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Introduction

1 Introduction
A substantial proportion of adults known to 
mental health services have children, and like 
all parents, want what is best for them. 
Parents affected by mental illness face 
particular challenges; many are fully aware 
that their disorder affects their children even if 
they do not fully understand the complexities, 
and all children will be sensitive to their parent’s 
state of mind.

Children in families affected by mental illness 
are vulnerable to achieving poor outcomes both 
on account of their parent’s disorder and 
because of secondary factors that can 
accompany any chronic illness, for example, 
low income; poor housing and neighbourhood, 
stressed family relationships and societal 
prejudice. They may also be required to take on 
significant caring responsibilities for parents and 
younger siblings.

To ensure that the needs of both parents 
and children are met, a high level of joint 
working is needed from both mental health 
services and Safeguarding and Social Care. 
This protocol provides guidance for mental 
health professionals and children’s social 
workers on working together to provide a joint 
service that addresses the needs of families 
affected by mental health problems. 
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� Purpose of protocol
Research demonstrates that the most effective 
way of ensuring that the needs of mentally ill 
parents and their children is met, is by providing 
services that are family-centred and which 
support parents in their parenting role. In this 
way, the disruption caused to family life by 
parental mental illness can be minimised.

To improve outcomes for children and their 
parents, services need to be delivered jointly 
through effective interagency collaboration 
across mental health and children’s services. 
This protocol sets out a framework of good 
practice for professionals and managers at all 
levels who work with families affected by parental 
mental ill health.

The main aims of the protocol are: 

To provide a framework for multi-agency 
working between mental health services 
and childrens services which addresses 
the needs of parents and children, in a way 
that: 

 • considers the needs and safety of the  
 children

 • recognises the needs of the adults  
 both as mental health service users  
 and as parents

 • acknowledges and understands the  
 impact of mental illness on parenting  
 and children

 • supports family life and positive  
 parenting

 • promotes joint and multidisciplinary  
 working across services and  
 organisations

 • provides a non-stigmatising service  
 that encourages social inclusion for  
 all users. 

1.

�  Purpose of protocol
2. To improve interagency working practices 

by setting out details of each agency’s 
referral and assessment procedures, 
including thresholds and timescales. 

3. To encourage earlier identification of those 
children affected by parental mental illness 
and improve interventions by focussing on 
preventative work.

4. To provide a framework of quality assurance 
by outlining the service  standards expected 
from each agency and the procedures for 
addressing any issues that may arise. 

5. To improve interagency communication 
and information sharing through use of a 
common policy. 

Purpose of protocol
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3 Scope of protocol
This protocol will apply whenever mental health 
professionals have concerns about the welfare 
or safety of a child of any service user. Equally, 
Safeguarding and Social Care social workers 
will follow this procedure whenever there is a 
need to work jointly with mental health services 
and to refer parents on for services.

This protocol applies to: 

Community mental health professionals 
working in the community mental health 
teams. 

Social workers working in the SSC division 
of the London Borough of Camden. 

Camden and Islington Mental Health and 
Social Care Trust staff based in hospitals.

•

•

•

4 Principles
The child’s welfare and safety are paramount. 
In the event of concerns about a child’s 
safety, the London child protection 
procedures must be followed and advice 
sought from SSC regarding thresholds for 
services and referral processes.

Wherever possible, children’s needs are 
best met within their own family. 

All professionals and agencies working 
under this protocol have a responsibility  
for safeguarding and promoting the welfare 
of children. 

Parents with a mental illness have a right 
to be supported in a non-judgemental and 
non-stigmatising way that enables them to 
fulfil their parental responsibilities. 

Children have a right to services that promote 
their physical and emotional well-being and 
development so that they can be protected 
from harm and achieve their potential. 

All children benefit from an age-appropriate 
explanation of their parent’s illness.  
Parents and relatives should be involved in 
discussions about why it is helpful for 
children to have information about their 
parent’s illness. The parent’s consent must 
be sought before talking to a child about 
their illness except in cases where there are 
child protection concerns. 

Generally, children’s needs are best met 
within their own family, and where possible, 
parents should be supported to care for 
their children at home with support from 
the professional network. 

Interventions will take place in a timely 
manner in order to ensure preventative 
services are provided at the earliest point 
and to avoid more rigorous interventions at  
a later stage.

Services will make every effort to maintain 
confidentiality towards service users as  
far as this is consistent with the duty to 
safeguard children. Where possible, 
services will seek the consent of parents 
before making referrals to or sharing 
information with other services. 

1.

2.

3.

4.

5.

6.

7.

8.

9.

Scope of protocol / Principles
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5 Equality and anti- 
 discriminatory practice
SSC and mental health services should work to 
promote equality and social inclusion for service 
users by tackling inequality and ensuring equal 
access to services, regardless of race, religion, 
gender, disability, age or sexual orientation. 
Equality should be integrated into all working 
practices and should be inclusive, welcoming, 
non-judgmental and empowering.

Agencies should consult fully with parents 
regarding any concerns, providing a clear 
explanation of what is expected of them and 
what they can expect from services. Where 
possible, and as far as is consistent with the 
child’s welfare, parents should be fully consulted 
on any action to be taken and given a full 
explanation of procedures. They should also be 
enabled to participate in assessment and 
planning for all services provided for themselves 
and their children.

6 Confidentiality and  
 information sharing
The Children Act 2004 emphasises the need 
for agencies to share information in order 
to safeguard and promote the welfare of 
children. However, this needs to be balanced 
against the professional duty of confidentiality, 
the requirements of the Data Protection Act 
1998, and the Human Rights Act 1998. This 
guidance sets out the requirements for and 
the limits to sharing information.

Purpose of information sharing
Good information sharing is a crucial element of 
successful inter-agency working, allowing 
professionals to carry out their statutory 
obligations and make informed decisions based 
on accurate, up-to-date information.

Good information sharing can improve outcomes 
for children and their parents, by ensuring that 
appropriate services are provided in an 
integrated manner, and enabling professionals 
to monitor the impact of interventions towards 
defined goals.

