
Chapter 5.1 Children and young people (0-25) 

We want to know what you think! 

This section of our Long Term Plan is still in development and has been shared at an 
early stage to allow time to incorporate feedback from local people, our partners and 
stakeholders.  

If you have any comments, questions or think anything is missing, we would 
really like to hear from you.  

Please email elhcp.enquiries@nhs.net before Friday 25 October 2019 so we can 
make sure your comments are considered before the document is finalised in Nov  
 
Children and young people (0-25) 
 
North east London has growing younger populations – 26% of our total population are 0-18 
and 35% are 0-25. In Barking and Dagenham 41% of the population is 25 or under. Since 
2016 we have had an active children and young people’s programme, focussing on common 
priorities such as safeguarding, asthma and mental health. We also have a focus on 
reducing childhood obesity, which has been described in our prevention section in chapter 3. 
 
Asthma: Developing best-practice across key pathway areas 
We have developed an effective multi-agency network to support the development and 
improvement of asthma care, supported by partners across the partnership and the Healthy 
London Partnership. We plan to further expand the achievements of this network, and use it 
as a template for the transformation of our pathways and key conditions for our younger 
populations. Key developments for asthma over the LTP period will include: 

• Reviewing and developing the case management model for asthma patients, 
ensuring effective distribution and impact of our nursing model of care. 

• Improving the identification and management of high risk patient through improved 
communication across providers 

• Developing effective integrated working across schools and community/specialist 
nurses via introducing MDT reviews. 

• Enhancing asthma prevention through incorporating regular inhaler technique 
reviews via pharmacies.  Also focusing on educating patients on self-care and 
preventing acute attacks. 

• Upskilling school staff to enable them to deal with acute asthma attacks 
 
Over the course of the long-term plan, we will align allergies with the asthma network.  In 
addition, we will review expanding this successful model to other long-term condition 
pathways and areas as set out below: 

• Asthma/allergies 
• Diabetes 
• Epilepsy 
• Palliative care and bereavement services (including hospices)  
• Patients with acute and complex health needs 
• Paediatric critical care (via the North Thames Network) 

 
Key principles of this networked and condition specific approach will be a focus on the 
patient/service user and alignment to best-practice pathways, as outlined by the Healthy 
London Partnership team and NICE guidelines. Our multi-professional approach will be 
strengthened by the involvement of local authorities and public health leads, as well as 
representation from across key NHS organisations across the partnership. We will involve 
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our main community partners in this work, NELFT, ELFT and the Homerton and we will 
ensure community workforce developments are central to our transformation plans. Through 
a common benchmarking of community provision we will gain a better understanding of gaps 
in services and how the roles of nurses, paediatricians and GPs can be enhanced to support 
best-practice pathways out of hospital.  A further key enabler across these areas will be the 
introduction of a digital health passport, a pilot scheme where data from all providers can be 
shared on a secure online platform, which can be viewed by primary, secondary, community 
and other providers. This platform should support the proactive management of high-risk 
patients across key pathway areas.  
 
SEND: A common approach to improvement 
As we move into a new phase of work with our CYP programme we will harness the 
collective support across our NHS and local authority partners to make improvements to 
local services. We will begin with benchmarking and reviewing NHS services for patients 
with Special Education Needs and Disabilities (SEND patients). SEND children will benefit 
from earlier diagnosis and access to services, improving outcomes and quality of life. We will 
develop a common approach to benchmarking existing NHS services for these patients and 
agree best practice pathways.  We will also move onto discussion with local authority and 
NHS representatives about key joint developments areas across health, public health, social 
care and education.  This could include services such as health visiting, children’s 
community nursing, and school nursing services.  We will build upon the work from our 
asthma network in developing relationships with our education system to support training in 
the management of acute first aid for key long term conditions.   
 
