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Abstract

Background Little is known about the effectiveness of, and implementation complexities associated with, service
delivery models for children and young people (CYP) experiencing ‘common’mental health problems such as anxiety,
depression, behavioural difficulties and self-harm. This paper outlines how a model for high-quality service design

for this population group was developed by identifying available services, their effectiveness, cost-effectiveness

and acceptability, and the barriers and enablers to access.

Methods Sequential, mixed-methods design, combining evidence syntheses (scoping and integrative reviews
of the international literature) with primary research (a collective case study in England and Wales). Data from these
two elements were collaboratively synthesised in a subsequent model-building phase.

Results The scoping review yielded a service model typology. The integrative review found effectiveness evidence
only for four models: collaborative care (the only service model to also have cost-effectiveness evidence), outreach
approaches, brief intervention services and an organisational framework called ‘Availability, Responsiveness and Con-
tinuity’ No service model seemed more acceptable than others. Three case study themes were identified: pathways
to support; service engagement; and learning and understanding. The model-building phase identified rapid access,
learning self-care skills, individualised support, clear information, compassionate and competent staff and aftercare
planning as core characteristics of high-quality services. These characteristics were underpinned by four organi-
sational qualities: values that respect confidentiality; engagement and involvement; collaborative relationships;

and a learning culture.

Conclusions A consistent organisational evidence-base for service design and delivery in CYP’s mental health span-
ning many years appears to have had little impact on service provision in England and Wales. Rather than impose

- often inflexible and untested — specific local or national models or frameworks, those commissioning, designing
and delivering mental health services for CYP should (re)focus on already known, fundamental components neces-
sary for high-quality services. These fundamental components have been integrated into a collaboratively produced
general model of service design for CYP with common mental health problems. While this general model is primarily
focused on British service provision, it is broad enough to have utility for international audiences.

*Correspondence:

Steven Pryjmachuk

steven.pryjmachuk@manchesterac.uk

Full list of author information is available at the end of the article

©The Author(s) 2024. Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which
permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or

other third party material in this article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line
to the material. If material is not included in the article’s Creative Commons licence and your intended use is not permitted by statutory
regulation or exceeds the permitted use, you will need to obtain permission directly from the copyright holder. To view a copy of this
licence, visit http://creativecommons.org/licenses/by/4.0/. The Creative Commons Public Domain Dedication waiver (http://creativecom-
mons.org/publicdomain/zero/1.0/) applies to the data made available in this article, unless otherwise stated in a credit line to the data.


http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://creativecommons.org/publicdomain/zero/1.0/
http://crossmark.crossref.org/dialog/?doi=10.1186/s12913-024-10562-7&domain=pdf

Pryjmachuk et al. BMC Health Services Research (2024) 24:133

Page 2 of 14

Keywords Children, Young people, Mental health services, Organisational case studies, Evidence synthesis, Service

design, Service delivery

Background

The mental health of children and young people (CYP)
has been a major public health concern for at least a dec-
ade, both in the United Kingdom (UK) [1-5] and inter-
nationally [6]. Recent estimates suggest around one in
six 7-16 year olds and one in four 17-19 year olds in
England may be experiencing significant mental health
difficulties, including the likes of anxiety, depression, self-
harm, behavioural difficulties and eating disorders [7].

As in adult service provision, the mental health condi-
tions affecting CYP can be split into two broad catego-
ries: emotional and behavioural problems like anxiety
and depression that affect many CYP; and less common
mental health problems like schizophrenia. In the UK
(particularly in adult services), the former are frequently
referred to as ‘common’ mental health problems and the
latter ‘serious’ mental health problems. This distinction
is not always helpful, however, since common mental
health problems often lead to serious difficulties for CYP
and families. A more considerate distinction may thus be
‘common’ and ‘less common’ mental health problems.

The four-tiers model has dominated UK service provi-
sion in children’s mental health for at least two decades,
emerging from a seminal government-backed report
published in 1995 [8]. Tier 1 often involves non-mental
health professionals and is focused on mental health
promotion, mental ill-health prevention and screening
in universal children’s services such as schools and pri-
mary care. Tiers 2 and 3 tend to be outpatient services,
with Tier 3 services having more professionals involved
and higher levels of input than Tier 2 services. Tier 4 ser-
vices are very specialised services which usually means
inpatient care. The model expected CYP to enter at the
lower tier and progress to a higher tier only if support
and treatment did not work at a lower tier.