Legal framework 
As a general rule, personal information that 
agencies hold on a client is subject to a duty of 
confidentiality and cannot be shared with third 
parties. However, information can be disclosed 
where it is lawful to do so. Sharing of information 
is lawful where: 

the service user has consented to disclosure. 

the public interest in safeguarding a child’s 
welfare overrides the need to keep 
information confidential. 

disclosure is required under a court order 
or other legal obligation.

•

•

•

Equality and anti-discriminatory practice
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6 Confidentiality and  
 information sharing
i) Disclosure with consent 
Individuals can give their consent to personal 
information about them being disclosed to third 
parties, but it must be explained why this 
information is needed and to whom it will be 
disclosed. If the information is sensitive in nature, 
for example relating to a person’s mental health, 
such consent would need to be in writing and 
placed on their case file. Verbal consent should 
be recorded in the case notes. 

A young person aged 16 years or over is capable 
of giving consent to disclosure on their own 
behalf. Young people aged under 16 can give 
their consent if they have the capacity to 
understand the nature of information sharing 
and can make their own decisions. 

If the young person is too young or not 
considered of sufficient understanding to give 
their own consent, parents or anyone else who 
holds parental responsibility for the young 
person must be asked to provide consent on 
their behalf.

Where an adult is deemed incapable of giving 
consent to disclosure, consent should be sought, 
where possible, from a person who has the 
legal authority to act on that person’s behalf. 

If it is not possible to obtain consent, information 
cannot be disclosed except under the 
circumstances stated here.

ii) Disclosure without consent 

Information can be disclosed to third parties 
without consent in child protection cases where 
there is reasonable cause to believe that the 
child is suffering or at risk of suffering significant 
harm. In some cases, it may be necessary to 
forgo seeking consent from parents as this may 
in itself place the child at further risk.

6 Confidentiality and  
 information sharing
Before taking this step, professionals should 
consider the proportionality of disclosure against 
non-disclosure; is the duty of confidentiality 
overridden by the need to safeguard the child?

Only relevant information should be disclosed, 
and only to those professionals who need to 
know. Professionals should consider the 
purpose of the disclosure, and remind recipients 
that the information is confidential and only to 
be used for the stated purpose.

Further guidance on information sharing with 
regard to safeguarding children is contained in 
the following publications:

Information sharing; guide for practitioners 
http://www.everychildmatters.gov.uk/_files/
ACB1BA35C20D4C42A1FE6F9133A7C614.
pdf

Working together to safeguard children 
http://www.everychildmatters.gov.uk/_files/
AE53C8F9D7AEB1B23E403514A6C1B17D.
pdf

What to do if you are worried a child is 
being abused 
http://www.everychildmatters.gov.uk/_files/
FD21D51F594298457CF64BE9CDF6F179.
pdf

London Child Protection child protection 
procedures 
http://www.londonscb.gov.uk

•

•

•

•

Confidentiality and information sharing
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7 Structure and roles  
 of local services
Mental health services
Mental health services in Camden are delivered 
by Camden & Islington NHS Foundation, which 
brings together mental health professionals 
from health and social care in order to deliver 
integrated services for adults affected by mental 
health issues. The Trust provides assessment, 
treatment and follow up care both in the 
community and in hospital settings. 

Community mental health teams (CMHTs) have 
lead responsibility for assessing and working 
with adults with severe and enduring mental 
health problems. On occasion, responsibility 
will lie with the GP or other health professionals 
who will liaise with the CMHT as appropriate. 
CMHTs work in accordance with thresholds 
agreed between statutory agencies responsible 
for mental health services. 

CMHTs are multidisciplinary teams made 
up of mental health social workers (MHSW), 
community psychiatric nurses (CPN), 
psychologists and consultant psychiatrists. 

CMHTs undertake assessments of mentally 
ill adults using the care programme approach 
(CPA). When a case is allocated in the team, the 
allocated worker is known as a care co- 
ordinator. This can be either a CPN, MHSW, 
psychologist or consultant psychiatrist, 
depending on the needs of the individual. 
The CPA care plan is reviewed regularly, 
depending on individual need. 

7 Structure and roles  
 of local services
Children’s social care services
Social care services for children in Camden are 
delivered by the Safeguarding and Social Care 
division (SSC), which is part of the Children, 
Schools and Families Directorate. The division 
is responsible for carrying out Camden’s 
statutory duty to safeguard and promote the 
welfare of children in the borough by providing 
services for children who have been assessed 
as being in need, in need of protection or in 
need of accommodation under the Children Act 
1989.

Services are delivered by social workers based 
in the two Safeguarding centres in the north and 
south of the borough. Each centre has a duty 
and assessment team that deals with all 
incoming referrals to the division and carries out 
all assessments and child protection enquiries 
in order to identify the child’s needs and decide 
on what action or service is required. 

Long-term work with families is carried out by 
the Children in Need teams, and where children 
are in care to Camden, services are delivered by 
one of the specialist Looked After Children 
teams. There are also social work teams based 
at the Royal Free Hospital and University College 
London Hospital.

SSC follows the government’s Every Child 
Matters agenda for children’s services which 
aims to ensure that the welfare of all children 
is being safeguarded and promoted and that 
they are able to achieve their potential by 
focussing on 5 main outcomes: being 
healthy, staying safe, enjoying and achieving, 
making a positive contribution, and achieving 
economic well-being.

Structure and roles of local services
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8 Impact of mental  
 illness on families
Parental mental ill health does not automatically 
indicate that children will be at risk of harm or 
that their needs will not be met, as the impact 
on children will depend on the severity and 
duration of the parent’s illness. For many parents, 
mental ill health will be mild and short-lived, and 
may only have a limited impact on children’s 
welfare and development. However, where the 
illness is severe and enduring, with frequent 
episodes of hospitalisation, this will have a more 
disruptive effect on family life.

