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                                                         Executive summary
This policy establishes East London NHS Foundation Trust's (ELFT) approach to safeguarding adults and outlines the responsibilities of all staff in preventing, identifying, reporting and responding to concerns of abuse and neglect. The policy is informed by the requirements of the Care Act 2014 and associated statutory guidance and supports the Trust's commitment to protecting the rights, safety, wellbeing and dignity of adults who have care and support needs.
The policy applies to all Trust employees, agency workers, volunteers and contractors and reinforces the principle that safeguarding is everyone's responsibility. It sets out the arrangements for effective partnership working with Local Authorities, Safeguarding Adult Boards, healthcare organisations, social care services, the police and other partner agencies to ensure a coordinated and person-centred approach to safeguarding.
The policy aims to promote the prevention of abuse and neglect, reduce the risk of harm, support individuals to make informed choices, and ensure that safeguarding interventions are proportionate and outcome-focused. It also clarifies the governance and accountability arrangements within the Trust, including the responsibilities of the Trust Board, Chief Executive, Chief Nurse, safeguarding leads, managers and frontline staff.
Through the implementation of this policy, ELFT seeks to ensure compliance with statutory and regulatory requirements, strengthen safeguarding practice across all services, and provide assurance that adults at risk are protected through timely, effective and compassionate safeguarding responses.
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1. Summary
This policy sets out ELFT’s expectations for safe, integrated and person-centred care for people who experience co-occurring mental health and substance use needs. It applies to adults, older adults, children and young people, and to all relevant Trust services, including community, inpatient, crisis, liaison, forensic, learning disability, primary care mental health and specialist pathways.
The policy uses a broad, inclusive definition of dual diagnosis: co-existing mental health and substance use difficulties, whether or not a formal diagnosis has yet been made. This includes severe mental illness, mood and anxiety disorders, personality disorder or complex emotional needs, trauma-related presentations, neurodevelopmental complexity and harmful or dependent alcohol or drug use.
The policy is built around three practical pathways: High Risk, Joint Patient, and Discharge / Transfer. Each pathway requires a named lead team, a shared formulation, one integrated care plan, a joint risk assessment where multiple services are involved, and meaningful handover rather than signposting alone.
2. Purpose
The purpose of this policy is to provide a Trust-wide framework for the assessment, care planning, treatment, risk management and review of people who experience co-occurring mental health and substance use needs.
The policy aims to ensure that services deliver evidence-informed care in a clinically coordinated and systematic manner, so that service users, children and young people, families and carers receive appropriate and effective support.
The policy aims to ensure that:
· people are not excluded, delayed or passed between services because of the presence of both mental health and substance use needs;
· mental health, substance use, physical health, safeguarding and social needs are understood together rather than in isolation;
· there is a clear pathway for high-risk presentations, joint work between services and safe discharge or transfer;
· care is trauma-informed, recovery-oriented, culturally responsive and grounded in harm reduction;
· children and young people receive developmentally appropriate, safeguarding-led support through CAMHS and partner agencies;
· staff understand their responsibilities and have access to supervision, training and escalation routes.
3. Scope
This policy applies to all ELFT staff, bank staff, students, trainees, volunteers and contracted staff working in or with Trust services. It applies across community, inpatient, crisis, liaison, forensic, learning disability, older adult, primary care mental health, CAMHS and specialist services.
The policy covers people of all ages who present with actual or suspected co-occurring mental health and alcohol or drug use needs. This includes use of alcohol, illicit drugs, novel psychoactive substances, volatile substances, misused prescribed medication, over-the-counter medication and poly-substance use.
This policy does not replace specialist substance misuse prescribing protocols, medicines management policies, safeguarding policies, Mental Health Act or Mental Capacity Act procedures, Children Act duties, consent and confidentiality guidance, risk management policy, local crisis pathways, or local commissioned service specifications. It should be read alongside these documents.
4. Definitions
	Term
	Definition

	Dual diagnosis / co-occurring conditions
	The presence of both mental health needs and substance use needs, whether or not either has been formally diagnosed. The interaction between the two may vary over time and can affect risk, engagement, physical health, safeguarding, recovery and social functioning.

	ELFT inclusive definition
	Co-existing mental health and substance use difficulties, including severe mental illness, personality disorder or complex emotional needs, anxiety and mood disorders, trauma-related presentations and other clinically significant mental health needs.

