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Foreword

It is with great pleasure that we 
share with you this social prescribing 
model for delivering proactive 
support to young people at risk  
of violence.

The London Violence Reduction Programme 
within NHS England and Improvement has two 
functions: safeguarding and prevention. We will 
continue to build on existing work to explore 
how we can help to address vulnerability and 
harm in this context.

The social prescribing model of care is geared 
to deliver proactive support and opportunity 
for young people in a manner that challenges 
inequalities and prioritises equity of access, 
experience and outcomes for all. This 
model, developed by a multitude of experts 
by experience and co-produced with our 
community, demonstrates the benefits of 
providing a culturally competent and holistic 
support offer and shares our blueprint to kick 
start social prescribing in primary care networks.

London’s leadership and partnership across 
the health, third and community sectors is 
viewed nationally as an exemplar of a high 
quality function. Together we can challenge the 
narrative around violence and its drivers, and 
create meaningful and long-lasting change to 
ensure that London is a happier and safer place 
to live.

Martin Griffiths 
Clinical Director
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Preventable violence in the capital, 
widening health inequalities 
and growing pressures on health 
care services have prompted a 
fundamental conversation about 
the role of the NHS in prevention 
and its broader influence in local 
communities. The NHS recognise 
the need to play a greater role 
in positively influencing a range 
of factors that help create good 
health, with a particular focus on 
the prevention of violence in local 
communities. 

Setting the policy context:
This aim is reflected in NHS England’s  
Long-Term Plan with the significant prevention 
and inequalities focus, which has been 
amplified during the COVID 19 pandemic 
as well as London’s health and care vision 
where violence reduction is outlined as one 
of London’s 10 priority areas. There is also a 
focus nationally emphasising the strength of 
community assets and integrating health care 
with community services.

NHS London 
Violence  
Reduction  
Programme

Background1



I’ve been exposed to many situations 
where violence has had a life changing 
impact on young people within my 
local community. One very tragic case 
stands out in particular and continues 
to drive my passion for wanting to 
make London a safer place for those at 
risk of violence. 

In a local area about two minutes away 
from my home, a 15-year-old male 
was fatally stabbed by a peer one year 
older than him. He was attacked on a 
busy afternoon after school as he was 
travelling with a group of friends on 
the bus. The stabbing was the result 
of inter-school banter taking place on 
social media a few weeks earlier, and 
later a discussion at school that started 
out in fun before a football match.  

It wasn’t until after the event during 
the Child Death Overview Panel 
meeting that I learned the young 
person had been known to the criminal 
justice system for petty crime, and after 
checking his medical records learned 
that three years before he died there 
was one incident where he presented 
to casualty A&E for an aggression-led 
injury as a result of punching a wall. 
Despite this, all who knew him shared 
how he was a well known and loved 
boy who showed promise at school 
and in sport.

It’s deeply sad that in many ways, this 
seems to be an invisible cohort until 
something drastic happens which has 
really fuelled my interest in this work. 
It makes me reflect on what I am 
doing personally as a GP that supports 
primary and secondary prevention of 
violent behaviour, and ensures young 
people are not being lured into gang 
activity. Tragic situations such as the 
one above makes it clear that the 
perpetrator is just as much a victim 
and we need to work to support 
all young people at risk of violence 
so that people feel safe within our 
communities.”

Dr Farzana Hussain FRCGP,  
GP Principal, Newham 

Below are some examples of specific cases health 
professionals have encountered in primary care:

London’s youth violence  
in numbers

Over recent years, there has been a substantial increase in violence both nationally 
and across London. Much of this violence has been caused by youth-related violence 
and other forms of aggressive behaviour. The section below highlights key figures 
emphasising the colossal challenge our societies face and the need to take a 
preventative approach to reduce violence across London.

London Ambulance 
Service saw the highest 
numbers of stab / 
gunshot injuries  
since 2018 for the  
months of July, August,  
and September 2020.
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The average age of a 
young person attending 
hospital with a stab 
wound in London is 19. 

19

In 2019, the number 
of teenagers 
stabbed to death  
in London hit

an 11-year 
high.

In London, the 
population most 
affected by 
interpersonal violence 
are under 25 males 
from deprived 
communities.

From 2012/13 
to 2017/18, the 
Metropolitan Police 
recorded a 71 percent 
increase in the number 
of victims affected by 
Serious Youth Violence. 

71%

The type of violence 
occurring is also 
changing, in recent times 
there has been a 19% 
increase in gunshot 
wounds (comparing 
July 2019 to July 2020).

19
Inpatient assault-based 
admissions after ED 
attendance for 0-25-year-
olds increased from  
13% to 34% between 
2019 and 2020 (data from 
Barts and Imperial).

13%
34%



 AB is an 18-year-old young   
 man who presents to his GP in a 
volatile state of “fight or flight” where he has 
expressed thoughts of suicidal ideation.  

Amidst chaotic substance misuse, no schooling 
and feeling passed between two parents 
involved in a chronic acrimonious relationship, 
AB has struggled with feeling unwanted and 
uncertain about his future. He self-medicates 
with substances to try to help with this, but 
they further dysregulate his mood. He is also 
traumatised from a frightening kidnapping 
experience two years ago related to drug 
dealing and gang involvement.   

AB described a lot of stress in his living situation 
with his father and inhibits feelings of boredom 
with little direction in life. He reflected that 
things became rather difficult around age 12 
and as a result, started smoking cannabis and 
getting involved in delinquent activities.  

AB was expelled from school at age 14 and 
never went back. He got involved in street 
gangs and was groomed by drug dealers who 
coerced him into dealing drugs. AB reported 
he has four good friends that he can rely on 
but they all drink alcohol and abuse drugs. He 
has been arrested multiple times for assault 
and possession and has a longstanding history 
of violence and aggression. This behaviour 
was reported to the GP, with AB having been 
involved in knife fights and stealing cars for 
which he was never apprehended.  

Recently during Covid-19 he has had an 
increased sense of loneliness and uncertainty, 
compounded by the loss of contact with 
his mother who is grieving the death of his 
maternal grandmother. He also has limited 
emotional support from his father, who he 
describes as an alcoholic and longs to be living 
with his mother but feels she would not want 
him. He normally sees his mother once  
per week. 

In his presentation, there is an element of 
conduct disorder, substance misuse associated 

with difficult social circumstances, witnessing 
domestic violence at a young age and living 
with a parent who struggles with alcohol 
misuse. There may be underlying depression 
associated with poor educational attainment 
and there are self-esteem issues. He may also 
have untreated PTSD.  

Although AB has several chronic risk factors for 
suicide, he does not present as an immediate 
suicide risk and at the time of assessment, 
expressed willingness to engage with treatment 
in the community. However, he does not follow 
through with appointments that are made with 
psychological therapy and does not continue 
to engage, ultimately being discharged from 
CAMHS. 

It was recommended that he talk to social 
services on what he would like support with 
and what he wants to achieve and happen in 
his life. He has not followed through with this. 
Further support such as drug services and youth 
services has been offered via the GP which he 
has also not taken up.  

From this case we can see that AB presents 
to healthcare services when he is in a time of 
crises, but without the structure and support to 
help him he does not engage with the services 
that would be beneficial to his health and 
wellbeing. We can use the process and power 
of social prescribing to support the needs and 
hopes of young people at risk or affected by 
serious youth violence. This is met by addressing 
health inequalities, enhancing population health 
management locally with a focus on prevention, 
and recognising those groups that have been 
disadvantaged due to their social circumstances 
and life experiences. A Primary Care integrated 
case working approach can facilitate a multi-
agency, multidisciplinary offer of community 
social, emotional, mental, and physical health 
support that will afford better life opportunities 
for the young person.