It is important that professionals working with 
families affected by parental mental illness 
recognise when the illness is causing difficulties 
in parenting which may have a detrimental affect 
on the safety and wellbeing of the child. Even if 
the child is not at risk of harm, many families 
would benefit from extra support to enable 
parents to deal with the effects of their illness 
and continue to care for their children.

Impact on parents and parenting
The key impact of parental mental illness is the 
way in which the illness affects parents’ 
relationships and interactions with the child. 
Parents may exhibit impaired social skills due to 
changes in mood and other symptoms, leading 
to difficult relationships.  

The outcome in terms of parenting capacity is 
that parents could have difficulty in maintaining 
a good level and quality of communication and 
interaction with the child and may: 

struggle to meet basic standards of care 
for the child or be unaware of the child’s 
need for emotional support or warmth

fail to see the child as an individual with 
separate needs

expect the child to take on an adult role in 
terms of supporting the parent 
emotionally8 Impact of 
mental  
 illness on familie

•

•

•

become more irritated or possibly hostile 
towards the child

fail to provide appropriate guidance and 
boundaries 

be unable to interact with the child in order 
to provide stimulation.

Parenting in general can be stressful, but parents 
affected by mental illness may find it difficult to 
cope, particularly those becoming parents for 
the first time. 

Pregnant women may find that they are unable 
to continue with some medications during 
pregnancy, or may have to change or reduce 
medication, which may lead to relapse. Research 
shows that following pregnancy, women with 
mental health problems are at a higher risk of 
developing depression or having a new 
psychotic episode within 3 months of the birth.

Impact on children
The level of risk to children’s safety and welfare 
will depend on the severity of their parent’s 
mental illness, and could range from serious 
concerns for the child’s safety to concerns 
about the child’s general development and 
ability to achieve the 5 ECM outcomes.

One of the main concerns is the quality of the 
relationship between the parent and child, and 
how any disruption to this caused by parental 
mental illness can affect the child in terms of 
their emotional development and how they form 
lasting attachments with their parents and 
others. 

An unstable family life and home environment, 
possibly characterised by poor family 
relationships and frequent separations due to 
hospitalisation, can lead to poor provision of 
care and the child’s basic needs being 
neglected. 

•

•

•

Impact of mental illness on families
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Children may also be affected by the social 
stigma attached to their parent’s illness, and 
may be frightened by some of the behavioural 
manifestations of the illness exhibited by their 
parents. 

Many children are worried about what will 
happen to their parents, their family, and may be 
concerned for their own future mental health. 
They may also blame themselves for their 
parent’s illness.9 Criteria for c

Other environmental factors
Generally, any illness, including mental illness, 
can have a negative impact on various 
environmental factors. Families living with mental 
illness are more vulnerable to poverty and social 
exclusion, poor housing, lack of employment 
opportunities and poor social support 
networks.

However, there may be positive, protective 
factors. The presence of a “well” parent, or good 
support from extended family and friends, may 
lessen the impact of the illness on the family and 
make children more resilient and better able to 
deal with their parent’s illness.

Young carers
Young carers are those children who take on 
extra responsibility for the care of a sick parent 
or younger sibling, and many young carers in 
the UK are those with a mentally ill parent. Some 
young carers may try to avoid contact with 
agencies as they are worried about being taken 
into care and being separated from their parents.

The care they provide can cover emotional 
support to parents as well as practical care of 
parents and siblings, and this can impact on 
their development in various ways unless 
support is provided to ensure the child is able to 
balance their own needs against the needs of 
their family.

Young carers find their lives restricted in many 
areas due to their caring commitments, in 
particular their education and ability to develop 
peer relationships may suffer. They are more 
likely to be affected by poverty and social 
exclusion, and their relationship with their parent 
may suffer as conflicts arise between their own 
needs and those of their parent.

Impact of mental illness on families
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9 Criteria for child  
 referrals 

Levels of risk
Intervention by SSC is based on the level of risk 
posed to children by their parents’ mental illness. 
Levels of risk and corresponding responses by 
SSC are explained in the division’s eligibility 
criteria for services (attached as appendix 1). 
SSC offer a service at the following levels:

Children in Need – medium level risk 
(ISA level �)
These are children (including disabled children) 
who are unlikely to meet a reasonable standard 
of health and development unless provided with 
services. These children will have been assessed 
as being at medium risk from parental mental 
illness. Cases will be characterised by:

low level neglect

poor school attendance and/or academic 
achievement 

high responsibility for caring for parents or 
siblings (young carers)

poor levels of communication or interaction 
with parents resulting in emotional or 
behavioural problems or poor attachments

difficult family relationships.

Services for these children focus on early 
intervention and prevention, and are aimed at 
supporting families so that children are able to 
remain at home.  Professionals need to obtain 
parental consent before making a referral in 
these cases.

•

•

•

•

•

9 Criteria for child  
 referrals 

Children in need of protection – high 
level risk (ISA level 3)
These are children who it is believed are 
suffering or likely to suffer significant harm  
and require statutory intervention via child 
protection procedures or possibly be 
accommodated by Camden. These children 
will be at a high risk of harm due to parental 
mental illness characterised by: 

high levels of neglect due to poor  
parental care

dual diagnosis, ie: parental drug use 
coupled with mental illness

poor engagement with mental health 
services

children being involved in the parent’s 
delusional thoughts 

parental hostility and rejection

high levels of violence within the family

a pregnant woman with serious  
mental health issues who is not  
engaging with mental health services.

•

•

•

•

•

•

•

Criteria for child referrals
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10 Referring children to  
 SSC; information for  
 mental health   
 professionals

Definition of significant harm
Significant harm is a term used in child protection 
legislation to describe the threshold at which 
intervention to protect a child from harm 
becomes a legal duty. It can be defined as:

Neglect: failure to provide basic care to meet 
the child’s physical needs, such as not providing 
adequate food, clothing or shelter; failure to 
protect the child from harm or ensure access to 
medical care and treatment.

Physical abuse: causing physical harm or injury 
to a child.

Sexual abuse: involving children in sexual 
activity, or forcing them to witness sexual activity, 
which includes involving children in looking at or 
the production of pornography.