Improving transitions between childrens’ and adult services and developing age-
appropriate integrated care 
In early 2019 we undertook a specific piece of work to see how we could improve the 
experience of health and care services for young people transitioning between children’s and 
adults’ services. They told us about inconsistent age-related cut-offs across different Trusts 
and service areas, and came up with many suggestions on how to make this transition 
process feel less intimidating and more personal for each younger person. We were keen to 
ensure that we prioritised this, and decided to broaden the scope of our north east London 
work to cover all ages up to 25, with a specific work stream focused on transitions.  Over the 
course of 19/20 we will work up a programme to support improvements in this area, with a 
particular focus on clarifying roles and responsibilities for key clinical staff during the 
transition period. We will learn from STP areas, such as Yorkshire and Humber, which have 
prioritised a consistency of approach for addressing transition pathways. We will put together 
a range of common principles to guide work in this area, collaborating closely with our 
clinical senate, as well as acute care paediatricians, GPs and primary care networks and 
nursing and AHPs leads. We will also link closely with new redevelopment and capital works, 
such as the Whipps Cross redevelopment programme, to maximise opportunities for doing 
things differently on hospital wards for patients in their teenage and younger adult years. 
Finally we will maximise opportunities for new ways of working in primary care networks for 
patients during transition, exploring training of existing staff and development of new roles to 
address this issue. 
 
In addition, we will explore the development of age-appropriate integrated care for children 
and young people, exploring the opportunities offered via Networks as they develop their 
service offers in line with the implementation of the new PCN contracts. During 2019/20 we 
will explore areas of innovation and best practice across NEL with regards to integrated care 
for children and young people, and will review how best to systematically develop these 
services across all areas over the course of this planning period. We will also further develop 
our social prescribing and personal health budgets offer for Children and Young people as 
part our personalisation programme. 
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Safeguarding for children and young people 
We have developed our approach to safeguarding across north east London through joint 
meetings with all CCG safeguarding leads, to ensure we can resource and enact our 
statutory responsibilities. Where appropriate, we share resources across our systems for 
safeguarding, particularly utilising the expertise in our provider trusts. We ensure that all 
local safeguarding leads are strongly linked to local authorities and that risks are escalated 
to governing bodies. In addition, we have a training programme in safeguarding for staff at 
all levels to ensure they are aware of their responsibilities in this area. 
 

By the end of 2019/20 By the end of 2020/21 By the end of 2021/22 
Self-care programme 
implemented by pharmacies 
to support the asthma 
pathway work 
 
Training programme 
implemented across schools 
to support asthma acute 
exacerbation episodes 
 
Appraisal of case 
management and out of 
hospital model for asthma, 
informing intentions and 
developments for 20/21. 
 
Agreement to phased 
approach for implementation 
of network/pathway 
approach for CYP 
improvement programme 
 
Appraisal of approach via 
clinical senate for managing 
transitions 
 
Benchmarking of NHS 
services for SEND patients 
complete and 
recommendations for 20/21 
compiled.    
 
Agreement on priority areas 
across health and social 
care for CYP (health visiting, 
children’s community 
nursing, and school nursing 
services) 
 
Mainstreaming of We Can 
Talk mental health training 
programme across acute 
providers 

Full implementation of CYP 
clinical pathway programme 
to include: 

- Asthma/allergies 
- Diabetes 
- Epilepsy 
- Palliative care and 

bereavement services 
(including hospices)  

- Patients with acute and 
complex health needs 

- Paediatric critical care 
(via the North Thames 
Network) 

 
Transition principles agreed 
and implemented across 
key NHS stakeholders 
 
Transition development 
programme agreed across 
acute and primary 
care/community, including a 
training programme for 
PCNs and the introduction 
of new roles where 
applicable 
 
Implementation of action 
plan complete following 
benchmarking of services 
provided for SEND patients 
 
Delivery of joint 
improvement programme 
complete for agreed CYP 
areas across health and 
social care 
 
Expansion of mental health 
training for CYP across 
schools and primary care 
providers 
 

Demonstrable improvement 
in outcomes via the 
implementation of the CYP 
clinical pathway programme, 
particularly for asthma as 
the earliest implemented 
area 
 
Improvements in SEND 
pathway realised, leading to 
shorter waiting times and 
improved outcomes for 
cohort 
 
Further development of 
transition programme, 
expanding aligned approach 
across health and local 
authorities where beneficial 
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Children and young people’s mental health 
 
One in 10 children experience mental illness and half of all mental health conditions start 
before the age of fourteen. The high levels of deprivation locally greatly increases the 
likelihood of a child or young person developing an enduring mental illness. In north east 
London we want to make sure they receive ‘world-class’ mental health care, when and 
where they need it. 
 
