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Abstract
Childhood mental health problems are common (8-18% of the school age population), persistent, seemingly increasing, and can lead to a range of negative outcomes including adult mental illness, risk-taking behaviour, educational failure, and criminality (Costello, Egger & Angold, 2005). The effectiveness of child mental health care is therefore of great importance. This study examined the effectiveness of child and adolescent mental health services (CAMHS). This study explored the relationship of clinical outcome as reported by different informants and parental experience of the service and satisfaction, and the outcomes of children receiving evidence-based interventions for their disorder(s) were compared with children receiving interventions that lacked an evidence base, and the influence of case-complexity on both outcome and clinician workload was explored.. A sample of 302 children from two participating CAMHS was recruited. Parents completed the Development and Well-Being Assessment (DAWBA), and the Strengths and Difficulties Questionnaire (SDQ) at baseline, and the SDQ, and the Experience of Service Questionnaire (ESQ) every six months for two years. The practitioners completed questionnaires describing the child’s difficulties and used the Child Global Assessment Scale (CGAS) as an indication of the child’s level of functioning at baseline while the child attended the clinic. From the first follow up, practitioners completed a questionnaire about any interventions offered. This study found that there was little agreement between the parents and practitioners on the outcomes of the children in the sample, and that overall the outcomes of the children in this sample were poorer than would be expected if left untreated in the community. It was also found that evidence based practice did not appear to have an impact upon outcome, nor did workload. Case complexity did appear to have a negative impact upon outcome. This study suggests that perhaps baseline case complexity plays a larger role in determining the outcomes of children than the workload this creates or the interventions that are given. This study also found that parental satisfaction was not highly correlated with outcome, suggesting that satisfaction may not be a reliable indicator of the quality of a service.
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1. Literature review
This section of my thesis will review the background literature relevant to set the scene for my study. In this section, I intend to provide an overview of common child and adolescent mental health issues seen in clinics, and then describe how child and adolescent mental health services function, and what approaches and treatments they use.  After setting the scene, I will then go on to discuss Routine Outcome Monitoring (ROM) as the protocol used in the study was deliberately chosen to fit with that of the CAMHS Outcome Research Consortium (CORC, www.corc.uk.net), to allow the extension of finding from the current study to a broader if less complete dataset. The section on ROM will cover the definition of ROM, the advantages and disadvantages of using ROM, and the current methods and measures used. Next I plan to report the attitudes of clinicians towards ROM, exploring their perceptions of its advantages and disadvantages using qualitative data. The subsequent section of my literature view will explore the current outcome measures that are used in CAMHS, studying comparisons across different disciplines and services. I will then move on to describe issues relation to case complexity, firstly in terms of what is meant by complexity in this context, and then in terms of how case complexity may impact upon workloads for clinicians. The next section of my literature review will examine evidence based treatment, including its definition, the merits and pitfalls of an evidence-based approach and the current usage of evidence based practice within CAMHS. I will then examine the existing literature on parental satisfaction. Finally I will explore the methodological issues surrounding my study and how these will be addressed.  
1.1.1 Child and Adolescent Mental Health
Child and Adolescent mental health is an important and growing concern in society, clinical settings and research (Rey & Walters, 2001). Currently five of the top ten most burdensome health problems among adults are psychiatric disorders (World Health Organisation, WHO, 2002). Of the Disability Adjusted Life Years (DALY’s) lost in the UK in 2004, 20% were attributed to mental illness, compared to 16% attributed to cardiovascular disease and 15% to cancer (Prince, Patel, Saxena, Maj, Maselko, Phillips & Rahman, 2007). A high proportion of mental health problems in presenting in adults originate or develop in childhood and adolescence, indicating that disorder is frequently persistent, as well as disabling (Rey and Walters, 2001, Cohen, Caspi, Moffitt, Harrington, Milne, Poulton,  2003). Childhood emotional and behavioural disorders are also common, with studies on prevalence reporting rates between as 3-18% for the school age population (Costello et al., 2005). There is also some evidence that the prevalence of childhood psychological disorders are increasing, with earlier studies reporting lower prevalence’s in the 1980’s and 1990’s (Canino et al, 1995; Collishaw et al, 2004). The World Health Organization (2001) predicted that childhood psychological disorders will rise by approximately 50% internationally by 2020 and become one of most common causes of mortality, morbidity and disability in children and adolescents.  In summary, it seems that approximately 1 in 10 children and adolescents currently suffer from a mental health problem that is severe enough to impair their functioning (US Public Health Service, 2000 Rey and Walters, 2001, Ford, Goodman & Meltzer, 2003).

Childhood psychiatric disorder is associated with a range of adverse outcomes including adult mental illness, risk-taking behaviour, educational failure, and criminality (Costello et al., 2005; Collishaw et al., 2004; Kim-Cohen et al., 2003). Childhood psychological disorders have the ability to interfere in a childs’ ability to develop and reach their full potential in adulthood (Costello et al, 2005). The effectiveness of child mental health care is therefore of great importance, particularly given the rapid expansion of mental health services for children in England over the last decade (Department of Health, 2003a). 

Types of psychiatric disorder commonly seen in CAMHS among primary school children 

This review will focus on children of primary school age, as this is the age group that my study focused on. Children of primary school age present to mental health services with four common types of psychiatric disorders. These are Conduct Disorder or challenging behaviour, Emotional Disorders (including anxiety and depression), Attention Deficit Hyperactivity Disorder (ADHD), and Autistic Spectrum Disorder (ASD), and. I will now go on to explain these in more detail. A few children will present other difficulties, such as impairing tic disorders, and eating disorders, but my review will focus on the common difficulties experienced by my sample.

Conduct disorder, or challenging behaviour can occur in children of any age, but often commences early in childhood (World Health Organisation, 1993). The term Conduct disorders can be used as a overriding description for this set of behavioural problems, however it is also a narrow term to describe a specific disorder within this overriding group. The essential criteria for a diagnosis of the narrow term conduct disorder are “repetitive and persistent patterns of antisocial behaviour that breach the rights of others and societal norms” (American Psychiatric Association, 1994). The DSM IV (2000) criteria for conduct disorder include bullying, threatening and intimidating others, physical violence, weapon usage, physical cruelty to people and/or animals, & fire setting, and are thus comprise behaviours most commonly exhibited by older children. Toddlers and younger children are unlikely to exhibit sexual violence and conning as they lack the cognitive and practical skills in order to be able to do so. Within the overriding category of conduct disorders is Oppositional defiant disorder (ODD), which is characterized by a recurring pattern of defiant, disobedient and hostile behaviour towards authority (American Psychiatric Association, 1994). The DSM IV (2000) criteria for  ODD is the recurring pattern of defiant behaviour towards authority for at least 6 months and include loss of temper, no responsibility for behaviour, and exhibiting anger and resentment towards others. Opinion is divided as to whether ODD and CD represent separate disorders or are a continuum (Loeber, Lahey & Thomas, 1991, Egger & Angold, 2006,). The prevalence of Conduct disorder in primary school aged children between the ages of 5 and 10 years is 1.7% for boys and 0.6% for girls (Meltzer et al, 2000). Conduct disorders are also likely to be occur with other mental health disorders; a four year follow up study found that compared to 13 % of children with no disorder, 46 % of those diagnosed with a conduct disorder had another psychiatric disorder (Offord, Boyle, Racine, Fleming, Cadman, Blum, Byrne, Links, Lipman & MacMillan, 1992). 

Emotional disorders refer to depressive and anxiety disorders. A national survey of child and adolescent mental health (Meltzer et al., 2000) found that 4% suffering from an emotional disorder (anxiety and depression). Depression is characterized by three core areas, namely changes in mood, in thought patterns and in day to day activity. A diagnosis is made when these changes lead to a marked impairment to everyday living and social functioning (National Institute for Health and Clinical Excellence, NICE, 2005). The prevalence of depression in primary school aged children is approximately 1% and that there appears to be an even gender distribution at this age, with a female preponderance developing and increasing from puberty (Angold & Costello, 2001). Depression in primary school aged children is often accompanied by other mental health problems, with 50- 80% meeting the diagnostic criteria for both depression and another non-depressive disorder (Goodyer & Cooper, 1993; Herbert et al., 1996). Depressive disorders include Major Depressive Disorders (MDD) and Dysthymic Disorder. 
Anxiety disorders in children often take the form of behavioural, cognitive or somatic problems. Behavioural symptoms include withdrawal, tanturms/disruptive behaviours, avoidance of feared activities/object and reluctance to be separated from those they trust. Cognitive symptoms refer to unrealistic/unreasonable worries. Finally, somatic symptoms can include nausea, stomach/headaches, breathlessness, palpitations and trouble sleeping (Last, Hersen, Kazdin, Orvaschel & Perrin, 1991). Anxiety disorders include Generalized Anxiety Disorder (GAD), Obsessive Compulsive Disorder (OCD), Agoraphobia, Panic Disorders and social and specific Phobias.

ADHD is a common disorder throughout children and adolescents with 2.2 - 8.9% of the preschool and school aged population suffering worldwide (Ford, Goodman & Meltzer, 2003, Skounti, Philalithis & Galanakis, 2007) and is more commonly found in boys than girls at a ratio of 2-3:1 (Wolraich, ML, et al. 1998). It can continue through into adolescence and even adulthood. The symptoms of ADHD include difficulties with attention and keeping a focus on any given activity, problems with controlling inappropriate behaviour and restlessness and / or fidgetiness (National Institute of Mental Health, 2010). ADHD can be broken down into three subtypes, known as predominantly hyperactive-impulsive, predominantly inattentive and combined hyperactive-impulsive and inattentive (DSM-IV, 2000). The symptoms of ADHD are broken down into categories’ of inattention, hyperactivity and impulsivity, and the number and combination of symptoms determines which subtype a child is diagnosed with. There is no single test for ADHD and therefore for a diagnosis to be made, a mental health professional must gather information about the child and their behaviour from their parents, teachers and the child themselves, as well as making direct observations. For a diagnosis of ADHD to be made, other possible causes for these behaviours are ruled out and the problematic behaviour must be present in more than one environmental setting, e.g. at home and at school and commence before the age of seven (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006, National Institute for Mental Health, 2010).
The final major area of psychiatric problem/disorder in the school age populations is Autistic Spectrum Disorders (ASD’s). ASDs’ can also be known as pervasive developmental disorders. They refer to a range of developmental disorders that often begin in childhood and persist into adulthood (Raznahan & Bolton, 2008). They are characterized by a triad of symptoms, which include impaired communication and language skills, difficulties with social interaction, and unusual repetitive patterns of thought and behaviours. The term spectrum is used to refer to wide and varied way in which this group of conditions affects those suffering from it. Research suggests that the prevalence rate of ASD is six in every 1000 (Newschaffer, Croen, Daniels et al, 2007). ASD is also more common in boys than in girls with an average ratio of 4.3:1 (Newschaffer, Croen, Daniels et al, 2007).
1.1.2 Child and Adolescent Mental Health Services
I will now explain the workings and framework of Child and Adolescent Mental Health Services (CAMHS). CAMHS stands for Child and Adolescent Mental Health Services. They are based within the National Health Services (NHS) and provide secondary level multidisciplinary services specialise for children and adolescents aged 0-18 with emotional, behavioural and mental health problems (www.CAMHSCARES.nhs.uk). The Department of Health (DoH) and the Department for Children, Schools and Families (DCSF, 2009) worked together on CAMHS as a joint initiative, although the future is less certain with the change in government and the change from DCSF to the Department for Education (DfE). The concept of CAMHS is used in two different ways. In the community it is used as an umbrella concept that includes all services that make a contribution to the mental health care and well-being of children and adolescents. This includes health services, educational services, social services and other agencies, whose primary purpose is not mental health care such as GP’s and schools, but nevertheless contact with children with socio-emotional and behavioural problems is common. (Every Child Matters, DFES, 2003). This notion of a “comprehensive” CAMHS arises from a conceptual document that discussed four tiers of provision (Health Advisory Service 1995) which is widely adopted as the basis for planning, commissioning and delivering services. It is, however, important to stress that neither services, nor children fall into tiers; many clinicians work in different tiers at the same time, and often children are seen at more than one tier at once.  Ideally, there are clear referral paths between tiers. Most children are seen at tiers 1 and 2. The term CAMHS was also used prior to “Together we stand” to describe only those services that are specialised in mental health or tier 2, 3 and 4 services (Every Child Matters, DFES, 2003) leading to potential confusion. I will refer to comprehensive CAMHS when discussing the range of services for children and adolescent with mental health problems and core CAMHS when referring to secondary level health provision or tiers 2 and above.
Tier 1 is made up of practitioners who are not mental health specialists working with children, such as GP’s, health visitors, school nurses, teachers and social workers, youth justice workers and voluntary agencies. They should be able to offer general advice and treatment for less severe problems. They should promote mental health care and identify problems early on and refer onto other more specialist services.

Practitioners working in tier 2 tend to be mental health specialists, working in community and primary care settings, sometimes in a uni-disciplinary team. This includes mental health workers, psychologists, counsellors working at GP practices, schools and youth services. They are able to give consultation to families and other practitioners, identifying more severe/complex needs, requiring more specialist interventions. They can also provide training and consultation for practitioners within tier 1. They often see children with less severe or entrenched difficulties or who have difficulty engaging with other services.
Practitioners working within tier 3 are part of multidisciplinary teams that work in community/mental health clinics or child psychiatric outpatient services. These are specialised services for children and adolescents with more severe, complex or persistent problems. Team members are likely to include psychiatrists, social workers, clinical psychologists, community psychiatric nurses, psychotherapists, occupational therapists, and art/music or drama therapists, although the precise composition will vary from location to location (Barnes, Wistow, Dean  & Foster, 2006).
Tier 4 corresponds to tertiary level health provision for children and adolescents with most serious problems, such as day units, high specialised outpatient teams and inpatient units. These services include secure forensic, specialist neuro-psychiatric teams and other specialist teams, and they usually serve more than one district.
CAMHS role is to assess and treat emotional, behavioural, psychological and psychiatric problems using various approaches to intervention. They aim to help children, adolescents and their families manage their problems.

Types of intervention employed by CAMHS

I will now provide an overview of the types of interventions that are employed within CAMHS. This is by no means designed to be a comprehensive list of therapies used in CAMHS, but aims to cover the most commonly used and / or evidence based approaches to working with children and adolescents with impairing psychopathology.

Psychological interventions
Psychotherapy is a catch all term covering a range of ‘talking therapies’. Psychotherapists utilize a range of techniques drawn from theories about experiential relationship building, communication dialogue,  cognitive and development function, and behaviour change, that are designed to improve the mental health of the client, or can be used  to improve group relationships, for example, in a family (www.rcpsych.ac.uk/mentalhealthinfo/treatments/psychotherapies.aspx, Frank,1988). There are many different type of psychotherapies including cognitive behavioural therapy (CBT), Behavioural Therapy, Psychoanalytic Psychotherapy, Psychodynamic Psychotherapy, Interpersonal Therapy, Existential Psychotherapy, Systemic Psychotherapy, Family Therapy, Art Therapy, Parent Training, Solution Focused Therapy & Social Skills Training. This is by no means an exhaustive list of the different branches and forms of Psychotherapies, but just gives a flavor of the variety that is available. Psychological approaches are recommended for Depression, Self Harm, Substance Misuse and Chronic Physical problems (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006).
CBT is the psychological therapy with the most robust evidence base for interventions with adults and children. It can be provided to individuals or groups. It takes a goal orientated approach and works to identify and address dysfunctional behaviour, emotions or cognitions using systemic procedures and to replace the dysfunctional with adaptive behaviours, thoughts or emotions (British Association for Behavioural and Cognitive Psychotherapies, 2008). CBT with children and adolescents has a growing evidence-base (Kendall, 2005, Reinecke, Dattilio, Freeman, 2003) and it is recommended for the treatment of Anxiety Disorders, Post Traumatic Stress Disorders, Depressive Disorders, Bulimia Nervosa and to help with coping with physical problems (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006).

Behaviour therapy is a distinct entity from CBT, from which the latter developed. Behaviour therapy deals with overt behaviours only, without studying, or discussing the mental states underlying them.  There are many different techniques applied within behaviour therapy, which include direct or indirect training of specific skills such as assertiveness, relaxation or social skills, desensitization, environment, modification, and response prevention. Indirect training can be delivered by modeling. Intervention can be directly with the child or with those around the child, such as parents / carer or teachers. Behaviour Therapy is recommended for conduct disorder, ADHD, anxiety disorder, eating disorders and Pervasive Developmental Disorders (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006). Some would argue that behaviour therapy is at least as effective as medications for the treatment of ADHD, depression and OCD, although this view could be contested (Flora, 2007). The exploration of these arguments goes beyond the scope of the current literature review.

Parent training is most commonly recommended for parents whose children have disruptive Behavioural disorders such as ADHD, Conduct Disorder and Oppositional Defiant Disorder (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006). Parent training aims to help improve parents’ skills in managing undesirable behaviour in their children. There are several different programmes but they are all derived from social learning theory (Bandura, 1962) and encourage parents to rebuild a positive relationship with their child, to provide positive attention to good behaviour and to be pro-active rather than reactive in behaviour management (Webster-Stratton & Reid, 2010). 

Social skills training (SST) is a form of behaviour therapy that is focused on developing skills in those who have difficulties in communicating and relating to others. It works on identifying and addressing behaviours in small, manageable groups. It employs techniques such reinforcement, modeling and role playing. (Grizenko, Zappitelli, Langevin, Hrychko, El-Messidi, Kaminester, Pawliuk, Ter Stepanian, 2000). SST is recommended for conduct disorder and oppositional defiant disorder (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006)
Solution focused therapy, or Brief therapy as it is sometimes known focuses on what the patient wants to achieve through therapy rather than what the actual problem is. It works on two main principles, the first is to support people to explore their preferred futures, and the second is to help them to work out how and where their lives are already successfully following their desired trajectory. This is done by using questions to prompt the patient to think and explore both their present and potential futures (Berg, 2003). This approach can be applied to many different problems, but in CAMHS is most often used with children of secondary school age.

There are many others types of psychotherapy with less robust evidence to back their use in clinical practice, which are now briefly listed. Psychoanalytic psychotherapy was developed out of Freud’s theories of the human mind, and its three areas, the conscious, the unconscious and preconscious. It works on the principles that the unconscious mind is in conflict with the conscious mind, and that these conflict, although often unknown to the patient, are interfering with their everyday functioning. Psychoanalytic psychotherapy works to interpret the unconscious mind through activities such as free association and dreams and these interpretations are used to help the patient to gain insight and resolution into their inner conflicts (Moore & Fine, 1968).  Psychodynamic Psychotherapy is similar to Psychoanalytic Psychotherapy in that it works to give insight into the unconscious mind to the patient, and in doing so, help to relieve any conflicts or tensions between the conscious and the unconscious mind. Psychodynamic Psychotherapy, however, is shorter and less intensive than Psychoanalytic (Etchegoyen, 2005).Both psychoanalytic and psychodynamic therapies use the client’s reported experience past to help the client work through their current problems, and give the client an opportunity to think and reflect upon their difficulties. These types of therapies have a limited evidence base (Chambless, 2001) but are available in some CAMHS to a variable degree. They were used commonly by one of the participating clinics, hence their inclusion in this review.

Interpersonal therapy (ITP) explores the client’s relationships as the source of their problems, and helps them to strengthen their relationships and coping strategies. IPT works on the basis that psychological problems often stem from interpersonal factors and the therapist works with the patient on building their interpersonal skills and is a time-limited therapy (Joiner, Brown, & Kistner, 2006). 

Systemic Psychotherapy is different from the other forms of psychotherapy as it seeks to work with the patient not as individuals, but as a person in a relationship, and seeks to work on their current interactions and communications with their groups, looking at their patterns and dynamics within these, and works to develop living systems to help the patient cope and develop themselves within these (Corp, 2008). Family therapy grew out of systems theory and systemic therapy and involves the therapist in working with the families unit as a whole to address problems and disorders. The therapist often works with several members of the family simultaneously, and aims to identify and address problem relationship, interactions or patterns within the family and then work with the family together to change these and develop a healthy family dynamic (Broderick & Schrader, 1991). Family therapy incorporates a number of techniques including communications theory, relationship education, psychotherapy and systemic coaching. Family therapy can be more efficacious than individual therapies for certain problems, such as Anorexia Nervosa (Pinsof et al, 1995, 1996). Reviews report that family therapy is effective in conduct disorders, substance misuse, eating disorders, as a second line treatment for depression and chronic illness, childhood physical abuse, difficulties with attention and hyperactivity, emotional disorders and psychosomatic disorders (Cottrell and Boston 2002, Carr, 2000). 

Art Therapy is a form of expressive therapy that uses artistic materials such as paints, clay, chalks and pastels to help the patient to gain insight into their feelings and to cope better with their emotions, working through traumatic experiences, and developing their communication skills with others (Malchiodi, 2006).  Art therapy is used to create a safe environment, and a creative way for young people to try to express themselves and their feelings as they may have difficulty in expressing themselves verbally (Rubin, 1978).
1.2 Routine Outcome Monitoring

1.2.1 Definition 
This sections aims to give a broad definition and overview as to the concept and practical implications of Routine outcome monitoring. Routine outcome monitoring (ROM) is the consistent measurement of a services clinical outcomes at regular intervals with the intention to use this data for service improvement and to demonstrate effectiveness.  

Currently many services do not implement ROM, and where data is gathered, it frequently focuses on structures and processes, and is rarely used to link these processes with outcomes (Jenkins, 1991). ROM can be used to evaluate quality and success of a service and to provide feedback to the practitioners and service providers. ROM can improve the quality of service, and even reduce the per patient costs of the service (Lambert et al), and yet the importance of ROM is being discussed increasingly within both NHS services, and Private practice (Brann et al 2001; Long & Dixon, 1996) and is currently prominent in the NHS reforms (Department of Health, 2010). 

ROM is one of the areas emphasised in the currently proposed reforms within the NHS (Department of Health, 2010). There is an increasing focus on Patient Reported Outcome Measures (PROM’s) and Patient Reported Experience Measures (PREM’s) rather than measures of process and activity (The White Paper, Department of Health, 2008). PROMs aim to assess patients’ health/ status’s and/or their health–related quality of life. PROM’s are usually gathered in brief self-complete questionnaires completed before and after accessing services, with aggregated data thus collected analysed after controlling for other factors influencing outcome such as individual patient and provider unit’s characteristics. PREM’s are administered and structured in the same way as PROM’s except that they will be measuring the experience of the patient and indicating their perception of the quality of care that the patient they received. 

The encouragement to adopt PROM’s and PREM’s rather than measures of process and activities comes as quality of care is brought to the forefront of the NHS focus (Department of Health, 2010). As service users are in essence the ‘customer’ in the situation, it seems only appropriate that their feelings about treatment and the experience they received be taken as a measure of outcome rather than that of the practitioners who may potentially have more of a vested interest in fasting improving outcomes than the service user. Results will be used to assess the quality and effectiveness of care alongside other routine outcome measures such as practitioner reported measures to give a more holistic perspective on outcomes and the quality of services being provided.

Data gathered during ROM can be used by practitioners’ to review their interventions and treatment plans both with individual patients and also in their practice overall, it can be used by managers and regulators to assess their service in terms of quality and effectiveness and it can be used by commissioners and funding bodies to evaluate how best to use their budgets in terms of service improvement. PROM’s can also aid in the assessment of cost-effectiveness and efficacy of different interventions. They can also be used to assess the best ways to develop referral paths between services and how to get the most effective and efficient treatment for patients. 
1.2.2 Why it is used

This section will examine the reasons for using ROM and its differences from other methods of measuring and assessing outcome. After a brief explanation of the differences between the efficacy and the effectiveness of interventions, I will discuss how this affects ROM and its usage.

Two terms that are often used with regards to CAMHS and other public and private sector health services or interventions are efficacy and effectiveness. Efficacy refers to the capacity of an intervention to produce an effect under ideal conditions, as assessed using Randomized Control Trials (RCT’s) (Last. 2001, Weisz, Donenberg, Han, & Weiss, 1995). RCT’s involved the random allocation of participants to an intervention which should ensure that there are no systematic differences, known or unknown, between the intervention and comparison groups. Ideally both the researchers and participants should be blind to who is in which group (double blind) to ensure that no preconceived bias can influence the results (Sibbald & Roland, 1998). RCT’s however, particularly those testing psychological interventions, may be delivered by practitioners who are more highly trained and closely supervised than in routine practice. In addition, the participants maybe highly selected, for example excluding children with comorbid difficulties who comprise the majority attending CAMHS, which can lead to poorer than expected results when interventions demonstrating positive effects in efficacy RCTs are implemented in routine practice (Weisz, Donenberg, Han, & Weiss, 1995). 

In contrast to efficacy, effectiveness refers to the actual capability of an intervention to produce an effect under everyday conditions, which could be argued as a more ecologically valid test of what the intervention can achieve (Glasgow, Lichtenstein, Marcus, 2003). Effectiveness can be measured using RCT’s too however, as mentioned above, but should include as broad inclusion criteria as possible, with few exclusions and the use of regular practitioners to deliver the intervention as opposed to highly specialized teams within centre’s of excellence. In recent years there has been a growth in the importance of proving the effectiveness of interventions within the NHS (Humphries and Littlejohns, 1995, Arah, Klazinga, Delnoij, Ten Asbroek & Custers, 2003), and the role of ROM to do so (Slade, Beck, Bindman, Thornicroft & Wright, 1999). Similarly, ROM should not exclude any groups of patients, and the findings are reported by practitioners who work in the settings where the treatments are being delivered. 

ROM is either already used systematically or planned in many areas of health care, both private and NHS (Brann et al 2001, Long et al, 1996) including interventions relating to physical health, (Larwinson, Copeland and Indig, 2005) and mental health problems (Oudejans, Schippers, Merkx, Schramade, Koeter et al, 2009). This all suggests that the implementation of ROM in CAMHS is an important step in the continued improvement of CAMHS and future service developments. With the current policy drive (The White Paper, Department of Health, 2008, The NHS White Paper, Department of Health 2010), is adding impetus to a process that has been developing over the last decade or so (Garralda, 200, and www.corc.net/). .
1.2.3 ROM: Current Methods and Measures
Hoagwood, Burns, Kiser, Ringeisen & Schoenwald (2001) that routine outcome measurement in CAMHS should cover five domains of information; the patients symptoms or diagnosis, the patients level of functioning, the patients perspective on their difficulties, the patients environment and finally the systems in place for treatment of the child. They however, also reported that at the time of their research, there were few, if any measures in existence that would give a global score suitable for routine use in clinics (Hoagwood et al, 2001). This chapter aims to review the current measures used in CAMHS and their position in the global assessment of the outcomes of children utilizing CAMHS.

In their evaluation of the current methods and measures used in ROM in child mental health, Merry et al (2001) discussed concerns about the type of measures currently in use, and the lack of information available on them. They also raised concerns about the acceptability of the current measures to both clinicians and consumers. Part of the issue surrounding the implementation of ROM within CAMHS is the number of different measures available and the fact there is no current consensus as to which measures should be used, thus making any comparisons between them difficult; an issue not unique to CAMHS (Greenhalgh, Long, Brettle and Grant, 1998, Johnston & Gowers, 2005). Measures may be completed by different informants, including parents, children, teachers and practitioners.  In the case of CAMHS, service user completion is complicated by the fact that the primary target of the service is the child’s mental health, but that children rarely access the service on their own behalf and may not necessarily agree with their parent’s or carer about the nature and course of their difficulties. Hawley & Weisz (2005) looked at the agreement between children, parents and practitioners and found that in more than three quarters of the cases they explored, a treatment plan was put in action without a general consensus between these three informants. They also found that the strongest agreements were between the parent and the practitioners whereas the weakest agreements were between the parent and child, which suggests that measures taken on a child’s behalf may not always be reliable and may interfere with any results found where the child was unable to answer for themselves. To make matters however, even more complex, most children under the age of nine cannot complete most questionnaires measures reliably (Schwab- Stone et al, 1996), while CAMHS services work with all children under the age of 18. 

There are a number of factors that should be taken into consideration when choosing measures for ROM. The National Service Framework for Children, Young People and Maternity Services: The mental health and psychological wellbeing of children and young people (NSF, 2004) recommended that all CAMHS should be auditing and evaluation their services for the purpose of service development. It recommended that an outcome measure should assess the change in the young person’s difficulties, their general adaption the their difficulties and to treatment (once it has begun), the feelings of burden and stress that is felt by the young person, and by their families, the young person and their families satisfaction with the service, and at a broader level, population changes in those utilizing the services. NSF (2004) also stated that services should be evaluating themselves on four levels, at a case by case level, at practitioner level, at overall service level and finally from a strategic level. Taking this into consideration, it is important the CAMHS choose the right measures that cover these areas if they are to be used fro standardised ROM.

Current NHS reforms, as discussed above suggest that ROM remains an important issue to be addressed. Johnston and Gowers surveyed CAMHS and found a huge number of measures being used across services within the UK. In a similar survey of members which had a higher response rate but a narrower sampling frame, many of the same measures were reported. ,I will now go on to describe some of the current measures used across CAMHS (Johnston & Gowers, 2005). This list is by no means exhaustive, but covers the most commonly used measures reported by these two surveys.  

Patient Reported Outcome Measures

ROM can use either highly specific measures for each condition under treatment, or general measures that are completed for all patients. A discussion of specific measures of psychopathology is outside the scope of this thesis, but would include measures such as the Mood and Feeling Questionnaire, which is recommended by NICE for use in the treatment of depression (NICE, Clinical Guideline 28, 2005). The disadvantage of using disorder specific measures is that it restricts the extent to which comparisons can be made with outcome data collected from other teams, clinics or services. If a measure is to allow comparison across and within services, it needs to assess most aspects of psychopathology briefly and so many services will collect a general measure. There are several such measures, with the Strengths and Difficulties Questionnaire (SDQ), the Child Behaviour Checklist (CBCL) and the Health of the Nation Outcome Scales for Children and Adolescents among those most used in research and clinical practice. 
The SDQ is a commonly used general measure of psychopathology and its impact (Merry et al, 2001). There are parallel versions to be completed by the parents/carers and teachers of children aged 0-17, and a version to be completed by children age 11-17. The wording is essentially the same except for the person of the statement (i.e. s/he versus you). The SDQ is a well-validated, widely used 25-item questionnaire composed of five scales that assess conduct problems, inattention-hyperactivity, emotional symptoms, peer problems and pro-social behaviour (Goodman, 2001, Mathai, Anderson & Bourne, 2003). Responses to the first four subscales are added to give a total difficulties score while ratings of child distress and the impact of difficulties on home life, friendships, classroom learning, and leisure activities combine to form the impact scale. Scores in the abnormal range (>90th centile) are associated with a nearly 16 times increase in the likelihood that the child has a psychiatric disorder. The SDQ combines positive and negative statements, which parents indicated to be desirable in its initial trials (Goodman & Scott, 1997). It is also available for use free of charge and comes in a wide range of languages making in accessible worldwide. 
In addition to the SDQ, there is also the SDQ added value algorithm which is another outcome measure (Goodman & Goodman, 2009, Ford, Hutchings, Bywater, Goodman & Goodman, 2009). The SDQ Added Value algorithm was developed by Professor Robert Goodman (see www.sdqinfo.com; Ford et al, 2009) and uses data from the British Child and Adolescent Mental Health Survey 2004 on children with a psychiatric disorder in the baseline survey who had not received mental health services when contacted six months later to estimate whether pre and post data from clinics or research indicates and improvement or deterioration from the trajectory of psychopathology according the SDQ in this large community sample.   
The Child Behaviour Checklist (CBCL) assesses 118 behaviours on a three-point Likert scale. It describes eight syndromes that form part of the two main subgroups of internalizing and externalizing behaviour. Scores can also be combined to give a total problem score which describes the child’s functioning.  There are versions of this measure for children (Youth Self Report, Achenbach, & Edelbrock, 1986.), teacher (Teacher Report Form, Achenbach, 1991) but they each address questions that are not covered by the others and so are not directly comparable. In addition, many parents/carers found the checklist to be too long, and practitioners found that scoring was complicated, although the measure is still widely used (Gledhill & Garralda, 2005).

The HoNOSCA was specifically developed to measure outcome according to practitioners, and was an adaption of the adult scale HoNOS (Stein, 1999). As well as a practitioner completed version, there is also a self-complete version (HONOSCA-SR, Gowers, Levine, Bailey-Rogers, Shore & Burhouse, 2002). The Clinician completed HoNOSCA assesses 13 clinical features using a five-point Likert scale, and includes two additional questions that assess the/carer’s understanding of the child’s difficulties, and their understanding of the services that are  involved with the child. The first 13 questions can be combined to provide clinical difficulties and change score. The HoNOSCa is easy to use, reliable and sensitive to clinically significant change (Garralda et al, 2000) and correlates with other measures of child psychopathology (Yates at el 1999). It may be better suited to inpatient settings than community clinics and requires considerable training for its appropriate and effective use (Garralda et al, 2000). The Self rated version is based on the items in the Clinician rated version but rephrased as questions, tailored in language to suit the adolescents. There is weak correlation between the clinician rated version and the self report version, particularly for inpatients, suggesting that patients may view their problems differently from their practitioners (Gowers et al, 2002)

While general measures have the advantage of allowing wide comparisons across, the need to cover a range of psychopathology means that there are only a few items relating to any one type of problem, and this can lead to only small changes in score even in efficacy trials and particularly in comparison with specific measures (Lee et al, - check as I have sent it to you before). Advocates of ROM are currently suggesting using general measures to allow comparison supplemented with specific measures for particular groups of cases, and in particular disorders such as eating disorders that might not show change on general measures (www.corc.uk.net/).
Service User satisfaction measures or PREMS

In addition to measures of psychopathology, there are also measures that assess satisfaction about the service for both parents and children.  Client satisfaction provides additional information about the way that a service is organized and delivered that is also important for practitioners and commissioners.  Measures of client satisfaction are easy to administer. Such questionnaires can provide quantitative data to be used to assess the quality of services provided for a service-users perspective (Stallard, 2001). Stallard (2001) sent satisfaction measures to parents four weeks after their child was discharged from service. These reports were then used to inform a meeting within the service to identify and explore satisfaction issues. From this, several areas of high dissatisfaction were identified, and this allowed for plans to be formulated and implemented leading to service improvements wherever possible. Stallard (2001) found that parent dissatisfaction decreased after the plans for service improvement were implemented. This shows that measures of client satisfaction measures can be used to direct service improvement in the interest of the service user.

One issue that has arisen from client satisfaction measures is that of validity, as many researchers and services develop their own scales and measures, and the content of these questionnaires is rarely included in reports (Stallard 1996). There are many different ways in which a questionnaire could be structured, either using multiple choice, Likert scales or open ended questions, and each of these provide different benefits in the information that they collect. An optimal approach would be to include multiple choice /Likert scale questions to collect quantitative information, and open ended questions to allow qualitative information and for the service user to diverge from the areas covered in the questionnaire if they so wish (Stallard, 1996). 

The method of administration of these measures also has implications for validity. Many are administered as postal questionnaires, and with just a 50-60% return rate, there is likely to be a bias in those likely to respond (Stallard, 1995). Stallard (1995) reports that those likely to respond to postal questionnaires are likely to have had longer treatments that are deemed more successful by practitioners, suggesting that those less likely to respond might rate their experience of the service more negatively, and might show less successful outcomes to treatment (Garland, Saltzman & Aarons, 2000). It could, therefore, be suggested that to discover dissatisfaction within patients, it is necessary to explore further than postal questionnaires (Stallard, 1996). The CORC experience suggests that when client satisfaction is measured anonymously that the levels of satisfaction may be lower than if parents are sent questionnaires directly.