Emotional abuse: failure to provide love and 
warmth that affects the child’s emotional 
development; psychological ill treatment of a 
child through bullying, intimidation or threats.

10 Referring children to  
 SSC; information for  
 mental health   
 professionals

Where a child is assessed as or believed to be 
suffering or likely to suffer significant harm as a 
result of parental mental illness, SSC may need 
to invoke child protection procedures or other 
legal interventions in order to protect the child. 

Mental health professionals must make a referral 
to SSC on behalf of any child who is believed to 
be suffering significant harm. 9 Criteria 
Parental consent should be sought before 
referring on concerns to SSC, but a referral 
should still be made if consent is refused. In 
cases where seeking parental consent may 
place the child at further risk, (for example where 
parents may cause further harm to the child or 
abscond with the child), referrals can be made 
without parent’s knowledge.

The main procedures for dealing with child 
protection concerns are contained in the London 
Child Protection Procedures (also known as  
the pan-London procedures), which should 
be followed by all professionals whenever  
there are concerns that a child is suffering 
significant harm.

London Safeguarding Children Board  
child protection procedures 
http://www.londonscb.gov.uk

Criteria for child referrals



13

Mental health joint working protocol

10 Referring children to  
 SSC; information for  
 mental health   
 professionals

Recording information
Mental health professionals must always ask 
service users as a matter of routine if they are 
parents or have care of a child, and record the 
names and dates of birth of any children within 
the household of a service user, or of any 
children the user has regular contact with. 

If possible, they should also record the names 
of the children’s schools, their GP and any other 
health or social care professionals involved with 
the children or their family. Where the service 
user is pregnant, mental health professionals 
should also enquire whether they are receiving 
ante-natal services. 

Referral pathways
If a mental health professional has concerns 
about the safety of a child they should speak to 
their manager or designated child protection 
officer to discuss the case before contacting the 
relevant SSC duty and assessment team 
(according to the family’s address) to find out if 
the family are already known to SSC. Please 
see appendix 2 for contact details.

Where possible, the mental health professional 
should consult the mental health and child care 
development officer who will advise on services 
and possible courses of action. See appendix 2 
for contact details. 

If the family are not known to SSC, professionals 
must carry out a Common Assessment 
Framework (CAF) assessment and record the 
assessment and referral on the CAF form prior 
to making a referral. 

Urgent child protection referrals may be made 
by telephone, but must be confirmed in writing 
using a CAF form within 48 hours. The duty and 
assessment social worker will be able to advise 
mental health professionals on what action they 
need to take.

10 Referring children to  
 SSC; information for  
 mental health   
 professionals

If the case is already open to SSC, there is no 
need for the mental health professional to make 
a new referral, unless it is a formal child protection 
referral, in which case they should complete a 
short CAF form giving reasons for referral and 
including any new information. Professionals 
should first contact the allocated social worker 
to discuss any concerns and to get advice on 
whether to make a formal referral.

Common Assessment Framework
The Common Assessment Framework (CAF) is 
a standardised assessment tool for use by 
professionals who need to refer children on to 
other services, including SSC.

The purpose of the CAF is to enable professionals 
to identify those children who are in need and 
require extra services in order to achieve the 5 
Every Child Matters outcomes by carrying out 
an assessment of their developmental needs.

The CAF consists of a pre-assessment checklist 
to help practitioners identify those children who 
may benefit from a common assessment, and a 
standard form and procedure for completing 
the assessment, including desired outcomes 
and action points. 

Parents and young people must consent to the 
CAF being carried out and any subsequent 
referrals being made, unless there are child 
protection concerns. They should be informed 
about the purpose of the assessment, how the 
information will be used and who it will be shared 
with.

Professionals should always use the electronic 
eCAF for recording assessments and sending 
on referrals.

For further information on CAF, please refer to 
the practitioners guide.

http://www.everychildmatters.gov.uk/_files/ 
F71B9C32893BE5D30342A2896043C234.pdf

and Camden’s ISA website. 

www.camden.gov.uk/isa

Referring children to SCC; information for mental health professionals
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Action on referrals
The duty and assessment manager or senior 
will decide on what action should be taken on 
referrals based on the information provided in 
the CAF assessment or in the absence of a CAF, 
information provided by the referrer. Generally, 
the decision will be to carry out an initial 
assessment of the child, but in some cases it 
may be necessary to take immediate action to 
protect the child. 

If the manager or senior decides that the child’s 
needs do not meet the threshold for a service 
they will advise the mental health professional 
on other services available and assist with 
referrals on to these agencies. 

If there is no immediate risk to the child, and the 
person with parental responsibility is in 
agreement, the mental health professional can 
refer the children or family directly to other 
services for children such as the Young Carers 
Project, CAMHS or play services. 

Decisions on referrals are made within 24 hours, 
and referrers will be informed in writing of the 
outcome as soon as possible after that. 

Assessment
When a referral is accepted by SSC, an initial 
assessment will be undertaken. This must be 
completed within seven days of the referral 
being received. 

As part of this assessment, the SSC social 
worker will consult with and gather information 
from the professional network working with the 
child and their family, including the referrer. If the 
parent is known to mental health services, SSC 
will require information on the parents diagnosis 
and how their condition may affect their capacity 
to care for the child safely, details of planned 
treatment programmes and timescales, and 
whether they are engaging with services.

Where there is a serious risk of harm to the child, 
the SSC social worker may decide to complete 
a short initial assessment in order to take 
immediate action to ensure the child’s safety, for 
example carrying out a child protection enquiry 
or arranging for the child to be accommodated.

If the child and their family have complex needs 
requiring on-going social work support, a core 
assessment will be carried out within 42 days of 
receiving the referral. The mental health 
professional will be invited to contribute to this 
in-depth assessment, which may be undertaken 
jointly by the two services.

On completing the core assessment, SSC and 
other professionals involved with the family will 
draw up a plan of support for the family that 
aims to work with mental health services to 
support the parent and improve outcomes for 
the child.

