Informing the mental health strategy for England: call for evidence questions
About you
In what capacity are you responding to this survey?
· On behalf of an organisation (in an official capacity representing the views of that organisation)

Questions for individuals sharing their professional views and people responding on behalf of an organisation

If you are responding on behalf of an organisation, what is the name of your organisation?
· Royal College of Paediatrics and Child Health

What sector do you (or does your organisation) work in?
· Not for profit

What are the main areas of focus of your (or your organisation’s) work? Please select up to 3 areas.
· Advocacy
· Healthcare - mental health
· Healthcare - wider healthcare (not mental health)

Please provide more detail on the type of organisation you work for. 
· RCPCH is responsible for training and examining paediatricians, setting professional standards, and informing research and policy. RCPCH has over 25,000 members in the UK and internationally. We work to transform child health though knowledge, research, and expertise, to improve the health and wellbeing of infants, children and young people in the UK.

Which area or areas of England do you work (or does your organisation operate) in? Select all that apply. 
· (select all)

What is the first part of your workplace address (or organisation’s main) postcode? For example, PO1. Please do not enter the full postcode. 
· WC1X



Hospital to community
Effective partnership working at a community level is essential for the provision of person-centred care. These partnerships address the broad range of factors which can influence a person’s mental health recovery, such as:
· physical health
· employment
· housing
· addiction
· social care
We are piloting 6 community-based mental health centres across England to understand how services can better work together at a local level to improve people’s outcomes. We would like to hear practical insights that support wider transformation of mental health care in communities.
We welcome practical examples and evidence on how mental health services can work more effectively across:
· the wider NHS, including new neighbourhood health centres
· services to support people with co-occurring mental health and neurodevelopmental conditions
· different sectors, including education, employers, local authorities and the voluntary, community and social enterprise (VCSE) sector
We welcome views or evidence on what further support, in addition to NHS services, should be provided for people with severe and enduring mental illness to:
· help them stay well
· maintain participation in education, work and community life
· avoid crisis and/or hospital admission
· reduce length of stay in inpatient units
· 

1. How can mental health services work more effectively across these areas? Please provide examples of cross-sector pathways in practice. (Max 300 words) 296
In 2025 we published our report on collaborative community healthcare https://www.rcpch.ac.uk/resources/collaborative-healthcare-england-2025 with much of our recommendations as relevant as ever:
· Introduce a Children’s Health Investment Standard to address the investment gap between child and adult health services, requiring ICBs to increase their spending on children’s health services.
· Develop models of joint working between primary care and paediatric teams. Every Integrated Care System and Primary Care Network should be supported to do this, using examples of best practice e.g the Child Health GP Hub model.
· Provide dedicated investment for innovations to support service improvement, including the NHSE Guidance on neighbourhood multidisciplinary teams for children and young people.
· Urgently prioritise and invest in early intervention services.
Poverty is an existential issue for child health.
· Paediatricians are increasingly reporting the direct impact of poverty on children’s physical and mental health. 
· Child poverty is now one of the strongest and most modifiable determinants of poor mental health outcomes.  https://cpag.org.uk/sites/default/files/2025-07/Child_poverty_on_front_line_NHS.pdf 
· Poverty and its varied comorbidities are all likely to be psychologically traumatic experiences that last well into adulthood. Trauma is expensive to treat and causes great individual difficulties. 
· The strategy should explicitly connect mental health improvement to child poverty reduction, housing security, food insecurity and access to youth services.
Recommendations
· Implement a multi-departmental steering group on the mental health strategy to ensure cross-cutting areas are included from the start.
· Ensure that community-based centres take a trauma informed holistic approach to supporting people and tackling root causes of health problems.
· Ensure close working links between MH services and all age mental health teams working with the acute Trust such as emergency departments.
· Implementing the guidance for Neighbourhood MDTs for CYP is a good mechanism to support cross-sector pathways by building relationships between key HCPs, services and different sectors. 