	Substance use
	Use of alcohol or psychoactive substances that may be experimental, recreational, hazardous, harmful or dependent. Substance use may include prescribed medication misuse, over-the-counter medication misuse and poly-substance use.

	Integrated care
	A coordinated approach in which mental health, substance use, physical health, safeguarding and social needs are assessed and addressed through one shared formulation, one integrated care plan and clear joint working arrangements.

	Harm reduction
	Practical interventions that reduce immediate and longer-term risks, including overdose, infection, withdrawal, self-harm, exploitation, relapse and physical deterioration, while supporting engagement and recovery.

	Working diagnosis
	A provisional clinical understanding used to support timely care planning when intoxication, withdrawal, complexity or incomplete information makes definitive diagnosis difficult.

	CAMHS
	Child and Adolescent Mental Health Services, including specialist mental health provision for children and young people and interface work with families, schools, social care, youth justice and young people’s substance misuse services.


5. Policy Principles
No wrong door: The presence of substance use, intoxication, relapse, withdrawal risk or mental health symptoms must not be used as a reason to refuse assessment or discharge a person without an agreed safe plan.
Do not exclude: Adults, children and young people must not be excluded from age-appropriate mental healthcare because of substance use, and must not be excluded from substance misuse support because of mental health needs.
Integrated formulation: Staff must consider how mental health symptoms, substance use, trauma, social circumstances, physical health and safeguarding factors interact.
Trauma-informed practice: Staff must recognise the high prevalence of trauma, adversity, stigma, discrimination and exclusion among people with co-occurring needs.
Harm reduction and recovery: Immediate safety and stabilisation are valid care goals. Abstinence may be a goal for some people, but it must not be a precondition for mental health care.
Equity and anti-stigma: Services must actively address barriers linked to race, culture, gender, sexuality, disability, neurodiversity, age, homelessness, poverty, offending history and immigration status.
Family and carer involvement: Families, carers and significant others should be involved where this is clinically appropriate, consented to and safe. For children and young people, family and network involvement must be considered as part of assessment and care planning.
Safeguarding first: Safeguarding risks to adults, children, unborn babies, dependents and carers must be recognised, recorded and escalated in line with Trust and local safeguarding procedures.
Collaborative practice: ELFT teams must work with primary care, local authority substance misuse services, children’s services, education, social care, housing, police, probation, youth justice, voluntary sector and acute services where needed.
6. Roles and Responsibilities
This section sets out the core responsibilities needed to make the policy work in practice. It is not intended to duplicate professional job descriptions or local operational procedures.
6.1 Trust Board and Executive Leads
· Maintain strategic oversight of safe, equitable and integrated care for people with co-occurring mental health and substance use needs.
· Seek assurance that services apply the no wrong door principle and do not exclude or delay care because both needs are present.
· Ensure learning from incidents, complaints, safeguarding reviews and deaths informs service improvement.
6.2 Directorate, Service and Local Leadership Teams
· Translate this policy into local pathway arrangements, including adult, CAMHS, crisis, liaison, inpatient, psychological therapy and substance misuse interfaces.
· Agree local arrangements for lead responsibility, joint planning meetings, escalation, information sharing and communication where electronic records are not shared.
· Monitor service-level themes such as declined referrals, repeated crisis presentations, delayed discharge, fragmented care and gaps in partner working.
6.3 Team Managers and Clinical Leads
· Ensure assessment, formulation, care planning, supervision, discharge and transfer processes consider both mental health and substance use needs.
· Ensure staff know how to access advice from substance misuse services, CAMHS specialists, prescribers, safeguarding leads and senior clinicians.
· Ensure high-risk or complex cases are reviewed through appropriate MDT, CPA, safety huddle, safeguarding or multi-agency forums.
· Support staff wellbeing and safety when work involves repeated crisis contact, intoxication, violence, exploitation, trauma or professional disagreement.
6.4 Care Coordinators, Lead Professionals and Keyworkers
· Coordinate one integrated formulation and care plan where more than one service is involved, with a clear lead team or lead professional recorded.
· Ensure the plan includes mental health care, substance use interventions, harm reduction, physical health, safeguarding, family or carers involvement and crisis arrangements.