Over the years, it has become increasingly clear that
the four-tier model has not met the needs of most CYP
experiencing mental health problems. Numerous reports
and reviews [1, 3, 9-11] have consistently described UK
children’s mental health services as fragmented, unco-
ordinated, variable, inaccessible and lacking an evi-
dence-base. In response to these criticisms, there have
been attempts to transform services using initiatives
such as the Choice and Partnership Approach (CAPA)
[12], CYP-IAPT (an analogue of the adult Improving
Access to Psychological Therapies initiative for children
and young people) [13] and “THRIVE’ [14, 15]. CAPA,
developed in the early 2000s, was an initiative designed

to improve service effectiveness and the management of
service demand and capacity. The ‘choice’ in CAPA refers
to giving CYP and families choice (in appointments,
treatment options, and whether they engage further, for
example); ‘partnership’ is what CAPA calls treatment or
intervention, mainly because it is predicated on shared
decision-making. CYP-IAPT was a government-sup-
ported initiative of the 2010s. Like its adult IAPT coun-
terpart, CYP-IAPT aimed to improve the availability of,
and access to, evidence-based psychological therapies.
Unlike its adult counterpart, CYP-IAPT did not involve
the recruitment and development of new types of work-
ers; instead, it championed the training of existing staff
in evidence-based therapies such as cognitive-behav-
ioural therapy (CBT), parenting and interpersonal ther-
apy (IPT). A more recent development is THRIVE (not
an acronym although stylised in capitals). THRIVE is a
framework for creating coherent and resource-efficient
‘communities’ of mental health that focuses on clarity
around need rather than structures or interventions to
meet such needs. THRIVE has been mooted as an alter-
native to the tiers model [14] with the four tiers being
replaced by five (increasingly complex) levels of need:
thriving, getting advice, getting help, getting risk support,
and getting more help.

Little is known about the effectiveness of these initia-
tives nor the effectiveness of mental health service mod-
els for CYP in general. Moreover, the disparate factors
associated with accessing and navigating services for
CYP experiencing common mental health problems have
not to date been synthesised into a coherent model of
effective and acceptable service provision.

This paper outlines how a co-produced, evidence-
based, general model of service design for CYP experi-
encing common mental health problems was developed
via a mixed-methods study that encompassed an evi-
dence synthesis, primary research and a model building
phase. The study was informally named ‘Blueprint’ by the
study’s young advisors. This paper focuses on the model
building phase though some brief detail on the evidence
synthesis and primary research phases is necessary for
context.

Methods

The study’s overarching aim was to develop a model of
high-quality service design for CYP experiencing com-
mon mental health problems by identifying available
services, the barriers and enablers to access, and the
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effectiveness (including cost-effectiveness) and accept-
ability of those services. Using a sequential, mixed-
methods design, we combined evidence synthesis with
primary research, subsequently synthesising the data
from these two study elements into a general model of
high-quality service design for this population group.

Evidence synthesis phase

The evidence synthesis phase comprised a scoping review
in which various service delivery models were identified
and categorised and an integrative review exploring the
evidence for the various models identified in the scop-
ing review. A single literature search underpinned both
reviews. Relevant international bibliographic databases
and resources were searched in May 2019 using appropri-
ate search terms. Additional documents (obtained from
screening reference lists of relevant literature reviews,
citations in included documents and the research team’s
networks) continued to be added to the literature pool
until the end of 2020.

A PICOS (Population, Intervention, Comparator, Out-
comes and Study Design) formulation [16] was used to
frame the inclusion criteria for the reviews (Table 1).

For both reviews, two independent assessors extracted
data. Disputes were referred to a third reviewer. Qual-
ity assessment was conducted for the integrative review
only, using the Mixed Methods Appraisal Tool [17].

In the scoping review, descriptions of services for CYP
experiencing common mental health problems were
mapped to create a service model typology. Synthesis in
the integrative review was based on EPPI-Centre meth-
ods [18], with the different data sources (effectiveness,
cost-effectiveness, acceptability) being analysed sepa-
rately within each typology group prior to being com-
pared and contrasted across each typology group.

Primary research phase (case study)

Concurrent with the evidence synthesis phase, service
provision across England and Wales for CYP experienc-
ing common mental health problems was mapped using
a survey and desk-based methods (e.g., internet searches
and follow-up telephone calls). Identified services were
coded against the typology so the map could be used as
sampling frame for a collective case study [19] of nine
services across England and Wales. Services were purpo-
sively sampled to capture the spread of different typology
models and to reflect characteristics such as service sec-
tor (e.g., state-delivered, for-profit, or charitable), local-
ity/setting, target age group and delivery mode.

During this phase, six ‘young co-researchers’ — young
adults with lived experience of mental health issues —
were employed to work alongside the study’s substantive
researchers.
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Covid-19 restrictions at the time prevented site visits
thus data (except one interview) were collected remotely.
Across the nine case study sites, 96 semi-structured tel-
ephone/video interviews involving 108 participants (41
CYP, 26 parents, 41 staff) were conducted. The interview
schedules (topic guides) for the three participant groups
can be found in Additional File 1. Appropriate consent/
assent was obtained from all participants. Twenty-two
of the 96 interviews were jointly conducted with a young
co-researcher. Sites were also asked for information on
annual budgets, funding source, and key spending areas.