 The Experience of Service Questionnaire (CHI-ESQ) was developed from children’s service users (including but not exclusively CAMHS) by the Commission for Health Improvement (Astride-Stirling, 2002). It was developed to contain the issues raised by parents and young people as importance in relation to access and quality of services. The final questionnaire includes 15 questions; 12 of these are statements, and the participant is asked to rate their agreement on a 4 point Likert scale ranging from “Certainly True” to “Don’t know”. The final three questions are open- ended questions asking for a more qualitative response from the parents about improvements they felt could be made to the Services or if there was anything they found particularly good about the service. The development from service users’ views provides strong construct validity, but the reliability has yet to be formally studied, however a paper on this is in the advanced stages of preparation.
Bjorngaard, Andersson, Ose, & Hanssen-Bauer (2008) examined the links between service user satisfaction and the service unit effect in 49 Norwegian CAMHS. They measured service user satisfaction using two summated scales of clinician interaction/information and treatment outcome and found that 96-98% of parent satisfaction variance could be attributed to factors within CAMHS at a practitioner level, and only 2-4% was down to CAMHS level. They found that parents with younger children were more satisfied and that longer treatment episodes lead to more satisfaction. They also found that parents whose children had been referred with externalizing symptoms were less satisfied and that similarly, those who experienced longer the waiting times showed less satisfaction.
Practitioner completed measures 
Practitioner measures of outcome have the advantage that services can exert traction on practitioners to complete them so that response rates can be higher, while they have the disadvantage that practitioners might have a conflict of interest in reporting good outcomes (Johnston & Gowers, 2005). Current advocates of ROM advocate using a combination of sources of data in the monitoring of outcomes, with PROMs, PREMs and practitioner completed measures as well as indicators of process and activity (www.corc.uk.net/, Garralda, 2009). Some practitioner completed measures of function that are commonly used in ROM include the HoNOSCA, the Childrens Global Assessment Scale (Shaffer, Gould, Brasic, Ambrosini, Fisher, Bird & Aluwahlia, 1983) and the Global Assessment of Functioning (GAF, American Psychological Association, 1994). We briefly review the properties of these three general measures; an exhaustive review of all practitioner completed measures that might be used in practice is beyond the scope of this thesis.
The measures that were selected for discussion in this thesis were chosen because they fell in line with the CORC protocol (as detailed previously) and they were also featured in Johnston and Gowers (2005) review of measures commonly used in CAMHS. 
CGAS provides an estimate of the level of function for children aged 4-16 along a continuous scale of 1-100. It has high levels of inter-rater reliability (intraclass correlation coefficient 0.84), retest stability (intraclass correlation coefficients 0.69-0.95), and discriminant validity (p=0.001 for difference between mean scores for outpatients and inpatients), and can detect clinically significant change (Shaffer, Schwab-Stone, Fisher et al, 1995). 

The Health of the Nation Outcome Scales for Children and Adolescents (HoNOSCA) is another practitioner completed measure. The HoNOSCA was designed and developed to specifically measure outcome and was evolved from the adult scale (Stein, 1999). The HoNOSCA assesses 13 clinical features on a five-point Likert scale, and includes two additional questions that assess the/carer’s understanding of the child’s difficulties, and their understanding of the services that are  involved with the child. The first 13 questions can be combined to provide clinical difficulties and change score. The HoNOSCA is easy to use, reliable and sensitive to clinically significant change (Garralda et al, 2000) and correlates with other measures of child psychopathology (Yates at el 1999). It may be better suited to inpatient settings than community clinics and requires considerable training for its appropriate and effective use (Garralda et al, 2000).

The GAF (American Psychological Association, 1994) is another commonly used practitioner reported measure. It assess the childs overall psychosocial functioning (Piersma & Boes, 1997). It rates children functioning across three areas, psychological, social and occupational (Moos, Nichols & Moos, 2002). These three areas are rated on a score of one to 100, with 100 representing the most impaired functioning (APA, 1994). The GAF is considered to be an important tool in measuring and assessing outcome in both practitioners and researchers (Phelan, Wykes & Goldman, 1994)
1.2.4 General issues surrounding measuring outcome
Having reviewed the commonly used measures in CAMHS, the next section will examine the general practical issues surrounding ROM, including the merits and disadvantages of the methods available, and the issues of implementing ROM in day to day clinical practice.

There are many benefits to the usage of ROM. Firstly it can provide important feedback to practitioners, managers and service commissioners about the strengths and weaknesses of the services, and help direct training and service development (Gowers, Levine, Bailey-Rogers, Shore & Burhouse, 2002). It can help direct clinical practice (Chambless and Hollon, 1998), particularly when there is no or little evidence base, and it can aid in the planning of practitioner time and other resources (Page, Hooke & Rutherford, 2001). ROM can also be used to bench mark or compare services (Page, Hooke & Rutherford), although this should avoid ranking or league tables to avoid demoralising staff.  Ranking or “league tables” tell you little about the absolute quality of the services; while services ranked in the lower half of the table may suffer in terms of recruitment and retention of staff and investment (Goldstein & Spiegelhalter, 1996). In contrast, benchmarking yourself against the mean results of all other service may provide a more useful indication of how a team or service is functioning. It is also important to appreciate that there are likely to be few services that are universally dreadful or universally wonderful; most will have both strengths and weaknesses. Thus, the temptation to rely on a single indicator should be avoided as potentially misleading.

Despite the many benefits ROM can yield, there has also been recognition of its limitations. Firstly, ROM can be too costly for many services as it requires extra administration and equipment (Marks, 1998, Sederer & Dickey, 1996), and completing and entering measures can be too time consuming for already overstretched practitioners and administrative staff (Hunter, Higginson & Garralda, 1996). 

Secondly, there is rarely agreement in any clinical area as to the most appropriate measures for ROM. In support of this, several studies have  suggested a need for change in the current measures for the purposes of ROM, to make them more feasible for use within a clinical setting (Long & Dixon, 1996, McHorney & Tarlov, 1995, Higginson, Jeffreys & Hodgson, 1997, Greenhaigh, Long, Brettle & Grant, 1998,). These studies have also raised the issue of the importance of sensitivity to change that is notable not only to the practitioner but to the service user as well (Guyatt, Feeny & Patrick, 1993). As mentioned in the previous section, many of the current measures available focus on a particular condition, which limits their suitability for use in ROM, as it would be too time consuming to cover all the condition specific measures with each child, and it leaves the potential for conditions to be untested and missed. In contrast, a general measure, which is sensitive and detects a range of disorders, would be more appropriate. This, however could be a potential implementation issue as many practitioners, and even academic studies suggest that condition specific measures provide more useful information to general measures as they are include more detail about the precise difficulties presented by the child (Bowling, 1996). A study however, comparing a general measure (the SDQ) with a specific measure of Obsessive Compulsive Disorder suggests that general measures may produce lower effect sizes than specific measures, but can still detect change (Lee et al, 2005).

1.3 Practitioner Attitudes to Routine Outcome Monitoring
The previous section looked at general issues surrounding the implementation of ROM, and one of the issues raised was the attitudes of CAMHS clinicians towards ROM. This section will look at the attitudes of CAMHS clinicians in more detail, including the findings of a qualitative study that I conducted on data from some of the practitioners taking part in the current study into their attitudes to ROM and its advantages and disadvantages (see Appendix 1). 

There have been relatively few studies into the attitudes of mental health practitioners in CAMHS towards ROM, yet their participation will be key in terms of the success or failure in implementing ROM in services.  The small literature on staff attitudes reveals responses’ that were not overwhelmingly positive. Hatfield and Ogles (2007) reported that practitioners did not see any need to use standardised measures to monitor their processes and outcomes, as they already felt confident in their abilities and skills to accurately keep a check on their own patients and respond to any changes in the appropriate manner. There is, however evidence to suggest that this is not in fact the case, and clinical practitioners are often unaware of their treatments shortcomings and failures (Yalom & Lieberman, 1971). More recently, CORC (2005), reported that practitioners were concerned that the data collected from ROM would be used to criticise or even erode their service. On a positive note, Greenhaigh et al (1998) reported that whilst practitioners in a non mental heath setting were apprehensive about the extra work ROM would create, they thought that if ROM gives useful and significant data and information, that it may be worth the time and effort.
My qualitative study (Brown, Dean, Hansford & Ford, (under review) was the first study into the attitudes of CAMHS practitioners towards ROM to my knowledge. Semi-structured interviews were conducted with 50 practitioners explored of varying backgrounds and levels of experience working. Analysis of the interviews was carried out using a mixture of procedural elements from Grounded Theory (as described by Charmaz, 2006 and Strauss & Corbin, 1998) and Content Analysis (as described by Weber, 1990 and Krippendorff, 1980.) More than 90% of the practitioners approached to participate completed an interview; the majority of the practitioners that took part were female (72%).  Our findings suggest that although the practitioners were not overwhelming positive in their attitudes to ROM, neither were they overwhelming negative, and many of their concerns involved practical issues surrounding ROM that are potentially soluble. Practitioner engagement in ROM is key if ROM is to be used constructively to reflect on practice. There were four main themes for advantages identified by practitioners, which including monitoring, goals, validation and usefulness and there were four main themes of disadvantages identified by practitioners, which were depersonalisation, ethics, being unrepresentative and implementation issues. Commissioners and managers could address practitioners concerns openly, and work with the practitioners to overcome these and could angle the promotion of ROM towards the perceived advantages, so as to motivate the practitioners and build enthusiasm. Having discussed attitudes among practitioners, I will now briefly discuss methods currently used to compare services, with a view to providing the context of the CAMHS participating in this study.

1.4. Comparison across services/disciplines
This section examines the comparisons that there are currently available between services and disciplines within services. As discussed in previous sections, comparison of services that serve disparate client groups and thus employ disparate outcome measures may be problematic. There are some ways in which CAMHS up and down the country can be compared, such as the National Indicator 51 (DCSF, 2009) and CAMHS mapping data. The National Indicator 51 (NI 51) was developed to fill a need to measure annual performance at local authority level, county level and national level (DCSF, 2009). The NI 51 measures what are thought by the Government to be the key aspects of service provision by assessing services on four areas; the development and delivery of CAMHS for children and adolescents and young people with learning disabilities, the provision of appropriate accommodation and support for 16 and 17 year olds, the availability of 24 hour cover for urgent mental health problems, and the joint commissioning of early intervention support. It is, however, unclear how much of these four areas represent areas of importance to the service users and their families? Perhaps what may be a useful development would be a comparative measure looking at those areas rated as important by those who are utilizing these services and their families to see how closely they compare? In the NI 51 each CAMHS was scored via self assessment on each of these areas on a scale of 1-4C, with 1 suggesting the CAMHS has no protocols in place in this area, 2 suggests that there are protocols in place but no service actually active, 3 suggests that there are protocols and services in place but that they are only partially implemented and a score of 4 in an area suggested that everything is in place and that the protocols and services are fully implemented. This would mean that a CAMHS can achieve a minimum score of 4 and a maximum of 16. The DCSF (2009) collected this data from up and down the country and reported that the average score for England was 13.8. The regional scores ranged from 14.9 in London to 12.5 in the east of England. The highest scores at a Local Authority level were 16, with many Local Authorities obtaining this score in many regions, and the lowest was 9. The two Local Authorities taking part in the current study both score 14 on the NS 51, suggesting that the service provision are slightly above average The range of scores for local authorities in London was 12-16 which puts these CAMHS as average in their region. NS51 assesses the provision of services, rather than their effectiveness.

CAMHS mapping data also provides a source for comparison between services in terms of staffing, team sizes and specializations, changes to patient populations and the numbers seen and discharged by each teams, and can also be explored at a regional and national level. CAMHS mapping is an exercise that took place nationally from 2004 to 2008, taking in data from CAMHS tier 2-4 up and down the country, providing information about what service are available, where they are available and what sort of capacity do they have (Barnes, Wistow, Dean, Appleby, Glover &Bradley, 2005). The aims of CAMHS mapping is to aid in the development of specialist CAMHS areas, support and develop the funding for CAMHS development and evolution by reporting their outcomes and usage and to provide comparative data to assess the quality of services and also to show areas for development. In the 2004/2005 CAMHS mapping atlas, Croydon’s district had reported 2% targeted service change from 2004/2005 to 2005/2006 and Bromley’s district had reported 9% targeted service change for the same period. Both districts reported to have multidisciplinary teams, as opposed to singular teams. Bromley’s district reported to have a non disclosed specialist team focus, whereas Croydon’s district reported to have a specialized teams focused on ADHD, Youth Offenders, Self Harm, Social Services, and Mental Health and Learning Disabilities.  
1.5 Academic studies of the outcomes of mental health in those attending CAMHS

This section will discuss the current academic studies that have been conducted into outcomes of children utilising CAMHS. There is currently limited literature into this area, hence the importance and interest of this thesis. The studies into the persistence and prevalence of mental health problems within children, as mentioned earlier, a high proportion of mental health problems in presenting in adults originate or develop in childhood and adolescence, indicating that disorder is frequently persistent, as well as disabling (Rey and Walters, 2001, Cohen, Caspi, Moffitt, Harrington, Milne, Poulton,  2003). The outcomes, therefore, of mental health problems in childhood are clearly important for the long term mental health into adulthood. Also previously mentioned was the prevalence of childhood mental health problems, with studies on prevalence reporting rates between as 3-18% for the school age population (Costello et al., 2005). There is also some evidence that the prevalence of childhood psychological disorders are increasing, with earlier studies reporting lower prevalence’s in the 1980’s and 1990’s (Canino et al, 1995; Collishaw et al, 2004). This all stands to put the approaches, treatment and outcome of childhood mental disorders of great importance to society. Farmer, Strangl, Burns, Costello, & Angold (1999) looked at the usage, persistence and intensity of child mental health services over one year, taking data from the Great Smoky Mountain Study (GSMS). They found that 20% of children utilized some form of child mental health services over the course of a year. They also found that children with more extensive problems were more like to use the service and that once they were in the service they were more likely to continue to utilize it. They also found that predictive factors to usage of the services were being female and having a parent who reports a high impact upon family life from the child’s problems. In terms of intensity of service use, they found that it was common for only minimal usage of the services to be taken up. What limited literature that there is available upon the outcome of children utilizing CAMHS has shown a potentially positive outcome upon children mental health after utilizing a form of child mental health services (Byrne, 2007, Garralda, Yates & Higginson, 2000). Garralda at el (2000) found that using the HoNOSCA, most clinicians felt that there was an improvement in the child after attendance at the clinic, however they did note that the interventions at the clinic may have been insignificant in the improvements seen. This does cast question over the outcomes of children utilizing CAMHS. When looking at parental satisfaction with services and outcomes, Bjorngaard, Andersson, Ose & Hanssen-Bauer (2008) found that in a study of 49 Norwegian CAMHS 98% of parental satisfaction could be attributed to factors at CAMHS level, and that those with longer episodes of treatment lead to greater satisfaction, and that longer waiting times for treatment lead to less satisfaction, which could suggest that parental satisfaction may not be linked to outcome, but to perception of treatment at the clinic?  Wampold & Brown (2005) looked at the variance of outcome as attributed to therapist level factors. They found that 5% of the variation in patient outcome was due to the therapist. They also noted that variance attributable to medication was far smaller than that attributable to therapists. This could all be taken to suggests that outcomes may be largely attributable to factors within the clinic as opposed to the actual interventions themselves, although this may have links to the usage of evidence based interventions within clinics which I will go on to discuss in detail later in this chapter. 
1.6 Complexity Issues in CAMHS

This section will review the issue of case complexity within the cases that are presented at CAMHS, first describing what exactly is meant by the term case complexity, and how other measure have attempted to capture this, what factors are considered and the impact that this can have upon workload.

Case complexity is a term used to describe the different background and current issues that an individual case presents in addition to the child and / or family psychopathology that may impact on service provision and intervention. Case complexity can include factors such as comorbidity (Stallard & Potter, 1999), physical health problems, education, family structure and background, parental/carer mental health, live events (Garralda et al, 2000), and legal issues, involvement with other service, previous treatment, degree of current problem (Pierce, 1994). Case complexity can incorporate many different factors which are thought to influence the outcome of intervention, and there appear to be few standardised measures around to capture these. The importance of case complexity is worries about how case mix or case complexity will impact on results is a major block to the implementation of ROM in many areas.

1.6.1 Measures

After extensive literature searches (both the University of Exeter and the University of Plymouth electronic and paper libraries were searched and Google scholar utilised – See Appendix 2) there are only two measures of case complexity to my knowledge; the Pierce Complexity Scale (Pierce, 1994) and the Paddington Complexity Scale (Hunter, Higginson & Garralda, 1996). The Pierce Complexity Scale (Pierce, 1994), focuses on six dimensions that were theoretically related to poor outcomes. These six factors included the presence of comorbid disorders, any psychosocial problems, any legal issues the family are involved in, the families involvement with specialist services (such as Social Services), and any previous failed treatments and the degree of disability that the disorder is causing. These six factors are then scored on a scale of zero to two, with zero being not present to two being a significant factor. This then could give a maximum score of 12, which would suggest the child has severe case complexity. The Pierce Complexity Scale was a poor predictor of outcome in a small study of routine practice in two London CAMHS (Byrne, 2007)

The Paddington Complexity Scale (Hunter, Higginson & Garralda, 1996) was designed as part of a study which was assessing the outcome scales in Child and Adolescent Mental Health Services (Hunter, Higginson & Garralda, 1996). It was designed utilize objective information that is easily available to clinics, and to be easy to use by the multidisciplinary teams that make up CAMHS. It can be scored quickly once a practitioner has received simple training. It consists of 16 items to be rated by the practitioner that are divided into two sections, a clinical and an environmental rating of case complexity. These two sections can be combined to give a total complexity score. The clinical section can be further divided into a psychiatric and physical/developmental section. The psychiatric section includes items assessing the primary psychiatric disorder, the length of time that the child has been suffering from in, the severity of the disorder and the presence of any other comorbid disorders. The psychiatric conditions that are included in this section are based on ICD 10 and DSM IV categories of diagnosis (ICD 10, 1994, DSM IV, 2000) and were selected to be representative of those most commonly seen at CAMHS clinics. The psychiatric conditions have been graded for complexity based on existing knowledge of the conditions and their chronicity, responsiveness to treatment and their effects upon personal functioning. The physical/developmental section includes items reporting on the presence of any learning disabilities and any physical illnesses or developmental delays and their severity and chronicity. The Environmental section includes items on family status/structure and their attitude to service use (as perceived by the practitioner, this is rated on family stability and the parents openness and interest in treatment), the utilization of other services (both previous and current) and the extent of this utilization. In addition to these two sections are four additional items assessing age, sex, the main caregivers’ occupation and ethnicity. The weighting however, on case complexity of these four items is complicated and they are therefore used as additional information and not part of the total complexity score. The Paddington Complexity Scale has a moderate correlation between the clinical sub-score and other measures of clinical symptoms such as the CGAS and the HoNOSCA. Yates, Garralda & Higginson (1999) reported that whilst both the HoNOSCA and the Paddington Complexity Scale proved themselves to be sensitive to intake differences between clinics settings, there were only weak associations between these measures and those which were taken from the parents/children themselves. This suggests that while that the Paddington Complexity scale is useful as a tool for profiling children and adolescents receiving mental health services, but it is not clearly related to outcome. This is further supported by a second study from Garralda, Higginson and Yates (2000) that found no association between changes in HoNOSCA score and the Paddington Complexity Scale, or between changes in the HoNOSCA and any of the sub complexity scores within the Paddington Complexity Score. 

Many of the factors considered to be part of case complexity are the same in both scales, which is not surprising as they were both theoretically derived, but as described above, there is little work in relations to the outcome of attendance at CAMHS in routine practice.
Many practitioners often think that case complexity is inextricably associated with outcome, yet as discussed above, outcome studies (Yates, Garralda & Higginson, 2000, Byrne, 2007) suggest that this is not the case when case complexity is studied empirically. It is possible that case complexity exerts an important effect on clinicians by increasing work load. It is only logical to assume that a child with a more complicated and severe difficulties might create a larger workload for a practitioner, as there may be more issues to overcome, such as comorbidity, parental attitudes to treatment, physical illness, learning disabilities etc. There will also be a greater workload in terms of more services to liaise with, therefore more phone calls and letters. This additional work load may lead practitioners to believe that there is an association with outcome, which will be explored empirically in the current study. 

I will now go on to discuss evidence based practice, what is meant by this term, how it is defined and the usage of it within CAMHS, discussing its advantages and disadvantages to give a clearer picture of its place within services.
1.7 Evidence based practice

1.7.1 Definition

The term evidence based practice has been described as “conscientious, explicit and judicious use of the current best evidence in making decisions about the care of individual patients” (Sackett et al, 1996).  It refers to the practice of examining all the evidence surrounding a treatment or intervention and selecting a treatment or intervention for an individual patient based on the level and quality of evidence that supports it for the given patients difficulties. There are many skills involved in evidence based practice, such assessment of the child’s and families difficulties, then searching through the evidence available on all current and potential treatments for those diagnoses, critically appraising the evidence found based on type and amount of evidence that there is available, and then interpreting these results and applying the correctly in the treatment plan for the patient at hand (Ramchandani, Joughin & Zwi, 2001). It also involves the continued appraisal and assessment of the treatment as part of the overall treatment plan, which links to the routine measurement of outcome discussed above. Ideally, evidence based practice would allow you to examine the evidence for a particular treatment not just on it’s own, but also how it works in combination with other treatments and interventions, but in practice there are large gaps in the evidence (Ramchandani, Joughin & Zwi, 2001).

There are many different types of evidence ranging from randomised control trials (RCT’s), simple control trials, quasi-experiments, comparative studies, correlation studies, case-control studies, expert committee reports. The traditional hierarchy of evidence is firstly several reviews  or meta-analysis of RCT’s, then singular reviews of RCT’s, followed by RCT’s themselves, followed by quasi-experiments, comparison, correlation and case-control studies, and finally expert committee reports and individual opinions are ranked lowest (Brighton, Bhandari, Mohit Tornetta, , Felson, 2003). This may not necessarily be the best method for assigning weight to differing methods of assessing evidence, and leads to much debate between academics and front line practitioners, who may feel that their direct experience is being side-lined for research trials that may be unreflective of real-life and not ecologically valid.
RCT’s are held as high in terms of quality of evidence because they involve the random allocation of different interventions/treatments, which if conducted well, can eliminate the impact of both known and unknown confounders. RCT’s are often run in highly controlled settings and are run by highly trained and closely supervised practitioners, while practitioners in CAMHS may not have access to this level of training and / or supervision (Kazdin, 2008). Another limitations is that RCT’s are often exclude children with comorbid disorders, which may not be reflective of the population attending CAMHS, which are often more heterogeneous and where comorbid difficulties are highly prevalent (Ford, Hamilton, Meltzer & Goodman, 2007).  

Clinical medicine was the first discipline to start promoting the use of evidence based practice (Rosenberg & Donald, 1995), which has since slowly but steadily spread into other areas. As research develops and new discoveries are made, it is important that practitioners are kept up to date with current treatments and research into their uses. Practitioners in the health service are now required to participate in programmes for Continued Professional Development (CPD) and to attend a certain number of seminars and workshops each year to show their acquisition of new skills and knowledge and to keep them on top of new research and make sure that their clinical practice is up to date. It could however, also be questioned that the old saying of ‘you can lead a horse to water, but you can’t make it drink’ is potentially fitting here, in that there is the possibility that some practitioners may attend these workshops and seminars, but may take on board nothing, and merely stick with their potentially ‘outdated’ ideas and treatment approaches.

Research is not new to child and adolescent mental health (Rutter, Graham & Yule, 1970) and the idea behind evidence based practice is to put all of this research to good use and to facilitate the transition from research into practice. Recently there have been new initiatives in the NHS towards improving quality by conducting national and local audits, standards developments and developing clinical guidance. Often these changes and developments are put in place without taking into account high quality evidence from research (Ramchandani, Joughin & Zwi, 2001). The aims of evidence based practice is to place the patients disorders and problems as the focus for both the process and outcome of treatment/intervention, and that all decision with regards to this should be borne out of high quality evidence from research, which in turn should improve the effectiveness of the clinics and their practitioners.
1.7.2 Advantages and disadvantages of an Evidence Based Practice approach

There has been much discussion about the volume and quality of the evidence that is available and the number that are actually being used in routine practice (Sayal, Taylor, Beecham & Byrne, 2002, Ramchandani, Joughin & Zwi, 2001, Kazdin, 2008). There are over 550 treatments that are could currently be used in child and adolescent mental health clinics (Kazdin, 2000) and yet many of these have never been studied empirically. There are many treatments that have a strong evidence base, but their adoption can be slow clinical settings (Ramchandani, Joughin & Zwi, 2001). Ramchandani et al (2001) suggested that this could be due to reservations and resistance to changing to the way decisions are currently made about which treatments to use. This section aims to look at the merits and flaws of Evidence based practice and the views of both the practitioners who have reservations about it and the researchers who champion the benefits of it.

Firstly, the adoption of evidence-based practice could ensure the usage of treatments with proven effectiveness for any given disorder/s (Young & Lewis, 1997), and could lead to improved outcomes in services, (Ramchandani et al, 2001). It might also free up staff time as children might move through services faster than they do when provided with ineffective interventions. The use of an evidence based approach assists practitioners in the honing their ability to search and critical appraise the evidence for different treatments, and may improve collaboration between disciplines in multidisciplinary teams (Ramchandani et al, 2001). It can also be a way for parents and carers to become more reliably informed about treatments that their children may be receiving (Szatmari, 1999).

EBP may also aid in the variability of clinical judgement and decision making. EBP involves the integration of evidence with clinical judgements and taking the patient into consideration before making a decision about treatments/interventions. To date there is little empirical evidence for the reliability and validity of judgements and decision making and its consistency both over time and between practitioners (Kazdin, 2008). 

One of the arguments against the use of evidence based treatments (which will be discussed further below) is that the participants used in many of the trials and studies to determine evidence base have problems that are more homogenous and less severe than those who are seen in routine practice, and may not reflect the complex, severe and often heterogeneous families that practitioners see in their clinics. Empirical studies however, have shown that in actual fact neither the severity, complexity nor comorbidity impact negatively upon therapeutic change in evidence based treatments (Weisz, Jensen-Doss & Hawley 2006). Another big question that has been raised is that of generalisability from EBP studies to individual patients seen at clinics, however, the same question could be applied to a practitioners judgement and decision making, in that how can they take their experience from a previous patient and apply/generalise it to the next patient if each patients case is completely individual? (Kazdin, 2008) Similarly, EBP could be used as a template, and a place to start designing an individual treatment package for the each unique patient.

On the other hand, many practitioners have shown resistance to the introduction of EBP, and there have been many papers written about the concerns and fears of practitioners about EBP (Hunsley, 2007, Norcross, Beutler & Levant, 2005). Practitioners fear that the usage of EBP may involve clinical practice becoming too prescriptive (Kazdin, 2008). As mentioned in the previous section, the types of studies performed to establish is a treatment/intervention is evidence based are often performed in highly controlled environments, run by highly trained  and supervised researchers and often use more homogenous groups of patients than attend ordinary CAMHS (Weisz, Donenberg, Han, & Weiss, 1995). It could be argued that the results from efficacy trials are not easily translated into routine clinical practice, as these are less controlled environments, and staff giving the treatments may be less highly trained, and patient groups are often far more heterogeneous, with patients commonly showing comorbid disorders (Kazdin, 2008). There is some evidence that patients selected for these controlled trials present with less severe problems than those in the clinics, particularly when they are recruited via advertisements rather than clinical referral (Hoagwood, Hibbs, Brent & Jensen, 1995 Western & Morrison, 2001). Studies used to provide evidence for EBP may not focus on the same aspects of outcome as the clinics themselves, with the trials and studies aiming to reduce the symptoms of the disorders, whereas clinics quite often focus on improving the function of patient and the reduction of impact of their problems on their day to day life and the lives of those around them; these two approaches may not always coincide (Sorenson, Gorsuch & Mintz, 1985). Sorenson et al (1985) also pointed out that goals and aims in treatment often shift over the course of treatment as different issues come to light, and that this may not be captured in individual trials. 

A treatment may be considered evidence based if it produces a statistically significant difference to a disorder relative to no treatment; however, what exactly does statistically significant mean in real life, to real people? It has been suggested that clinical significance denotes a return to normal functioning; however there are many cases where this may not be possible, or even expected, for example those with ASD’s, learning disabilities or those with multiple difficulties and high levels of cormorbity (Jacobsen, Roberts, Berns & McGlinchley, 1999). The improvement seen in the intervention group in a trial may not translate into a meaningful improvement to an individual (Kazdin 2008). The rating scales used to assess symptoms and impact are not always easily translatable into clinical practice, and it can be unclear what the meaning of a few points difference on these scales might be to individual patients (Blanton & Jaccard, 2006). De Los Reyes and Kazdin (2006) also discussed the use of multiple and / or composite outcomes in RCT’s, and the tendency of academics to claim success even if only some of these are statistically significant.  Practitioners therefore need sophisticated critical appraisal skills to detect poorly conducted or reported studies that might potentially distort the evidence base in this way. There are also concerns about the implications of EBP on clinical practice as it questions current clinical judgements and decision making (Kazdin, 2008). 

There are many advantages and limitations to the adoption of evidence based practice; however, many of the limitations appear to be fears and apprehensions from practitioners, which could potentially be overcome if presented with the merits for the usage of evidence based treatments and given appropriate education and training on how to do it and how it can fit into and work within routine clinical practice.
1.8 Summary

An extensive review of the literature to date suggests that there child mental health is an important public health issue, both in terms of affected children’s current distress and functioning, but also in terms of their future development and societal costs (ref for costs as have not mentioned before. The effectiveness of CAMHS is therefore paramount, particularly as the previous government invested a great deal of money in the expansion of services in relation to mental health of children (Department of Health, 2004). There has been little academic work in relation to the outcome of contact with services, and the findings from the few studies that are published suggest that there appears to be an improvement after attendance to the clinics but there is ambiguity as to what this improvement is attributed to, whether it is actually linked to the interventions themselves or other factors either within the family or at a CAMHS level (Garralda et al, 2000, Wampold & Brown, 2005).  Work in this area is complicated by the difficulty in selecting appropriate measures and disagreement between informants. This lack of academic activity and the lack of an evidence base relevant to the majority of children attending CAMHS has lead to some to advocate for ROM.  This has occurred against an increasing policy drive towards ROM. Implementation however, of this remains patchy and sporadic at best (Jenkins, 1991). The reasons for this may be wide and varied, Areas explored within this literature review suggest that many practitioners may feel that current available measures are inadequate to accurately represent the outcomes of the children and adolescents that they see and differences in case-mix and case complexity will make comparisons unfair. My exploration into the attitudes of CAMHS practitioners towards ROM also suggested that there were concerns about the extra workload that ROM would present to practitioners and their fears that this may interfere with their treatment of the children and adolescents seeking their help. There also appeared to be suspicions as to the motives of ROM, with worries that it may be used unethically to assess individual practitioners. Whether these are in fact contributing factors to the sporadic usage of ROM, or whether there are other factors at play, the fact remains that ROM needs to be rolled out nationally to assess the quality of CAMHS and aid in the development and evolution of the services. This need for development can be seen in the review of the literature on evidence based practice within CAMHS. Above I discussed the issues with a lack of translation of evidence based practice from research into everyday practice. ROM would be a good way for the usage of evidence based practice to be assessed and the effectiveness of evidence based practice to be tracked, ensuring both efficacy and effectiveness. 

The other issue I have addressed in this literature review is that of case complexity and its effects on both workload and outcomes. It appears that to date there has been no empirical link drawn between case complexity and outcome; however it is anecdotally felt that there is a strong link among practitioners. It appears that there are few current measures available for formally assessing case complexity. This suggests that there is a gap here for the development of a case complexity measure and that there is a need for research into the links between case complexity, workload and outcome. My study aimed to examine the effectiveness of two CAMHS treating primary school age children in Greater London over two years. 
I compared the outcome of children receiving evidence-based interventions for their disorder(s) with children receiving interventions that lack an evidence base. In theory, the children receiving evidence-based treatment should achieve better outcomes. This study also examined the influence of case-complexity on both outcome and clinician workload, and if possible looked to generate an empirically derived measure of case-complexity that could be used as prognostic index in routine clinical practice to estimate case complexity alongside routine outcome measures. This study also examined the relationship of clinical outcome reported by different informants and parent’s experience of the service and satisfaction, as well as the attitudes of CAMHS clinicians toward ROM. 

2. Methodology
This chapter will discuss the methodology used in the study, starting by revisiting the aims and objectives and the hypotheses of the study. I will then describe the clinical setting for the study and discuss the sample in terms of the selection criteria and the power calculation that was used to estimate the required sample size. Subsequently, I will describe the measures used in the study, in terms of the reasons why they were selected as well as their validity and reliability. I will then report response rates of both the parents and the practitioners and describe the participants that took part, as well as the completeness of the data collected. Finally, I will describe the procedure for data collection and my own contribution to the study. 
2.1. Aims and objectives

The current study aimed to elucidate factors that influence clinical outcomes among children attending child mental health services to assist practitioners to understand which children are currently served well, and which groups are currently not obtaining good clinical outcomes and could therefore do with innovative approaches.

The specific objectives were:

1. To explore the relationship of clinical outcome as reported by different informants and their relationship to parent’s experience of the service or satisfaction with it.

2. To examine the impact of evidence-based practice on clinical outcome in routine child mental healthcare.

3. To examine the role of case complexity on clinical outcome and work load.

2.1.1 Hypotheses

1. Parental satisfaction will be only moderately correlated with clinical outcome as reported by parents and by practitioners.

2. Children receiving evidence-based treatment for their disorder(s) will demonstrate better clinical outcomes than those with the same disorder(s) who do not receive evidence-based treatment.

3. Complexity factors will not be associated with outcome but will predict workload.
2.1.2 Clinical setting 
This study is set within two CAMHS in two adjacent London Boroughs; CAMHS A and CAMHS B.  CAMHS A was the only service in Borough A that assessed children and young people who are considered to meet the criteria for psychiatric disorder. There were four teams within CAMHS A, a Children’s Team, providing multidisciplinary treatments to children up to the age of 16, an Adolescent team, providing similar treatments to adolescents aged 14-18, a specialised team for children looked after by the Social Services and an Early Interventions team, which provided brief, uni-disciplinary treatments for children up to the age of 18 who were considered to have less severe problems. The practitioners who took part in this study were from the Children’s and Early Interventions Teams, and the children participating in this study were being seen/assessed by these teams.

CAMHS B provided a Tier 3 service to children under the age of 18 in a Greater London Borough adjacent to CAMHS A. CAMHS B had a single multidisciplinary team, with specialist sub-teams within it for ADHD, adolescents, and looked-after children. A separate Tier 2 team within Borough B was part of a different NHS Trust.

Both CAMHS clinics were part of separate NHS Foundation mental health trusts for their areas. CAMHS A had a higher proportion of black and ethnic minorities than other parts of England (30% compared to 9% as the average in England, and 8% in CAMHS B according to the 2001 census (www.statistics.gov.uk/census).  Although both Boroughs had a range of affluent and deprived areas within them, CAMHS B had a higher proportion of managerial and professional workers (30% compared to 23% as the average in England and 25% in CAMHS A), and a lower proportion of semi-or unskilled manual workers than the England average (10% compared to 14 % in CAMHS A and 17% in England). CAMHS A had a denser population than the England average, with 38.2 people per hectare compared to 3.8 people per hectare in England and 19.7 people per hectare in CAMHS B. These figures were taken from the National Census, taken in 2001 (www.statistics.gov.uk/census). 

2.2.   Sample size calculation

The power calculation was based on pilot data from a smaller and shorter survey conducted by Byrne, Croft, Chisolm, Nikapota & Taylor (1999) and suggested that we would need to follow 148 children in order to detect the predicted 2-3 point drop in mean Strengths and Difficulties Questionnaire total difficulties score (equivalent to an effect size of 0.5) with 85% power and a 5% significance level. The larger sample was chosen to allow subgroup analysis among the commoner disorders and due to the nested randomized controlled trial of the provision of standardized diagnostic assessments to assessing practitioners that was beyond the scope of this study (in preparation, see Appendix 3 ).

2.3.   Selection criteria 

Children were excluded from the study if:
· They were younger than five years old or older than ten years and nine months at the time of they are accepted onto the waiting list. This age limit was chosen to ensure a homogenous sample of primary school age children. Adolescents tend to present with a wider range of psychopathology.
· The child was looked after by their local authority, because of the difficulty of changes in parental responsibility during the course of the study and because of the difficulty in finding informants that knew the child well enough to complete the study’s measures reliably.
· The parent had insufficient English to complete the questionnaires.

· Emergency and urgent paediatric liaison referrals were excluded because of the difficulty in gaining consent and completing the base line assessment between referral and first assessment.
2.4 Outcome Measures
The table below (Table 1) shows which outcome measures were administered, to who and at what time point. Below I will then go on to describe the measures in detail, exploring their validity and reliability and why these measures were chosen.  