Dr Arun Hansi
GP, Tower Hamlets

8  Social Prescribing Pathway Social Prescribing Pathway  9  



This paper is designed to help primary care 
networks work with their local systems 
to deliver a social prescribing model that 
directly supports those that are at risk or 
impacted by violence in their community. 

It does so by first setting out the model of care 
in more detail:

1. Overarching aims and objectives 
2. Identification and screening
3.  Supporting individuals once identified 
4.  The role of the Specialist Case Worker

It then sets out key details in operationalising 
the pathway:

1. Information sharing 
2. Coding
3. Governance
4. Training
5. Safety

Social prescribing is a way for local 
agencies to refer people to a link or case 
worker who give people time, focusing on 
what matters to them the most and taking 
a holistic approach to people’s health and 
wellbeing. The link worker offers ongoing 
practical and emotional support and 
connects people to community groups and 
other statutory services.

The pathway outlined in this guidance focusses 
on a support model within GP practices that 
enlists the help of a specialist case worker to 
work on a 1:1 basis with vulnerable young 
people at risk of violence. It is using the power 
and trust of community healthcare settings 
to make connections, start conversations and 
provide appropriate support to vulnerable 
young people.

We can do this by thinking differently in how 
primary and community health services provide 
services that make young people feel safe, 
respected, accepted, empowered, listened to 
and provided with opportunities.
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social prescribing?3 4



The concept of supporting this group and their 
behaviours in the community setting probably 
worries most practitioners - especially when 
the mechanisms of why violence occurs is 
unfamiliar, unknown or there have not been 
experiences with this group previously. 

The reasons for violent behaviour are complex 
and multi factorial and the methods for 
supporting them are mainly subjective and 
observational. There are no rigorous clinical 
trials to tell us what the most evidence based 
effective intervention or strategy would be. 
However, what we do recognise is that the 
social determinants of health have a significant 
impact on the risk of developing violent 
behaviours, perpetrating violence, as well as an 
increased risk of being a victim of violence. We 
also know that in-hospital violence reduction 
programmes, criminal justice programmes, and 
community outreach programmes for gang 
violence led by third-sector organisations are 
successful in their objectives, through the use of 
a case worker approach. 

For the purpose of this guidance, we have 
developed a pathway based on our knowledge 
of existing violence reduction models for 
implementation in primary care.
 

Developing competency in  
violence reduction

We aim to:

1. Better support the health and social 
factors that we that we know are 
risk factors; 

2. Increase our knowledge and skills 
in recognising and identifying these 
indicators;  

3. Understand the skills and attitude 
needed to approach and work with 
vulnerable youth, adolescent and 
young adults; 

4. Feel supported as a workforce 
in offering and providing an 
intervention in the form of a 
specialised case worker;

5. Work collaboratively with a multi-
agency and multi-disciplinary 
approach and improve community 
working.

The health-related impact of violence has both 
physical and mental effects which are acute 
and chronic. Therefore, a violence reduction 
competency framework is needed to achieve 
confidence in performing this duty to protect 
and preserve the physical and mental well-being 
of the individual. 

To support both clinical and non-clinical staff, 
training and educational material is being 
developed alongside this pathway that aims 
to increase the knowledge, skills and attitudes 
of staff in identifying and referring individuals 
to the right support available.

Addressing barriers to accessing 
healthcare services 
Currently many marginalised groups, those 
who are vulnerable and exposed to violence are 
not accessing primary and community health 
services until they are forced to use A&Es or 
Major Trauma Centres. There are many reasons 
for this, as outlined by the recent Therapeutic 
Intervention for Peace (TIP) report, 
published by Power the Fight charity. 

The report outlined the specific findings 
below which need to be considered in the 
development and delivery of service models for 
this group:

• Community health services need to 
understand the broader contexts and causes 
of youth violence. If this understanding isn’t 
there, services risk harming young people 
further by making them feel they are the 
problem. 

• The language and culture of traditional 
services can be a barrier for engagement; 
innovative and flexible interventions need to 
be defined and delivered.

• There is a distrust with institutions. Currently 
marginalised groups often deeply distrust 
organisations and institutions due to 
consistent experiences of structural harm 
through inequality in health care, education 
and criminal justice systems. 

• Referral systems are currently not fit for 
purpose: the threshold for engagement is too 
high, waiting lists are too long and there can 
be a lack of ability to engage disenfranchised 
and socially marginalised groups.

• Young people and families are more likely 
to speak with practitioners who share or 
understand their ethnic background and 
culture. Participants involved in the TIP study 
expressed the importance of creating safe 
and trusting spaces through employing 
female, Black and Asian therapists.

• Social contexts need to be understood, 
for Black men and boys, along with family 
“pride” and integrity there is an expectation 
of hyper-masculinity. Similarly, Black women 
and girls were expected to be the backbone 
of families – carrying everyone through the 
aftermath of trauma by “bottling it up and 
being the strong woman”. 

• Faith can be a barrier if religious individuals 
believe services to be incompatible or 
irrelevant to their belief system. The 
2020 Youth Violence Commission report 
stated that ‘all professionals working with 
vulnerable young people should make an 
effort to harness the full potential of faith 
organisations in reducing serious violence 
between young people’.
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6.2 Identification and Screening

Identifying vulnerable and 
marginalised groups within our  
local communities
This model looks to offer a social prescribing 
pathway to a specific population group that 
are impacted or at risk of violence, where 
traditional health service approaches may have 
failed to engage them. 

Local areas can determine their target 
population by using existing knowledge such 
as their Joint Strategic Needs Assessment, 
other planning processes and through risk 
stratification. It may be that the population 
group requiring support is heavily concentrated 
within one PCN locality, alternatively it may 
be vaster, and the locality needs to be wider 
covering a range of PCNs.  

It is worth noting that across 
London, half of all people killed 
with a knife, or a gun are aged 
15-24-year-olds, despite only 
accounting for 12% of the city’s 
population (MOPAC, 2017). The 
target population for this social 
prescribing pathway may be best 
for individuals aged 10-25.

Who does this model aim to reach?
There are four levels of risk factors that can 
be used to indicate whether a young person is 
at an increased risk of involvement in serious 
youth violence using the London Continuum  
of Need:

1) Prevention 

2) Early Help 

3) Child in Need and 

4) Child Protection. 

The focus of this model is children and 
young people in levels 2 and 3 who can be 
identified through direct contact with primary 
and community care services: through family 
members engaged with General Practice, 
other health professionals and settings such 
as dentists, pharmacists, urgent care centres 
(UCCs) and proactive searching by a specialist 
case worker through patient records. 

Children in level 1 can be supported through a 
more generic CYP social prescribing pathway 
and those in level 4 must be supported through 
social services and protection agencies. Figure 1 
below includes indicators from expert opinions 
that are most related to violent behaviours, 
amongst others. Further risk indicators within 
extra-familial contexts can be found in the 
appendix.  