2. What further support should be provided for people with severe and enduring mental illness? (Optional, maximum 300 words) 300
-Investment in early years, schools and community services are essential to prevent escalation to severe illness.
-Address needs within all settings e.g school as well as providing carers with essential support in both childcare and system navigation.
-Provide accessible, multidisciplinary community services for children and young people (CYP) whose needs do not meet specialist thresholds.
-Patients need to be supported to remain well whilst awaiting assessment and subsequently treatment, especially given the increasing trend in referrals.
-Improve support for CYP who cannot traditionally access normal educational channels who are missing out on the wider holistic benefits of school.
-Expand models that bring together paediatrics, CAMHS, primary care, education and social services.
-Reduce disruption at transition points by moving toward developmentally appropriate, 0–25 services. Stop the phenomenon of” ageing out” when a patient turns 18 and having to rejoin a new waiting list.
-Ensure children with autism, ADHD and learning disabilities can access mental health support without waiting for diagnosis. Take a whole-needs based approach to care with or without a diagnosis.
-Embed cross-government action (health, education, social care) within the mental health strategy.
-Expand the multidisciplinary workforce, including paediatricians, psychologists, and allied professionals.
-Expand on training and knowledge sharing for those traditionally not trained in mental healthcare but working with CYP e.g paediatricians, GPs, and educators.
-Provide protected time for coordinated care and transition planning.
-Track CYP journeys across services, including waiting times, outcomes and transitions.
-Make data codes and collection fit for purpose and CYP focused. Support for agencies to correctly code information to make the scale of the problem more transparent. 
-Use consistent national frameworks to reduce variation and improve equity.
-Capture the voices of those that our services are for to make them as effective and person centred as possible, particularly overlooked voices from minority groups.



3. What are the main barriers to continuity of care across transitions between hospital and community services, and between different levels of care, including child to adult services? (299)
-Transitions are frequently described as fragmented and poorly coordinated. Young people often experience a sudden change in service model, thresholds and eligibility criteria.
-Arbitrary age cut-offs create harm, with young people falling out of services at 17–18, the infamous ‘cliff edge’.
-Delivery and design of transition services must take a rights-based approach and be underpinned by the United Nations Convention on the Rights of the Child (UNCRC). -----  Children and young people would like to see early and age-appropriate involvement in their own planning, direct engagement, clear communication, relationship-based process, peer support, joint working, holistic and mental health support.
-Staff capacity is key to transition planning. This requires protected time within job plans for the whole multidisciplinary team to enable identification and implementation of transition planning. 
-Collaborative working from both adult and paediatric services are vital for successful transition planning. Clear national expectations and guidance must be introduced to reduce postcode variation in quality. 
-Creating a Transition Oversight Board to bring stakeholders from each team together to highlight gaps and improve accountability has been successfully working locally. 
-Training for staff working with young people that are transitioning into adult services would support the transition pathway. This should include mandatory training for staff in paediatric, adult and GP services focused on developmentally appropriate healthcare, consent and confidentiality, and direct communication with young people, with staff capacity and budget to deliver and attend training. Ideally this would form part of relevant core curriculum. 
-Enable enhanced capacity for data capture and identification of transition planning. Robust digital mechanisms to capture and follow through the transition journey would support this. 
-National roll-out of resources to support children and young people with their transition, which acknowledges the whole life transition they are often experiencing at this age. 


4. Please provide examples from either side of the transition and outline how these barriers could be effectively addressed. (Optional, maximum 300 words)
· Ready Steady Go (NHS Southampton) is a structured transition programme widely used across the NHS. It introduces staged questionnaires (“Ready”, “Steady”, “Go”, followed by “Hello” in adult services) from early adolescence, supporting gradual development of self-management, independence, and health literacy. In consultation, CYP have reacted positively to the programme and suggested that a national rollout would be effective. (https://www.uhs.nhs.uk/for-visitors/southampton-childrens-hospital/childrens-services/ready-steady-go-transition-programme)
· The ‘You’re Welcome’ Criteria (Department of Health) provide a national quality framework for young person–friendly services, covering accessibility, confidentiality, staff behaviours and co-production. They support consistent, developmentally appropriate care and are often used alongside transition pathways. Standard 8 should be implemented effectively, focused on transitions. (https://www.gov.uk/government/publications/establishing-youth-friendly-health-and-care-services/youre-welcome-establishing-youth-friendly-health-and-care-services#standard-8-supporting-young-peoples-changing-needs).
· The National Transition Nursing Network (NTNN) supports the spread of best practice by connecting transition nurses across the UK, sharing models of care, strengthening workforce capability, and improving consistency beyond localised “champion-led” approaches. The model of sharing best practice in transition is excellent and should be used for all staff roles. (https://www.btfn.org.uk/2026/01/27/the-burdett-national-transition-nursing-network/)
· Peer support and youth engagement models (e.g. RCPCH &Us) are vital for effective co-production, involving young people in service design through advisory panels, workshops and peer networks, improving relevance, confidence and outcomes.