	
	Baseline
	6 Monthly follow-ups

	Parents
	DAWBA*
(inc. SDQ**)
	SDQ

(ESQ***)

	Clinicians
	Clinician Assessment

(inc. CGAS#)
	Clinician Intervention Form

(inc. CGAS)


Table 1. The measures that administered to the parents and clinicians with the schedule of administration
* Development And Well-Being Assessment

** Strengths and Difficulties Questionnaire

*** Experience of Service Questionnaire

# Childrens Global Assessment Scale

All the outcome measures used in this study were selected either because they were recommended by the external working group for the National Service Framework for children and maternity services (Department of Health, 2003b: Outcomes subgroup of the child and adolescent mental health working group, 2003), because they were part of the CAMHS Outcome Research Consortium protocol (www.corc.uk.net) thus affording us a wider comparison group and /or because they have been proved to be feasible for use in routine clinical practice (see www.corc.uk.net; Slade et al., 1999). 
2.4.1 The Strengths and Difficulties Questionnaire (SDQ)
The SDQ is a well-validated, widely used 25-item questionnaire composed of five scales that assess conduct problems, inattention-hyperactivity, emotional symptoms, peer problems and pro-social behaviour (Goodman, 2001, Mathai, Anderson & Bourne, 2003). Responses to the first four subscales are added to give a total difficulties score while ratings of child distress and the impact of difficulties on home life, friendships, classroom learning, and leisure activities combine to form the impact scale. Scores in the abnormal range (>90th centile) are associated with a nearly 16 times increase in the likelihood that the child has a psychiatric disorder. The measure is reliable as judged by internal consistency (Cronbach’s α 0.73), cross informant correlation (mean 0.34) and retest stability (mean correlation 0.62) (Goodman, 2001). The follow up version of the SDQ was used for all follow ups; this asks the same questions but about the last month rather than the previous six months to allow time for interventions to produce improvements and includes two additional questions about whether any intervention has changed the child’s difficulties or helped in other ways.  
2.4.2 The SDQ Added Value Algorithm

The SDQ Added Value algorithm is an equation generated by Professor Robert Goodman and Dr Anna Goodman (see www.sdqinfo.com; Ford et al, 2009) from data from the British Child and Adolescent Mental Health Survey 2004 on children with a psychiatric disorder in the baseline survey and / or whose parents had contacted primary health care or a teacher with concerns about their child’s mental health. It was derived empirically from the parental SDQ scores and designed to estimate the difference between the expected and the observed scores on a parental SDQ at follow up, based on baseline scores, using the epidemiological sample as a proxy control group. It is calculate from the following formula: 
SDQ Added Value = 2.3 + 0.8*T1Total + 0.2*T1Impact – 0.3*T1Emotion – T2Total.

T1Total= Time 1 SDQ Total Difficulties score

T1Impact= Time 1 Impact score

T1Emotion= Time 1 Emotional SDQ subscale

T2Total = Time 2 SDQ Total Difficulties score
A positive number indicates that the children in managed by that clinic or team have better  outcomes than they would have been predicted by the algorithm, while a negative score suggests that the child is doing worse than they would have been predicted. A score of 0 indicates no difference. When data from a randomized controlled trial in which there was a difference between intervention and control groups was re-analysed using the SDQ Added Value score, the algorithm reproduced the effect size reported by the trial for the intervention group and approximated to 0 for the waiting list control suggesting that the algorithm functions as designed (Ford et al, 2009), at least in this particular sample. I calculated the SDQ Added Value score using the above equation for the participants in the current study. In addition, Professor Robert Goodman applied the same principles to the dataset from the British Child and Adolescent Mental Health Survey (Green, McGinnity, Meltzer, Ford & Goodman 2005) and provided an algorithm to calculate an Added Value Score at 12 months. This required the following equation and is as yet untested on trial samples.
Raw added value (in SDQ points) = 2.7 + 0.75*baseline total difficulties score + 0.3*baseline impact score – 0.25* baseline emotional difficulties subscale score  –  12-month total difficulties score. 
T1Total= Time 1 SDQ Total Difficulties score

T1Impact= Time 1 Impact score

T1Emotion= Time 1 Emotional SDQ subscale

T3Total = Time 3 SDQ Total Difficulties score

2.4.3 The  Children’s  Global Assessment Scale (CGAS)
The CGAS provides an estimate of the level of function for children aged 4-16 along a continuous scale of 1-100. It has high levels of inter-rater reliability (intraclass correlation coefficient 0.84), test-retest stability (intraclass correlation coefficients 0.69-0.95), and discriminant validity (p=0.001 for difference between mean scores for outpatients and inpatients), and can detect clinically significant change (Shaffer, Schwab-Stone, Fisher at el, 1993). It was completed by practitioners after their initial assessment and at six monthly intervals while the child attended the clinic.

2.4.4 The Experience of Services Questionnaire
The Experience of Service Questionnaire was developed from child mental health service users by the Commission for Health Improvement (Astride-Stirling, 2002). It was developed to explore the thoughts and feelings of the parents towards the Service that they and their children received at CAMHS from issues raised as important by young people and parents attending CAMHS and other children’s services.  It includes 15 questions; 12 of these are statements about their thoughts and feelings towards the service they have received, and the participant is asked to rate their agreement on a 4 point Likert scale ranging from “Certainly True” to “Don’t know”. The final three questions are open- ended questions asking for a more qualitative response from the parents about improvements they felt could be made to the Services or if there was anything they found particularly good about the service.

2.5 Other Measures 

2.5.1 Presenting problems
Presenting problems were abstracted from referral letters by research workers at the time of recruitment and then classified into independent categories coded present or absent (see Table 2 below). Multiple problems could be endorsed for a single child if necessary.  One research worker (Katerina Kelesidi) and Dr Tamsin Ford grouped the descriptions of presenting problems into categories. The reliability of these categories was established by comparing the initial categorisation with another experienced child and adolescent psychiatrist (Dr Sacha Guglani) who independently classified the presenting problems across the whole sample using the same scheme. There was 76-100% agreement and good or better chance (kappa > 0.6) corrected agreement using the Kappa statistic in all but 3 out of 20 categories (Landis and Koch, 1977). Kappa’s ranged from -0.3-0.97; it is possible that the kappa’s for the categories with moderate or poorer agreement might have been depressed by the extremely high rates of agreement, as the kappa statistic functions poorly at extremes of agreement or disagreement (Dewey, 1983).This analysis was completed by Katerina Kelesidi who was one of four research workers involved at
the recruitment stage of the project. g
	Recruitment
	Ineligible
N=313
	Eligible and took part
N=302
	Eligible but did not take part
N=246

	Presenting Problems
	Attachment
	2 (0.2%)
	7 (0.8%)
	6 (0.7%)

	
	ASD
	15 (2%)
	59 (7%)
	69 (11%)

	
	ADHD
	27  (3%)
	94 (11%)
	135 (16%)

	
	Behavioural
	43  (5%)
	158 (19%)
	261 (30%)

	
	Emotional
	17  (2%)
	69 (8%)
	111  (13%)

	
	Psychosocial
	29   (3%)
	47 (6%)
	64   (7%)

	
	Learning Difficulties
	7     (0.8%)
	41 (5%)
	51   (6%)

	
	Elimination
	3    (0.3%)
	22  (3%)
	24 (3%)

	
	Self Harm
	9    (1%)
	12  (1%)
	19  (2%)

	
	Tic
	4   (0.5%)
	8    (0.9%)
	15  (2%)

	
	Eating
	3    (0.3%)
	3   (0.3%)
	9   (1%)

	
	Hallucination
	2    (0.2%)
	3   (0.3%)
	7   (0.8%)

	
	Chromosomal
	1 (0.1%)
	5   (0.6%)
	4  (0.5%)

	
	Rare Psychological
	2 (0.2%)
	5  (0.6%)
	4 (0.5%)

	
	Psychosomatic
	1 (0.1%)
	8  (0.9%)
	11 (1%)

	
	Motor
	2 (0.2%)
	11 (1%):
	11 (1%)

	
	Self injury
	2  (0.2%)
	3    (0.3%)
	9  (1%)

	
	Sexualized
	3  (0.3%)
	5   (0.6%)
	10 (1%)

	
	Physical
	3 (0.3%)
	19  (2%)
	19 (2%)


Table 2. Presenting Problems for all children referred to two CAMH Services. (children could have more than one presenting problem)
2.5.2 Type of intervention

At each follow up, practitioners indicated what intervention(s) had been offered to the family. The list of interventions offered was designed to match evidence-based treatments for those covered by DAWBA interview. The list was then supplemented by asking staff in the participating clinics whether any interventions they regularly used had been omitted, or if there were any on the list that they felt were not used at the Clinic. Practitioners were also asked whether attendance at the clinic had helped the child’s difficulties or has helped the family in other ways according to a five point Likert scale using the same questions on the follow up version of the SDQ. Finally, practitioners were asked to identify other practitioners who had become involved with the family and to record the number of appointments attended within the last six months. 
To validate this measure, a random sample of 50 of the children’s case notes were checked by an independent researcher, Katya Polvokova-Nelson, who was blind to the practitioners report and entered by Marie-Claire Reville, a student intern, under my supervision. This found that 10% of 50 children on medication had an indication of medication in their notes at Time 2. An earlier reliability check of the recording of medication for the first 100 cases yielded 100% agreement on medication, but CAMHS A had switched from written to electronic case notes between these two reliability exercises. The method of this reliability check is described in the methodology of analysis chapter (3.1). Table 3 (below) shows the percentage of reported interventions both in the clinics paperwork and reported by practitioners on the clinician intervention forms. Table 3 also reports the percentage of agreement and kappa value. It can be seen that for CBT there is substantial agreement between the two reportings, Kappa = 0.63, p=0.00) (Landis & Koch, 1977), and for family therapy and behaviour therapy showed moderate agreement, Kappa = 0.56, p<0.001 & Kappa = 0.46, p=0.001 respectively. 

	Interventions
	% in clinic notes (frequency)
	% in data set

(frequency)
	% agreement

(frequency)
	Kappa

	Art Therapy
	0 (0)
	0 (0)
	100(0)
	-

	Anger Management
	12(6)
	12(6)
	50 (3)
	0.43(p=0.002)

	Behaviour Therapy
	8(4)
	8(4)
	50(2)
	0.46(p=0.001)

	CBT
	10(5)
	8(4)
	60(3)
	0.63 (p=0.00)

	Family Therapy
	12(6)
	8(4)
	50(3)
	0.56 (p=0.00)

	Medication
	20(10)
	2(1)
	10(1)
	0.15 (p=0.043)

	Parent Training
	24(12)
	18(9)
	25(3)
	0.10 (p=0.469)

	Behaviour Therapy
	8(4)
	8(4)
	50(2)
	0.457 (p=0.001)

	Liaison with school
	66(33)
	44(22)
	45(15)
	0.037 (p=0.773)

	In-patient admission
	0(0)
	0(0)
	100(0)
	-

	Interpersonal Therapy
	0(0)
	0(0)
	100(0)
	-

	Liaison with other professionals
	22(11)
	20(10)
	14(3)
	0.68(p=0.49)

	Motivational Therapy
	0(0)
	0(0)
	100(0)
	-

	Psychodynamic Psychotherapy
	0(0)
	2(1)
	0(0)
	-

	Social Skills Training
	0(0)
	4(2)
	0(0)
	-

	Solution Focussed Therapy
	2(1)
	7(3)
	0(0)
	-0.03(p=0.79)

	Parent groups
	16(8)
	6(3)
	4(2)
	0.3(p=0.016)

	Child groups
	6(3)
	2(1)
	25(1)
	0.3(p=0.00)

	Referral within CAMHS
	18(9)
	24(12)
	14(3)
	0.10(p=0.47)

	Referral outside CAMHS
	17(8)
	8(4)
	8(1)
	0.07(p=0.61)


Table 3. The reliability of the interventions reported by practitioners compared those in the medical notes at the clinics of 50 randomly selected cases.

The agreement however, was poor for the other three interventions that were checked. This is a worrying finding as it suggests that the practitioner were potentially not completing the clinician intervention forms correctly which may then have far reaching consequences for the rest of the analysis. However, disagreement might also be caused by a failure to record accurately or clearly what intervention was being carried out; perhaps CBT and family therapy are easier to describe or infer? 

2.5.3 Background variables
The following background information was collected from the parents 

1/ Family life questionnaire – The Family Life questionnaire (FLQ) is a newly developed measure of family functioning, which appreciates that the experience of everyday family life may vary between different children within the same family. It is a 14 item questionnaire, consisting of four theoretical sub-scales, Affirmation (4 items), Discipline (4 items), Special Allowances (3 items) and Rules (2 items) (See Appendix 4). The internal consistency of the Affirmation and Rules scales was satisfactory, while internal consistency for the Discipline and Special Allowances was poor (Bland & Altman, 1997). The test-retest reliability followed a similar pattern but was good or better for all scales (Rosner, 2005, Last, Miles, Wills, Brownhill & Ford, 2011)
2/ Everyday Feelings Questionnaire – The Everyday Feelings Questionnaire (EFQ) was developed as a measure of distress and wellbeing (Uher & Goodman, 2010). The EFQ was designed to use non-stigmatizing language. The EFQ is a 10 item self report questionnaire. The intra-class correlation calculated between total scores at Time 1 and Time 2 was 0.68 (CI.95 = 0.52, 0.80), indicating fair to good reproducibility (Rosner, 2005).
 3/ Family structure – The DAWBA interview asks about family structure and background. I then extracted this data from the DAWBA website and coded the information, first based on how the child’s family was composed, which was broken down into five categories:

1 = Two biological parents

2 = Reconstituted (which includes families with step-parents or live in partners that were not biologically related to the child)

3 = Adopted

4 = Single parent

5 = Other (which includes children living with grandparents or other extended family)

4/ Family psychiatric history

5/ History of neglect/abuse

6/ Family life events (such as separation/bereavement)

7/ Parental involvement with police/ drug /alcohol  

2.5.4 The DAWBA

The DAWBA is made up of a combination of structured questions which directly relate to DSM IV (American Psychiatric Association, 1994) and ICD 10 (World Health Organisation, 1993) research diagnostic criteria, but informants are also asked for semi-structured comments about any reported difficulties. Answers to the structured questions and the qualitative data from both informants can then be combined to produce a psychiatric diagnosis according to ICD 10 (WHO, 1993). The DAWBA provided excellent discrimination between community and clinical samples in a validation study (Goodman, Ford, Richards, Meltzer & Gatward 2000). Within the community sample, children with DAWBA diagnoses differed markedly from those without a disorder in both external characteristics and prognosis. There were also high levels of agreement between the DAWBA and case notes among the clinical sample about common childhood psychiatric disorders (Kendall’s tau b = 0.47-0.70). There is no test-retest reliability of the DAWBA; the author suggests that attenuation (Goodman, Ford, Richards, Meltzer & Gatward 2000) for such an in depth assessment would be so great as to render any such assessment invalid. The DAWBA was completed by parents, and if they agreed the shorter version for teachers was mailed to the child’s class teacher.  There is also a version of the DAWBA for children to complete in addition to the parents and teachers, however, children of below the age of 11 do not provide reliable enough accounts of their difficulties over time to be included as informants in epidemiological studies; hence the current study involved no direct assessments of children (Schwab-Stone, Schaffer, Dulkan, Jensen, Fiher et al 1996).   
2.6. Procedure
Initially, the parents were asked to complete the DAWBA, which includes SDQ. If the parent consented, a shortened version of the DAWBA was sent to the child’s teacher as well (Goodman et al, 2000; see www.dawba.com). After the first assessment the practitioner was asked to complete the Child Global Assessment Scale (CGAS) and to endorse which of a list of psychiatric disorders assessed by the DAWBA the child may possibly or probably have. Over the next two years the parents were contacted at six-monthly intervals to complete an SDQ to assess the Child’s psychopathology and for the first year they were asked to complete the Experience of Service Questionnaire at six months and one year (Commission for Health Improvement, 2002) to assess parental satisfaction with the service. At the same six-monthly intervals, practitioners were asked to complete a questionnaire (see Appendix 5) containing a pro forma listing the disorders described by the DAWBA supplemented by those requested as additions by practitioners working in the clinic at the beginning of the study. Practitioners were also able to indicate no disorder, or none of the above, and had an “other” category, which then asked for details. They were also asked to report the number of appointments attended and offered in addition to the above information, and to report any interventions and referrals they had made, whether they felt the child had improved and if the case was still open to them in addition to a CGAS score. Once the child was discharged from the service, data collection from practitioners ceased, but continued from parents. 

2.7 Study Design

2.7.1 Recruitment
The parents of all children who were aged between five and ten years and nine months at the time they were accepted on to the waiting list for the participating clinics were invited to participate in the study. They were mailed a family information sheet and were contacted by telephone call to see if they had any questions and / or were interested in participating in the research study a fortnight later. All participating parents completed consent forms (see Appendix 3) either by post or in person. The study received ethical approval from the Joint South London and Maudsley and Institute of Psychiatry Research Ethics Committee.

Figure 1. Flow Diagram of the course of the CAMHS Outcome Study
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2.7.2 Participants 

This section will describe the eventual sample and response rates at each time point. This has been included in the method section as recruitment had been completed before I joined the project and therefore it was felt that it was more a part of the method than the results as although I have been responsible for much of the follow up data collection and all of the analytical work on the data, I was not a part of the recruitment process.

Figure 1 (above) shows the structure of the study and the numbers of children that were involved during recruitment. There were 861 children referred to the three participating teams during recruitment period (April 2006-March 2008 CAMHS A; March 2007-July 2008 CAMHS B). Of these, 561 children (65%) met the inclusion criteria and could be approached during recruitment. Nearly two thirds (n =351 or 62%) of those who were eligible agreed to participate, but 46 of these children were seen by the clinic before the research team could assess them. This happened when a crisis situation resulted in the families appointment being brought forward (n= 22 or 48%) or when a new members of staff with an empty diary took multiple cases of the waiting list and omitted to inform the research team (n=24 or 52%). Ten families refused the offer of an appointment at CAMHS once offered, making them no longer eligible for inclusion, taking the ineligible total to 310. The researchers were unable to contact 139 eligible families. Thus, the actual rate of participation rate was 55% (n=305) of those eligible for inclusion. Upon later data cleaning it was decided that 3 of these children had too little of the first parental assessment completed that they were subsequently classed as ineligible. This left the final number of children in the study as 302 (55% of those eligible for inclusion) and 72% of those whom the researchers managed to contact. 

Table 4 (below) compares the characteristics of participants with non-respondents to assess the generalisability of the sample. The most common source of referral to CAMHS was through a GP or Health Visitor (Table 4). Children who were eligible were significantly younger (M=8.2, SD=2.07) than the children who were ineligible (M=8.9, SD=2.94); t(476) = 4.069, p<0.001, partly because of the inclusion criteria that excluded children aged 11-16 who were still referred to both services. It also means however, that this sample may under-represent children with problems that tend to develop later in childhood such as depression (Cicchetti & Toth, 1998). There were no differences in age between the two groups of children who were eligible (those who participated and those that did not), and the distribution of gender was even across the three groups (χ² (2, n= 861) = 1.049, p=0.592) suggesting that participants were representative in terms of gender of all referrals to the CAMHS in the study. There was a significant difference in the Source of Referral between the three groups (χ ² (10, n=861) = 42.862, p<0.001). There were fewer children referred from primary care (GP/HV) and Teachers/Schools, but more children referred from Social Services in the ineligible group than those children who were eligible. This difference may reflect the eligibility criteria, as those children referred by Social Services may be more likely to be looked after children, or emergency referrals, who were both excluded from the study. There was also a significant difference between the three groups in the proportion referred with possible ADHD (χ² (2, n= 835) = 14.574, p=0.0010, with more ineligible children presenting with ADHD. This might be explained by the excess of referrals from schools in the ineligible group, where ADHD type problems tend to cause the most difficulty. There were no significant differences between the three groups for the other presenting problems.

	
	Eligible
	Ineligible

n=313

	
	Took part

N=302
	Did not take part

n= 246
	

	Age
	Mean Age of each group in years (SD***)
	8

(1.78)
	8.4

(2.62)
	8.9

(2.92)

	Gender

%
	Male
	74%
	78%
	77%

	
	Female
	26%
	22%
	23%

	Referral Source

%
	GP/ Health Visitor
	39%
	43%
	36%

	
	Teacher/ School
	23%
	21%
	15%

	
	Social Services
	4%
	3%
	14%

	
	CAMHS
	7%
	6%
	6%

	
	Other *
	5%
	9%
	11%

	
	PCT
	22%
	18%
	18%

	Presenting Problem

%

(the columns may not total 100% as some children had more than one presenting problem)
	Emotional Disorder
	26%
	34%
	23%

	
	Behaviour Disorder
	51%
	57%
	52%

	
	ADHD Disorder
	34%
	28%
	43%

	
	Autistic Spectrum Disorder
	26%
	27%
	29%

	
	Other Disorders**
	13%
	15%
	13%

	TOTAL
	
	302
(35%)


	246

(29%)
	313
(36 %)


Table 4. Information gathered from the children approached to join the study. The numbers are in bold font when they are statistically significantly different from the other groups. 

*Other Category includes: Voluntary Agencies, Self, Internal Referral, Surestart, Youth Justice Service and Special Educations Service.

** Other Disorders includes: Eating Disorders, Tic Disorders and Attachment Disorders

*** SD means Standard Deviation
2.7.3 Completeness of the data

Parents could complete the DAWBA via the internet (29% N= 87) or at home (60%, N=181) or at the clinic with the aid of a researcher (11%, N=33).  Internet completion allowed the parents flexibility in terms of when and how they completed the DAWBA, as they could log in on multiple occasions. It also lessened the interview burden on researchers, but meant that some parents only completed some sections. Out of the 302 children taking part in the study, the parents of 299 (99%) children fully completed the DAWBA at Time 1 and three parents provided incomplete but usable data; three more parents provided such incomplete DAWBA data that they were excluded from further analysis. The parents of 279 (92%) children consented to their teacher being contacted to complete their section in the DAWBA. Of these 206 (74%) of teachers returned the DAWBA questionnaire. Five families (2%) returned the Parent DAWBA with missing data, seven (2.3%) returned the Parent DAWBA with missing data and the Teacher DAWBA was not returned and six (2%) had missing data on the Parent DAWBA and the Teacher DAWBA was not returned before the first assessment. Figure 2 illustrates this by showing a flow chart of the progress of all of the children who were referred to the clinic during the recruitment period. It follows all the children who took part in the study across the five time points, indicating whether their case was open or closed at different time points.

Figure 2. Flow chart shows the progress of all of the individuals referred during the recruitment period and follows all the children who took part through the five time points of the study.
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N=63 
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Figure 2 cont. Flow chart shows the progress of all of the individuals referred during the recruitment period and follows all the children who took part through the five time points of the study.
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Figure 2 cont. Flow chart shows the progress of all of the individuals referred during the recruitment period and follows all the children who took part through the five time points of the study.
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* The numbers in the figure above may not always add to the expected totals as for the parent data all of the parents were attempted to be contacted regardless of their status at the previous time point, unless that stated that they wished to withdraw from the study.  
Table 5 (below) shows the numbers of respondents at each time point. The number of practitioners completing the Clinician Intervention Forms decreased as the study progressed mainly due to the fact that fewer children were being actively treated by the clinic and more cases were closed as time went on. In the latter half of the study, practitioners were required to provide CGAS scores for their outcome monitoring and I also managed to obtain CGAS scores where Clinician Intervention Forms were missing by visiting the clinics and searching through both their electronic and paper filing systems.

	
	
	How many were completed at Time 1

(%)
	How many were completed at Time 2

(%)
	How many were completed at Time 3

(%)
	How many were completed at Time 4

(%)
	How many were completed at Time 5

(%)

	Parents
	DAWBA
	299/302*
	
	
	
	

	
	SDQ
	299/302
	208/302
	209/302
	216/302
	257/302

	
	ESQ
	
	286/302
	125/302
	
	

	Practitioners
	Clinician Assessment Form
	239/302
	
	
	
	

	
	Clinician Intervention Form
	
	189/231**
	79/127**
	36/60**
	17/53**

	Teachers
	Parent consent for contact
	279/301
	
	
	
	

	
	DAWBA
	206/279
	
	
	
	


Table 5. Who information was gathered from and at which time points
* This figure reflects those with a complete DAWBA, the other 3 children had a partially completed DAWBA.
** The denominators are decreasing in the Clinician Intervention Forms as the clinicians were only sent a form if the child was still open and being seen by the clinic, and the number of children being discharged at each time point was ever increasing.

2.8. My contribution to this study
The study had completed recruitment, and some children had passed the third data collection time point while others were between baseline and Time 2 at the point I commenced my commencing my PhD. My contribution to data collections started in October 2008 when I took over the collection of the follow up data, and I collected all the follow up data from this point onwards, and extended the study so that all children could be followed for two years, rather than those recruited in the first six months. My input involved sending out SDQ’s and Experience of Services questionnaires to the parents and the Clinician Intervention forms to the Clinicians, chasing up participants by telephone and email and all the data entry and cleaning. In addition, I visited the clinic to encourage practitioners to complete their forms and to check for missing data in the clinic notes and electronic files. I was solely responsible for the analysis, except for the analysis of presenting problems completed prior to my arrival. Where the work described in this thesis has been assisted by input from other people, I have clearly indicated who they were and what they did. 

In the next chapter, I will present the methodology of the analysis. This has been described in a separate chapter due to the complex nature of the analysis that was conducted. The next chapter will be divided up based upon the three research questions explored and a fourth descriptive analysis section.
3. Methodology part 2- Analysis Methodology

This chapter will look at the methodology used in the analysis of the data collected. I will examine the different methods used and what these would be able to tell me from the data. This chapter is divided up by the four main aims/objectives as set out in the previous methodology chapter. I will firstly explore my methods in a descriptive analysis of my sample, exploring who was in the sample and how representative my sample was. I will then discuss the methods of analysis used to explore the correlations between the different informants in the study, followed by the methods of analysis used in examining evidence based practice and the effects of this upon outcome. Next I will discuss the methods of analysis used to analyse case complexity and workload and their impacts upon outcome both independently and together. 
3.1 Descriptive Analysis
This section described who is in the sample, and how representative they were of the referrals made to the CAMHS during the course of the study. It also demonstrates how the cohort of children progressed through the study, and who returned what data and when. I explored the links between the presenting problems (as taken from the referral letters) and the Practitioner diagnosis with that of the clinician rated DAWBA and the numbers of comorbid problems reported. I also explored the rates of diagnosis and the diagnosis trajectories across the three time points, tracking the movement of diagnoses between disorder groups.

The generalisability of my sample was explored comparing those children who were ineligible, those who were eligible but did not take part and those who were eligible and took part. A one-way ANOVA assessed whether the mean ages of those children who were eligible and those who were ineligible were significantly different (equivalent to the independent samples t-test since only two groups were being compared). To determine whether the Gender, Source of Referral and Presenting Problems of those children who took part, and those who did not was significantly different or not, a chi-square test of independence was performed on each variable. A one-way ANOVA was used to assess whether the Indices of Multiple Deprivation of those children who were eligible and those who were ineligible were significantly different. 
I went on to explore my sample in more depth, starting with the initial diagnoses that the child received. I compared the numbers of diagnoses/assessments in the five main disorder groups between the different informants, exploring the numbers as diagnosed by the practitioner, the number diagnosed by the clinically rated DAWBA, the number diagnosed by the computer rated DAWBA and the number represented in the referral letters (noted as ‘presenting problem’). I explored the 7 broad categories of assessment, Emotional Disorders, Conduct Disorders, Attention Disorders, Autistic Spectrum Disorders, Tic Disorders, Eating Disorders and Other Disorders, then the sub groups within these. I also explored the number of rated comorbid disorders that each informant diagnosed, examining all comorbid disorders, and then comorbid disorders at a broad group level only, such as a child with an anxiety disorder and a conduct disorder .To explore the differences in assessment further I calculated the kappa coefficients between the clinically rated DAWBA and the practitioners’ assessments of a probable problem. Kappa values were calculated for the major disorder groups as the numbers were too small in subgroups for a kappa to be calculated accurately.. In the cases of the sub groups the P value reported reflects a Pearson correlation between the two informants. 

I then went on to examine the diagnostic trajectories of children as reported by the practitioners over the five time points. The five main disorder groups were presented to show consistency and discrepancies between diagnoses across the two years of the study. As the trajectories follow a complicated pattern, with multiple options for the trajectories,  the findings were divided up into three tables to make it clearer and easier to follow. The three tables represent the child’s baseline assessment position, of either probable, possible or no assessment of disorder. Not only did the practitioner have three options for selecting an assessment (probable, possible or not present) at each time point, but many children were also diagnosed with more than one disorder, both within the same broad disorder group and also between the broad groups. This means that the numbers may not always add up to the expected total as a child may have any number of disorders at probable, possible or no assessment and then the same may occur at the next time point, or they may drop or gain diagnoses. In addition, the numbers of children diminish as the time progresses as more and more children have been discharged from the clinics, as for obvious reasons we could not collect practitioner reports on assessment after discharge. 

To further clarify the consistency of assessments from practitioners, the percentages of consistent diagnoses within each of the five main disorder groups from baseline and from Time 2 assessments were calculated. Both baseline and Time 2 were used for assessing diagnoses to explore whether consistency increased when a diagnosis was given at a later time point. The number of cases closed in each of the five main disorder groups at each time point was also examined to help to clarify how much of the inconsistency in diagnosis was down to genuine fluctuation in diagnosis and not to case closures within the study.

Next, the SDQ was further explored in terms of distribution of problems across the four SDQ subscales. The means of SDQ subscales were calculated, and paired sample t tests were conducted to test the significance of differences between the means in the subscales.

Finally, the reliability of the practitioner reported interventions were examined by comparing their reports to what was recorded in the clinic notes. A random sample of 50 children were taken from my study and an independent researcher and specialist trainee child and adolescent psychiatrist (Katazynia Polyakova-Nelson) who abstracted from the clinics notes what treatments/interventions had been proved for the random sample. This was then entered into the dataset and Kappa score were calculated to investigate the level of agreement between the practitioners’ reporting in the study and what was recorded in the case notes. 
3.2 Differences in Clinical Outcome reported by different informants 

To begin I examined the means of each of the outcome measures at each of the time points and compared these to the national averages and to the CORC data that I had access to. This allowed a comparison of the outcomes of children in this study with national data. I then explored the degree of agreement about the outcomes of the children as reported by the parents and the practitioners, using the SDQ total difficulties and impact scores and CGAS respectively using simple correlations.  Correlation coefficients however, do not measure agreement and therefore should be interpreted with caution in this context (Bland and Altman, 1996).  As the three measures are all on different scales, standard approaches to quantifying inter-rater agreement and measurement error, such as the intra-class correlation coefficient (ICC), are also not appropriate.  This was, therefore an initial exploration of agreement utilizing Pearsons correlations.
Pearsons correlations  were run to explore the relationship between the parent’s satisfaction with the CAMHS service (measured by the Experience of Service questionnaire), and reports of clinical outcome according to the parents (total difficulties score and the SDQ impact score) and practitioner (CGAS). 

3.3 Classifying Evidence-Based Practice
Here I will talk about how I classified evidence based practice for my analysis and then how I used this coding system to create linear models to explore the relationship between evidence based practice and outcome as reported by different informants and to explore whether evidence based practice lead to improved outcomes from those who received a non evidence based treatment.

 The four major groups of disorder that this age group present at clinics with are Attention Deficit Hyperactivity Disorder (ADHD), Autistic Spectrum Disorder (ASD), Emotional disorder (anxiety and depression) and conduct disorder or challenging behaviour (Ford et al, 2007).  The treatments received by these children were scored as to whether they were evidence-based or not for their disorder using the weighting given by “Drawing on the Evidence” (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006).. This document was produced by the Evidence-Based Practice Unit, based at the Anna Freud Centre and was distributed to all English CAMHS free of charge in 2006. Thus, the practitioners at both participating clinics should have had access to it and should have been aware of the evidence-base. This document provides a letter based category for the strength of the evidence behind practice recommended (a-d), for each disorder (See Table 6, below) I added ‘e’ for those that the clinicians report using that are not in the booklet at all and convert the scale to an ordinal numerical scale as shown in Table 4. Sadly this pamphlet was published in the first six months of data collection when the clinician intervention measures were already constructed. Ideally, this rather than a South London and Maudsley Trust NHS document, would have formed the foundation of the intervention list offered to practitioners. Subtle differences in language (e.g. anger management and problem solving) mean that practitioners might have been penalized for applying non-evidence-based practice due to the constraints of the tick box list provided. To try to minimize the extent to which this happened, where any doubt existed about how to classify an intervention, I assumed that practitioners applied evidence-based practice unless I had concrete evidence to the contrary. The initial coding was conducted by a research assistant (Anna Last) under my supervision.
	Drawing on the Evidence code
	A
	B
	C
	D
	E

	Level of Evidence 
	1a Evidence from meta-analysis of randomized controlled trials;

1b Evidence from at least one randomized controlled trial
	2a Evidence from at least one controlled study without randomisation;

2b Evidence from at least one other type of quasi-experimental study;


	3 Evidence from descriptive studies such as comparative studies, correlation studies and case-control studies;


	4 Evidence from expert committee reports or opinions, or from clinical experience of a respected authority, or both.

	Not mentioned at all in Drawing on the Evidence

	Drawing on the Evidence description
	Directly based on category 1 evidence 
	Directly based on category 2 evidence or

extrapolated from category 1 evidence
	Directly based on category 3 evidence or

extrapolated from category 2 evidence
	Directly based on category 4 evidence or

extrapolated from category 3 evidence
	No evidence base

	My Code
	4
	3
	2
	1
	0


  Table 6. The coding system from the “Drawing on the Evidence” paper

In addition to these five levels of evidence base for treatments, I have also added 3 further categories which are for a code of ‘7’ for those who have received a “sensible action” (see below) for a non mental health problem, a code of ‘8’ for those who received no treatment for a diagnosed disorder and a code of ‘9’ for those received a sensible action for a mental health problem. Sensible actions were defined as actions or liaisons made by the practitioner that would be appropriate professional actions for the problems they were presented with, such as liaising with the school or other professionals, referring or signposting the families, running further assessments and providing information and support. 

3.3.1 Impact of evidence based practice on outcome
After coding the reported interventions as to their level of evidence base I first explored the numbers of children diagnosed with each disorder group and how many in each disorder group had received an evidence based treatment. I examined both probable and possible diagnoses, and also at the status of the cases and the numbers of children receiving sensible actions. I also explored the numbers of consistent diagnoses from Time 1 to Time 2. 

To further investigate what was happening to the children who were receiving no treatment, I looked at the number of appointments both offered and attended in the first 6 months and compared this with what treatments have been offered. I then explored what actions had been taken with the children who had attended more than 75% of all appointments offered to them. I then ran a one-way ANOVA to see if there was a statistically significant difference in mean case complexity between those children who did not receive any intervention and those who had received an intervention. 

I then explored what treatments were given for each disorder group and the levels of evidence base for these treatments. The analysis included only those children who were definitely diagnosed with that disorder and excluded those who were diagnosed as possibly having that disorder, as practitioners may not intervene for a disorder when they are not sure that the child has it, especially if they have assessed that the child definitely has another disorder. For the same reason, the practitioners assessment of disorder was used, and where it was not entirely cleared, I erred on the side of allocating an intervention to evidence-based practice rather than not. Thus, every effort was made to allocate interventions to evidence-based practice if at all possible in order to avoid underestimating the extent to which evidence-based practice was being used.

I then explored the impact of evidence based practice upon outcome. I fitted linear regression models to examine the changes between Time 1 and Time 2 for each disorder group to assess whether evidence based treatments lead to improved outcomes, considered individually and in combination, and the extent to which the effect of an intervention on outcome is related to the strength of evidence. I ran linear regression models with each of the outcome measures, accounting for baseline score in each of the measures to take into consideration a regression to the mean. I then also ran the models using the SDQ added value score as an extra tool to assess change in outcome. Once I had run the models to look at the impacts of evidence based practice alone, I then ran models including sensible actions to see if this had any impact upon the relationship.

A sensitivity analysis was conducted in which evidence based practice was be coded using the same coding system as above, but based on the diagnosis from the clinician rated DAWBA and with a stricter assessment of what constituted an evidence based treatment. Therefore, if it was not clear what a treatment was being given for it was not counted as being evidence based. I then ran the linear regression models as above using these measures of evidence base to see if this made a difference to the impact on outcome.

3.4 Role of Case Complexity on Outcome and Workload

In this section I will discuss the methods I used in the analysis of the impact of case complexity and workload upon both outcome and each other. I will describe how case complexity and workload were quantified, and how I specified regression models to answer the questions about their roles in outcome and whether they have any relationship with each other. 

