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INTRODUCTION
The mental health of residents in Hackney and the City of London is as important as their physical
health. City and Hackney CCG adheres to the principle of parity of esteem and believes that there can
be no health without mental health.
The mental health needs of the population of City and Hackney are diverse and complex. The CCG has
commissioned a wide range of services of different intensity and in different settings to respond to these
diverse needs. However this can mean that referring patients is not always straightforward.
This guide is designed to help GPs and health professionals navigate the services on offer and to clarify
where to refer for which condition. All mental health service providers in the City and Hackney have
agreed to have a virtual single point of entry, which means that if a GP refers a patient to an
organisation that is not the best source of help, the service provider will re-route the referral to an
appropriate provider. GPs are encouraged to share full information on the patients they refer to help
services decide what type of therapy is needed and improve patient care. This can be done by referral
letter or using one of the referral forms included at the end of this document.
Feedback and Updates:
This document will be updated regularly and electronic copies will be available from
http://www.cityandhackneyccg.nhs.uk/gp/mental-health-services.htm
If you would like to update or correct information or suggest additional content please
contact the GP MH Clinical Leads:
Dr Rhiannon England, GP Mental Health Lead
rhiannon.england@nhs.net
David Maher, CCG Mental Health Programme Director
david.maher@nhs.net

How to Refer
How is the patient
presenting?

How should I refer them?

Page

Mild or Moderate Mental Health Issues
 Depression
 Anxiety
 Phobias
 Medically unexplained symptoms
 Psychological problems in long term
conditions e.g. Diabetes

Primary Care Psychology or In house
counsellors

7

Crisis Services and Home Treatment
Team for patients who need to be seen
within 4 hours (Crisis) or 24 hours (Urgent)

Home Treatment Team:

9
Tel: 020 7683 4278
Fax: 020 70147249
talkingtherapy@homerton.nhs.uk

13

https://www.elft.nhs.uk/service/324/HomeTreatment-Team-City-and-Hackney
CHAMHRAS - Urgent
Tel:
020 8510 8011 (urgent)
Fax:
020 8510 8064 (Non urgent)
Email: elt-tr.CHAMHRAS@nhs.net
Mental Health Act Assessments Emergency
Duty Worker 020 8510 8410.

Crisis Services – Patient Support

Walk-in Crisis Café
Call 07938 554 298 or email
wellbeingnetwork@cityandhackneymind.org.uk
Service User Network (SUN)
07508 842 688
email: SUNreferrals@elft.nhs.uk
Crisis Helpline Tel:
(24hrs): 020 8432 8020

Frequent attendees in GP surgeries and/or
A&E.
Medically unexplained symptoms or
features of personality disorder that will not
engage with secondary care.

Primary Care Psychotherapy Consultation Service
PCPCS (Tavistock)
Tel: 020 7683 4900
Fax: 020 7900 6065
Email: CityandHackneyService@tavi-port.nhs.uk
tpn-tr.chpcs@nhs.net (secure address for referrals)

10

Secondary Care Psychotherapy
CBT

14

Difficulties with engagement.
Complex patients
Condition has been present for over a year,
patient has had previous therapy or has a
comorbidity.
Personality disorder

14
CAT psychotherapy (individual, group or couple)
Therapeutic Community & Outreach Service
Tel: 020 8510 2332
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Severe enduring mental illness e.g.
 Psychosis
 Bipolar illness
 Suicide risk

All referrals to psychiatry should go to City &
Hackney Adult Mental Health Point of Entry
(CHAMHRAS)
Tel:
020 8510 8011 (urgent)
Fax:
020 8510 8064 (Non urgent)
Email: elt-tr.CHAMHRAS@nhs.net

14

Substance Misuse for Alcohol and Drugs

Hackney Recovery Service
Tel:
0300 303 2611
Out-of-hours (Freephone): 0808 168 8669
Email: hackney@wdp.org.uk

20

Young Peoples Services –
CAMHS for Mild to Moderate
needs

First Steps Early Intervention Community
Psychology Service (HUH)
Tel: 0207 6836411

Diagnostic uncertainty

Child and Adolescent Mental Health Service
(CAMHS) Disability Team (HUH)
Tel: 020 7014 7000
020 7014 7071

CAMHS for more severe needs

Child and Adolescent Mental Health Service
http://www.cityandhackneycamhs.org.uk/

CAMHS Community Eating
Disorder Service

CAMHS Community Eating Disorder
Service

Email: elt-tr.ELCEDS-CYP@nhs.net
https://www.elft.nhs.uk/service/335/CAMHSCommunity-Eating-Disorder-Service
Core Specialist Child and Adolescent Mental
Health Services (ELFT)
South Team:
15 Homerton Row, London E9 6ED
Tel: 020 3222 5600
Fax: 020 3222 5792
North Team:
John Scott Health Centre, Green Lanes,
London N4 2NU
Tel: 020 8809 5577
Fax: 020 8802 8678

Young Hackney Substance Misuse
Service for 11 – 25 year olds

Young Hackney Substance Misuse Service
Tel: 020 8356 7404
https://www.younghackney.org/advice/drugsalcohol/young-hackney-substance-misuseservice/
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Where to Refer?
Young Hackney
Voluntary Sector Support for 11-25
year olds

Tel:
020 8356 7404
Email: info@hackney.gov.uk

Off Centre
25-27 Hackney Grove, E8 3NR
Tel:
020 8986 4016
Fax:
020 8525 4666
Email: info@offcentre.org.uk
Website: www.offcentre.org.uk

Safeguarding and School Health
Services

Safeguarding School Nurse
Administrator – Whittington Health
Tel:
07990 640 974
Email: s.pierre-davis2@nhs.net
Referrals: whh-tr.snchsafeguarding@nhs.net
Homerton University Hospital NHS Foundation
Trust Services
Lead Nurse – School Nursing, Homerton
University Hospital NHS Foundation Trust
Tel:
07980 870 525
Email: florence.elikwu@homerton.nhs.uk

Dementia

Mental Health Care for Older People (MHCOP)
Functional Impairment Services
Please fax all referrals to the Single Point of Entry

Address to: Duty worker at Felstead Street
Fax: 020 3222 8628
Tel: 020 3222 8500
Dementia Adviser Service
Tel: 020 8533 0091
Fax: 020 3222 8628
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DETAILS ABOUT THE MENTAL HEALTH SERVICES
1. PRIMARY CARE MENTAL HEALTH SERVICES

A. Primary Care Psychology
The Primary Care Psychology (PCP) service provides psychological interventions for patients with
common mental health problems and long-term conditions. It is provided by Homerton University
Hospital NHS Foundation Trust, which is an Improving Access Psychological Therapies (IAPT) site. It
provides rapid access to psychological therapies, normally within five weeks of referral.
The Service
Primary Care Psychology provides both low intensity self-help interventions and high intensity therapies.
It operates a single-point of access for psychological therapies and will refer patients who are more
suitable on to specialist services, thus accelerating access. Senior psychologists screen all referral
documents and allocate patients for assessment.
The primary therapeutic approach is Cognitive-Behaviour Therapy (CBT), which is a therapy that
emphasises setting goals and has a practical focus on “here and now” problems. Therapy will take
account of the developmental and social/contextual factors that contribute to a patient’s difficulty. The
service also provides Interpersonal Therapy (IPT) and Mindfulness-Based Cognitive Therapy for
depression.
The service sees patients in approximately 30 practices in the City and Hackney and in designated
clinics at St Leonard’s Hospital and City Road.
The PCP staff mix allows it to provide psychological services, beyond the scope of mental health, to
include issues associated with access and adherence to medical treatments for physical health
problems.
Low-intensity Interventions
These interventions usually consist of a mixture of face to face appointments and
telephone follow-ups. They follow a practical, structured approach, with less focus on
talking therapies.


Behavioural Activation focuses on helping patients set and achieve goals with activity plans
involving necessary and meaningful activities.
Self-help for anxiety and stress helps patients understand and address their anxieties, by:
o Engaging in activities they are avoiding and managing their symptoms
o Self-help classes on stress and sleep encourage learning without the need for participants
to disclose personal information.



High-Intensity Therapy
The service offers high-intensity interventions for the following mental health issues:


Depression – CBT, Interpersonal Therapy and Mindfulness-based Group Intervention



Anxiety Disorders – CBT for specific conditions including Generalised Anxiety Disorder (GAD),
Panic Disorder,Social Anxiety, Obsessive Compulsive Disorder (OCD) and Post-Traumatic Stress
Disorder (PTSD)



Long Term Conditions – GPs can refer patients with long-term conditions directly to PCP, which
has clinical health psychologists at the Homerton. They can see patients with cardiac conditions,
9|Page

diabetes and Sickle Cell Disease. Patients with neurological conditions can be referred to the
Adult Community Rehab Team (020 7683 4382 or 4489) and the Graham Swift Stroke Unit (020
8510 7420 or 7421).


Other Physical Health Conditions – therapy for those with Irritable Bowel Syndrome, Chronic
Pain, and Chronic Obstructive Pulmonary Disease (COPD)



Medically-Unexplained Symptoms (MUS) – Patients frequently present with physical symptoms
associated with psychological problems. Therapy is provided for these individuals who have
common mental health problems and/or long-term conditions (e.g. non-cardiac chest pain, fatigue,
excessive blushing). Patients with these symptoms who are unable or unwilling to attend for
Primary Care Psychology may be more suitable for the Primary Care Psychotherapy Consultation
Service (see page 10).



Interpersonal problems, including anger but excluding patients posing risk of harm to others.
Patients with more severe and enduring interpersonal problems may be more appropriate for
specialist services.



Mild to Moderate Eating Problems or Body Dismorphic Disorders. Specialist services are also
available (see page 22).



Autistic Spectrum/Aspergers (High Functioning/mild-moderate)

High Intensity Referral Criteria
Criteria for allocating patients for high-intensity therapy include:
 Significant interpersonal aspects to presenting problem
 Trauma or PTSD
 Previous experience of therapy, often accompanied by complexity
 Request by referrer or patient for high-intensity therapy
If they do not meet these criteria patients are allocated for low-intensity assessment, but some may
be “stepped up” to high-intensity therapy, after assessment or after a brief low-intensity intervention.
When this occurs, high-intensity therapy builds on the material covered in low-intensity work.
Training and support
Service staff hold regular clinical meetings with practice staff and encourage referrers to share
information on individual circumstances that should be considered in meeting a patient‘s needs. Some
patients are seen at the Homerton Hospital, where psycho-education sessions are also conducted.
Primary Care Psychology provides regular training events at Hackney College and the Homerton
Post-Graduate Education Centre. For more information on training opportunities contact the team
below.
Primary Care Psychology
Tel: 020 7683 4278
Fax: 020 70147249
talkingtherapy@homerton.nhs.uk

Referral
Referrals can be made using the electronic referral form on EMIS.
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Please include the following information in any referral:
 A landline and mobile phone number as all patients are contacted by telephone
 An NHS number for all patients. The service cannot accept referrals without this
 Information about medication, physical problems and family background

B. Primary Care Psychotherapy Consultation Service
The Primary Care Psychotherapy Consultation Service (PCPCS) is a primary care based service for
patients with mental health issues who have complex needs. The service is aimed at people who might
otherwise fall through the net and targets patients who do not meet criteria for existing primary and
secondary care mental health services, or who find it difficult to engage. It is provided by the Tavistock
and Portman NHS Foundation Trust.
The service supports primary care, particularly GPs, to manage complex patients undertaking joint
consultations where appropriate. It provides effective interventions while enhancing primary care support
services and improving integration, communication, capacity and capability.
The Service
PCPCS is available to all City and Hackney practices and is currently established in around 40. It
provides a direct clinical service to patients, including clinical assessments and brief psychotherapeutic
interventions, as well as case management and sign-posting to other services.
The service provides training and support to clinicians working with complex patients. Service provision
and support is provided based on the profile of patients and their current use of existing mental health
services and the skills of those at the practice. In some practices there may be a greater emphasis on
direct work with patients and in others a greater emphasis on consultation and support for practice
staff. The service offers tailored teaching to meet the needs of each practice on request and regular
training seminars will be held to support professional development.
Referrals
Clients tend to fall into the following groups:
 Medically unexplained symptoms where significant psychological features are present (e.g. repeat
attendance at A&E with non-cardiac chest pain, difficulty breathing, chronic pain)
 Patients with high volume notes and previous multiple referrals for unexplained symptoms
 Patients with the characteristics, or a diagnosis, of a personality disorder who are not suitable for
existing secondary or tertiary care services or those who are having difficulty engaging
 Patients with chronic depression who are not receiving any talking therapies
 Patients discharged by the CMHTs but who still have high levels of need
 People with mental health problems who have been discharged from services and/or who do not
meet referral thresholds for current primary or secondary services
 Patients with are not engaging effectively with services
Exclusion Criteria:
Patients under 18 years old or who are currently accessing other primary or secondary mental health
services, although it might still be appropriate to provide input to the GP/Surgery to support management
of the patient, with liaison with the existing service provision. Patients in a state of acute psychosis or
acute psychiatric emergency are also excluded.
Services for Patients
The service has a flexible approach to interventions. It can assess patients either individually, with a
partner or relative(s), or jointly with a member of practice staff. Following assessment, one of the
following interventions is selected, according to need:


Individual Brief Therapy – weekly or fortnightly, from six to 18 sessions. Therapies offered
include Dynamic Interpersonal Therapy, Supportive Psychotherapy, Cognitive Behavioural
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Therapy, Family and Couples Therapy.