All assessments are based on the Framework 
of Assessment of children in need and their 
families (DoH 2000), and will look at the 
child’s developmental needs, their parent’s 
capacity to meet those needs, and any family 
or environmental factors that may affect these.

Services
Services for children and families are based on 
the child’s identified needs following assessment. 
These are:

Children in need:
Children in need services are based on 
interventions designed to support the child to 
live at home by helping parents to overcome 
their own difficulties so that they are able to 
meet the child’s identified needs.

All children in need have an allocated social 
worker who links in with the professional 
network, including mental health professionals 
who are working with the parents, in order to 
co-ordinate service delivery and monitor 
progress towards meeting the goals set out in 
the child’s plan.

Referring children to SCC; information for mental health professionals
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11  Referring parents to  
  CMHTs: information  
  for SSC

Children in need of protection:
Where a child is believed to be suffering or likely 
to suffer significant harm, SSC will 
instigate child protection procedures in order 
to safeguard the child. As part of these 
procedures, SSC will:

gather information about the child from all 
professionals working with the family, in 
order to assess risk

convene a strategy meeting at which 
agencies involved with the family meet to 
share information and discuss concerns. 

if concerns are well-founded, SSC will carry 
out a formal child protection enquiry (known 
as a section 47 enquiry) and convene a 
child protection case conference.

Mental health professionals will be expected to 
contribute any information they hold about the 
parent’s illness and how it impacts on their 
ability to care for the child. They will also be 
expected to attend strategy meetings and case 
conferences to discuss concerns and decide 
whether or not the child requires a formal child 
protection plan. 

The mental health professional may also be 
invited to join the core group consisting of 
parents and professionals whose role is to 
develop and implement any child protection 
plan, which is reviewed at further child protection 
conferences on a regular basis.

•

•

•

Looked after children
SSC may need to provide accommodation for 
children with mentally ill parents because 
parents are unable to care for them or because 
the standard of care provided places the child 
at risk of serious significant harm. 

Children may come into the care system on a 
voluntary basis with parental consent or 
compulsorily under a care order. 

SSC will always consider finding a carer for the 
child from within their extended family or friends 
network (known as kinship care) as an alternative 
to foster care. SSC may need to make long-
term plans for the care of looked after children, 
and rehabilitation to their parent’s care will 
always be explored in the first instance. 

Where this option is not in the child’s interest, or 
cannot be achieved in a reasonable timescale 
for the child, SSC will look at a suitable kinship 
placement or other care options, such as long-
term foster care or adoption.

Mental health professionals will always  
be informed whenever SSC decide to 
accommodate a child or return them to their 
parents care, and should also be involved in any 
assessment of parents when SSC are 
considering care proceedings or rehabilitation 
plans for the child.

Referring children to SCC; information for mental health professionals
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11 Referring parents to  
  CMHTs: information  
  for SSC

Recording information 
SSC social workers should routinely record 
whether a parent they are working with has a 
mental health problem and which professional 
is treating this. If the adult does not meet  
the threshold for services from CMHT, then  
their GP can be contacted for advice.  
Camden and Islington NHS Foundation Trust 
have a strategy for the management of mental 
illness in primary care. 

Referral pathways
If a SSC social worker has concerns about a 
parent’s mental health, they should check 
whether the adult is known to the CMHT (see 
appendix 4 for contact details).  All referrals 
should be made by telephone to the relevant 
CMHT duty team depending on the parent’s 
address. 

If an adult with mental health issues is at 
imminent risk to themselves or there is a risk to 
the community, they should be referred to their 
care co-ordinator. If they do not have a care co-
ordinator or the care co-ordinator cannot be 
contacted, the person should be referred to the 
approved social work service (ASW) who will 
assess the situation and act accordingly. The 
ASW service can be reached via the mental 
health duty system. 

Where possible, SSC social workers should 
consult with the mental health and child care 
development officer who will discuss the case 
and advise on services and possible courses of 
action (see Appendix 2 for contact details). 

11  Referring parents to  
  CMHTs: information  
  for SSC

Action on referrals
If a parent referred to CMHT is not known but 
meets the criteria for assessment by the CMHT, 
this should be completed jointly by both services 
within their respective assessment frameworks. 
Procedures for joint assessments can be found 
in section 12 of this protocol. 

If the parent is known to CMHT, but his or her 
needs do not meet the threshold for allocation 
to a CMHT service, the CMHT should follow the 
information-sharing procedures outlined in 
section 6 of this protocol. 

The CMHT will advise on other possible sources 
of information or support, normally the person’s 
GP. Where there continues to be concern, the 
CMHT will discuss the case with the SSC social 
worker to help to identify and advise on 
alternative forms of support that can be offered 
to the parent. 

Referring parents to CMHTs: Information for SSC
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1� Procedures for  
   joint working 

Duty to co-operate
Mental health professionals and SSC social 
workers have a duty to work together to 
safeguard and promote the welfare of children, 
in line with the Children Act 2004, Working 
together to safeguard children (DfES 2006), and 
the London child protection procedures. The 
following procedures should be followed 
whenever both services are involved in providing 
an on-going service for families.

Sharing information
Information provided by mental health 
professionals can help SSC social workers  
to make informed decisions about what 
intervention is needed to safeguard the child’s 
welfare, based on the level of risk the parent’s 
mental health may pose to the child. Equally, 
SSC need to inform mental health services of 
what actions they are taking regarding the child. 

Both services need to share information in order 
to monitor the  parent’s progress and provide 
information required for joint assessments. 
Written documentation, assessments and 
minutes of meetings must be sent to all 
professionals involved and put on the respective 
case files. 

Attending meetings
Where SSC and mental health services are 
jointly involved in providing services for a family 
or carrying out a joint assessment of parents, 
the relevant worker from each service should be 
invited to attend any planning meeting or review 
held by the other service.

If mental health professionals are invited to a 
child protection case conference, but are unable 
to attend, they should provide a written report 
to the conference outlining the work undertaken 
with the parent and providing an opinion on the 
risk to the child posed by the parent’s mental 
illness.