· Communicate significant changes in risk, engagement, medication, substance use, housing, safeguarding or discharge plans to relevant services.
· Ensure discharge or transfer involves meaningful handover and follow-up, not signposting alone where risk or complexity remains.
6.5 All Clinical Staff
· Ask about alcohol, drugs, prescribed medication use, over-the-counter medication use and poly-substance use where relevant to the presentation.
· Consider how substance use and mental health symptoms interact, including intoxication, withdrawal, relapse, overdose, self-harm, violence, exploitation and safeguarding risks.
· Offer brief advice, motivational support, harm reduction information and referral or liaison with specialist services within the limits of role and competence.
· Record assessment, formulation, risk, advice, consent, information sharing and follow-up actions clearly in the electronic patient record.
6.6 Medical, Prescribing and Pharmacy Roles
· Ensure prescribing decisions take account of alcohol or drug use, dependency, intoxication, withdrawal, overdose risk, physical health and medication interactions.
· Complete medicines reconciliation and communicate key medication decisions to the GP, community pharmacy, substance misuse prescriber and other involved services where appropriate.
· Seek specialist advice for complex withdrawal, opioid or benzodiazepine dependence, pregnancy, severe liver disease, high overdose risk, clozapine, controlled drugs or significant polypharmacy.
6.7 CAMHS Responsibilities
· Apply this policy in a developmentally appropriate and safeguarding-led way for children and young people.
· Do not exclude a child or young person from CAMHS assessment or treatment solely because substance use is present.
· Assess family context, education, neurodevelopmental needs, trauma, exploitation, online risks, missing episodes, youth justice involvement and contextual safeguarding alongside mental health and substance use.
· Work jointly with young people’s substance misuse services, children’s social care, schools or colleges, youth justice, paediatrics, GPs and voluntary sector partners where indicated.
· Consider and record consent, confidentiality, parental responsibility, Gillick competence and information-sharing decisions.
· Plan transition early for young people approaching 18, including adult mental health, adult substance misuse, GP, safeguarding and crisis arrangements.
6.8 Substance Misuse Services and Specialist Addiction Input
· Provide specialist assessment, psychosocial intervention, harm reduction, prescribing or prescribing advice, relapse prevention and recovery support within the scope of the service.
· Contribute to joint formulation, joint risk assessment, care planning, crisis planning and discharge planning where a person is open to more than one service.
· Share relevant information lawfully and proportionately with mental health, CAMHS, primary care and partner agencies, particularly where risk is escalating.
7. Access, Referral and Engagement
Services must operate a no wrong door approach. A person must not be refused a mental health assessment solely because they are using substances, are not abstinent, are ambivalent about change, have relapsed, are intoxicated, or are already open to another agency.
Where another service is better placed to meet the person’s needs, the referring or receiving team must support a safe handover rather than signposting alone. This may include joint assessment, a warm transfer, a shared plan, confirmation that the other service has accepted the referral, and interim risk management.
Engagement should be active and flexible. Teams should consider assertive outreach, appointment reminders, family or carer involvement, culturally appropriate communication, interpreters, advocacy, peer support, digital or telephone contact, and practical support with transport or access where appropriate.
8. Integrated Dual Diagnosis Pathways
ELFT services will use three integrated pathways to support consistent decision-making and joint work. The pathways are not rigid service thresholds; they are practical routes for coordinating care when mental health and substance use needs interact.
A senior clinician should identify the relevant pathway where complexity, risk or multi-service involvement requires formal coordination. The pathway decision, lead team, named clinician, agreed plan and review date must be recorded.
8.1 Pathway overview
	Pathway
	Typical presentation
	Required outputs
	Governance / review
	Expected outcomes

	Pathway 1: High Risk
	High risk of suicide, serious self-harm, overdose, significant harm to others, exploitation, severe neglect or repeated crisis presentations where mental health and substance use interact.
	Named lead team; working diagnosis or diagnosis; one integrated care plan; joint risk assessment; crisis and contingency plan; family / carer support plan where appropriate; clear communication to involved services.
	Senior clinical review; multi-agency risk meeting where required; safeguarding advice; regular review until risk reduces or pathway changes.
	Coordinated risk management, reduced duplication, safer crisis planning, improved family / carer support and clearer accountability.