Group Therapy – for groups of 8 to 10 patients, weekly to monthly from eight to 16 sessions. The
programme includes structured psycho-educational groups to address particular areas, such as
health support for patients with persistent physical symptoms (also available in Turkish) and
introductory Mentalization-based therapy groups for people with interpersonal difficulties.



Case Management of complex cases – including supportive face-to-face or telephone contact
with the patient, and liaison with other services to facilitate engagement.

PCPCS also has an A&E liaison project with Homerton University Hospital and a community gardening
project for non-English speaking patients in partnership with Spitalfields City Farm.
How to refer
All practices working with PCPCS have electronic copies of the referral form. The PCPCS referral form
can be sent by post, fax and email (details below).
Referrals can be discussed with your named Clinical Co-ordinator in person, via telephone or email. The
team will respond to referrals within two weeks and patients that will be seen for assessment or therapy,
will be offered a first appointment within 5 weeks. Regular updates and feedback will be provided.
Contact Details
Please direct enquiries and referrals to your specific clinical co-ordinator (see page 9) or to the below:
Primary Care Psychotherapy Consultation Service
2nd Floor, A Block, St Leonards Hospital, 7 Nuttall Street, London, N1 5LZ
Tim Kent, Service Lead / Consultant Clinical Psychologist
Julian Stern, Consultant Psychiatrist in Psychotherapy
Service Administration Manager
Tel:
020 7683 4900
Fax: 020 7900 6065
Email: CityandHackneyService@tavi-port.nhs.uk
tpn-tr.chpcs@nhs.net (secure address for referrals)
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C. Primary Care Liaison Consultant
Primary Care Liaison Consultants help GPs manage psychiatric problems presenting in primary care in
patients aged over 18 years, including older adults. They offer assessment, advice and triage for
patients who do not meet the threshold for the involvement of Community Mental Health Teams but who
could benefit from psychiatric assessment and treatment.
The consultants are located in primary care settings and see patients in practices, with GPs when
appropriate. They work with Primary Care Mental Health Workers (see below) to form a liaison team.
The Primary Care Liaison Consultants target patients who attend the GP practice frequently or with a
chronic condition, for example with depression or anxiety, personality issues, psychological distress,
Medically Unexplained Symptoms, somatoform disorders, cognitive screening for memory problems,
eating disorders or PTSD. They also have a teaching and public health role giving advice and training to
GPs and primary care health professionals on mental health promotion.

For further information contact the consultant psychiatrists in Primary Care Liaison:
Vivienne Cohen House, The Lodge, 2 Crozier Terrace, Homerton E9 6AT
North Team
Tel: 020 7275 1000
South Team
Tel: 020 7033 6100

D. Primary Care Mental Health Workers
A Primary Care Mental Health Worker is a senior mental health practitioner – usually a mental health
nurse, social worker, occupational therapist or clinical psychologist – who is experienced in the
assessment and treatment of mental health problems. Primary Care Mental Health Workers are an
integral part of the Community Mental Health Teams and are aligned to GP practices and the relevant
Consultant Psychiatrists. They can improve the quality of care a patient receives by helping to develop a
clear pathway that links primary and secondary care.
The Service
Primary Care Mental Health workers assess individuals whose needs fall between primary and
secondary care and provide short term interventions. Primary Care Mental Health workers provide
specialist interventions for users with serious mental illnesses in primary care. They also work with
individuals who have stayed in secondary care for a long period, but whose needs could now be met in
primary care. They focus on those with long term low-risk conditions who are prescribed regular depot
medication.
Service users allocated to the Depot Enhanced Service will have their care co-ordinated by the
Continuing Care Team until they are transferred back to Primary Care. Team members are based in GP
practices and Community Mental Health Teams, where all clinical work undertaken. The Gateway
workers will work with a physical healthcare advisor and will also advise and support the management of
physical healthcare risks associated with weight gain, smoking, sexual behaviours and lifestyle choices.
Together they establish lists of joint patients (shared by the Foundation Trust‘s services and the GP
practices), and meet approximately on a monthly basis with the GP practice to discuss their shared care.
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North Team:
Tel: 020 7275 1000
South Team:
Tel: 020 7033 6100

E.

Enhanced Primary Care Service (EPC)

This recovery focused service is for patients
with severe or long term mental health problems well
enough to be supported in a primary care setting. The service is jointly provided by East London NHS
Foundation Trust and GP practices. The GP retains responsibility for the patient’s care and East London
NHS Foundation Trust support the service by providing primary care liaison workers, peer support and
access to psychiatric advice.
Patients within the service will receive:
 Recovery planning and mental health reviews
 An assigned Liaison Worker
 Access to peer mentors
 Navigation to a wide range of community based services including the Community Mental health
network which offers group work, art and music projects, education and training opportunities,
volunteering etc. Every practice has an attached EPC Worker

G. Homerton Psychosexual Service
The Homerton Psychosexual Service
The Homerton Psychosexual Service provides assessment and treatment for anyone experiencing
sexual difficulties living in Hackney or City of London. We offer both medical and psychological
treatments to reduce sexual problems and increase confidence and enjoyment around sex. We work
with individuals and couples, of all genders and sexual orientations.
Who can we see?
We can only see people living in Hackney or City of London. You will need to be registered with a City &
Hackney GP in order to access the Homerton Psychosexual service.
Referrals
You can be referred by your GP or any other health professional.
Alternatively a sexual health professional in Homerton Sexual Health Services can refer you into the
specialist Psychosexual clinic.
Email referral forms to: huh-tr.homertonpsychosex@nhs.net
Tel: 020 8510 7438
Fax: 020 8510 7978
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H. City & Hackney Wellbeing Network
The City and Hackney Wellbeing Network, commissioned by Hackney Council, is a new network of
voluntary sector mental health services for adult residents in Hackney and the City, which will empower
people towards better mental and physical wellbeing. The network is a diverse partnership made up of
eleven specialist mental health agencies with a wealth of expertise in working with different communities
in Hackney.
The network aims to help people to build resilience to prevent the onset of mental health problems and
to alleviate issues such as stress, anxiety and low mood. The network will also support people with
severe and enduring mental health conditions to substantially improve their quality of life and avoid
unnecessary hospital admissions.
The network offers an exciting range of groups and courses with a focus on helping people achieve
positive outcomes in 4 main areas:
1.
mental wellbeing
2.
physical health
3.
social networks
4.
daily living skills
One named ‘network navigator’ will be available to ensure that people receive the right kind of support at
the right time and that support is well-coordinated.
The Wellbeing Network works with clients to agree goals and a programme of activities to help make
positive changes.
It is suitable for people who are motivated to make changes in their lives and usually feel able to attend
and take part in groups.
For people seeking help and their healthcare providers, the new network offers:
•
A well-coordinated single point of access
•
Easy online referral – http://chwellbeingnetwork.london/
•
A dedicated phone line 0208 525 2301. The free phone number is 0800 612 6585.
•
Email enquiries at wellbeingnetwork@cityandhackneymind.org.uk
Any Door is the Right Door – clients will get a consistent offer of support wherever they access the
service
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2. SECONDARY CARE MENTAL HEALTH SERVICES
All referrals to psychiatry should go to City & Hackney Adult Mental Health Point of Entry (CHAMHRAS)
for
•
Severe enduring mental illness.
•
Psychosis
•
Bipolar illness
•
Suicide risk
•
Diagnostic uncertainty
Tel:
Fax:

020 8510 8011 (urgent)
020 8510 8064 (Non urgent) Email: elt-tr.CHAMHRAS@nhs.net

A. Psychotherapy Department – East London NHS Foundation Trust
The Psychotherapy Department provides NICE- recommended talking therapies as well as consultations,
teaching and clinical supervision. As part of secondary care mental health services, the department offers
talking therapies for people with complex emotional difficulties and mental illnesses, via a single point of
entry. Therapies are offered for patients with a chronic or recurrent illness or who frequently present with
co-morbid conditions. It is often for those who have had talking therapies before or who have only
partially responded to pharmacotherapy.

What the service offers
Therapies can be for individuals, groups, families or couples and the length of treatment can be from 20
weeks to 2 years, depending on need of the patient. Patients in recovery/remission and those who have
had therapy before can be referred for a shorter course of booster sessions to prevent a relapse. It offers
Cognitive Behavioural Therapy; Cognitive Analytic Therapy; Schema therapy (for personality disorders);
Mindfulness-based CBT, group and individual psychodynamic therapy; Mentalization Based Therapy;
Interpersonal Therapy (IPT) and a Personality Disorder service (non-residential therapeutic community
programme and outreach service)
Specialist treatments are provided for people with:
 Severe and/or recurrent depression
 Severe OCD
 Complex PTSD
 Social Phobia
 Other anxiety disorders that failed to respond to previous treatment
 Psychosexual problems
 Eating disorders that do not require in-patient care
 Bipolar Affective Disorder (if not requiring CMHT)
 Psychosis (if not requiring CMHT)
 Interpersonal difficulties
 Personality Disorder (trait or state)
 Associated psychological difficulties (e.g. low self- esteem; anger management; self-harm)
Address: c/o The Lodge, 2 Crozier Terrace, London, E9 6AT
Consultant Psychiatrists:
Tel: 020 8510 2900
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B. Psychology Service – East London NHS Foundation Trust
The secondary care clinical and counselling Psychology Service is made up of several different teams.
Referrals are directed to the specific team rather than to the psychology service as the psychologists do
not work in a single out-patient department to which referrals can be made. It is the team, rather than a
single profession, that makes the clinical decision about a patient‘s assessment and treatment. A GP’s
referral letter can indicate that a psychological intervention may be necessary. Psychology should be
differentiated from psychotherapy, where there is a single point of contact.