1� Procedures for  
  joint working 

If the parent does not agree to the SSC social 
worker being invited to their CPA meeting, the 
care co-ordinator will discuss with the patient 
their objections and the importance of 
professionals working together for the benefit of 
themselves and their children. It may be possible 
to negotiate for the SSC social worker or another 
children’s worker to attend part of the meeting. 

The health visitor should be invited to all CPA 
meetings where the service user has a child 
under five years.

Joint assessments
Joint assessments need to focus on the impact 
of parental mental health on their ability to 
address the child’s unmet needs. Throughout 
the assessment process, there must be:

clear communication between the services

sharing of individual assessments

joint planning for ongoing work and 
services that is recorded in the files of both 
services.

a clear assessment of risk based on 
information available to both services

a clear indication, recorded on the case 
files, as to how, when and by whom the 
plan will be reviewed

sharing of information with the parents or 
carers, unless this would put the child in 
more danger or compromise a child 
protection investigation 

Interagency contact
Services should maintain regular contact, 
particularly where there are concerns about the 
child or the situation is changeable. Contact 
between the services should be at a fortnightly 
level for children who are at medium risk (children 
in need), and at a weekly level for children who 
are at high risk and/or are being dealt with under 
child protection procedures, particularly where 
the parent’s condition is unstable.

•

•

•

•

•

•

Procedures for joint working
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1� Procedures for  

Decisions on cases

No major decisions (such as the removal  
of children, closure of case or move to 
discharge from hospital) should be made 
without consultation with other services, 
unless urgency requires immediate action. 
In these circumstances other parties 
should be informed as soon as possible. 

The mental health worker must be 
informed if a child is returning home 
following a period of being in care and the 
SSC social worker must be informed  
of any changes in parental treatment, such 
as a trial on reduced or no medication. 

Services should where possible share  
their expertise and provide consultation 
where needed.

If any service plans to close a case, the 
other services must be informed in writing 
as soon as the decision has been made, 
outlining the reasons and the alternative 
support systems in place. 

Although SSC will always consult with 
mental health professionals regarding  
their plans for a child, decisions on  
services and interventions or long-term 
care plans ultimately lie with SSC 
managers.

•

•

•

•

•

13 Inpatient services

Admission 
When an adult is admitted to an inpatient 
psychiatric ward, the admitting nurse should 
enquire if the person has parental responsibility 
for, or regular contact with children. They should 
note any childcare issues on the nursing 
assessment, including: 

Details of who is looking after the children. 

Any concerns about the care of the 
children while the patient is on the ward. 

Any issues about visiting, taking into 
account ward policy. 

Issues about parental leave. 

Any involvement of other agencies, 
particularly childrens social care. 

Pregnant women should be referred to the 
hospital social work team if the patient is at the 
Royal Free Hospital, UCLH or the Whittington 
Hospital. Women admitted to other units should 
be referred to the relevant SSC team according 
to the address of the patient. 

If, due to the nature of the patient’s illness or for 
any other reason, it is not possible to gather 
information about the children, this should be 
sought from other sources available. 

In the first instance, ward staff should contact 
the relevant SSC duty and assessment team to 
see if the family are known, if it is believed that 
there are children involved. Any gaps in 
information about a patient’s child or children 
should be noted in the case records and must 
be followed up with the patient, their relatives or 
other professionals involved, for example the 
GP or health visitor, within five days. 

•

•

•

•

•

Inpatient services
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Patient known to SSC
Where a patient is known to SSC, the allocated 
social worker should be:

Informed about admission as soon as 
possible. 

Informed if the patient is going on leave.

Informed if the patient is absent without 
leave. 

Involved in planning for the patient’s 
discharge. 

Informed if the patient’s discharge is 
imminent, whether or not joint planning has 
been possible. 

Information must be given to the patient’s SSC 
social worker, the duty worker or the relevant 
administrative officer and a record made of the 
person spoken to. 

Out of normal office hours, information should 
be passed to the emergency duty social worker. 
Tel Camden 020 7278 4444. It should then be 
faxed to the relevant duty team the next working 
day. 

If SSC are involved with a patient, or accept a 
referral, they should be invited to all care planning 
meetings under the CPA. 

If the patient does not agree to the SSC social 
worker being invited to their CPA meeting, the 
ward manager or senior nurse will discuss the 
patient’s objections with them and explain the 
importance of professionals working together 
for the benefit of themselves and their children. 
It may be possible to arrange for the SSC social 
worker or another children’s worker to attend 
part of the meeting. 

•

•

•

•

•

Whether or not child care professionals attend 
the CPA meeting, where there are concerns 
about the wellbeing of the children, the need to 
share information takes precedence over the 
patient’s right to confidentiality. 

Where there are issues about children’s welfare, 
discharge plans must involve and be agreed by 
all professionals working with the family. Copies 
of plans must be filed in both adult Mental Health 
and SSC files. 

Patient not known to SSC
If the patient and their family are not known to 
SSC, the patient’s care co-ordinator in the 
CMHT should be informed as soon as possible. 
They will refer the family to SSC or other services 
as deemed appropriate. 

If there is no care co-ordinator or the care co-
ordinator is not available and the situation is 
urgent, the admitting or primary nurse must 
consult the ward manager or senior nurse. They 
will decide if a referral to SSC is required following 
child protection procedures, if the child is 
considered to be at risk of significant harm. 

If child protection thresholds (see appendix 1) 
are not met, referral to SSC will require the 
agreement of the patient or other person with 
parental responsibility. 

Information must be left with the duty worker or 
the relevant administrator. The name of the 
person spoken to should be noted on the file 
and a brief summary sent or faxed. 

Out of normal office hours, information should 
be passed to the emergency duty social 
worker. 

Inpatient services
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Working with SSC
Whenever a parent is referred for inpatient 
services, and the child is known to SSC, it is 
vital that mental health professionals inform SSC 
at the earliest possible time so that adequate 
plans can be made for the child’s care in the 
parent’s absence.

