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Abstract
Anxiety and depression affect a significant number of children and young people (CYP) and can have a far
reaching and long-lasting impact. Cognitive behavioural (CB) interventions can be effective for treating
anxiety and depression in CYP but are difficult to access. Recent government policy in England seeks to
train a non-traditional graduate workforce to deliver a range of CB interventions for mild to moderate
anxiety and depression to CYP, in community settings. This practice-based evaluation aimed to
estimate the effectiveness of CB interventions delivered by postgraduate trainees undertaking training
in a range of CB interventions for mild to moderate anxiety and depression whilst on placement in
schools or community Child and Adolescent Mental Health Services (CAMHS). Self- and parent-
reported routine outcome measures (ROMS) were completed pre- and post-intervention, including
measures of symptom severity, symptom impact and goal achievement. Significant improvements were
demonstrated across all self and parent-reported measures post-intervention, with mean scores falling
firmly in the non-clinical range, a significant reduction in the proportion of CYP in the clinical range
on measures, and predominantly medium to large effect sizes. Results are promising in terms of the
capacity to train a graduate workforce to deliver a range of low-intensity CB interventions to CYP
experiencing mild to moderate depression or anxiety-based difficulties in either CAMHS or school
settings, increasing capacity across the system. The current practice-based evaluation also supports the
potential effectiveness of current training models/programmes. Further research is needed in terms of
long-term outcomes and to compare outcomes between settings, interventions, and demographic groups.

Key learning aims

(1) To understand the potential prevalence rates of mental health difficulties in children and young
people in England, and their wider impact.

(2) Critical awareness of the evidence base for cognitive and behavioural interventions for depression
and anxiety in children and young people.
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(3) Awareness of gaps in access to evidence-based psychological interventions for children and young
people in England.

(4) Knowledge of emerging graduate-level low-intensity psychological practitioner roles in England.
(5) Awareness of the emerging evidence base for the estimated effectiveness of low-intensity cognitive

and behavioural interventions delivered to children and young people by graduate-level
practitioners in schools and community mental health settings.
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Introduction
Prevalence of mental health difficulties in children and young people

Rates of mental health difficulties in children and young people (CYP) are high. Estimates suggest
that between 10 and 50% of CYP meet diagnostic criteria for a mental health disorder at any time
(Collins et al., 2011; Green et al., 2004; Harden et al., 2001). NHS Digital data in 2018 (Sadler et al.,
2018) estimated that one in eight 5- to 19-year-olds (12.5%) in England experienced at least one
mental health disorder, although the most recent NHS Digital data (Vizard et al., 2020) suggested
that this had risen to one in six CYP (16.7%).

Anxiety and depression are amongst the most common mental health difficulties experienced
by CYP (Green et al., 2004; Sadler et al., 2018; Vizard et al., 2020). Between 4 and 7% of CYP meet
criteria for an anxiety disorder, increasing to a cumulative frequency of 10% by 16 years of age
(Ford et al., 2003). Depression affects around 3–6% of CYP, also increasing with age (Costello
et al., 2006).

Whilst the impact of the COVID-19 pandemic and associated safety measures on the mental
health of CYP is not fully known, and studies are ongoing, there are early indications and
widespread consensus that it is likely to lead to a further rise in mental health difficulties for
CYP (Banks and Xu, 2020; Bignardi et al., 2020; Fancourt et al., 2021; Levita et al., 2020; Raw
et al., 2021; Shum et al., 2021; Vizard et al., 2020; Waite et al., 2020).

Psychological interventions for anxiety and depression in CYP

Findings from multiple systematic reviews conclude that there is strong evidence for the
effectiveness of cognitive behavioural (CB) interventions in treating anxiety in CYP
(Cartwright-Hatton et al., 2004; Ewing et al., 2015; Fonagy et al., 2015; James et al., 2020;
Wang et al., 2017; Warwick et al., 2017). CB interventions are defined as a psychological
model of treatment involving core components of identifying and modifying unhelpful
cognitions and/or modifying unhelpful behavioural responses (e.g. Caldwell et al., 2019; James
et al., 2020). A recent Cochrane review found that, following CB interventions, approximately
50% of CYP recover from their primary anxiety disorder (James et al., 2020), and between 47
and 66% are in remission from all anxiety disorders, compared with 19–21% of waitlist
controls (James et al., 2020; Warwick et al., 2017). There is also evidence for the sustainability
of improvements at 6- and 12-month follow-up (Fonagy et al., 2015; James et al., 2020).
Studies have suggested that interventions including a cognitive component are effective for
generalised anxiety, separation anxiety and social phobia (Fonagy et al., 2015), whereas
behavioural-based exposure treatment is more effective for specific phobias and school refusal
(Roth and Fonagy, 2005). To date there is only tentative evidence for the effectiveness of CB
interventions delivered to CYP with milder or non-clinical anxiety symptoms, with meta-
analyses finding small to no effects (Caldwell et al., 2019; Johnstone et al., 2018; Rasing et al.,
2017; Stockings et al., 2016; Werner-Seidler et al., 2017). This includes manualised
programmes such as the classroom-based FRIENDS programme (Liddle and Macmillan, 2010;
Stallard et al., 2014) and Cool Kids (McLoone and Rapee, 2012; Mifsud and Rapee, 2005).
A recent network meta-analysis on preventative and targeted school-based interventions
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concluded that there was weak evidence for CB interventions reducing anxiety symptoms across
both primary and secondary age CYP (Caldwell et al., 2019). Caldwell et al. (2019) also found
insufficient evidence for other school-based wellbeing approaches such as interpersonal
therapy (IPT), occupational therapy, and attention control. CB interventions can therefore be
highly effective in the treatment of anxiety in CYP but require further study in relation to
milder or sub-clinical anxiety and when delivered in community settings.