Community clinical/counselling psychology teams
 Two Community Mental Health Teams
 Crisis and Home Treatment Team
 Early and Quick Intervention in Psychosis Team (EQUIP)
 Rehabilitation and Recovery Team
 Assertive Outreach Service
 Older Adult Service
 Specialist Alcohol Service

C. Community Mental Health Teams
A Community Mental Health Team (CMHT) is made up of different mental health professionals from
health and social care backgrounds that work together to help patients with complex mental health
problems or time limited disorders. These can include psychiatrists, psychologists, community psychiatric
nurses, social workers, and occupational therapists. In City and Hackney, the CMHT offers a range of
services in community settings, including advice to individuals and professionals, prompt and expert
assessments.
Assessments
Following an assessment, patients will normally be given a Care Plan – a framework to co-ordinate their
mental health care, including various short-term interventions to aid recovery. All service users will
have a formal review of their care plan at least once a year or more frequently if necessary.
The CMHT provides accessible and comprehensive community based treatment and care to people with
severe mental health problems that are willing to engage with the service. The service will co-ordinate
care for service users who have a range of complex health and social care needs, working with
individuals and their families to stabilise functioning, promote recovery and improve their inclusion in
society.
Community Mental Health Team: North
Vivienne Cohen House, The Lodge, 2 Crozier Terrace, Homerton E9 6AT
Tel: 020 7275 1000
Fax: 020 7275 1001
Community Mental Health Team: South
Donald Winnicott Centre, Coate Street, London E2 9AG
Tel: 020 7033 6100
Fax: 020 7033 6196
CMHT Eligibility Criteria



People aged 18-65 years old at referral
Registered with a Hackney GP
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People with significant mental health problems that affect daily functioning, including those with
psychotic disorders, severe anxiety or phobic disorders and depression that is resistant to
treatment.
People who have been discharged from an
In-patient setting and need to be seen within seven days who are not under the care of another
team.
Routine referrals
Initial appointments will be offered to all routine referrals within 4 weeks of the referral meeting.
Referral meetings are held daily.
Written confirmation of the time and date of the assessment will be sent unless the service user
declines.
All appropriate referrals will be offered a joint assessment by two professionals.

Urgent assessment
 A referral is urgent if the service user is at high risk of suicide, endangering their own or others‘
lives or when there is serious risk to the service user’s health.
 Urgent referrals will be discussed with the Crisis Service and a response will be made within four
hours by the most appropriate staff.
 Urgent referrals must be made via person to person discussion e.g. phone.
If referrals are not appropriate the Team Manager, Consultant or Senior Practitioner will suggest an
alternative plan of action to the referrer, potential service user and GP. The duty to provide assessment is
on the basis of need for services not on request.
Acceptance for assessment does not automatically mean an agreement to treatment, follow up or the
provision of services. Service users requiring a longer-term support will be referred to appropriate
alternative e.g. Outpatients Service, Equip, Assertive Outreach, Rehabilitation and Recovery

D. Crisis Services and Home Treatment Team
During a mental health crisis or emergency a person will be seen and assessed by the Home Treatment
Team, and then appropriate care and treatment given. If the situation is not an immediate crisis the
person may be referred back to the Community Mental Health Team.
To get help for a patient in crisis go through the single point of entry (CHAMHRAS) and indicate the level
of urgency.
Crisis = within 4 hours Urgent = within 24 hours
1. Crisis Helpline
The crisis helpline is provided by East London NHS Foundation Trust for City and Hackney residents
in crisis to receive support. The service is available
24 hours a day 7 days a week to people of all ages. The crisis helpline provides:
•
•
•

Support and help for people with mental health problems
Advice about local mental health services
Referrals on to other services or teams on behalf of the caller if they wish.

The Junction City and Hackney Centre for Mental Health, Homerton Row, London E9 6SR
Tel: (24hrs): 020 8432 8020
2. Home Treatment Team
The Psychiatric Liaison Team, the CMHT or the GP may refer a person in crisis to the Home Treatment
Team who provide intensive treatment and support outside hospital for short term mental health crises.
The team provides round the clock home treatment to people who would otherwise require admission to a
psychiatric ward.
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The team accepts referrals from healthcare professionals including Community mental health teams, GPs
and social workers.
https://www.elft.nhs.uk/service/324/Home-Treatment-Team-City-and-Hackney
3. Mental Health Act Assessments
Mental Health Act assessments may lead to person being admitted to hospital on an informal or a
compulsory basis. Assessments are co-ordinated by the Approved Mental Health Professionals (AMHPs)
based within the CMHTs and referrals can be made by either community or inpatient mental health
teams.
If a person does not require/meet the criteria for admission to hospital the AMHP will make arrangements
for the individual‘s treatment and care in the community.
If a Mental Health Act Assessment is required outside office hours a referral must be made to the
Emergency Duty Worker 020 8510 8410.
4.
Walk-in Crisis Café
As well as offering a welcome cuppa, the Crisis Cafe is a safe, supportive and therapeutic place for
anyone struggling and not coping with life. It means people do not have to be alone, struggling with
upsetting thoughts or worry.
The Café is at 15a Homerton Row next to the Homerton University Hospital site
Open from 6.00pm-9.00pm Monday to Thursday and from midday to 4.00pm on Saturdays.
Call 07938 554 298 or email: wellbeingnetwork@cityandhackneymind.org.uk
5.
Service User Network (SUN)
The Service User Network is for people who experience emotional and psychological distress, frequent
mood changes, emotional instability, self- harm and/ or have thoughts of suicide. It is a supportive and
therapeutic group for individuals to develop self-help management strategies to prevent future crisis.
The Network can also support family, friends and people who support someone with mental health
issues. To find out more, contact the SUN on 07508 842 688 or email: SUNreferrals@elft.nhs.uk
CHAMHRAS, The Junction, City & Hackney Centre for Mental Health, Homerton Row, London E9 6SR
Tel:
020 8510 8011
Fax: 020 8510 8064
Email: elt-tr.chamhras@nhs.net
https://www.elft.nhs.uk/service/57/City-and-Hackney-Adult-Mental-Health-Point-of-Entry
6. For Children and Young People in crisis
Risk is covered by City & Hackney Specialist CAMHS through a duty triage/self harm system. Paediatric
liaison worker also available who works across boundaries of specialist CAMHS, Starlight ward and
Homerton hospital 9am-5pm Monday to Friday
From 5pm onwards – risk is covered by A&E at Homerton hospital. If needs follow up and not ongoing
crisis, they will refer to specialist CAMHS. If ongoing crisis, refer to inpatient unit.
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E. Early and Quick Intervention for Psychosis
EQUIP (Early and Quick Intervention for Psychosis)
EQUIP is a psychiatric early intervention service for psychosis. It is a multi-disciplinary team that
accepts referrals of individuals who have recently experienced psychotic symptoms and are
believed to have a psychotic illness. Patients should have been receiving an assessment and/or
treatment from mental health services for less than one year and have taken anti- psychotic
medication for less than four weeks. The team works with individuals aged between 18 and 65
and provides intensive community based care and treatment with CBT and family therapy within 2
weeks of referral.
Donald Winnicott Centre, Coate Street, London E2 9AG
The team operates Monday to Friday, 9 am – 5 pm. Tel: 020 7033 6100 or 020 7033
Fax: 020 7033 6196

6196

To refer a patient to EQUIP, please use the referral form in the appendix on page 39.

F. Rehabilitation and Recovery Team
Rehabilitation and Recovery Team
The Rehabilitation and Recovery Service provides community care and treatment for individuals with a
serious mental illness whose psycho-social functioning is severely impaired, or whose illness is resistant
to treatment.
The team works with individuals who are currently in contact with other mental health services and
normally offers intensive input for a minimum period of two years in order to enable individuals to live as
independently as possible in their own homes or a supported living schemes.
The team operates Monday – Friday 9am -5pm.
To contact them please call 020 8525 1115.

G. Dementia Services
Screening for Dementia
Before referring a patient to Dementia Services, GPs must complete one of the following dementia
screening tools
1.
The General Practitioner Assessment of Cognition (GPCOG) Tool
www.patient.co.uk/doctor/General- Practitioner-Assessment-of-Cognition-(GPCOG)- Score.htm
2.
The Mini Mental State Examination (MMSE) This tool needs to be purchased as this is only
available under licence. http://www4.parinc.com/
3.
The Test Your Memory (TYM) test
www.bmj.com/content/338/bmj.b2030
Dementia Referrals
GPs are asked to fill in a GP referral form for Dementia Services. There are two different forms available
on the CCG website:
Dementia Support Service Referral Form
INPS standard Dementia Services Referral form without mail-merge
You may send your referral electronically to the following address: elt-tr.CHAMHRAS@nhs.net
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Please note you must ONLY email these referral forms from a secure ‘nhs.net’ email address to protect
patient confidentiality.
Please FAX all referrals for Memory Clinic or Dementia Care Team (DCT) to the Single Point of Entry
address to:
Duty worker at Felstead Street Fax: 020 3222 8628
The service accepts referrals for people with a diagnosis of dementia – or who are willing to engage in
the diagnostic process – as well as referrals for their carers.
Everyone referred is allocated a named Dementia Adviser (according to the GP of the person with
dementia) for information on navigating services, advice, signposting and low level support.
Every carer will be offered the opportunity of a formal carers assessment. We have a Carers Assessment
Worker for people who are resident in Hackney, funded by London Borough of Hackney. City residents
requiring a carers assessment would be referred on to City of London Social Services.
Please use the referral form for City and Hackney Alzheimer’s Society Dementia Adviser Service on page
56
We also accept:
•
A Consultant’s review letter to GPs (MHCOP / Diagnostic Memory Clinic / Homerton Hospital) as
long as the letter states that a referral to the service is being made and the patient is copied in – (that way
we know they are aware of the referral).
•
A self-referral (over the phone or in person) from a person with dementia or a carer only
•
Dementia Adviser’s attendance at a patient’s Diagnostic Memory Clinic Feedback session –
followed up at a later stage by being cc’d into the Consultant’s letter to the GP.
All other professionals (including GPs and Practice nurses) need to complete the referral form - (with as
much information as possible please). Our contact details are on the referral form.
Additionally, the person being referred must be aware of (and consent to) the referral being made (even if
they may not remember later) and this should be clearly stated on the referral
(There’s a tick box towards the end of the form to indicate their consent has been obtained)
Dementia and Functional Impairments Contact List

Support and Services

Contact Information

Functional Impairment Services
Mental Health Care for
Older People

Functional Impairment Services
Unit 1, 30 Felstead Street, Hackney Wick, London, E9
5LG
Tel: 020 3222 8500
Please fax all referrals to the Single Point of Entry
Fax: 020 3222 8628
Address to: Duty worker at Felstead Street
Dementia Services
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Alzheimer’s
Society
www.alzheimers.org.uk

Alzheimer’s Society
Hackney and City Branch
Unit 1, 30 Felstead Street, Hackney Wick, London, E9
Peer Support Groups –
‘Hackney Coffee Club’, ‘Singing 5LG
for the Brain®’ and ‘East London
Younger People with Dementia Tel: 020 8533 0091
Fax: 020 3222 8628
Group’.
Dementia Adviser Service

Carer Support -‘Dementia Carers Steven Reading, Dementia Support Manager
Support Group’ and Carers
Tel: 020 8533 0091
Information and Support
steven.reading@alzheimers.org.uk
programme (CrISP).
Alzheimer’s Society Helpline: 0845 300 0336
Offers a range of
downloadable leaflets relating
to the problems patients or
their carers face:
http://alzheimers.org.uk/site/sc
ripts/documents.php?cat
egoryID=200137
Consultants:
Dr Sandra Evans

Clinical Lead

Dementia services are at
MHCOP Felstead St, Hackney Wick E9 5LG.