SSC may have to find an alternative carer for the 
child, which could involve assessing a member 
of the child’s extended family to care for the 
child or finding a suitable short-term foster 
placement.

It is important that SSC are provided with basic 
information about the mental health resource, 
such as the duration of the stay and what 
arrangements can be made for the child to have 
contact with the parent whilst they are there.

Both services should convene a joint planning 
meeting prior to the parent being discharged to 
discuss continued support for the family within 
the community.

14 Finance

The appropriate financial procedures for each 
service must be followed. 

Where additional financial resources are 
required, the circumstances of the whole family 
must be addressed and consideration given 
to using monies under Section 17 of the Children 
Act 1989 or the Fair Access to Care Services 
procedure or both. Consideration should be 
given to the consequences of not providing 
the resource. 

In some circumstances, one or other service 
will have the financial responsibility, or there may 
be an agreement to apportion costs. 

Finance
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15 Resolution of disputes  
   and differences 
The aim of this protocol is to encourage decisions 
to be taken jointly and to ensure that the needs 
of both the children and the mental health 
service user are addressed within the framework 
of legislation and codes of practice. 

In the event of a dispute or disagreement arising 
between professionals, in the first instance the 
matter should be discussed between the 
respective line managers. If the differences 
cannot be resolved at this level within a 
reasonable timescale, then the matter should 
be referred to the SSC Principal Officer or 
service manager and the equivalent senior 
manager in the CMHT. 

Advice can be sought from the mental health 
and child care development officers who will 
liaise with both parties.  Any disputes involving 
cases where there is a possible risk to a child 
should be referred to the Child Protection Co-
ordinator based in the Quality Assurance Unit.

Any disagreements or differences should be 
recorded on the case file, including the views of 
the other party. 

16 Training

All employees of CIMHSCT are expected to 
undertake child protection training at least to 
the equivalent of level one of the Foundation’s 
child protection training which covers:

Recognising and responding to concerns  
about a child in need or a child in need  
of protection

Appreciating their own role and that of  
other professionals involved in  
safeguarding children

Contributing to or carrying out actions that  
are needed to safeguard children

Communicating and acting appropriately in 
accordance with national and local 
guidance on safeguarding children

Being familiar with local services, sources 
of advice and referral arrangements in 
order to safeguard children and support 
families.

All mental health managers are expected  
to undertake child protection training  
to the equivalent of level two of the 
Foundation’s child protection training  
which covers:

 • An understanding of the principles  
 and processes of effective multi- 
 agency working

 • An understanding of safeguarding  
 and child protection processes and 
 procedures, including assessment,  
 planning, conferences and core  
 groups.

 • An understanding of their role and the  
 role of other workers in safeguarding  
 children.

1.

2.

3.

4.

5.

Resolution of disputes and differences / Training
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All mental health professionals should attend 
the CSCB multi-agency safeguarding training, 
which includes training in the use of the Common 
Assessment Framework.

Frontline SSC social workers should attend the 
relevant in-house training provided on working 
with parents with mental illness and the SSC 
safeguarding and child protection training. 

Both mental health professionals and SSC 
social workers should endeavour to attend the 
regular half-day Mental Health and SSC forums, 
and other joint training events. These events will 
encourage an understanding of each agency 
and their working practices, which in turn will 
help to promote positive interagency working. 

17 Review of protocol 

This protocol will be reviewed annually by 
representatives from the SSC division of the 
London Borough of Camden and the child care 
leads in Camden and Islington NHS Foundation, 
and with any others co-opted and agreed by 
the parties.

Review of protocol
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 Level of need  Indicators

Universal (ISA level U): children  
with no additional needs whose 
developmental needs are being  
met and are receiving universal 
services

Children in good physical health whose general development is age 
appropriate

Stable families where parents are able to meet all the child’s needs

•

•

Low risk (ISA level 1): children 
requiring extra support from a  
single agency in order to promote 
their health and development.

Children with minor health or behavioural problems requiring extra support

Children affected by difficult family relationships, bullying or harassment

Children identified by schools as requiring extra educational support

Children starting to have unauthorised absences from school

Families affected by low incomes, ie; families seeking asylum

•

•

•

•

•

Medium risk (ISA level 2): children 
with high levels of complex need 
requiring a multi-agency response, 
and whose parents are unable to 
meet the child’s needs. Parents may 
also have a history of non-
engagement with services or show 
little capacity for change.

Children at this level of need would 
be eligible for a children in need 
service from Safeguarding and 
Social Care as they are likely to 
require services to enable them to 
meet a reasonable level of health 
and development and to achieve 
the 5 ECM outcomes.

Services at this level focus on 
prevention and family support in 
order to avoid more rigorous 
intervention at a later stage.

Children with disabilities or chronic ill health

Children living with domestic violence

Children beyond parental control

Children involved in criminal activity

Children with significant behavioural problems

Pregnant women whose lifestyle may be affecting the development of 
the unborn child

Families who are intentionally homeless

Children involved in substance misuse

Children whose parents are unable to meet their needs due to physical 
or mental illness or drug and alcohol use

Families experiencing crisis or breakdown in family relationships

Children who take on a significant caring role due to parental illness or 
other incapacity (Young Carers)

Children required to stay in hospital for over 12 weeks (section 85)

Children of prisoners

•

•

•

•

•

•

•

•

•

•

•

•

•

High risk (ISA level 3): children 
experiencing significant harm  
and whose needs are complex  
and enduring, requiring  
statutory intervention.

Children at this level of need would 
require statutory intervention  
such as child protection or legal 
intervention in order to safeguard 
and promote their welfare.  
The child may also need to be 
accommodated by the local 
authority either on a voluntary  
basis or by way of Court order.

