 
 
Additionally, the mental health support workforce is a diverse staff group, with more than twice 
the level of Black/Black British representation compared with the whole NHS workforce.4 The 
benefits of a diverse workforce are long established; for example, a diverse staff group is more 
effective in serving a diverse service user group, since it brings a unique cultural sensitivity.4 Yet 
support workers are rarely involved in care planning, policy and training development. 
 
The professional stakeholders we engaged reported a large proportion of newly qualified 
nursing staff working within CYPMH inpatient settings. This is underlined by the data, which 
shows a lack of AfC Band 5 nursing posts in the community, the usual band at which newly 
qualified nurses begin their career. Although this creates an enhanced need for support and 
supervision, it also presents a unique opportunity, as newly qualified nurses often bring with 
them novel and innovative practice. 
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Where do we want to be? 


We want: 
 
1. To recognise the unique skills of the CYPMH inpatient workforce in delivering evidence-


based care and treatment to children and young people in acute distress, yet often these 
skills are undervalued and underutilised. We therefore want to emphasise the position of 
CYPMH inpatient staff as a specialist workforce, empowering them to deliver safe and 
therapeutic care. 


 
2. The setting to provide staff, particularly nurses and support workers, with ample career 


development opportunities, which may, in turn, improve retention and care.  
 
3. To ensure that the wellbeing needs of this workforce are met, particularly given the high 


levels of distress and trauma they are exposed to, helping to promote a positive and safe 
environment for staff, service users and families. 


 
4. To build upon good practice by empowering staff to work creatively and flexibly, and 


collaborate with the wider CYPMH system, enabling person-centred care to flourish in 
inpatient settings. 


 
5. To enhance the collaboration between CYPMH inpatient, community and other relevant 


services so that children and young people receive joined-up, consistent, person-centred 
care. This will ensure that, where needed, inpatient staff and services are part of the 
recovery journey, not a separate service. 


 
6. To recognise and utilise the values of CYPMH inpatient staff, whose passionate and 


caring nature is vital to the health and wellbeing of vulnerable children and young people.  
 
7. To ensure that the CYPMH workforce is deployed effectively so that staff are able to 


carry out rewarding and enjoyable work, and their therapeutic contact is not overly limited 
due to administrative activities. 


 
8. To promote a wider skill mix in CYPMH inpatient settings by bolstering multidisciplinary 


working and encouraging the development of a diverse range of skills within professional 
groups. 
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How do we get there?  


These recommendations, drawn from the expertise of professional, service user and family 
stakeholders, as well as relevant research, provide a guide for services to address common 
challenges in CYPMH inpatient settings.  
 
Due to the nature of these challenges, there is some crossover within these recommendations, 
with certain aspects providing benefits in other areas. For example, improved career 
development opportunities are associated with improved retention. 
 


Recommendation 1 – Recruitment and retention 


We recognise the importance of not only recruiting the right people to CYPMH inpatient 
services, but also retaining them. There are challenges in both recruitment and retention across 
the mental health sector, and in inpatient services in particular. Attracting the right people and 
encouraging them to stay helps to create and maintain a stable and consistent therapeutic 
environment for children and young people and is therefore vital in delivering safe and effective 
care.  
 
We include below key considerations for improving the recruitment and retention of our staff:  
 
1. There is currently an emphasis on staff, including support workers, requiring more formal 


qualifications than ever before, yet despite recommendations from a report in 2013,8 
professional stakeholders reported that not all trusts emphasise the core personal values 
required for the job. We would encourage services to place emphasis on the importance of 
personal values at the recruitment stage for all staff, including support workers. 


 


"The NHS often tends to value degrees more than lived experience, and values, 
which can feed into diversity and inclusion issues, and misses out on hiring very 
skilled people."  
Clinical Psychologist 
 
2. The expanding adoption of the peer support worker role in CYPMH services is an important 


aspect of recognising the value of lived experience of mental health problems in care 
delivery. It is recommended, however, that services also remain conscious of the value of 
lived experience when recruiting for other roles. See HEE's Peer Support Worker resources 
for more guidance.  


 
3. "Child or adult caring responsibilities" are among the most common reasons cited for the 


resignations of mental health support workers.4 Additionally, the nursing workforce is largely 
made up of women (89.3%),9 who are more likely than men to provide the majority of child 
or adult care.10 Services should be aware of the needs of their staff and ensure that they are 
adhering to organisation-wide flexible working policies, which should include carer's leave, 
parental leave and job sharing. Wellbeing strategies are also integral to supporting those 
with high levels of personal responsibility outside of work. 


 
4. We recognise that there may be circumstances where the use of agency staff is 


unavoidable. It is vital, however, that services remain aware of the regularity of this and 
make efforts to bolster their recruitment and retention initiatives where needed. Where 



https://www.hee.nhs.uk/our-work/mental-health/new-roles-mental-health/peer-support-workers
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agency staff are required, services should make efforts to maintain consistency by booking 
the same staff. 


 
5. Staff understanding their roles and responsibilities is associated with lower levels of 


workplace stress, and higher rates of retention. Staff cannot understand their roles and 
responsibilities without managers also having a clear understanding of their staff’s roles. 
Service users also report confusion about who does what, and the stress this can cause. 
Services are encouraged to promote role clarity among the MDT and service users. This 
may be achieved through formal job descriptions, supervision and appraisals, MDT 
meetings, "getting to know the team" sessions and welcome packs and displaying brief 
summaries of each role on the ward. 
 


6. Many services hold exit interviews in order to understand the reasons for staff resignation 
and what needs improving. Though this remains an important aspect of retention efforts, 
services may also wish to hold "stay" interviews, either as standalone interventions or as 
part of appraisals, in order to understand positive aspects of the role that may be maintained 
and built upon.  


