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CAMHS RRT Service Aims

• Enhance quality of crisis care for CYP

• Early identification of mental health needs –
comprehensive assessments not “risk” assessments.

• Early response and input to CYP’s needs in crisis –
“brief stabilising intervention”

• Reduce presentation to A&Es, tier 4 admissions and 
delayed discharges.

• Teaching/training partner agencies.



Crisis Referrals in Berkshire



CAMHS RRT Crisis Stabilisation Pathway

Crisis presentation
Comprehensive mental 

health needs assessment

Co-produce a formulation to 
share with CYP, parents and 

partners (social 
care/education) if required –

why now?

Multiagency meeting and 
agreement of a multiagency 

(health x social care x 
education) care package if 

required to meet the needs

CAMHS RRT Stabilising 
Intervention in parallel with 

partners (social 
care/education)

Follow up multiagency 
review of progress

Transition to appropriate 
service for ongoing input



CAMHS RRT Brief Intervention

1) Needs identification, sharing 
of formulation, achieving family 
and partner “buy in” to the 
understanding of needs

2) Expert multi-agency advice 
and liaison. Agreeing a “multi-
agency” care plan and as 
required ongoing liaison.

Psychotropic management 
Brief DBT Informed Therapeutic 
input 6 weeks



E.g. Needs Led Multiagency Care Plan  
Education – Increased pastoral support at school. 

Movement/sensory breaks. Individualised or reduced time 
table. Educational Psychology assessment and educational 

support ?EHC plan application.

Social care – Social worker input under a child in need plan. 
Family group conference. Specialist behavioural and family 

support at home. Allocation of youth worker

CAMHS – Brief DBT Informed therapeutic intervention weekly 
for 4-6 weeks. Ongoing liaison and advice to school and social 

care. Psychotropic initiation to target mental ill health. 
Facilitate smooth transition for ongoing care.

Police – Request forensic opinion on needs. Psychoeducation.
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How do we think about crisis and risk; case 
example - Sarah

• 16 year old girl, two older high achieving brothers, 
both parents professionals.

• No motor, language delay; but jumpy, boisterous and 
fearless child.

• Private primary schooling, average/below average 
academic attainment, tested for dyslexia – outcome 
inconclusive, parental reports of longstanding 
social/interpersonal difficulties.

• Parents indicated early years history of 
emotional/behavioural outbursts



Case example - Sarah

• 1st emergent emotional difficulties in year 5/6 –
stress, mood swings, anxiety, irritability

• Early 2016 – 1st CAMHS referral; disordered eating, 
restricting oral intake and purging, “things under 
control”, no further input

• Early 2017 – ongoing binge eating, purging, use of 
laxatives, anxiety, panic attacks, low mood, saw 
school counsellor but continued to worsen with 
emergent cutting, hair pulling. Increased irritability 

and worsening outbursts at home.



Case example - Sarah

• March 2017 – referred to CAMHS by School GP, assessed 
by Eating Disorder team and offered a care package (1-2 
weekly meetings). 

• May 2017, severe weight loss, purging, laxative use, 
excessive exercise, collapsed and admitted to Basingstoke 
Hospital

• June 2017 – depression diagnosed and fluoxetine 
initiated. Worsening risky and unpredictable behaviours 
(absconding from boarding school, wandering at bridges, 
threatening self-harm/suicide). 

• Sept 17 –Feb 18; ongoing eating disorder team 
therapeutic support but condition deteriorating.



• 2018 – ongoing deterioration, continued weight loss. 
Admitted to CAMHS Eating Disorder unit Feb – May 2018.

• May –Dec 2018 – weekly CBT, fortnightly family therapy 
sessions. Aripiprazole. Medical reviews. Hard to manage 
behaviours. Situation unchanged.

• Dec 2018; assaulted mother, arrested. Not able to return to 
family home, stayed in one care home in London for two 
months, then another in South of England for two months 
before returning to a foster home in Berkshire in March 2019, 
with a plan of family reintegration. 

• June 2019, presented with OD following bf split and perceived 
“abandonment” from parents. Parents unable to manage her 
volatile behaviour at home. MHA assessment on ward – not 
detainable. ? Where does she go ? Secure care?.