Workload

To explore workload I looked at the four workload variables that data had been collected upon which included the number of appointments offered, the number of appointments attended, the number of clinicians involved and the number of interventions given. Pearsons correlations were calculated for each pair of these variables to explore the extent of any associations between them. Upon finding some were correlated, all four variables were entered into a factor analysis to see if there was a way to combine them to create a composite variable. The factor analysis showed that a summation of these four variables explained 84% of the variance in workload (see Appendix 7). It was therefore decided that this composite variable would be used to represent workload in my analysis.  In addition,  separate analysis  was conducted based on the individual workload variables. Due to the extensive overlap between the number of appointments offered and appointments attended, I decided to use the number of appointments offered for the individual analyses as this would be more reflective of the workload placed on the practitioner who would spend some time preparing and waiting for a family even if they did not attend. However, when studying evidence based practice I used the number of appointments attended as this seems more relevant in terms of treatment and outcome.

To explore the effects that workload had upon outcome in both the first six months (Time 2) & the first year (Time 3), generalized linear models were fitted to relate each of the individual outcome variables to each of the workload variables, adjusting for baseline outcome score  to account for any regression to the mean.

Factors influencing outcome

The factors that potentially had an influence upon the SDQ added value score were explored.  The sample was stratified using the CORC average SDQ added value score of 0.2 for children utilising CAMHS. Based on this, my sample was divided into those children who had scored 0.2 or more, those children who had scored between -0.19 and 0.19, and those children who had score -0.2 or less. This gave three groups, one showing improved outcomes, one showing no real change and a third group showing those who had a poorer outcome than would be expected. Once these three groups had been established, the factors that were considered to potentially have impacted upon outcome were explored. 

To explore case complexity, all of the variables that were collected that were considered to be related to case complexity were explored in terms of their relationship to outcome using generalized linear models. Separate models were fitted for each combination of outcome and potential complexity variable, with the baseline outcome measures as covariates to account for regression to the mean. In addition, the incremental effects of the potential complexity variables on outcome were considered after adjustment for the variables in the Paddington Complexity Scale. This exploration found that the potential case complexity variables that were not part of the Paddington Complexity Scale added no further explanatory power to the models (see Appendix 8); therefore the decision was taken to employ the Paddington Complexity Scale total score to represent case complexity.

The relationship of the potential complexity variables to the variables in the Paddington Complexity Scale. 
The variables included in the Paddington complexity score were primary psychiatric condition, duration of the condition, severity of the condition, secondary psychiatric condition, chronic physical illness, learning disabilities, schooling, main carers, carers attitude and cooperation, number of prior contacts with services, current involvement with other agencies and finally current involvement with children’s act. The variables that were considered to potentially be related to case complexity, but were found not to be related to outcome after adjustment for Paddington complexity score were parental separation in the childs lifetime, parental involvement with the police, witnessing/experiencing domestic abuse and relatives with problematic mental health. This may have been due to a lack of power in the study dataset to detect clinically relevant effects; therefore, it is not possible to say that these factors are unrelated to case complexity and outcome, rather that there was no evidence for a relationship found in my sample. From the data collected the Paddington complexity score was approximated as data had been collected on all of the comprising variables. 

The three SDQ added value groups were the compared on a variety of potential influencing factors which included age, gender, referral source, practitioner diagnosis at Time 1 and 2, the receipt of treatment, the receipt of evidence based treatment, comorbidity, Paddington complexity total score, Indices of multiple deprivation, number of appointments offered, number of appointments attended, the composite workload variable and case status. ANOVA and chi square analysis were used to explore the differences between the three SDQ added value groups in the above variables.

Case complexity and outcome

The relationship between case complexity and outcome was explored using generalised linear regression models with the Paddington complexity total score as the measure of case complexity. Separate models were fitted relating each of the individual outcome measures (the SDQ Total Difficulties score, the SDQ impact score, the CGAS and the SDQ Added Value score) to the Paddington complexity score and each model included the baseline outcome score as a covariate to account for regression to the mean.
Next the individual variables within the Paddington complexity score were examined in relation to their impact upon outcome. Generalised linear models were fitted to relate each outcome measure to each of the individual Paddington complexity variables, again with adjustment for the baseline outcome measure to account for a regression to the mean. When testing for statistical significance, the Bonferroni method was used to take into account the risk of type I errors when conducting multiple tests.  In particular, a new statistical significance cut off point of 0.00083 was chosen, by dividing the usual statistical significance level of 0.05 by 48, which was the number of tests run.

Finally, the relationship between case complexity, workload and outcome was explored using extensions of the previous generalized linear models.  For each model relating outcome to case complexity, the effect of adding workload as an additional explanatory variable was investigated to examine whether or not it had an impact upon the relationship between case complexity and outcome.
3.5  Missing data

The missing in my study was coded as either 2222 for genuine missing data and 4444 for missing data that was not expected (such as clinician data from discharged children). Linear regression models were employed in much of the analysis and thus needed comparable data. This issue was overcome by asking SPSS to recognize those data which were coded as missing in the analysis at the time of running the analysis. For each analysis care was taken to ensure that all regression models included the same number of children. It was considered how missing data in epidemiological studies can introduce bias. The regression analyses that were conducted are valid under the assumption that any missing data was "missing at random" (i.e. the reason a variable is missing may relate to other measured variables but not to the value of the missing variable itself. This assumption is implicit in most statistical analyses. 
4. Results.
4.1 Descriptive Analysis
In this section I will present the descriptive analysis that I undertook on the CAMHS data that I collected. I will briefly reprise the description of the sample and the completeness of the data before discussing how representative the sample is of the population of children attending CAMHS A and B.

4.1.1 Description of sample
There were 861 children referred to the three participating teams during recruitment period and of these 561 (65%) met the inclusion criteria. Nearly two thirds (n =351 or 62%) of those who were eligible agreed to participate, but 46 of these children were seen by the clinic before the research team could assess them. Ten families refused the offer of an appointment at CAMHS once offered, which made them ineligible. The researchers were unable to contact 139 eligible families. The final number of children in the study was 302 (55% of those eligible for inclusion). Table 4 in the Methodology chapter shows that the sample of children who participated in the study were largely representative of all of the children referred to the services during the recruitment period. The only areas of difference were age and referral source. The children included in the study were significantly younger (M=8.2, SD=2.07) than those who were excluded (M=8.9, SD=2.94); t(476) = 4.069, p<0.001.  This was probably due to the inclusion criteria, as the study only included children aged between five years and ten years 11 months, and therefore will inevitably under-represent adolescents and problems that develop later on in childhood.  In terms of referral source, there were fewer referrals from GP’s and Teachers among those who were not eligible, but more referrals from Social Services (χ ² (10, n=861) = 42.862, p<0.001), which may be reflective of the exclusion of Looked after children and Emergency referrals from the study. Other than these areas the sample appeared representative.

4.1.2 Diagnoses 

Once I had looked at the generalisability of my sample, I went on to explore my sample in more depth, starting with the initial diagnoses that the child received. I compared the numbers of diagnoses/assessments in the five main disorder groups between the different informants. Table 7 (below) shows the numbers of children diagnosed with each of the main five disorder groups as assessed by the practitioners at the clinic, categorized according to the clinically and computer rated DAWBA and the presenting problems as abstracted from the referral letters as described in the methodology chapter (section 2.5.1)

One of the most striking findings from Table 7 (below) is how few of the referral letters appear to mention difficulties within the major groups of psychiatric disorders. This is surprising given the all three team were specialist mental health services. The clinically rated DAWBA results in Table 7 also suggests that practitioners appear reluctant to give a probable assessment, and appear to prefer giving a possible diagnosis, which may lead to difficulties in choosing a direction for treatment if there is no clearly defined problem or problems. Table 7 shows a great similarity between the clinically and computer rated DAWBA’s, with both showing a higher prevalence of all the major five disorder groups than the practitioners assessments at a probable level. This could mean than practitioners were holding back on committing to a probable assessment of the children’s problems, and as such under-reporting on the prevalence rates. Alternatively, it is also possible that the clinically and computed rated DAWBA’s were over diagnosing based on information from the parents (and in 67% of cases the teachers as well), who wanted to gain access to the service, and therefore may have exaggerated or over emphasised problems.
	
	Clinically Rated DAWBA

Probable Diagnosis

n=302

(frequency)
	Computer Rated DAWBA

Probable Diagnosis

n=302

(frequency)
	Practitioner Probable Assessment*

n= 260

(frequency)
	Practitioner Possible Assessment*

n=260

(frequency)
	Presenting Problem

n=302

(frequency)

	Emotional Problems
	33 (99)
	25 (76)

	16 (41)
	27 (70)
	19 (57)



	Conduct Problems
	55 (166)
	51 (155)
	5 (13)
	26 (69)
	4 (13)

	Attention Problems
	35 (107)
	48 (146)
	3 (9)
	28 (72)
	3 (9)

	Autistic Spectrum Problems
	14 (41)
	9 (29)
	9 (24)
	23 (60)
	8 (24)

	Other Problems #
	17 (52)
	2 (7)

	15 (40)
	21 (54)
	13 (40)




Table 7. The proportion of children with each of the five main disorder groups as reported by the practitioners, standardized assessment and referrers; as children may have more than one disorders, column percentages may add to more than 100
* The denominator is smaller for the practitioner’s assessment as not all of the practitioners returned the clinician assessment form, therefore this number reflects the number of practitioners who returned their initial assessment forms.

# Other problems covers all problems that did not fit into the above four categories, for example eating problems, attachment problems, tic problems, psychosocial problems or sleep problems
To explore the differences in assessment further I have broken down the five major disorder groups into their individual diagnoses and calculated the kappa coefficients between the clinically rated DAWBA and the practitioners’ assessments of a probable problem (see Table 8. below). In the analysis presented in Table 8, I have merged together the definite and possible groups. So a definite diagnosis was taken as just that, however if a possible diagnosis was given and then a disorder appropriate  treatment was given, this was taken as a definite diagnosis, whereas if a possible diagnosis was given but then no appropriate treatment followed, this was not taken as a definite diagnosis. This method was chosen to facilitate fairness towards the practitioners and give them the best chance of giving an evidence based treatment as possible, as the way the forms were designed did not prompt an explanation of treatment choices, which made it hard to retrospectively determine which treatments were being given for which diagnosis. This was chosen to keep consistency within the data across all of the analysis and also to make the data comparable as the clinically rated DAWBA was coded by probable and no for the diagnoses.
The levels of agreement between the practitioners and the clinically rated DAWBA were very low, which, suggesting that the assessment of problems made by the practitioners using their assessments are differing from the diagnoses made by the clinician rating the DAWBA. Both will be based upon information provided by the parents, but in 67% the clinically rated DAWBA also had access to a teacher report. In 48% of the cases however, the practitioners would have also had access to the DAWBA before meeting the family, due to a randomised controlled trial that was nested within the study; in these cases, the practitioners had access to most information. The Kappa coefficient was statistically significant in four out of seven comparisons, but only one (autistic spectrum disorder) indicated even moderately chance corrected good agreement (Landis & Koch, 1977). Several (n=4) were so close to zero or negative, that they suggest that any agreement was random. It can be seen in Table 6 that autistic spectrum disorders have the best agreement with 34 % of all possible cases showing agreement, which is still low, with emotional disorders showing the next best at 19% agreement. The rest of the disorder groups show very poor agreement between the practitioner and the clinically rated DAWBA which suggests that not only do practitioners appear to be less inclined to give a probable diagnosis, but it also appears that they are not diagnosing the same cases as the clinically rated DAWBA. There could be many reasons for this, and there is no suggestion that either method of diagnosis/assessment is better or more accurate. It may be down to differing agendas, with practitioner perhaps making assessments with commissioning for treatment in mind, or perhaps the practitioners were not completing the forms correctly. Table 8 also shows that there was also little agreement in the cases of comorbidity with the clinician rating the DAWBA much more likely to diagnose comorbid disorders than the practitioners, with the number of comorbid disorders being diagnosed by the clinician rated DAWBA being significantly higher, X²(1, n=302)= 2.24, p<0.001. This suggests that perhaps the practitioners at the clinics are much more inclined to be cautious in their assessment of a problem, perhaps waiting to conduct further assessments before giving a final assessment of the childs problems. 

	Disorder Group
	% Prevalence reported by Practitioners*
	% Prevalence rated by Clinically DAWBA
	Kappa value#
	% of cases that both agree on
(frequency)
	P value

	Emotional Disorders
	21
(57/264)
	33
88/264
	0.25
	19 (28)
	<0.001

	Separation Anxiety
	9

(23/264)
	7

(20/264)
	-
	11 (5)
	

	Specific Phobia
	4

(10/264)
	2

(6/264)
	-
	12 (2)
	

	Social Phobia
	3

(8/264)
	2

(6/264)
	-
	0 (0)
	

	OCD
	3

(7/264)
	2

(5/264)
	-
	0 (0)
	

	Generalized Anxiety Disorder
	7

(18/264)
	3

(9/264)
	-
	7 (2)
	

	Other Anxiety
	6

(14/264)
	14

(36/264)
	-
	8 (4)
	

	Conduct Disorders 
	5

(13/264)
	53

(141/264)
	0.15
	7 (11)
	<0.001

	Conduct Disorder
	1

(2/264)
	15

(40/264)
	-
	2 (1)
	

	Oppositional Defiant Disorder
	4

(11/264)
	26

(70/264)
	-
	6 (5)
	

	Attention Disorders (ADHD)
	3

(9/264)
	36

95/264
	0.20
	6 (7)
	<0.001

	Autistic Spectrum Disorders (ASD/PDD)
	9

24/264
	15

40/264
	0.39
	34 (22)
	<0.001

	Eating Disorders
	0.3

(1/264)
	0

(0/264)
	-
	0 (0)
	

	Tic Disorders
	0

(0/264)
	3

(9/264)
	-
	0 (0)
	

	Other Disorders
	15

(39/264)
	19

(51/264)
	-0.11
	7 (6)
	0.11

	Comorbid disorders by group **
	39

(121/302)
	88

(271/302)
	0.039
	34 (135)
	0.195

	Comorbid disorders by individual disorder **
	35

(107/302)
	82

(251/302)
	0.043
	37 (131)
	0.21


Table 8. Table of disorder prevalence as reported by practitioners and clinically rated DAWBA
 *Combined possible and probable practitioner reported 

** Disorder group refers to the broad groups such as emotional disorders, conduct disorders, etc whereas    

     individual disorders refers to the sub groups such as separation anxiety or PTSD
# Kappa values were calculated for the major disorder groups as the numbers were two small in subgroups 
   for a kappa to be calculated accurately. 

4.1.3 Diagnostic trajectories

I then went on to examine the diagnostic trajectories of children as reported by the practitioners over the five time points. I have presented the five main disorder groups to show consistency and discrepancies between diagnoses across the two years of the study. As the trajectories follow a complicated pattern, with multiple options for the trajectories I have divided the findings up into three tables to make it clearer and easier to follow. The three tables represent the child’s baseline assessment position, of either probable, possible or no assessment of disorder. The first table (Table 9) represents the trajectories of the children with a probable assessment reported by their practitioners at baseline, the next (Table 10) represents the trajectory of those with a possible assessment at baseline and the final table (Table 11) represents the trajectory of those with no assessment at baseline. Not only did the practitioner have three options for selecting an assessment (probable, possible or not present) at each time point, but many children were also diagnosed with more than one disorder, both within the same broad disorder group and also between the broad groups. This means that the numbers may not always add up to the expected total as a child may have any number of disorders at probable, possible or no assessment and then the same may occur at the next time point, or they may drop or gain diagnoses. In addition, the numbers of children diminish as the time progresses as more and more children have been discharged from the clinics, as for obvious reasons we could not collect practitioner reports on assessment after discharge. For example, of 41 children with probable emotional problems at Time 1, 14 maintained a probable diagnosis at Time 2, 11 had a possible diagnosis and 14 were no longer considered  to have emotional problems.  The remaining 2 children from the original 41 with probable emotional problems were discharged from the study/lost to follow-up. 

Table 9 shows the great fluctuations in the diagnoses across each time point, which could potentially lead to difficulties in deciding which interventions, evidence-based or not, the child should receive, if either the child’s psychopathology and / or the practitioner’s perception of it are changing rapidly over time. It is also hard to determine from this instability of diagnosis whether it is reflecting the practitioner changing their mind as to what the assessment was, or whether it was indeed a change in primary disorder. There are similar levels of fluctuation in practitioner reported difficulties among those with possible disorders (Tables 10) and no disorder (Table 11) respectively.  Tables 9-11 show that not only was there flux between diagnostic categories between time points, there was also a great deal of fluctuation in diagnostic certainty, which must inevitably make treatment planning difficult. 

Table 9 shows the most fluctuation of diagnosis in those assessed as having baseline conduct problems; whereas autistic spectrum problems and attention problems appear to have the least fluctuations, and emotional and other problems are have intermediate levels of diagnostic instability. This pattern however does not appear to continue into the other tables, with Tables 10 and 11 showing no real patterns, and with all five disorder groups showing similar fluctuations in diagnoses trajectories. One explanation for this finding could be that those assessed as having a definite conduct problem at baseline, may then go on to receive a clear treatment path for these problems, thus reducing the symptoms of conduct problems, but perhaps then revealing other underlying symptoms from other disorder groups, hence a fluctuating diagnosis over time. Whereas perhaps those with autistic spectrum problems are less likely to show such rapid improvements and therefore their symptoms and the diagnoses remains more stable across time.  
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	Emotional Problems
	70
	Em
	11
	24
	9
	48
	Em
	3
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	13
	Em
	1
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	14
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	0
	1
	2
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	Co
	1
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	36
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	12
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	AD
	3
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	41
	
	AD
	1
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	13
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	1
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	6
	
	AD
	2
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	7
	7
	37
	
	AS
	6
	4
	6
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	3
	1
	4
	
	AS
	0
	0
	3
	

	
	
	Oth 
	5
	12
	32
	
	Oth
	2
	1
	12
	
	Oth 
	1
	4
	3
	
	Oth 
	1
	0
	2
	

	Conduct Problems
	69
	Em
	7
	12
	32
	39
	Em
	3
	4
	5
	12
	Em
	2
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	7
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	0
	3
	2
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	23
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	6
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	3
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	2
	

	
	
	AD
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	32
	
	AD
	3
	4
	6
	
	AD
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	1
	2
	
	AD
	1
	1
	1
	

	
	
	AS
	5
	5
	38
	
	AS
	1
	2
	11
	
	AS
	0
	1
	5
	
	AS
	1
	0
	2
	

	
	
	Oth
	5
	8
	35
	
	Oth 
	0
	3
	10
	
	Oth 
	1
	2
	3
	
	Oth
	1
	0
	2
	

	Attention Problems
	72
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	6
	10
	43
	32
	Em
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	11
	13
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	12
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	2
	8
	6
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Footnotes from Tables 7-9
* The numbers may not always add up to the expected total as a child may have any number of disorders at probable, possible or no assessment and then the same may occur at the next time point, or they may drop or gain diagnoses.
Em = Emotional Problems (included anxiety and depressive problems

Co = Conduct Problems (included conduct and oppositional defiant problems)

AD = Attention Deficit Problems

AS = Autistic Spectrum Problems

Oth = Other Problems (included Eating and Tic Problems and all other problems that did not fit into the main four broad groups above such as attachment problems, sleep problems and psychosocial difficulties)

To further explore the fluctuations in diagnoses, the consistency of a probable diagnoses was explored in each disorder group both from baseline diagnosis and Time 2 diagnosis. Table 12 (below) shows the percentages of diagnoses that remain consistent from Time 1, and Table 13 shows the percentages of diagnoses that remain consistent from Time 2. Tables 12 & 13 support the finding of much fluctuating in diagnosis as it shows that in three of the disorder groups, less than half of those with a probable diagnosis at Time 1 still had the same probable diagnosis at Time 2, and but Time 5 almost all of the diagnoses had changed. Table 13 shows that there was little more consistency when a probable diagnosis was given at Time 2. This suggests that almost no children made it through all five time points with the same diagnosis, which could lead to problems with treatment if the diagnosis is shifting every six months. Part of the drop in numbers may be down to cases being closed to the clinics, either by mutual agreement or non attendance. Table 14 below shows those cases that were closed at each point by disorder group. It can be seem from Table 14 that those diagnosed with conduct, attention or other disorders are far less likely to be closed to the clinic, whereas those with emotional disorders or autistic spectrum disorders are more likely to be closed, particularly at times 2 and 3. This may be expected in the case of emotional disorders as they are more prone to showing spontaneous remission, however it is perhaps more surprising in autistic spectrum disorders as these are chronic disorders, in which improvement is often slow and the focus is placed upon improving functioning rather than treatment. Table 14 suggests that the fluctuations in probable diagnoses are not just down to case closures and that there are real or perceived diagnoses shifts taking place.
	
	Number of diagnoses at Time 1
	Percentage consistent at Time 2

(Frequency)
	Percentage consistent at Time 3

(Frequency)
	Percentage consistent at Time 4

(Frequency)
	Percentage consistent at Time 5

(Frequency)

	Emotional disorders
	41
	34 (14)
	14 (6)
	0 (0)
	0 (0)

	Conduct Disorders
	13
	23 (3)
	23 (3)
	7 (1)
	7 (1)

	Attention disorders
	9
	55 (5)
	22 (2)
	0 (0)
	0 (0)

	Autistic Spectrum disorders
	24
	66 (16)
	37 (9)
	12 (3)
	0 (0)

	Other disorders
	40
	17 (7)
	5 (2)
	2 (1)
	2 (1)


Table 12. Percentage of consistent definite diagnoses across each five time points from baseline diagnosis
	
	Number of diagnoses at Time 2
	Percentage consistent at Time 3

(Frequency)
	Percentage consistent at Time 4

(Frequency)
	Percentage consistent at Time 5

(Frequency)

	Emotional disorders
	43
	21 (9)
	5 (2)
	0 (0)

	Conduct Disorders
	11
	18 (2)
	0 (0)
	0 (0)

	Attention disorders
	20
	40 (8)
	32 (7)
	15 (3)

	Autistic Spectrum disorders
	36
	14 (5)
	5 (2)
	5 (2)

	Other disorders
	27
	15 (4)
	4 (1)
	0 (0)


Table 13. Percentage of consistent definite diagnoses across each five time points from Time 2 diagnosis
	
	Number closed at Time 2 
	Number closed at Time 3
	Number closed at Time 4
	Number closed at Time 5

	
	Mutual*
	D.N.A#
	Mutual*
	D.N.A#
	Mutual*
	D.N.A#
	Mutual*
	D.N.A#

	Emotional disorders (N=41)
	9
	4
	6
	3
	1
	0
	0
	0

	Conduct disorders

(N=13)
	1
	0
	1
	0
	1
	0
	0
	0

	Attention disorders

(N=9)
	0
	0
	0
	0
	0
	1
	0
	0

	Autistic Spectrum disorders

(N=24)
	12
	2
	11
	1
	3
	1
	0
	0

	Other disorders

(N=40)
	8
	1
	1
	1
	0
	0
	0
	0


Table 14. Number of cases closed in each disorder group with a definite diagnosis

* Closed by mutual agreement

# Closed as did not attend

As tables 9-11 examined the practitioner’s assessment of the children’s problems across the five time points, I then went on to explore the parents assessment of the children’s problems across the five time points to see if their assessments showed as much fluctuation as the practitioners reports. Table 15 (below) shows the mean SDQ subscale scores for emotional problems, conduct problems and hyperactivity problems across the five time points. It can be seen from Table 15 that there appears to be far more consistent reporting from the parents in each subscale, with each showing a gradual and slight decrease in score suggesting a slight improvement. To further explore this, Pearsons correlations were run to assess the level of correlation between the parents SDQ reporting at Time 1 and Time 5. All of subscales were significantly correlated at Time 1 and Time 5 at a p<0.001 level. The hyperactivity subscale showed the strongest correlation at 0.55.  These findings suggest that the parents may not be seeing the same level of fluctuation as the practitioners, which could mean that the practitioners are not reporting actual fluctuations in the children problems, and the instability is reflecting their uncertainty or reservations about making and committing to a definite diagnosis. This may then have repercussions for the planning of treatment for the children.

Table 15 shows the highest means for the hyperactivity subscales across the five time points. The mean for the hyperactivity subscale (M= 7.52, S.D= 2.74) was significantly higher than the mean for the conduct subscale at baseline (M= 4.43, S.D = 2.89), t (301)= -19.731, p<0.001. This suggests that overall parents were reporting more hyperactivity/attention problems than the other two areas reported here. This again is not reflective of the practitioner’s assessments and trajectories reported above in Tables 9-11, as at baseline practitioners are assessing more emotional and other disorders. This again all points in the direction that the practitioners and parents are reporting different difficulties which may also have repercussions in terms of treatment planning and execution.

	
	Time 1
	Time 2
	Time 3
	Time 4
	Time 5

	Emotional subscale

mean score

(S.D)
	4.79

(2.89)
	4.76

(3.13)
	4.48

(2.90)
	4.23

(2.85)
	4.43

(2.78)

	Conduct subscale

mean score

(S.D)
	4.43

(2.65)
	4.11

(2.64)
	3.87

(2.28)
	3.44

(2.37)
	3.40

(2.19)

	Hyperactivity subscale

mean score

(S.D)
	7.52

(2.74)
	7.05

(2.68)
	6.87

(2.52)
	6.66

(2.59)
	6.24

(2.61)


Table 15. The mean SDQ subscale scores for emotional, conduct and hyperactivity subscales across all five time points.
This chapter has explored the descriptive analysis of the data. It was found that there was little agreement between the practitioner’s assessments and the clinically rated DAWBA diagnoses, with practitioners appearing to be far more tentative and reserved in committing to a definite assessment/diagnoses. This was then further supported by the finding that practitioner’s assessments over the course of the five points appears to show great fluctuations, with children shifting in diagnoses right up to Time 5. This chapter then explored the parents’ ratings of the children’s areas of difficulties over the course of the study and found that they did not show a similar pattern of fluctuation to that of the practitioners. This suggests that the practitioners may not be assessing accurately or decisively enough, and that their assessments are not reflecting those of the parents, which coupled with the findings above about the lack of definite diagnoses could have far reaching consequences for the planning and execution of treatments and interventions. This descriptive analysis has allowed a greater understanding of the data collected and provides grounding for the analysis to explore the questions set up by the hypotheses.
4.2 Differences in Clinical Outcome reported by different informants 
In this section, I will present the analysis that examines the level of agreement between the different informants (the parents and the practitioners) at different time points. Data were collected on outcome from both the parents of the children being seen at the clinics and the practitioners who were seeing the children. The parents’ outcomes were reported using the SDQ, which provides a Total Difficulties score calculated from the number of and severity of difficulties that the child is displaying in relation to emotions, behaviour, attention/concentration and peer problems. The SDQ also provides an impact score, which reflects the impact of the child’s problems upon the child’s day to day functioning. The practitioners’ perception of the child’s outcomes is reported in the form of the CGAS which provides a score reflecting the child’s overall functioning. I have also calculated correlations between satisfaction as reported by the parents and both the parents’ report of outcome and the practitioners’ report of outcome. Satisfaction was measured by the ESQ at Time 2 and Time 3.

4.2.1 Outcome scores as reported by both informants
Table 16 shows the mean scores for each of the measures at each of the time points and the mean CGAS scores as collected and collated by CORC (Wolpert, Ford, Trustam, Law & CORC, under review), an organisation which represents children up and down the country attending CAMHS, and SDQ data from a 2000 national survey (www.SDQinfo.org) representing the national norms.

The practitioner reports from the current study were compared to data from the CORC data set for Time 1 and Time 2 in Table 16. The results indicate that, on average, the clinicians felt that the children in this study were functioning less well than has been reported in the CORC data. The CGAS at Time 1 (Mean difference = -2.14, 95% CI [-3.7,-0.5], t=-2.644, p=0.009) and at Time 2 (Mean difference = -9.03, 95% CI [-10.8—7.2], t=-9.740, p<0.001) were significantly lower than those reported by CORC. Furthermore, there was not a significant change in the mean CGAS between Time 1 and Time 5 (Mean differences = -6.76, 95% CI [-15.2,1.7],  t=-1.69, p=0.110) suggesting that the practitioners were reporting little change in functioning over the course of the study. One possible reason for this may be that data was only collected from practitioners whilst the child was still open to the clinic. Perhaps those children with improved functioning had been discharged from the clinic due to their improvement, and that those remaining in the clinics had lower functioning, necessitating their place at the clinic. However, it would then be expected that the parental reporting would reflect an improvement as they included both the children who remained open to the clinics and those who were discharged.

This does not appear to be the case. Table 16 shows that the scores of the children in this study on the SDQ are well above the national average for the SDQ Total Difficulties (Mean difference= 11.97, 95% CI [11.2,12.7], t=31.376, p<0.001) and the Impact score (Mean difference=4.39, 95% CI [4.1,4.7], t=27.061 p<0.001) at Time 1, and at Time 2 the SDQ Total Difficulties (Mean difference= 11.47, 95% CI [10.5,12.5], t=23.122, p<0.001) and the Impact score (Mean difference= 3,42. 95% CI [3.0,3.8], t=16.692, p=0.000) are still significantly higher and they do not appear to improve much at all by Time 5. At Time 5 the SDQ Total Difficulties (Mean difference=9.27, 95% CI [8.3,10.2], t=19.566, p<0.001) and the Impact score (Mean difference= 2.68, 95% CI [2.3,3.0], t=13.663, p<0.001) remain statistically significantly higher that the national norms. This suggests that the parents of the children in the study are still reporting their children to have more difficulties with more of an impact than the national average. There is very little change in the SDQ Total difficulties or Impact scores from the current study across the five time points, and the mean scores were still well above the norm even at Time 5. Table 16 also demonstrates that the scores of the children in this study on the SDQ are above CORC’s national average for the SDQ Total Difficulties (Mean difference=2.37, 95% CI [1.6,3.1], t=6.214, p<0.001) and the Impact score, although not statistically significant, was still worse (Mean difference= -0.21, 95% CI [-0.5,0.1], t= - 1.28 p=0.200) at Time 1, and at Time 2 the SDQ Total Difficulties (Mean difference= 4.87, 95% CI [ 3.9,5.8], t=9.817, p<0.001) and the Impact score (Mean difference= 0.82, 95% CI [0.4,1.2], t=4.02, p<0.001) are still significantly worse and they do not appear to improve much at all by Time 5. This suggests that the parents of the children in the study are still reporting their children to have more difficulties with more of an impact than not only the national average, but also than CORC’s averages which reflect CAMHS nationally. This suggests that the children attending this clinic had not improved greatly according to parent reporting, which suggests that the reports of low functioning from the practitioners may not reflect the discharge of those children who had improved, but may actually just reflect poor outcomes in these clinics. These findings suggests that overall, across all measures, that the children in this study are showing worse outcomes that the norms both in the community for the parents measures and the CORC data for the clinicians. There may be many reasons for this and the fact that overall CORC are showing improved outcomes in those attending CAMHS it may be that there was something going on at these clinics to lead to poor outcomes at this time.
	
	Time 1

(N)
	Time 2

(N)
	Time 3
(N)
	Time 4
(N)
	Time 5
(N)

	SDQ Total Difficulties score
	20.37

(299)
	19.87

(297)
	19.07

(209)
	17.83

(216)
	17.67

(216)

	CORC SDQ Total Difficulties score
	18

(12759)
	15

(12759)
	-
	-
	-

	National SDQ Total Difficulties score
	8.4
	-
	-
	-
	-

	SDQ Impact score
	4.79

(299)
	3.83

(297)
	3.56

(209)
	3.08

(216)
	3.09

(216)

	CORC SDQ Impact score
	5

(7232)
	3

(7232)
	-
	-
	-

	National SDQ Impact score
	0.4
	-
	-
	-
	-

	CGAS
	55.85

(248)
	57.97

(190)
	55.95

(79)
	58.64

(36)
	63.65

(17)

	CORC CGAS
	58
	67
	
	
	


Table 16. The mean scores for each of the outcome measures at each of the time points
Next I examined the mean SDQ added value scores for the two clinics in this study, and compared them to the corresponding yearly mean scores for the CORC data collected from 2005-2008 (which included data from these two clinics as both are participating members). This covers the recruitment and early period of this study so should make the figures comparable. Table 17 (below) shows that at both Time 2 and Time 3 the SDQ added value scores at both clinics were negative, suggesting that the children’s mean outcomes were worse than would be expected if left untreated in the community. In contrast, the mean SDQ added value score calculated at six months from the CORC data, was positive for each of the selected years. Although the mean Added Value Score fluctuates over the years, the CORC estimates suggest that overall; their member services are making a positive difference to outcome in children with mental health difficulties. This suggests that the children in this sample are doing notably worse than other children utilizing CAMHS among the CORC sample. There may be many reasons for this which will be explored in the discussion chapter.

	
	CAMHS A
	CAMHS B
	CORC 2005
	CORC 2006
	CORC 2007
	CORC

2008

	SDQ Added value score Time 2
	-1.43
	-2.82
	0.60
	0.15
	0.27
	0.17

	SDQ Added value score Time 3
	-0.14
	-0.24
	-
	-
	-
	-


Table 17. SDQ Added Value scores from both clinics in this study at Time 2 and Time 3 compared to CORC mean SDQ Added Value data from Time 2 from 2005-2008.

4.2.2 The agreement between and within informants over time

This section explores the correlation between the different measures and informants about the outcomes of the children attending CAMHS in the current study over all five time points. 
	
	Time 1
(N=247)
	Time 2
(N=143)
	Time 3
(N=56) 
	Time 4
(N=23)
	 Time 5
(N=16)

	SDQ Total difficulties score and CGAS (p value)

	-0.15 (p=0.018)
	-0.332 (p=0.000)
	-0.301

(p=0.024)
	-0.429

(p=0.041)
	-0.028

(p=0.917)

	SDQ impact score and CGAS (p value)
	-0.282

(p= 0.000)
	-0.356

(p=0.000)
	-0.204

(p=0.132)
	-0.380

(p=0.074)
	-0.500

(p=0.049)

	 SDQ Total difficulties score and SDQ impact score (p value)
	0.54

(p= 0.000)
	0.689 (p=0.000)
	0.703

(p=0.000)


	0.692

(p=0.000)
	0.649

(p=0.000)


Table 18. Correlations between different informants at each time point *#
* Those that are significant to either the 0.05 or the 0.001 level are in bold and italicized. 

# The numbers decrease at each time as there are less and less children remaining open to the clinics and therefore less with both an SDQ and a CGAS 

4.2.3 SDQ Total Difficulties score and the SDQ impact Score
I assessed the correlations between the SDQ Total Difficulties score and the SDQ impact score to check the consistency of parental reporting at each time point, to explore whether or not their reporting of the number and intensity of difficulties their child was facing was linked to the impact that they reported these difficulties as having upon the child and family. The Pearson correlation between the SDQ Total Difficulties and impact score ranged between 0.54, p<0.001 and 0.70, p<0.001 across the five time points, which suggests a strong correlation between the number of difficulties reported by the parent and their impact on the child as reported by the same informant (see Table 18). This would be anticipated given the known reliability of the SDQ as a dimensional measure of psychopathology.

4.2.4 SDQ and CGAS
Next I ran a correlation to assess the level of agreement on outcome between the parents and the clinicians at each time point. The correlations are all negative because high scores on the CGAS denote high levels of functioning while high scores on the SDQ denote high levels of problems. All the correlations between the CGAS and SDQ total difficulties scores at each time point were statistically significant with the exception of Time 5, the latter result reflecting the extremely small number of children who were still attending the clinic at this time. However, the correlations between the CGAS and SDQ are all weak, and range from -0.15 to -0.43 (Rosner, 2005).  Theoretically the correlation between the SDQ Impact score and CGAS should be stronger than that between the CGAS and the SDQ total difficulties score because the impact score is measuring impairment, which is conceptually closer to the level of functioning assessed by the CGAS. However, the SDQ Impact score and the CGAS also had weak correlations that range from -0.20 to -0.50,  not all of which were statistically significant. Other studies have also reported similarly low correlations between practitioners and parents in relation to child mental health (Achenbach & Howell, 1987) and I will explore the reasons for this and the implications for practice and policy in the discussion (Discussion chapter 5.2).  