6.1 Overarching aims and objectives
The overarching aims and objectives of this model are outlined below, further information on 
evaluation and data is available in Appendix 1.
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Aims Objectives

Improving the lives 
of young people, 
their families, and 
communities

• Improving young people’s satisfaction with use of health services
• Improving access to healthcare for young people
•  Services that are designed around their needs e.g. providing a violence reduction 

case worker in an area of significant need
• Reducing physical injuries from violence in the local community
• Improving mental health and resilience associated with violence
• Improved physical health outcomes
• Improved access to education, employment, and housing
• Reducing offending and improving safety levels

Reducing the 
burden of cases 
going to secondary 
and tertiary care 
(A&Es and MTCs)

• Reducing physical injuries from violence in the local community

Increased 
awareness of 
VR amongst 
healthcare staff

•  Increased awareness of why violence is everyone’s problem, is health’s problem 
and the different types of violence

• Increased training in adolescent health and inequalities
• Increased awareness of Adverse Childhood Experiences (ACEs)
• Adoption of trauma informed approaches across local healthcare settings

Increased 
identification 
of those at risk 
of violence 
by healthcare 
professionals

• Training and introduction of an assessment tool into routine practice 
• Identification of appropriate patients to refer  
• Identification of exclusion criteria
•  Improved clarity with regards to safeguarding procedures with regards to those 

under 18 
• Improved clarity with regards to domestic violence referrals for those over 18

Operational and 
delivery of violence 
reduction pathway 
in the community

•  Improving engagement of target group with NHS primary and community  
care services

•  Improved accessibility to the case worker though any community  
healthcare settings

• Safe working and protection of the case worker 
•  Improving community working and multidisciplinary team working and sharing  

of information 
• Co-designing a personalised plan? 
• Meeting the goals in the plan.
• Utilising an attachment-based framework
• Utilising a strength focused framework

Figure 1: Indicators in risk levels 2 and 3 that are 
most related to violent behaviours amongst others

Risk level 2  
Early Help
• Lack of ability to self-care
• Finance or severe deprivation 
•  Not in Education, Employment or 

Training (NEET) or school exclusions
• Instability around housing
• Recent trauma and loss
• Young carers

Risk level 3 
Children in Need
•  Special needs and disabilities (SEND), 

including speech and language 
difficulties

•  Poor physical and mental health 
outcomes

• Change in or new peer relationships 
• Exposure to domestic abuse

Model
of care6
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The Well Centre is a youth health 
centre where young people aged 
11-20 years old can see a youth 
worker, counsellor or doctor 
to discuss any of their physical 
and mental health concerns or 
worries in a safe and confidential 
space. The centre is based in 
Lambeth, a borough with high 
levels of deprivation, where 
22.6% of its population are aged 
under 19, of which 34% live in 
poverty. Of those young people 
attending the Well Centre, 27% 
were identified as having mental 
health issues.

Access
The Well Centre can be accessed by a 
variety of means including via self-referral, 
drop-in, pre-booked appointments, or 
through outreach sessions which take 
place in schools and in Lambeth YOS. It 
provides a ‘one-stop shop’ for physical 
and mental health needs enabling young 
people to access services without the fear 
of being stigmatised, in the way they might 
in a single-issue service. It also enables 
identification and access to early support 
without the need to refer to other services 
preventing escalation of needs.

Identification of need
Opportunistic screening for mental health 
problems is offered as part of a holistic 
health assessment, the “Teen Health 
Check”, developed by practice GP Dr 
Stephanie Lamb. This assessment helps 
with early identification of potential mental 
health issues, and with prescribers on-
site, swift intervention is possible when 
needed. Mental health assessments are also 
completed with young people presenting 
with anxiety or depression. Any young 
people who are then identified as having 
a higher level of need are fast tracked 
to specialist children and young people’s 
mental health services.

Early intervention
Onsite mental health support and 
counselling is provided by a counsellor who 
is a registered general and mental health 
nurse with expertise in children and young 
people’s mental health and counselling. 
Young people are able to access a variety 
of counselling techniques such as Cognitive 
Behaviour Therapy and Solution Focused 
Therapy.

Young person-centred support
Youth workers are part of the core staff of 
the Well Centre, responsible for completing 
an initial needs assessment with young 
people and working to support them with 
a wide range of practical and emotional 
issues. They can also support young people 
with any wider social and environmental 
concerns (e.g. housing and education) that 
can impact on their health and wellbeing.

Figure 2: Well Centre, LambethIdentifying young people who do 
not easily engage with NHS services   
There are various ways in which primary and 
community health services are in contact with 
this target group or can proactively identify 
individuals:

• Self-attendance i.e. individuals present 
to their local GP clinic or other community 
health providers such as the local dentist, 
pharmacist, sexual health clinic, school nurses 
or paramedics. 

• Through their families that have strong 
connections to community health settings, 
e.g. concerned mothers or fathers.

• Peer referral and utilising community 
connections.

• Urgent Care Centres being used for urgent 
treatment (those not co-located to A&Es 
should be prioritised as those in A&Es should 
utilise violence reduction services in these 
settings).

• Discharge letters or communications from 
other services e.g. Children and Adolescent 
Mental Health Services (CAMHS) or 
Paediatrics.

• Proactively seeking out those at risk 
through specific coding within patient notes. 
Alternatively, recognising postcodes in local 
‘hot spots’. 

• Utilising practice multi-disciplinary 
meetings where safeguarding concerns are 
discussed to identify individuals who will 
benefit from this pathway.

• Specific CYP drop-in clinics such as the 
model developed by the Well Centre in 
Lambeth (see figure 2 for more details).

• Other agencies such as schools and youth 
offending services or community institutions 
such as youth clubs and barber shops. 

Other methods to highlight the 
model and promote engagement
Engagement methods and terminology should 
be different depending on who you’re wanting 
to engage: 

Engagement methods for professionals
To engage professionals so they are aware 
of the pathway on offer, material should 
be developed such as leaflets and other 
promotional material to be circulated to 
community health settings as well as local 
communication channels through the PCN 
(such as intranet). This material may also be 
useful to display in community health settings 
to be picked up by concerned family members. 

Additionally, the Specialist Case Worker through 
their connections with local services such as 
schools (including pupil referral units), youth 
offending teams and third sector organisations 
can publicise the pathway on offer. 

Engagement methods for individuals 
To directly engage individuals, peer referral is 
a powerful tool to gain the favour and trust 
of vulnerable young people, hence every 
opportunity should be taken to collaborate and 
talk to youth about what they want and what 
will help them.
 
It would be important to champion the violence 
reduction pathway in the community via youth 
clubs and faith settings for example. It is also 
worth exploring more novel communication 
means such as social media, viral campaigns, 
targeted ads, celebrity endorsement etc.

Using clear, non-jargon terminology to describe 
the model and Specialist Case Worker role 
is crucial when engaging different groups of 
young people. Users involved in this work have 
mentioned that the term ‘Social Prescribing’ 
may be connotated with the prescription of 
drugs and have suggested alternatives such as 
advocate, social endorser or peer navigator.



6.3 Supporting individuals  
once identified 

The pathway once individuals have  
been identified 
Figure 3 below outlines the pathway for 
individuals who are identified to be at risk from 
violence. The key element of this pathway is 
the involvement of clinical and non-clinical staff 
in identification to then refer individuals to a 
Specialist Case Worker that provides direct case 
worker support. 
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Facilitating the referral within 
current systems 
For referrals that have come from the GP 
practice, the referral template (see appendix 
2) is integrated within EMIS or System 1, 
completed by clinical or non-clinical staff and 
then submitted to the Specialist Case Worker to 
review. If the referral comes from other health 
services, the form should be accessed on the 
local CCG intranet, PCN or GP practice website. 
Alternatively, the Multi-Agency Safeguarding 
Hub (MASH) / Early Help referral process can  
be used.