Analogue to digital
It’s important that children and adults can benefit from the opportunities that digital technology can offer to boost mental health and wellbeing. However, this must be balanced with safety and protection from risks to mental health. We understand that many people would like:
· more personalised, tailored mental health support available digitally
· digital tools to be neuroinclusive (accessible and effective for people with neurodevelopmental conditions)
A 2025 report from Mental Health UK stated that people are also increasingly turning to AI chatbots for mental health advice.
We welcome evidence and innovative examples of how digital and AI tools can be safely used for adults and children to:
· improve mental health and wider societal outcomes
· support access to effective mental health support
· complement relational care


5. What evidence and innovative examples are there of digital and AI tools being used to achieve these outcomes? Please provide examples. (Optional, maximum 300 words) 300
-The RCPCH has published a comprehensive position on AI use in health, given its importance: https://www.rcpch.ac.uk/resources/artificial-intelligence-position-statement 
-AI can connect and parse huge population level health care data sets and provide analysis, insight and potential predictions. This could be very useful for comorbidities in mental health such as inequalities.
-AI can significantly support streamlining of most clinical administrative processes, allowing paediatricians to spend more time with their patients. 
-However, AI and digital carries many risks for mental healthcare, which need to be considered in parallel with the possible benefits.
The RCPCH has a digital solutions catalogue (https://hub.rcpch.digital/) and is actively scoping innovative AI use, for example:
-XR Therapeutics (from our catalogue) provides therapist-led extended reality (XR) interventions designed to enhance established psychological therapies, particularly CBT-based approaches for anxiety disorders, PTSD, OCD, phobias, low mood, and social anxiety. While XR Therapeutics reports positive feedback from clinicians and positions its solution as evidence-based, publicly available peer-reviewed studies limited. 
-Orli (scoping) is a digital mental health platform designed to support children’s emotional wellbeing through a gamified digital environment. Children create and interact with a personalised “Orli” character that helps them identify, express, and regulate emotions. The product has been developed with input from children, families, clinicians, and schools. The theoretical basis for Orli aligns with established psychological principles around emotional literacy, self-regulation, play-based learning, and parent-supported mental health interventions. Evidence supporting Orli specifically is currently emerging. 
-Rumii (scoping) is a behavioural intelligence platform that uses smartphone-derived behavioural data to support mental health and healthcare delivery. The platform passively analyses behavioural patterns including sleep, movement, social interaction, screen use, and digital habits to generate insights about wellbeing. Rumii’s approach is grounded in the field of digital phenotyping, which uses data collected from smartphones and wearable devices to measure human behaviour in real-world settings. The evidence base for Rumii is currently indirect. 

6. How can data be used more innovatively to improve mental health and wider societal outcomes? Please provide examples. (Optional, maximum 300 words) 236
· There is strong evidence that children’s health, education and social outcomes are interlinked, yet data sharing between services remains fragmented.
· Adopting the NHS number as a single unique identifier would enable safe, consistent information sharing across health, education and social care.
· This would support more joined‑up, timely and person‑centred care, reduce duplication for children and families, and improve safeguarding.
· A single identifier would also strengthen population‑level data, supporting better research, service planning and policy development.
· Implementation must address key risks, including consent, data governance, inclusion of hard‑to‑reach children, and system interoperability.
· With appropriate safeguards and national standards, this approach could significantly improve outcomes—particularly for vulnerable children and those with complex needs.
(https://www.rcpch.ac.uk/resources/nhs-number-single-unique-identifier-children-position-statement) 
· Digital tools are increasingly used, particularly in response to workforce pressures and rising demand. While they can improve access, clinicians report variability in acceptability and effectiveness, particularly for younger children or those with complex needs.
· AI should augment, not replace, therapeutic relationships. There is currently limited CYP-specific evidence regarding safety, effectiveness, and safeguarding implications of AI-enabled tools.
· Strong safeguards are needed for children and young people with increased AI and data use, particularly because children are a different population from adults in terms of safeguarding, developmental needs and risk.
· Identifying CYP presenting in crisis and bringing together physical health, mental health and local authority service data can support the development of integrated pathways that improve care and reduce unnecessary length of stay.