Case study data analysis was informed by Framework,
a matrix-based analytic method widely used in applied
health service research [20, 21]. Familiarisation with the
data occurred via team members CF, GN, JC, NE, RL, RM
and SK reading and discussing the interview transcripts
in depth. The transcripts were then coded deductively in
NVivo 11 (QSR International, Victoria, Australia) using
a thematic framework based on the study’s aims, after
which the data were ‘charted’ so that deductive codes for
each theme could be examined within each case study
site and comparatively across sites. The data were then
analysed inductively and iteratively to identify cross-cut-
ting themes, which were shared with the wider research
team and the study advisory group. Cost data were
descriptively summarised into a table.

Model building phase
During a series of online and face-to-face meetings, CF,
NE, SK and SP firstly compared and contrasted the case
study data with the integrative review data using the
‘weaving’ approach to integration through narrative. In
the weaving approach, different datasets are analysed,
interpreted and reported together on a theme-by-theme
or concept-by-concept basis [22]. The three themes
emerging from the case study analysis (see below) were
used to create three mixed-methods matrices in which
the case study data were presented transparently along-
side the review data to enable us to look for similarities
and differences and see how the case study data might
extend understanding of the review data and vice versa.
From these matrices we devised a preliminary model
of high-quality services for CYP experiencing common
mental health problems that attempted to integrate all
the factors associated with access to, navigating, and
receiving help from, such services. Using ‘scientific parsi-
mony’ [23], we aimed for an explanatory model of service
provision that was comprehensive yet understandable.
Importantly, this explanatory model is different to the
models in our scoping review typology being technically
a ‘meta-model’ or ‘model of models! However, to avoid
overcomplicating things, we simply call it a model.
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Our final model evolved through a collaborative pro-
cess. To make the model usable, accessible and meaning-
ful for commissioners, providers and users of services CF,
NE, SK and SP fine-tuned it following feedback from the
wider research team, the young co-researchers, the study
advisory group, an additional group of young people
with lived experience of mental health issues and several
CYP’s mental health service commissioners.

Results

Since the focus of this paper is on model development,
results from the evidence syntheses and case study are
reported only briefly and for context; results from the
model building phase are, however, presented (and sub-
sequently discussed) in detail. Further information on
the evidence syntheses and case study can be found else-
where [24, 25].

Evidence synthesis

Overall, 310 documents met the inclusion criteria for the
scoping or integrative reviews: 296 documents describ-
ing 342 services were included in the scoping review. 98
empirical papers were included in the integrative review,
56 providing effectiveness, 62 acceptability, and just three
cost-effectiveness data about the various service models
(22 papers provided data from more than one perspec-
tive). Preferred Reporting Items for Systematic Reviews
and Meta-Analyses (PRISMA) 2020 diagrams for the two
reviews can be found in Additional File 2.

To simplify the complexities associated with a wide
variety of services, the 342 scoping review service
descriptions were mapped into a service model typology
containing seven broad service model groupings (Fig. 1).
For brief descriptions of each model, see Additional
File 3.
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Across the international literature, the service models
most described in the scoping review documents were
in/outreach models (Group D), followed by community-
embedded specialist CAMHS models (Group B). The lat-
ter are models in which formal children’s mental health
specialists (e.g., nurses, psychiatrists, psychologists,
social workers) work in community settings such as GP
surgeries (B1: collaborative care) and schools (B2) rather
than hospital settings. Service transformation frame-
works (G) were also relatively common.

The integrative review found effectiveness evidence
only for collaborative care (B1), outreach approaches
in general (D), brief intervention services (a type of
patient-level demand management, F2) and the US ser-
vice transformation framework Availability, Responsive-
ness and Continuity (ARC; G5) [26-28]. The strongest
effectiveness evidence was for collaborative care. Cost-
effectiveness evidence was very limited (just three papers
met the inclusion criteria) with the only robust evidence
also being for collaborative care. Since most of the col-
laborative care evidence was from the US, its applicability
to UK health systems is questionable. No service model
appeared to be more acceptable to CYP, families or pro-
fessionals than others.

Our integrative review findings suggest that effective
and acceptable services tend to be underpinned by acces-
sibility, interagency working, the use of consultation-liai-
son and a service culture emphasising child-centredness,
user involvement and continuity of care (e.g., seeing the
same staff). Brief intervention approaches may be helpful
in managing waiting lists since these models often focus
on the development of self-management skills.