Access points 

1:1 individual and/or
family support 
programmes

Connections with 
community networks/

faith groups

Support with mental 
health and wellbeing

Support with other  
health issues

Support with  
housing services

Support with  
employment services

Social interventions  
e.g. leisure activities

Education and training

Interventions

Specialist Case Worker proactively seeking out individuals through explicit codes in patient notes

Figure 3: Sample pathway for children and young  
people at risk of violence

Individual – direct 
phone call or through 

attending the GP

CAMHS or other 
services such as 

paediatrics (possible 
discharge letter to GP)

Other agencies 
or community 

institutions

Other community 
health services  

e.g. dentist, pharmacist, 
school nurses, isolated 

UTC (not co-located 
with A&Es)

Family member 
(i.e. concerned mum)

Peer referral

Non-clinical and clinical 
staff are educated and 

trained to identify those 
who may need further 

support 

Utilise existing referral 
processes through 
MASH/Early help

Clinical and non-clinical 
staff to discuss risks 
or concerns about 
individual prior to 

gaining consent and 
referring onwards

Specialist Case Worker 
(working across set number 
of practices or PCNs) picks 

up referral and builds 
relationship with individual

Specialist Case Worker 
works with the 

individual and family 
(where appropriate) 

to devise and deliver a 
personalised plan that 
suits their needs. The 
development of the 

plan could also include 
input and expertise from 

relevant services
Referral from clinical 
staff member straight 

to Specialist Case 
Worker on e-referral 
from within the GP 
system (e.g. EMIS or 

System1)



6.4 The role of the  
Specialist Case Worker  

Hosting the Specialist Case Worker
There are different options whereby the 
Specialist Case Worker is hosted and therefore 
employed, this is dependent on whether the 
model of care is co-owned with other NHS 
services such as the local Mental Health Trust as 
well as the local authority.  

• Partnership approach 
Alternatively, the Specialist Case Worker could 
still be placed within primary and community 
care but jointly commissioned by a range of 
NHS services (mental health, primary and 
community care) and the local authority. With 
this approach, it may be helpful to consider 
potential complexities because of multiple 
lines of reporting and varying governances.

• PCN approach
The Specialist Case Worker can work across a 
consortium of GPs or PCNs as defined by the 
locality. A host GP practice will be identified 
to provide a base for the case worker, but the 
role will work to multiple practices / PCNs. 
More than one base may be necessary to 
allow for the case worker to provide safe 
and neutral spaces for young people across 
different local violent ‘hot spots’.

 

With both approaches, the Specialist 
Case Worker should be part of 
a multi-disciplinary team and be 
included in local networks such as 
child safeguarding networks and 
any local multi-agency Violence 
Reduction groups.  

The Specialist Case Worker 
responsibilities and job criteria

Understanding the local context:
- Before engaging with individuals and taking 

referrals, the Specialist Case Worker will 
need to be thoroughly inducted into the local 
community to understand the landscape and 
its nuances.

- A specialist understanding of the locality is 
pivotal to success, this includes understanding 
violent ‘hot spots’, being politically aware of 
local tensions and ‘plugged into’ local youth 
sub-culture. 

- To help with understanding the locality, 
robust links with community leaders, the 
police, community safety partnerships, local 
third sector organisations and young people 
is essential.

Engaging with the individual and 
family (and where appropriate other 
local services) to devise and deliver a 
personalised plan:
- Working with the individual collaboratively 

and transparently from the very beginning 
is key to build trust, identify issues and risks, 
and assess how their needs can be met.

- If they are under 16, consent from parents/
caregivers may be considered. If parents/
caregivers are not involved the Specialist 
Case Worker should ensure there are clear 
thresholds in place for when family or 
social services need to be contacted and 
ensure that the young person understands 
these boundaries prior to consultation. This 
helps with challenges that might arise on 
confidentiality and sharing information.

- Involving parents/caregivers from the 
beginning also helps to understand what 
is happening in the home and potentially if 
given some support they’ll be better able to 
help the child. However, involving the family 
early on should be considered on a case-by-
case basis, it may be that the initial phase 
of identified need is a critical time where 
confidentiality and trust for the young person 
is paramount.

- Leading a holistic assessment where 
knowledge and expertise from a range of 
services could be included to devise and 
deliver a co-produced, personalised plan 
that is most likely to be effective for each 
individual and family, this could include 
(where appropriate):

• Local health services including dentist, 
sexual health, pharmacy, child and 
adolescent mental health services 
(CAMHS), paediatrics.

• Engaging with community leaders where 
necessary that may hold influence and the 
potential to support effective, long-term 
interventions.

• Engaging with agencies including schools, 
student welfare services, youth and 
community services, youth offending teams 
and community police officers. 

• Other link workers in the locality e.g. those 
for universal CYP and adults.

- On-going support meeting the needs outlined 
in the personalised plan, this support will vary 
depending on individual circumstances. The 
range of interventions is outlined in figure 3 
above. 

- Meeting the individuals and delivering 
interventions in a variety of community-based 
settings e.g. homes, youth centres, clinics 
etc., preferably during after-school hours.

- Taking part in outreach activities, both 
independently and in partnership with 
other services to understand local offerings 
provided by the third sector and local 
authority.
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Key points from our service users:

- Focus on taking a more 
relational approach rather than 
going straight into the problem and 
solution first.

- Be kind, compassionate, down 
to earth, and open minded

- Conversations should start with 
information on confidentiality, so 
trust isn’t broken

- Be non-judgemental and if the 
individual is struggling to engage 
then ask whether they would rather 
express their views through other 
forms if that’s more comfortable and 
less direct

- Don’t have a professional  
guard up - share things to show 
that they relate to the individual and 
show your human side 

- Words ‘criminally exploited/ 
sexually exploited’ can come 
across harsh and make the 
individual feel like it is their 
fault for being vulnerable. 
Professionals are not conscious of  
the impact this might have. 



Qualifications, Experience and Skills
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Detail E D

Qualifications, 
Knowledge and 
Training

A youth work, social work, health or equivalent 
qualification at level 3, or willingness to undertake 
training to level 3

Knowledge of child/adolescent development

Mental Health First Aid training

Experience Previous work with youth and families and outreach 
work as well as diversity training and being culturally 
competent 

Experience of and ability to assess the needs of young 
people, including undertaking risk assessment

Experience of case holding clients & maintaining 
individual client files

Experience providing coaching / mentoring role, 
possibly with lived experience of youth crime / justice 
system 

Skills Excellent communication skills, with the ability to 
quickly establish positive relationships with young 
people and motivate them to participate in activities 
and events

Understanding how to establish boundaries, manage 
challenging behaviour and de-escalate conflict

Understanding importance of safeguarding in 
providing a safe environment for young people.

Specialist Case Worker caseload 
The caseload will be dependent on the needs 
of individuals being supported, the length of 
time they require support and where support 
is best delivered. This will be highly variable as 
on some occasions the case worker may have 
individuals that require lengthy 1:1 intensive 
support.

The Specialist Case Worker’s caseload should 
always be monitored and overseen by the 
Clinical Lead, there is a need to record hours 
spent with individuals as well as the number 
of referrals coming in to ensure caseloads are 
manageable and need doesn’t outweigh the 
provision on offer. 

Individuals referred to the service should be 
from localities covered by the consortium of 
GP practices or PCNs commissioning the case 
worker, however the service should be flexible 
to ensure individuals are not denied support 
due to postcodes and there is joint working 
with a range of local services to ensure the 
support is provided. 

Employment options
Recruitment could occur by directly employing 
an individual based on the job responsibilities 
above or alternatively building a strategic 
partnership with a local third sector 
organisation that offers a case worker through 
a secondment agreement, utilising existing 
knowledge of the local population and services. 