Dokun Salako

Locum Clinician in DCT

Dewi Pritchard

Functional Mental Illnesses

Waleed Fawzi

Functional Mental Illnesses

Praveen Singh

RAID / Hospital Liaison

Emma Higgins

Administration
Felstead St, Hackney Wick E9 5LG.
Dementia Care Team Manager

Tel: 020 3222 8500
Fax:020 3222 8628

Tel: 020 3222 8500
Fax: 020 3222 8628
Age UK East London

A range of services providing
information, advice and support
http://www.ageuk.org.uk/efor people over the age of 50
years living in the local area.
astlondon/

IMCA

Independent Mental Capacity
Advocates

Age UK East London – Hackney branch
22 Dalston Lane, London, E8 3AZ
Tel: Advice line: 0800 917 9830
Tel: (Agents): 020 7249 7149
Fax:0207 249 0339
admin@ageukhackney.org.uk
If you have any queries, or wish to make a referral,
please contact our IMCA duty desk
Advocates are Richard Pargeter, Liz Ward, Michael
King
Tel: 0300 456 2370
Email: pohwer@pohwer.net
www.pohwer.net (for referrals)
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H. Chronic Fatigue
Chronic Fatigue Service
The Chronic Fatigue Service based at St. Leonards Hospital is one of the largest in the UK and provides
a comprehensive, multidisciplinary out-patient service for people with CFS/ME.
Over 10 professional staff, including physicians, liaison psychiatrists, physiotherapists, clinical
psychologists and occupational therapists provide a consistent and excellent standard of care for
patients, families and carers affected by Chronic Fatigue, using models of best practice and a range of
evidence based treatments.
The service is provided jointly by East London NHS Foundation Trust and Barts Health NHS Trust
Referral
Referral is by medical practitioner to:
CFS Referrals Co-ordinator
St Leonards Hospital
A Block
Nuttall Street, London N1 5LZ
Tel:
020 3738 7230
Fax: 020 7686 5055
Email: Chronic.Fatigue@nhs.net
Chronic fatigue & fibromyalgia service
Referral Criteria
Patients will be accepted for assessment by the Chronic Fatigue Service if they fulfil the following criteria:
•
Aged 18 or above, but no upper age limit
•
Aged 16-18, but not in full-time education
•
If in full-time education, patients should be referred to paediatric or adolescent services, as
appropriate.
Chronic Fatigue Syndrome/Myalgic Encephalopathy (CFS/ME) and Fibromyalgia
•
A clinical diagnosis of probable CFS or fibromyalgia (chronic widespread pain)
•
No alternative and explanatory medical or psychiatric diagnosis has been made (a copy of the GP
practice electronic summary notes is helpful).
•
The duration is at least 4 months
•
The referral includes copies or reports of normal or negative investigations, as described below:
Full blood count, ESR and C-reactive protein, urea, electrolytes and creatinine, liver function tests,
calcium, phosphate, albumin, creatine kinase, thyroid function (TSH and free T4), coeliac autoantibody
screen, random blood glucose, urinalysis for blood sugar and protein
Vitamin D concentration and autoantibodies (RA, etc) if fibromyalgia
We will organise these tests before assessment if not included in the referral.
•
A patient with suspected fibromyalgia will usually have been assessed by a rheumatologist.
•
The GP is willing to provide relevant medical reports for benefits agencies, insurance companies
etc. These will not usually be provided by clinic medical staff, but we routinely provide patients with
copies of all clinical letters.
Secondary Fatigue
We also see patients with chronic fatigue associated with, or after, chronic medical diseases. Examples
include being in remission from cancer, or having diabetes, or arthritis, so long as the medical treatment
has been reviewed and is optimal.

23 | P a g e

An example might be a patient with diabetes mellitus, receiving appropriate medical treatment with stable
and normal range HbA1c scores. Another example might be a patient who is in remission from a cancer,
having receiving curative cancer treatments, but who is left with disabling fatigue.
We would not normally assess a patient who has a chronic psychiatric condition such as schizophrenia,
unless they were in remission and receiving optimal medical treatment that is not considered a cause of
their fatigue.

3. INPATIENT SERVICES

The City And Hackney Centre For Mental Health (Inpatient Services)
Psychology services are also provided on an in-patient basis at City and Hackney Centre for Mental
Health, on the Homerton Hospital site. It four acute psychiatric wards a perinatal mental health service
(and shortly also the Homerton Mother and Baby Unit). Admission to the wards can be from the Crisis
Service/ Home Treatment Team, CMHT, an Approved Mental Health Professional or from the criminal
justice system.
Admissions
 Male: If a male requires psychiatric Intensive Care they will be admitted to Bevan Ward. This is a
locked male ward and manages individuals subject to detention under the Mental Health Act who
pose a significant risk to others or of absconding.
 Female: Women who require psychiatric intensive care will be referred to an appropriate unit
within the Trust.
 Mother and baby: The Mother and Baby Unit (MBU) is used by the whole of the East London
Trust and has four beds to provide inpatient care and treatment for mothers with babies up to 12
months old. The Unit does not accept emergency admissions. Admission is arranged, following
assessment and acceptance by the Trust‘s multi-disciplinary Peri-natal Mental Health Team. The
MBU does not provide parenting assessments).
 Older people: Strauss ward is the inpatient facility for Mental Health Care of the Older Person.
On admission a person will be allocated a Responsible Medical Officer (Consultant Psychiatrist) and a
Primary Nurse who will co-ordinate their inpatient care in accordance with the CPA policy and protocol

Referrals
In the referral letter, please include the patient’s previous medical history including previous mental health
history, medication, family history, social circumstances and actions taken by the practice for current
problems. Letters should be faxed or emailed from an NHS.net email to NHS.net email address using the
addresses above or sent to Latimer Health Centre. The service will send a post-clinic attendance letter to
the referring GP with a summary of the care provided, the treatment plan and any and recommendations
for further care.

24 | P a g e

4. MENTAL HEALTH SERVICES FOR YOUNG PEOPLE

A. First Steps Early Intervention Community Psychology Service (HUH)
City and Hackney has a range of mental health services specifically for young people. For more
information see the Children and Young people’s Resource Guide. This has been developed to assist
professionals working in the borough to navigate the diverse range of services for children and families
with support needs. https://www.hackney.gov.uk/children-and-families
First Steps Early Intervention Community Psychology Service (HUH)






A service for children and young people aged 0-18 and their families who have mild to moderate
mental health problems who are likely to be helped by a brief psychological intervention.
Provided by a team of child mental health professionals, locality leads and a parenting lead, all of
whom are based in children’s centres and GP practices across the borough where interventions
are also delivered.
The service delivers a range of individual and group interventions, parenting support, mental
health promotion, education and training, and topic based groups such as ‘Calm Connections’ and
‘Transition’.
Referrals onto specialist CAMHS as required

Referrals can be made by any professional working with a child. Families may also self-refer.
Hackney Ark,
Downs Park Road,
London, E8 2FP.
The service operates between 9-5pm,
Monday to Friday
Tel: 0207 6836411
Fax: 0207 014 7251

B. Child and Adolescent Mental Health Service (CAMHS) Disability
Team (HUH)
Child and Adolescent Mental Health Service (CAMHS) Disability Team (HUH)





A specialist, tier 3 service for children and young people aged 0-19 who have dual difficulties;
mental health or emotional needs which occur alongside a disability.
A joint multidisciplinary team provided by Homerton University Hospital NHS Foundation Trust
and East London NHS Foundation Trust, which consists of clinical psychologists, consultant
child and adolescent psychiatrist, play specialist, systemic family therapist, child
psychotherapist and specialist autism clinicians.
The service provides diagnosis e.g. ASD, ADHD, psycho-pharmacological intervention
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(medication), therapeutic/behavioural support and interventions and support with emotional
response to diagnosis. It also delivers group work around parenting, siblings support groups,
Next Steps intervention (MDT) for under 5s, Teen Troubles (ASD), ASD parent support group.
Referrals can be made by any professional working with a child. Parents may self-refer
provided they have been known to the service in the past.
Delivered in partnership with ELFT

Hackney Ark Children & Young People’s Centre for Development & Disability,
Downs Park Road,
London
E8 2FP
The service operates between 9-5pm, Monday to Friday.
Tel: 020 7014 7000/02070147071
Fax: 020 7041 7001

C. CAMHS Community Eating Disorder Service
CAMHS Community Eating Disorder Service
The East London Community Eating Disorders Service for Children and Young People (CEDS-CYP) is
a specialist CAMHS service for young people up to the age of 18 who are experiencing an eating
disorder.
The service offers high-quality, evidence-based assessment and treatment for children, young people
and their families It covers the boroughs of Newham, Tower Hamlets, and City & Hackney.
The CEDS-CYP is staffed by a multi-disciplinary team consisting of a Consultant Psychiatrist,
Paediatrician, Clinical Psychologist, Dietician, Specialist Nurse, Family therapists and Eating Disorder
Therapists.
Referrals
New referrals will be received via borough-based CAMHS teams in Newham, Tower Hamlets and City
& Hackney and passed on to the CEDS-CYP.
Referrals can be made by GPs, healthcare professionals, schools and colleges. Young people,
parents and carers can also self-refer.
You will need to complete the CAMHS Referral Form which has a section on Eating Disorders. Ideally,
this will be completed in collaboration with the young person, parent or carer. This will enable us to
decide how best to help the client and their family.
Email: elt-tr.ELCEDS-CYP@nhs.net
CEDS-CYP offers:
 Training in the delivery of early intervention treatment for mild and emerging eating difficulties.
 Rapid response to referrals (within 15 days)
 Multi-disciplinary specialist assessments
 High quality, evidence-based interventions including Cognitive Behavioural Therapy (CBT) and
Family Therapy (FT)
 Consultation, support and advice to other professionals working with children and young
people.
 Training in the delivery of early intervention treatment for mild and emerging eating difficulties.
https://www.elft.nhs.uk/service/335/CAMHS-Community-Eating-Disorder-Service

D. Core Specialist Child and Adolescent Mental Health Services
(ELFT)
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Core Specialist Child and Adolescent Mental Health Services (ELFT)


A specialist service for children and young people up to the age of 18 years, where there is
likelihood that the child or young person has a severe mental health disorder; and children and
young people whose symptoms, or distress, and degree of social and/or functional impairment
are severe.



The service will work with children, young people and their families where there is a high level
of case complexity, that is, where there are significant mental health problems, and in addition,
multiple risk factors (co-morbidity), including complex family problems, child protection
concerns, significant risk of harm to self or others, risks of violence, terminal illness, parental
substance misuse/mental illness, seeking asylum, refugee status, or being the victims of
torture, placing self or others at risk, being at the threshold of corporate care or being looked
after, or being subject to child safeguarding procedures.
The service will assess and treat children and young people who are experiencing serious
risks to their emotional and psychological wellbeing and development. The threshold for
referral to specialist CAMHS is that the suspected mental health difficulties are urgent,
persistent, complex or severe.
Teams are multidisciplinary and consist of consultant child and adolescent psychiatrists,
clinical psychologists, child psychotherapists, systemic family therapists, clinical nurse
specialists and junior doctors from the Great Ormond Street/Royal London CAMH training
scheme.
The service provides a range of therapeutic and psycho-pharmacological interventions,
consultation and liaison with other services including the paediatric liaison, and out of hours
service.







Referrals
Referrals can be made by any professional working with a child, young person or their family.
South Team:
Children & Young People’s Centre, 15 Homerton Row, London E9 6ED
Tel: 020 3222 5600
Fax: 020 3222 5792
North Team:
John Scott Health Centre, Green Lanes, London N4 2NU
Tel: 020 8809 5577
Fax: 020 8802 8678

E. Adolescent Mental Health Team (ELFT)
Adolescent Mental Health Team (ELFT)
The team provides the early intervention in psychosis service to offer quick identification of the first
onset of a psychotic disorder and appropriate treatment including intensive support, crisis intervention,
assertive outreach and home treatment in the early phase.
The service also provides assessment and treatment of mental health problems of an acute and
severe nature for young people including complex eating disorders, OCD, ASD, anxiety and
depression
The service will implement appropriate discharge planning, liaison and community outreach in
conjunction with the Coborn Centre for Adolescent Mental Health (in-patient unit).
The team is multidisciplinary and consists of consultant child and adolescent psychiatrists, clinical
psychologist, systemic family therapists, and specialist mental health nurses and mental health
clinicians.
Referrals
Referrals through core service and the Coborn Centre for Adolescent Mental Health
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John Scott Health Centre, Green Lanes, London N4 2NU
Tel: 020 7540 6789
Fax: 020 75406 7990

5. OTHER SERVICES FOR YOUNG PEOPLE

A. Young Hackney Substance Misuse Service

Young Hackney Substance Misuse Service





This service provides information, advice, support and counselling to young people aged 8 to 25
who are at risk or have developed problems associated with alcohol/drug misuse.
It also provides drugs education and prevention sessions to schools, colleges and the wider
community, a consultancy line for parents and carers and information, advice and support in
relation to the associated risks of dealing drugs
Offers appointments or confidential advice by telephone
Works in partnership with Hackney Recovery Service.