 
7. Rotation schemes, usually involving placements in different areas and/or services within an 


organisation, are known to yield several benefits for staff, services and organisations: they 
increase retention, offer career development opportunities and enable new skills and ways 
of working. Services may wish to look into organising a scheme locally, or within their wider 
trust. There is no "one-size-fits-all" approach to rotation schemes, and they should be 
designed to meet the unique needs of the organisation. They can be challenging to embed, 
requiring time and resource, but research indicates that after around 2 to 3 years of 
implementation, significant benefits are achieved.11 


 


"Staff would benefit from community placements to break down the division 
between community and inpatient settings. Perhaps more flexibility around 
placement opportunities would enhance retention in the long run."  
Service Lead 
 
8. Welcoming students at all levels, from across the multidisciplinary sphere, is an important 


long-term strategy in improving recruitment: services should not limit placements to students 
nearing the end of their training. 


 
9. Psychological professionals should be seen as integral members of the MDT, and their skills 


utilised effectively in the care and treatment of children and young people. Provision of 
psychological interventions should be regularly assessed and may be enhanced in some 
settings. In addition, services should recognise the skills that psychological professionals 
offer in terms of facilitating reflective practice and internal training sessions on 
psychologically informed approaches. Effectively utilising these skills may improve job 
satisfaction for psychological professionals, and indeed the rest of the MDT. 


 
10. Services should be aware of the importance of Allied Health Professionals (AHPs) within 


CYPMH inpatient settings, and their vital contribution to the recovery process. Resources on 
AHPs in mental health and learning disability services can be accessed from the HEE 
website. Services must offer a range of expertise and creativity to meet the needs of children 
and young people and should be aware of the immense value of AHPs (such as 



https://www.hee.nhs.uk/our-work/mental-health/new-roles-mental-health/allied-health-professionals

https://www.hee.nhs.uk/our-work/mental-health/new-roles-mental-health/allied-health-professionals
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Occupational, Art, Music, and Drama Therapists, Speech and Language Therapists, 
Dieticians, and Physiotherapists) in supporting the development of the wider MDT. 


 
11. Services should regularly assess the need for speech and language therapist provision 


within their settings, being aware of the unique and varying needs of children and young 
people, particularly where care is provided for children and young people with learning 
disabilities and/or autism.  


 
12. Services should regularly monitor relevant metrics pertaining to recruitment and retention, 


such as vacancy and turnover rates. They should be aware of the relationship between 
service user outcomes, staffing levels and skill mix, as well as the changing nature of the 
healthcare needs of local populations. 


 
Recommendation 2 – Workforce development 


The development of the CYPMH workforce is vital in promoting safe, effective and evidence-
based care. Service users and professionals report skills gaps that impact their care and their 
practice, respectively, and often leave them feeling unsupported. Providing staff with career 
development opportunities also contributes to improved retention, not only by incentivising 
people to stay, but by enhancing job satisfaction.  
 
We include below key considerations for improving workforce development:  
 
1. CYPMH inpatient nursing requires specialist skills and knowledge, including the ability to 


with children and young people in acute distress, providing a range of therapeutic 
interventions and enhanced risk assessment and management. Despite this, nursing roles 
appear to remain fairly homogenous in these settings. Services may wish to design new 
roles and career pathways for nursing staff in these settings, to utilise and advance their 
skills. This may require flexible, creative approaches based on service needs. Several 
existing development models may be particularly relevant to CYPMH inpatient nursing, such 
as professional nurse advocate training, non-medical prescribing and approved clinician 
training. 


 


"There is a need to be more ambitious and flexible when thinking about 
developing roles. It would be beneficial to offer some roles that are not focused 
on shift work…many staff move into the community, as they have personal 
commitments which mean they cannot work shifts." 
Ward Manager 
 


2. Local skills audits may be useful in identifying both the existing skill mix and the skill gaps 
among the workforce. This may help ensure that skills are effectively valued and utilised, 
and that recruitment and development strategies are appropriately informed. The HEE 
Children and Young People's Mental Health Inpatient Competence Framework will be 
particularly useful in informing this assessment. In addition, "soft skills", such as empathy, 
listening skills and problem solving, are often overlooked, although it is still useful to 
measure them, particularly when a large proportion of the workforce may not possess formal 
qualifications yet are so integral to service user care. 
 
 



https://www.hee.nhs.uk/our-work/mental-health/children-young-peoples-mental-health-services

https://www.hee.nhs.uk/our-work/mental-health/children-young-peoples-mental-health-services
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3. Support workers spend by far the most time with service users. Despite this, they often feel 
undervalued and report a lack of career development opportunities. Not only should they be 
actively involved as core members of the MDT, but they should have sufficient access to 
career development opportunities. Therefore, services may wish to enhance supervision and 
appraisal processes for support workers, promote training opportunities or facilitate internal 
learning opportunities where budget is limited. Options such as nursing apprenticeships, 
nursing associate training, youth intensive psychological practitioner training and the care 
certificate may be explored, as well as other professional development goals. HEE's central 
resource hub to build on the mental health support workforce provides further guidance in 
this area.  


 


"I was thinking of leaving because I was getting burnout, but I was offered a 
paid opportunity to get a qualification. Not only have I stayed but I have had a 
real confidence boost and am really motivated by my new role and no longer 
want to leave." 
Support Worker 


 
4. A frequently reported challenge for CYPMH inpatient services is releasing staff, particularly 


nursing and support staff, for training and development activities. This may require 
significant investment, but it is essential to improving outcomes for children and young 
people and developing career pathways. Beyond considering continuous professional 
development (CPD) hours when budget setting, services may also wish to enhance efforts 
for lower-cost internal learning activities, such as reflective practice sessions, journal clubs 
or sessions facilitated by different members of the MDT. Practical solutions, such as using 
handover times to optimise attendance for learning activities, may be helpful.  


 
5. Education staff within inpatient settings should be supported in developing the skills and 


knowledge required to work with young people in distress, such as an understanding of 
trauma-informed approaches. 
 