The fluctuating and often poor agreement between the parents and practitioners may be complicated by the decreasing numbers of children who are still open and active at the clinic across the five time points, with the number dropping to 16 by Time 5. To explore this further, correlations were calculated between the time the child left the study, and outcome.  No clinically significant correlations were found for either informants reports of outcome, suggesting that the time at which the child was discharged did not have an impact upon the reporting of outcome by either informant. It would be expected that the children who remain in the clinic would show poor outcomes as judged by both the parents and the practitioners, as the practitioners are still considering them in need of treatment and intervention, hence the case still being open, and the parents are still bringing their children to the clinics, which would suggest that they also feel that their child is still in need of treatment/intervention. It may be a lack of communication between the two informants, although it would not be expected for this to be the case after two years in the clinic. 

4.2.5 Satisfaction and outcome

Next to be studied was the parent’s satisfaction with their experience of the service and the relationship between satisfaction and outcome across the five time points as reported by both informants. As discussed in the methodology chapter, the ESQ was sent out at Time 2 and Time 3 alone. Therefore, I have explored the correlations between satisfaction as reported at Time 2 with outcome as reported by both informants, and then analysed how correlated satisfaction reported at Time 3 was with outcome as reported by both of the informants at Time 3.

Satisfaction at Time 2 was negatively and weakly correlated with outcome as reported by the SDQ Total difficulties score (r= -0.189, p=0.017) and the SDQ Impact score (-0.260, p=0.001) at Time 2 (see Table 19 below). However, it is worth noting that although the correlations are statistically significant between satisfaction and outcome as reported by the parents, they are fairly weak correlations. This suggests that there is only a weak relationship between satisfaction and SDQ Total difficulties and SDQ Impact reporting of outcome at this time point. The direction of the correlation suggests that as outcome improved and the SDQ Total Difficulties and Impact scores decreased, satisfaction increased, which is intuitively plausible.  In contrast, experience of services as reported by the parent did not correlate with the level of functioning as reported by practitioners using the CGAS at Time 2 (r= 0.137, p=0.147). 

At Time 3, only the SDQ Impact score was correlated with parental satisfaction with their experience of the service, and this only very weakly (total difficulties score r=  -0.186, p=0.012) . In contrast, the SDQ Total Difficulties score (r= -0.129, p=0.083 and CGAS score (r= 0.15, p=0.915) were not statistically significantly correlated with satisfaction, although the correlation coefficients are in the expected direction. These findings suggest that there is not a strong relationship between satisfaction and either parent or practitioner reports of outcome.

	
	Time 2

N=160
	Time 3
N=189

	SDQ total difficulties score and ESQ
	-0.189

(p=0.017)


	-0.129

(p=0.083)

	SDQ impact score and ESQ
	-0.260

(p=0.001)
	-0.186

(p=0.012)

	CGAS and ESQ
	0.137

(p=0.147)
	0.15
(p=0.915)


Table 19. Correlations of satisfaction at Time 2 and Time 3 with outcomes as reported by each measure*
* Those that are significant to either the 0.05 or the 0.001 level are in bold and italicized. 

I also explored the correlation between satisfaction as reported at Time 2 and Time 3 and found that there appeared to be little correlation between them (r=0.165, p=0.075) suggesting that how satisfied a parent felt at Time 3 did not appear to be related to how satisfied they reported feeling at Time 2. This suggests that satisfaction was reported at each time independently and was not related to prior feelings or impressions of the clinic. The finding that satisfaction does not appear to be correlated to either outcome or prior experience of the clinics is surprising but suggests that there may be other factors at work to create a positive experience of the service.

To explore the different areas of satisfaction I have broken down the ESQ at both Time 2 and Time 3 (see Tables 20 & 21) and studied the percentages of parents reporting in each of the individual components to try and distinguish any areas of particular satisfaction or areas promoting more dissatisfaction than others. At both Time 2 & Time 3 there were no substantial differences between the individual variables of satisfaction, but it was clear that some of the variables were slightly less positive than others (see Table 20 & 21). The three areas that stood out at both time points were that the practitioner knew how to help, that there was enough explanation and that appointments were at a convenient time. The third one is slightly separate as this is more to do with opening hours and the volume of children needing to be seen by practitioners. The first two may be linked together in that if the parents felt that there was not enough explanation for them, it may perhaps be understandable that they may then feel unconfident in the practitioners’ ability to help 
	Experience of Services
	Not True

%
	Partly True

%
	Certainly True

%

	Staff listened
	3.7
	16.0
	80.3

	Easy to talk to
	1.6
	19.1
	79.3

	Well treated
	1.1
	9.1
	89.8

	Taken seriously
	5.3
	15.3
	79.4

	Knew how to help
	5.6
	32.8
	61.6

	Enough explanation
	14.1
	25.0
	60.9

	Staff worked together
	6.4
	21.5
	72.1

	Facilities comfortable
	4.9
	28.6
	66.5

	Convenient appointments
	9.2
	31.4
	59.5

	Convenient location
	2.7
	23.2
	74.1

	Recommend to a friend
	3.8
	13.7
	82.4

	Overall, good help
	4.9
	16.9
	78.1


Table 20. Percentages of individual components of the ESQ at Time 2 to compare which aspects were most satisfying (N=188) *#.
* Those areas which showed slightly less satisfaction than the others
# Percentages may not summate to 100 as there was a fourth option of ‘don’t know’ for parents to select.

them. It is interesting that the same areas remain slightly lower at both time points, and suggests that these areas do not improve over time at the clinic. It is important to note however, that although these areas stood out as slightly lower in satisfaction than the other areas measured, they were still overall positive, suggesting that parents felt positive overall about their experience of the services in all areas.
	Experience of Services
	Not True

%
	Partly True

%
	Certainly True

%

	Staff listened
	1.6
	15.3
	64

	Easy to talk to
	0
	14.2
	66.8

	Well treated
	0.5
	7.9
	72.6

	Taken seriously
	3.2
	16.3
	61.1

	Knew how to help
	6.3
	23.9
	45.8

	Enough explanation
	7.9
	25.8
	46.8

	Staff worked together
	5.3
	19.5
	51.6

	Facilities comfortable
	5.8
	25.8
	49.5

	Convenient appointments
	11.1
	27.9
	41.6

	Convenient location
	4.2
	20.2
	55.3

	Recommend to a friend
	5.8
	11.1
	63.7

	Overall, good help
	5.8
	14.2
	61.6


Table 21. Percentages of individual components of the ESQ at Time 3 to compare which aspects were most satisfying (N=190) *#.
* Those areas which showed slightly less satisfaction than the others
# Percentages may not summate to 100 as there was a fourth option of ‘don’t know’ for parents to select.

4.2.6 Summary

This section has discussed the findings of the analysis exploring the outcomes of the children in this study. The poor outcomes as reported by both informants across all five time points suggesting that the children are not showing improvement in these clinics and how this lack of improvement does not fit with the CORC data, suggesting that there may be other factors at work in these clinics. This section also explores the agreement between different informant on outcome and reported the findings that there was little agreement between the parents and practitioners at any of the five time points, which could be reflective of misreporting by either informant, which may be related to the findings in the descriptive analysis results section, which found that the practitioners reporting’s on interventions did not closely match the reports found in the clinics notes. It could then be suggested that if they were not accurate in reporting the interventions that they were using, they may not be accurately reporting outcomes using the CGAS. This point will be returned to and discussed further in the discussion chapter. Finally this chapter examines satisfaction and the links between satisfaction and outcome, reporting that satisfaction is only weakly correlated to outcome as reported by the parents at Time 2 and not at all at Time 3 or with outcome as reported by the clinicians. It was also found that satisfaction at Time 2 and 3 were not correlated, suggesting that satisfaction was judged by the parents at each time independently.

4.3 Impact of Evidence based practice
This sections reports the impact of evidence based practice upon outcome as reported by parents and practitioners. It will compare the outcomes of children receiving a non-evidence based treatment or even no treatment to the outcomes of children who received an evidence-based treatment. To begin I will discuss my findings on diagnosis at baseline and Time 2 and expand on the high state of flux demonstration earlier in this chapter (see results section 4.1) in relation to interventions provided by the practitioners in the clinic. I will then explore the number of children who received a treatment, whether or not interventions were evidence based or not and the proportion of cases that were open and active or had been closed at Time 2. I focused on the first six months in this section due to the decreased numbers in the later stages of data collection from practitioners. Next, I will present the analysis of the factors that may influence whether or not a child received an evidence based practice or not. 

4.3.1 Consistency of diagnosis and whether or not there was any treatment

The pie charts below indicate the proportion of children receiving evidence-based interventions for each broad group of disorder among children assessed by the practitioners as definitely having this disorder. 

The pie charts below suggest that an astonishing number of children did not receive active treatment during the first six months after assessment by the clinic. This could be down to a reluctance to make a definite diagnosis in this time frame, but even if this is the case, it remains astonishing. The pie charts again reflect what was discussed above with conduct and attention disorders showing more evidence based practice than the other disorder groups, which supports the notion that perhaps these disorder groups have clearer evidence based practices than the others and that there are fewer shifts in diagnosis in these groups (see Table 22 below), which could make it easier to follow an evidence based practice.  Some of this lack of intervention may rest with families taking time to consider therapeutic options, rather than delay from the practitioner side. However, this was not something that was able to be studied within the capacity of this work but would be beneficial future research. 
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[image: image29.wmf]Figure 3. Pie charts to show what actions were taken for each practitioner diagnosed disorder group. ** The numbers in this figure reflect the numbers of cases taken as diagnosed with a disorder group according to how they were treated, as described in the methodology of analysis chapter and in results chapter 4.1. 

Further to the overview of the consistency of analysis presented earlier in this chapter (see section results 4.1) Table 22 (below) show the numbers of children diagnosed with each disorder group at Time 1 & Time 2 in relation to interventions provided. Table 22 shows the five main disorder groups. 
As discussed in the Descriptive Analysis section there was little consistency between practitioners rated diagnoses at Time 1 & Time 2, with practitioners reporting many more possible diagnosis rather than definite difficulties. Table 22 shows that by Time 2 just less than half of the children in the study were receiving a treatment for a diagnosed disorder, which is much lower than I expected. More positively, a large proportion of the children that were receiving a treatment, were receiving one with an evidence base. However, there were differences in the number of children receiving an evidence based treatment between the five main disorder groups. Table 22 (below) shows that those with a conduct disorder or an attention disorder are more likely to have received a treatment that is evidence based, whereas those with an ASD or other difficulties were least likely to receive a treatment with an evidence based practice. This finding is intuitively plausible as there is a clearer evidence based practice for conduct and attention disorders and a lack of evidence based practice for ASD and other difficulties. 
Approximately half of the cases had been closed by Time 2 (see Table 22); mostly by mutual agreement. It might be expected that a large proportion of these cases would have received a treatment, and the closure will have come from mutual agreement that the child has improved as a result. Table 22 (below) however, shows that in actual fact with the exception of conduct and attention disorders, less than half of those with a diagnosed disorder who were subsequently discharged by Time 2, had received evidence based treatment in this time. Again this may be linked to the fact that there are clearer evidence practice in the cases of conduct and attention disorders and that there is a lack of evidence based practice in the case of ASD and other difficulties, making them less likely to have received an evidence based practice by Time 2, regardless of case status.. 

Table 22 (below) also show a large number of children receiving a sensible action for their disorder. Sensible actions were classified as any action taken on the case that was not a direct treatment but is acceptable as good clinical practice, such as liaison with the school or other professionals, referral/signposting for the families to other sources of support or support for the families. It does appear from both Tables 22 and 23 though that in many cases, sensible actions were being given in place of a treatment, and not as an addition. This would not be expected to lead to improved outcomes. One reason for the lack of treatments by Time 2 may be down to long internal waiting lists, as this was anecdotally reported by many of the parents, and it would not be expected that a child who had received no treatment would show any improvement in outcome. 

	
	How many diagnosed at Time 1 Definite diagnoses (possible diagnoses in brackets)*
	How many diagnosed at Time 2  Definite diagnoses (possible diagnoses in brackets)

	How many received ANY treatment*(see footnote regarding denominators)
	How many received and EBP
	How many received an EBP and a Sensible action #
	How many received a Sensible action #
	How many cases are still open and active
	How many cases were closed by non attendance
	How many cases were closed by mutual agreement
	How many cases had the same diagnosis at Time 1 and Time 2- Probable (possible in brackets)
	How many case closed by mutual agreement at T2 had an EBP by T2

	Emotional Disorders

(%)
	33 (101)
	29 (78)
	44 /100

(44%)
	26/100

(26%)
	11/100
(11%)
	57/100

(57%)
	53/100

(53%)
	6/100

(6%)
	23/100

(23%)
	16 (29)
	6/23

(26%)

	Conduct Disorders
(%)
	10 (71)
	10 (40)
	30/56
(53%)
	28/56
(50%)
	17/56
(30%)
	31/56
(55%)
	34/56
(61%)
	4/56
(7%)
	12/56
(21%)
	2 (21)
	10/12

(83%)

	Attention Disorders
(%)
	8 (68)
	20 (30)
	25/51
(49%)
	21/51
(41%)
	10/51
(20%)
	32/51
(63%)
	34/51
(67%)
	1/51
(2%)
	3/51
(6%)
	4 (20)
	2/3

(67%)

	ASD Disorders
(%)
	25 (59)
	37 (24)
	21/63
(33%)
	8/63
(13%)
	6/63
(9%)


	43/63
(68%)
	32/63
(51%)
	2/63
(3%)
	14/63
(22%)
	15 (14)
	1/14

(7%)

	Other Disorders
(%)
	20 (71)
	13 (41)
	8/47

(13%)
	6/47

(13%)
	1/47
(2%)
	30/47

(64%)
	21/47

(45%)
	3/47

(6%)
	16/47

(34%)
	4 (16)
	4/16

(25%)

	Total
	 96 (369)
	109 (213)
	128/317

(40%)
	89/317

(28%)
	63/317

(20%)
	193/317

(61%)
	174/317

(55%)
	16/317

(5%)
	68/317

(21%)
	41 (100)
	23/68

(34%)



	
	EBP was given

(%)
	A non EBP was given

(%)
	A sensible action was given

(%)
	Nothing was given

(%)

	Emotional Disorders
	26/100

(26)
	15/100

(15)
	26/100

(26)
	33/100

(33)

	Conduct Disorders
	28/56

(50)
	2/56

(3)
	13/56

(23)
	13/56

(23)

	Attention Disorders
	21/51

(41)
	4/51

(8)
	20/51

(39)
	6/51

(12)

	Autistic Spectrum Disorders
	8/63

(13)
	13/63

(21)
	29/63

(46)
	13/63

(21)

	Other Disorders
	6/47

(13)
	3/47

(6)
	26/47

(55)
	12/47

(25)

	TOTAL
	89/317

(28)
	37/317

(12)
	114/317

(36)
	77/317

(24)


Table 23. What actions were taken for each case diagnosed, in order of hierarchy with those having an EBP as best and the remaining cases ranked by the next best level of treatment that was given.
To explore further what proportions of cases were receiving treatments (or not) the cases diagnosed were broken down into the levels of treatment given (see Table 23 below), firstly with those who received an EBP for a diagnosed disorder, then those who received any treatment for a diagnosed disorder, then those that received only a sensible action and finally those who were reported to have received nothing. Table 23 showed the total numbers receiving each different action, which may include multiple different actions. The mean number of treatments given in this sample was 1.4 with a range of 0-4. This does not include sensible actions and many children received sensible actions alongside another treatment/s which would be logical. Table 23 (below) shows that 24% of diagnosed cases across all disorder groups received no treatment at all, not even a sensible action. Emotional disorders showed the highest rate of no treatment in the first six months and attention disorders the lowest rate. This may be due to the clearer evidence based practice for attention disorders. The highest rate of sensible actions alone in autistic spectrum disorders, which may be logical as there are fewer evidence based treatments for autistic spectrum disorders but sensible actions may be of benefit to both the children and their parents in these cases. This finding suggests that just under a quarter of cases diagnosed were receiving no treatment in the first six months. This leads to the question as to why and what was happening in these cases.

4.3.2 What was different in those cases receiving no treatment?

To explore whether there were any differences in terms of case complexity in those children who received no treatment or sensible action, a one-way ANOVA was conducted to compare mean case complexity (as measured by the Paddington case complexity total score) between children who did and did not receive an action.  No significant difference was found (F17,224= 1.466, p=0.110), suggesting that those children who received no action at all in the first six months had similar levels of case complexity to the remainder of the CAMHS population. 

To further investigate what was happening to the children who were receiving no treatment, I studied the number of appointments both offered and attended in the first 6 months in the whole sample and compared this with what treatments have been offered.

	
	
	Percentage of appointments attended out of those offered
	

	How many appointments are offered to the child in the first 6 months
	
	>75%
	50-75%
	25-49%
	<25%
	TOTAL

	
	10 or more appointments
	28
	7
	2
	1
	38

	
	3-9 appointments
	64
	30
	7
	1
	102

	
	2 or less appointments
	43
	5
	0
	0
	48

	
	TOTAL
	135
	42
	9
	2
	188*


Table 24. The number of appointments offered compared to the number of appointments attended in the first 6 months.
* The denominator is not the full 302 as there were 114 children with data missing on the appointments attended at offered.

The mean number of appointments offered in the first six month was 5.86 and the mean number of appointments attended was 4.90 suggesting that most children attended most of the appointments that were offered to them, and that there was a low rate of non attendance. This is reflected in Table 24 (above) which shows that 94% of children attended more than 50% of appointments offered. This suggests that it was not a lack of attendance on the child/families part that may be influencing the effects of any treatments, or the speed at which a clear diagnosis is given.  This leads me to question what had been happening during the appointments with these children as one might expect intervention to commence after three or particularly after 10 or more appointments. However, a quarter of children have only been offered one or two appointments in this time frame; it would be surprising if these children would have received much treatment in this low number of appointments. This leads me to question why they would have received so few appointments in six months, especially if a diagnosis has yet to be confirmed or is being questioned.  Perhaps practitioners were too busy to offer a greater intensity of work for these children?

At the other extreme, there were 43 children who had been offered at least three appointments and had attended 75% or more of the appointments offered, but who were reported as having not received any treatment in the first six months.  One thing to be noted however, is the large amount of missing data in this area, both in terms of the number of appointments offered and attended, and also as discussed in the type of interventions reported and their reliability in chapter 2.5.2. It is possible that those children with missing/unreliable data were either  not being offered appointments, and therefore made up a proportion of those who were not receiving treatments,  or a given treatment was not reliably reported, which would seem more logical than those with multiple appointments being offered no treatment. Without this data however, it is difficult to comment on whether this may create a selection bias. This point will be further discussed in the discussion chapter 5.3.

I then went on to further investigate those children who were offered and attended three or more appointments in the first months and what actions were taken with them. Table 25 (below) shows that there are seven children that do not appear to have been offered an intervention, but who have attended at least three appointments. Further exploration of the data suggests that they do not to have a much higher case complexity scores than the rest of the sample (no intervention group has a mean = 13). The rest of the sample has a mean = 11.7, (F (17,146) = 0.864, p=0.618), which is evidence against the need for a protracted assessment in these children. There was also not a significant difference in the number of clinicians involved in these seven cases either, with a mean of 1.85 and the whole sample having a mean of 1.75 (t=1.55 p=0.177). However, both values are slightly higher and the numbers very low. Future studies could explore whether children with more complex difficulties have delayed treatment plans, perhaps due to the liaison required between a larger numbers of practitioners, in a larger sample of children. It may be that the complexity of these cases was not captured by the complexity measure used and that there were other complicating factors and time pressures that lead to multiple brief assessment appointments; for cases such as the seven in my sample (2%), it might be more cost-effective to have fewer, more detailed and / or standardized assessments. The data cannot provide more detail, but suggests that some practitioners may have been providing interventions that they did not report and / or were meeting families without a clear objective. Some children may have required protracted assessment, but practitioners had the option of reporting assessment and were not doing so. There is support for this suggestion in the previous result section 4.1, where the finding was reported that there was not a strong agreement between the practitioners reporting and the clinical notes on what interventions were used. 

It is difficult to assess the impact of interventions, when they are either not being reported and / or not being delivered; we would not expect children with clinically relevant levels of impairing psychology to spontaneously improve. 

	
	
	What action was taken in the first six months

	
	
	Sensible action
	Sensible action and referral to another service
	Referral to another service
	Put on a waiting list
	Nothing
	TOTAL

	How many appointments was the child offered in the first six months
	3-9 appointments
	9
	12
	7
	2
	6
	36

	
	10 or more appointments
	1
	3
	2
	-
	1
	7

	
	TOTAL
	10
	15
	9
	2
	7
	43


Table 25. The actions taken for children with three or more appointments who had received no treatment in the first six months.
4.3.3 What treatments were given and what level of evidence base do they have

This section will explore the treatments that clinicians reported using for different diagnoses and the level of evidence base that these treatments had as scored according the “Drawing on the evidence paper” (Wolpert, Fuggle, Cottrell, Fonagy, Phillips, et al, 2006), as described in the methodology chapter. I have explored each of the five main disorder groups in separate tables. Tables 26 to 31 below show the different treatments that were give for each disorder groups, the number of children that were given each treatment and the level of evidence base. The numbers of children receiving each evidence based practice however, may not add up to the total of the number of children diagnosed with the disorder group as many children had comorbid disorders and also multiple treatments. Due to the method of data collection, there was no clear way to determine which treatments were being given for which disorder. Therefore when calculating the proportions of children receiving evidence based treatments, this proportion reflects the number of cases where a child was receiving a treatment with an evidence base for those diagnosed with that disorder group.

	Diagnosed disorder group
	Treatment 
	Level of evidence base
	Number of reported cases of the treatment (%)

	Anxiety disorders
N=76

Comorbid N =31 Probable (36 Possible)
	Medication (Risperidone)                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                    
	0
	5 (6%)

	
	Liaison with other Professionals 
	9
	32 (42%)

	
	Family Therapy 
	0
	14 (18%)

	
	Art Therapy 
	0
	3 (4%)

	
	Anger Management 
	0
	12 (16%)

	
	Parent Training     
	0
	20 (26%)

	
	Cognitive Behavioural Therapy (CBT) 
	4
	28 (37%)

	
	Liaison with School 
	9
	43 (57%)

	
	Behavioural Therapy 
	4
	9 (12%)

	
	Psychodynamic Psychotherapy   
	0
	12 (16%)

	
	Solution Focused Therapy 
	0
	5 (6%)

	
	Childs Group (Anxiety and CBT) 
	0
	3 (4%)

	
	Individual therapy 
	0
	2 (3%)

	
	Social skills training 
	0
	2 (3%)

	
	Support session for parents 
	9
	8 (10%)


Table 26. Practitioner diagnosed anxiety disorders and the treatments given with their levels of evidence base.

Table 26 shows that for practitioner diagnosed anxiety disorders there were evidence based treatments being used (37% of those diagnosed with an anxiety disorder received an evidence based treatment), such as CBT (N=28) and Family Therapy (N=14) as well as group based versions of these interventions. The use of medication is unusual for anxiety, and this may relate to other comorbid disorders. Four of the five children receiving medication in this group had possible comorbid attention and conduct disorders; however one did not at this time point, which queries the practitioners’ choice of treatment. Table 26 also shows that many practitioners were liaising with other professionals which is good clinical practice, but not an intervention by itself. The same can be said for the action of supporting for parents. This table is reassuring because there were a reasonable number of cases receiving the evidence based treatments. However, considered from a different perspective, only 18% of all the treatments that were given for anxiety disorders had an evidence base.  This may be related to some of the treatments being intended for other comorbid disorders.

Table 27 shows that there were slightly fewer evidence based treatments are being given for depressive disorders than for anxiety disorders in table 26 (21%), with only four cases of CBT being reported, three cases of individual therapy and only three cases of behavior therapy. It is worth noting however, that there are fewer cases of diagnosed depressive disorders, so this may be part of the reason for this. The use of Antipsychotics and Concerta medication again are rarely give for depression, however, all of the children receiving these treatments had comorbid disorders of conduct and attention disorders, therefore it could be hoped that these treatments were being given for the benefit these

	Diagnosed disorder group
	Treatment
	Level of evidence base
	Number of reported cases of the treatment (%)

	Depressive Disorders (Depression)

N=24

Comorbid N= 0

(19 Possible)


	Parent Training 
	0
	3 (12%)

	
	Liaison with Other Professionals 
	9
	7 (29%)

	
	Anger Management 
	0
	1 (4%)

	
	Behaviour Therapy 
	3
	3 (12%)

	
	Social Skills Training 
	
	1 (4%)

	
	Individual Therapy    
	3
	3 (12%)

	
	Psychodynamic Psychotherapy                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                               
	0
	3 (12%)

	
	Liaison with School 
	9
	8 (33%)

	
	CBT 
	3
	4 (17%)

	
	Medication (anti-psychotics) 
	0
	1 (4%)

	
	Medication (Concerta)  
	0
	1 (4%)


Table 27. Diagnosed depressive disorders and the treatments given with their levels of evidence base.

disorders and not as a direct treatment for depressive disorders. Conversely, when exploring from the perspective of how many of all the different treatments that were given for depressive disorders had an evidence base, 29 % of the treatments that were given had an evidence base, which is higher than for anxiety disorders. This may be related to some of the treatments being intended for other comorbid disorders, and may also reflect the lower number of children diagnosed with depressive disorders.

	Diagnosed disorder group
	Treatment
	Level of evidence base
	Number of reported cases of the treatment 

(%)

	Conduct Disorders 
N= 56 

Comorbid N = 13 Probable (36 Possible)
	Parent Training (22)
	4
	22 (40%)

	
	Liaison with School (27)
	9
	27 (48%)

	
	Liaison with Professionals (16)
	9
	16 (28%)

	
	Behavioural Therapy (7)
	3
	7 (12%)

	
	Family Therapy 
	3
	5 (9%)

	
	Medication (Methylphenidate) 
	4
	11 (20%)

	
	Anger Management 
	4
	3 (5%)

	
	Social Skills Training 
	4
	3 (5%)

	
	Relationship Counseling for parents  
	9
	1 (2%)

	
	Referral to Family Centre 
	9
	1 (2%)

	
	Support session with Parents 
	9
	1 (2%)

	
	Signposting 
	9
	1 (2%)

	
	Interpersonal Therapy 
	3
	1 (2%)

	
	Medication anti-psychotics
	1
	1 (2%)

	
	Emotional Support for parents        
	9
	1 (2%)

	
	Medication (Melatonin)  
	0
	1 (2%)

	
	Psychodynamic Psychotherapy  
	0
	1 (2%)


Table 28. Diagnosed conduct disorders and the treatments given with their levels of evidence base.

Table 28 shows a much higher proportion of children receiving an evidence based treatment for conduct disorders, with 50% of cases diagnosed with a conduct disorder receiving an evidence based practice; this is much higher than for any of the other disorder groups. One reason for this may be the larger numbers of clear evidence based treatments that are available for conduct disorders compared to other disorder groups. The types of medication being prescribed appears linked to comorbid disorders of attention disorders, autism and psychosocial problems. When explored from the perspective of how many of all the different treatments that were given for conduct disorders had an evidence base, 49% of the treatments that were given had an evidence base; this is the second highest proportion of all the disorder groups

	Diagnosed disorder group
	Treatment
	Level of evidence base
	Number of reported cases of the treatment 

(%)

	Attention Disorders (ADHD)
N= 51

Comorbid N= 15 Probable (28 Possible)
	Parent Training 
	4
	36 (70%)

	
	Liaison with School 
	9
	21 (41%)

	
	Liaison with Professional 
	9
	12 (23%)

	
	Referral to Occupational Therapist 
	9
	3 (6%)

	
	Behavioural Therapy 
	4
	6 (12%)

	
	Family Therapy 
	0
	2 (4%)

	
	Medication (anti-psychotics)    
	1
	1 (2%)

	
	Anger Management  
	0
	1 (2%)

	
	Social Skills Training 
	0
	1 (2%)

	
	Parent Support Group 
	9
	8 (16%)

	
	Medication (methylphenidate)   
	4
	9 (17%)

	
	Child Group 
	9
	1 (2%)

	
	Psychodynamic Psychotherapy        
	0
	1 (2%)

	
	Medication (Psycho-stimulant with major tranquillizer) 
	2
	1 (2%)

	
	Medication (atomoxetine) 
	4
	1 (2%)


Table 29. Diagnosed attention deficit disorders and the treatments given with their levels of evidence base.

Table 29 shows that there is a fairly high number of evidence based treatments being given for attention deficit disorders (41%) compared to other disorder groups, and is the second highest out of all the disorder groups. A large number of cases were receiving parent training (N=36), and again a large number were liaising with the schools and other professionals (N=33) which are sensible actions, but as discussed above not stand alone treatments. When explored from the perspective of how many of all the different treatments that were given for attention deficit disorders had an evidence base, 50 % of the treatments that were given had an evidence base, which is the highest proportion for all the disorder groups. This may be related to some of the treatments being intended for other comorbid disorders. Nevertheless, the results do suggest that there are more evidence based treatments being given for attention deficit disorders.
	Diagnosed disorder group
	Treatment
	Level of evidence base
	Number of reported cases of the treatment

(%)

	Autistic Spectrum Disorders (ASD/PDD)
N= 63

Comorbid N = 20 Probable (26 Possible)
	Parent Training 
	9
	5 (8%)

	
	Sensory Integration 
	9
	2 (3%)

	
	Liaison with School 
	9
	28 (44%)

	
	Parent Support Group 
	9
	6 (9%)

	
	Liaison with other Professionals  
	9
	15 (24%)

	
	Interpersonal Therapy  
	0
	1 (2%)

	
	Family Therapy  
	0
	5 (8%)

	
	CBT 
	0
	4 (6%)

	
	Medication (Melatonin) 
	3
	1 (2%)

	
	Psycho-education 
	0
	2 (3%)

	
	Behaviour Therapy       
	3
	7 (11%)

	
	Psychodynamic Psychotherapy 
	0
	2 (3%)

	
	Anger Management 
	0
	2 (3%)

	
	Childs Group 
	3
	2 (3%)

	
	Medication (Risperidone) 
	0
	2 (3%)

	
	Medication (atomoxetine) 
	0
	1 (2%)


Table 30. Diagnosed ASD disorders and the treatments given with their levels of evidence base.

Table 30 shows that there are far fewer evidence based treatments being given for autistic spectrum disorders (13% of those diagnosed received an evidence based treatment for a diagnosed autistic spectrum disorder), with only seven children receiving behavior therapy and only two taking part in a children's group. One possible reason for this low number may be the lack of evidence based treatments available for autistic spectrum disorders, as there are not many around. When explored from the perspective of how many of all the different treatments that were given for autistic spectrum disorders had an evidence base, only 12 % of the treatments that were given had an evidence base, but this may be related to some of the treatments being intended for other comorbid disorders, rather than  autistic spectrum disorders. 

Taken together, Tables 26-30 suggest that for most disorder groups many treatments were being given for each disorders group that have no evidence base. Anxiety disorders, and ASD’s appear to be receiving the highest number of non-evidence based treatments, with ADHD and conduct disorders receiving the most. There is less evidence available for the management of children with ASD, but this is not the case for anxiety. In some of the cases the lack of evidence based practice may be explained by comorbidity, with the use of medication being the clearest example of this. However, comorbidity may explain why some interventions are see when they are not recommended for a disorder group but it does not explain there absence or the high proportions of children receiving sensible actions alone. At the very least this suggests that the services are performing very slowly and inefficiently as all of the children were assessed at the same baseline. There are many sensible actions being reported in each disorder group. While it is encouraging in terms of joint agency working and good communication to see so many liaisons with other professionals, these are sensible actions rather than therapeutic interventions per se. They should not be used in place of a treatment but in conjunction with, to aid, support and facilitate the treatment. 

4.3.4 Impact of evidence based treatment on outcome

Next, I explored the impact of evidence based practice upon the outcomes of the child after six months as reported by both informants by fitting linear regression models using each of the outcome measures as a change score (looking at the difference between Time 1 and Time 2).  In each model, usage of an evidence based treatment was included as a binary explanatory variable.  Regression to the mean was addressed by adjusting the models for baseline score Table 31 shows the effects of evidence based practice alone and then evidence based practice and sensible actions combined on each of the outcome measures. Table 32 then shows the effects of sensible actions alone on each of the outcome measures and then the effects of evidence based practice upon SDQ added value score as an extra tool to assess change in outcome. Further adjustment of the models for potential confounders such as age, gender and referral source had little impact upon the models. 

	
	Effect of EBP on CGAS change score T1-T2 

 (p value)
	Effect of EBP on SDQ Total Difficulties change score T1-T2 

(p value)
	Effect of EBP on SDQ Impact change score T1-T2

 (p value)
	Effect of EBP & Sensible actions on CGAS change score T1-T2 

 (p value)
	Effect of EBP & Sensible actions on SDQ Total Difficulties change score T1-T2 

    (p value)
	Effect of EBP & Sensible actions on SDQ Impact change score T1-T2

(p value)

	Anxiety Disorders
N=76
	-0.900

(p=0.752)
	2.221

(p=0.192)
	0.248

(p=0.735)
	-1.545 (p=0.583)

-4.148

(p=0.108)
	2.172

(p=0.206)

-0.309

(p=0.838)
	0.223

(p=0.763)

-0.166

(p=0.801)

	Conduct Disorders
N=56
	2.652

(p=0.309)
	1.146

(p=0.404)
	0.616

(p=0.416)
	2.498

(p=0.352)

4.261

(p=0.097)
	1.283

(p=0.347)

-1.325

(p=0.333)
	0.590

(p=0.439)

0.202

(p=0.439)

	Attention Disorders
N=51
	1.006

(p=0.640)
	0.424

(p=0.793)
	0.232

(p=0.732)
	1.608

(p=0.468)

2.256

(p=0.332)
	0.739

(p=0.665)

1.706

(p=0.344)
	0.179

(p=0.810)

-0.516

(p=0.517)

	PTSD
N=3
	3.200

(p=0.504)
	-2.736

(p=0.579)
	0.250

(p=0.935)
	2.818

(p=0.579)

-1.004

(p=0.826)
	2.519

(p=0.817)

3.815

(p=0.591)
	7.600

(p=0.004)

6.533

(p=0.000)

	Depressive Disorders
N=21
	-1.496

(p=0.505)
	0.755

(p=0.793)
	-0.071

(p=0.969)
	-2.103

(p=0.533)
	1.093

(p=0.807)

1.904

(p=0.648)
	0.471

(p=0.862)

4.167

(p=0.032)

	Autistic Spectrum Disorders
N=63
	-2.845

(p=0.535)
	1.025

(p=0.644)
	1.501

(p=0.216)
	-1.673

(p=0.716)

-4.030

(p=0.198)
	1.066

(p=0.630)

0.892

(p=0.518)
	1.505

(p=0.215)

0.047

(0.952)

	Other Disorders
N=47
	3.079

(p=0.372)
	0.643

(p=0.837)
	1.473

(p=0.276)
	6.094

(p=0.120)

4.838

(p=0.123)
	1.516

(p=0.661)

1.369

(p=0.517)
	2.592

(p=0.048)

1.523

(p=0.059)

	ANY DISORDER
	2.963

(p=0.071)
	0.744

(p=0.438)
	0.307

(p=0.464)
	2.467

(p=0.142)

-2.482

(p=0.165)


	0.511

(p=0.603)

-0.672

(p=0.514)
	0.404

(p=0.358)

0.154

(p=0.738)


Table 31. The relationships between evidence based practice, sensible actions and all of the outcome measures at Time 2 at both disorder and all children level (continued in Table 32 below) adjusting for background variables.
Table 31 shows that access to evidence-based practice has a marginally significant impact on change in outcome as reported by the practitioners at the level of all disorders (ß= 2.963 on CGAS scale, p=0.071).  However, this effect is not clinically significant, given the CGAS score is on a 100 point scale, and does not achieve marginal statistical significance when sensible actions are accounted for. There are few other statistically significant effects of evidence based practice, either at the level of the disorder group or considering any disorder, however measured (see below). These figures were calculated adjusting for baseline scores in each measure so as to control for regression to the mean.
	