	Pathway 2: Joint Patient
	Person is attending, or needs input from, both mental health and substance misuse services, or from CAMHS and young people’s substance misuse services.
	Named care coordinator or lead professional; shared formulation; one care plan matching need to the best service intervention; joint risk assessment; agreed review intervals; single clear communication plan.
	Joint planning meeting; shared review at key points; senior advice if disagreement about lead responsibility or thresholds.
	Seamless joint care, earlier interventions, simplified navigation and better use of specialist expertise.

	Pathway 3: Discharge / Transfer
	Person is completing treatment in one service and needs safe transfer to another, or outstanding needs have emerged during treatment.
	Meaningful handover; new or updated care plan; relapse and crisis plan; confirmed receiving service; no signposting or referral without follow-up where risk or complexity remains.
	Discharge planning meeting or warm handover; post-transfer check where indicated; escalation if referral is declined and risk remains.
	Reduced risk of people falling between services, improved continuity and avoidance of repeated ‘starting from scratch’.


8.2 Pathway 1: High Risk Pathway
Pathway 1 applies where the person’s current presentation, lifestyle, environment or pattern of crisis contact indicates high risk linked to the interaction between mental health and substance use.
Triggers may include:
· multiple crisis presentations, including emergency department attendance, crisis line contact, police contact or repeated urgent referrals;
· recent inpatient admission, crisis admission, home treatment involvement or discharge from acute care;
· active suicidal ideation, recent self-harm, overdose, serious impulsivity, or recent harm to others;
· severe intoxication, withdrawal risk, high-risk poly-substance use, injecting risk, or repeated overdose;
· poor engagement, loss of contact, ambivalence about support or repeated non-attendance where risk remains high;
· multiple services involved without a clear lead professional or plan;
· safeguarding concerns including domestic abuse, exploitation, self-neglect, cuckooing, county lines, homelessness or risk to dependents;
· high-risk CAMHS presentations such as exploitation, missing episodes, unsafe peer networks, severe self-harm, psychosis, significant family risk or youth justice involvement.
Pathway 1 requires a named lead team and senior clinical oversight. A joint planning meeting should be held as soon as practicable, proportionate to risk. The meeting should agree the working diagnosis or diagnosis, lead professional, immediate safety plan, care plan, risk plan, crisis and contingency arrangements, review frequency and communication plan.
8.3 Pathway 2: Joint Patient Pathway
Pathway 2 applies where a person is using or requires input from more than one service, such as adult mental health and substance misuse services, IAPT / NHS Talking Therapies and substance misuse services, CAMHS and young people’s substance misuse services, or mental health services and acute / primary care.
The service best placed to coordinate care should be agreed according to assessment of need, diagnosis or working diagnosis, risk, safeguarding and the person’s preferences. Where severe mental illness or psychosis is present, mental health services should normally retain responsibility for mental health care coordination while working jointly with substance misuse services.
A joint planning meeting should agree:
· diagnosis or working diagnosis;
· lead team and named care coordinator / lead professional;
· interventions to be delivered by each service;
· risk assessment and crisis plan;
· self-management and relapse prevention plan;
· family or carer support plan where appropriate and safe;
· review intervals and escalation route if the plan is not working.
8.4 Pathway 3: Discharge / Transfer Pathway
Pathway 3 applies when the person is not currently attending multiple services but is completing work in one service and would benefit from a seamless transition to another. Examples include alcohol use emerging during psychological therapy, abstinence or stabilisation in substance misuse treatment revealing mood, anxiety or trauma needs, or a young person approaching transition from CAMHS to adult services.
Discharge or transfer must be planned and documented. There must be meaningful handover and a new or updated treatment plan for outstanding needs. Signposting alone is not sufficient where risk, safeguarding concerns, medication issues, dependency, relapse risk or significant mental health symptoms remain.
A safe discharge or transfer plan should include:
· reason for discharge or transfer;
· current mental health and substance use formulation;
· current risks, safeguarding concerns and protective factors;
· medication, prescribing or physical health actions;
· relapse prevention and crisis plan;
· receiving service contact details and appointment arrangements;
· actions if the person does not attend the receiving service;
· communication to GP, family or carers and partner agencies where appropriate.