6. Research indicates that staff from ethnic minority backgrounds are less likely than their white 
counterparts to be supported in accessing CPD opportunities.4 All services should ensure 
that they are contributing to closing this gap by promoting equity of access. This may involve 
monitoring uptake of learning activities, enhancing supervision and appraisal processes, 
identifying barriers to CPD access and working with ethnic minority networks to create local 
solutions. In addition, service managers should remain cognisant of the higher rates of 
diversity among the support and nursing workforce, and that promoting career development 
opportunities for these staff groups is integral to equality, diversity and inclusion efforts. 


 
7. Cross-learning from the wider CYPMH system is an important aspect of delivering person-


centred care. There is a widely reported lack of development opportunities around meeting 
the needs of children and young people with learning disabilities or autism in CYPMH 
inpatient settings, though many stakeholders reported providing care to children and young 
people with these diagnoses. Services may wish to engage relevant services and/or 
professionals to provide best practice guidance or offer training sessions. 


 
 
 
 



https://mhcswtoolkit.hee.nhs.uk/

https://mhcswtoolkit.hee.nhs.uk/
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8. Services should encourage regular reflective practice, both individually in supervision and as 
a group. Group reflective practice should not be limited to specific professions and, where 
possible, should involve the wider MDT. In addition, when required, staff should be 
encouraged to initiate and engage in reflective practice in the absence of senior leaders, 
such as on night shifts or weekends.  


 
9. Despite spending the vast majority of time with service users, support workers report limited 


training in key aspects of CYPMH inpatient care. Services should consider the importance of 
equipping the support workforce with the skills and confidence to provide effective care to 
service users. 


 


"We might not administer medication, but we have an important part to play in 
the observation of side effects – some recent training given to us on medication 
means we can do this well…it makes you feel part of a team and shows how 
everyone has a role to play." 
Support Worker 


 
10. Agency staff should be included in relevant aspects of workforce development, such as 


reflective practice and internal learning opportunities. This is particularly important where 
they are employed regularly, and therefore contribute to service user care and the wider 
organisational culture. 


 
11. Services are encouraged to incorporate service user and family/carer feedback into 


appraisal processes in order to enhance reflective practice, and to assist staff in identifying 
strengths and areas for development. 


 
12. Services should provide psychology, medical, nursing and other staff from across the MDT, 


as well as AHPs, with opportunities to develop skills in data analysis and quality 
improvement. This would provide those interested with a unique skill set, while contributing 
to effective service development. This could also shape new role opportunities for a range of 
professionals. 


 
Recommendation 3 – Culture and values 


Professionals, service users and families agree that CYPMH inpatient services should promote 
a culture of flexible, person-centred practice that balances safety with freedom of choice. Staff 
should be encouraged and supported to dismiss blanket rules where possible and utilise 
positive risk taking in order to promote the wellbeing and recovery of children and young people. 
For example, although they recognise its use can be detrimental for some, young people report 
widespread bans on access to social media on wards, despite some finding it beneficial for their 
mental health. 
 
We include below key considerations for improving culture and values:  
 
1. MDT working should be continuously promoted by services. All clinicians could be 


encouraged to spend as much time as possible in ward settings, making their presence felt 
by colleagues and service users, and contributing to the therapeutic milieu. 


 
2. Services should promote a shared understanding that strict, sweeping rules may have a 


detrimental impact on the wellbeing of children and young people, and can have a 
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counterproductive effect on individual risk factors. Though there may be a need for certain 
blanket rules, staff should be encouraged to use nuanced, clinical judgement on an 
individual basis where possible, balancing safety with compassion. Services are encouraged 
to co-produce policies on "ward rules" with service users and family/carers. 


 
"Social media (use) should be allowed but managed case by case, as it can be 
beneficial but can also cause more issues. Blanket policies and emails are 
messy." 
Service User 


 
3. Services should foster collaboration with external services and promote the idea of a "team 


around the child or young person", rather than a young person moving from service to 
service. Services may wish to adopt relevant models such as the "THRIVE framework for 
system change".12 
 


4. Supporting parents and carers should be treated as standard practice for inpatient services. 
Where there are no clear clinical or legal reasons to avoid this, they should be actively 
involved in the care of their child, and this involvement should be seen as an important 
aspect of recovery. Where possible, services should support staff in working with parents 
and carers and may wish to provide skills development opportunities in this area. 
 


"Trying to control all risk can end up creating more risk. Creating a rigid routine, 
environment and structure can have a negative impact on children, which in 
turn worsens their risk." 
Parent 


 
5. Balancing clearly defined roles with reducing the rigidity around performing certain tasks 


may help to enhance effective MDT working. There may be certain activities, such as 
assistance with meal times, which are seen as belonging to one discipline; however, this 
may be rooted in tradition rather than any particular clinical rationale. 


 
6. Services should ensure that sufficient staff are available 7 days a week to provide 


meaningful activities and structure for children and young people. This is vital in maintaining 
the therapeutic milieu. 


 
Recommendation 4 – Leadership 


Compassionate, inclusive and empowering leadership at all levels plays a key role in shaping 
organisational culture and allowing the delivery of high-quality care.13 Valuing and listening to 
staff is essential in minimising workplace stress and improving job satisfaction. Leaders in 
CYPMH inpatient services should strive to listen to staff at all levels, understand the challenges 
they face and support them, rather than imposing decisions upon them.  
 
We include below key considerations for improving leadership:  
 
1. Clinical supervision is vital in helping staff to reflect on and improve their practice. Services 


should ensure that leaders utilise a compassionate supervision structure that supports staff 
in dealing with complex care issues, explores their personal reactions to situations and 
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allows them to adapt their practice accordingly. Supervision, whether held individually or as 
a group, should be a safe, confidential and non-judgemental space for staff. 


 
2. Regular engagement with all staff is recommended to enable understanding, communication 


and participation. Leaders at all levels should make an effort to regularly engage with point-
of-care staff, not just in times of significant change. 