Sickness to prevention
The incidence and severity of mental health conditions has risen in recent decades, with young adults in particular now reporting substantially poorer mental health. Data from NHS England’s Survey of mental health and wellbeing, England 2023 to 2024 stated that 25.8% of young people are estimated to have a common mental health condition, up from 17.5% in 2007.
Many of the solutions to mental health problems involve education, employment, housing and participation in community life. Therefore, if prevention is to be effective, we need to think beyond the realms of clinical care and across the life course.
We are especially interested in how we can identify distress earlier and support people to maintain participation in education and work. Preventative approaches include:
· primary prevention - stopping mental health problems before they start
· secondary prevention - supporting those at higher risk of experiencing mental health problems
· tertiary prevention - helping people living with mental health problems to stay well
We encourage examples of good practice within and beyond the health system, including in work and education settings where people with a co-occurring mental health and neurodevelopmental condition may particularly benefit.


7. Which preventative approaches have the strongest evidence for reducing incidence or severity of mental health problems and promoting good mental health? (Optional, maximum 300 words) 305
· Governments continually prioritise late intervention crisis investment, which creates further system strain down the line if prevention is neglected.
· The most effective mental health strategy is fundamentally a child health strategy.
· The evidence base consistently shows that:
· around half of mental health conditions emerge before age 14
· most emerge before age 25
· adverse childhood experiences, poverty, discrimination and family stress are major drivers
· If the government genuinely wants a "sickness to prevention" shift, investment should be concentrated in:
· pregnancy and infancy including perinatal mental health
· early years services
· family hubs
· school and college mental health support
· Prevention often helps address health inequalities given it targets wider life factors that are currently affect minority groups disproportionately.
· It was recently estimated that prevention investment could generate around £56 billion in economic benefits, including improved lifetime earnings (£15bn) and wellbeing gains (£39bn annually), with an estimated £14 return for every £1 invested (PBE | Prevention that pays)
· CAMHS have worked with emergency department staff to provide alternative pathways for children and young people presenting with lower-level needs, enabling triage within two hours from their own homes. 
· For in-patients, a joint CAMHS/paediatric eating disorder service, engaging the wider MDT from both the physical and mental health specialties, has led to fewer admissions shorter stays and a reduction in feeding under restraint.
· Nationally, the introduction of Mental Health Champions in acute trusts enabled senior clinicians to develop local systems and strategies to care for CYP with mental health concerns while network sharing ideas and successful strategies. We would like to see renewed funding for these roles.  
· The Children and Young People’s Acute Psychiatric and Psychosocial Emergencies (CYP APEx) course provide a standardised and shared approach to supporting CYP in mental distress.


8. Which preventative approaches have the strongest evidence for reducing the numbers of lives lost to suicide? (Optional, maximum 300 words) 275
· Primary prevention improves all mental health across the spectrum, including problems that may develop into suicidal ideation. It is important to prioritise a wider, whole systems approach to address the root cause of severe mental health problems, as well as bespoke support for late-stage suicide prevention. 
· Increase investment in improving the mental health and wellbeing of children and young people. There is significant variation in the funding of mental health provision for children and young people, which is shared between NHS and local authorities. Crucial to suicide prevention is universal, equitable access to mental health services across the whole population, with a targeted focus on improving services for young people across education, social care, youth justice and health.
· Reduce stigma of seeking health for mental health problems. There should be targeted mental health support mechanisms for vulnerable groups (e.g. young men), to provide tailored support to those who may feel uncomfortable accessing mental health services.
· Improve early identification of mental health problems across primary and community services. Early identification of mental health difficulties should be established as a core capacity of all education health, youth justice and social care professionals who work with children.
· Better support for those who are affected by suicide. There are generally at least six close friends or family who are directly affected by each death by suicide. There is a need for universal support and increased vigilance in the aftermath of any suicide, which should be delivered across health, education or social care sectors
· Prioritise suicide prevention specific training of the CYP workforce, establishing parity of esteem between mental physical health and addressing both in tandem, acknowledging their connection.
(https://stateofchildhealth.rcpch.ac.uk/evidence/mental-health/suicide/)