	Effect of  Sensible actions on CGAS change score T1-T2 

 (p value)
	Effect of Sensible actions on SDQ Total Difficulties change score T1-T2 

    (p value)
	Effect of Sensible actions on SDQ Impact change score T1-T2

(p value)
	Effect of EBP on SDQ Added value score at T2
	Effect of EBP & Sensible actions on SDQ Added value score at T2
	Effect of Sensible actions on SDQ Added value score at T2

	Anxiety Disorders
N=76
	-4.565

(p=0.080)
	-0.457

(p=0.770)
	0.005

(p=0.994)
	0.241

(p=0.399)
	0.239

(p=0.488)

-0.015

(p=0.961)
	-0.053

(p=0.862)

	Conduct Disorders
N=56
	4.014

(p=0.184)
	-1.289

(p=0.346)
	0.560

(p=0.479)
	0.248

(p=0.455)
	0.257

(p=0.372)

-0.075

(p=0.793)
	-0.079

(p=0.790)

	Attention Disorders
N=51
	-0.577

(p=0.833)
	1.625

(p=0.376)
	-0.695

(p=0.382)
	0.099

(p=0.770)
	0.143

(p=0.678)

0.302

(p=0.411)
	0.259

(p=0.464)

	PTSD

N=3
	4.905

(p=0.312)
	2.500

(p=0.426)
	2.500

(p=0.189)
	0.064

(p=0.953)
	1.060

(p=0.365)

1.245

(p=0.178)
	1.243

(p=0.183)

	Depressive Disorders
N=21
	1.667

(p=0.123)
	-1.667

(p=0.041)
	2.167

(p=0.008)
	0.135

(p=0.864)
	0.240

(p=0.865)

0.420

(p=0.697)
	0.300

(p=0.713)

	Autistic Spectrum Disorders
N=63
	-4.588

(p=0.00)
	0.764

(p=0.010)
	-0.563

(p=0.056)
	0.155

(p=0.743)
	0.158

(p=0.737)

0.108

(p=0.716)
	0.106

(p=0.722)

	Other Disorders
N=47
	1.926

(p=0.000)
	1.017

(p=0.005)
	0.867

(p=0.018)
	0.177

(p=0.771)
	0.391

(p=0.557)

0.311

(p=0.438)
	0.213

(p=0.559)

	ANY DISORDER
	-2.397

(p=0.120)
	-0.601

(p=0.559)
	0.137

(p=0.774)
	0.115

(p=0.552)
	0.069

(p=0.726)

-0.086

(p=0.676)
	-0.089

(p=0.653)


Table 32. Continued relationships between evidence based practice, sensible actions and all of the outcome measures at Time 2 at both disorder and all children level using linear regression.*

It is worthwhile noting that I have conducted multiple statistical tests; on average 1 in 20 will be statistically significant just by the play of chance. The following results should therefore be interpreted with caution. When combined with sensible actions (which includes liaison with the child’s school, liaison with other professionals, guidance/support for the parents and signposting/referral to other relevant services), and looking at individual disorders, both evidence based practice and sensible action had positive effects upon PTSD according to the SDQ impact score as reported by the parents (ß= 7.600, p= 0.004, ß= 6.533, p=0.000).  These results suggest that receiving an evidence based treatment or a sensible action, improves the SDQ impact score from Time 1 to Time 2 by 7.6 and 6.5 respectively. This equates to an effect size of 1.13. However, these findings may be spurious because the number of children with PTSD in this sample is very small (n=3). There was also a positive effect for those suffering with a depressive disorder for those children receiving a sensible action (ß= 4.167, p= 0.032), after adjustment for receipt of an evidence based treatment.  This suggests that compared to those children that did not receive a sensible action, those who did showed a 4.17 improvement in their SDQ impact change score from Time 1 to Time 2. This equates to an effect size of 0.72. Also, those diagnosed with a disorder in the others category, which includes tic disorders, eating disorders and rarer disorders not covered by the earlier analyses, showed a marginally positive effect of evidence based practice and sensible actions upon their outcome as reported by the parents (ß= 1.523, p= 0.059) suggesting that compared to those children who did not receive an evidence based practice and a sensible action, those who did showed a 1.52 improvement in their SDQ impact change score from Time 1 to Time 2. In autistic spectrum disorder, sensible actions alone had a marginally significant positive effect upon outcome as measure by the SDQ Total Difficulties change score which became non-significant after adjustment for receipt of an evidence based treatment. This may be linked to the nature of the disorder group, and the lack of evidence based practice that is available. It could be suggested from Tables 31 & 32 that sensible actions appear to be procuring a positive impact upon outcome alone in autistic spectrum disorders and other disorders in terms of the number of difficulties, as measured by the SDQ Total Difficulties score, but a negative impact upon functioning as measured by the SDQ Impact score and the CGAS. However, these effects become non significant after adjustment for evidence based practice.  This suggests that the apparent effect of sensible actions may be partially explained by differences in the use of evidence based practice between the sensible action and no sensible action groups.
The results for the SDQ added value score across all disorder groups suggest that actually sensible actions appear to have negative effect on outcomes; they may actually be associated with a worse outcome than if the child was left untreated in the community; however these findings were not statistically significant and therefore should be treated with caution. When combined with evidence based practice, the negative effect of the sensible actions was reduced slightly, however so was the positive effect of the evidence based practice.

However, as mentioned above one in 20 findings would be expected to show up as statistically significant due to chance. Therefore, taking this into account and the extremely exploratory nature of this analysis, the significant findings should be interpreted with great caution. 

4.3.5 Sensitivity analysis
It could be that the focus of the initial evidence-based practice categories towards practitioner reported disorders might have accounted for the largely non-significant results, by obscuring a relationship with actual disorder and evidence-based practice given the low rates of agreement between the research assessment of diagnosis and practitioner report. I therefore undertook a sensitivity analysis. I used the diagnoses from the clinician rated DAWBA (see method section for description of this), selecting only those children with a definite diagnosis and recategorised the evidence-based practice by placing borderline cases in the lower scoring category for evidence-based practice in order to have a tighter definition. I then ran the same linear regression models as above using this criteria for whether the child received an evidence based treatment or not. Table 34 (below) shows the effects of evidence based practice when rated on these stricter criteria and based on diagnoses as reported by the clinician rated DAWBA. It can be seen that when using these diagnosis there are no significant effects of evidence based practice when looking at all disorder groups. Therefore, the above finding of a statistically significant effect on change in CGAS score was lost. The only significant finding for the Emotional disorders group (including all anxiety, depressive and PTSD disorders). Using the clinician rated DAWBA diagnosis the findings suggest that evidence based practice had a positive effect upon emotional disorders according to the SDQ Total Difficulties score as reported by the parents (ß= 4.613, p= 0.008).  This suggests that compared to those who did not receive an evidence based treatment, those who did showed a 4.613 improvement in their SDQ Total Difficulties change score from Time 1 to Time 2. This equates to an effect size of 0.78.
	
	Effect of EBP on CGAS change score
	Effect of EBP on SDQ Total Difficulties change score
	Effect of EBP on SDQ Impact change score
	Effect of EBP on SDQ Added Value score

	Emotional disorders
	2.200

(p=0.569)
	4.613

(p=0.008)
	1.27

(p=0.120)
	0.777

(p=0.034)

	Conduct disorders
	1.805

(p=0.404)
	1.635

(p=0.225)
	0.974

(p=0.117)
	0.348

(p=0.195)

	Attention disorders
	-1.912

(p=0.456)
	2.139

(p=0.218)
	0.123

(p=0.885)
	0.517

(p=0.129)

	Autistic spectrum disorders
	-3.952

(p=0.341)
	-0.225

(p=0.899)
	0.826

(p=0.454)
	0.053

(p=0.896)

	Other disorders
	-13.545

(p=0.164)
	1.08

(p=0.734)
	0.283

(p=0.874)
	0.286

(p=0.658)

	ALL DISORDERS
	1.087

(p=0.537)
	1.507

(p=0.147)
	0.615

(p=0.189)
	0.260

(p=0.210)


 Table 33. Effects of evidence based treatments on each of the outcome measures based on the clinician rated DAWBA diagnosis *.
This analysis was run as a comparison to the initial analysis to cover both ends of the spectrum in terms of scoring evidence based practice and also to explore the differences in diagnoses by the practitioners and the clinician rated DAWBA. Table 33(above) suggests that when taking the clinician rated DAWBA there were no real effects of evidence based practice upon outcome (with the possible exception of emotional disorders and the SDQ Total Difficulties score). However, these findings may have been expected given that we may not expect practitioners to be giving evidence based practice or even treat a disorder that they may not have diagnosed, and as described in the descriptive analysis chapter, there was little agreement on diagnosis between the practitioners and the clinician rated DAWBA.  

4.3.6 Factors influencing if a child receives evidence based treatment

Next I studied which factors may influence whether a child receives an evidence based treatments or not. There was no significant effect of the baseline assessment of the severity of the child’s psychopathology upon whether they received an evidence based treatment or not. I then began to explore practitioner factors that may have influenced the usage of evidence based practice. The number of years experience worked was almost significantly linked with the usage of evidence based practice with the likelihood of using an evidence base practice increasing by 1 with each additional year of experience (OR=1.0, p=0.05). The level of education of the practitioner had no significant influence upon whether a child receives an evidence based practice or not. 

The number of appointments offered to the child was significantly related to the giving of evidence based practice, with the likelihood of children receiving an evidence based treatment increasing by 1.3  for each additional appointment offered in the first six months (OR=1.3, p=0.000). There appeared to be no significant effect of the proportion of appointments attended out of those offered, which suggests indirectly that families are not necessarily more likely to engage with evidence-based interventions to a greater extent.

The socio-demographic characteristics of the child did not influence whether the child received an evidence based practice or not, and there appeared to be little significant effect upon the receiving of sensible actions or both evidence based practice and sensible actions either as can be seen by Table 34 below. 

	
	Effect on whether the child received an EBP
	Effect on whether the child received a sensible action

	Diagnosis of an Emotional Disorder
	1.238
(p=0.414)

	0.577

(p=0.045)

	Diagnosis of a Conduct Disorder
	1.466
(p=0.245)
	1.077
(p=0.827)

	Diagnosis of an Attention Disorder
	0.650
(p=0.168)
	0.917
(p=0.792)

	Diagnosis of an Autistic Spectrum Disorder
	1.163
(p=0.592)
	1.754
(p=0.066)

	Diagnosis of an Other Disorder
	0.730
(p=0.256)
	1.006
(p=0.983)

	Indices of Multiple deprivation
	1.105
(p=0.167)
	0.999
(p=0.953)

	Paddington Case Complexity Total Score
	1.007
(p=0.869)
	1.048
(p=0.288)


Table 34. Logistic regression of the factors that may have influenced the usage of evidence based practice or sensible actions being given (presented as odds ratios).

In summary, the only factor measured in this study that influenced  whether or not a child receives an evidence based treatment or not was the number of appointments that the child is offered. If the child has had less than two appointments, there would have been no time for the practitioner to engage the child any evidence based intervention, so this finding is not unexpected. The findings also suggest that any bias is likely to be due to unmeasured bias variables, as none of the measured variables appear to have an impact upon outcome.
Overall, it would appear that the usage of evidence based practice does not appear to be having an effect upon outcome, and certainly does not appear to be making a discernible improvement to outcomes. Upon completing all of the above analysis however, it was discussed that perhaps the reason that there were no real findings of evidence based practice making a difference to outcome may be linked to the fact that the children in the study were not showing a great deal of improvement in outcome, and therefore looking for the effects of evidence based practice in a group that possible have showed low improvements may be futile. In addition, we only have practitioner reports about what they were providing; social desirability may push practitioners to report in particular ways that may obscure what they are actually doing. In addition, the derived measure of evidence-based practice inevitably requires judgment on the part of the research team that may introduce additional error. The findings upon evidence based practice should, therefore be taken with much caution and further exploration would be need to make any conclusions from this data. 
4.4 Case Complexity, workload and factors influencing outcome

This chapter will report the findings of my study when exploring case complexity and workload and their effects upon outcome. The chapter is divided to reflect the research questions that were explored in my study. Firstly, there will be an exploration the factors involved in workload and their influence upon outcome. Then there will be an exploration of the correlations between workload and case complexity, which will be followed by an exploration of the other factors that may influence outcome. Finally I will examine the role of case complexity, the variables involved in case complexity and how these influence outcome.

4.4.1 Workload and outcome

Initially, the effects of workload upon outcome as measured by both the clinicians and the parents were explored using each of the variables that it was considered may possibly reflect or contribute to workload individual. These variables were included in linear regression models with each of the outcome measures separately at both Time 2 and Time 3 (see Table 35 below). Initially both the outcome change scores were utilised and when they showed no significant relationship with any of the workload variables, the actual outcome scores themselves were fitted to the models. Each model was adjusted for the baseline outcome score for each measure to account for any regression to the mean. After looking at each workload variable individually, I created a composite variable for workload (as described in the Methodology of Analysis chapter 3.4) which included each of the individual variables and explored the impact of this upon outcome. 

As can be seen in Table 35, there were almost no significant effects from any of the workload variables, both individually nor summated in the composite variable. The only individual variable that showed a statistically significantly impact on outcome was the effect of the number of interventions upon the SDQ impact score at Time 3. Although this was statistically significant, it would not be clinically significant as it does not even reflect a one point change in the impact score. This suggests that workload does not have an impact upon outcome as measured by the SDQ or the CGAS at neither Time 2 nor Time 3. This goes against what was hypothesised and anecdotally reported by practitioners at the clinics in this study. This finding, when combined with the findings discussed in the previous section about the impact of evidence based practice upon outcome suggests that neither treatments nor workload appears to be related to outcome or having an impact upon it in this study, which may suggest that other factors could be having a greater influence upon outcome. 

	
	SDQ Total difficulties score Time 2
	SDQ Impact Score Time 2
	CGAS score Time 2 
	SDQ Added Value Score 6 months
	SDQ Total difficulties score Time 3
	SDQ Impact Score Time 3
	CGAS score Time 23
	SDQ Added Value Score 12 months

	Appointments offered
	0.074

S.E=0.09
	0.017

S.E=0.08
	0.099

S.E=0.02
	-0.013

S.E=0.02
	0.016

S.E=0.09
	0.120

S.E=0.07
	0.237

S.E=0.21
	-0.010

S.E=0.02

	Appointments attended
	0.050

S.E=0.11
	0.022

S.E=0.05
	0.108

S.E=0.19
	-0.010

S.E=0.03
	0.009

S.E=0.12
	0.112

S.E=0.07
	0.034

S.E=0.42
	-0.008

S.E=0.02

	Number of Clinicians involved
	0.881

S.E=0.55
	0.574

S.E=0.26
	-0.030

S.E=0.90
	-0.151

S.E=0.11
	0.040

S.E=0.57
	-0.152

S.E=0.36
	0.079

S.E=1.87
	0.013

S.E=0.11

	Number of interventions given
	-0.748

S.E=0.53
	-0.243

S.E=0.23
	0.753

S.E=0.87

	0.147

S.E=0.11
	-0.035

S.E=0.56
	0.733*
S.E=0.32
	-0.701

S.E=1.34
	0.002

S.E=0.11

	Number of liaisons with others
	-0.069

S.E=0.49
	-0.188

S.E=0.23
	0.293

S.E=0.85
	0.055

S.E=0.09
	1.222

S.E=0.68
	0.563

S.E=0.42
	0.523

S.E=2.04
	0.013

S.E=0.11

	Workload Composite
	-0.004

S.E=0.04
	0.020

S.E=0.02
	0.024

S.E=0.07
	0.003

S.E=0.01
	-0.011

S.E=0.05
	0.046

S.E=0.03
	0.126

S.E=0.17
	-0.214

S.E=0.14


Table 35. The effects of workload upon outcome at both Time 2 and Time 3 (Beta scores from linear regression models)

*Significant to 0.05
**Significant to 0.001

S.E= Standard error
4.4.2 Workload and case complexity
Although workload does not appear to have an impact upon outcome, it may still be linked to case complexity. This was explored using Pearsons correlations. Table 36 (below) shows that there was no significant correlation between case complexity (which was measured from baseline) and workload at Time 2, and that the correlation between case complexity and workload at Time 3 was even less significant. This suggests that not only is workload not related to outcome, but that it also appears to have no relation to case complexity either which goes against my hypothesis which suggested that case complexity may impact outcome through workload. 
	
	Workload Time 2
	Workload Time 3

	Case complexity
	0.082
p=0.291
	0.005
p=0.966


Table 36. Correlations of case complexity and workload composite variable at both Time 2 and Time 3.
4.4.3 Case complexity and outcome

As discussed in the methodology of analysis chapter, an approximated calculation of the Paddington Complexity Scale (PCS- Garralda et al, 2000) was used as the measure of case complexity. Using this as the measure of case complexity, linear regression models were fitted using each of the outcome measures individually, the SDQ Total Difficulties score, the SDQ impact score, the CGAS and the SDQ Added Value score As before, each model included the baseline outcome score as a covariate to account for regression to the mean (see Table 37 and 38 below). 

The first model, which included the SDQ total difficulties change score, the baseline SDQ total difficulties score, a binary score for if the child received an evidence based treatment or not and the Paddington complexity scale suggested that increased case complexity was significantly related to  poorer clinical outcome as reported by the parents (ß= -0.573, p<0.001). It also showed that the baseline SDQ total difficulties score was significantly related to the SDQ total difficulties change score, with an increase of 0.36 (ß= 0.36, p<0.001) in positive change score for every one point addition in the SDQ baseline total difficulties score, as would be predicted by regression to the mean. This is all shown in Table 38 (below) which reports the R² and R²adj values for each of the linear regression models looking at each of the case complexity variables that comprise the PCS variables both individually and as a whole scale. At the top of each table is the impact of the baseline outcome measures upon the outcome change scores to show the impact that each of the PCS variables had upon the models in terms of explaining change in outcome.
Access to evidence-based practice was not significantly related to outcome, with the model including the SDQ impact change score being the least significantly related.  Case complexity had a significant effect upon the clinical outcome as measured by the SDQ added value score. The CGAS was almost significant with children showing a 0.42 (ß= -0.42, p=0.073) worse outcome score at Time 2 with every additional Paddington Complexity Scale point. For both the CGAS and the SDQ impact change scores, the baseline scores for each respectively were significantly related, with an increase of 0.39 (ß= -0.39, p<0.001) in negative CGAS change score for every one point addition in the CGAS baseline score. For the SDQ impact score, there was an increase of 0.46 (ß= 0.465, p<0.001) in positive SDQ impact change score for every one point addition in the SDQ impact baseline score. To summarise the findings, case complexity as estimated by our approximation of the Paddington complexity scale significantly predicted clinical outcome according to SDQ total difficulties and SDQ impact change scores, but the association with clinician rated CGAS was only marginal.
Tables 37 and 38 shows how much impact each of the individual case complexity variables has upon outcome as measured by both the parents and the clinicians in terms of poorer outcome at both Time 2 and Time 3 respectively. To test for statistical significance however, it was taken into account how many tests were being run and a new statistical significance cut off point was calculated using the bonferroni method to account for this. The new cut off point is 0.00083 when you take into account the number of tests run. Those that are significant to this new level are in green, those significant to 0.05 significance level are in red. When taking into account the number of tests that have been completed, chronic physical illness still appears to have a significant negative effect upon outcome as measured by parents in the SDQ total difficulties score and the SDQ impact score and the SDQ added value score, suggesting that parents report more chronic physical illness in those showing poorer outcomes at six months (Time 2). The overall Paddington Total complexity score was also significantly related to worse outcomes as reported by the parents in the total difficulty score. This suggests that case complexity has a negative impact upon outcome as reported by the parents, but not on outcome as reported by clinicians. 

It can be seen in Table 38 that by Time 3 most of the effects have lost significance, and those that are still significant are only to the 0.005 and 0.05 level, and not after adjusting for the number of tests run. This loss of significance is likely to relate to reduced power with the lower number of reports at Time 3 as children have been discharged from the clinics as it seems unlikely that impact of case complexity would be attenuated by interventions, however the effects of treatment cannot be discounted from the findings in this study. This will be further discussed in the discussion chapter (5.4).
	
	
	SDQ Total Difficulties Score T2

N=297
	SDQ Impact Score T2

N=297
	CGAS T2

N=190
	SDQ AV Score T2

N=297

	Baseline outcome score 
	
	R²=0.404
R²adj=0.401
P=0.000
	R²=0.186
R²adj=0.183
P=0.000
	R²=0.407
R²adj=0.403
P=0.000
	n/a

	PCS 1- Primary Psychiatric Condition
	
	R²=0.451

R²adj=0.444

P=0.017
	R²=0.242

R²adj=0.233

P=0.109
	R²=0.414

R²adj=0.407

P=0.815
	R²=0.017

R²adj=0.011

P=0.091

	PCS 2 - Duration of Condition
	
	R²=0.416

R²adj=0.410

P=0.009
	R²=0.188

R²adj=0.180

P=0.047
	R²=0.422

R²adj=0.415

P=0.037
	R²=0.036

R²adj=0.031

P=0.007

	PCS 3 – Severity of Condition
	
	R²=0.411

R²adj=0.405

P=0.119
	R²=0.187

R²adj=0.179

P=0.744
	R²=0.411

R²adj=0.404

P=0.280
	R²=0.001

R²adj= -0.004

P=0.695

	PCS 4 – Comorbidity
	
	R²=0.405

R²adj=0.399

P=0.521
	R²=0.197

R²adj=0.190

P=0.092
	R²=0.407

R²adj=0.401

P=0.636
	R²=0.001

R²adj= -0.004

P=0.671

	PCS 5 – Chronic Physical Illness
	
	R²=0.455

R²adj=0.450

P=0.000
	R²=0.254

R²adj=0.247

P=0.000
	R²=0.411

R²adj=0.405

P=0.245
	R²=0.075

R²adj=0.071

P=0.000

	PCS 6 – Learning Disability
	
	R²=0.405

R²adj=0.399

P=0.587
	R²=0.189

R²adj=0.182

P=0.393
	R²=0.408

R²adj=0.401

P=0.601
	R²=0.001

R²adj= -0.004

P=0.687

	PCS 7- Schooling
	
	R²=0.415

R²adj=0.409

P=0.049
	R²=0.187

R²adj=0.179

P=0.802
	R²=0.422

R²adj=0.416

P=0.029
	R²=0.006

R²adj=0.001

P=0.284

	PCS 8 – Main Carers
	
	R²=0.400

R²adj=0.394

P=0.663
	R²=0.174

R²adj=0.166

P=0.897
	R²=0.403

R²adj=0.396

P=0.623
	R²=0.000

R²adj= -0.005

P=0.817

	PCS 9 – Carers attitude & cooperation
	
	R²=0.396

R²adj=0.390

P=0.783
	R²=0.173

R²adj=0.165

P=0.657
	R²=0.407

R²adj=0.401

P=0.929
	R²=0.001

R²adj= -0.004

P=0.949


Table 37. The impact of each case complexity variable upon each different outcome measure at Time 2.*

* Those in red were significant upon initial analysis and those in green were still significant when taking
into account the number of statistical analyses that were run here.

	
	
	SDQ Total Difficulties Score T2

N=297
	SDQ Impact Score T2

N=297
	CGAS T2

N=190
	SDQ AV Score T2

N=297

	PCS 11- Involvement with other agencies
	
	Not sig
	Not sig
	R²=0.422

R²adj=0.415

P=0.037
	R²=0.036

R²adj=0.031

P=0.007

	PCS 12 – Child Act Involvement
	
	R²=0.404

R²adj=0.399

P=0.629
	R²=0.190

R²adj=0.183

P=0.320
	R²=0.413

R²adj=0.406

P=0.183
	R²=0.000

R²adj= -0.005

P=0.826

	Number of life events
	
	R²=0.405

R²adj=0.399

P=0.546
	R²=0.187

R²adj=0.179

P=0.742
	R²=0.409

R²adj=0.402

P=0.415
	R²=0.001

R²adj= -0.004

P=0.619

	Indices of Multiple deprivation
	
	R²=0.411

R²adj=0.406

P=0.055
	R²=0.194

R²adj=0.186

P=0.110
	R²=0.409

R²adj=0.403

P=0.393
	R²=0.013

R²adj= 0.008

P=0.099

	Paddington Complexity Scale TOTAL score
	
	R²=0.481

R²adj=0.474

P=0.000
	R²=0.228

R²adj=0.219

P=0.053
	R²=0.396

R²adj=0.389

P=0.265
	R²=0.046

R²adj=0.040

P=0.007


Table 37 continued. The impact of each case complexity variable upon each different outcome measure at Time 2.*
*Those in red were significant upon initial analysis and those in green were still significant when taking
into account the number of statistical analyses that were run here.

	
	
	SDQ Total Difficulties Score T3

N=209
	SDQ Impact Score T3

N=209
	CGAS T3

N=79
	SDQ AV Score T3

N=209

	Baseline outcome score
	
	R²=0.346

R²adj=0.343

P=0.000
	R²=0.155
R²adj=0.151

P=0.000
	R²=0.01
R²adj=-0.15

P=0.826
	n/a

	PCS 1- Primary Psychiatric Condition
	
	R²=0.326

R²adj=0.317

P=0.195
	R²=0.159

R²adj=0.149

P=0.110
	R²=0.012

R²adj=-0.12

P=0.862
	R²=0.000

R²adj=-0.006

P=0.846

	PCS 2 - Duration of Condition
	
	R²=0.343

R²adj=0.336

P=0.106
	R²=0.155

R²adj=0.147

P=0.262
	R²=0.002

R²adj=-0.031

P=0.788
	R²=0.018

R²adj=0.013

P=0.061

	PCS 3 – Severity of Condition
	
	R²=0.354

R²adj=0.347

P=0.132
	R²=0.156

R²adj=0.147

P=0.981
	R²=0.038

R²adj=0.007

P=0.127
	R²=0.016

R²adj=0.011

P=0.073

	PCS 4 – Comorbidity
	
	R²=0.353

R²adj=0.347

P=0.881
	R²=0.156

R²adj=0.147

P=0.778
	R²=0.009

R²adj=-0.023

P=0.487
	R²=0.000

R²adj=-0.005

P=0.915

	PCS 5 – Chronic Physical Illness
	
	R²=0.353

R²adj=0.347

P=0.153
	R²=0.155

R²adj=0.147

P=0.928
	R²=0.014

R²adj=-0.018

P=0.361
	R²=0.006

R²adj=0.000

P=0.299

	PCS 6 – Learning Disability
	
	R²=0.352

R²adj=0.346

P=0.181
	R²=0.157

R²adj=0.148

P=0.526
	R²=0.085

R²adj=0.055

P=0.020
	R²=0.007

R²adj=0.002

P=0.250

	PCS 7- Schooling
	
	R²=0.346

R²adj=0.340

P=0.954
	R²=0.156

R²adj=0.147

P=0.810
	R²=0.037

R²adj=0.006

P=0.130
	R²=0.004

R²adj=-0.002

P=0.404

	PCS 8 – Main Carers
	
	R²=0.342

R²adj=0.336

P=0.814
	R²=0.163

R²adj=0.154

P=0.373
	R²=0.013

R²adj=-0.020

P=0.501
	R²=0.001

R²adj=-0.005

P=0.725

	PCS 9 – Carers attitude & cooperation
	
	R²=0.336

R²adj=0.329

P=0.383
	R²=0.150

R²adj=0.141

P=0.941
	R²=0.004

R²adj=-0.028

P=0.651
	R²=0.326

R²adj=0.317

P=0.195

	PCS 11- Involvement with other agencies
	
	R²=0.343

R²adj=0.336

P=0.106
	R²=0.156

R²adj=0.147

P=0.262
	R²=0.002

R²adj=-0.031

P=0.788
	R²=0.018

R²adj=0.013

P=0.061

	PCS 12 – Child Act Involvement
	
	R²=0.350

R²adj=0.343

P=0.306
	R²=0.163

R²adj=0.154

P=0.198
	R²=0.003

R²adj=-0.029

P=0.712
	R²=0.005

R²adj=0.000

P=0.301

	Number of life events
	
	R²=0.347

R²adj=0.340

P=0.667
	R²=0.163

R²adj=0.154

P=0.200
	R²=0.002

R²adj=-0.031

P=0.828
	R²=0.000

R²adj=-0.005

P=0.963


Table 38. The impact of each case complexity variable upon each different outcome measure at Time 3
	
	
	SDQ Total Difficulties Score T3

N=209
	SDQ Impact Score T3

N=209
	CGAS T3

N=79
	SDQ AV Score T3

N=209

	Indices of Multiple deprivation
	
	R²=0.344

R²adj=0.337

P=0.787
	R²=0.165

R²adj=0.156

P=0.098
	R²=0.001

R²adj=-0.031

P=0.968
	R²=0.000

R²adj=-0.005

P=0.897

	PCS Total Score
	
	R²=0.366

R²adj=0.358

P=0.006
	R²=0.166

R²adj=0.155

P=0.097
	R²=0.031

R²adj=-0.005

P=0.531
	R²=0.003

R²adj=-0.004

P=0.495


Table 38 continued. The impact of each case complexity variable upon each different outcome measure at Time 3
*Those in red were significant upon initial analysis and those in green were still significant when taking
into account the number of statistical analyses that were run here.

4.4.4 Case complexity, outcome and workload

The relationship between case complexity and outcome was explored as to whether this relationship was influenced by workload. Initially Pearsons correlations were run between the three variable, showing that there was statistically significant correlation between case complexity and outcome, as measured by the SDQ Impact score (r=0.342, p<0.001), but there were no significant correlations between either case complexity and workload (r=0.082, p=0.291), nor workload and outcome (r=-0.036, p=0.673). Following these simple correlations, the relationships between these three variables was considered by further by fitting linear regression models for each of the outcome measures individually with the calculated total Paddington complexity score and the workload composite variable as a covariates (see Table 39 below). 

Table 39 (below) suggests that workload does not impact upon the relationship between case complexity and outcome, nor vice versa, suggesting that workload really has no impact upon outcome as reported by either informant or the SDQ Added Value Score.  Instead, the results indicate that is it baseline case complexity that has an effect upon outcome at both Time 2 and Time 3. This goes against what was hypothesised from previous literature. This suggests that the important factors influencing the outcome of children utilising CAMHS are actually the background case complexity factors themselves and not the additional work that they may create.
	
	SDQ Total difficulties score 
	SDQ Impact score
	CGAS 
	SDQ Added value score 
	SDQ Total difficulties score 
	SDQ Impact score
	CGAS 
	SDQ Added value score 

	Paddington Complexity Score
	0.553

(p=0.000)


	0.090

(p=0.185)


	0.641

(p=0.000)


	-0.074

(p=0.004)


	0.370

(p=0.045)


	-0.016

(p=0.900)


	-1.534

(p=0.002)


	-0.041

(p=0.244)



	Workload composite Time 2
	0.025

(p=0.555)
	0.035

(p=0.080)
	0.011

(p=0.880)
	-0.005

(p=0.993)
	-0.005

(p=0.999)
	0.048

(p=0.110)
	0.160

(p=0.231)
	0.002

(p=0.850)


Table 39. The effects of workload upon the relationship between case complexity and outcome.

This chapter has reported the findings of the analysis into workload, case complexity and outcome. It explored the relationship between workload and outcome, finding that outcome appeared to be unrelated to the workload created by a child and their family. The findings also report that case complexity and social deprivation appear to be related to outcome with greater deprivation and case complexity related to worse outcomes. Finally the relationship between workload, case complexity and outcome was explored and it was reported that workload did not have any effect upon the relationship between case complexity and outcome. The findings suggest that in contradiction to the hypotheses, it appears that case complexity appears to be the main influence upon outcome, suggesting that this is an area of importance when trying to plan and execute a treatment plan for a child to obtain the best outcomes.
4.4.5 Other factors influencing outcome

The factors that potentially had an influence upon outcome were explored using the SDQ added value score. As discussed previously, it is possible that the poor outcomes seen across the sample may have had an impact upon the potential for identifying effects of treatment or other factors. The SDQ added value score was chosen as an outcome measure to overcome this and explore any difference within the sample between those with poor outcomes and those showing improvement. The SDQ added value score were used to stratify the sample using the averages found by CORC. CORC have found that the average SDQ added value score was 0.2 for children. Utilising CAMHS, my sample was then divided into those who had scored 0.2 or more, those who had scored between -0.19 and 0.19, and those who had score -0.2 or less. This gave three groups, one showing improved outcomes, one showing no real change and a third group showing those who had a poorer outcome than would be expected. Once these three groups had been established I analysed the factors that were considered to potentially have impacted upon outcome. 

To explore case complexity, I initially calculated an approximation of the Paddington Complexity Scale (Garralda et al, 2000) for the children in the study, before attempting to calculate my own complexity scale. I then used the calculated Paddington Complexity Scale to explore the links between case complexity and outcome, and then case complexity and workload. 

As can be seen in Table 40 (below), there are definitely some differences between the three groups, however they were not different in all of the factors that were explored. On conducting chi-squared tests I found that there were no significant differences between the three outcome groups in terms of how many cases were closed, age, gender, referral source, practitioner diagnosed disorder at Time 1 or Time 2, whether the child received any treatment or whether the child received any evidence based treatment.

A one-way ANOVA was run on the other variables to see which, if any showed a significant difference between the three groups. There was almost a significant difference between the three groups in terms of Indices of Multiple Deprivation (F2,205 = 2.375, p= 0.096) suggesting that those who came from less deprived backgrounds showed improved outcomes, and those who came from more deprived backgrounds showed worse outcomes. Case complexity, as measured by the Paddington Complexity Scale, showed a similar finding to that for indices of multiple deprivation: the difference between the three groups was statistically significant (f, 2,157 = 4.28, p= 0.015) suggesting that those with poorer outcomes showed greater case complexity and those with improved outcomes showed lower case complexity.

The previous analyses suggest that case complexity and deprivation appear to be the only factors that were measured that appear to have an impact upon outcome. As discussed in the previous chapter (4.3) on the impact of evidence based practice, neither evidence based practice, nor treatment of any kind appears to have an impact upon outcome, and from the findings of this chapter neither does workload. This goes against the hypothesis made at the start of the study based on the findings of previous literature and suggests that in actual fact in this study it appears to be background factors such as case complexity and social deprivation that appear to have the greatest impact upon the outcomes of children utilizing these CAMHS. This may suggest that more attention needs to be devoted to supporting and working with social deprivation and background complexity issues that the child may be coming from.

	
	SDQ Added Value effect size -0.2 or less
	SDQ Added Value effect size -0.19-0.19
	SDQ Added Value effect size 0.2 or more

	Number of Children
	117
	25
	64

	Age (mean & S.D)
	7.81 (1.65)
	7.96 (1.69)
	7.88 (1.52)

	Gender
	Male
	79 (68%)
	22 (88%)
	17 (27%)

	
	Female
	38  (32%)
	3 (12%)
	47 (73%)

	Referral Source
	GP/ Health Visitor
	45 (38%)
	6 (24%)
	25 (39%)

	
	Teacher/ School
	31 (27%)
	3 (12%)
	15 (23%)

	
	Social Services
	6 (5%)
	0
	2 (3%)

	
	CAMHS
	6 (5%)
	5 (20%)
	4 (6%)

	
	Other *
	6 (5%)
	2 (8%)
	3 (5%)

	
	PCT
	23 (20%)
	9 (36%)
	15 (23%)

	Practitioner diagnosed problem at Time 1
	Emotional Disorder
	38(32%)
	11 (27%)
	26 (40%)

	
	Behaviour Disorder
	32 (27%)
	5 (12.5%)
	16 (25%)

	
	ADHD Disorder
	28 (24%)
	6 (15%)
	15 (23%)

	
	Autistic Spectrum Disorder
	38 (32%)
	12 (30%)
	13 (20%)

	
	Other Disorders**
	28 (24%)
	6 (15%)
	22 (35%)

	Practitioner diagnosed problem at Time 2
	Emotional Disorder
	36 (31%)
	8 (20%)
	17 (27%)

	
	Behaviour Disorder
	22 (19%)
	3 (7.5%)
	6 (9%)

	
	ADHD Disorder
	19 (16%)
	6 (15%)
	8 (12%)

	
	Autistic Spectrum Disorder
	33 (28%)
	7 (17.5%)
	7 (11%)

	
	Other Disorders**
	21 (18%)
	5 (2.5%)
	13 (20%)

	How many received a treatment (%)
	41 (35%)
	5 (20%)
	19 (30%)

	How many received an evidence based treatment (%)
	41 (35%)
	7 (28%)
	18 (28%)


Table 40. Factors influencing outcome as measured by the SDQ added value score.