8.5 Applying the pathways in CAMHS
For children and young people, each pathway must be adapted for age, development, consent, confidentiality, family context and safeguarding. CAMHS should not discharge or redirect a child or young person solely because substance use is present. Where both CAMHS and young people’s substance misuse services are involved, the plan must identify the lead professional, the role of parents or carers where appropriate, and the role of school, social care, youth justice or other agencies.
Young people approaching 18 may need Pathway 3 transfer planning between CAMHS, adult mental health services and adult substance misuse services. Transition planning should start early and include contingency planning for relapse, disengagement, safeguarding and crisis.
9. Assessment Standards
Assessment must be proportionate to the presenting need and level of risk. It should not rely on the person being abstinent unless an immediate clinical assessment is impossible because of acute intoxication or medical instability. If assessment is limited, staff must document the reason, manage immediate safety, and arrange review.
9.1 Minimum assessment areas
· Presenting mental health needs, history, diagnosis, current symptoms, mental state and current treatment.
· Substance use history, including type of substances, quantity, frequency, route, duration, triggers, pattern of use, tolerance, withdrawal, overdose history, injecting history, use with others and periods of abstinence.
· Relationship between substance use and mental health, including whether use appears to precede, worsen, mask or follow mental health symptoms.
· Physical health, including intoxication or withdrawal symptoms, pain, sleep, nutrition, infection, blood-borne virus risk, sexual health, pregnancy, medication adherence and long-term conditions.
· Risk to self and others, including suicide, self-harm, overdose, violence, vulnerability, exploitation, domestic abuse, neglect, unsafe accommodation and risk to dependents.
· Safeguarding factors, including children, unborn babies, adults at risk, carers, domestic abuse, sexual or criminal exploitation, cuckooing, county lines, modern slavery and self-neglect.
· Social context, including housing, finances, employment, education, immigration concerns, isolation, offending, probation, family relationships and community supports.
· Protective factors, strengths, goals, cultural or spiritual resources, motivation for change and preferred approach to support.
· Capacity, consent, confidentiality and information-sharing needs, including advance statements or crisis preferences where relevant.
9.2 Screening and assessment tools
Staff should use validated or locally agreed tools where appropriate, while recognising that tools support but do not replace clinical judgement. Depending on age and presentation, this may include alcohol screening, drug use screening, dependence and withdrawal assessment, risk assessment, mental health symptom measures and physical health screening. Tools should be selected in line with local pathway guidance.
10. Diagnosis, Working Diagnosis, Formulation and Care Planning
A clear diagnosis or working diagnosis is important because it enables meaningful care planning, lead responsibility and risk management. Substance intoxication, withdrawal and trauma-related symptoms can make diagnosis difficult; this must not delay safety planning, treatment or support.
Where a definitive diagnosis cannot yet be made, the team should agree and document a working diagnosis or formulation. The working diagnosis should be reviewed as further information becomes available, particularly after intoxication or withdrawal has resolved, following inpatient admission, or when collateral information is received.
A diagnosis or working diagnosis should be clearly considered at inpatient discharge, crisis discharge and transfer between services.
Each person with co-occurring needs should have one integrated formulation and care plan wherever possible. The plan should be developed with the person and, where appropriate and consented to, their family, carers or network. Where multiple agencies are involved, the plan must make clear who is responsible for each action.
The care plan should include:
· the person’s own goals and priorities;
· shared formulation of how mental health, substance use, trauma, physical health and social stressors interact;
· diagnosis or working diagnosis and key uncertainties;
· harm reduction advice and practical safety actions;
· mental health interventions and substance use interventions, including who will deliver each element;
· relapse prevention, early warning signs, coping strategies and recovery supports;
· crisis and contingency plans for intoxication, withdrawal, relapse, overdose, self-harm, violence, exploitation or disengagement;
· physical health monitoring and referrals;
· safeguarding actions and multi-agency responsibilities;
· carer, family or network involvement;
· review dates and clear named accountability.
11. Risk Management and Crisis Response
Risk assessment must be dynamic and must consider the interaction between mental health symptoms and substance use. Risks may change quickly during intoxication, withdrawal, relapse, medication changes, relationship breakdown, homelessness, discharge from inpatient care, release from custody, exploitation or loss of support.