 
3. Services and leaders should routinely celebrate positive outcomes to reinforce good 


practice, actively value staff and underline the importance of the work carried out by all staff 
in CYPMH inpatient settings. 


 


"Good news stories can really help promote good practice. We should think 
creatively about what's measured, like feedback from service users…not just 
things like length of stay." 
Charge Nurse 


 
4. Leaders should promote a culture of openness and creativity by acting as effective role 


models and empowering staff to make autonomous clinical decisions, moving away from the 
traditional "command and control" structure seen historically in hospital settings. 


 
5. Services must ensure that all staff are familiar with their whistleblowing policy, and are 


supported in its use. 
 
6. Services should ensure that leaders have access to development opportunities, particularly 


around leadership skills and reflective practice, as well as sufficient support. 
 
7. Services should be aware of the underrepresentation of ethnic minority staff in senior roles 


across the NHS and within CYPMH inpatient settings, and seek to address this locally. 


 
Recommendation 5 - Equality, diversity and inclusion (EDI) 


Principles of EDI have been embedded throughout this guidance, and should be viewed as an 
integral part of the overall strategic framework for workforce development. There are, however, 
aspects that are specific to service user outcomes and, as such, recommendations are outlined 
in this section. 
 
1. Care inequalities among ethnic minority service users are well established.14 It is vital that 


the workforce is equipped to meet the needs of ethnic minority service users, and that 
services actively consider the impact of lived experiences more common in ethnic minority 
communities, such as discrimination, on individual mental health. Services should consider 
introducing cultural competency training to promote person-centred assessment and care, 
and encourage the use of recovery models that consider different cultural needs and 
expressions. 
 


2. Services should value and utilise the skills and knowledge of their staff, which are drawn 
from personal experiences, and encourage open conversations, learning opportunities and 
even involvement in policy design. This could pertain to protected characteristics, or any 
other relevant lived experience, and will enable services to promote the delivery of person-
centred, compassionate care to a diverse range of children and young people. 
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3. The traumatic impact of restrictive practice must be considered for all service users, 
particularly for groups disproportionately affected by sexual violence and abuse, such as 
girls and women and lesbian, gay, bisexual, transgender and queer or questioning 
(LGBTQ+) service users. Trauma-informed practice is integral in managing distress in 
CYPMH inpatient settings; services may wish to offer relevant development opportunities to 
staff, particularly those who play an integral role in dealing with acute distress, such as 
support workers and nurses. There are more resources and guidance on restrictive 
interventions in the NHS England’s National Quality Improvement Taskforce Resource Pack 
(see Inpatient mental health services section). 


 


"Trauma-informed care is essential. Staff shouldn't follow policies in a regimented 
manner but should work in a truly person-centred way." 
Staff Nurse 
 
4. Staff in CYPMH settings report a lack of training and guidance around working with children 


and young people with learning disabilities, as well as autism and other neurodiverse 
conditions. Services should be upskilling and supporting staff in this area in order to ensure 
effective person-centred care and contribute to the reduction of health inequalities based on 
disability status. 


 
Recommendation 6 – Wellbeing 


Employee wellbeing is fundamental in providing quality care to children and young people. A 
happy, healthy workforce is associated with increased service user satisfaction and safety.15 
CYPMH inpatient staff describe high-stress, intensive environments, with exposure to traumatic 
incidents. This can, understandably, impact employee wellbeing and is a key reason for staff 
leaving these settings. CYPMH inpatient services should proactively minimise the risk of staff 
wellbeing issues, and offer support to those who may be struggling.  
 
The recommendations below are specific to CYPMH inpatient settings; however, we advise that 
they are used alongside other relevant guidance, such as the NHS England "Looking After Our 
People" programme. 
 
1. Services should ensure that they are reflecting the commitments set out in the NHS Long 


Term Plan to promote staff wellbeing and address workplace bullying and discrimination, by 
treating staff with compassion, empathy and respect and ensuring everyone is familiar with, 
and can access, relevant policies. 


 
2. Adequate notice of rostered shifts, where relevant, should be provided to promote work-life 


balance. 
 
3. A culture that encourages staff to take adequate breaks, promotes openness about time 


constraints and supports those who need time off sick or for personal reasons is integral to 
employee wellbeing and should be promoted by services. 


 
4. Employee satisfaction should be routinely measured and acted upon at local levels. 
 
5. Individual and peer support should be regularly offered to all staff on both a planned basis 


and "as needed". The latter may be because a member of staff is showing signs that they 



https://www.england.nhs.uk/looking-after-our-people/the-programme-and-resources/

https://www.england.nhs.uk/looking-after-our-people/the-programme-and-resources/
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are struggling with their wellbeing, or because factors that are extrinsic to the service, such 
as change processes or increased work pressures, present a risk to staff wellbeing. 


 
6. Following incidents, meaningful debriefing should take place. This should include checking 


the physical wellbeing of all involved, and staff should also take the time to reflect on their 
personal and emotional reactions before, during and after the incident.  


 


"Inpatient units are intense environments to work in, so the burnout rate is very 
high. It is important to identify when staff are struggling and how they can be 
supported." 
Consultant Psychiatrist 


 
7. Services should ensure that staff are aware of the wider support available to them, such as 


NHS staff mental health and wellbeing hubs, and should regularly promote and advertise 
these, particularly during times of heightened stress. 
 


8. Services should ensure that they meet the needs of their staff in terms of working conditions, 
such as access to healthy food, parking and efficient IT support. Services should be aware 
of the negative impact that not meeting these needs can have on staff wellbeing. 


 
  







Strategic Framework: CYPMH Inpatient Workforce Development 


 25 


What do we need going forward? 


Introducing any form of change or development in healthcare settings can present a challenge; 
however, this is also an exciting opportunity for the workforce involved.  
 