With respect to depression, meta-analyses and large-scale treatment trials have also shown CB
interventions to be an effective psychological approach for treating CYP with depression, with 40–
60% response rates and evidence of sustained improvements (Eckshtain et al., 2020; March and
Vitiello, 2009; Munoz-Solomondo et al., 2008; Oud et al., 2019; Weisz et al., 2006). Recent studies
and meta-analyses have shown promising findings with respect to behavioural activation adapted
for CYP (Brett et al., 2020; Kitchen et al., 2020; Martin and Oliver, 2019; McCauley et al., 2011;
McCauley et al., 2016; Pass et al., 2015; Pass et al., 2016; Pass et al., 2018b; Tindall et al., 2017).
Positive outcomes have been demonstrated for behavioural activation delivered to CYP in the UK
across both clinical (Kitchen et al., 2020; Pass et al., 2015; Pass et al., 2016; Pass et al., 2018b) and
school settings (Arnott et al., 2020; Brett et al., 2020; Pass et al., 2018c). Regarding treatment
efficacy, studies have suggested that interventions with a cognitive component are no more
effective than behavioural interventions for depressive symptoms in CYP (Weisz et al., 2006),
although there is recent evidence to suggest that treatment combining elements of behavioural
activation with challenging thoughts (as part of cognitive restructuring) is associated with
improved outcomes (Oud et al., 2019). As with studies of anxiety, meta-analyses of CB
interventions delivered to CYP with milder depression or sub-clinical symptoms of depression
show mixed results (Asarnow et al., 2001; Johnstone et al., 2018; Rasing et al., 2017; Stockings
et al., 2016; Werner-Seidler et al., 2017). A recent network meta-analysis on preventative and
targeted school-based interventions concluded that there was no evidence for CB interventions
reducing depressive symptoms in CYP (Caldwell et al., 2019), although this contradicts the
encouraging findings of a previous meta-analysis (Calear and Christensen, 2010) and the more
recent studies of behavioural activation. CB interventions can therefore be effective in the
treatment of depression in CYP but show mixed results in relation to milder or sub-clinical
depression and when delivered in community settings, which requires further study. Recent
studies noted above suggest that behavioural activation may be a more effective CB
intervention compared with other CB interventions (e.g. cognitive restructuring) in these
circumstances.

The need for quick and efficient support

Mental health difficulties in childhood can have a significant short- and long-term impact on a
young person’s life, including reduced educational attainment and job prospects, and an increased
risk of criminality, self-harm, addictions, and sexually vulnerable behaviour (Department of
Health CYP Mental Health & Wellbeing Taskforce, 2015; Essau et al., 2014; Murphy and
Fonagy, 2012). In addition, studies have identified that 50% of mental health problems in
adulthood begin in childhood, with over 75% starting before the age of 18 (Kessler et al.,
2005; Kessler et al., 2007; Kim-Cohen et al., 2003). The case for early and effective
intervention for CYP experiencing mental health difficulties is therefore compelling.

Access to evidence-based support

Despite the argument for early intervention, and the existence of effective psychological
interventions for anxiety and depression in CYP, it has been estimated that less than 25–35%
of CYP with diagnosable mental health conditions access support (Andrews et al., 2002; Care
Quality Commission, 2018; Green et al., 2004; House of Commons Health Committee, 2014;
National Institute for Health & Care Excellence, 2019; NHS, 2019; Rees et al., 2008).
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Although anxiety is the most prevalent mental health difficulty in CYP, and one of the most
treatable, it has historically been the least treated (Ford et al., 2007). Parents have reported
perceived barriers to seeking and accessing support, such as not knowing who to ask for help
or what help is available, as well as subsequent difficulties with getting referrals, and long
waiting times (Reardon et al., 2019). Few of those CYP who do receive support for mental
health difficulties have access to a full range of evidence-based interventions (Fonagy et al.,
2015; Independent Mental Health Taskforce, 2016). A recent UK study found that although
65% of parents of CYP with an anxiety disorder reported contacting a professional for help or
advice, less than 40% received any professional help, and less than 3% received evidence-based
CB interventions, with the majority receiving counselling, parenting support, or signposting to
other self-help resources (Reardon et al., 2019).

Average waiting times for access to psychological therapy in CYP mental health services in the
UK are also long (Department of Health CYP Mental Health & Wellbeing Taskforce, 2015; Frith,
2017; NHS Digital, 2020). For example, a Department of Health CYP Mental Health & Wellbeing
Taskforce (2015) report found waiting times of 32 weeks, with both referral rates and waiting
times increasing, whilst Frith (2017) found waiting times of up to 38 weeks for assessment
and 70 weeks to treatment. The most recent NHS Digital data found some improvements.
The average waiting time in England between a referral and second contact for children and
young people’s mental health services for April 2019 to March 2020 was 43 days, although 6%
of CYP waited over 12 weeks (NHS Digital, 2020).

Latest government policy and the emergence of new low-intensity psychological practitioner
roles for CYP

To address the current challenges in timely access to evidence-based psychological interventions
for CYP experiencing mental health difficulties, recent government policy in England has included
the development of new graduate psychological practitioner roles and training, and rapid
expansion of this workforce. Primary aims of this are to increase capacity, and access in non-
clinical settings, which have been identified as two of the key barriers (Reardon et al., 2019;
House of Commons Health Committee, 2014). This policy centres on the new Children’s
Wellbeing Practitioner (CWP) and Education Mental Health Practitioner (EMHP) roles, both
of which have a nationally developed 12-month training curricula (Department of Health and
Social Care & Department of Education, 2017, 2018; Department of Health CYP Mental
Health & Wellbeing Taskforce, 2015; Health Education England, 2017; Independent Mental
Health Taskforce, 2016; NHS, 2019). Both programmes include core training in the delivery of
low-intensity (single-strand, goal-focused, limited session) CB interventions for mild-moderate
anxiety, low mood and behaviour difficulties, delivered via guided self-help, 1:1 interventions,
group work and parent-led approaches. CWPs predominantly work in the NHS or voluntary/
community sector providers, whilst EMHPs are based in educational settings and work as part
of newly established “Mental Health Support Teams” serving clusters of schools focusing on
preventative work, early intervention, and whole school approaches to mental health and
emotional wellbeing (for further details see Department of Health and Social Care &
Department of Health, 2017, 2018).