Primary research (case study)
One hundred and fifty-four services from 123 different
providers across England and Wales were included in the

EXSeT B. Community- C. Community- ED d
" . " ervnctg A. Specialist embedded embedded non- Dliniont h E. Ecological apeman :
r:\ns ormaklon CAMHS specialist specialist G OULIEAC models managderlnen
rameworks CAMHS CAMHS models
G1. Systems of care
G2. Tiers approach . —
G2a. UK Al. Outy B1. Collaborative C1. Primary care D1. Outreach to E1. Wraparound F1. Organisation-
G2b. Non-UK CAMHS care MH service home approaches level demand
5 Ala. — =
G3. ()THRIVE ‘alb, condition-specific | | B2 School- C2. Digital service | (D2, Schools E2 Multi-sy mar
. MH - outreach therapy F2. Patient-level
G4. UK psychological A2. Specialist service C3. NGO-derived i |
i i D3. C nit
therapies frameworks CAMHS day care B3.., v - hub outre:(r:r;\":)dl y management
G5. ARC A3. Inpatient care derived community aicen
G6. F | (out of scope) hub
hlIA L] DA4. Paediatric
partnerships liaison
G7. Evergreen Canada

Fig. 1 Typology of service models. Note: ARC = Availability, Responsiveness and Continuity; CAMHS = child and adolescent mental health services;
MH=mental health NGO =non-governmental organisation; UK=United Kingdom
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service map. We found service provision across England
and Wales to be diverse with statutory (state), private
(for-profit) and third (charitable/not-for-profit) sec-
tor services operating in a range of settings, supporting
CYP with a wide range of common mental health prob-
lems. No single model from our typology was particularly
dominant. Most services were provided in community,
non-health settings, most focused on secondary-school
aged children (11-16 years) and most offered support
for the most prevalent of the common mental health
problems (i.e., general anxiety issues, depression and
self-harm). Open access via self- or parent referral was
relatively widespread, particularly in the two non-statu-
tory sectors. There was wide variability in the amount of
data available, or which sites were willing to provide, on
service, training and staff costs. One site provided no cost
data at all.

Three themes emerged from the case study data: path-
ways to support (relating to service access and exit);
service engagement; and learning and understanding.
Findings of the case study are reported in detail else-
where [25].

Regarding pathways to support, self-referral, the timeli-
ness and availability of support, physical accessibility and
planning for support following discharge were important
determinants of whether a service is seen as accessible by
CYP, families and professionals. A single point of access
to services may be beneficial if it does not result in multi-
ple assessments or multiple waiting lists.

The service engagement and learning and understand-
ing themes highlighted the importance of personalised,
holistic and flexible services that involve CYP and fami-
lies, respect confidentiality, ensure continuity in thera-
peutic relationships, focus on strengths and engage CYP
in creative ways. Staff expertise and professional compe-
tence are important but so are empathy and compassion.
A positive organisational learning culture (one embrac-
ing, for example, continuous professional development,
reflective practice, service improvement and involve-
ment opportunities) appears fundamental to service
effectiveness and acceptability. Service effectiveness was
also linked to opportunities for CYP to develop knowl-
edge and skills that enabled them to both understand and
manage their own mental health.

Model building

A narrative for each of the three themes in the mixed-
methods matrices is presented below. Within each
theme, we analysed and interpreted the case study and
integrative review data across several key concepts, iden-
tified in italics in each narrative.

1) Pathways to support
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Referral routes contrasted the advantages of self-refer-
ral against those of professional referral. Only case study
data were available here; there was no evidence for spe-
cific referral routes in the review data. Self-referral was
generally seen to promote service access, while profes-
sional referral was seen as problematic; poor-quality pro-
fessional referrals in particular seemed to increase the
risk of rejection by a service. In both datasets, there was
a consistent perspective on availability of information in
that lack of information about services made CYP and
parents apprehensive and was seen as a barrier to access.
Both datasets were also consistent regarding speed of
access and waiting lists: families generally wanted rapid
access to services without lengthy waiting times for both
assessment and therapy. The case study data also indi-
cated some services had a role in supporting CYP while
they waited for access to more specialist services. Acces-
sibility at all stages of the CYP’s journey, picked up in
both datasets, reflects frustrations with approaches that
nominally improve access but which move bottlenecks
further along the CYP’s journey. For example, services
with a single point of access may provide more rapid
access to assessment but might still have lengthy therapy
waits. Physical accessibility and convenience of the service
was noted in both datasets though in more detail in the
case study data. While the integrative review data simply
specified that venues need to be accessible, the case study
data expands on this by identifying service hours, ability
to contact service providers directly and physical con-
venience (including mode of delivery) as characteristics
of accessibility. Post-service support was reported in the
case study data only and refers to signposting to further
support, self-referral back into services, post-discharge
follow-up and planning for transition to adult mental
health services.