Information sharing and reporting  
(further information in section 6.2)
- Providing proactive and timely management 

of individual referrals from GPs and other 
referral points;

- Establishing robust information sharing 
processes between health services and other 
partners to ensure information is fed back 
to primary care records for monitoring and 
evaluation purposes;  

- Reporting to a nominated lead clinician 
locally that sits within the consortium of GPs 
or PCNs who will provide clinical supervision 
and line management. This may be the local 
safeguarding lead;

- Managing reporting mechanisms with GP 
clinics and primary care networks, including 
progress reports, key issues and risks. This 
should also include continual reviews of 
the model’s success, challenges and lessons 
learnt;

- Discussing caseloads within confidentially 
rules with relevant clinicians and 
organisations where appropriate;

- Ensuring child protection procedures 
are followed, collecting evidence and 
contributing to the evaluation of current local 
child protection parameters.



7.1 Information Sharing 
There is a need for necessary information 
sharing agreements, procedures, and 
communications arrangements to be in place 
between the case worker and other services to 
enable the sharing of information securely and 
appropriately.  

Many patients are choosing to opt out of 
data sharing which bring implications for the 
provision of future care or treatment as well as 
being unable to track benefits and outcomes 
of interventions. The Specialist Case Worker 
and other services should effectively inform 
individuals about what shall be shared, who it 
may be shared with, and how the information 
they have provided may be used. They should 
also inform individuals they have the right to 
opt out of sharing their information or restrict 
which elements of their information may or 
may not be shared.  

If consent is given, it is the Specialist Case 
Worker’s responsibility to maintain connections 
with services that may be supporting the 
individual and share information that is then 
captured into the individual’s health record held 
by the GP practice.  

Local Directory of Services (DoS)
Online directories should not replace case 
workers but can provide invaluable assistance 
in planning and agreeing care plans around 
individual’s goals. Online directories are widely 
available across London but are variable in 
quality, however in this pathway they have an 
important role in providing the Specialist Case 
Worker information on wider care and support 
options available in their community.

7.2 Coding
To provide clearer, more detailed information on 
individuals in both primary and secondary care 
and help to proactively seek individuals that 
may need support, more thorough data coding 
is needed. 

This requires a conscious effort by healthcare 
professionals. This is illustrated by the fact that 
the NEL Commissioning Support Unit recently 
looked at data from 360 GP practices in London 
and found that a code relating to assault or 
violence was only used 53 times during the 
course of a full year for all those practices.

It is proposed that the SNOMED codes in 
Appendix 3 are used universally across primary 
care for ‘assault’ incidents. For each incidence: 
a single code for ‘by whom’ and a single code 
for ‘mechanism or outcome’ is desirable. At 
the point of referral to the case worker, use of 
the code ‘At risk for other-directed violence’ 
alongside ‘referral to social prescriber’ should 
be entered for evaluation purposes.
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Operationalising  
the pathway7



7.3 Governance 

Supervision
Clinical governance and supervision in primary 
care can be provided by a number of options 
within the workforce. Ideally, a clinician 
working in the locality leading on paediatrics, 
social prescribing, safeguarding, adolescent 
health, mental health, or interested in violence 
reduction should take responsibility as a 
nominated Clinical Lead for supervising the  
case worker. 

Supervision should occur at least once a 
fortnight specifically discussing clients and cases 
and monitoring of potential and theoretical 
risks. Conversations are structured around risk 
where the case workers responsibility or duty is 
made clear. It is also important to schedule in 
debrief sessions, as the work can be draining 
emotionally. This can be in the form of a regular 
meeting once a week with the Clinical Lead or a 
peer worker. The case worker should also have 
regular access to a peer network or ‘buddy’ in 
addition to clinical supervision where support 
can be provided by others in similar roles across 
healthcare settings. 

Escalation of any concerns that the case 
worker may have, or that a clinician may have 
regarding the case worker could take a format 
as listed below:

• On a day-to-day basis concerns should be 
raised with the referring GP, on-call GP or 
named GP at the individual’s registered 
practice.

• The nominated Clinical Lead in the locality for 
violence reduction.

• Clinical Lead for social prescribing for the 
PCN/CCG that the case worker is part of.

• A paediatric or adolescent health clinical lead.

• CCG safeguarding leads (Dr and/or Nurse) for 
children and adults.

• PCN clinical directors.

In addition to providing supervision to the  
case worker, the Clinical Lead would be 
responsible for:

• Understanding local context and needs, 
enabling case workers to facilitate change 
locally.

• Understanding gaps in local provision e.g., 
training, service delivery, data.

• Troubleshooting key issues with the case 
worker. 

• Promoting training and supporting case 
worker in their learning and development.

• Be linked into existing governance 
infrastructure such as Children’s Safeguarding 
Board, Community Safety Partnership, and 
any local Violence Reduction Groups. 

• Have overall responsibility of ensuring the 
pathway and Specialist Case Worker are 
operating appropriately and effectively. 

Utilising expertise and knowledge  
in the community
Establishing a local multi-agency strategic group 
will ensure there is regular strategic intel from 
different sources on the local area but also 
provide a support forum for the Specialist  
Case Worker. Specifically, the benefits of this 
group are: 

• Intel to help understand gang dynamics and 
latest violent incidents which can then inform 
strategy and approaches for the case worker. 

• Different resources and expertise to manage 
risks, these partner relationships are crucial so 
that risk is not held by the NHS alone in this 
endeavour.

• Champions of the model within respective 
organisations and also helps maintain partner 
relationships.

• Ensuring there is a single point of contact 
within each organisation for any escalation. 

• Utilising the group for case discussion and 
discussions around more general risks. 
However, care needs to be taken when 
sharing information with other organisations 
and should be done according to the need 
to do so and the likely outcome of sharing 
information. Ultimately if information is being 
shared the service user should be made aware 
of who this is with and the reasons for doing 
so to maintain transparency and probity in 
the relationship.

• The multi-agency strategic group should 
include senior leads from:

- Mental Health e.g. Head of Psychological 
Therapies;

- NHS stakeholders e.g. clinical lead, 
safeguarding team; 

- Local Gangs Unit; 

- Police; 

- Youth Justice and probation; 

- Head of Community Safety.
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7.4 Training
Alongside this document sits an educational 
toolkit that provides tools and resources for 
healthcare professionals. This in an interim 
resource as more thorough, interactive training 
material is developed in partnership with Health 
Education England. 

Training for Health Professionals 
(clinical and non-clinical staff) 
Both clinical and non-clinical staff should be 
well equipped with the skills, techniques and 
knowledge needed to identify vulnerable 
young people, engaging them and directing 
them to the most appropriate support for their 
health and wellbeing. Training should include 
understanding the different levels of risk and 
indicators, trauma-informed approaches, how 
social and racial inequalities contribute to 
vulnerabilities and how early identification can 
aid in preventing young people from exposure 
to violence. 

Training for the Specialist  
Case Worker
Alongside the above training for health 
professionals, the Specialist Case Worker should 
receive additional tiers of contextual training to 
help identify and manage risk for this cohort 
of vulnerable young people. Training should 
address different levels of risk management 
and when it is appropriate to escalate e.g., 
disclosure of self-harming. It should include the 
understanding of trauma informed approaches 
and when they are most appropriate to use 
throughout intervention. Localities should 
explore specialist training for the case worker 
that might be offered by local partner 
organisations e.g. the third sector and youth-led 
organisations.  