Expansion in the number of practitioners trained in these new roles is a substantial investment
and it is therefore crucial to ensure that interventions delivered by this new workforce in the
context of the training model are clinically effective and meaningful. We would argue that this
is crucial to ensuring that what is being delivered by this workforce can truly be considered
evidence-based.
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Existing evidence on the effectiveness of CB interventions delivered by graduate-level workers

Prior to the emergence of the new roles outlined above, evidence on the effectiveness of CB
interventions delivered to CYP by graduate-level workers was typically in the context of
research trials evaluating the efficacy of a specific manualised approach for a specific
presenting difficulty, and often delivered in groups (Cobham et al., 2017; Gallagher et al.,
2004; Ginsburg and Drake, 2002; Holmes et al., 2014; Melfsen et al., 2011; Olivares-Olivares
et al., 2019; Rapee et al., 2006a; Simon et al., 2011). In the UK, positive improvements have
been demonstrated for CB interventions delivered to CYP by assistant/trainee psychologists
and graduate-level workers for both anxiety (McConachie et al., 2014; Thirlwall et al., 2013)
and depression (Arnott et al., 2020; Pass et al., 2018a; Pass et al., 2018b). One study directly
compared experienced versus novice therapists in the delivery of CB interventions to CYP
with anxiety, and found that CYP’s outcomes were similar, regardless of the experience level
of the therapist (Thirlwall et al., 2013). Other research is mixed as to what extent the
experience level of the therapist has an impact on CYP outcomes following CB interventions
(Bjaastad et al., 2018; Podell et al., 2013).

There is some preliminary emerging evidence from non-peer reviewed publications, suggesting
that CB interventions delivered by practitioners in the new roles outlined above may be
efficacious, with significant improvements in standardised outcome measures of symptom
severity and symptom impact, and idiosyncratic goal measures, with medium to large effect
sizes (Fuggle and Hepburn, 2019; Mavji et al., 2018). The initial report (Mavji et al., 2018)
was an audit of the first cohort of the children’s wellbeing practitioner programme (CWP),
designed to evaluate the implementation of the programme across 15 London sites. The
second report (Fuggle and Hepburn, 2019) is a summary of the clinical outcomes collated
from the national CWP programme to update commissioners on the potential effectiveness of
the programme. Initial findings from the CWP programme have suggested that the outcomes
from this graduate workforce are comparable to those of the Children and Young People’s
Improving Access to Psychological Therapies project (CYP-IAPT) and the existing Child and
Adolescent Mental Health Services (CAMHS) clinical workforce (Fuggle and Hepburn, 2019).

To the authors’ knowledge, there have not been any other published peer-reviewed studies to
date estimating the clinical effectiveness of CB interventions delivered to CYP by graduate-level
practitioners or trainee graduate-level practitioners: (a) receiving training in a range of CB
interventions for both mild to moderate anxiety and depression; or (b) working across
community settings (NHS clinics and/or schools).

The aim of the current evaluation was therefore to build on the emerging evidence from Fuggle
and Hepburn (2019) and Mavji et al. (2018) through conducting a practice-based evaluation to
estimate the effectiveness of low-intensity CB interventions delivered by trainees on a one-year
postgraduate course. As this was a routine practice-based evaluation, no control or
comparison groups were available, and there are no long-term follow-up data.

Method
Design

This was a retrospective practice-based service evaluation into the outcomes of low-intensity CB
interventions delivered by trainees from a single cohort of low-intensity psychological
practitioners (CYP) during their training placements in CAMHS community clinics, or
primary and secondary schools in the South East of England. CB interventions targeted
(a) mild to moderate sleep difficulties; (b) poor eating patterns or diet; (c) low mood,
depression and low self-esteem; or (d) anxiety difficulties including phobias, separation
anxiety, social anxiety, school avoidance; and excessive worry. This evaluation focused on
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face-to-face 1:1 interventions with varying degrees of caregiver involvement, and did not include
guided self-help, group, or parent-led CB interventions.

Procedure

The low-intensity CB interventions evaluated in this report were undertaken during trainees’
clinical placements as part of the one-year Post-Graduate Certificate in Low-Intensity
Psychological Interventions for CYP, run jointly by the University of Sussex and Sussex
Partnership NHS Foundation Trust (SPFT). Trainees varied in age, academic background, and
level of experience working with CYP and/or mental health difficulties. Key details of the
training programme and trainee selection criteria are summarised in Box 1.

Box 1. Key details of training programme

Programme structure
Four 15-credit modules, each consisting of six teaching days and delivered consecutively*

• Developmental Models, Psychopathology, and Healthcare Legislation for Children and Young People
• Fundamentals of Therapeutic Interaction with Children and Young People
• Therapeutic Assessment, Engagement and Intervention with Children and Young People
• Cognitive Behavioural Therapy (CBT) Informed Interventions with Children and Young People

Teaching approach
Workshop based, utilising a range of methods including face-to-face teaching, facilitated web-based

learning, clinical skills practice and experiential exercises, tutor-supported action learning groups,
practice-based learning projects, and clinical supervision

Taught clinical/cognitive behavioural skills
Therapeutic relationship skills, assessment of a presenting problem, collaborative goal setting, risk

screening, developing shared formulations using trans-diagnostic cognitive or behavioural theories of
maintenance (ABC or cognitive triangle), and setback management

Cognitive behavioural interventions of health promotion (sleep hygiene and healthy eating), cognitive
restructuring/change methods**, graded exposure, worry tree, problem solving, and full behavioural
activation for depression

Assignments
Combination of academic (essays, reflective reports) and clinical (clinical report, Objective Structured

Clinical Examinations, recordings, portfolios) assignments. Trainees require 90 hours of direct cognitive
behavioural assessment/interventions and at least six completed interventions

Trainee selection
Competitive selection process, including interview, screening for academic potential, clinical skills and

knowledge, and therapeutic qualities (including interpersonal style, reflectiveness and resilience).
Applicants required to hold an undergraduate degree at a UK 2:1 equivalent or higher, or to provide
an academic portfolio evidencing capacity to study at postgraduate level. Psychology undergraduate
degree is not a pre-requisite

*Module titles and weighting differ from those suggested in the national CWP and EMHP curricula, although the exit award,
core learning objectives, and teaching content are the same.