In order to successfully embed and sustain these recommendations, services should actively 
engage and involve all those who are likely to be affected. This will undoubtedly require 
inclusive and inspirational leadership that seeks and values the views of the workforce, the 
parents and the children and young people they care for. Clear, consistent and ongoing 
communication will also be vital in this process, using a range of methods such as team 
meetings, drop-in sessions, digital communications and even launch events. 
 
Services are also encouraged to commit to improving their data collection, in order to measure 
the impact of local strategies. This data may include aspects such as retention, development 
opportunities and staff demographics. 
 
Finally, this framework has outlined numerous recommendations for local services to adapt to 
their needs, yet we recognise that good practice cannot exist in a vacuum. In order to succeed, 
joined-up thinking across services is required. The sharing of best practice around workforce 
development is vital in reducing care and staffing inequalities and encouraging novel and 
exciting ways of working. Co-ordination at local, regional and national levels will enable this to 
happen. In addition, continued support at a national level is integral to developing and 
continuing to implement these recommendations.  
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Appendix 1: Accessing the Resource Pack 


The Resource Pack is available on the FutureNHS platform and it can be accessed through the 
link above, either by logging in or by creating an account. Users may be required to wait a short 
period of time for access to be granted.  
 
Email england.cypmhsip-qitaskforce@nhs.net if you have any issues. 


Appendix 2: Healthy Teen Mind's 'Young People's 
Vision for the Inpatient CAMHS Workforce' report 


Young people’s vision for the inpatient CAMHS workforce report. 


Appendix 3: Steering group members 


• Barry Nixon, NW CYP IAPT Collaborative 


• Andrew Simpson, National Specialised Commissioning Team (Mental Health) 


• Steve Jones, NHS England and NHS Improvement 


• Alex Goforth, NHS England and NHS Improvement 


• Julie Taylor, Health Education England 


• Dominique Henson, Health Education England 


• Alex Riley, Health Education England 


• Rob Hardy, National Workforce Skills Development Unit 


• Amber O'Brien, National Workforce Skills Development Unit 


• Raleen Fernandes, National Workforce Skills Development Unit 


• Hannah Poupart, National Workforce Skills Development Unit 


• Jenny Durling, National Workforce Skills Development Unit 


 


 



https://future.nhs.uk/CYPQualityImprovTaskforce/view?objectId=29925520

mailto:england.cypmhsip-qitaskforce@nhs.net

https://protect-eu.mimecast.com/s/r3VKCL8QKfPMGLgfBf0d6?domain=healtheducationengland.sharepoint.com
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		From

		GM Workforce NW



Dear colleagues,



 



In partnership with Health Education England, the Royal College of Occupational Therapists has developed a dedicated blended learning programme for occupational therapists (OT) working in perinatal mental health services and recent evaluation is showing it is helping to increasing their knowledge, skills and competence in Perinatal mental health 



 



1 in 20 women experience mental health problems within a year of (giving) birth and this programme is the first training tool of its kind, in response to the growing role of occupational therapy in the field. 



 



As well as existing perinatal OTs, it is also available to all OTs who may be looking to become specialists in this area.



 



The e-Learning element of the learning was launched in February 2020 and to date, 1,600 sessions have been completed by healthcare professionals. It is split into 6 sessions, each of which includes information, case studies and a self-assessment and is available on the e-Learning for Healthcare site.



 



Because it is hosted on HEE’s e-learning platform, it is readily accessible for all who work in healthcare and has also been accessed by  health visitors, trainee doctors, nursery nurses and clinical psychologists, as well as OTs, across the country.  



 



The most recent evaluation showed an increase around knowledge and awareness of the role of occupational therapists in perinatal mental health and participants also recognised the invaluable practical support provided by occupational therapists in support women and their families.



 



The e-learning has been launched alongside a dedicated clinical forum to enable occupational therapists to continue to develop skills and confidence in their practice to support women who are experiencing issues ranging from traumatic births, to post-natal depression, and post-partum psychosis.



 



Please do share this resource with your networks.  If you have any questions regarding this learning, please contact: mentalhealth@hee.nhs.uk 



 



 



 



National Mental Health Programme



Health Education England



Contact via MS Teams and Skype



hee.nhs.uk 



 



HEE is part of the NHS, and we work with partners to plan, recruit, educate and train the health workforce



 



Let us know your mailing preferences
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GP Fellowship
Mentorship from 
experienced GP. 
Aimed at welcoming 
newly qualified GPs in 
GM area.


General 
Practice 


Nurse (GPN) 
Fellowship


Fellowship to help develop 
your skills as a GPN. Work with 


experienced nurse peers.


GP Mentor Scheme
Experienced GPs mentoring 


newly qualified GPs into 
their practice and PCN 


network.


N2PC
For all colleagues new to 
primary care to develop their 
fundamental knowledge to get 


them ready to work within 
the Primary Care 


workforce.


CPD
Your annual CPD 


funding is available for 
your professional 


development. Examples of 
CPD training (not exhaustive):


• Clinical Supervision
• Management


• Leadership
• Clinical Teaching


• Root Cause Analysis


Health 
Professionals 
in Social Care


• Championing social care 
environments to become CLE.


• Learners to gain more opportunities 
in social care settings.
• To effectively train and 


prepare the future 
workforce of the social 


care sector.


CLE (Clinical 
Learning Environments)
Become an accredited and 
audited clinical learning 
environment to help build the 
wider primary care workforce.
Allow students to build their 
competencies in a real-life, 
primary care 
environment.


Student 
Placements


Students from HEIs are 
placed into a Primary or Social 


Care environment. (Must be 
accredited CLE.)


TNAs (Trainee
Nursing Associates)


Clinical course for non-clinical 
Primary Care employees to 


undertake to become a 
qualified NMC 


registered nurse.


GM FEDS


Putting training at the heart


of primary and socia


l c
ar


e


2 year programme. 1 hour monthly 
mentor session. L & D podcasts & 
masterclasses.


•  1 paid CPD session (4hr 10 mins) 
 per week.
•  Personal and professional growth.
•  Podcasts and masterclasses.
•  Mentorship and coaching.
•  Leadership training.
•  Portfolio-working opportunities.