7.5 Safety
It is likely that the case worker will be doing 
outreach work to deliver support to the 
individual and family in the right place and 
at the right time. This may be dictated by the 
individual due to the nature of their lifestyles, 
their comfort factor in particular settings and 
the risks they may deem associated with certain 
locations. Negotiation of this may be needed 
for the case worker to feel it is safe for them 
and they should only continue with outreach 
work if they feel satisfied it is safe. 

Given the nature of working with a population 
with early risk factors for violence and working 
in areas with higher levels of violence and 
crime; consideration should be given to 
circumstances that may require two (peer 
worker) to one community visits. This would 
primarily be for safety, but it is also helpful to 
have more than one person engaging with the 
individual as they may sometimes say different 
things to different people, therefore enhancing 
the perspective and opportunities that can be 
gained from those interactions.

It is possible to have just one person attend 
visits, but there needs to be someone (e.g. a 
social prescribing supervisor, peer worker or 
practice manager) who knows exactly where 
they are, who they are meeting with and for 
how long they will be there. A schedule of 
appointments, duration and locations should be 
easily available to the supervisor or manager of 
the case worker. A deputy supervisor or deputy 
practice manager should be knowledgeable of 
this pathway and protocol also in the case of 
absence or annual leave. 

The case worker needs to be transparent 
from the outset in establishing boundaries 
and communicating these to the individual. 
If personal boundaries are compromised it 
is the case worker’s responsibility to discuss 
this immediately with their supervisor and 
work out solutions that keep the service user’s 
best interests as a priority. The case worker is 
employed during Monday to Friday working 
hours only and must not have communication 
with the service user outside of these hours.
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Appendix 1:  
Evaluation framework for local systems
1. Providing an overview of the pilot 

2. Outcomes, KPIs and measurements to evaluate the impact of the pathway 
on individuals, families, and local communities 

Project title / name of pilot
E.g. Social prescribing model for children and young people at risk of violence 

Aims and objectives 
What does the project aim to do? What are the intended health outcomes and impact? 

Timescales 
How long will pilot run for and what is the timescale for the evaluation?

Locations 
General information on each of the boroughs, including CYP demographics

Funding arrangements 
How is pilot funded and who is it commissioned by?

Oversight and monitoring
Who will be responsible for oversight? Will there be implementation groups within each of the 
boroughs? What will be the process for updating the NHS London VR programme? Will there be 
any reporting required?

Model 
Refer to the pathway document, are there any local variations and flexibilities that need to be 
outlined?

Case worker role 
Brief description of case worker role and responsibilities; how case worker will be recruited and 
who will host / line manage the role; supervision and training; access to equipment and IT

Outcomes Stakeholders 
Impacted

Key Performance Indicator Data Source Current 
Baseline

Reporting 
Frequency

Overarching aim: Improving the lives of young people, their families, and communities

• Improving young people’s 
satisfaction with use of 
health services

• Improving access to health 
for young people

• Services that are designed 
around their needs e.g. 
providing a violence 
reduction case worker in an 
area of significant need

Patients and 
local health 
system

• GP registrations increase for 
10-30yr old age group in local 
area

• Number of hours spent with 
case worker

• Number of contacts with the 
case worker

• Engagement in personalised 
care plan

• GP registrations 

• Case worker 
activity log

To assess 
locally

Quarterly

• Reducing physical injuries 
from violence in the local 
community

• Improving mental health and 
resilience associated with 
violence

• Improve physical health 
outcomes 

Patients and 
local health 
system

• Reduction in A&E admissions 
for 10-30yr old age group 
from violent incidents

• Reduction in UTC admissions 
for 10-30yr old age group 
from violent incidents

• Reduction in LAS call outs for 
violent incidents  

• Improved mental health and 
wellbeing scores

• Improved BMI / physical activity 
/ Alcohol levels etc 

• ECDS dataset

• LAS dataset

• Questionnaire 
(see below)

To assess 
locally 

To access 
with 
individual 
at the start 
of care

Quarterly

• Improved access to 
education, employment, and 
housing

• Reducing offending and 
improving safety levels

Patients and 
local community

• Improvement in school 
attendance

• Improvement in employment / 
training

• Improvement in housing status

• Reduction in contacts with the 
police and justice system

• Reduction in crime levels 
within local community 

• Questionnaire 
(see below)

• Local MET data 

To assess 
locally

Monthly

Overarching aim: Reducing the burden of cases going to secondary and tertiary care (A&Es and MTCs)

• Reducing physical injuries 
from violence in the local 
community

Local system • Reduction in A&E admissions 
for 10-30yr old age group 
from violent incidents

• Reduction in UTC admissions 
for 10-30yr old age group 
from violent incidents

• Reduction in LAS call outs for 
violent incidents  

• ECDS dataset

• LAS dataset

To assess 
locally

Quarterly
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3. Outcomes, KPIs and measurements to evaluate the impact of the pathway 
on the system 

Outcomes Stakeholders 
Impacted

Key Performance Indicator Data Source Current 
Baseline

Reporting 
Frequency

Overarching aim: Increased awareness of VR amongst healthcare staff 

• Increased awareness of 
why violence is everyone’s 
problem, is health’s problem 
and the different types of 
violence

• Increased training in 
adolescent health and 
inequalities

• Increased awareness 
of Adverse Childhood 
Experiences (ACEs)

• Adoption of trauma 
informed approaches across 
local healthcare settings

Healthcare 
workers (clinical 
and non-clinical)

• Increased awareness of why 
violence is everyone’s problem, 
is health’s problem and the 
different types of violence

• Increase in VR training 
opportunities available locally 
to healthcare staff

• Increased uptake in VR training 
from different healthcare 
workers

• Increased awareness 
of Adverse Childhood 
Experiences (ACEs) amongst 
healthcare staff

• Increased uptake of trauma 
informed care across different 
NHS settings within local 
system

• Questionnaire 
with healthcare 
staff (see below)

• Information 
re training 
opportunities 
locally and 
uptake

To assess 
locally

6-monthly

Overarching aim: Increased identification of those at risk of violence by healthcare professionals

• Training and introduction 
of an assessment tool into 
routine practice 

• Identification of appropriate 
patients to refer  

• Identification of exclusion 
criteria

• Improved clarity with regards 
to safeguarding procedures 
with regards to those under 
18 

• Improved clarity with 
regards to domestic violence 
referrals for those over 18 

Healthcare 
workers (clinical 
and non-clinical)

• Evaluation could include the 
time it takes to use it, the ease 
of use for professionals, and 
the acceptability to young 
people.

• Increased referrals to other 
pathways e.g. safeguarding 
and other link workers 

• Confidence and knowledge 
ratings through qualitative 
surveys

• Feedback from individuals 
that have gone through the 
pathway

• Case worker 
activity log

To assess 
locally

6-monthly

Outcomes Stakeholders 
Impacted

Key Performance Indicator Data Source Current 
Baseline

Reporting 
Frequency

Overarching aim: Operational and delivery of violence reduction pathway in the community

• Improving engagement 
of target group with NHS 
primary and community care 
services

• Improved accessibility to 
the case worker though 
any community healthcare 
settings

Patients and 
local community

• GP registrations increase for 
10-30yr old age group in local 
area

• Number of contacts with case 
worker through community 
settings

• GP registrations 

• Case worker 
activity log

To assess 
locally

Quarterly

• Safe working and protection 
of the case worker 

• Improving community 
working and 
multidisciplinary team 
working and sharing of 
information 

• Co-designing a personalised 
plan?

• Meeting the goals in the 
plan. 

• Utilising an attachment-
based framework

• Utilising a strength focused 
framework

Patients, local 
system and local 
community

• Number of co-designed 
personalised plans developed

• Number of goals achieved 

• Increased communication 
between community 
healthcare services

• Case worker 
activity log

To assess 
locally

Quarterly
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Questionnaires to support the evaluation

Risk 
Sample children and young people’s risk assessment can be found here.