**Behaviourally based interventions for both anxiety and depression are mandatory content in the national curricula for CWP
and EMHP training. Cognitive change methods are an optional component at the discretion of the University delivering the
training. Given the evidence base for both cognitive and behavioural components of interventions (as noted in the
introduction to this article), the training course undertaken by trainees in the current practice-based evaluation included
two days of teaching on cognitive change methods as a core component of the training for all trainees. Cognitive change
teaching covered three- and seven-column thought records, responsibility pie charts, thinking errors, and behavioural
experiments.
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Clinical placements commenced three months after the course start date. During these first
three months of the course, trainees were classroom-based, and took part in teaching and
skills practice on CB assessment, formulation and intervention. Trainees were taught the
following CB interventions: health promotion (healthy eating and sleep hygiene); graded
exposure; cognitive restructuring; worry tree; problem solving; and behavioural activation.
Trainees were required to pass a formal competency assessment in the form of an Objective
Structured Clinical Examination (OSCE) prior to commencing direct work with CYP.
Competency was assessed using the 12 domains on the Cognitive Therapy Scale-Revised
(CTS-R; James et al., 2001) with a truncated scoring system and amended wording of some
items to reflect low-intensity CB practice (available from the corresponding author on
request). Trainee competence and fidelity to the models was assessed further throughout the
clinical placement through an additional two OSCEs and two session recording submissions,
all scored on the above competency scale. Trainees received weekly group supervision from a
British Association of Behavioural and Cognitive Psychotherapists (BABCP) accredited CBT
therapist with experience of working with CYP.

CYP were typically seen for two assessment sessions to gain information regarding the
presenting difficulty, wider contextual influences, severity, risk and goals. Routine outcome
measures (ROMS) were completed either within assessment sessions or between the first and
second session. Assessment included discussion with caregivers for all CYP of primary school
age (up to 11 years old), and for CYP of secondary school age who gave consent for this.
Information from each assessment was discussed with the supervisor and it was agreed
whether suitability for a low-intensity CB intervention was met. Suitability was determined
based on a combination of generic CB suitability criteria (Safran and Segal, 1990; Stallard,
2002) and the presenting difficulty meeting the criteria of being (a) covered within the taught
course programme (see Box 1 for more details); (b) mild to moderate in severity; (c) low
complexity; (d) low risk; and (e) the CYP had an absence of an autism or learning disability
diagnosis.

Where the suitability criteria were met, it was determined through supervision whether a
cognitive or behavioural intervention was indicated, based on key maintaining factors,
developmental level, and the evidence base for the specific presenting difficulty. An
individualised maintenance formulation was developed with the CYP in the following session
using either a behavioural ABC (Kuyken et al., 2011; Richards and McDonald, 1990) or
cognitive triangle (Greenberger and Padesky, 2016) model, and the rationale and nature of the
recommended intervention was discussed. For behavioural activation, the Martell et al. (2001)
formulation model was used. Where more than one intervention could have been beneficial,
CYP were provided with the rationale and details of each and selected their preferred option.
If the CYP (and caregivers for those of primary school age) consented to the intervention,
weekly sessions followed, utilising key principles, steps and suggested sequencing of the
chosen intervention (note that interventions were not manualised but did follow a protocol).
Interventions included some form of caregiver involvement for all primary school aged CYP
and for secondary school aged CYP who consented to their caregiver’s involvement. ROMS
were repeated at the end of the intervention and represented routine service data collection.
The final intervention session with CYP covered lapse prevention.

Participants

The suitability criteria described above was shared with training placements, who referred CYP
aged between 6 and 18 years experiencing sleep difficulties, poor eating patterns or diet, low mood,
or anxiety-based difficulties, to the trainees. An assessment was offered if the CYP’s perspective
was included in the referral, the CYP (and caregivers for primary school aged CYP) consented,
and there were no clear indications from the referral that the CYP did not meet the above
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suitability criteria. CYP already receiving an ongoing 1:1 psychological intervention for the same
presenting difficulty they were referred to the trainee for were not offered an assessment.

Measures

All measures used in the current practice-based evaluation are part of the routine data set agreed
as part of the national CYP Improving Access to Psychological Therapies (CYP-IAPT) initiative in
England (see Scott, 2018), and the standardised measures have established validity and reliability.
Baseline measures were sought and reviewed as part of the assessment process and repeated at the
end of interventions. Measures were completed either within the sessions, or set as homework to
be completed in between sessions.

Strengths & Difficulties Questionnaire (SDQ) (Goodman, 2001)
CYP aged 11–17 years old were asked to self-complete the child SDQ, whilst caregivers of CYP
aged between 6 and 17 years were asked to complete the parent SDQ. The SDQ is a 25-item
questionnaire and is divided into five subscales (emotional symptoms, conduct problems,
hyperactivity-inattention, peer problems, and prosocial behaviour). Questions are rated using a
3-point Likert scale (not true, somewhat true, and certainly true). A total difficulties score is
generated by summing the four subscales of emotion, conduct, hyperactivity-inattention, and
peer problems, with a maximum score of 40. Items relating to pro-social behaviours are not
included in the total difficulties score. A 4-fold cut-point classification has been created where
a CYP’s self-reported total difficulties score is grouped as either close to average (0–14),
slightly raised (15–17), high (18–19), or very high (20–40). A similar 4-fold cut-point
classification has been created for the parent-report total difficulties score, grouped as either
close to average (0–13), slightly raised (14–16), high (17–19), or very high (20–40). For the
SDQ total difficulties, clinical thresholds are defined as those scoring 15 or more on the self-
report measure, and 14 or more on the parent-reported measure.