Risk plans must include clear actions for:
· acute intoxication, suspected overdose, alcohol poisoning, delirium, withdrawal, seizures or other medical emergencies;
· suicidal ideation, self-harm, impulsivity, psychosis, severe mood symptoms or escalating distress;
· violence, aggression, weapons, domestic abuse, exploitation or risk to others;
· safeguarding concerns involving children, unborn babies, adults at risk, carers or dependents;
· medication safety, including overdose risk, sedating medication and interactions with alcohol or drugs;
· non-attendance, disengagement, loss of contact or repeated crisis presentation.
Where risk is high, complex or multi-agency, teams should consider Pathway 1, enhanced review, senior clinical input, safeguarding consultation, multi-agency risk management meetings, joint visits, crisis team involvement, inpatient assessment, or urgent medical assessment.
12. Treatment and Interventions
12.1 Psychological and psychosocial interventions
Interventions should match the person’s readiness, formulation, risk and preferences. Staff should use a non-judgmental, motivational and strengths-based approach. Interventions may include:
· brief alcohol or drug advice and motivational interviewing;
· psychoeducation on the interaction between mental health and substance use;
· relapse prevention and coping skills;
· CBT-informed interventions, DBT-informed skills, trauma-informed stabilisation and emotional regulation work;
· family, carer or network interventions where appropriate;
· peer support, recovery communities and culturally appropriate community resources;
· support for housing, benefits, employment, education, social inclusion and legal or probation issues.
12.2 Pharmacological interventions and prescribing safety
Prescribing must follow Trust medicines management procedures and relevant specialist guidance. Prescribers must consider intoxication, withdrawal, tolerance, dependence, adherence, overdose risk, drug interactions, hepatic or renal impairment, pregnancy, breastfeeding, physical health and safeguarding.
Medication decisions should be communicated clearly to the GP, community pharmacy, substance misuse prescribers and other relevant professionals. Where opioid substitution treatment, alcohol detoxification or specialist prescribing is required, teams should work with the relevant substance misuse or acute medical service.
12.3 Harm reduction
Harm reduction should be offered at every stage of care, including when the person does not wish to reduce or stop use. Advice and interventions should be tailored to the person and may include:
· overdose prevention, including risks of mixing substances, reduced tolerance and using alone;
· naloxone information and supply or referral where locally available and clinically appropriate;
· safer injecting advice, needle exchange referral, wound care and blood-borne virus testing or vaccination pathways;
· advice on alcohol withdrawal risk, safer reduction and when urgent medical help is needed;
· sexual health, contraception, pregnancy and domestic abuse support;
· sleep, nutrition, hydration and management of physical health problems;
· planning for high-risk times such as discharge, leave, homelessness, relationship breakdown, release from custody or relapse.
13. Inpatient, Crisis and Liaison Settings
Inpatient, crisis and liaison teams must consider co-occurring needs at the point of assessment, admission, leave planning, discharge and follow-up. The presence of intoxication or substance use should trigger a safety response and formulation, not exclusion from mental health assessment.
Inpatient and crisis plans should include management of withdrawal risk, physical observations where indicated, prescribing review, safe storage and prohibited items procedures, leave risk, family or carer communication, safeguarding and follow-up with substance misuse services.
Discharge from inpatient or crisis services should include diagnosis or working diagnosis, updated risk assessment, relapse and crisis plan, medication plan, physical health actions, and confirmed follow-up arrangements. Where co-occurring needs remain active, Pathway 2 or Pathway 3 should be considered.
14. CAMHS Component: Children and Young People
Children and young people with co-occurring mental health and substance use needs require developmentally appropriate, safeguarding-led and family-inclusive care. Substance use in a child or young person may be a symptom of distress, trauma, neurodevelopmental need, exploitation, peer pressure, family difficulty, social exclusion, or emerging mental disorder.
14.1 CAMHS access and referral
· CAMHS referrals involving substance use must be screened for mental health need, risk and safeguarding rather than redirected without assessment.
· Where a young person’s primary need appears to be substance misuse, CAMHS should still consider whether there are mental health, neurodevelopmental, trauma, self-harm, eating disorder, psychosis, mood, anxiety, attachment or safeguarding needs requiring CAMHS input.
· CAMHS and young people’s substance misuse services should offer joint assessment or joint care planning where needs overlap.