2) Service engagement

There were significant and consistent data supporting
the concept of personalised services in both datasets, with
involvement (including service co-design) being central
to a personalised approach. CYP and parents want ser-
vices to be person-centred, age-appropriate, focused
on strengths rather than deficits, tailored to individual
needs and interests and flexible enough to meet chang-
ing needs. In addition, service co-design should be an
ongoing process. Furthermore, CYP want services which
are engaging, fun and creative. The review and case
study data both suggest the third (charitable/not-for-
profit) sector may have more freedom and flexibility to
offer personalisation than the statutory sector, possibly
because third-sector services are rarely diagnosis-led.
Choice was a key concept in both datasets, though there
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was more detail in the case study data which reported
that CYP and parents want choice in how to access ser-
vices, the mode of delivery, service setting and the type
of support or therapy provided. Moreover, the case study
data suggest, where choice is necessarily restricted, it
should be clearly communicated to the CYP and family.
A significant concept arising in the case study but not the
review data was confidentiality. The way confidentiality
was managed was an important issue for CYP and par-
ents and there were sometimes tensions between confi-
dentiality and safeguarding. Confidentiality can influence
decisions about which services CYP will access or the
extent to which they will share information with practi-
tioners. For example, CYP may worry about peers finding
out about them accessing help in school settings and may
therefore prefer at-home, remote telephone or online ser-
vices. However, remote appointments might not afford
the same levels of privacy as office-based appointments.
Though identified in both datasets, the case study data
provide significantly more detail about practitioner qual-
ities, best summarised in the phrase compassionate and
competent staff. Regarding compassion, staff need to be
approachable, non-judgemental, empathic, genuine and
passionate about their work with CYP. Regarding com-
petence, CYP and parents want staff to be experienced,
knowledgeable and therapeutically skilled; this could
mean being seen by an accredited mental health profes-
sional rather than a support worker. Positive relationships
covered therapeutic relationships between practitioners
and CYP/families as well as effective team working. Both
datasets provided strong evidence for this concept and
both included continuity of care as important in estab-
lishing positive relationships. The case study data identify
good communication and practitioner skills as underpin-
ning therapeutic relationships, demonstrating some over-
lap with practitioner qualities.

3) Learning and understanding

The key concept practitioner learning was identified
in both datasets and refers to staff learning reflectively
from other disciplines, from others within their own
discipline or, indeed, from the CYP/families in their
care. An example from the integrative review is non-
mental health specialists gaining knowledge and skills
from mental health specialists, particularly in services
featuring consultation-liaison. Acquiring skills for self-
care was also identified in both datasets. The integrative
review data outlined that CYP and parents often wanted
services to provide them with skills to help themselves.
The case study data further expands on this by identi-
fying the nature of these skills: skills to regulate emo-
tions, challenge ways of thinking, manage anxiety and
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self-soothe, for example. Personalised approaches to
learning overlaps with personalised services discussed
in ‘service engagement’ above, with involvement being
a common characteristic of both. The review data refers
to staff who were CYP-centred and the degree to which
CYP and parents are involved, while the case study data
refers to sessions being pitched at a level that works
for individual CYP. Impact of learning skills for self-
care was substantially more evident in the case study
data. Reported impacts in the case study data include
reduced anxiety and stress, being better able to cope at
school and during the pandemic lockdown, preventing
deterioration in mental health, promoting independ-
ence, improved resilience and better problem-solving.
The review data focused mainly on the impact of brief
intervention approaches which are often underpinned
by training in self-care skills.

Integrating the three narratives above, together with
feedback from various stakeholders, resulted in a final,
general model of high-quality effective and acceptable
services for CYP with common mental health prob-
lems, represented visually in Fig. 2.

Elements in blue on the left-hand side of Fig. 2 are
the core characteristics a service needs to possess to be
considered high-quality; green elements on the right
are the necessary underpinning characteristics cutting
across these core characteristics.

Table 2 further explains the individual model compo-
nents and outlines how each component was derived
from the model building phase’s synthesis (integration
through narrative).

Discussion

The main policy driver in England when this study
was commissioned (2017) was the Future in Mind
report [5]. This report outlined a set of key proposals
for transforming the design and delivery of children’s
mental health services. A government green paper [29]
steered a consultation on these proposals during late
2017/early 2018, after which proposals for transform-
ing children’s mental health services were embedded
into the five-year NHS [National Health Service] Men-
tal Health Implementation Plan (MHIP) [30]. In Wales,
the main policy drivers at the time were the all-age
Together for Mental Health initiative [31] and the NHS-
led Together for Children and Young People (T4CYP)
programme [32]. The 2015 Well-being of Future Gener-
ations Act [33] also influenced policy in that it imposed
a requirement on public bodies — including health and
local authorities — to consider future generations when
devising economic, social, environmental and cultural
policy.
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High quality services for children and young
people experiencing common mental health

problems are those that provide:

... and are those
underpinned by:
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rapid access and short waiting times

values that respect

2

confidentiality

strategies for self-care

opportunities to learn practical skills and

engagement and
involvement of children and

2

young people at the core

individualised support

|

collaborative relationships:

©

with children and young

clear and accessible information

people, families, and other
disciplines and agencies

2

compassionate and competent staff

a learning culture

©

aftercare planning

Fig. 2 An evidence-based model of high-quality services for CYP experiencing common mental health problems

Consistency with existing research and policy

The components in our model are consistent with points
highlighted in Future in Mind and the MHIP, namely that
services should offer prompt entry, individualised care,
a workforce with the right skills and competencies, wel-
coming environments, the facilitation of self-care skills
and managed transitions to adult services. While the
Welsh Well-being of Future Generations Act is a broad
piece of legislation and not specific to mental health, two
of our necessary underpinning characteristics, collabo-
ration and (public) involvement, are implicit in the Act’s
sustainable development principles. More recently in
Wales, the NYTH/NEST Framework for Mental Health
and Wellbeing (which emerged from the T4CYP pro-
gramme) identifies six guiding principles for improving
CYP’s mental health [34], three of which can be explicitly
mapped to our model: trusted adults (values that respect
confidentiality); co-produced innovations (engagement
and involvement of CYP at the core); and easy access to
expertise (rapid access and short waiting times).

Our findings also reflect findings and recommenda-
tions from previous UK research and reports, both on
children’s mental health services and children’s services
in general. More than 15 years ago, a report on young

people-friendly general health services [35] identified
accessibility, publicity (information), confidentiality, envi-
ronment, staff attributes (e.g., skills, attitudes and values),
joined-up working and CYP’s involvement as markers of
quality services. The CAMHS Review [10] noted parents
and professionals need information about services, that
there should be swifter access to services and that CYP
should be able to develop trusting relationships with
staff for the length of time they need. Work on self-care
support in CYP’s mental health [36] found factors like
choice, child-centeredness and staff flexibility to be more
important than a service’s theoretical stance or a par-
ticular service model. Frith [37] identified co-production
with young people, system (multi-agency) working, easily
accessible services, workforce development and support
for transitions as important factors in children’s men-
tal health services. The National Children’s Bureau [38]
stressed the importance of personalising services and
therapies for CYP with poor mental health. Finally, Has-
san et al. [39] report on a specific service model, Youth
Information, Advice and Counselling Services (YIACS;
categorised as a C3 model in our typology). Hassan et al.
identified opportunities to self-refer, timely provision
of support, non-clinical environments, age-appropriate
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services (personalisation), a non-hierarchical workforce
(learning culture) and interagency collaboration as key
facilitators of access to, and engagement with, YIACS.
These facilitators are strikingly similar to those identified
in our model.

Novel findings

Perhaps the most novel aspect of our findings is that no
pre-existing service model, framework or innovation
appears to be generally more effective or acceptable than
others. Consequently, we argue the focus for those com-
missioning, designing and delivering services should be
on the fundamental components specified in our general
model (Fig. 2). As outlined above, some of these compo-
nents are well-established; others, however, are novel.

Firstly, while support for transitions to adult services
is often identified as a service gap, we think aftercare is
a better concept than transitions since it embraces care
continuity, ongoing support post-discharge and re-refer-
ral potential — i.e., ‘what happens next?” — for all CYP not
just those approaching 18.

Secondly, our model also emphasises the importance
of balancing confidentiality against safeguarding and
CYP’s autonomy, especially in school-based services.
Schools are often seen as ideal places for mental health
services [10, 40—42] because they are accessible, closely
connected to the community, and relevant staff have
daily contact with, and are likely to be trusted by, CYP.
Moreover, as non-medical sites, they may be less stig-
matising. Yet confidentiality can easily be breached in
school settings, for example by reading out lists of stu-
dents ‘selected’ for a mental health intervention or having
counselling/therapy offices located where others might
see students attend. In terms of balancing confidential-
ity against safeguarding, Jenkins [43] notes confidentiality
in therapeutic work with CYP, which is often framed in
terms of assumed legal obligations (e.g., to report abuse
or underage sexual activity), may be more nuanced and
negotiable than practitioners realise.

A third novel aspect relates to how staff competence
and compassion are perceived by those using services.
Competence is not just ticking every box in a competency
framework; it also covers staff expertise and experience
and their capacity to operate within, and recognise the
limits of, their own knowledge and abilities. Recognis-
ing these limitations fits in with our notion of a learning
culture: one embracing reflective and reflexive learning
and practice and co-production with CYP and families. It
also has implications for peer and associate worker roles
since these workers may be best employed augmenting,
rather than substituting for, trained and experienced
mental health professionals. In any case, these workers
are likely to benefit from support, supervision and/or
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mentoring from experienced mental health professionals
[44]. There are economic implications too. Attempting to
drive down service costs through staff costs (e.g., through
self-help apps, associate professionals or peer workers)
could be a false economy if supervision and support costs
are ignored, if these approaches are assumed to have no
impact on service efficacy or if CYP find them unaccep-
table. Moreover, compassionate care generally requires
staff time (or ‘presence’) which may be at loggerheads
with the targets and cost savings associated with market-
driven health services [45], particularly when, as now,
services have significant staff vacancy rates [46].