CYP and caregivers were also asked to complete the SDQ impact supplement. The SDQ impact
supplement is scored by measurement of five items on distress and impairment which are
summed to generate a total impact score. There is a 4-point Likert response (not at all, only a
little, a medium amount, and a great deal) with scores ranging from 0 to 10, and higher
scores indicating greater impact. A 4-fold cut-point classification has been created where the
total impact score is grouped as either close to average (0), slightly raised (1), high (2), or
very high (3–10). For the SDQ impact supplement, clinical thresholds are defined as those
scoring 1 or more on the impact scale.

The teacher SDQ measure was available for trainees to use; however, its use was optional given
that not all placements were in educational settings, and depended on the CYPs’ consent to seek
information from teachers. Teacher-reported SDQ scores are not reported in the current-practice
based evaluation as insufficient data were available.

Revised Children’s Anxiety and Depression Scale (RCADS) (Chorpita et al., 2000)
All CYP and their caregivers were asked to complete either the Revised Children’s Anxiety and
Depression Scale (RCADS), or the RCADS Parent Version (RCADS-P), respectively. The RCADS
is a 47-item questionnaire that measures the frequency of various symptoms of anxiety and low
mood to produce a total anxiety and depression combined score and separate scores for each of
the follow sub-scales: separation anxiety; social phobia; generalized anxiety; panic; obsessive
compulsive; total anxiety; total depression. Responses are provided on a 4-point Likert scale
(0, never; 3, always) where higher scores indicate greater difficulties. t-scores are then
calculated from the raw scores using the spreadsheet, or t-score conversion tables, provided by
the developers (Chorpita et al., 2000). For the RCADS, clinical thresholds are defined as those
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with a t-score of 70 or higher. Children aged <8 years were removed from the RCADS analysis as
there are no norms for this age group.

Goal-based outcomes (GBO) (Law and Wolpert, 2014)
During the assessment, all CYP were asked to set themselves at least one SMART (Specific,
Measurable, Attainable, Realistic, and Timely) goal (maximum of three), which they would
like to achieve by the end of the intervention. CYP were asked to rate their goals from 0 (no
progress made towards their goal) to 10 (the goal has been met). For the purposes of analysis,
only the primary goal has been included due to variation in the number of goals set by CYP.

Analysis

Data were first inspected to check all the assumptions associated with parametric tests were met.
Any issues with bias were corrected using either a transformation or bootstrapping. Independent
t-tests were used to compare baseline differences between CAMHS and school placements to
detect any differences in severity. Paired samples t-tests were used to detect the difference
between pre- and post-intervention scores on CYP outcomes for (a) the SDQ total difficulties,
and total impact scores; (b) the RCADS total anxiety, and total depression subscales, as well
as the total anxiety and depression score; and (c) the primary GBO score. Cohen’s d was
calculated to determine the effect size of these differences, with effect sizes defined as small
(0.3), medium (0.5) and large (0.7) (Cohen, 1988). Chi-squared analyses were conducted to
detect differences in the number of CYP over the clinical cut-off on measures pre- and post-
intervention. Missing data were not replaced, and cases were excluded on a case-by-case basis.

The CYP were categorised into those with complete or incomplete data. Those with complete
data were defined as having paired data for at least one outcome measure.

Results
Demographics, and clinical and intervention characteristics

Demographic data were collected for 109 CYP. There was a relatively even split between males/
females and school/CAMHS placements in the current practice-based evaluation (see Table 1).
Recipients of interventions represented the full age range likely to receive CB interventions in
routine practice, with a mean age of 12 years. CYP were categorised into two age brackets:
younger CYP (≤11 years old) and older CYP (≥12 years old), and found they were similarly
represented in our sample, 45% and 55%, respectively. The frequency of different
interventions being delivered in the current practice-based evaluation are reported (Fig. 1),

Table 1. Client demographics

Characteristic N= 109

Gender Female: n= 64 (58.7%)
Male: n= 45 (41.3%)

Age Mean= 12.17 years (SD= 3.23), range 6–17 years
≤11 years old: n= 49 (45%)
≥12 years old: n= 60 (55%)

Placement type Schools: n= 62 (56.9%)
CAMHS: n= 46 (42.2%)

Number of sessions 8.76 (4.37) range 1–20
Schools: 9.21 (4.25) range 1–20
CAMHS: mean= 8.20 (SD= 4.55) range 1–20

aN= 108. bN= 106.

The Cognitive Behaviour Therapist 9

https://doi.org/10.1017/S1754470X21000301 Published online by Cambridge University Press

https://doi.org/10.1017/S1754470X21000301


with interventions that can be utilised for both anxiety and depression most frequently utilised
(cognitive restructuring and problem solving). The average number of sessions delivered was
similar across both schools and CAMHS placements, with nine and eight sessions,
respectively. A small proportion of CYP (9.2%) were receiving CAMHS treatment for other
presenting difficulties at the same time as the trainee-delivered interventions.

There were differences in baseline symptom severity between those CYP seen in CAMHS
clinics and those seen in a school setting (see Table 2). Significant differences were found
across several of the core measures, with CYP in CAMHS often experiencing higher levels of
symptoms and impact scores than those seen in school settings. For example, the mean SDQ
total difficulties scale score fell in the high category for those CYP seen in CAMHS, and in
the slightly raised category for those seen in schools.

On the data available (both parent and CYP reported RCADS), there were no significant
differences in baseline measures between those with complete data, and those with incomplete
data (all p>.05). There were no significant differences between those with complete and
incomplete data by age, gender, or placement type.