The NHS Long Term Plan committed that funding for children and young people’s mental 
health services will grow faster than both overall NHS funding and total mental health 
spending.  
 
Across north east London, we have made significant steps to improve mental health services 
for children and young people (CYP):  

• Improving access to CYP services and committing to further investment and 
increased capacity in 2019/20 

• Having a ‘gold standard’ highly specialist outreach crisis support (the Interact service, 
provided by NELFT). The team will see the CYP anywhere – in a park, cafe, home at 
school etc. - and the CYP will receive support from the same clinician throughout 
their time with the service. This is currently available in Waltham Forest and BHR 
with plans underway to extend this to City and Hackney, Tower Hamlets and 
Newham.  

• Improving mental health support in schools:  Tower Hamlets is a ‘trailblazer’ site for a 
national project to improve the mental health of children and young people by 
providing dedicated school Mental Health Support Teams (MHSTs), training to 
establish senior mental health leads and reduced waiting times for accessing Child 
and Adolescent Mental Health Service (CAMHS) treatment. This will help inform 
further work across NEL.   

• Introducing the digital mental health support service Kooth which gives children and 
young people easy access to an online community of peers and a team of 
experienced counsellors. There are no waiting lists, no thresholds, no cost and 
complete anonymity. Kooth is available as anyone living in BHR and Waltham Forest. 
City and Hackney, Newham and Tower Hamlets now plan to implement this service. 

• Reviewing mental health services data set (MHDS) submissions and working with 
providers in order to improve data quality and flow to the MHSDS, to ensure we 
delivers robust, comprehensive, nationally consistent and comparable person-based 
information for children and young people in contact with mental health services.  

• Reviewing crisis pathways within local transformation plans and identifying gaps in 
service provision and ways to rectify this to ensure equitable service provision across 
NEL. 

• Secured funding to reduce waiting times and waiting lists for emotional and 
behavioural pathways, and achieved the agreed reduction target.   

• Developing a NEL-wide perinatal service for women across the two mental health 
trusts, with referrals taken from mental health services, primary care, midwives, 
obstetricians, local authority, health visiting, and universal services to give children 
the best start in life. In addition, women can self-refer in the NELFT catchment.  

 
We are working to improve and strengthen the following areas: 

• Consistent 24/7 CYP mental crisis support across NEL 
• Improving access to eating disorder services so that 95% of those referred for 

assessment or treatment receive NICE-approved treatment within one week in urgent 
cases, and four weeks in routine/non-urgent cases in order to achieve the 95% 
national standard. In order to reach this target in a sustainable way, it will be reached 
by 20/21  
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• Aspire to all areas achieving the 34% CAMHS access target in 19/20  
• Improve CAMHS productivity pathways so teams work more efficiently, and CYP 

have better outcomes and better access building on support from NHSE intensive 
support team  

• Expand school and community based targeted and universal mental health offer 
(through the MHST trailblazer and whole school approach)  

• Meet the four week waiting time target for children and young people who need 
specialist mental health services (as part of the 4 week wait times pilot) 

• Expand/improve support for CYP in the justice system – build on the London 
ambition that no one accesses mental health treatment and care through A&E or the 
criminal justice system for want of an earlier intervention  

• Continue to improve the data quality and flow to the mental health data set 
• Improving mental health support for key providers involved in our CYP programme. 

We will continue with the implementation of our We Can Talk mental health training 
programme, ensuring that our main acute providers establish mental health support 
for 0-25 as mandatory training requirements for 2020/21. We will also explore 
opportunities for improvements to the mental health training for children and young 
people currently delivered to education (schools, primary/secondary - public/private) 
and to primary care (GPs, nurses, community). For schools, this could involve further 
upskilling of teachers, alongside school nurses and mental health trained support 
staff. We will also review the i-THRIVE framework for mental health for young people, 
and the potential for using this framework across our providers in north east London. 

 
By the end of 2019/20 we will:  

• Continue to improve access to mental health support for children and young people 
with increased numbers able to access to services for all residents.  

• CYP workforce planning and risk mitigation. In line with the ambition to expand 
services, further investment has been made during 2019/20 enabling recruitment of 
more clinical staff and enhanced service developments.  

 
By the end of 2020/21 we will: 

• Scope and redesign mental health pathways for 0-25  
 
ember 
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