New qualified GPs 
within 2 years of 
their CCT. 
Need to hold a 
substantiative 
salaried or partner 
role.


Rob Harris:
rob.harris4@nhs.net


Programme Expectation Benefits Eligibility ContactProgramme


One session per week protected 
learning time. Peer support group & 
learning. Develop portfolio working.


• One session a week protected 
   learning time
• Guarantees a level of support, 
   learning and flexibility.
• Leadership skills and quality 
   improvement training.


Newly qualified 
nurses (within) 12 
months. Need to 
hold a 
substantiative 
salaried or partner 
role within Primary 
Care.


Kathryn Arrowsmith 
& Ibolya Domjan: 
kath.arrowsmith@
boltongpfed.co.uk / 
ibolya.domjan@
nhs.net


General Practice Nurse 
(GPN) Fellowship


GP Fellowship


GP Mentor Scheme Additional 1–4 sessions a month to 
mentor newly qualified GPs. 
Undertake a 2-day bespoke in 
person training course or 3-day 
virtual ILM L3 qualification (4 
assignments)


• £289 a session
• Flexible to fit in with your schedule
• Fully funded training provided 
• Up to 4 paid sessions a month


Minimum 5 years 
qualified as a GP, 
working at least 3 
clinical sessions a 
week, working in 
Greater Manchester.


Rob Harris: 
rob.harris4@nhs.net


N2PC New to primary care cohorts 
undertake 6 month course. Students 
can specify which topic areas they 
want to learn. 


Primary care benefit: Expertise that 
will enable the assessment of 
undifferentiated and undiagnosed 
conditions. 
Benefit to learner: Induction, Peer 
Support, Clinical Training, Leadership 
Training and Quality Improvement 
Training.


All clinical 
professions new to 
primary care roles. 
ARRS roles given 
preference.


Rob Harris: 
rob.harris4@nhs.net


You will be asked to complete a 
short training needs analysis. This 
will be put forward to the GMTH 
team to access the funding for you. 
Expectation will then become 
bespoke depending on individual 
course detail.


•  Equip you with new clinical skills to 
 enhance your care and develop 
 your career.
•  Help you to meet your continuing 
 professional registration 
 requirements.
•  £1,000 per registered health 
 professional over 3 year period.


Nursing 
Associates, 
Nurses, Midwives 
and Allied Health 
Professionals 
within Primary 
Care.


Kathryn Arrowsmith/ 
Jon Hopkins: 
kath.arrowsmith@
boltongpfed.co.uk /
jon.hopkins2@nhs.net


CPD


• To become an accredited CLE you 
 will need to complete an 
 educational audit (Complete HEE 
 educational agreement).
• Learners to be immersed in an 
 accredited social care CLE.


Becoming a clinical learning 
environment will provide four things: 
Experience, Support, Supervision, 
Assessment.


Pre-registration 
learners including 
nurses, paramedics, 
physiotherapists, 
occupational 
therapists and 
podiatrists. Care 
Home must be an 
accredited CLE.


Sarah McCrae: 
sarah.mcrae@nhs.net


Health Professionals 
in Social Care


• To become an accredited CLE you 
 will need to complete an 
 educational audit. Sent to North 
 West HEIs for approval.
• To take students on placement 
 and develop them according to a 
 tailored plan set out by the 
 university and Clinical Educator.


• No direct fee.
• Student tariffs – Nurse: £127 (week) 
   Paramedic: £127 (week) PA: £520 
   (week).
• Helping build the PC workforce 
   through immersion, experience and 
   knowledge.


GP Practice, PCN, 
GP Federation or 
Care Homes.


PEF Lead for locality: 
gmth@gmfeds.co.uk


CLE (clinical learning 
environments)


• Immersed into their individual 
   setting to try and achieve 
   competencies set out by the 
   university as well as Clinical 
   Educator.
• Term time placements.


• Experience in an authentic Primary 
   or Social care environment.
• Build skillset and competencies.
• Refer to CLE benefits for practice.


Undergraduate 
Nurses, Trainee 
Nurse Associates 
(TNAs) Physician 
Associates and 
Paramedics.


Connor Hilton/Laura 
O'Brien:  
connor.hilton@nhs.net 
/ laura.obrien@nhs.net


Student placements


• Two years programme.
• Attend university 1 day a week. 
• 3 days a week under a clinical 
   supervisor. 
• 20% protected learning time.
• Exposure to the 4 fields of nursing, 
   Mental Health, Learning 
   Disabilities, Adult, Children and 
   Young People.


• Benefit to Student: Fully funded 
   £15,000 course to become a 
   Nursing Associate.
• Benefit to Practice/PCN: Help the 
   wider PC workforce.


Must work 30hrs 
within Primary 
Care. Must have a 
level 2 (GCSE grade 
C equivalent in 
English and Maths).


Cherie Ainscough/ 
Laura O’Brien: 
cherie.ainscough@
nhs.net / 
laura.obrien@nhs.net


TNAs (Trainee
Nursing Associates)
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		GM Workforce NW

		To

		GM Workforce NW

		Recipients

		gmworkforce@hee.nhs.uk



Do you work in a health or social care setting? Do you support learners within your role?


 


Manchester Metropolitan University are delighted to offer you the opportunity to complete a flexible, online learning package that enables you to explore how you can most effectively support (and assess) learners in health and social care settings/ your workplace




 




Funded by GM Workforce Collaborative, this one-day online training course is suitable for all levels of practitioners working within health and social care settings.  The course can be completed flexibly, alongside your other time commitments and is designed to enable you to further develop in your role supporting learners. Resources offered include learner videos, real-life scenarios and self-assessment activities within a workbook. Importantly, completing this course will enable you to protect some time to consider key themes around learner development that you can relate to your own workplace setting.




 




A certificate of completion is available and can be used within your professional development portfolio.




 




The first 250 places are completely free.