Clinical outcomes – self-reported and parent measures

Scores on all self- and parent-rated measures pre- and post-intervention, irrespective of the
placement setting or intervention delivered, are presented in Table 3. Scores for the overall
sample are presented, as the sample size prevented sufficiently powered statistical analysis by
sub-group. Significant improvements were found across all core outcome measures, including
symptom severity, impact of the difficulties, and CYP goals (all p<.05). Improvements in CYP
self-rated scores across the standardised questionnaires all demonstrated medium effect sizes
(Cohen’s d=.53–.62), whilst self-rated scores on the idiosyncratic goals-based outcome
measure showed a large effect size (Cohen’s d=2.57). Parent-rated measures also
demonstrated small to large effects sizes across the standardised questionnaires
(Cohen’s d=.32–.89).

Change in participants meeting clinical thresholds for all symptom outcome measures were
examined using chi-squared analysis. At baseline between 30 and 45% of the sample (CYP
and parent) reported difficulties which would indicate meeting the clinical threshold. After

Figure 1. Interventions delivered.
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completion of the CB interventions a significant reduction was observed in all CYP and parent-
reported outcomes, with those meeting thresholds decreasing to 7–30% (Table 4).

Discussion
Recent NHS data suggest that the prevalence of mental health disorders is rising in CYP in
England (Sadler et al., 2018; Vizard et al., 2020), and any additional effects of the current
worldwide pandemic are as yet unknown. Anxiety and depression are amongst the most
common mental health difficulties experienced by CYP and effective psychological
interventions exist. Timely access to these evidence-based psychological interventions has
remained a significant challenge. Recent government policy in England has therefore sought
to increase early access through training a non-traditional graduate workforce to deliver a
range of low-intensity CB interventions to CYP in a variety of settings (Department of Health
and Social Care & Department of Education, 2017; Health Education England, 2017). To our
knowledge this is one of the first peer-reviewed articles to estimate the effectiveness of CB
interventions for CYP: (i) delivered by graduates from a range of backgrounds; (ii) delivered

Table 2. Placement type baseline differences

Outcome (n CAMHS, n Schools)

Mean (SD)

t-statisticCAMHS Schools

Self-reported measures
CYP SDQ Total difficulties (35, 27) 19.20 (5.65) 17.04 (6.66) –1.38
CYP SDQ Total impact (32, 22) 5.63 (2.55) 2.82 (2.46) –4.03***
CYP RCADS Anxiety (42, 43) 69.43 (16.63) 53.93 (16.49) –4.31***
CYP RCADS Depression (42, 41) 71.43 (17.95) 54.41 (15.95) –4.56***
CYP RCADS Anxiety and Depression (42, 41) 70.50 (17.32 54.15 (17.08) –4.33***
Parent-reported measures
Parent SDQ Total difficulties (25, 29) 16.45 (6.99) 17.20 (7.60) .38
Parent SDQ Total impact (28, 24) 5.50 2.87) 3.54 (2.99) –2.40*
Parent CYP RCADS Anxiety (30, 22) 77.97 (18.29) 67.59 (16.24) –2.17*
Parent RCADS Depression (30, 22) 74.60 (19.22) 68.73 (14.04) –1.21
Parent RCADS Anxiety and Depression (30, 22) 80.53 (16.81) 68.65 (16.25) –2.49*

*** p< .001, *p< .05, children aged <8 years were removed from the RCADS analysis.

Table 3. CYP and parent-rated outcome measures

Outcome n

Mean (SD)

T-value BCa bootstrapped 95% CI

Effect size

Pre Post Cohen’s d

Self-reported measures
SDQ Total difficulties 47 18.83 (6.63) 14.68 (6.06) 7.08*** [3.12–5.15] .62
SDQ Total impact 39 4.69 (2.61) 3.21 (2.59) 4.42*** [.82–2.10] .58
RCADS Anxiety 65 61.83 (17.99) 52.51 (15.18) 6.89*** [6.79–11.93] .56
RCADS Depression 63 62.43 (18.18) 53.33 (16.31) 5.70*** [5.91–12.60] .53
RCADS Anxiety and Depression 62 63.06 (18.42) 52.48 (15.52) 6.89*** [7.50–13.63] .62
Primary goals 66 2.14 (2.00) 7.95 (2.52) −18.04*** [–6.52–5.20] 2.57
Parent-reported measures
SDQ Total difficulties 31 17.55 (8.11) 15.16 (7.09) 2.02* [.13–4.65] .32
SDQ Total impact 30 5.33 (2.82) 2.90 (2.75) 4.46*** [1.40–3.47] .89
RCADS Anxiety 32 75.13 (16.60) 68.59 (15.07) 3.40** [3.19–9.68] .41
RCADS Depression 32 72.91 (18.98) 66.34 (15.48) 2.04* [0.03–12.12] .38
RCADS Anxiety and Depression 32 77.69 (16.10) 68.81 (14.33) 3.99*** [4.71–13.57] .58

***p< .001, **p< .01, *p< .05, children aged <8 years were removed from the RCADS analysis.
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whilst graduates were still in training; (iii) where graduates were trained in a range of CB
interventions rather than one specific protocol/manualised approach; (iv) delivered for a range
of low-mood or anxiety-based problems; and (v) delivered in community settings (both
healthcare clinics and schools).

Results of the current practice-based evaluation are encouraging in showing positive and
meaningful improvements across a range of mild to moderate low-mood and anxiety-based
difficulties following a range of low-intensity CB interventions, delivered by trainee post-
graduate practitioners from a range of backgrounds, and delivered in either schools or
community CAMHS clinics. Mean scores reduced for the whole sample, representing
significant improvements across standardised self- and parent-rated measures of symptom
severity, impact, and self-reported idiosyncratic goal measures. Effect sizes were
predominantly medium to large (Cohen, 1988). The number of CYP over clinical thresholds
on standardised measures significantly reduced post-intervention. The reductions in both
mean scores and the proportion of CYP meeting clinical thresholds on the SDQ may suggest
wider improvements beyond anxiety and low mood symptoms. Despite less data, the most
significant improvements were on parental reports regarding the impact of difficulties on daily
life. This is notable given that direct caregiver involvement in interventions varied, so
caregiver feedback was arguably a more objective source of feedback, although equally they
may not have a full and accurate insight into their child’s emotional state. Findings from this
practice-based evaluation are also notable given that they were achieved whilst practitioners
were still in training. Within the current practice-based evaluation the majority of CYP
received cognitive restructuring, followed by problem solving. This would be expected given
that cognitive restructuring and problem solving can be utilised for CYP with both low-mood
and anxiety-based difficulties (e.g. Cool Kids/Chilled Anxiety and Depression Programmes;
Rapee et al., 2006b), whilst other interventions covered in the training programme were more
specific to one type of difficulty (e.g. behavioural activation for depression).