	How many comorbid disorders T1 (%)
	40 (34%)
	7 (28%)
	19 (29%)

	How many had a comorbid disorder T2 (%)
	11 (9%)
	2 (8%)
	2 (5%)

	Mean total Paddington complexity score 
	12.06 (3.63)
	11.61 (3.48)
	10.21 (3.65)

	Mean number of appointments offered in first 6 months
	6.55 (5.08)
	4.06 (3.02)
	6.07 (4.56)

	Mean number of appointments attended in first 6 months
	5.44 (4.33)
	3.75 (3.04)
	5.19 (4.29)

	IMD*
	23.89 (13.39)
	20.05 (12.45)
	19.86 (11.58)

	Composite Workload Variable
	14.87
	12.67
	15.12

	How many were case closed by Time 2
	Open and active
	24 (20%)
	4 (16%)
	10 (16%)

	
	Open and inactive
	27 (23%)
	4 (16%)
	8 (12%)

	
	Closed by mutual agreement
	18 (15%)
	11 (44%)
	17 (27%)

	
	Closed due to DNA
	10 (8%)
	0
	4 (6%)


Table 40.continued. Factors influencing outcome as measured by the SDQ added value score.
*IMD = Indices of Multiple Deprivation
Table 40 (above) suggests that upon observation, there appears to be a greater number of females in the group that showed improved outcome when compared to the other two groups, however an ANOVA (as mentioned above) showed no significant differences between the three groups, and a linear regression model fitted with gender also showed no significant impact of gender upon outcome as measured by the SDQ added value score. This difference may be more reflective of the types of disorder and recovery rates of the differing genders. This supports the suggestion that overall case complexity appears to be an important factor in predicting outcome.
5. Discussion

5.1 Outcome as reported by different informants

This chapter will look at the findings of my study when exploring the links between outcome as reported by parents and clinicians. I have divided the chapter up to reflect the research questions that I have explored in my study. I will relate my substantive findings to previous literature and the policy and clinical practice context. I will discuss the strengths and limitations of my study and discuss further research ideas and improvements that could have been made to the current study, given the benefit of hindsight in a separate chapter (5.4).

5.1.1 Substantive findings in relation to the literature
As reported in the results section, there was low agreement between the different informants’ reports of outcomes. There may be many reasons for this low level of agreement between parents and clinicians’ when compared to previous literature. 

The first reason may be linked to the overall poor outcomes in this sample of children. When I explored the mean SDQ Total Difficulties and Impact outcome scores of the children in this study in the results section, and compared it to the population means of the national norms, it would appear that the outcomes of the children in this study are well above that of the population means of the national norms. When compared to CORC’s means from their data collection on children utilizing the CAMHS participating in CORC (which included the clinics in my study) it was found that although the CGAS and SDQ scores were fairly similar at baseline, they diverge from the CORC, with the CORC mean outcomes improving and the outcomes in my study not showing much change. This may have an impact upon the agreement between the two informants; as if the children’s outcomes in this study are worse than other studies then this may be why the agreement is also lower in this study.

The poor outcome of children in this study was disappointing and limited our capacity for further analysis by reducing the range of outcomes that we had to study. It was also surprising as prior smaller outcome studies had been drawn young people from the clinic providing the majority of the cases in the current study, and had demonstrated positive changes (Byrne, 2007). One possible explanation for the failure to detect change when the previous smaller study did so was that a major reorganization had occurred during the set up of the current study. Shortly before data collection commenced, CAMHS A became an integrated service with the rest of children’s services, with changes in management and process that seem to have a deleterious impact on the outcomes of children served. Despite a similar number of referrals, fewer were accepted, which was why CAMHS B had to become involved to boost participation numbers. Whether function would have improved once the changes had had time to mature is impossible to say, but there is little evidence from our data, collected over a two year period, that it did so.  At this time of flux in services, our findings provide a stark warning to commissioners and providers as to just how far reaching (and potentially negative) the consequences of a restructure or changes within a clinic. 

The findings of my study showed a statistically significant agreement between the parents and the practitioners at Time 1 (baseline) about the severity of the children’s difficulties (as measured by the SDQ Total Difficulties score) and level of functioning (as measured by the CGAS). As it was noted however, in the results chapter, although the agreement was statistically significant, level of agreement was low. This suggested a weak agreement between the parents (SDQ) and the practitioners (CGAS) at baseline. The poor level of agreement may reflect true differences in functioning and impairment in different settings, with the child presenting differently to the parents at home than to the clinicians in the CAMHS setting. This may also reflect reporting biases for either or both informants or perhaps conceptual differences in what they were being asked to report.  Previous researchers have found that there was a negative correlation between the SDQ total difficulties score and the CGAS (Achenbach, McConaughty & Howell, 1987) as would be expected, because increasing total difficulties score suggests more problems which would be expected to lead to more problems in functioning and CGAS score reflects this. The negative correlation found in this study replicated the findings in previous literature. It is not all that uncommon to find disagreement between informants as Hawley & Weisz (2005) found in that in over three quarters of the cases they explored, they found that a treatment plan was put in place and commenced without agreement. In fact Hawley & Weisz (2005) found the agreement to be strongest between the parents and practitioners and weakest between the parents and children, so this again suggests that even though the parents might be assumed to be a good representative of their child, that in fact the child’s opinion of outcome can be different again. This all suggests that it is very hard to get one concise measure of outcome that is objective and that perception and biases will always make it difficult for one measure to capture a true picture. This is the first point for the argument that there is a clear need for multiple measures and informants in both research and practice. 

In terms of functioning there was again a statistically significant agreement between the parents (as measured by the SDQ Impact score) and the practitioners (as measured by the CGAS) and a slightly better level of agreement between the two informants than the SDQ Total Difficulties and the CGAS, however, this was still low. This again replicates the findings of previous literature (Achenbach, McConaughty & Howell, 1987). The levels of agreement were categorized in this study using Rosner’s fundamentals of biostatistics (2005). It is important to note however, that this is arbitrary, other authors have also constructed such interpretation scales, (Buda & Jarynowski, 2010, Cohen, 1988) and the findings of my study would be considered weak in all of these, so although none of the scales can be taken too strictly, it can be said that the levels of agreement between the informants is low with fair confidence.

Reassuringly, though the SDQ Total Difficulties score and the Impact score showed consistent agreement between the parents reporting of the number and severity of difficulties that the children were experiencing with the impact that this had upon the child and their family. This would be expected from previous literature, with the SDQ showing good internal consistency (Goodman, 2001) and is therefore could suggest that the parents were using the SDQ correctly as a measure which could give their reporting some backing as an outcome measure. This consistent lack of agreement provides support for the early decision to look at the SDQ impact score as the gold standard measure of outcome, as the parents were the customers and they also showed consistency in their reporting across their measure. The low levels of agreement meant that it was not logical to attempt to combine the outcome measures into a compound variable.
The agreement between informants was consistently low across all time points, suggesting that agreement did not get better over time. Better agreement over time could perhaps be expected; with increased time spent working together, practitioners might be expected to have a clearer picture of how the child was functioning after two years.  Previous literature suggests that an improvement in agreement over time may be linked to the idea that in those cases where the parents and practitioners showed poorer agreement, the parents and children were more likely to drop out of the service, therefore those cases still being assessed for agreement are those showing more agreement, thus biasing results (Hawley & Weisz, 2005).  Poor agreement however, about the severity and type of difficulties could have an impact upon the treatment/intervention selected, or on the therapeutic relationship, both of which might adversely affect outcomes. It should also however, be remembered that the low level of agreement might also relate to methodological differences between measures that are estimating subtly different concepts, and the levels of agreement in our study are not markedly worse that reported by others (Achenbach et al, 1987). This will be further discussed in the strengths and limitations chapter (5.5).

A potential reason for the poor levels of agreement in the current study may be linked to anecdotal reportings from both the parents and the practitioners. When collecting data at follow up, many parents were very concerned and confused as to whom and where the data they were providing was going and exactly what it was being used for. With many wrongly assuming that I was calling from the Clinics themselves and that the information they were providing would in some way impact upon the service they were receiving. It may, therefore have been possible that parents may have been slightly over reporting their child’s difficulty in order to ensure their continued place within the service, or to perhaps move them up a waiting list. Even though it was explained that this was not the case, this still may have had an effect upon their reporting (Moran, Kelesidi, Guglani, Davidson & Ford, 2010). Similarly, practitioners, tended to be quick to defend their case loads and outcomes, although they might have been expected to report more changes, rather than no significant change. 

The other area of correlation that I explored in this study was the correlation between satisfaction and outcome. I looked at how parental satisfaction at both Time 2 and Time 3 correlated with outcome as reported by both the parents and the practitioners. As discussed in the results chapter, I found that there were no significant correlations between satisfaction at Time 2 or Time 3 and outcome as reported by the practitioners, which again could suggest that the parents and the practitioners in this study appear to be coming from two totally different view points and not really in any form of agreement. The results also showed that satisfaction at Time 2 & 3 was weakly correlation with outcome as reported by the parents. 
Despite the poor outcomes discussed above and the weak link between satisfaction and outcome however, it would appear from the results of this study that overall the parents were quite satisfied with the service that they had received by Time 2 and Time 3, with only three areas standing out as slightly lower. Even these lower rated facets of the service were still rated fairly highly. These areas were that the parents felt that everything had been explained well enough to them, that they felt the practitioner knew how to help them and their child and that they had received an appointment at a convenient time. The third of these is more to do with administration than the performance of the clinic. The first two may be related as if there had not been great communication with the parents; it is understandable that they may feel unsure as to the practitioners’ position to provide help and support. This also may be linked to the low levels of agreement between the parents and practitioners discussed above, and may support the idea of a lack of communication between the two informants in this study. This supports the findings of CORC (Wolpert, Ford, Trustam, Law & CORC, 2010) who found that parents’ reports of satisfaction were high, and that those areas showing less satisfaction were practical issues such as locations and timings of appointments, and also easily remedied issues such as lack of explanation rather than actual quality of service.

The findings of overall satisfaction is in keeping with previous literature in that it has been suggested that when a survey of satisfaction is not anonymous, people are often more inclined to be positive rather than negative (Stallard, 1995, www.corc.uk.net) however, previous studies of parental satisfaction in CAMHS have shown areas dissatisfaction with the service (Stallard, 2001). As discussed in the literature review, that are some issues surrounding satisfaction measures and questionnaires, with a bias likely in those who are motivated to complete and return them (Stallard, 1995).  Garland, Saltzman & Aarons (2000) also discussed potential biases in postal questionnaires (the method used in this study), finding that those who are more likely to return them are those who are in treatment for longer and showing more successful outcomes, suggesting that those who may have reported a negative experience are less likely to return the form. The findings of this study do not seem to support that though as the outcomes appear consistently low and yet there is a positive reporting of satisfaction and the two seem only weakly correlated if at all. This supports the ideas that the nature of the satisfaction questionnaire, being non anonymous may have had an impact. Also, as discussed above with regards to the parents’ outcome reporting, there may also have been a bias in the parents reporting of satisfaction as anecdotal they seemed wary of the data’s usage and may have felt that a negative comment on satisfaction may have jeopardized or caused problems with their children’s service at the clinics. Future research could look at the differences between anonymous and non anonymous satisfaction ratings and perhaps ratings if those who no longer require the services of the clinic to assess these suggestions.
5.1.2 Policy and clinical implications

The findings of my study suggest that there is not a great deal of agreement between the practitioners and the parents, suggesting that they are not viewing things from the same perspective when it comes to how severe, or perhaps even what the problem is with the children utilising these CAMHS clinics. This may cause hindrance to the child’s diagnosis, treatment and subsequent outcome, if both parties are not working together, or aware of their differing perspectives. The clinical implication of this would be to suggest more/clearer communication between the practitioner and parents as to how the child is doing in both environments, and to work more closely together. This is also the another point in an argument against the usage of a single measure of outcome or taking measurement from just one informant in either research or in routine outcome monitoring. If reliance was placed on any one of these, then a skewed or untrue picture could be concluded. This is further supported by the finding that the correlations between informants only marginally improved over time aswell. This suggests that those who spent more time utilising the services, started to show only slightly more agreement between the practitioners and parents, which suggests that they are beginning to work better together over time but perhaps not as much would be expected after this time. 

The overall conclusion that there is little agreement between the informants or the measures at any time point suggests that measures from both informants are crucial to gaining a complete picture of outcomes. Having said that, the low numbers of children with data from both informants by the later time points means that this suggestion should be taken tentatively and with caution. The fact that there was poor agreement found across all five time points in this study may have clinical implications in terms of therapeutic alliance, suggesting that potentially then there are more likely to be dropouts from the service due to a lack of engagement, which perhaps could be avoided by better communication. Future research could explore the levels of agreement over time and perhaps explore levels of agreement with dropout and see if there is a link between poor agreement and greater rates of dropping out of the clinic.

As discussed earlier in this chapter, Hawley & Weisz (2005) found that quite often a treatment plan would be put in place and commence without a general consensus between the parents, practitioner and child as to the characteristics of impact of the difficulties that brought the child to the clinic. If this is the case then it would be expected that this disagreement could have an impact upon the effectiveness of any treatment. This finding could inform policy in that perhaps more research and initiatives could be put in place to improve communication and understanding between parents and practitioners, and perhaps more support and training for the parents to enable them to facilitate the work done in CAMHS and continue it at home. I will revisit this idea in the chapter on workload and case complexity (5.4) as this extension of support to home is relevant to the findings in this area too.
Another policy implication to come out of the lack of agreement between informants on outcome, is the question of who has the most reliable reporting of outcome, if either of them. As discussed above either/ both of the informants could be influenced by biases in their respective measures. This finding could inform policy as it highlights the necessity and importance of researching the uses and feasibility of measures, exploring the extent to which they are suitable for use in routine clinical practice, and how sustainable and meaningful they can be in a typical clinical setting (Slade, Thornicroft &Glover, 1999). These finding suggest that attention and caution should be applied when selecting measures for outcome and that potentially more than one measure should be taken into account as they can all suffer from biases, therefore the more information gathered from the most informants should give a more holistic and complete picture of a clinic and it’s outcomes to inform policy on where funding or development is needed.

Another anecdotal finding that came out of the qualitative study which was which has been described earlier (see Appendix 1) was that practitioners were unsure of the correct use of some of the routine outcome measures. Practitioners in both clinics were expected to use the CGAS for outcome measurement in CORC as well as the study, and the researchers provided training and support in how to complete it. Regular and group training with expectations and support to complete the measures might benefit the reliability of their reports. Perhaps further research could be performed to look at how routine outcome measures are being used and if they are being used effectively and to their full capability and perhaps provide training in weaker areas, as this may have had an impact upon the findings in this study if practitioners completing the CGAS unreliably. Previous studies have found that the CGAS can be used correctly to show improvements (Wolpert, Ford, Trustam, Law & CORC, submitted) therefore this may be a problem within specific clinics. Another anecdotal finding of this study was that practitioners did not all seem clear on the need or importance of routine outcome monitoring, and that even where they did, they found the workload it created to great and were concerned that it may impact upon the clinical work that they were doing with the child. Perhaps a clinical implication of this would be to look towards allocating more staff to the administrative side of the work to free up the clinical staff to work with the children whilst maintaining both the clinical and administrative sides of CAMHS, perhaps further research could help to inform this and aid in commissioning or funding towards this area.

In terms of satisfaction, as discussed above, overall, this study suggests that despite changes in the clinics in terms of management and structure (discussed above) which may have contributed to the poor outcomes seen in this study, that parents reported that they were satisfied with the CAMHS experience overall. In terms of clinical implications this suggests that reported satisfaction does not really tell us a lot about how well a clinic is doing in terms of the child’s outcome, which is surely the main aim of the service. It is encouraging to see that the clinics in this study appear to be satisfying their customers, as this is an important part of service. If this satisfaction however, is not again reflected in the outcomes, then there is still a missing piece in the clinics service. There is also a difficulty in validating any satisfaction measure, as there is no objective variable by which to hold them against to test their validity and reliability. As discussed above in previous literature, there may be biases in the methodology of satisfaction questionnaires, which questions their validity and reliability. This fact in itself suggests that satisfaction measure should not be taken as stand alone measures of any service. As discussed above, there are many possible reasons as to why there is a discrepancy between the parents’ satisfaction and their reporting of outcome. In the past satisfaction questionnaires have been used to improve services (Stallard, 2001), however, the findings of this study would make this difficult as satisfaction appears good yet the outcomes are reported as poor. This could be taken to inform policy and clinical practice of the potential uncertainty as to the credibility of this type of measure of satisfaction. This would suggest that clinics should be careful when interpreting results of satisfaction, and to use this only as a piece of the puzzle to explore the quality of their services.  

Another clinical implication of the findings of satisfaction comes out of the three areas of satisfaction that were noted as being slightly lower than the others as measured by the experience of service questionnaire. The main two areas of satisfaction that would have a clinical implication are that the parents felt that everything was explained to them enough, and that they felt the practitioner knew how to help. The clinical implications from this would be to ensure that everything is communicated well to the parents at every step of the way and to ensure that the parents are happy that they understand everything. This in turn should then assist to make the parents feel more confident in the practitioners’ ability to know how to provide the best help and service for the family. This should help to decrease any drop out rates and also potentially assist in bringing together the agreement of the parents and practitioners on outcomes as they will be working more closely together.

The findings in satisfaction about enough explanation to parents, and parental confidence in practitioner knowledge and ability could inform policy to put in place more training and emphasis upon communication between practitioners and parents and to create a wider support system to ensure that treatment and progress is consistent across all settings for the child. The finding about the less satisfaction with the convenience of appointment time could be used to inform policy to look at the times that the clinics are able to offer and what is considered convenient to the parents and explore whether there is any way to make the two overlap more. The other notable finding from satisfaction comes from the lack of correlation between satisfaction and outcome, as this could be used to inform policy on the importance of both satisfaction and outcome to the quality of a clinic, in that it is necessary to take measurement of both as they do not appear to reflect each other in this study. This falls in line with the new government initiatives of PROM’s and PREM’s (Department of Health, 2010) and support this initiative.

The surprising finding that given the poor outcomes and the lack of impact of evidence based practice, the levels of parental satisfaction were still good, suggests that satisfaction is not necessarily linked to outcome. This finding is supported by previous literature as when studying parental satisfaction with services and outcomes, Bjorngaard, Andersson, Ose & Hanssen-Bauer (2008) found that in a study of 49 Norwegian CAMHS 98% of parental satisfaction could be attributed to factors at CAMHS level, and that those with longer episodes of treatment lead to greater satisfaction, and that longer waiting times for treatment lead to less satisfaction, which could suggest that parental satisfaction may not be linked to outcome, but to perception of treatment at the clinic?  

This section has discussed the findings on the outcomes of children in this sample and the levels of agreement between parents and practitioner on outcome, and the links between satisfaction and outcome. It has put the findings into the context of previous literature, exploring why the outcomes in this sample were poorer than expected and why there was such low agreement between the informants. It has also looked at the way satisfaction was measured and why there appears to be good levels of satisfaction yet poor reported outcomes. It then examines the implications of the findings for policy and clinical practice. Finally suggestions have been made for further and future research to gain a greater understanding of these findings.
5.2 Discussion- Impact of evidence based practice

This section will discuss the findings of my exploration of the impact of evidence based practice upon outcome. It will discuss my findings in relation to the impact of evidence based practice upon outcome in relation to previous studies, discussing the striking finding of a lack of any treatment found in many cases, the lack of confidence in reporting problem areas and shifting diagnoses of the children in the sample and finish with the surprising finding of a lack of impact of evidence based practice upon outcomes. I will discuss these substantive findings in relation to previous literature and the implications for policy and clinical practice. 
5.2.1 Substantive findings in relation to the literature 

One of the most striking findings was that almost half of the children had received no treatment at all for a diagnosed disorder by Time 2, six months after referral. As discussed in the results chapter (4.3) it would appear that despite being offered and attending appointments, practitioners were not delivering treatment in this time, but perhaps providing further assessments, liaising with other professional and providing support. These would all appear to be sensible, logical and necessary actions, but not in the place of treatment, they should be provided as a support. When I explored the numbers of appointments offered and attended, it is worth noting that there was a large amount of missing data, which may have created a selection bias in the findings, with perhaps children of certain disorder groups, or social backgrounds, or perhaps practitioners of a certain background missing from the sample. Further research targeted at appointment numbers and interventions delivered may give a clearer picture as to what exactly takes place in appointments, and perhaps give insight into why a treatment may not be delivered despite a large number of appointments.  Clemente, McGrath, Stevenson and Barnes (2006) reported that due to Initial Assessment (IA), which is a new way of handling referrals managed to reduce waiting times, with a shorter average waiting times. What previous literature fails to capture however, is what is actually taking place in these appointments, as it is all well and good shortening referral times, however, it this is coming at the expense of treatment, with practitioners lacking in time to provide appropriate treatments, rather than mere assessments and support this surely defeats the object of reducing referral times, as the waiting is just shifted? Perhaps future research could explore what takes place during appointments, and assess not only waiting times on referral lists, but the time of waiting before an appropriate treatment commences, as this may give a clearer picture of CAMHS and the quality of service that they are delivering.
A surprising finding from my analysis in the impact of evidence based practice was the lack of commitment to a diagnosis in the children in my sample and the fluctuating diagnoses over the course of the study (see descriptive results chapter 4.1). The relevance of this to evidence based practice is that a lack of definitive diagnosis would make the selection of an appropriate treatment (particularly that of an evidence base) more difficult. In the previous discussion chapter (Chapter 5.1) I discussed the usage and benefits of routine outcome monitoring in terms of assessing and improving outcomes. Routine outcome monitoring is also important for assessing and ensuring the appropriate usage of treatments, in particular evidence based practice. As discussed in chapter 5.1, some of the practitioners in my study reported not being clear on the necessity and purpose of routine outcome monitoring. Hoagwood, and colleagues proposed (2001) that routine outcome measurement in CAMHS should cover five domains of information; the patients symptoms or diagnosis, the patients level of functioning, the patients perspective on their difficulties, the patients environment and finally the systems in place for treatment of the child. They also reported however, that at the time of their research, there were few, if any measures in existence that would give a global score suitable for routine use in clinics (Hoagwood et al, 2001). The difficulty that my study encountered in terms of measures was actually getting the practitioners to commit to a definite diagnosis for the children, as many were reluctant to give a definite diagnosis, often opting to note multiple possible diagnoses, even at time 3, which was a year after entry the service. This reluctance to make a definitive statement about the type of problem makes it difficult to judge whether a subsequent intervention is appropriate, and surely it must make the decision making of appropriate interventions difficult when there is no clear diagnosis to look at the evidence for a particular treatment. As discussed in the literature review chapter, there are many skills involved in the usage of evidence based practice, the first of these is the assessment and identification of the difficulties that the child and their family are experiencing. If practitioners are falling at this first hurdle of committing to a diagnosis, it is difficult to expect that they will have much success with the rest of the necessary skills as they are building from an uncertain grounding. Future research could look in detail at the assessment processes which take place and how these inform and guide subsequent treatment plans.

As discussed in the literature review (chapter 2), there is limited literature available on the outcomes of children utilizing CAMHS, and that what limited literature that there is, has shown a potentially positive outcome upon children mental health after utilizing a form of child mental health services (Byrne, 2007, Garralda, Yates & Higginson, 2000 CORC position paper). My findings however, suggest that the outcomes of the many of the children utilizing these CAMHS did not show a positive change, and that in fact a large number showed a negative change in the first six months after referral. A surprising factor is that my study took place in one of the clinics studied in Byrne’s (2007) study on outcomes, which reported positive outcomes in children after six months. One possible reason for this was discussed in the previous discussion section, in that at the time of the Byrne’s study and when the proposal went through for this study to take place, the CAMHS selected were two of the highest performing in their areas. In the time between the proposal being accepted and the study taking place however, there had been a restructure to management, following a merge with Social Services for CAMHS A. This lead to many organizational changes within the clinic contributing the majority of children to the study and this may have had a substantial effect upon the functioning of the clinic and the outcomes. This may explain the lack of impact found in this study compared to Byrne’s 2007 study.  Garralda at el (2000) reported that using the most practitioners felt that there was an improvement in the child after attendance at the clinic, however they did note that the interventions at the clinic may not have contributed greatly to the improvements seen. This does cast question over the outcomes of children utilizing CAMHS, and may help to explain why my study appears to suggests that, in actual fact treatment, evidence based or not, does not appear to be significantly related to outcome. This could be down to the fact that in reality the treatments are not particularly impacting upon outcome and that in actual fact it is other factors that contribute far more heavily, such as case complexity or background factors surrounding the child’s day to day life and environment. 

Wampold & Brown (2005) reported that 5% of the variation in patient outcome was due to therapist-related factors. They also noted that variance attributable to medication was far smaller than that attributable to therapists. This could all be taken to suggest that outcomes may be largely attributable to generalized support provided by clinics as opposed to the specific interventions themselves, which is again supported by Garralda et al’s (2000) finding that practitioners were unsure how much of the improvements that they were reporting were down to the interventions they were using. This fits with Leeson, Carr & Fitzgerald’s (1999) finding that whilst at three months there appeared to be an improvement in a group of children receiving intervention, and yet at nine months there appeared to be no differences between those children receiving an intervention and the pre-intervention group. From these findings, Fitzgerald (2011) suggested in the Child and Adolescent Faculty and Executive Newsletter (see Appendix 6) that  children coming from complex backgrounds, with complex difficulties may not benefit from the standard treatment approach, but may benefit more from supportive interventions at regular intervals. This may go some way to explaining the findings in this study and perhaps gives support for the practitioners concerns over evidence based interventions and how much benefit they are really providing. In addition, other factors may be adversely influencing outcome. Background factors such case complexity, and living in social deprivation may be having more of an impact upon outcome than interventions in my sample and in other clinical samples, although the improvements reported by most CAMHS who are members of CORC argue against this assertion In addition there was little agreement between the parents and practitioners, which could be taken to suggest poor communication between them. And if there is poor communication, this may impact upon treatment, as it has been suggested that evidence based practice is not something that can be open and closed within a clinic session, but that it needs to support and commitment of all of the environments that the child is exposed to (Nock & Ferriter, 2005). This finding of low levels of agreement between the practitioners and the parents, therefore, may be having an effect upon the findings of the impacts of evidence based practice. Future research could look at the impact of evidence based practice upon a group where there is stronger agreement between the practitioners and the parents, or perhaps explore the relationship between the practitioners and parents and how this might change the impacts of treatments.
As mentioned in the results chapter (4.3), the fact that overall the results of these clinics showed poor outcomes with little improvement, may have had an effect upon the findings. The fact that evidence based treatment appears to be having little or no impact upon outcome may be down to an overall lack of improvement, unrelated to the interventions given. With this in mind, the findings of this study should be taken with caution, and further analysis and research should be conducted into the impact of evidence based practice across the five time points of the study (time constraints meant that this was not possible in within this PhD but the data will be analyzed further) and into other services. When compared to national data taken from CORC (Wolpert, Ford, Trustam, Law & CORC, submitted), it would appear that overall CAMHS nationwide are making improvements in the outcomes of children utilizing their services, which suggests, as mentioned above, that there was more going on at these clinics that may have impacted the findings of this study. 

The finding that evidence based practice had no impact upon outcomes was surprising. There may be many reasons for the lack of impact found in my study. One reason maybe that in actual fact evidence based practice does not make a difference to outcomes. This suggestion in itself sits at the centre of a debate about what it takes to be classified evidence based practice. As discussed in the literature review (chapter 2) there are many different types of evidence ranging from randomised control trials (RCT’s), simple control trials, quasi-experiments, comparative studies, correlation studies, case-control studies, expert committee reports. With all of these types of evidence however, there is the issue of efficacy and effectiveness. Efficacy refers to the capacity of something to produce an effect. It indicates the capacity for beneficial change (or therapeutic effect in the case of CAMHS) of a given intervention. Efficacy is established by assessing how well an intervention works in clinical trials. Effectiveness refers to the actual capability of something producing an effect. Effectiveness is established by assessing how well a treatment works in clinical practice. The findings of this study may reflect a lack of translation of research in clinical practice, and may be reflecting a clear difference between efficacy and effectiveness. This fits with previous literature, which has suggested that the types of studies performed to establish is a treatment/intervention is evidence based are often performed in highly controlled environments, run by highly trained  and supervised researchers and often use more homogenous groups of patients than attend ordinary CAMHS (Weisz, Donenberg, Han, & Weiss, 1995, Kazdin, 2008). Sorenson, Gorsuch & Mintz, (1985) also suggested that those trials used to establish a treatments evidence based status may not be reflective of true routine clinical practice, and may not capture the fluidity of real cases with clinical practice. Perhaps future research could explore the effectiveness of those treatments with an evidence base in routine clinical practice to examine their translation. Routine outcome monitoring would provide useful information for such research.

Another potential reason for the lack of impact found would be the way in which evidence based practice was measured in this study, and how reliable and valid this method was. As discussed in the methodology of the analysis chapter, evidence based practice was scored according to the ‘Drawing on the Evidence’ paper (Wolpert et al, 2006). In data collection however, it was not asked that practitioners specified which treatments were directed at which diagnosis, which meant that an element of assumption was used in coding. In the first round of coding, benefit was given to the practitioners and coding was completed on the assumption that is a treatment could possibly be evidenced based, it was coded as so. The finding however, showed that using this coding method, no impact was found on outcome from the use of evidence based practice. This may have been due to a dilution in the findings from this coding system. To assess this however, a stricter, control coding system was used where if it was not clear that a treatment was evidence based, it was not coded as so. This second coding system also showed no impact of evidence based practice upon outcome. This may suggest that it was not the methodology that was responsible for the lack of impact of evidence based practice. Future research however, could look at the evidence based practice, taking data on treatments linked with diagnosis, and perhaps asking for a definite diagnosis as one of the major issues in coding treatments was the lack of commitment to a definite diagnosis.

Another possible problem with the measurement of evidence base practice in my study may relate to social desirability. Practitioners may have been reporting that they were delivering an evidence based practice when in actual fact they were not. This, however, was explored as far as possible in the results chapter (4.3) and a reliability check was done on a random selection of children, with the clinic notes being examined and compared to the practitioners reporting in my study and it was found that most were accurately reporting treatments. There however, still may be underlying social desirability biases in that although a treatment is down as being delivered, it was not measured or assessed as to the quality of the deliverance. This is something that future research could explore and record to examine the ways in which treatments are being delivered. Perhaps using video media to record the therapy session of practitioners at random, although this would possibly need to be blind to the practitioners so as not to evoke any spectator biases if they know they are being filmed. This would enable a clear picture of the quality and type of treatments being delivered and how it correlates to what is being reported.

Another potential explanation of the finding of a lack of impact of evidence based practice on outcome, linked to the above point  may be that evidence based practice does indeed have a positive impact upon outcome but that the practitioners have been inadequately trained and not adequately supervised in their practice to deliver the true benefits of evidence based practice. It may have been that practitioners believed they were delivering evidence based practice, but that in actual fact what they were delivering did not meet the criteria laid down when the treatment was classified as being evidence based.  Little (2010) indicated that a lack of fidelity to models in evidence practice when using them in everyday clinical practice may be worse than no evidence based practice. This could suggest that practitioners may not be using evidence based practice correctly. It may however, equally not be down to the practitioners but more the nature of everyday practice. Weisz, Jensen-Doss & Hawley (2006) reported that the effect sizes of evidence based practice are considerably reduced when used in usual care studies when compared to evidence based practice trials. Weisz et al (2006) suggested that there were four areas of everyday clinical practice that may impact upon the effectiveness of evidence based practice. These were heterogeneity, which refers to the fact that practitioners treat multiple disorders everyday, and that to learn one evidence based treatment would be of no real benefit and yet it would not be possible to learn every evidence based treatment. The next is comorbidity, which refers to the complex cases which often present themselves and the fact that an evidence based practice targeted at one of these difficulties may not help the child. Next is the difficulty of flux, which refers to the fact that referred children’s problems often develop and change over time and do not remain constant, which needs to be reflected in a treatment plan and an evidence based practice may not reflect this. The final problem facing practitioners in everyday clinical practice is the protocols in evidence based practice are linear, and this may not translate well into clinical practice as clinical practice is rarely linear and sequential (Chorpita & Daleiden, 2010). This may link to the above discussed point that evidence based practice may not translate well into clinical practice and perhaps future research could explore evidence based practice in everyday clinical practice, and factors that may facilitate in it’s delivery. Weisz & Chorpita (2011) discussed the potential usage of modular treatments for different disorders, with the goal of providing flexibility and adjustable content, reflective of the childs difficulties at that present time. This may help to overcome the difficulties discussed above in the translation of evidence based practice into everyday clinical practice. I will go on to discuss Weisz’s work in more depth later on in this section. Perhaps the implications for policy would be that new training initiative in the appropriate and most effective use of the evidence based treatments to ensure that they are being delivered to the best of their ability and to the greatest benefit of the children utilizing the clinic, and how to create a more holistic approach to treatment that encourages the support and commitment of the children’s home and school environments. The new policies of the NHS (The NHS White Paper, Department of Health 2010) placing more power into frontline practitioners and taking a more patient involved approach to treatments and treatment decisions should support this and facilitate a better relationship between the practitioners and the families they are working with. One example of this is the Improving Access to Psychological Therapies (IAPT). The IAPT is an NHS programme designed to provide evidence based psychological therapies to for people suffering from anxiety and/or depression. The premise behind this program is to provide greater patient choice and improved access to treatments by cutting down waiting times. IAPT Practitioners are specifically trained to deliver high or low intensity CBT for anxiety and/or depression. An NHS information report (Radia, 2011) showed that 42% of those who completed that programme between April 2011 and June 2011 showed no measurable symptoms at the end of that time frame. It also reported that recovery rates for the same period ranged from seven to 63% in different primary care trusts (PCT’s). This variance maybe be linked to the different stages delivery, as some PCT’s began delivery before others, and being a fairly new programme it may take time to get a clearer picture of it’s success rates. A children’s version of the IAPT programme is planned and worked by the Department of Health for roll out shortly, with plans to increase the children’s mental health workforce in evidence-based psychological therapies.
Continuing on with the theory that perhaps evidence based practice was not being delivered to its full potential, this study accorded practitioners the benefit of the doubt when grading reported interventions as evidence-based, but perhaps in doing this, we diluted the impact of evidence base interventions to the point that any advantage from their application was not detected. To explore this possibility the data on evidence based practice was also coded with a much stricter approach so that borderline cases were placed in lower categories, and using the clinician rated DAWBA rather than practitioner reports of difficulties and this repeated analysis also failed to detect any impact of evidence based treatment. It could be argued that this method of coding evidence based practice is unfair as we could not expect a practitioner to be giving an evidence based treatment for a disorder that they may not agree is there, and we can see from the descriptive analysis that this was often the case, with little agreement between the practitioners diagnosis and the diagnosis from the clinician rated DAWBA.  With both methods of coding however, showing a lack on impact on outcomes, it leads to the suggestion that evidence based practice was not having a positive impact upon outcome. Further research into how evidence based practice is being used in routine clinical practice, such as the above suggestion of recording the delivery of interventions at random may gain greater insight into the routine usage of evidence based practice. I will go on to discuss this further in the policy and clinical implications section below.

5.2.2 Policy and clinical implications

As discussed above, an observation that came out of this study was that almost half of the children being tracked in the study had not received any treatment at all by 6 months after their referral, evidence based or otherwise. When further investigated, it appeared that almost all of these children had received a sensible action, suggesting that some work was being done with them. Recent changes in policy to try to get children into services quicker stipulate that families should be seen within 18 weeks (DoH, 2009), which may have improved access to initial assessments to CAMHS, but the current study may suggest that more rapid initial assessment is bought at the cost of long internal waiting lists for intervention. This is not however, compliant with the policy on this as the 18 week referral to treatment guideline stipulates that there should be no more than 18 weeks between referral and consultant lead treatment (DoH, 2009). Children in the current study seemed to be being pushed through the referral process and assessment stages, only to sit internally on waiting lists; this is perhaps something that needs tightening to fit with policy, and ROM can help to assess the extent of these internal waiting lists, and give practitioners a chance to reflect upon how much time they are dedicating to assessments and how much to intensive treatments. Another finding from this study was the high proportion of children receiving sensible actions, this suggests that practitioners appear to be doing what they can with their limited capacities, however, a sensible action by no means takes the place of an intervention/treatment and should be used alongside a treatment to support and facilitate it, not in its place. One thought on the finding that some children were receiving a sensible action alone at 6 months after referral, is why the practitioner had not made any decisions on treatment paths for the child? Was it because they felt that the sensible actions alone may be enough to make an improvement? The outcomes at six months and one year however, do not suggest that the interventions provided were sufficient.  If no mental health intervention was required, why was the family being seen at a mental health service? These question may all lead back to the referral process, and the question as to whether the referral pathways are getting the right children to the right places to help them best. The new reforms on policy (The NHS White Paper, Department of Health 2010) address this with the emphasis on outcomes rather than processes. It would seem, however, that ROM should be inclusive of the processes used as well as outcomes, as if a clinic is performing well, it would be important that they are accountable and noted for what they have been doing to achieve these outcomes, so that this can be repeated in other services. A risk of focusing just on outcomes is that clinics might avoid seeing young people with difficulties that are likely not to improve in order to obtain the desired outcomes. Very little is known about the capacity of CAMHS and much more time in both research and practice could be profitably devoted to understanding the optimum capacity at which a service should function (Kelvin, 2005). Perhaps more research could be conducted into waiting times within CAMHS, and the workloads of practitioners to see if this could be eased or pathways put in place to reduce internal waiting times aswell. Also further research could be conducted into the referral process into CAMHS, and the difficulties facing these children, and if CAMHS is the best place for them to receive help, as it is of no benefit to anyone for children to be sitting on waiting lists in services that are not best suited to their needs. 