· Where psychosis, severe mood disorder, high-risk self-harm or other severe mental health need is present, CAMHS should retain responsibility for mental health care coordination while working jointly with young people’s substance misuse services.
· Urgent medical concerns such as suspected overdose, severe intoxication, alcohol withdrawal, seizures, delirium, collapse or acute confusion require urgent medical assessment through emergency or acute pathways.
14.2 CAMHS assessment standards
CAMHS assessment should include the minimum assessment areas in Section 9, adapted for age, development, communication and family context. CAMHS staff should additionally consider:
· Age of first use, pattern of use, source of substances, peer group, online influences, vaping, alcohol, cannabis, novel psychoactive substances, volatile substances and medication misuse;
· school or college attendance, exclusion, educational needs, bullying, special educational needs and disability, and trusted adults;
· family functioning, parental or carer substance use, domestic abuse, bereavement, trauma, attachment disruption and caring responsibilities;
· contextual safeguarding, including child sexual exploitation, child criminal exploitation, county lines, gang affiliation, coercion, trafficking, modern slavery, exchange of sex for substances, and unsafe adults or locations;
· Self-harm, suicidal ideation, impulsivity, risky sexual behaviour, eating concerns, psychosis-like experiences, mood symptoms, anxiety, trauma symptoms and neurodevelopmental factors;
· capacity and consent issues, including Gillick competence, parental responsibility, confidentiality and when information must be shared to prevent significant harm;
· risk to siblings, peers, unborn babies or other children in the household.
14.3 CAMHS care planning
A child or young person’s plan should be clear, practical and shared with the young person and, where appropriate and safe, parents or carers. The plan should include:
· the young person’s own goals and views, recorded in their words where possible;
· family or carer involvement, unless this would increase risk or is not consented to by a competent young person;
· harm reduction advice that is age-appropriate and avoids normalising substance use;
· safety planning for intoxication, overdose, self-harm, exploitation, missing episodes, unsafe peers or locations, and online risks;
· clear responsibilities between CAMHS, young people’s substance misuse services, GP, school or college, social care, youth justice and voluntary sector partners;
· physical health checks and referral to sexual health, paediatrics, emergency care or primary care where needed;
· safeguarding actions, including early help, child in need, child protection or strategy discussion processes where thresholds are met.
14.4 Consent, confidentiality and information sharing in CAMHS
CAMHS staff must explain confidentiality and its limits in a way the child or young person can understand. Where the young person has sufficient understanding and intelligence to make the relevant decision, their consent should be sought for information sharing, unless there is a lawful basis to share without consent, such as risk of significant harm.
Parents or carers should be involved where appropriate and safe, but the young person’s rights, wishes, safety and developmental stage must be considered. Where there is disagreement between the young person, parents or carers, and professionals, staff should seek senior clinical advice and safeguarding advice. Decisions must be documented clearly, including the rationale for sharing or withholding information.
14.5 Transition from CAMHS to adult services
Transition planning should begin early, normally by age 17½ or earlier where complexity indicates. Planning should include the young person, family or carers where appropriate, CAMHS, adult mental health services, adult or young people’s substance misuse services, GP and other relevant agencies.
The transition plan should clarify eligibility, ongoing risks, medication, physical health, safeguarding, crisis arrangements, relapse prevention, substance misuse support and named contacts. Young people should not be discharged from CAMHS solely because they are approaching 18 if there is no safe transition plan and significant risk remains.
15. Safeguarding
Co-occurring mental health and substance use needs may increase vulnerability to abuse, neglect, exploitation and self-neglect. Staff must follow Trust safeguarding policies and local multi-agency procedures. Safeguarding considerations must be actively reviewed rather than treated as a one-off screening question.
Particular attention should be paid to domestic abuse, sexual exploitation, criminal exploitation, cuckooing, trafficking, modern slavery, county lines, dependent children, unborn babies, carers under strain, adults at risk, homelessness, rough sleeping, self-neglect and unsafe accommodation.
Safeguarding referrals, advice, decisions and outcomes must be documented in the electronic patient record and reflected in the care plan and risk plan.