A fourth novel finding is the importance of a learning
culture. While many of the reports cited earlier stress
the importance of environment and workforce develop-
ment, a learning culture also encompasses good team
relationships, opportunities for training (at the organisa-
tion’s expense) and a reflective learning milieu in which
practitioners can learn from each other and, indeed,
from service users. Interestingly, some of the most robust
effectiveness evidence in the integrative review came
from Glisson et al’'s ARC (G5) studies [26-28]. A learn-
ing culture is implicit in ARC since ARC sees effective
organisations as those demonstrating participation, ‘psy-
chological safety’ (speaking freely without fear of punish-
ment or humiliation), openness to change, responsive
rather than reactive services and a commitment to con-
tinuous development [26]. Matrics Plant [47], a recent
all-Wales framework for the development, planning and
delivery of ‘psychologically-minded’ services to CYP/
families, is also explicit about the value of supervision in
facilitating a reflective learning culture.

Inconsistencies with previous research and policy

Some notionally good practice outlined in Future in
Mind and the MHIP was not particularly evident in our
data and is thus not explicit in our final model. One
example is a single point of access. In our data, speed of
access and not having long waits for therapeutic support
was more important than a single point of access. Rocks
et al. [48] found a single point of access has the poten-
tial to improve access to children’s mental health services
through addressing some of the barriers to access, sim-
plifying where to go to get help and making it easier to
contact services. Single access points are, however, not
necessarily accompanied by increased capacity and thus
do not resolve long waiting times. This reflects the case
study data: while a single point of access could facilitate
initial access, it could also be confusing to navigate and
lead to further assessments and waiting lists for support.
The Welsh NYTH/NEST Framework has ‘easy access to
expertise’ as one of its core principles; it does not, how-
ever, specify how this access should operate.
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Another example of notionally good practice is having
dedicated (named) staff responsible for mental health in
schools. Nothing in our data confirmed this, though this
may be sampling artefact. We did, however, identify col-
laborative interagency relationships as important. While
there is ample evidence in the literature that good col-
laborative relationships between schools and mental
health services are important [41, 42, 49, 50], there is a
danger that imposing such relationships may not work as
well as more organic relationships. In addition, an evalu-
ation of the English ‘mental health services and schools
link’ pilots established in response to Future in Mind [50]
found the resources to implement named contacts were
not always available. In Wales, there is a less prescrip-
tive approach with relevant policy containing only broad
expectations. For example, whole school approaches are
a core principle of the Welsh NYTH/NEST Framework
and collaboration between public bodies is a requirement
of the Well-being of Future Generations Act.

Given team members’ previous work on self-care sup-
port in CYP’s mental health [36], we are not surprised at
the inclusion of ‘opportunities to learn practical skills and
strategies for self-care’ in our model. In Future in Mind,
self-care is equated with apps and digital tools, which is
a rather narrow view; the Anna Freud Centre [51], con-
versely, outline an expansive list of activities (such as
listening to music, watching television or going outside)
that CYP could engage in to help themselves without the
involvement of mental health professionals. CYP and
parents in the case study sites provided a more nuanced
perspective: they certainly wanted the ability to help
themselves but wanted services to facilitate this through
supported self-care (through staff providing them with
tangible skills, for example, to help regulate emotions or
manage anxiety), often for the period while waiting for
more specialist services.

Future in Mind and the MHIP expected digital ser-
vices to play a significant role in future mental health
service provision. These expectations were set, however,
before the Covid-19 pandemic which provided an exter-
nal stimulus for the expansion of digital services. That no
evidence for digital services met the inclusion criteria for
our integrative review is noteworthy though we should
add one of our case study sites was a wholly digital ser-
vice. The general literature on digital approaches is more
tempered than the hyperbole seen in some quarters and
backs up the notion of digital being an option for those
who prefer it [52, 53]. A recent review of engagement
with digital services in CYP’s mental health [54] found
retention rates for digital services were generally good
but that the service’s design and modality were impor-
tant. Risks exist with digital services, however, not pre-
sent in traditional office-based services (and vice versa).
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In a recent provider review involving feedback from over
1,700 CYP, the Care Quality Commission [55] concluded
that digital services arising out of the pandemic shone
a light on health inequalities yet also exacerbated them,
and that digital services might miss cues in-person ser-
vices would not. This latter point was also reported by
some service provider participants in our case study.
Confidentiality and safety may also be issues. At home, a
CYP may be overheard by siblings or parents while using
a service, or the CYP may not want parents to know they
are accessing services. Moreover, it may be more difficult
to offer emergency help remotely, e.g., if a CYP threat-
ens self-harm. A recent rapid review of digital services
in CYP’s mental health [52] found digital services were
often much briefer than traditional office-based services,
leaving no time for identifying action plans or goals.