 




To access the course you will need to go to Birley Place, and login using the following details. 




PLEASE DO NOT ATTEMPT TO CHANGE THE PASSWORD ONCE YOU HAVE LOGGED IN.




 




Username: PLATOuser




Password: 17-Roy-Road




 




This is a group login, and therefore many colleagues are using the same username and password. As such, please do not attempt to change the password, as this will result in everyone else being unable to access the material.




 




If you have any problems logging in please contact c.cox@mmu.ac.uk Please only use this email address for log-in queries and not for any other reason. 




 




Please be assured that though this is a group login, your individual progress on the course will not be visible to others.




 




Once you have logged in, the link to this course will be provided in the top right hand corner, as shown:




 




[image: ]




 ​



 


 


 


 


 


Dr Kirsten Jack RN, PhD, PFHEA
Professor of Nursing Education



Faculty Lead for Interprofessional Education



ISSOTL Fellow 2019
National Teaching Fellow 2014
Brooks Building
Birley Campus
53 Bonsall Street
Manchester
M15 6GX
0161 247 2405







"Before acting on this email or opening any attachments you should read the Manchester Metropolitan University email disclaimer available on its website http://www.mmu.ac.uk/emaildisclaimer " 
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Contact us now to discuss your specific needs : info@our-path.co.uk


Physician Associate 
Recruitment for 
Primary Care 
Networks


Our support includes
We will guide and support you throughout your first year with a PA, helping you to:
•	 Full recruitment service to help find the Physician Associate best suited to 


your practice
•	 Recruitment of specialists Physician Associates for roles in GP from other 


specialities 
•	 New PA-led service development, realising the efficiencies and benefits            


by further utilising your expanded workforce. 
•	 PA and additional roles contractual, 


employment and liability resolution  
across PCNs


•	 Governance and pathways development   
•	 Access PA specific Training                               


and PA specific CPD 
•	 Additional roles consultancy                                       


for PCNs 
•	 Future workforce planning 
•	 Locum and fixed term contract                  


PAs and task specific teams               
(vaccine and Imms) 


•	 New to GP and newly qualified 
Physician Associate support – provide 
additional support direct to Physician 
Associates, particularly in remote 
areas where there is limited PA           
peer support


•	 General recruitment                       
support and partnering 


As part of the new GP Contract, Primary Care Networks are 
able to recruit ARRS funded Physician Associates into PCN 
roles. However, this does come with some challenges.  


PATH have been established for nearly 10 years specialising 
specifically in the recruitment of and consultancy around 
Physician Associates working in primary, secondary care, 
community, mental health and private sector. 


PATH can offer significant support to your CCG, your GP 
federation, your PCN, to your practice and wider health 
community.  This support can also be bolted onto our 
Health Education England funded PA Supervision support 
programme for GPs or independently. 






image26.emf
Path HEE GP  Supervisor programme (2020) .pdf
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For more information email us at: info@our-path.co.uk Commissioned by Health 
Education England


PA Supervision Support 
Programme For GPs
A programme of nationwide support for GP practices and 
Supervisors of newly qualified and new to GP Physician Associates


Supporting your first year with a Physician Associate
We will guide and support you throughout your first year with a PA, 
helping you to:


•	 Manage expectations
•	 Resolve problems quickly as they arise
•	 Make sure your Physician Associate is working at full scope of practice
•	 Make sure your PA is seeing patients confidently, effectively, safely and 


efficiently
•	 Realise the future benefits that PAs can offer to your practice
•	 Understand how services to patients can develop 
•	 Develop the PA role to benefit you in the long term.   


This new programme is aimed at any resource limited             
practices or health centres. We can help you to:
•	 Cut through the noise around the new role of Physician 


Associates (PAs) in General Practice
•	 Offer clarity around the PA role
•	 Make the recruitment and first year preceptorship easy and 


manageable for busy GPs







Stages of support in this programme
The support you will receive takes you through the following       
essential stages in a meaningful and structured way:
•	 Planning out the PA role within the team 
•	 Making sure all documents, policies, procedures, compliance,          


staff and patient awareness and governance is in place 
•	 Recruiting and onboarding 
•	 Health Education England preceptorship support for first quarter
•	 Health Education England preceptorship support for second quarter
•	 Health Education England preceptorship support for third quarter
•	 End of year review and forward plan 


How is the programme delivered?
The programme is delivered through an online hub for GP Supervisors. 
You will be in a cohort with 30-40 others who are at the same point in 
their PA journey. 
Your programme will be delivered by a team of PA experienced GPs, GP 
experienced PAs, a primary care lawyer, service design specialists and 
healthcare recruitment and workforce specialists.
Your hub will include:
•	 All your training modules
•	 All the documents you need
•	 Daily live support for immediate issue resolution
•	 Q & As with mentors, peers and specialists
•	 Live webinars
•	 Links to PA specific CPD and training
•	 Additional resources and signposting to local, regional and national 


PA networks 


What are the costs?
There are no costs to GP practices. The support programme is funded by 
Health Education England. There are no ongoing commitments or tie ins.  


Additional extras
In addition to the support programme, we can offer optional benefits to your 
practice, your PCN, your federation and wider health community that can be 
bolted onto the programme or delivered separately.


About PATH
PATH is a UK-based company specialising in the recruitment of Physician 
Associates working in primary, secondary care, community, mental health and 
private sector. We offer training and consultancy to support GPs on their PA 
journeys. We have been operating for more than ten years.