NEET1 
What is patients main activity at the moment: (1) doing a course at a university (2) in education 
(3) in paid work (4) on a Training course/scheme (5) doing an apprenticeship (6) waiting for a 
course or job to start (7) looking after the family and home (8) unemployed and looking for work 
(9) waiting for exam results (10) waiting for the result of a job application (11) spending part of 
the week with an employer and part of the week at college (12) doing voluntary work.  

Mental health and wellbeing
Warwick-Edinburgh
Scale of 14 positively worded items for assessing mental wellbeing. 
Click here for a downloadable PDF.

Strengths and Difficulties 
Brief behavioural screening questionnaire assessing psychological attributes with optional impact 
supplement or follow up questions that can be used after intervention. SDQ templates can be 
found here in various languages.

Crime and offending
CRIME PICS II questionnaire – widely used, fully validated questionnaire for examining, and 
detecting changes in offenders’ attitudes to offending.

Housing2  
Accommodation status: (1) children’s home* (2) street homeless* (3) sleeping on friend/s’ sofa* 
(4) social housing (5) drug rehab hostel* (6) alcohol rehab hostel* (7) homeless hostel* (8) NFA / 
night shelter* (9) other adult hostel* (10) other local authority (11) other temporary (12) prison / 
YOI* (13) probation hostel* (14) with foster parents*
(15) with parents (16) with other relatives (17) other. *classed a presenting need

1  Longitudinal Study of Young People in England, 2009 
2   Fairbridge Training Evaluating Work with Young People: The Toolkit
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Qualitative data to support the evaluation

Interviews & focus groups
• Method of interviews – telephone calls, focus groups, case studies

• Agree how often to conduct interviews e.g. consider holding focus group with key stakeholders 
before pilot begins asking their vision for pilot and implementation concerns

• Identify key people to interview – GP practice staff, case workers, implementation groups, 
referrers, and patients/families

• Formulate semi-structured questions depending on who is being interviewed – interview 
questions to relate to the aims and outcomes above. 

• Request case studies from GP staff, service users and families

4. Summary section of the evaluation

5. Recommendations

Data analysis
Presentation and summary of collected quantitative and qualitative data; how the data has been 
analysed; include comparisons to baseline outcome measures to assess whether key outcomes 
have changed over the course of the pilot; comment on limitations to data collection 

Key factors for success 
Learning from pilot around what worked well in terms of pathway, delivery and implementation, 
staffing, relationships, governance, and funding.

Key challenges  
Learning from pilot around what could be improved in terms of pathway, delivery and 
implementation, staffing, relationships, governance, and funding. Include limitations.

Enablers 
Identified enablers for improving success of delivery e.g. digital capabilities, information sharing 
processes. 

Impact and outcomes
Summary of impact on target population, GP practices and workforce, crime rates, financial 
implications, and savings. How likely is it that the outcomes could be reproduced if the project 
were scaled up?

Recommendations

How the learning from evaluation will be embedded in programme delivery and provide 
recommendations for future implementation of pathway and evaluation approaches.

https://proceduresonline.com/trixcms/media/4900/cyp-risk-assessment-tool.doc
https://www2.uwe.ac.uk/services/Marketing/students/pdf/Wellbeing-resources/well-being-scale-wemwbs.pdf
https://www.sdqinfo.org/py/sdqinfo/b0.py
http://www.crime-pics.co.uk/


Appendix 2:  
Referral Template 
Referral Form
Please complete this form as fully as possible to enable us to provide the best possible support. 

Details of person being referred

Name 

Date of Birth & Age 

Address 

 

Phone 

Email 

Name of GP Practice 

NHS No

Gender: M      F      Other:    

Prefer not to say / not available  

Category (if known):

  Victim (or at risk of being a victim) of violence

  Perpetrator (or at risk of being a perpetrator) of violence

By completing the details above and below you agree that you have had an initial 
discussion about Social Prescribing with this person and/or family member, and have 
agreed consent to the sharing, use and storage of this information.

Referrer details (person who we can update about this individual)

Name  

Role  

Organisation

Phone  

Email

Social & Education (please tick all that apply):

  The referred person is in care ☐

  The referred person is NEET ☐  

  The referred person is associating with anti-social behaviour or criminally active peers ☐ 

  The referred person has recently experienced loss

  The referred person has physical health difficulties ☐ 

  The referred person lives alone ☐ 

  The referred person is a carer ☐ 

  Other: 

Risks (please tick all that apply and provide details):

  Suicide risk 

  Aggression risk (verbally/physically) ☐ 

  Safeguarding risks

Lifestyle:

Smoker? Yes      No      Prefer not to say 

Alcohol intake: ______ units/week

Illicit Drug Use or substance misuse:

Height:  _____cm   Weight:  _____kg  BMI: ______

Areas of support required (please tick all that apply):

  Mental or emotional support ☐    Housing advice ☐    Education support ☐  

  Healthy lifestyles  ☐   Welfare and benefits  ☐   Employment and skills ☐  

  Families and parenting ☐    Physical activities  ☐   Social networks  ☐   Carers support

Date of referral

OFFICE USE

Date Received 

Date Processed 

Initials of processor 

Age Range:

10-14    5-19  

20-25   

Prefer not to say/  

not available  
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Appendix 3:  
SNOMED Codes related to violence 
At risk for violence
• At risk for other-directed violence (finding)
• At increased risk of intimate partner violence (finding)
• At risk for self-directed violence (finding)
• At risk of domestic violence (finding)
• At risk of honour-based violence (finding)
• At risk violence in the home (finding)

Assault by person (event)
• Assault by friend (event)
• Assault by legal official (event)
• Assault by relative (event)
• Assault by stranger (event)
• Assault by unrelated caregiver (event)
• Alleged victim of physical assault by lone assailant
• Alleged victim of physical assault by multiple assailant

Assault and battery (event) 
• Assault by corrosive substance, except poisoning (event)
• Assault by cutting and stabbing instruments (event)
• Assault by fire and burning (event)
• Assault by firearms (event)
• Assault by person (event)
• Assault by striking by blunt or thrown object (event)
• Cut in fight (event)
• Stabbed in fight (event)
• Assault with body part (event)
• Fight - assault (event)

The codes below are further codes available under the parent code ‘assault’:
• Assault by criminal neglect (event)
• Assault by drowning (event)
• Assault by explosive device (event)
• Assault by firearms and explosives (event)
• Assault by high intensity noise (event)
• Assault by physical restraint (event)
• Assault by poisoning (event)
• Assault by pushing from high place (event)
• Assault by hanging and strangulation (event)
• Assault by striking with blunt object (event)
• Assault by striking with thrown object (event)
• Assault involving moving vehicles (event)
• Assault with electrical device (event)
• Assault with flexible instrument (event)
• Domestic violence (event)
• Sexual assault (event)
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Appendix 5:  
System engagement and expertise to 
develop the model
Name Role Organisation

Jagan John GP Partner, Chair – Barking and 
Dagenham CCG (ELHCP)

Aurora Medcare, Barking and 
Dagenham CCG (ELHCP)

Arun Hansi GP, Clinical Lead for Social Prescribing 
Violence Reduction – NHS London

Tower Hamlets CCG

Farzana Hussein GP Principal, Clinical Director for 
Newham Central

The Project Surgery – Newham

Fatima Bibi Clinical Psychologist and Service Lead Project Future – Barnet, Enfield and 
Haringey Mental Health NHS Trust