Hours: 9am to 5pm, Monday to Friday
Tel: 020 8356 7404
Hours: 9am to 5pm, Monday to Friday Tel: 020 8356 7404
Website: https://www.younghackney.org/advice/drugs- alcohol/young-hackney-substance-misuseservice/

B. Children and Families Service – Clinical Service (LBH)
Children and Families Service – Clinical Service (LBH)
Hackney Children and Families Service has a highly specialist and integrated clinical service that
delivers evidence-based clinical assessments and therapeutic interventions to children who have a
range of needs in relation to their emotional health and wellbeing. Clinical assessments are
undertaken collaboratively alongside wider assessment and care planning, by Clinicians working in
Clinical Hubs based in Children’s Social Care, Young Hackney, the Family Support Service and
Hackney YOT.
The Clinical Service delivers brief, longer-term, intensive and multi-modal interventions to address a
range of presenting needs including but not exclusive to:









Early identification and screening of child mental health needs and neurodevelopmental
difficulties
Children who have experienced abuse, neglect and are suffering from trauma
Children in Need and/or subject to Child Protection Plans who have emotional and behavioural
difficulties
Children experiencing family relationship difficulties and families in crisis
Children subject to Care Proceedings and care plans within the Public Law Outline
Children awaiting or placed for Adoption
Looked after children and Care Leavers
Children who are privately fostered
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Children at risk of child sexual exploitation, harmful sexualised behaviour, substance misuse
difficulties and gang involvement.

C. The Coborn Centre for Adolescent Mental Health (ELFT
The Coborn Centre for Adolescent Mental Health (ELFT
The centre treats young people with acute and severe forms of mental illness. These include major
mood disorders, psychosis, complex neuropsychiatric disorders, eating disorders, severe obsessive
compulsive disorders and borderline personality disorders.
The Coborn assesses, treats and supports adolescents in a hospital residential setting. The service
aim is to assess mental health rapidly and thoroughly, aiming to reintegrate adolescents back into their
families and schools as soon as possible.
The centre has a three bed PICU service, a 12 bed acute admission service and a day service offering
bespoke packages of assessment and intervention of varying intensity.
Each young person will receive a comprehensive medical, nursing and psychological assessment,
leading to a bespoke individual care and treatment plan.
The recovery model is based on the premise that adolescence is a time of considerable developments
in a young person’s life. As a result, the interventions are designed to help healthy growth continue
through their recovery.
For most acute conditions, the optimum window of treatment effectiveness is thought to be between
six and eight weeks. A poor response to treatment beyond this timeframe normally indicates the
illness has moved into a more chronic phase that may require more prolonged and intensive input,
and recovery may be slower or partial.
In all cases, the service works closely and creatively in partnership with the young person, their
families, community services and other agencies such as local authorities, schools and colleges, to
improve their quality of life and help them find new ways of living and coping with their difficulties.
Referrals
Emergency admissions (accepted 24 hours a day) and young people detained under the Mental
Health Act. Referrals must be supported by a consultant psychiatrist.
Tel: 020 7540 6789
Fax: 020 7540 6799

D. Young Hackney
Young Hackney
Young Hackney is the main service for all young people aged 8-19, it includes a combination of the
skills and expertise from the former youth service, youth support team and youth offending team. The
service aims to help all of Hackney’s young people to enjoy their youth and become independent and
successful adults.
 provide opportunities, support and guidance for young people
 work with young people who might get involved in antisocial behaviour or crime to prevent this
 work with young people who have been arrested or convicted of a criminal offence to make
sure they do not offend again
 help with substance misuse, mental health issues
 help young victims of crime
Contact details
Tel: 020 8356 7404
Email: info@hackney.gov.uk
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E. Youth Support Team
Youth Support Team
Multi-professional teams based in 4 neighbourhoods in Hackney. Provides support for vulnerable 11-19
year olds with multiple issues focussing on engaging young people who are not in education, employment
or training. The service will work with people with disabilities, including learning difficulties and mental
health problems, up to the age of 25. Accepts referral from GPs
Children and Young People‘s Service Directorate,
Stoke Newington Town Hall, Stoke Newington Church Street, London N16 0JR
Tel:
020 8356 6313
Fax: 020 8356 2044
Email: ystreferrals@hackney.gov.uk

F. Off Centre
Off Centre
Off Centre provides Psychotherapeutic Services for young people aged 11- 25 years who live, work or
study in Hackney. This includes counselling, group work, art and drama therapy. A team of workers within
the Right Track project work directly with young people providing psychosocial interventions and Advice
and Information. There is a housing drop-in session from 10am – 12pm on Tuesdays and Thursdays. The
service accepts self referrals or referral by a health professional.
Off Centre, 25-27 Hackney Grove, E8 3NR
Tel: 020 8986 4016
Fax: 020 8525 4666
Email: info@offcentre.org.uk
www.offcentre.org.uk

G. Safeguarding and School Health Services
Safeguarding and School Health Services
Whittington Health Services
 Whittington Health is delivering an enhanced Safeguarding School Health Service.
 The service provides a full school health offer to Children in Need, children on Child Protection plans,
and any children identified as ‘vulnerable’ in terms of safeguarding, who are of school age. This
service works with all schools across City and Hackney, including independent schools, and
particularly closely with Heads and SENCO’s to identify children and young people who are
vulnerable.
 If schools are concerned regarding safeguarding issues and wish to discuss this with the school
nurse, please do so using the contact details below.
Angie Pierre-Davis
Safeguarding School Nurse Administrator – Whittington Health
Tel:
07990 640 974
Email: s.pierre-davis2@nhs.net
Referrals
Referrals: whh-tr.snch-safeguarding@nhs.net
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Homerton University Hospital NHS Foundation Trust Services
 The School Health Service delivering the National Child Measurement Programme (NCMP) and
School Entry Health Checks is delivered by Homerton University Hospital NHS Foundation Trust. This
service is responsible for providing NCMP and School Entry Health Checks to all state maintained
schools in City and Hackney.
 The School Health Service for Disabled Children and those with additional needs is delivered by
Homerton University Hospital NHS Foundation Trust. This service will meet the ongoing school health
needs of children with disabilities and additional needs in special schools and mainstream schools
across City and Hackney. They provide provide a health care plan for children with medical
conditions and provide training for school staff to manage the health needs of those pupils.
Florence Elikwu - Lead Nurse – School Nursing, Homerton University Hospital NHS Foundation Trust
Tel:
07980 870 525
Email: florence.elikwu@homerton.nhs.uk

6. OTHER HELP
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A. Alcohol and Substance Misuse Services
Alcohol and Substance Misuse Services in Hackney
Three types of patients should be screened for alcohol use for possible referral to treatment services.
1.
Patients that present with concerns about an alcohol problem. Patient should be referred
directly to tier 2 alcohol services. This may include alcohol- specific advice, information and support;
extended brief interventions to help reduce alcohol-related harm; and assessment and referral of
those with more serious alcohol-related problems for care- planned treatment. It is likely that initial
appointments will be offered within the primary care setting with referral to site based services as
required.
2.
All new registrations over the age of 16 should be screened with subsequent interventions
provided according to the care pathway outlined above
In line with the alcohol DES, the following information should be gathered:
•
Numbers screened using AUDIT-C
•
Numbers screened using subsequent AUDIT questions
•
Numbers receiving brief interventions
•
Numbers referred to specialist treatment services
3.
All patients presenting to a GP with a condition relevant to alcohol misuse – including Heart
failure, CHD, Stroke, Stroke/TIA, Atrial Fibrilation, COPD, Depression, Epilepsy, Learning Difficulties,
Severe Mental Illness
AUDIT Screening
The Alcohol Use Disorders Identification Test is the gold standard of identification tests and was
developed by World Health Organisation. GPs will use AUDIT-C (Consumption) as their main
screening tool, followed by the full AUDIT questions if the patient scores more than 5.
Patients scoring 6-15 on the full AUDIT screening are hazardous drinkers. Offer brief information
around lower risk drinking and alcohol related harm, using the brief advice tool available from
www.alcohollearningcentre.org.uk
Advice should include:
•
Understanding Units
•
Understanding risk levels
•
Knowing where they sit on the risk scale
•
Benefits of cutting down
•
Tips for cutting down
Patient scoring 16-19 are harmful drinkers. They may already be experiencing detrimental effects on
their health or social functioning. Patient should be referred to a tier 2 alcohol service delivered in a
primary care setting.
Patients scoring 20+ are at risk of dependent drinking. They may be exhibiting signs of alcohol
withdrawal. In this instance patients should be referred to the alcohol service for a comprehensive
assessment. The alcohol service will identify an individual care plan and support the service user to
engage in services appropriate to their needs. This may consist of low threshold support, either on a
one to one or group basis, use of mutual aid groups or more structured support. A community based
detoxific ation may be offered as part of treatment, if patients are assessed as suitable for community
based treatment.
Patients presenting with more complex needs may be referred to tier 4 treatment following
assessment, which provides residential medical detoxification and/ or residential rehabilitation.
All patients who are referred to the alcohol service will be offered a comprehensive assessment if
required.
This will be determined by the complexity of presenting need. All patients referred for structured
treatment will receive a comprehensive assessment of need and a care planned approach to the
delivery of treatment interventions. Further information is available in ATP 2: structured community
based treatment.
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B. Hackney Recovery Service
Hackney Recovery Service
Hackney Recovery Service is a fully integrated, recovery-focused service delivered by WDP in
partnership with CNWL and St Mungo’s in the London Borough of Hackney. The service is free and
open to all Hackney residents aged 18 or over, as well as their families and carers.
It can offer support and treatment to people whose drinking is making them ill, aggravating existing
health conditions, or disrupting their professional, social or family life.
Alongside intensive treatment for dependent drinkers, HRS provides brief interventions for people
drinking at hazardous or harmful levels, who would like some support to address alcohol-related
issues.
Referrals
Access is either through a GP, other professional or self-referral. Specific services include:
•
•
•
•
•
•
•

Assessment
Drop In and Open Access
Needle exchange
Access to prescribing
Community detox
BBV and health interventions
Group work

Contact details are:
Tel: 0300 303 2611
Out-of-hours (freephone): 0808 168 8669 Email: hackney@wdp.org.uk

C. Multiple needs service

Multiple needs service
The service aims to provide clients with individual support to enable them to maximise the range of
help they can access from existing local services. A dedicated practitioner will work with clients in a
person-centred way, encouraging them to identify needs, think about and establish personal goals,
and ultimately to formulate pathways and plans.
Eligibility criteria
•
Adults over 18 years of age who are resident in Hackney or the City of London or have
significant links to the area.
•
People with evidence of need in at least three out of the four domains of substance misuse,
homelessness, offending or anti-social behaviour, and mental health.
•
Those who have a history of not engaging effectively with services and/or have used
emergency or crisis services on multiple occasions.
•
Residents who are unable to access existing support services as they do not meet criteria or
who consistently appear on case panels but progress has not been made.
Contact details are:
Tel: 0208 356 7282
E-mail: Michael.Lawson@hackney.gov.uk
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D. Substance Misuse Clinical Nurse Specialist Liaison Team
Substance Misuse Clinical Nurse Specialist Liaison Team
This is a team of Clinical Nurse Specialists and a Community Matron based at Homerton Hospital who
work to reduce the frequency of presentation/ admission of patients with alcohol and drug problems.
They work closely with GP‘s and treatment services and may do home visits as part of their work to
reduce admissions.
Tel: 020 8510 5555 or 020 8510 7738.
Bleep: 308