How do we think about crisis?

• Continued deterioration 2017-2019 despite 
interventions – why?

June 2019; fresh re-assessment, difficulties re-
formulated



Re-formulation

• March 2019 private assessment; ASD traits, 
diagnosed ADHD, cognitive deficits – combination of 
neurodevelopmental difficulties

• Escalating stress since age 10, that manifested in a 
variety of symptoms, and just kept on getting worse



• June 2019 – shared this formulation with parents, 
young person, social care and education.

• Targeted ADHD treatment 

• Parallel psychological/family support for emotion 
dysregulation

• Prompt resolution of well being and functioning.



How do we think about crisis?

Identify first, share understanding and address 
unmet needs

Not offer therapy or medications



What are unmet needs

Anything that causes perpetual stress in a child

These are reversable and the 1st intervention is 
to work on reversal



What are unmet needs

• Any neurodevelopmental difficulty (language, learning, 
sensory, ADHD, ASD, DCD) that is inaddressed

• Absence of appropriate education provision

• Disruptive care-giving (any abuse/trauma)

• Threats to attachment security in LAC

• Bullying

• Substance misuse

• School refusal/poor school attendance

• Limited physical/social activity

• Untreated major mental illness



Unmet needs – Stress – Self harm

Addressing the needs = addresses the risk

Futile to work on self-harm when causes of self-
harm are not addressed. 

Multi-agency integrated care



CAMHS RRT Crisis Stabilisation Pathway

Crisis presentation
Comprehensive mental 

health needs assessment

Co-produce a formulation to 
share with CYP, parents and 

partners (social 
care/education) if required –

why now?

Multiagency meeting and 
agreement of a multiagency 

(health x social care x 
education) care package if 

required to meet the needs

CAMHS RRT Stabilising 
Intervention in parallel with 

partners (social 
care/education)

Follow up multiagency 
review of progress

Transition to appropriate 
service for ongoing input



Mental Health Crisis: Contents

• CAMHS RR service so far

• Brief Intervention Model

• Multiagency Working; example

• Case example – how do we think about crisis? 

• Risk Assessments – what do we actually assess? 

• How can “young person’s crisis” be characterised?

• Prevalence of Self-Harm, risk factors and evidence for 
interventions. 

• Prevalence of Suicide

• Assessment and Formulation

• Discussion







Risk assessment



Predictive value of risk scales



What do “suicide risk assessments” 
actually measure?

• “Low, moderate and high” risk of suicide 
“categorisation” in risk assessments

• What makes us clinically determine suicide 
risk is “high” or “low”? Higher?

• Can suicide be “reliably predicted”?



• Is there a suicide risk assessment tool in 
adolescents? And is it valid?

• If not, why not?

• What risk factors supported by empirical 
evidence need to be part of our risk 
assessments?



What do you do with a distressed/suicidal 
adolescent?

• Better to understand the cause of the stress 
underneath the self-harm

• What is the unmet need that could be causing the 
stress

• That will inform your referral

• Listen, acknowledge, be curious. 

• Ask them to come back to see you

• Try not to think your input is NOT helpful.



• Advice on well being measures and strategies is invaluable, 
shows care and is an immediate mental health intervention.

- Increasing physical activity

- Increasing outdoor activity

- Self-help distraction resources 
(Apps/websites/telephone/webchat services)

Advice only works after a relationship is established. This may require time.

Might be better to set a goal and ask the young person to come back.



Resources

• Coping with Self-Harm booklet

• BHFT Preventing Crisis and Being Safer
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“Mental Health Crisis” – what does that mean?

• https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-
services/dealing-with-a-mental-health-crisis-or-emergency/

https://www.nhs.uk/using-the-nhs/nhs-services/mental-health-services/dealing-with-a-mental-health-crisis-or-emergency/


“Mental Health Crisis” – what does that mean?



“Mental Health Crisis” – what does that mean?



“Mental Health Crisis” – what does that mean?