Given the unique aims of this practice-based evaluation, direct comparison with previous
research is difficult. The closest comparisons are with the national CWP programme
outcomes evaluation by Fuggle and Hepburn (2019), and the London and South East England
CWP audit report by Mavji et al. (2018), both of which also found significant improvements
across the same standardised measures and idiosyncratic goal measures used in the current
evaluation. Similar to Fuggle and Hepburn (2019), the current practice-based evaluation found
recovery rates were higher for the anxiety and depression outcome measure (RCADS)

Table 4. Clinical threshold change on outcome measures

Outcome
CYP meeting clinical threshold at

baseline, n (%)
CYP meeting clinical threshold post CB

intervention, n (%)
Chi-squared
statistic

Self-reported measures
SDQ Total difficulties 49 (45.0) 28 (25.7) 46.14***
SDQ Total impact 48 (44.0) 32 (29.4) 45.23***
RCADS Anxiety 31 (30.7) 8 (7.9) 32.87***
RCADS Depression 32 (29.4) 8 (7.3) 25.95***
RCADS Anxiety and

Depression
30 (30.0) 8 (8.0) 31.82***

Parent-reported measures
SDQ Total difficulties 35 (32.1) 17 (15.6) 29.10***
SDQ Total impact 45 (41.3) 23 (21.1) 30.09***
RCADS Anxiety 32 (31.7) 15 (14.9) 48.67***
RCADS Depression 30 (29.7) 15 (14.9) 30.93***
RCADS Anxiety and

Depression
34 (33.7) 16 (15.8) 43.69***

***p< .001, children aged <8 years were removed from the RCADS analysis
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compared with the SDQ measure. This may be anticipated as the interventions delivered
specifically targeted anxiety and/or depression symptoms, as measured by the RCADS, whilst
the SDQ measures a wider set of mental health symptoms. Effect sizes in these CWP reports
were slightly larger for standardised measures and lower for idiosyncratic goals-based
measures than the current evaluation, although both of these previous reports included
various modes of CB delivery (guided self-help, group-work, parent-led), data from qualified
and trainee CWPs, and only utilised parent-rated SDQ for primary school age children and
self-report RCADS for secondary school age young people, so are not entirely comparable.

The findings from the current practice-based evaluation expand upon the existing evidence
base for the training of graduate-level practitioners to deliver CB interventions to CYP. In the
UK, Arnott et al. (2020) reported medium effect sizes following a 1:1 behavioural activation
intervention for overweight and obese adolescents with low mood delivered by a graduate
therapist in a community setting. Pass et al. (2018b) also found large effect sizes for
behavioural activation delivered in a CAMHS setting by graduate psychologists. Both Arnott
et al. (2020) and Pass et al. (2018b)’s effect sizes were calculated with small sample sizes of
eight and 20 CYP, respectively, and Arnott et al. also used different outcome measures to
assess low mood to that of the current practice-based evaluation. Similar estimations of effect
sizes were found in the current practice-based evaluation, with effect sizes predominantly
medium to large for self-rated outcome measures. This is promising considering that for the
current practice-based evaluation all trainees took part in the same classroom-based training
regardless of placement type, and delivered a range of CB interventions, demonstrating similar
effect sizes to the above studies specialised to a specific setting and one specific manualised
behavioural activation protocol. Regarding clinical thresholds, Thirlwall et al. (2013) found
that up to 50% of CYP recovered from their primary anxiety disorder following a guided CB
intervention delivered by a graduate-level practitioner. In the current practice-based
evaluation, the number of CYP meeting the clinical threshold across the parent-reported
outcome measures approximately halved following CB interventions. This is significant given
that the current findings are based on information collected from this graduate-level
workforce whilst still in training, and there was no pre-requisite for trainees to have an
undergraduate degree in a psychology-related discipline. In comparison, Thirlwall et al.’s
novice graduate-level practitioners were either assistant psychologists, or psychology graduates.
The findings in the current practice-based evaluation are also consistent with previous
research that has found similar reductions in the percentage of CYP meeting the clinical
threshold following a group CB intervention delivered by graduate-level workers (Cobham
et al., 2017; Gallagher et al., 2004; Holmes et al., 2014; Simon et al., 2011). All four of these
studies used different outcome measures compared with the current practice-based evaluation,
and the sample sizes were often small, with three of the studies each delivering a CB
intervention to less than 35 CYP (Cobham et al., 2017; Gallagher et al., 2004; Holmes et al.,
2014). There were also large variations in the duration of the intervention delivered, with
interventions ranging from three (Gallagher et al., 2004) to 10 sessions (Holmes et al., 2014).
Although the authors recognise that it is difficult to make conclusive direct comparisons with
previous clinical research due to differences in settings, the severity of the presenting
problems, the intervention protocols, and the outcome measures used, our findings are
generally supportive of previous clinical research. We acknowledge there is a need for robust
research to be conducted regarding the training of graduates to deliver 1:1 CB interventions
before strong conclusions can be drawn.