Emma Ryan GP Partner and PCN Clinical Director Southview Surgery, Bromley

Stephanie Lamb GP Partner and Co-Founder/ Clinical 
Lead, The Well Centre

Herne Hill Group Practice, The Well 
Centre – Lambeth

Gayle Hann Paediatric ED Consultant, Named 
Doctor for Child Protection

North Middlesex University Hospital 
NHS Trust

Evan Jones Head of CCE Development St. Giles Trust

Michael Carver Trauma Nurse, Clinical Lead for 
Hospital-based Violence Reduction 
Models – NHS London

Barts Health NHS Trust

Mervin Cato Head of Behaviour Support Services Secondary School Behaviour Support 
Team, Enfield

Helen Saunders Head of Partnerships and Planning North Middlesex University Hospital 
NHS Trust

Elroy Palmer SOS Gangs Team Leader St. Giles Trust

Helen Jones Named GP for Safeguarding Children Tower Hamlets CCG

Rafique Ullah Head of Youth Services and Youth 
Development

London Borough of Enfield

Julia Moody GP and Tower Hamlets CCG Clinical 
Lead for Children and Young People

Chrisp Street Health Centre, Tower 
Hamlets CCG

Ahsan Hulkorey SOS Project Manager St. Giles Trust

Suzi Griffiths Project Manager, Social Prescribing 
Regional Facilitator

Healthy London Partnership 

Kerree Ahern Programme Manager Enfield Training Hub

Niamh Ni-Longain Paediatric Emergency Medicine 
Consultant

Homerton University Hospital NHS 
Foundation Trust

Celeste Fay PRU Head Teacher London Borough of Enfield

Cat Still Service Manager Oasis Community Learning

Tom Coffey Senior Advisor to the Mayor, Health 
Policy and GP, Wandsworth

Greater London Authority

Michelle Drage Chief Executive Officer Londonwide Local Medical Committees 
(LMCs)

Martin Griffiths Clinical Director for Violence Reduction, 
Trauma Surgeon

NHS London and NHS England, Barts 
Health NHS Trust

Kath Evans Director of Nursing (Children’s), Clinical 
Lead Children & Young People

Barts Health NHS Trust, NEL STP

Matt Corder Health & Wellbeing Manager Active Luton

Ben Lindsay Founder/CEO Power the Fight 

Helen Price Social Prescribing Manager Enfield Voluntary Action

Anne-Marie Douglas Chief Executive Officer Peer Power 

Jane Leeman Consultant in Public Health London Violence Reduction Unit

Khadija Begum Youth Work Manager Spotlight Outreach Programme for CYP

Dawn Mitchell Health and Wellbeing Advisor Street Games

Sam Ellis Hub Manager Oasis Community Learning

Neera Dholakia Named GP for Safeguarding Children, 
Clinical Lead for Mental Health

West London CCG

Peter Nathan Director of Education London Borough of Enfield

John Poyton Co-Founder, CEO RedThread

Kirsty Jarvie Senior Consultant NEL Healthcare Consulting

Adam Woodgate Consultant in Emergency Medicine Barts Health NHS Trust

Akudo Okereafor Paediatrics Registrar North Middlesex Hospital 

Name Role Organisation

Arun Hansi (Chair) GP, Clinical Lead for Social Prescribing 
Violence Reduction – NHS London

Medicus Health Partners, Connaught 
Surgery – Enfield

Farzana Hussein GP Principal, Clinical Director for 
Newham Central

The Project Surgery – Newham

Jagan John GP Partner, Chair – Barking and 
Dagenham CCG (ELHCP)

Aurora Medcare, Barking and 
Dagenham CCG (ELHCP)

Fatima Bibi Clinical Psychologist and Service Lead Project Future – Barnet, Enfield and 
Haringey Mental Health NHS Trust

Emma Ryan GP Partner and PCN Clinical Director Southview Surgery, Bromley

Gayle Hann Paediatric ED Consultant, Named 
Doctor for Child Protection

North Middlesex University Hospital NHS 
Trust

Helen Jones Named GP for Safeguarding Children Tower Hamlets CCG

Akudo Okereafor Paediatrics Registrar North Middlesex Hospital 

Helen Saunders Head of Partnerships and Planning North Middlesex University Hospital NHS 
Trust

Kerree Ahern Programme Manager Enfield Training Hub

Violence Reduction Social Prescribing Working Group Members
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Appendix 6:
Additional levels of needs

Prevention: Level 1 Universal Needs

Learning / Education
• Achieving key stages

• Good attendance at school college/training

• No barriers to learning

•  Planned progression beyond statutory 
school age

Health
•  Good physical health with age appropriate 

developmental milestones including speech 
and language

Social, Emotional, Behavioural, 
Identity
•  Good mental health and psychological  

well-being

•  Knowledgeable about sex and relationships 
and consistent use of contraception if 
sexually active

•  Family and Social Relationships

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

Self-Care and Independence
•  Age appropriate independent living skills

Family History and Well-Being 
•  Supportive family relationships

Housing, Employment and Finance
•  Good quality stable housing

•  Social and Community Resources

•  Good social and friendship networks exist

•  Safe and secure environment

•  Access to consistent and positive activities

Basic Care, Safety and Protection
•  Parents able to provide care for child’s 

needs

Emotional Warmth and Stability
•  Parents provide secure and caring parenting

Guidance Boundaries and 
Stimulation
•  Parents provide appropriate guidance 

and boundaries to help child develop 
appropriate values

Learning / Education
•  Chronic non-attendance and truanting

•  Permanently excluded, frequent excursions 
or no education

•  No parental support for education

Health
•  High levels of disability which cannot be 

maintained in mainstream setting

•  Serious physical and emotional health 
problems

Social, Emotional, Behavioural, 
Identity
•  Challenging behaviour resulting in serious 

risk to the child and others

•  Failure or rejection to address serious 
reoffending behaviour

•  Likely to be the cohort of youth offending 
management

•  Known to be part of a gang or post code 
derived collective

•  Complex mental health issues requiring 
specialist interventions

•  In sexually exploitive relationship

•  Teenage parent under 16

•  Under 13 engaged in sexual activity

•  Frequently go missing from home for long 
periods

•  Distorted self-image

•  Young people experiencing current harm 
through their use of substances

•  Young people with complicated substance 
problems requiring specific interventions 
and/or child protection

•  Young people with complex needs whose 
issues are exacerbated by substance use

Self-Care and Independence
•  Severe lack of age appropriate behaviour 

and independent living skills likely to result 
in significant harm, e.g. bullying

Family and Social Relationships 
and Well-Being 
•  Suspicion of physical, emotional, sexual 

abuse or neglect

•  High levels of domestic violence that put 
the child at risk

•  Parents unable to care for child

•  Children who need to be looked after 
outside of their own family

Housing, Employment and Finance
•  No fixed abode or homeless

•  Family unable to gain employment or 
extreme poverty

Social and Community Resources
•  Child or family need immediate support 

and protection due to harassment / 
discriminate and no access to community 
resources

Basic Care, Safety and Protection
•  Parent is unable to meet child’s need 

without support

Emotional Warmth and Stability
•  Parents unable to manage and risk of 

family breakdown

Guidance Boundaries and 
Stimulation
•  Parent does not offer good role model e.g. 

condone antisocial behaviour

Child Protection: Level 4 Acute Needs
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As mentioned in the document, the below highlights two additional levels of need with their 
associated risk factors. The specialist case worker will have an awareness of these indicators when 
engaging with young people in order to provide the most appropriate care.
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