Terminology

Self- Harm - UK, Europe

Hawton et al 2015



Non-suicidal self-injury – USA

Lloyd –Richardson et al 2007
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Epidemiology – Prevalence studies

Hawton et al 2002 Evans et al 2005 CASE Study 2008 Muehlenkamp et 

all 2012

Type School based study 

in England

Systematic review 

of 128 studies

7 country school 

based comparative 

community study

Systematic review 

of 52 studies from 

adolescents

Age group 15-16 12-20 15 +16 11-18

Number 6020 n = 513,188 30,000 Very large

Method Self-reported 

anonymous 

questionnaire

Self-reported 

suicidal 

phenomenon

Anonymous 

questionnaire

Self-report single 

item questionnaire 

or multiple item 

questionnaires

Annual Prevalence 6.9% M:2.6%, F:8.9%

Lifetime Prevalence 13.2% 13.2 M:4.3%, F:13.5% Self-harm=16%

NSSI= 18%



Gillies et al 2018; mean starting age: 12.81 yrs



Gillies et al 2018; rates are increasing



CASE 2008 - Method of SH



Epidemiology
• Presentation to hospital occurs only in 1 in 8 adolescents

• Self-cutting most common method. However, it is self-
poisoning that presents to hospital.

Cully et al 2019

• Self-harm is the strongest predictors of death by suicide in 
adolescence



2012; 50 studies from 24 countries; Psychiatric disorders identified in 
Adult: 83.9%

Adolescents: 81.2%







Self-Harm; What works?



Self-Harm; What works?
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Suicide - How big is the problem?
• Completed suicide in children and young people?

• UK definition of suicide; this includes all deaths from intentional self-harm 
for persons aged 10 years and over, and deaths where the intent was 
undetermined for those aged 15 years and over. Deaths from an event of 
undetermined event of undetermined intent in 10-14 year olds are not 
included.

• Suicide rates are measured per 100,000 population.







Suicide in CYP

• UK suicide rates in 10-29 age appear to be steady

• Suicide rate in

10-14 year olds = 0.4/100,000

15-19 year olds = 5.6/100,000 (0.0056%)

Population of 15-19 in Berkshire – 53,900 (2018 – ONS)

Population of 10-14 in Berkshire – 60,200 (2018 – ONS)



Suicide

• Suicide < attempted suicide < SH < suicidal 
ideation



Self-Harm vs Completed Suicide

Self-Harm Suicide

Sex predominance Female>male Male>female

UK annual prevalence in 
“adolescents”

6.9% 0.0056%

Method (UK) Cutting Hanging (both sexes; M>F, all age)
Followed by poisoning F>M, all 
age
In <20s, most 2nd common 
method is jumping off heights

Risk measurement Possible ?
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CAMHS Crisis assessment

• Assessment of why now and causative factors

• Psychiatric disorders/Neurodevelopmental disorder and 
assessment of mental state 

• Safeguarding and social assessment

• Assessment of risk

• Ensuring immediate safety plan and crisis management – then 
further CAMHS input

• Ensuring effective follow up arrangements if discharged  -
“therapeutic assessment” enhances follow up engagement. 



Hospitalisation

• No evidence this prevents further SH attempts or 
dying by suicide (Gould 2003, Kings 2006)

• No rigorous RCTs show psychiatric inpatient 
admissions reduce self-harm

• In fact, some adolescents may increase their self-
harm behaviour once placed in an inpatient unit 
(Huey 2004)!



Information for young people/ carers

• Young Minds ‘Feeling suicidal’ ‘Worried about Self Harm’ leaflets –easy to 
read, reassuring, contains references to other useful sources of help 
www.youngminds.org.uk

• Young Minds also run parent helpline

• National self harm network www.nshn.co.uk
‘Supports individuals who self harm to decrease emotional distress and to 
increase quality of life, empowering and enabling them to seek further 
support and alternatives to self harm.’

• www.youthaccess.org.uk database of local organisations that offer 
counselling 

• www.selfharm.co.uk

http://www.youngminds.org.uk/
http://www.nshn.co.uk/
http://www.youthaccess.org.uk/
http://www.selfharm.co.uk/