E. Substance Misuse Services in City of London
Substance Misuse Services in City of London
Square Mile Health is delivered on the City of London Corporation’s behalf by WDP. They have a
dedicated team of substance misuse practitioners who work alongside other professionals in the City
and we deliver services to both resident populations and people that work in the Square Mile.
They aim to help clients to have a say in the structure of their treatment plans and the way in which
the service is delivered.
WDP offer a high quality and professional service providing a range of support to individuals who wish
to receive advice, assessment and treatment for their drug and alcohol problems. They also work
alongside our partners to provide smoking cessation services. Our services include:
•
Expert, non-judgemental, confidential advice and support
•
Tailored treatment plans
•
Help with your general health and wellbeing
•
Smoking cessation (in partnership with Queen Mary University of London, Boots and
independent pharmacies)
•
Outreach support
•
Prescribing services
•
Support for families and carers
•
Arrest Referral
•
Signposting for young people to Young Hackney and support for young people transitioning to
adult services
They deliver community events and sessions in local business on a range of tobacco, drug and
alcohol related topics.
Tel: 0300 303 2715
Email: city.enquiries@wdp.org.uk
Self - Refer –
http://www.squaremilehealth.org.uk/referrals/

F. Bereavement services
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Bereavement services in Hackney are provided by St Joseph’s. The service offers individual
bereavement counselling, support groups and telephone counselling.
Most of the support takes place at St Joseph‘s Hospice, or occasionally in other settings, such as a
GP Surgery, but not in the client‘s home. Clients can be referred by health and social care
professionals or can refer themselves. Counselling is not time-limited but must relate to bereavement.
Clients must have experienced the death of a significant person that will be the main focus of the
counselling or be anticipating the death of a significant person from an advanced, progressive or
incurable disease.
Counselling is also offered for people who are themselves living with an advanced, progressive or
incurable disease.
To be eligible for the service the client must be aged 18 to 50 years old and residents of the City or
Hackney or be registered to a City and Hackney GP.
St Joseph’s Bereavement Service
St Joseph‘s Hospice, Mare Street, London E8 4SA Tel:
Fax: 020 8525 6085
Email: bereavement@stjh.org.uk
www.stjh.org.uk

020 8525 6031/ 0208 525

6000

To arrange for support from the Bereavement Service at St Joseph’s Hospice, contact the First
Contact Team. Tel: 0300 303 0400
Fax: 0208 525 6085
Email: stjosephs.firstcontact@nhs.net
Link: http://www.stjh.org.uk/our-services/supportive-care/psychological-therapies
Homerton Counselling Service: Miscarriages and Still births
This service provides counselling for parents experiencing bereavement through miscarriage or still
births.
Contact Jane Steele, Women’s Health Counsellor. (Homerton Deliveries only)
Tel: 0208 510 7198
SANDS (Still Births and Neonatal Deaths) Website
Sands support anyone who has been affected by the death of a baby before, during or shortly after
birth. We offer emotional support and information for parents, grandparents, siblings, children, families
and friends, health professionals and others.
Tel:
020 7436 5881
Email: helpline@uk-sands.org
Web: www.uk-sands.org

G. Welfare, Benefits, Training & Employment
Social Action for Health
The service is provided through Social Action for Health, which is a community development charity that
works alongside marginalised local people and their communities towards justice, equality, better health
and wellbeing. They currently operate mainly in East London and train local people to work with their
community in their mother tongue, including Bengali, Somali, Turkish / Kurdish, Congolese, Gujarati,
Urdu, Arabic, and English.
Carly Bond, Project Co-ordinator
Social Action for Health, Unit A (First Floor) Ment House, Mentmore Terrace, Hackney, London E8 3DQ
Tel:
020 8510 1962
Email: carlyb@safh.org.uk

Family Action
Family Welfare Association provides a range of services and grants for individuals and families in need.
Amongst these services is “Well Family” that works with the Vietnamese, Turkish/Kurdish, Somali and
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Congolese communities.
Emel Hakki, Project Manager
Ability Plaza, Unit 6, Arbutus Street, London, E8 4DT Tel: 020 7249 8109
Fax: 020 3119 007
Email: emel.hakki@family-action.org.uk
emel.hakki@fwaprojects.org.uk
Domestic Violence
Identification and Referral to Improve Safety (IRIS) Service IRIS is a GP-based domestic violence and
abuse training, support and referral service. IRIS aims to improve the safety of women who are
experiencing DVA from a current or ex-partner or adult family member. Information and signposting for
male survivors and for perpetrators is also provided.
IRIS provides specialised training and ongoing support for GP practice staff, and a straightforward referral
pathway should a patient wish to access advocacy and support. Patients can be referred directly to the
IRIS advocate educator at the NIA project, a specialist domestic violence service in Hackney, by phone or
fax. Telephone self-referrals are also accepted.
All GP Practices in City and Hackney have been trained in IRIS, and are deemed “DV Aware Practices”.
For additional or refresher training, or if you would like to make a referral please contact:
IRIS at the Nia project
Tel: 020 7683 1270 ext. 234 / 07894 567 032
Fax: 020 7288 1751
Domestic Violence Intervention Programme (DVIP)
DVIP offers a groupwork intervention for men (called the Violence Prevention Programme) who have
been abusive in their intimate relationships with women and want to make positive changes. The
programme comprises 26 weekly sessions and uses a range of discussions, role-plays and skills-practice
exercises to help men explore the reasons why they have used abuse and how they can learn healthier
and more respectful responses to difficult situations in relationships. Men are encouraged to become
more accountable for their own behaviour and its impact on partners and children. DVIP’s Women’s
Support Service proactively offers support to the (ex)partners of all men accepted onto the Violence
Prevention Programme.
Individual work can be undertaken with women using relationship violence and with people in same sex
relationships. Referrals into DVIP can be made by any agency or a self-referral can be made by the
person wishing to attend the programme. We cannot work with anyone currently going through Criminal
Court proceedings until the case is concluded. Where a mental health professional is involved, we
encourage them to remain involved during the client’s participation with the Violence Prevention
Programme in order that we can work collaboratively with them to maximise safety and the motivation of
the client.
Multi-Agency Risk Assessment Conferences (MARACs)
MARACs are regular local meetings where information about high risk domestic abuse victims (those at
risk of murder or serious harm) is shared between local agencies. By bringing all agencies together at a
MARAC, and ensuring that whenever possible the voice of the victim is represented by an Independent
Domestic Violence Advocate, a risk focused, co-ordinated safety plan can be drawn up to support the
victim.
Hackney’s MARAC meets every week discussing up to 15 cases. The Domestic Violence and Abuse
Team run frequent training sessions on how to refer to the MARAC.
For more information, please contact the MARAC Co-ordinator on 020 8356 5602/4459
Homeless Services in Hackney
Greenhouse offers support for anyone in Hackney who is homeless
19 Tudor Rd, London E9 7SN
Tel:
020 8510 4490
Fax: 020 8510 4491
Centre for Better Health
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Deliver counselling (£5/hour if on benefits), group work activities (IT classes, yoga, creative writing) and
are a social enterprise where users experience work and develop employment skills.
1A Darnley Road, London E9 6QH
Tel:
020 8985 3570
Fax: 020 8986 1334
Email: admin@centreforbetterhealth.org.uk
www.centreforbetterhealth.org.uk
Derman
Derman provides a range of health-related services to Kurdish, Turkish, Turkish Cypriot and Eastern
European Turkish people mainly refugees and asylum seekers in Hackney.
The services include Bi-Lingual Health Advocacy, Counselling, Mental Health Outreach and Support,
Welfare Rights Advice and Domestic Violence Outreach Work for individuals and families.
The Basement, 66 New North Road, London N1 6TG
Tel:
020 7613 59 44
Fax: 020 7739 78 93
Email: services@derman.org.uk
www.derman.org.uk
Talking matters
Talking Matters aims to inspire and improve health & wellbeing, by offering therapeutic health solutions
for the Orthodox Jewish Community.
Services include a range of therapies, including: talking, complementary, art & play, drama, exercise &
dance and music therapy. They also provide health awareness workshops and training.
Talking Matters Well Being Centre, The Library, Portland Avenue, Stamford Hill, London N16 6SB
Tel:
020 8802 9222
Email: office@talkingmatters.info
www.talkingmatters.info

H. Training & Employment Support Services

Support and Services
Hackney
Local College
Community
College
Adult Education Ongoing Support
IAG

Contact Information
Shoreditch Campus, Falkirk Street, London, N1
6HQ
John McClean, Mental Health Training and
Employment Advisor
Tel: 020 7613 9468 or 07968 006047
jmcclean@hackney.ac.uk /
Jmcclean@tcch.ac.uk
Erica Thompson
Tel: 020 7613 9468
ethompson@hackney.ac.uk
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AKABA

Supports African Caribbean men 16+
Stamford Hill Library, Portland Avenue, Stoke
experiencing mental health difficulties to Newington, N16 5SB
get back into training and to gain and
retain employment.
Olivia Haltman, job title
Tel: 020 8211 1656
It offers 1:1 support and workshops, and Olivia.Haltman@placesforpeople.co.uk
CCBT (Cultural Cognitive Behavioural
Therapy) individual sessions, workshops:
anger management, self-esteem building,
social re-modelling and job clubs.
Support and training around mental
health issues to employers is also
available

Hillside
Transitional Employment Programme and 29-30 North Road, London, N7 9GJ
Clubhouse Job Placements. Support: gain and retain
employment
Ginny Sell, Programme Manager
Tel: 020 7700 6408
One Step Project: 1:1 IAG
Fax: 020 7700 0017
gsell@hillsideclubhouse.org.uk
Catering project and Vocational Training
Programme that offers 10 hour
introduction to hospitality, two days Food
Hygiene Certificate, 6h running reception
Café. CV Workshop. Post training
Support.

Peter
Open2college: IAG
Bedford
Housing
NVQ: Catering and Hospitality, Retail,
Association Sewn Products, Admin
Welcome Web: Basic Skills, IT
Open2work Project: support in gaining
and maintaining employment

Stamford Hill Works, Gillett Street, London, N16
8JH
Pam Frost, Head of Vocation Community
Services Arinola Olabejo, Training and
Community Service Team Leader

Tel: 0207 923 9255
Groups: Arts and Crafts, Pottery, RugFax: 020 7923 9156
making, Afro Caribbean cooking, creative
writing
Work schemes: offer work and training in
catering, retail, joinery, upholstery and
soft furnishings.
Volunteer
Centre
Hackney
(Step Up)

Support with finding and applying for
volunteer vacancies

Unit 13, Springfield House, 5 Tyssen Street,
London, E8 2LY

www.vchackney.org

Anna Addington, Volunteer Services
Coordinator
Tel: 020 7241 4443 ext. 203, 208
Fax: 020 7241 0043
Anna.Addington@vchackney.org.uk
info@vchackney.org
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Moving On Support pathway to employment including 2 Seal Street, London E8 2EE
one to one support, information and
guidance and an evening group to
Laura Marmion, Vocational Specialist OT and
support job retention.
Employment Project Lead
Tel: 020 7275 0003
Moving on groups where they can receive Mobile: 07811 349814
peer support in setting weekly goals
Laura.marmion@eastlondon.nhs.uk
Employer engagement and mental health
awareness training
Managed by a Specialist Vocational
Occupational Therapist who can provide
anxiety management intervention,
specialist assessments.