16. Partnership Working and Interface Arrangements
Effective care for co-occurring needs usually requires shared responsibility. ELFT teams must work collaboratively with:
· local authority commissioned adult and young people’s substance misuse services;
· GPs, community pharmacies, acute hospitals, emergency departments and ambulance services;
· children’s social care, adult social care, safeguarding partnerships and early help services;
· schools, colleges, education welfare and special educational needs services;
· housing, homelessness outreach, domestic abuse services and voluntary sector organisations;
· police, probation, youth justice, prisons and liaison and diversion services where relevant.
Joint working should include clear communication, shared formulation, agreed roles, information sharing within lawful limits, joint meetings for high-risk cases, and coordinated discharge or transfer planning.
17. Electronic Records, Information Sharing and Communication
Different services and partner organisations may use different electronic record systems. Staff must not assume that relevant information recorded in one system will be visible to another service. Local teams must agree practical arrangements for checking, sharing and updating information in line with confidentiality, consent, safeguarding and information governance requirements.
Local operational procedures should specify:
· how new referrals are checked against relevant Trust and partner records where lawful and proportionate;
· how joint patients are identified across adult mental health, CAMHS, psychological therapies and substance misuse services;
· how key updates are shared after assessment, CPA or care review, risk escalation, crisis contact, admission, discharge or missed appointment;
· how alerts are communicated when a person may present to emergency, crisis, liaison, inpatient or substance misuse services;
· how partner agencies will be informed of changes in risk, safeguarding concerns or discharge plans;
· how disagreements or barriers to information sharing will be escalated.
18. Documentation Standards
Staff must record all relevant information in the Trust electronic patient record in a timely and accurate way. Records should include:
· substance use assessment, screening scores where used, mental state, physical health, safeguarding and risk assessment;
· integrated formulation linking mental health, substance use and social context;
· diagnosis or working diagnosis and rationale;
· identified pathway, lead team and named professional where applicable;
· care plan, harm reduction advice, crisis plan and relapse prevention plan;
· capacity or consent decisions and information-sharing decisions;
· family or carer involvement and the person’s preferences;
· multi-agency contacts, referrals, meetings and agreed actions;
· rationale for any decision not to refer, not to share information, or not to offer a specific intervention.
19. Training, Supervision and Competence
All clinical staff should complete Trust-approved dual diagnosis or co-occurring needs awareness training appropriate to their role. Teams with frequent contact with co-occurring needs should have access to enhanced training, reflective practice and specialist advice.
Training should cover:
· recognition of common substances, patterns of use, intoxication and withdrawal risks;
· motivational interviewing and brief interventions;
· harm reduction, overdose prevention and naloxone pathways;
· trauma-informed and culturally responsive practice;
· risk formulation, safeguarding and domestic abuse;
· CAMHS-specific substance use, contextual safeguarding, exploitation and transition;
· prescribing safety and medication interactions for relevant professional groups.
Supervision should include discussion of complex dual diagnosis cases, stuck or repeated crisis presentations, safeguarding concerns, professional boundaries, stigma, countertransference and multi-agency barriers.
20. Monitoring, Audit and Governance
Compliance with this policy will be monitored through existing clinical governance, quality, safety and safeguarding structures. Services should use audit, incident review, complaints, serious incident learning, training data and service user feedback to identify strengths and gaps.
21. Equality, Diversity and Inclusion
People with co-occurring needs may experience stigma, exclusion and unequal access to care. Staff must make reasonable adjustments and provide accessible communication, interpreters, advocacy and culturally appropriate care. Services must consider the impact of racism, poverty, homelessness, disability, neurodiversity, trauma, gender-based violence, LGBTQ+ discrimination, immigration status and involvement with the criminal justice system.
Teams should actively monitor whether groups experience delays, exclusions, restrictive practice, repeated crisis care or poorer outcomes, and should use quality improvement methods to address identified inequalities.
22. Implementation
Following approval, services should communicate this policy through team meetings, clinical governance structures, induction, training programmes and supervision. Local teams should map their interface arrangements with adult and young people’s substance misuse providers, CAMHS, adult mental health, acute care, primary care, safeguarding and local authority partners.
Directorates should identify any local pathway gaps, including CAMHS interface arrangements, inpatient withdrawal management, naloxone access, specialist advice, communication across record systems and transition from CAMHS to adult services.
23. Review
This policy will be reviewed every three years, or earlier if there are changes to national guidance, legislation, commissioned substance misuse pathways, Trust policy, safeguarding requirements, or significant learning from incidents or audits.
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