For more information visit us at: www.our-path.co.uk Commissioned by Health 
Education England
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The GP Fellowship is a 2 year programme of support aimed at welcoming GPs into General Practice & their PCN 


Eligibility Benefits to PCN Benefits to the GP Fellow  


 Newly qualified GPs 


(CCT after April 2019) 


 


 Working in salaried or 


partner position within 


Greater Manchester 


 


 Create attractive recruitment & retention package 


 Build a team for the future 


 Portfolio work focused on local health population needs 


 NHSE funded sessions providing CPD & support for Fellows 


 Quality Improvement training  


 Developing leadership skills within PCN   


 Educator/mentor development within PCN 


 Networking & sharing of best practice 


 Flexible to fit in with practice & PCN needs 


 Paid CPD sessions (pro rata based on FT, 9 sessions) 


 A wider understanding of primary care & general practice 


 Building greater PCN understanding & links 


 Support & Mentorship helping prevent burn out 


 Peer support & networking 


 Podcasts & Masterclasses 


 Leadership & QI training 


 Portfolio-working opportunities  


 Flexible 
 


How to get involved? 


Support newly qualified GPs within your PCN & own practice by encouraging applications 


Work with the Fellows & GMTH to develop portfolio opportunities 


Further information is available on our website https://www.gmthub.co.uk/primary-care/gp-fellowship  


If you have any questions please contact us at wbccg.gmth@nhs.net. 
 


Who are we? 


Greater Manchester Training Hub 


The GM Training Hub is designed to meet the 


educational needs of the multi-disciplinary 


primary care team.  We support primary care 


around workforce and retention including 


developing effective learning environments to 


increase student placements. 


Interim Programme Lead - 


Dr Mary Cheshire 


Mary qualified in March 2020 and is a GP in 


Rochdale.  Mary is able to offer her experience to 


ensure the Fellowship meets the needs of newly 


qualified GPs. 


Project Administrator at GMTH -  


Rob Harris 


The first point of contact for your queries, Rob is 


there to ensure the smooth planning and 


execution of the Fellowship. 


 


Greater Manchester NHSE GP Fellowship Programme 
Information for PCN Clinical Directors 



https://www.gmthub.co.uk/primary-care/gp-fellowship

mailto:wbccg.gmth@nhs.net
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The GP Fellowship is a 2 year programme of support aimed at welcoming GPs into General Practice and their PCN 
 


 


Eligibility What you can expect What not to expect Benefits to you 


 Working in a salaried or partner 


position within Greater 


Manchester 


 


 Qualified after April 2019 


 Paid CPD sessions (pro rata 


based on full time, 9 sessions) 


 Personal & professional growth 


 Podcasts & Masterclasses 


 Mentorship & Coaching 


 Peer-support & networking 


 Leadership training  


 Portfolio-working opportunities 


 Help building appraisal portfolio 


 Lots of additional work 


 Formal assessments and essays 


 A fixed time per week 


 Flexible programme of 


development  


 Access to a PCN Portfolio 


opportunity 


 Peer Support and Networking  


 Leadership skills and Quality 


improvement training 


 Support from a qualified Mentor 


 


How to apply 
 


Applications available on our website https://www.gmthub.co.uk/primary-care/gp-fellowship  
 


If you have any questions please contact us at wbccg.gmth@nhs.net  


 


Who are we? 
 


Greater Manchester Training Hub 


The GM Training Hub is designed to meet the 


educational needs of the multi-disciplinary 


primary care team.  We support primary care 


around workforce and retention including 


developing effective learning environments to 


increase student placements. 


Interim Program Lead – 


Dr Mary Cheshire 


Mary qualified in March 2020 and is a GP in 


Rochdale.  Mary is able to offer her experience to 


ensure the Fellowship meets the needs of newly 


qualified GPs. 


Project Administrator at GMTH – 


Rob Harris 


The first point of contact for your queries, Rob is 


there to ensure the smooth planning and 


execution of the Fellowship. 


 


Greater Manchester NHSE GP Fellowship Programme 
Information for GP Fellows 


 



https://www.gmthub.co.uk/primary-care/gp-fellowship

mailto:wbccg.gmth@nhs.net
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The GP Fellowship is a 2 year programme of support aimed at welcoming GPs into General Practice & their PCN 


Eligibility Benefits to Practice  Benefits to the GP Fellow  


 Newly qualified GPs 


(CCT after April 2019) 


 


 Working in a salaried 


or partner position 


within Greater 


Manchester 


 


 Create an attractive recruitment and retention package 


 Build a team for the future 


 Portfolio work focused on local health population needs 


 NHSE funded sessions providing CPD & support for your GPs  


 Quality Improvement training  


 Develop understanding of Practice Management & Business 


 Developing leadership skills within your Practice   


 Educator/mentor development within your practice  


 Networking and sharing of best practice across GM 


 Flexible to fit in with practice and PCN needs 


 Paid CPD sessions (pro rata based on FT, 9 sessions) 


 A wider understanding of primary care & general practice 


 Building greater PCN understanding & links 


 Support & Mentorship helping prevent burn out 


 Peer support & networking 


 Podcasts & Masterclasses 


 Leadership & QI training 


 Portfolio working opportunities  


 Flexible 


 


How to get involved? 
Include in your recruitment adverts that you support your newly qualified GPs to participate in the NHSE Fellowship 


Encourage newly qualified GPs within your practice to apply online 


Further information is available on our website https://www.gmthub.co.uk/primary-care/gp-fellowship 


If you have any questions please contact us at wbccg.gmth@nhs.net 
 


Who are we? 
Greater Manchester Training Hub 


The GM Training Hub is designed to meet the 


educational needs of the multi-disciplinary 


primary care team.  We support primary care 


around workforce and retention including 


developing effective learning environments to 


increase student placements. 


Interim Programme Lead - 


Dr Mary Cheshire 


Mary qualified in March 2020 and is a GP in 


Rochdale.  Mary is able to offer her experience to 


ensure the Fellowship meets the needs of newly 


qualified GPs. 


Project Administrator at GMTH -  


Rob Harris 


The first point of contact for your queries, Rob is 


there to ensure the smooth planning and 


execution of the Fellowship. 


 


Greater Manchester NHSE GP Fellowship Programme 
Information for Practice Managers 



https://www.gmthub.co.uk/primary-care/gp-fellowship

mailto:wbccg.gmth@nhs.net
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