City and
Hackney
MIND

Specialist employment and education
services for people with mental health
issues. Also offers help with job search, a
job club, and a walking group
www.cityandhackneymind.org.uk
Employment workshops include
Getting back into employment,
Applying for a job,
Disclosure
Interview skills,
Education team provides
Employability training
IT classes
ESOL
Literacy
Numeracy
Employment team Provides:
One to One support Vocational
assessments Job retention services
Brokerage services Volunteering
Signposting

8-10 Tudor Road London E9 7SN
Ann Thomas, Head of Education and
Employment
Services
Tel: 020 8525 2315 / 020 8985 4239
Employment Advisors:
Sarah Oakley Hill:
Tel: 020 8525 2330
Reshma Kaira:
Tel: 020 8525 2323
Michelle Njie
Tel: 020 8525 2335
Email:
educationandemployment@cityandhackneymin
d.org.uk
Jackie.sharland@cityandhackneymind.org.uk
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I. Reading Well Books on Prescription
One in four people will experience emotional or psychological problems at some time in their lives.
Research shows that good quality self-help books can be very effective in helping people cope. The selfhelp books available through the Books on Prescription scheme have been found to be useful in
themselves or as a stop gap while patients are waiting for psychological services. Primary Care
Psychology workers may also use them as part of treatment and as a post treatment tool.
GP’s and Primary Care Psychology workers can access the Books on Prescription scheme for a wide
range of mental health conditions including anxiety, depression, stress, anger or bereavement. All books
are written in a straightforward style and are recommended by leading psychologists and counsellors.
How does books on prescription work?
GP’s and Primary Care Psychology workers are able to prescribe a relevant book from the book list
below, using the prescription form below. Patients can take the prescription along to any library in the
borough and borrow the book for as long as it has been prescribed.
If the patient is not a library member, they can join when they bring in the prescription - it’s very quick and
easy. If the book isn’t in stock, it can be collected from another library or it can be delivered to their local
library for free. Library staff will treat all prescriptions as confidential.

Reading Well – Books on prescription

Subject area

Title

Author

Date

Publisher

Abuse

Overcoming Childhood
Trauma
Overcoming Problem
Drinking
Overcoming Anger and
Irritability: A self help
guide using Cognitive
Behavioural Techniques
Managing anger: simple
steps to getting what you
want
Overcoming Anxiety: A
self help guide using
Cognitive Behavioural
Techniques

Kennerly, Helen

2000

Marcoantonio,
Spada
Davies, William

2006

Constable
Robinson
Constable
Robinson
Constable
Robinson

Linderfield, Gael

2000

Harper Collins

O

Kennerly, Helen

2004

Constable
Robinson

R, O

Feel the Fear and Do it
Anyway
Assert yourself: simple
steps to getting what you
want
Living with Grief
(overcoming common
problems)
Overcoming mood swings

Jeffers, Susan

?

Vermillion

R

Linderfield, Gael

2001

Harper Collins

O

Lake, Tony

1984

Sheldon press

O

Scott, Jan

2001

O

Overcoming Binge Eating
(new ed - Overcoming
Binge Eating: The Proven
Programme to Learn Why
You Binge and How You
Can Stop – from Sept
2013)

Fairburn,
Christopher

2013

Constable
Robinson
Guilford Press

Alcohol
Anger

Anxiety

Assertiveness
Bereavement
Bi-Polar
Disorder
Binge eating/
Bulimia
Nervosa

2000

Reading
list or Old
list
O
O
R, O

R
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Chronic
Fatigue

Depression

Health Anxiety

Obsessions
and
Compulsions

(Chronic) Pain

Getting better Bit(e) by
Bit(e): a survival kit for
sufferers of Bulimia
Nervosa and Binge
Eating Disorders
Overcoming Bulimia
Nervosa and Binge
Eating : A self help guide
using Cognitive
Behvioural Techniques
Overcoming Anorexia
Nervosa
Chronic Fatigue
Syndrome(second
edition)
Overcoming Chronic
Fatigue: A self help guide
using Cognitive
Behavioural Techniques
Overcoming Depression
and Low Mood: A Five
Areas Approach
Mind over Mood:
Changing the Way You
Feel by Changing the
Way You Think
Overcoming Depression:
A Self-help Guide Using
Cognitive Behavioural
Techniques
The Mindful Way
Through Depression –
freeing yourself from
chronic unhappiness
Overcoming Depression
One Step At A Time
Overcoming Health
Anxiety: A Self-help
Guide Using Cognitive
Behavioural Techniques
An Introduction to Coping
with Health Anxiety
Overcoming Obsessive
Compulsive Disorder: A
Self-help Guide Using
Cognitive Behavioural
Techniques
Understanding
Obsessions and
Compulsions
Break Free from OCD:
Overcoming Obsessive
Compulsive Disorder with
CBT
The OCD Workbook
Overcoming Chronic
Pain: A self Help Guide
Using Cognitive
Behavioural Techniques

Schmidt, Ulrike
and Treasure,
Janet

Routledge

R

Cooper, Peter

1993

Constable
Robinson

R, O

Freeman,
Christopher
Campling, Frankie
and Sharpe,
Michael.
Burgess, Mary
and Chalder,
Trudie

2005

Constable
Robinson
Oxford
University Press

O

Constable
Robinson

R, O

CRC Press

R

Williams, Chris

R

Greenberger,
Dennis and
Padesky,
Christine
Gilbert, Paul

1995

Guilford Press

R, O

2000

Constable
Robinson

R, O

Williams, Mark;
Teasdale, John;
Segal, Zindel and
Kabat-Zinn, Jon
Martell, Michael
and Addis,
Michael
Veale, David and
Wilson, Rob

2007

Guilford Press

NEW

NEW
Constable
Robinson

R

Constable
Robinson

R

Constable
Robinson

R, O

Tallis, Frank

Sheldon Press

R

Challacombe,
Fiona; Oldfield,
Victoria and
Salkovskis, Paul
Pedrick, Cherry

Vermillion

R

New Harbinger
Publications
Constable
Robinson

O

Hogan, Brenda
and Young,
Charles
Veale, David and
Wilson, Rob

Cole, Frances;
Carus, Catherine;
Howden-Leach,
Hazel; and
Macdonald,
Helen.

2005

2005

R, O
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Pain
Panic

Perfectionism
Phobias
Post Natal
Depression
PTSD
Relationship
Problems
Self Esteem

Sleep
problems

Social Phobia

Stress

Worry
OTHER

Living Beyond Your Pain:
Using Acceptance and
Commitment
Overcoming Panic and
Agoraphobia: A self Help
Guide Using Cognitive
Behavioural Techniques
Panic Attacks: What They
Are, Why They Happen
and What You Can Do
About Them
Overcoming
Perfectionism
An Introduction to Coping
With Phobias
Coping With Postnatal
Depression
Overcoming Traumatic
Stress
Overcoming Relationship
Problems: A self Help
Guide Using Cognitive
Overcoming Low Self
Esteem: A self Help
Guide Using Cognitive (3
parts)
The Feeling Good
Handbook
Self-Esteem: Simple
Steps to Develop SelfReliance and
Perseverance
10 Days to Great SelfEsteem
Overcoming Insomnia
and Sleep Problems: A
Self-help Guide Using
Cognitive Behavioural
Techniques
Overcoming Social
Anxiety and Shyness: A
Self Help Guide Using
Cognitive
The Relaxation and
Stress Reduction
Workbook
The Worry Cure: Stop
Worrying and Start Living
How To Stop Worrying
The Happiness Trap – A
Revolutionary
mindfulness-based
program for overcoming
stress, anxiety and
depression
The Compassionate Mind

Lundgren, Tobias
and Dahl,
Johanne
Silove, Derrick
and
Manicavasagar,
Vijaya
Ingham, Christine

2006

Shafron, Roz;
Egan, Sarah and
Wade, Tracey
Hogan, Brenda

2007

Wheately, Sandra

2005

Herbert, Claudia
and Wetmore,
Ann
Crowe, Michael

1999

Fennell, Melanie

New Harbinger
Publications

O

Constable
Robinson

R

Harper Collins

R

NEW
Constable
Robinson
Sheldon Press

R, O

Constable
Robinson

O

Constable
Robinson

R

2006

Constable
Robinson

R, O

Burns, David

2000

R, O

Lindenfield, Gael

2000

Constable
Robinson
Harper Collins

Burns, David

2000

Vermillion

O

Constable
Robinson

R, O

Espie, Colin

O

O

Butler, Gillian

2007

Constable
Robinson

R

Davis, Martha

2000

New Harbinger
Publications

R, O

Leahy, Robert

2006

Piaktus Books

R, O

Tallis, Frank
Harris, Russ

1990

Sheldon Press

R,O
NEW

Gilbert, Paul

NEW
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7. Clinical Pathways
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Eating Disorders (Over 18s)
Referrals and service options
The table below lists cut off decisions for referral of patients with eating disorders to
different services. For cut off decisions for each service: assess and consider the
following.
Chronicity and previous treatments
BMI, frequency and severity of purging
Mood and personality problems, risks of DSH, impulsivity
physical issues, physical risks (including pregnancy and diabetes)
Level of functioning
Urgent and immediate risk
In some cases patients will have physical risk indicators that need urgent medical
attention and via emergency medical and psychiatric service

URGENT RISK
May need admission
Patient needs urgent referral to specialist
ED unit and/or urgent referral for medical
intervention
Minimum weekly review and examination
< 14
Weight loss 7kg in 4 weeks

BMI and
Weight Loss
Concerns: Systolic BP<90, Diastolic
Circulation
BP<70, Postural drop (sit-stand)
>10, Pulse Rate <50

Physical

Unable to get up from squat without
using arms for balance or unable to
sit up without using arms as leverage

Temperature <35°C or <98.0°F
Oedema
Other
Blood Tests Abnormal
U&E: K+<3.5, Na+<135,
Mg++0.5-0.7, PO4--0.5-0.8,
Urea>7
Abnormal FBC (e.g. WCC<4.0,
Neutrophil count<1.5, Hb<11,
Platelets<130) Sustained moderately
abnormal LFTs (e.g. Bilirubin>20, Alk
phos>110, AsT>40, ALT>45, GGT>45,
Albumin <35)
Creatinine Kinase>170
Glucose <3.5

IMMEDIATE RISK
Call 999
Needs immediate specialist Eating
Disorder and medical assessment

<12
Weight loss/ week >1.0 kg
Severe concerns: Systolic
BP <80, Diastolic BP <60, Postural
drop
(sit–stand) >20, Pulse Rate <40
ECG: Pulse rate <40 or heart block,
Corrected QT interval (QTC)
>450msec, arrythmias
Unable to get up from squat without
using arms as leverage or unable to sit
up without using arms
Altered consciousness
<34.5° C or <97.0°F
Purpuric rash
Severely abnormal
U&E: K+ <3.0 , Na+<130,
Mg++ <0.5, PO4-- <0.5, Urea >10
Severely abnormal FBC (e.g. WCC
<2.0, Neutrophil count <1.0, Hb <9.0 or
an acute Hb drop, Platelets <110)
Sustained severely abnormal LFTs
(e.g. Bilirubin >40, Alk phos >200, AsT
>80, ALT >90, GGT >90, Albumin <32)
Creatinine Kinase >250
Glucose <2.5
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Framework for Eating Disorder Referrals
Primary Care
Psychology
BMI

19 upwards

Frequency of
purging
and/or
severity

Less than daily
and/or low score on
Eating Disorder
Examination
Questionnaire
(EDEQ)

Secondary Care
Psychotherapy
17 upwards
Daily and/or
moderate score
on EDEQ

CMHT

Tertiary referral to
ED unit (St Ann’s)
17 upwards or rapid Below 17
weight loss
Daily or more and/or More than daily
high score on
and/or high score
EDEQ
on EDEQ

Co-morbid
Mild mood
mood
problems or
disorder /PD personality traits

Moderate mood
problems or
personality disorder

Severe and
enduring comorbid mental
health problem
(bipolar etc)

Level of
functioning

Impairment in
functioning e.g.
difficulty sustaining
employment,
problems in
relationships, family
problems

Severe
impairment in
daily functioning

General good level
of functioning e.g.
working but
affecting some
areas (e.g.
relationships)

Previous
treatment
Risks of
DSH,
impulsivity

(MBT clinical trial
for co- morbid
impulsivity, DSH,
alcohol, borderline
PD)

Previous failed
treatments
Low

Low to moderate

Moderate to high

(MBT trial for comorbid DSH)