Study strengths and limitations

The main study strength — and its principal contribution
— is the collaborative development of a comprehensible,
evidence-based model of high-quality service design for
CYP experiencing common mental health problems that
is transferable across services, sectors and geography. We
have achieved this via a large and robust study, with a
high degree of patient and public involvement (the young
co-researchers in particular), entailing an exhaustive evi-
dence review of more than 300 documents and in-depth
primary research involving more than 100 stakeholder
interviews.

Some service initiatives we were aware of were too
new to have filtered through into the literature or service
map in any meaningful way, e.g., the introduction in Eng-
land of schools mental health support teams, alongside
a new role of educational mental health worker [29, 30,
56]. The pandemic also brought about a surge in remote/
digital (C2) services and while we explored some of these
services in our case study sites, these services would
have been underrepresented in the literature when our
searches were conducted.

We had planned to use observation as a data collection
method in our primary research phase; however, Covid-
19 restrictions at the time meant we could not directly
observe activities at the case study sites and it proved
difficult to negotiate observing activities remotely. Thus,
we lack the additional insights that observing actions and
interactions in a natural setting might generate.

Despite conducting our primary research during the
Covid-19 pandemic, we nonetheless recruited to target
though we recruited fewer CYP than our sampling goal.
However, this should be considered within the context of
the consequent lockdowns and school closures. Having
to collect data remotely may have both encouraged and
discouraged study participation and may have influenced
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the data generated in interviews. The service provider
participant profile was not especially diverse being all
White British and 70% female, though this may be a sys-
temic, rather than sampling, issue given 78% of English
NHS CAMHS staff are White British and 85% female [46].

We tried to recruit participants who refused or disen-
gaged from services. However, the case study site con-
tacts we asked to facilitate this were unable to recruit
such participants. The voices of those who refuse or dis-
engage from services are important and future research
would benefit from recruitment approaches (e.g., using
social media) that do not rely on the very services they
refused to attend or disengaged from.

There was little relevant economic data available in the
literature and wide variability in the amount and quality
of data available, or which case study sites were willing to
provide, on service, training and staff costs.

Conclusions

Through evidence syntheses and primary research, we
have found that a consistent organisational evidence
base for service design and delivery in children’s mental
health, spanning more than 15 years, appears to have had
little impact on service provision. This is particularly sali-
ent in the face of post-pandemic rises in demand for such
services [57]. We argue that, in the face of this evidence,
funders, commissioners and those designing and deliv-
ering services for CPY experiencing common mental
health problems should focus on the fundamental com-
ponents necessary for high-quality services rather than
impose specific local or national models, frameworks or
innovations that are often inflexible and untested. This is
a timely argument given the recent establishment of inte-
grated care systems in England, organisations that have
the potential to commission and deliver services more
creatively and collaboratively. Our evidence-based model
can help here: without allegiance to any specific theoreti-
cal, philosophical or clinical perspective, it outlines the
fundamental components necessary for high-quality ser-
vices for CPY experiencing common mental health prob-
lems, adding significant depth around core issues such
as confidentiality, aftercare, personalised approaches,
engagement and organisational culture. Moreover, while
our model is primarily focused on British service provi-
sion, it is broad enough to have utility for international
audiences.

We finish with a somewhat ironic research recommen-
dation: since our model is built on, and reflects, a con-
sistent literature spanning many years, we believe there is
little value in conducting further exploratory work on the
design and delivery of children’s mental health services.
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ADHD/ADD  Attention-deficit hyperactivity disorder/attention-deficit disorder
ARC Availability, Responsiveness and Continuity

CAMHS Child and adolescent mental health services

CAPA Choice and Partnership Approach

CBT Cognitive-behavioural therapy

CYP Children and young people

CYP-IAPT Children and Young People’s Improving Access to Psychologi-
cal Therapies (programme)

HSDR Health and Care Services Delivery Research (programme of the
NIHR)

IAPT (Adult) Improving Access to Psychological Therapies (programme)

IPT Interpersonal therapy

MH Mental health

NGO Non-governmental organisation

NHS (UK) National Health Service

NIHR (UK) National Institute for Health and Care Research

PICOS Population, Intervention, Comparator, Outcomes and Study Design

PRISMA Preferred Reporting Items for Systematic Reviews and Meta-Analyses

PTSD Post-traumatic stress disorder

UK United Kingdom
YIACS Youth Information, Advice and Counselling Services
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