9. How can services better support the ‘missing middle’ - those with sustained needs (that affect their participation in community life, for example, in education or work) who may not meet the criteria for NHS mental health services? Please provide examples. (Optional, maximum 300 words) 299
· Paediatricians consistently identify children and young people whose needs are not met by current service thresholds:
· children waiting for CAMHS
· neurodivergent children below specialist thresholds
· children with emotional distress linked to adversity
· young people repeatedly bounced between services
· This group often experiences prolonged waits, repeated referrals, and fragmented care. There is frequently no single professional or service coordinating support.
· It is imperative that government prioritises:
· multidisciplinary community hubs
· integrated paediatric-mental health services
· open-access youth mental health provision
· youth workers and psychologists embedded in neighbourhood teams
· Children trapped in hospital: Paediatricians report cases where children and young people remain in acute hospital settings due to lack of appropriate community or social care placement, particularly for those with complex mental health or neurodevelopmental needs.
· Paediatricians consistently report that neurodevelopmental services are under significant pressure, with demand far exceeding current capacity. 
· Paediatricians also report that, in practice, diagnosis functions as the primary gateway to support, including access to education provision (e.g. EHCPs), specialist services, and in some cases treatment. This creates a situation where children without a formal diagnosis struggle to access support. Families experience significant burden navigating systems. Services face increasing demand for diagnostic assessment as a route to care.
Recommendations
· Expand needs-based support in parallel. Children should be able to access support based on functional need without waiting for diagnosis, particularly in early years and school settings.
· Develop integrated neurodevelopmental pathways. Bringing together health, education and social care to provide coordinated, multidisciplinary support across the pathway.
· Strengthen early identification and intervention. Including investment in community paediatrics, early years services, and school-based provision.
· Address workforce capacity. Expanding and supporting the multidisciplinary workforce required to deliver both diagnostic and needs-based care.
· Reduce inequity in access. Ensuring that access to timely support is not determined by ability to pay or navigate the system.


10. What commissioning, funding and oversight or accountability arrangements (nationally and locally) best support safe and integrated mental health services that improve outcomes across mental health, participation in work, education and community life, and social functioning? Please provide examples. (Optional, maximum 300 words) 303
RCPCH have long called for enhanced mental health provision for CYP and welcomes the plans for full national coverage of school-based mental health support teams by 2029. The plan also expands specialist services through Young Futures Hubs and aims to recruits 8,500 staff to reduce long waits. Support will be strengthened for children in residential care with complex mental health needs. However, we would still like to see:  
· Greater investment in Child and Adolescent Mental Health Services (CAMHS) to reduce the long waits for care which are resulting in a growing number of CYP who are reaching crisis point. A fair proportion of the 8,500 newly-announced staff need to be ringfenced to supporting children
· Schools-based support delivered by qualified mental health practitioners and be well linked in with community health services in order to ensure that children can access multi-disciplinary support for their mental health where needed
· The investment announcement of £120 million for new mental health emergency departments must be accompanied with proposals for what these will mean for children and young people
· MHSTs are a valued addition in many areas; however, paediatricians report variability in access, scope, and integration. In some systems, there is limited alignment between MHSTs, community paediatrics, primary care and CAMHS, leading to unclear referral pathways
· MHSTs are not designed to manage more complex or comorbid presentations, yet paediatricians frequently see children with overlapping physical, neurodevelopmental and mental health needs that require multidisciplinary input
· The strategy should avoid presenting MHSTs as the complete answer to children's mental health
· Take a wider mapping view of services that makes the most of the value of community and public health services, to ensure that existing services are not seen as the answer to all mental health problems
· Ensure services that can identify and treat complex comorbid cases are sufficiently funded
(https://www.rcpch.ac.uk/resources/role-of-paediatricians-child-mental-health-position)