Comorbid
Mild
physical
health issues

Mild

Moderate e.g.
NIDDM, harmful
use of alcohol or
substances

Moderate or high
e.g. pregnancy,
IDDM, heavy
alcohol or
substance misuse
(MBT trial for comorbid harmful
alcohol use)

Risks due to Low
physical
sequalae of
eating
disorder

Low e.g. menstrual
disturbance, laxative
use with normal
blood biochemistry,
raised MCV

Moderate e.g.
bradycardia and
low BP but ECG
normal, abnormal
but stable blood
biochemistry

Abnormal U&E,
LFT or glucose,
abnormal vital
signs, abnormal
ECG, hypothermia,
myopathy,
haematemesis
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Treatments
available

Guided self- help,
CBT, Specialist
Supportive Clinical
Management

CBT, CAT, couple
therapy,
psychodynamic
therapy, family
therapy, group
psychotherapy

In-patient treatment,
Out- patient
monitoring,
care co-ordination

Specialist ED
family therapy,
group therapy,
In-patient treatment,
Out- patient
monitoring
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Notes on Alcohol Pathway
Three types of patients should be screened for alcohol use for possible referral to treatment services.
1. Patients that present with concerns about an alcohol problem. Patient should be referred directly to
tier 2 alcohol services. This may include alcohol-specific advice, information and support; extended
brief interventions to help reduce alcohol-related harm; and assessment and referral of those with
more serious alcohol-related problems for care-planned treatment. It is likely that initial appointments
will be offered within the primary care setting with referral to site based services as required.
2. All new registrations over the age of 16 should be screened with subsequent interventions provided
according to the care pathway outlined above
In line with the alcohol DES, the following information should be gathered:
• Numbers screened using AUDIT-C
• Numbers screened using subsequent AUDIT questions
• Numbers receiving brief interventions
• Numbers referred to specialist treatment services
3. All patients presenting to a GP with a condition relevant to alcohol misuse – including Heart failure,
CHD, Stroke, Stroke/TIA, Atrial Fibrilation, COPD, Depression, Epilepsy, Learning Difficulties, Severe
Mental Illness
AUDIT Screening
The Alcohol Use Disorders Identification Test is the gold standard of identification tests and was
developed by World Health Organisation. GPs will use AUDIT-C (Consumption) as their main screening
tool, followed by the full AUDIT questions if the patient scores more than 5.
Patients scoring 6-15 on the full AUDIT screening are hazardous drinkers. Offer brief information
around lower risk drinking and alcohol related harm, using the brief advice tool available from
www.alcohollearningcentre.org.uk.
Advice should include:
• Understanding Units
• Understanding risk levels
• Knowing where they sit on the risk scale
• Benefits of cutting down
• Tips for cutting down
Patient scoring 16-19 are harmful drinkers. They may already be experiencing detrimental effects on
their health or social functioning. Patient should be referred to a tier 2 alcohol service delivered in a
primary care setting.
Patients scoring 20+ are at risk of dependent drinking. They may be exhibiting signs of alcohol
withdrawal. In this instance patients should be referred to the gateway service for a comprehensive
assessment. The Gateway service will identify an individual care plan and support the service user to
engage in services appropriate to their needs. This may consist of low threshold support, either on a one
to one or group basis, use of mutual aid groups or more structured support. A community based detoxific
ation may be offered as part of treatment, if patients are assessed as suitable for community based
treatment.
Patients presenting with more complex needs may be referred to tier 4 treatment following
assessment, which provides residential medical detoxification and/or residential rehabilitation.
All patients who are referred to the gateway service will be offered a comprehensive assessment if
required.
This will be determined by the complexity of presenting need. All patients referred for structured
treatment will receive a comprehensive assessment of need and a care planned approach to the
delivery of treatment interventions. Further information is available in ATP 2: structured community
based treatment.
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SELF HARM PATHWAY
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Self Harm
Guidelines for the management of self–injury and self-poisoning
Professionals working with young people increasingly have to manage the risk around children and
adolescents who bring to their attention episodes of self-injury and self- poisoning. This can be anxiety
provoking and stressful. We have compiled a flow chart of steps to take, together with a screening tool
to identify how serious the problem may be. If at any time you would like further information or advice,
please do not hesitate to contact us. (See below for contact numbers).
There are many ways in which a child or young person can injure themselves. These can include
cutting, swallowing objects, burning, hanging, shooting, and jumping from heights or in front of
vehicles. Self poisoning involves overdosing with a medicine / medicines (prescribed or un-prescribed)
or swallowing a poisonous substance e.g. bleach.

Definition:
The NICE guidelines (2004) have adopted the definition that self-harm is:
‘self-poisoning or self-injury, irrespective of the apparent purpose of the act’.
The guidelines “focus on those acts of self-harm that are an expression of personal distress and
where the person directly intends to injure him/herself. It is important also to acknowledge that for
some people, especially those who have been abused as children, acts of self-harm occur seemingly
out of the person’s control or even awareness, during ‘trance-like’, or dissociative, states. It therefore
uses the term ‘self- harm’ rather than ‘deliberate self-harm’.” (NICE Guidelines 2004)

Consent and Confidentiality:
Whilst these issues should be considered the seriousness of the risk will override this in most cases.
Parents/carers, where possible, should also be informed of the incident and of referrals to other
agencies. Good practice would denote a further referral to Children’s Social Care.
Brief Risk Assessment:
It is unlikely that you will make the situation worse by asking the child or young person direct
questions about the self harm. Some examples are “Where were you when you harmed yourself?”
What day and time did you harm yourself?” “What did you use to harm yourself?” Below is a screening
tool that you may find useful.
Pathos brief risk screening tool
P - Have you had problems for more than one month?
A - Were you alone when you harmed yourself?
T - Did you plan this for more than three hours?
HO - Are you feeling hopeless about the future?
S - Were you feeling sad for most of the time before you harmed yourself?
For each ‘Yes’ answer, score 1 point. The higher the score out of five the more the concern, since
higher scores correlate with suicidal intent and depression.
(Kingsbury, S (1996) Journal of Child Psychology and Psychiatry 37, 609-611)
If you would like any advice please call the C&H CAMHS team on Tel: 020 3222 5600 or
020 8809 5577 and ask to speak to the Duty Clinician
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8. Mental Health Referral Forms
REFERRAL FORM – SINGLE POINT OF ENTRY FOR PRIMARY OR
SECONDARY CARE PSYCHOLOGICAL THERAPIES
PATIENT INFORMATION
Title:
Surname:
Title
Patient Address:

Gender:

Date of Birth:

First Name:
Telephone:
Work:
Home:
Mobile:
NHS number:

Age:

Ethnicity:

First Language:

MOBILITY:

Mobility / Disable access required

Referrer:

Interpreter required?
:

REFERRER INFORMATION
Referrer Designation:
Site Address:

Practice Name:
Practice Tel:
Referral date:
Practice Fax:
020 –

Screening Questionnaire
Scores:
Previous Counselling /
Psychology / Mental Health
Care:

PHQ-9

GAD-7

Medication / Health Conditions

Current Risk: Please indicate if the patient presents with any risk (suicidal ideation / or violent behaviour)
including risk to self or others:
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REFERRAL DETAILS
Family: Please indicate if the patient has children / dependents or is a carer

Presenting Problems:

Additional Information (Family/ Medical / Other Problems)

Blank for Additional Information or Referral Letter
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PRIMARY CARE PSYCHOTHERAPY CONSULTATION SERVICE REFERRAL PROFORMA
Referral for assessment and consultation from (Surgery name and address):

Practice Contact Number:

Practice Fax Number:

Referrer

Designation

Referral date

Surname

First Name
Date of birth

NHS number
Home Tel No

Patient Address

Work Tel No
Mobile Tel No

Interpreter needed?

Yes
No

Which language?

Reason for referral:
Risk factors
Suicidal intent/plan
Current self harm
Current risk to
others

Suicidal ideation
History of self
harm
Previous harm to
others

Previous suicide
attempt
Other (please
specify)

Please give further details

Please give details of previous of current interventions / therapy / referrals to other services:

Any other relevant information:

What would you find helpful from us at this time?
Please phone me to discuss
Please join me in a meeting with the
patient
Other(please specify)

Let‘s meet to discuss the
referral
Please assess the patient
Please state best time
to call to discuss
referral:

Please send to: City and Hackney Primary Care Psychotherapy Consultation Service
210 Kingsland Road, LONDON, E2 8EB
Tel: 020 7683 4900 Email: tpn-tr@chpcs@nhs.net

77 | P a g e

EQUIP REFERRAL FORM

Early and Quick Intervention in Psychosis
PATIENT DETAILS

NAME and ADDRESSES OF KEY CONTACTS

Surname: ……………………………………….

Emergency Contact: ………………………………

First Name: …………………………….………

……………………………………………………..

Date of Birth: ……………………. Age: ………

……………………………………………………...

NHS No: ………………………………………..

Nearest Relative: …………………………………..

Home Address: …………………………………

……………………………………………………...

…………………………………………………..

……………………………………………………...

…………………………………………………..

Dependants: ………………………………………..

Post Code: ……………………………………....

……………………………………………………...

Telephone Number: ………………………….…

……………………………………………………...

Gender: .……..……. Ethnicity: ……………….

Other Services/agencies: …………………………..

Religion: ………………………………………..

……………………………………………………...

Language: ……….. Interpreter required? YES/NO

……………………………………………………...

Referral Source: …………………………………
……………………………………………………

GP: …………………………………………………
……………………………………………………...

Date of first contact with Service: ………………. ……………………………………………………...
Telephone No: ……………………………………..
DETAILS OF CONTACT WITH OTHER SERVICES:
…………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………...
…………………………………………………………………………………………………………………...
……………………………………………………………………………………………………………….......
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Referral Details

Criteria For Referral
1) Patient is aged between 18 and 35
2) Patient is resident of City and Hackney
3) Patient has recently experienced psychotic symptoms
4) Patient has been known to mental health services for less than three months and has taken anti-psychotic
medication for less than four weeks.
Does this patient meet all the above criteria?

YES

NO

Reason For Referral (Please outline recent psychotic symptoms and relevant history)
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
.......................................................................................................................................................................
Current MHA status ………………………………………………………………………………………..
Is a Risk Assessment attached?

YES

NO

Date discussed with consultant: ................................................................................................................................
Name of Consultant Psychiatrist:
...................................................................................................................................
Is the patient aware of the referral?

YES

NO

Is the team aware of the referral?

YES

NO

Name of referrer: ............................................................. Designation …………………………….. (please print)
Signature .............................................................................................................. Date …………………………..
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Appendices
Annex 1:
Conducting Practice Meetings on Mental Health

These are a requirement for the mental health LES. Some practices are not having meetings
currently, and some have asked about meeting format. Obviously those practices that are happy
with their arrangements are free to carry on with them – this is just for information.
How often should meetings be held?
Probably every 8 weeks is ok, some practices have them more often. When they are a regular
event it should be possible to finish in one hour.
Who should attend?
• CMHT representative/Gateway worker.
• Primary care psychiatrist.
• Practice staff.
• Admin support to enter data onto EMIS or take minutes.
• Primary Care Psychology.
• Family Action worker.
• Practice counsellor.
• Liaison psychiatrist.
Obviously this is a picking list, not a compulsory one.
Some practices have separate meetings for psychiatry and psychology.
Each practice will do their own thing – but some tips on how to run a Mental Health Practice
Meeting:
• Have a topic for discussion in advance – e.g. eating disorders, young people etc and spend
some time sharing information.
• Choose a few hard to manage patients rather than do the whole SMI list. If you are an ELIC
practice, you may request information from the ELIC Data Analyst on your MH referrals and SMI
list for review at your meeting.
• Ask the therapists to briefly describe their ways of working with patients.
• Thus the meetings can be a sharing of information rather than always being a feedback about
each patient.
• Have one practice member to take responsibility for arranging the next meeting and producing
patient lists.
• Have one practice member who will chair and keep people to time!
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