Children whose parents are unable to care for them

Children who have no parent or carer and unaccompanied minors

Children whose behaviour puts them at serious risk

Children living with high levels of domestic violence that places them at risk

Children whom it is suspected are being physically, emotionally or 
sexually abuse or neglected

Children for whom it is suspected may be being trafficked or involved in 
commercial exploitation

Children who are the subject of emergency protection orders or who  
are in police protection 

Where a pre-birth assessment has shown the unborn child to be at 
serious risk of significant harm

•

•

•

•

•

•

•

•

Appendix 1
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 Responses

All children should receive universal services such as  
health care and education, and may also be able to  
access Sure Start programmes, Play services and  
Youth and Connexions services

Professionals should talk to the family about carrying out  
a CAF in order to identify appropriate services that could 
enhance the child’s well-being. Where more than one 
agency is involved, a lead professional should be identified.

Although Safeguarding and Social Care may not necessarily 
complete a full assessment, it can provide information and 
advice on appropriate and available services.

As these children are at risk of moving to a high level of  
risk, early intervention by Safeguarding and Social Care  
is crucial.

Agencies should discuss the matter with parents and  
carry out a CAF before making a referral to Safeguarding 
and Social Care. 

An initial assessment and risk assessment will then be 
carried out to assess the child’s developmental needs  
and appropriate services provided, including referral on  
to other appropriate services. 

The allocated social worker will be the child’s lead 
professional.

As these children are at the highest level of risk, agencies 
carry out a CAF before making a referral to Safeguarding 
and Social Care.

Agencies should discuss matters with parents prior to 
making a referral, unless it is thought that this would place 
the child at further risk.

An initial assessment and risk assessment will then be 
carried out to assess the level of risk to the child and a 
decision taken on the appropriate action needed to 
safeguard the child.

The allocated social worker will always be the lead 
professional for any child receiving a statutory service.

Appendix 1:  
SSC thresholds  

and eligibility for  
services criteria

Appendix 1
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Appendix �:Safeguarding and Social Care Duty  
and Assessment teams

Safeguarding and Social Care North (West End Lane office):
Duty and assessment team:  
156 West End Lane, London NW6 1SD  Tel: 020 7974 6600 / 1125  Fax:  020 7974 6605 
      Manager: Tel: 020 7974 6592    
      Senior practitioners: Tel: 020 7974 6617 / 6598

Wards covered: Adelaide, Belseze  Fitzjohns, Fortune Green, Frognal, Gospel Oak, Grafton,  
Hampstead Town, Highgate, Kilburn, Priory, South End, Swiss Cottage, St Johns, West End.

Safeguarding and Social Care South (Crowndale Centre office):
Duty and assessment team:  
Crowndale Centre, 218 Eversholt Street,   Tel: 020 7974 4094 / 4446   Fax: 020 7974 1557 
London NW1 1BD     Manager: Tel: 020 7974 1553   
      Senior practitioners: Tel: 020 7974 4018 / 4178

Wards covered: Bloomsbury, Brunswick, Camden, Castlehaven, Caversham, Chalk Farm, Holborn,  
Kings Cross, Regents Park, Somers Town, St Pancras.

Child protection Co-ordinator   
Quality Assurance Unit, Crowndale Centre,  Tel: 020 7974 6999 
218 Eversholt Street, London NW1 1BD  Fax: 020 7974 6708

Mental health and child care development manager  
Crowndale Centre, 218 Eversholt Street,  Tel: 020 7941 1660 (Mon/Tues) 
London NW1 1BD,     Tel: 020 7974 1289 (Wed/Thur/Fri) 
      email: jennifer.brown@camden.gov.uk

Appendix 3: Checklist and referral pathway to SSC

Mental health worker records information about any service  
user who is a parent or carer, or who is pregnant

Concerns about the impact of parental mental illness on the 
(unborn) child

Worker contacts SSC to see if the child or their family is  
already receiving services

If yes, worker  
contacts the  

allocated social worker  
to discuss the case

Worker has serious concerns about the  
child’s safety that need to be dealt with 

urgently: these are discussed with manager  
or designated cp officer and adecision made  

to refer to SSC

Urgent referral to SSC (without parental 
consent if necessary); this must be confirmed 

in writing using the CAF within 48 hours

Worker carries out a CAF assessment 
with parents to see if the child needs 

extra help; decision to make a referral to 
SSC for services

Referral to SSC for 
services with parental 

consent via the CAF form

Appendix 2 / Appendix 3
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Appendix 4: Camden and Islington NHS Foundation Trust:

Adult Community Teams
These teams should be contacted to refer  
parents on to mental health services where  
they are not already receiving a service.

The Hoo 
17 Lyndhurst Gardens,  
London NW3 5NU  
Tel: 020 7685 4600
Covers north of the borough, including:  
Kilburn, Swiss Cottage, Hampstead, Belsize Park

Peckwater Centre
6 Peckwater Street, London NW5 2TX  
Tel: 020 7530 6431
Covers the following areas in the south of the 
borough: Gospel Oak, Highgate, Kentish Town, 
Camden Town

Tottenham Mews Resource Centre
1 Tottenham Mews, London W1T 4AA  
Tel: 020 7530 4400
Covers the following areas in the south of the 
borough: Regents Park, Kings Cross, Somers 
Town, Holborn, Bloomsbury

Focus Homeless Outreach Team
264 Pentonville Road, London N1 9JY  
Tel: 020 7530 5757
A borough-wide service that works with  
homeless people with mental health problems

Crisis Teams
These teams should be contacted in emergency 
situations where the parent is already in receipt  
of mental health services.

South Camden Crisis Response  
and Resolution team:
St Pancras Hospital,  
4 St Pancras Way,  
London NW1 0PE
Tel: 020 7530 3324

North Camden Crisis Response  
and Resolution team:
Queen Mary’s House,  
23 East Heath Road, London NW3 1DU
Tel: 020 7431 5508

Appendix 5: Making a referral to Mental Health Services

Yes NoIs the referral urgent?

Contact duty / intake  
team at the relevant  

CMHT base

Telephone or written 
referral to local  
CMHT or SMS

Discussion with  
GP about making  

referral

Appendix 4 / Appendix 5
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If you would like this leaflet in  
large print, Braille, on audiotape  
or in another language, please 
phone 020 7974 6649.
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