Further comparisons with previous wider research into CB interventions with CYP would be
problematic given that these were often undertaken in controlled research settings, with
manualised protocols for one specific type of problem, and often delivered by experienced
practitioners or therapists (Ewing et al., 2015). However, results of the current evaluation
show some equivalence with prior studies of CYP symptomatic of depression referred and
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seen within the community or their schools (e.g. Calear and Christensen, 2010; Weisz et al., 2006).
Whilst recent meta-analyses have shown mixed findings on the effectiveness of CB interventions
for mild or sub-clinical anxiety and depression (Asarnow et al., 2001; Caldwell et al., 2019;
Johnstone et al., 2018; Rasing et al., 2017; Stockings et al., 2016; Werner-Seidler et al., 2017),
results of this practice-based evaluation support the potential effectiveness, as the sample
included CYP with mild or sub-clinical anxiety and depression.

There were several strengths in the current practice-based evaluation. The use of standardised
and idiosyncratic measures and of both self and parent-report strengthened confidence in the
findings. Measures captured a range of outcomes including overall mental health symptom
severity, anxiety and depression symptom severity, impact of symptoms, and idiosyncratic
goal progress.

The sample represented a relatively even split between males and females, and the full range of
ages that CB interventions are likely to be targeted at in CYP. This is relatively unique in
comparison with previous studies where a specific age group is often targeted and/or
community-based studies that can often unintentionally have a higher percentage of female
participants (e.g. Pass et al., 2018a,b,c).

The current practice-based evaluation also had a relatively even split between CAMHS and
school-based placements. There were some significant differences between placements in
terms of severity and impact of initial presenting difficulties, with higher severity and impact
in CYP within CAMHS. However, this would be expected in terms of CAMHS thresholds,
and is consistent with the principle of targeting earlier intervention in non-CAMHS settings.
Additionally, as mean scores and the number of CYP over clinical cut-offs reduced
significantly for the overall sample irrespective of placement, these findings would suggest that
CB interventions delivered by graduate-level workers have the potential to be effective for
differing levels of severity and when delivered in both healthcare clinics and school settings.

Despite the encouraging findings, limitations of the current practice-based evaluation should
be noted. The size of the data set did not allow for any meaningful or reliable comparisons of
outcomes between different interventions, intervention duration, placement settings, gender or
ages. Data on a range of other demographic characteristics such as ethnicity, family
composition, and socio-economic status were not collated and it is therefore not possible to
state how representative the current sample was. This is a key area for future research.
Neither was information available on whether CYP were receiving any concurrent mental
health support, although trainees did not provide interventions to CYP receiving other
ongoing 1:1 psychological interventions for the same difficulty. The present results are
confined to interventions delivered in a 1:1 format, whereas aspirations for this practitioner
role moving forwards include guided self-help and group work, so further research is needed
into the efficacy of these other modes of delivery by graduate-level workers. The process of
completing outcome measures was also not standardised, with trainees administering these
measures to CYPs and parents in a way that suited the individual client (i.e. whether during a
session, or as homework). We therefore do not know the extent to which any of these self-
report measures were completed by parents acting as a proxy. Lastly, given that this report
represented a routine practice-based evaluation, no control or comparison groups were
available, and there is no longer-term follow-up data on the sustainability of improvements.

There are a number of potential research, policy and practice implications from the current
evaluation. It is critical that further robust studies are conducted as this new workforce is
expanded. These should include larger, representative samples to enable comparison of
effectiveness between the different settings CB interventions are delivered in, mode of delivery
(e.g. 1:1, guided self-help, group work, parent-led), specific intervention techniques, and any
differences based on key demographic characteristics of the CYP. Inclusion of control or
comparison groups, and long-term follow-up on outcomes, will be important to establish both
the relative effectiveness of CB interventions over no intervention or ‘support as usual’ and
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the sustainability of any gains. It is of interest that cognitive change was the most commonly
utilised intervention in the current evaluation as this is not a mandatory component of the 1:1
interventions teaching content (see Box 1) within the national curriculum for these new low-
intensity psychological practitioner roles in CYP mental health. The level of utilisation of
cognitive change in the current evaluation may reflect its applicability across a range of low-
mood, low self-esteem and anxiety-based difficulties, whereas other interventions are specific
to one type of difficulty (e.g. behavioural activation for depression, worry tree for worry,
graded exposure for phobic anxiety). Further evaluation into the specific effectiveness of
cognitive change will help establish whether this particular intervention strategy is important
to incorporate as an essential component of training for this new workforce.

In conclusion, results of the current practice-based evaluation are promising in terms of the
capacity to train graduates from a range of backgrounds to deliver potentially effective CB
interventions in CAMHS or school settings, to CYP of various ages experiencing a range of
anxiety or low-mood based difficulties of varying severity. This practice-based evaluation
provides some empirical evidence to support a postgraduate training model for increasing this
non-traditional workforce. Further research with representative samples is needed into the
long-term sustainability of improvements and to provide more detailed comparisons of
outcomes across different settings, different modes of intervention delivery, and different
interventions. Information on the desirability and satisfaction that CYP and families
experience following interventions delivered by this new workforce is also crucial, as this is
likely to have a significant impact on accessing interventions and attrition rates. Service
recipient feedback is also a key principle of the CYP-IAPT programme (Scott, 2018).
Qualitative feedback from the current practice-based evaluation sample is available and is
currently being prepared for a sister article.

Key practice points

(1) Low-intensity cognitive and behavioural interventions delivered by trainee graduate-level practitioners to
children and young people in schools and community mental health clinics were estimated to be effective in:
improving mental health, anxiety and depression symptom severity and impact; reducing numbers of
children and young people above clinical cut-offs on measures; and achieving personalised goals.

(2) The sample included children and young people experiencing mild and sub-clinical depression and anxiety.
(3) Interventions showed the potential to prove effective in the context of a 12-month training programme following

national curricula in England for Children’s Wellbeing Practitioners and Education Mental Health Practitioners,
including regular competency assessment and weekly supervision.

(4) Cognitive restructuring/change methods were the most frequently utilised intervention but are not currently a
mandatory component of the national curricula.

(5) Further robust evaluation of the effectiveness of the full range of interventions delivered by the new graduate-level
low-intensity psychological practitioner roles in England is critical.
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