I explored what factors may have influenced whether or not the child received an evidence based treatment or not. To do this, I explored the number diagnosed with each disorder group and how these changed across the course of the children being open to the clinic. One of the striking things I found in this study was the fluctuations in diagnosis. It appeared that many of the practitioners seemed reluctant to commit to a definite diagnosis, and that many of the diagnoses changes over the course of the child being at the clinic (see descriptive analysis results chapter 4.1), which may be common practice, and any new developments obviously should be recognised in the child’s difficulties. This reluctance however, to commit and a shifting diagnosis could make it difficult to chose and administer an appropriate evidence based treatment that is most appropriate and beneficial to the child. If a practitioner is unsure, or procrastinating in making a diagnosis then this would have a knock on effect for the treatment plan, as without a diagnosis, no research can be put into the best evidence based for that disorder, and if the diagnosis shifts then so must the treatment (if any is being given), however, in contrast to this, some treatments may take longer to begin to show improvement, and the changing of treatments may also cause set backs or problems for improvement in the childs outcomes. One reason for this is that many of the evidence based practice require not only the treatment that takes place within the clinic but the support and contribution of the parents outside of the clinic (Nock & Ferriter, 2005),  and it would be hard to engage this kind of support if a consistent diagnosis and treatment is not in place. Perhaps further research could be done into the way practitioners assess disorders in children and how they select treatments and what processes they go through in changing a diagnosis. This may give a clearer idea as to the reluctance to give a definite diagnosis and perhaps point to areas that training may be useful in terms making diagnosis, or perhaps address any concerns as to issues of labelling children, which were raised anecdotally in the course of this research and also in my paper on the attitudes of practitioners to routine outcome monitoring.

In support of the above suggestions, Weisz (2011) has been conducting research into the effectiveness of evidence based practice in routine clinical practice and how to best facilitate the usage of evidence based practice to its full potential in routine clinical practice. Weisz (2011) reported that evidence based practice was still fairly sparse in routine clinical practice and that where it is used, there are often factors which reduce their effectiveness (as discussed above, factors such a heterogeneity, flux, comorbidity and the linear nature of evidence based protocols). Weisz’s finding on flux within diagnosis may suggest that the shifting diagnoses found in my study may reflect genuine changes in difficulties rather than a lack of commitment to diagnosis by practitioners. This, however, still presents the issue that if a diagnosis is shifting, then it makes the delivery of an effective evidence based practice more difficult as the treatment would need to shift and reflect the difficulties, and as the majority of evidence based practice is directed a specific, singular disorders, this may present a problem. Weisz (2011) has developed a modular approach to evidence based practice which aims to address and overcome the diverse nature of practitioners’ workloads, the comorbidity often present in children and adolescents and the flux of shifting diagnoses. The approach is termed ‘MATCH’, which stands of modular approach to the treatment of children. It is designed to work using a TRAC (treatment response assessment for children) with utilises a weekly standardized measure of internal and external problems, a weekly measure of consumer concern and a weekly tracking of practices used, how these are working. From this tracking it enables the practitioner to adjust any approaches and practices they are using to reflect any flux or shifting in problems and be aware of how the practices they are using are impacting upon the child and their family. This approach is currently being trialled and it will be interesting to see if this improves the impact of evidence based practice, as if it does, it may work to eliminate the factor that reduce the effectiveness of evidence based practice, and perhaps provide practitioners with more confidence and support that their treatments are making a positive impact, allowing them to best utilise evidence based practice whilst responding to the changing diagnoses that was reported in my study. 

In term of the measures used in my study, reports were used from practitioners’ as to the interventions delivered, and it is possible that practitioners reported interventions varied in some cases from what was actually provided. The findings of my study may support Weisz’s (2011) TRAC system which records data on interventions delivered. Perhaps the findings of a lack of impact of evidence based practice highlights a need for more training or checking on the appropriate usage and delivery of evidence based treatments to gain the most from their usage. Quality control is a huge issue in industry and one that the health sector barely considers until recently. Quality, Innovation, Productivity & Prevention (QIPP) (Department of Health, 2010) is a nationwide transformational programme in the NHS, which brings together all NHS staff, practitioners, patients and the voluntary sector with the aim of improving the quality of care that the NHS is delivering at the same time as making efficiency saving of approximately £20billion by 2014-15, with the aim of reinvesting this in frontline services.

QIPP aims to utilize many ways of improving quality of care and productivity, from   broadly examining with how commissioning for care is dealt with, such as covering long-term conditions, or ensuring patients get the right care at the right time, to how services run, their staffing and supplies within organizations, such as supporting organizations in improving their staff productivity, non-clinical procurement, the use and procurement of medicines, and workforce (DoH, 2010). Such initiatives may be useful in enhancing the impact of evidence based practices within clinics if there are more guidelines and monitoring on not only when they are being used but also how they are being used as this may prove to be a key factor in their improvement in outcome, as Garralda et al (2000) found that practitioners were unsure how much of the improvements they reported were down to the interventions used. It could be suggested that if a practitioner does not have confidence or faith in an intervention, evidence based or not, they may not utilize it to its full ability. Perhaps better links need to be established between research and clinical practice, potentially through policy to ensure that the evidence based treatments are being used to their full capability by practitioners who believe in their value.
I then explored what factors may influence whether or not a child receives an evidence based practice. I found that what diagnosis the child received did not have an effect upon whether or not the child received an evidence based treatment. The only instance where a child received an evidence based treatment linked with a diagnosis was where the child had a definite diagnosis of a conduct disorder. As mentioned above however, practitioners were reluctant to give a definite diagnosis, and therefore this would be based on relatively small numbers. This may also relate to the fact that conduct disorders have a large and clear evidence based practice for practitioners to work within and that the large of the two participating CAMHS (CAMHS A) had participated in a trial of an evidence-based treatment for behavioural problems. This had involved high levels of supervision and had left a legacy of committed and skills practitioners; in other words, the evidence-base was available at the clinic. The only other area that seemed to relate to a child receiving an evidence based practice was the number of appointments received, with more appointments meaning the child was more likely to have received an evidence based treatment. This however, could run both ways, in that the child may be more likely to receive more appointments if they are receiving evidence based practice with clear direction as to how many appointments and what should be delivered within them.  There is most evidence for structured approaches based on cognitive behavioural approaches, which often recommend closely spaced sessions and are of a prescribed number of sessions. This could inform clinical practice in that evidence based practice may create a greater workload, or alternatively, evidence-based treatment, if more effective could ultimately reduce the number of appointments offered at discharge or reduce ref-referrals of families after treatment has concluded. Further research could assess this. 
Another surprising finding was the range of treatments being given for the same diagnosis, many of which did not have an evidence base at all. This suggests that there may be an inconsistency in the treatments being given, with some children receiving an evidence based treatment and some not, but with no clear reasons as to why these differences are occurring. This highlighted the fact that although both clinics were reported to have multidisciplinary teams, that perhaps due to training incentives or recruitment issues, both teams may have been slighted weighted in the favour of certain disciplines, with a large number of employees taking psychotherapy masters at one of the clinics due to funding opportunities, which may have influenced their usage of treatments and that policy could perhaps be used to ensure that all teams are fully multidisciplinary to ensure that a full range of skills and treatments are on offer and available by fully trained staff to give the children the best chance at receiving an appropriate and well delivered evidence based practice. Potentially, future research could look at the way treatment plans are developed and decided within clinical practice, as this may help to inform training programmes in areas that staff are uncertain of and help towards continuity of treatments for different diagnoses. It is clear that the high levels of comorbidity and fluctuations in the difficulties reported by practitioners clouded the data gathered by researchers, even if it did not impact on the interventions offered. 

One question that arose from the findings of this study was not only if evidence based practice was being used but if it was being used correctly, as this may have contributed to whether or not it had an impact upon outcome. Perhaps future research could explore whether or not it is being used correctly and could inform clinical practice in that perhaps more supervision and monitoring could ensure the correct and appropriate usage of evidence based practice within clinics. As discussed above in the context of previous literature, Professor Michael Little discusses this problem in his paper entitled ‘Positive Proof’ (2010). Little (2010) discusses the necessity of fidelity to the model, ensuring that the interventions are being delivered as they were intended, and to the group from whom it was intended to benefit (Durlak & DuPre, 2008). Little (2010) proposes more work and research needs to be conducted into the implementation of evidence based practice to ensure the optimal delivery and it’s full potential in utilised. Little (2010) suggests that each evidence based practice should be assessed and adapted for services, gaining support from practitioners to carry out experimental evaluation to assess if the evidence based practice can be delivered as planned and intended and what impact it has on child outcomes. This type of research and potential reform of the methods and applications for evidence based practice may appear tedious and create more work and costs in the short term. If however, as found in my study, the way in which evidence based practice is delivered currently is showing a lack of impact, it is a waste of time, money and resources that could better be put towards creating a system of child and adolescent mental health care in which children are benefitting from the full potential of evidence based practices. The findings from my study, firstly of the lack of any treatment received by many children, and secondly the finding of a lack of impact of evidence based practice (despite it’s relatively high usage when a treatment was being delivered) suggests that the systems in place in the clinics participating in my study are not particularly successful, nor providing the best service they can for the children utilizing them. Such research and evaluation as proposed by Little (2010) would work towards improving this and perhaps help bridge the gap between research and routine clinical practice.
A point that was discussed in the previous discussion section on the agreements between different informants, was the poor overall outcomes of the clinics in this study, and how this was not in keeping with the rest of the CORC (CORC, 2010). CORC data from multiple services showed improved outcomes according the SDQ Added Value Score. This provides evidence that attendance at CAMHS can improve children’s outcomes and suggests that something different is going on within the clinics in this study. A possible reason for this is the restructuring that was going on. An implication of this for policy is the far reaching impacts of restructuring within services. The impact seen in this study on outcomes was still occurring three years after the changes in management and organisation. Perhaps further research could look into ways of minimising the impact of such changes onto the outcomes of the children utilizing the services, ensuring the children are slipping through the gaps in the cross over periods.

In summary, my study found that there was a surprising lack of treatments being delivered to children in the first six months after referral. This was discussed above in the previous findings and context of policy and clinical implications. A reassuring finding was that often (although there was a bias towards certain disorder groups) when a treatment was being delivered it was often evidence based. The main finding from my sample however, was a lack of impact of intervention, evidence based or otherwise.  The poor outcomes in this sample, which were discussed in detail in the previous chapter (5.1) were not impacted by receiving an evidence based practice. The implications of this finding were discussed above in relation to previous literature and in terms of the policy and clinical implications and how they may inform or support current research and debate on policy, in particular that of Little (2010) and Weisz (2011). The stark message to be taken from my study is that there appears a need for much more research into evidence based practice in routine clinical practice to gain a greater understanding of it’s uses and potential, and that there is a clear need to address the system in terms of lack of treatment, as it appears absurd that almost half of the children in the sample are still not receiving a treatment for a diagnosed disorder six months after referral / assessment.   
5.3 Case complexity and workload

5.3.1 Substantive findings in relation to the literature

Although it is intuitively plausible that a greater workload may lead to an impact upon outcomes, as anecdotally reported by practitioners in my study, my findings suggest that it did not, either measured as individual components (the number of appointments offered to the child and family, the number of appointments attended by the child and family, the number of interventions reported as being given, the number of practitioners involved and the number of reported liaisons with the childs school and other professionals) or as a combined derived variable. To my knowledge, there are no other published studies into the effects of workload upon outcome within CAMHS. It is intuitively plausible that the a greater number of practitioners involved in a case, a larger number of necessary liaisons with key agencies and a greater number of interventions may suggest greater severity and or complexity of problems, and thus, could be expected to be associated with worse outcomes. There would be far greater margin for error in communications between multi agencies and practitioners, and it could be suggested that a child with a need for such a high intensity of care would be expected to have more severe/debilitating difficulties, which may be expected to take longer to improve. Such a suggestion was made by Ford, Hutchings, Bywater, Goodman & Goodman (2009). As with the findings on case complexity (Hunter, Higginson & Garralda, 1996), the lack of an association between clinical outcome and work load suggests that the greater workload that may be generated and undertaken for such children actually improves their outcome to the same level as children generating less work for practitioners. This may in fact be a credit to the work of practitioner in the management of such cases. Equally however, there may be an argument in the suggestion that such high workload cases may be saturating practitioners time and that perhaps some of their other lower workload cases are neglected somewhat and may have shown greater improvements in their outcome with slightly more input from practitioners. The initial theory behind the inclusion of work load in this study was that it may be associated with case complexity and thus explain the preoccupation of practitioners with case mix in relation to outcomes when many studies suggest in fact that any impact is small; this is discussed further below.

There has been little work into the relationship between case complexity and outcome, but as discussed above, the small literature does exist within outcome studies suggests that there is no direct relationship between case complexity and outcome (Yates, Garralda & Higginson, 2000, Byrne, 2007) when it is measured empirically. Taking the finding across my whole study, it would appear that neither workload nor the intensity of intervention appears to have an impact upon outcome over the first year of the study, and outcome does not appear to show much improvement over the two years of the study. Although anecdotally practitioners believe that case complexity had a significant influence on outcome, there has been little work into the relationship between case complexity and outcome, yet what literature does exist within outcome studies suggests that there is no direct relationship between case complexity and outcome (Yates, Garralda & Higginson, 2000, Byrne, 2007) when it is measured empirically. In contrast, the current study suggests that suggest that complexity and deprivation appeared to be the only factors that may influence outcome at Time 2; the results showed that case complexity was statistically significantly related to outcome at Time 2, and that deprivations was almost significantly related to outcome at Time 2 and the direction of the relationship suggested a negative impact of both upon outcome. The clinical implications that can be taken from this is that perhaps more work and observation could be put into those cases presenting with greater complexity to give them a better chance of achieving greater outcomes from interventions.

Deprivation has been shown in previous literature to have an impact upon child mental health. Previous research has explored the links between different aspects of deprivation and outcome. The British Child and Adolescent Mental Health Survey (1999) demonstrated a clear link between housing tenure and neighbourhood deprivation and the prevalence of childhood psychiatric disorder in the general population. Those children who were living in less affluent neighborhoods were more likely suffer from a mental health problem than those living in affluent areas as measured by the ACORCN Index (Melzer & Gatward with Goodman & Ford, 2000). Similarly, Caspi, Taylor, Moffitt & Plomin (2000) conducted a nationwide study exploring the mental health of two-year-old twins. They found that children in deprived neighborhoods were at increased risk for emotional and behavioural problems and that this vulnerability was overriding to any genetic liabilities. Caspi et al (2000) reported that environmental factors consistent in family members accounted for 20% of the population variation in childhood behaviour problems, and that neighborhood deprivation accounted for 5% of this variation. Caspi et al (2000) suggested that there may be a clear link between poor neighborhoods and children's mental health. These population findings are echoed by the findings of deprivation in my sample, which suggest that deprivation may limit response to intervention in addition to increasing the risk of developing psychiatric difficulties initially. Deprivation, measured by the indices of multiple deprivation (Department for Communities and Local Government, IMD 2007), which is calculated using postcode and reflects neighborhood deprivation, was an independent predictor of clinical outcome. This suggests that young people living in deprived circumstances are both more likely to suffer from psychopathology and less likely to respond to intervention. There are parallels with epidemiological data in relation to other types of health problem and may reflect the “inverse care” law. The inverse care law was first described by Hart (1971) who suggested that “the availability of good medical care tends to vary inversely with the need for it in the population served”. Similar findings having been demonstrated in other types of health care, Harris, Bowley, Stannard, Kurrimboccus, Geh et al (2009) found that socioeconomic deprivation appear to be associated with worse outcomes and survival rates in sufferers of rectal cancer. Coleman, Babb, Damiecki, Grosclaude, Honjo, et al (1999) showed that cancer survival in England and Wales was dependant upon socioeconomic status, with five year survival being significantly lower for those in more deprived areas than those living in the most affluent areas. Coleman, Rachet, Woods, Mitry, Riga et al (2004) suggested that trends may show that those patients who are most deprived may not benefit equally from developments in healthcare as those from affluent backgrounds, which supports the “inverse care law”. Ford, Hamilton, Meltzer, & Goodman (2008) found three predicting factors relating to access to CAMHS, these were the impact of psychopathology, contacts with teachers/primary health care and parental and teacher perceptions that the child was presenting significant difficulties. These factors may be mediated or influenced by the families’ socioeconomic background, as it may be that as Coleman et al (2004) suggested that those from more deprived backgrounds may not be fully benefitting from the services available, perhaps through less or more fractured relationships with teachers or primary health care providers? This may be something that could be further explored through examining the relationship between deprivation and teacher perceptions.
Weinreb, Wehler, Perloff, Scott, Hosmer, Sagor & Gundersen (2002) conducted a study into the effects of poverty based hunger among school aged children. On exploration they found that half of school aged children reported moderate child hunger, with 16% reporting severe child hunger. They found that compared with those with reporting no hunger, school-aged children with severe hunger were more likely to be from homeless backgrounds, have lower birth weights, and have experienced more stressful life events. They also found that child hunger was also associated with higher reported anxiety/depression in children. The findings of this study suggest that the consequences and implications of deprivation may affect multiple aspects of health and development, and may both directly and indirectly affect the outcomes of children with mental health difficulties. These overlaps could be explored further in subsequent studies; understanding how they combine may suggest ways of intervening at various levels to improve multiple outcomes for these children. A potential reason for the differing in findings from my study to previous literature into the effects of some of the individual variables of case complexity may be that whilst such studies are reporting an increased likelihood of mental health problems, the children in my sample are already recognized as having mental health problems. It may, therefore, be that such risk factors may increase the vulnerability of a child for mental health problems, it may not impact upon their outcome once receiving a treatment. Future research could investigate this further by exploring the relationship between risk factors and service usage, and whether the long term outcomes are impacted by such risk factors. This would help in the understanding of the long term relationship between case complexity, childhood mental health and outcome. 

As mentioned above, two other studies have failed to detect a significant link between case complexity and outcome, (Yates, Garralda & Higginson, 1999, Garralda, Yates & Higginson, 2000, Byrne, 2007). There may be methodological reasons for these conflicting findings Firstly, in my study, the PCS was not completed by the practitioners due to fears of overburdening them, but it was in earlier studies. Instead, it was completed by using data collected in the studies, often from parental report. Another issue may have been the outcome measures that were used, as Garralda, Yates & Higginson (2000) used the HoNOSCA to measure outcome. The HoNOSCA is a practitioner completed measure, and my findings found no significant impact of case complexity upon the CGAS, which was also a practitioner reported measure. Garralda et al (2000) however, did report differences between disorder groups in terms of case complexity, with highest physical/developmental complexity for conduct, hyperkinetic (ADHD) and other (which included ASD), and highest environmental complexity for conduct and  psychosomatic disorders. These differences in informants may explain the differences in findings between mine and the earlier studies (Yates, Garralda & Higginson, 1999, Garralda, Yates & Higginson, 2000, Byrne, 2007). Further research could explore this by looking at case complexity and multiple outcome measures from the parents, practitioners and perhaps the children themselves to explore the possibility of systematic informant influences on measures of case complexity. Further investigation into the links between case complexity and different disorder groups is also important, as this may have had an impact on the findings depending on the proportions of each disorder group in each sample. The sample used in my study may differing from the previous studies in terms of outcome, as discussed in the results chapter (4.2), the outcomes of the children in my sample were lower than the averages found by CORC (2010), which may have had an impact upon findings. Future studies could explore whether case complexity impacts upon different disorder groups differently, or if there are different complexity issues in different disorder groups. This would all aid in the understanding of the relationship between case complexity and outcome.

In contrast to earlier studies (Yates 1970), I found that case complexity as measured by the Paddington Complexity Scale (Hunter, Higginson & Garralda, 1996) appeared to have a effect upon the level of symptoms as measured by the SDQ Total Difficulties score, but not on functioning as measured by the CGAS or the SDQ impact score . This is an intriguing finding that might relate to lack of power  to detect changes in the latter two measures,  or be a chance finding in a study with multiple statistical significance tests. Byrne (2007) however, did not find a link between case complexity as measured by the Pierce complexity scale, and functioning, which suggests it may be linked more to the number of statistical tests conducted and the likelihood of chance. It needs to be replicated in further studies given the disagreement with earlier findings, but might suggest that the additional difficulties faced by families and children with highly complex problems produce increases in psychopathology, but interventions at the clinic may ameliorate any impact on function. The interpretation of the results of the current study are compromised by a lack of knowledge about how the measures used in a clinic population would vary over time without any intervention. Further research could explore this by perhaps taking more measures of outcome, and analyzing which components of case complexity perhaps correlate with different measurements of outcome as this may go some way to understanding how case complexity may be adversely impacting upon psychopathology, and indicate which case complexity factors may be particularly disadvantageous. 

After exploring the PCS in depth, examining the relationship between each of the individual variables and all four measures of outcome, chronic physical illness was the only individual variable that remained significantly related to outcome, which is consistent with others’ findings. Mental and physical ill health are commonly comorbid and both are linked to deprivation (Coleman, Babb, Damiecki, Grosclaude, Honjo, et al, 1999), presumably due to the stacking of risk factors in vulnerable families. This could also inform policy, as it suggests that perhaps this should be taken into account when creating a treatment plan for the child, and to make practitioners more aware of the overriding effects that a chronic physical illness in a child can have upon their work.
There could be several explanations for differing findings in relation to any association between clinical outcome according to different measures and case complexity. The parents of those children showing greater case complexity may experience greater stress, and therefore problems may seem less manageable leading to a reporting bias. Depressed mothers report more psychopathology in their children than is reported by other measures (Boyle & Pickles, 1997). The poorer outcomes seen in those with greater case complexity may also suggest that home and family life factors may have an equal, if not greater impact upon a child’s mental health outcome than interventions given at a clinic. If replicated, this finding could have major implications for the measurement of outcome in child mental health service, however as the previous studies have found no such association, further research would be pivotal in determining whether such a relationship exists between case complexity and outcome.  

The current study found no significant link between case complexity and workload, suggesting that children with greater case complexity were actually presenting no more workload than lose with less case complexity. This lack of relationship may also go some way in explaining the worse outcome seen in those with greater case complexity, as both the children and families with greater case complexity may actually need this greater level of support. Perhaps the lack of relationship between workload and outcome may be due to the effort of practitioners in such cases, that for those children who would require a higher intensity of practice, the extra effort paid off to give them better outcomes. The finding however that there is no link between case complexity and workload, and that workload does not impact upon the relationship between case complexity and outcome suggests that perhaps this is not the case. Extensive literature searches (Appendix 2) have shown no previous literature on the relationship between workload and case complexity; however, as discussed above, it was proposed that there may be such a relationship by Ford et al (2009), and it was anecdotally reported by practitioners through the course of my study that there was concerns that more complicated cases were creating greater workload and poorer outcomes. 

My negative findings in relation to case complexity and work load may have several explanations. One possible reason for this finding may be that the way in which workload was measured, as the factors included may not truly reflect workload, or there may have been issues in biases in reporting with practitioners perhaps over reporting on some of the workload variables, perhaps demonstrating social desirability to appear that they were doing more than they actually were. This may have had an impact upon the findings. Future research could perhaps take information on workload directly from the case notes, or compare practitioners’ reporting to the clinics notes to assess for reliability, but such an approach might underestimate work load variables not always recorded reliably such as telephone calls to other agencies. Further research could also investigate what factors are important in estimating workload; to assess what factors may be involved in workload that may have been overlooked in my study. This could potentially be done via focus groups with practitioners.
5.3.2 Policy and Clinical Implications 

Existing policy already recognizes and attempts to address some of the case complexity factors studied here. Deprivation has been proposed a major risk factor in vulnerability for childhood mental health problems in many policy documents such as the British Medical Associations “growing up in Britain”. It was highlighted by the Office of National Statistic survey (2005), with reports showing a high prevalence of mental health problems among those children who experience homelessness. The British Medical Associations report, on “Housing and health: building the future” (2003) provided more information about the effects of accommodation on health. From these findings, The Government set targets for halving child poverty by 2010, and eradicating it by 2020. In 2004, the Child Poverty Review, the Government set out the necessary reforms to achieve this which included increased investment in early years services for those children from disadvantaged backgrounds, delivering improved housing and support to parents. The implications of these reforms could have far reaching effects in improving the outcomes of child mental health if they work to decrease deprivation, but sadly many services and interventions have been cut since the recent financial crisis. 
Policy documents also recognize that children with learning disabilities are more likely to suffer from mental health problems (Department of Health, 2004)  and suggests that  existing services are insufficient to provide adequate support for this group, with only one third of specialist CAMHS dedicated to providing specific services for those with learning disabilities, Future research could be used to aid in policy reform to provide a better level of services for this demographic, as it is clear that such factors have an impact upon outcome. My study provides support for the importance of such research and reform.
As mentioned in my discussion above about the agreement between informants, this study found that there was only a weak correlation between the reporting of parents and practitioners’. To get both parties communicating and showing greater agreement as to what difficulties they are trying to address may help to improve the children’s outcomes, as it would suggest that they both parties are working together. This however may be confounded by the fact that if a case is more complex for the child, it is mostly likely more complex for the parent, thus potentially altering their perspective on things, as if their child’s mental health difficulties are just one, in a long string of other difficulties that they are coping with, this may serve to make their views on their childs outcome worse, in a sense of, the straw that broke the camels back. Although conversely, it may also have the exact opposite effect, in that it may put their child’s difficulties into perspective as opposed to a parent, whose only problem is their child’s difficulties. It is difficult to say which way this may lean; and would perhaps make for interesting further investigation. Similarly, the practitioners may have a vested interest in reporting improved outcomes, as it may be considered to reflect badly upon them to have poor outcomes in their children even though, as found in this study, the outcome of the child may not be related to factors within the CAMHS, but factors outside the clinics control. Although, conversely this does not appear to be the case with the practitioners in this study, as over the first six months they report a similar lack of improvement to that reported by parents. This may be honest reporting on their part, or it may reflect an inconsistent use of the CGAS? Perhaps further investigation could be given by getting the practitioner to complete more than one measure of outcome and compare both of these. 

The current study suggests that case complexity as measured by the Paddington complexity scale was significantly related to changes in parent reported psychopathology while workload was not. This could have implications for policy in that it suggests that factors outside the services, and perhaps beyond the services controls may actually have a larger effect upon the child’s level of functioning and responses to interventions than the latter themselves. Future research could explore how interventions should be optimised for children with complex presentations or how complexity should be assessed in relation to PROMs and PREMS. Also, perhaps trials should explicitly recruit children with complex difficulties to demonstrate whether interventions can be demonstrated to work in this population. Similarly, it appeared that social deprivation also had an impact upon outcome, with children from more socially deprived areas showing poorer outcomes at six months than those from less deprived backgrounds. This again could prove an area for more research, as perhaps more can be done to support these children and enable them to benefit as much as less deprived children from CAMHS. 
5.4 Strengths and limitations

5.4.1 Strengths
This was the first longitudinal study that collected outcome measures from both the parents and the practitioners from two CAMHS clinics over the course of two years. The longest previous study only followed children for six months (Byrne, 2007); some treatments may need longer than this to begin to produce a therapeutic effect (Watkins, Leber, Imber, et al. 1993). The longitudinal nature of my study therefore, theoretically allows for the longer term treatments to be utilised and to have an impact. The current study allows for longitudinal analysis into the pathways of children through CAMHS over a two year period, which is particularly important, as by six months 161 children had received no treatment (see results chapter 4.3). In addition to studying outcome, further longitudinal analysis could explore what factors precede or succeed the receipt of interventions. Time restraints of the PhD meant that much of the longitudinal analysis will take place after submission, but the work carried out during the PhD provides a firm foundation on which to conduct the modelling of pathways of care.  Longitudinal analysis will, however, be limited in the latter time points by the small number of children still attending the clinic at this point. 

Due to a great deal of effort being put into chasing up both practitioners and parents, high response rates were obtained over the course of the study. This effort can clearly be seen by the increase in response rates at and after the handover to me from the research workers who set up the project. The intense chasing of participants and increased response rates meant a greater number of children, with outcome data from at least one informant on almost every child in the sample. This could enable the usage of generalised linear latent and mixed modelling (GLLAMM) in further research, which could be used to potentially identify a latent outcome variable using data from both parents and practitioners. GLLAMM provides the advantage that it will estimate the latent variable for every child with at least one piece of data, so decreasing the amount of missing data.

A major strength of my study is the sheer volume of data that was collected. There was data collected from the practitioners for as long as the child was open to the clinic on practitioners’ formulation of the child’s difficulties, practitioners’ interventions and practitioner report of the child’s level of functioning, as well as background information about the practitioners and their views on routine outcome monitoring. In addition to the wealth of data from practitioner, huge amounts of data were collected from the parents throughout the course of the two years. These included the parents’ view of the childs difficulties, whether they believed that the CAMHS clinic had provided help and if the child had improved. A vast range of background variables was taken from the parents on both family and the child’s background. Presciently, the study collected both PROMs and PREMs (Department of Health, 2010) before there was widespread consensus that both were important. There are a multitude of additional secondary analyses that could be undertaken in relation to this study that we were unable to pursue in the 12 months after data collection completed.  For example, it would be interesting to explore the links between practitioner background variables and their subsequent treatments. 

Another strength of the current study is that the measures used in my study matched those of the CORC protocol, which meant that data could be compared to the vast dataset that has been collected by CORC, giving comparisons to other CAMHS nationally. In terms of future analysis, the usage of the same measures as CORC would mean that my findings could be tested in the CORC dataset. This would a much larger sample for analysis, giving more power and validity to any explorations, but it would suffer from higher levels of missing data, lower response rates and lower levels of accuracy that is common in administrative datasets.

5.4.2 Limitations

The biggest limitation of my study was the failure to detect a change in psychopathology or function that were reported in both clinics and by both informants across the five time points. This greatly restricted what was possible in the rest of the analysis As our hypothesis were based on the expectation that we would find a greater range of outcomes and more children experiencing positive outcomes. Future research could look to replicate the analysis in a sample with better overall outcomes to gain a more representative picture of evidence based practice, case complexity and work-load.

A potential reason for the poor outcomes was discussed earlier in the discussion chapter (4.2). A smaller study taking place in CAMHS A (which contributed 83% of the cases) and another clinic, demonstrated a mean positive outcome at six months (Byrne 2007). this earlier study was conceived and run from CAMHS A, so it seems unlikely that the other clinic participating in the earlier study contributed most of the children with positive outcomes, but it is possible. By the time the current study commenced, key personnel, including the principal investigator of the earlier study, had left the clinic and there had been a somewhat difficult integration of the specialist CAMHS with children and young people’s services. Despite a similar number of referrals, fewer were accepted, which was why CAMHS B was recruited, to boost participation numbers. Whether the functioning of the clinic would have improved once the changes had had time to mature and become fully integrated is impossible to say, but there is little evidence from our data, collected over a two year period, that it did so in this time frame.  The failure to detect change when the previous smaller study did, may therefore be due to the effects of this major reorganization. While the earlier positive result may have been due to chance, at this time of flux in services, our findings provide a stark warning to commissioners and providers as to just how far reaching (and potentially negative) the consequences of a restructure or changes within a clinic. This particularly important at this time, given the coalition government’s current proposals for extensive reform of the NHS (Department of Health, 2010). 
As mentioned above, CAMHS B was recruited to boost participation numbers. This was due to a low recruitment rate, with the total sample recruited fall short of the initial target by 200 children.  The potential reason for this was described above, linked to the reorganisation taking place within the clinic, leading to fewer referrals being accepted into the clinic despite a similar number of referrals, which had a negative impact upon the predicted recruitment rate. This decrease in sample size may have impacted upon the results as initially it had been hoped that individual disorder groups would be able to be analysed in terms of outcomes and the impact of evidence based practice. The numbers actually achieved, however, were too small for this analysis to proceed. The current study however, can provide evidence on which power calculations for future, larger studies, perhaps of specific disorder groups, which were not available when the current study was planned.  

The transition of the data collection from the research assistants who recruited and commenced the study to myself left was a cross over period when there was a gap in active data collection.  Despite everyone’s best efforts, there was a dip in response rates and a loss of data where both parents and practitioners were not so actively followed up. 

Due to the nature of the data that was being collected, as time progressed, more and more children were closed to the clinics meaning that the number of practitioner forms declined rapidly after  Time three, which meant that only one informant remained to report on the child’s outcome. Practitioners obviously cannot report on the functioning of children that they are no longer working with. The low levels of agreement between the practitioners and parents mean that it is problematic to depend on a single measure, and a larger study with more funding might benefit from seeking additional informants such as teachers or conducting direct observations of the children. This design also builds in a bias in practitioner reports, it would be expected that those children who show improvement would be discharged from the clinics as there would be no purpose for them to be there. 

No measures are perfect, but there are some particular methodological issues relating to the measures chosen for the current study. Firstly, my study was unable to assess whether or not the practitioners were using the CGAS correctly, as there were some fears that they may be taking other factors into account over and above the child’s level of functioning.  Training was provided in both clinics as to how to complete it, but in one it was poorly attended, particularly later on in the study. The qualitative study of attitudes to routine outcome measurement also highlights (see Appendix 1) that practitioners themselves felt they were not always confident in the correct usage of the CGAS and many appeared to be utilising it as a ten point scale rather than the hundred point scale that it is. In addition,  there may also be a bias of social desirability with practitioners wishing to appear that they were making a difference, although that would lead to better than expected outcomes, which does not concur with the findings of the current study. With these factors taken into account, there may be a suggestion for future research to utilise more than one practitioner measure of outcome to increase the reliability of reporting. Another measure of outcome completed by the practitioners that may have been selected was the HoNOSCA. The HoNOSCA is a specifically designed measure to report outcome according to practitioners (as discussed in the literature review chapter 1.2.3). As well as a practitioner completed version, there is also a self-complete version available (HONOSCA-SR, Gowers, Levine, Bailey-Rogers, Shore & Burhouse, 2002). The HoNOSCA has been reported to be easy to use, reliable and sensitive to clinically significant change (Garralda et al, 2000) and correlates well with other measures of child psychopathology (Yates at el 1999). It has been suggested however, that it may be better suited to inpatient settings than community clinics such as CAMHS and another limitation is that it is reported to require considerable training for its appropriate and effective use (Garralda et al, 2000). The Self rated version is based on the items in the Clinician rated version but rephrased as questions, tailored in language to suit the young persons. There have been weak correlations shown between the clinician rated version and the self report version, particularly for inpatients, suggesting that patients may view their problems differently from their practitioners (Gowers et al, 2002), or this may perhaps reflect flaws in the HoNOSCA items. The reason for selecting the CGAS as the practitioner measure of outcome was to optimise practitioner completion rates; as in CAMHS A, practitioners did not have to complete outcome measures as part of routine practice and pilot work indicated that few would be able to find the time to complete the HoNOSCA. CAMHS B collected both routinely; which provides an opportunity to assess the accuracy of reporting on the CGAS. A good follow up to this study would be to explore this relationship further using the HoNOSCA to examine if there are differences when using a different practitioner outcome measure.
Another limitation linked to this was the fact that practitioners were often assessing and treating multiple children within the sample, which may have had an impact upon the findings. To overcome this perhaps future research could adjust for clustering within both the clinician and also the clinics to assess whether this did have an impact upon the findings.

There was also a question as to whether the parental measures of outcome may also be biased; a study on parents attending CAMHS A suggests that parents are worried about losing contact with services before they are ready for discharge and about future access should they require it, which could lead to over reporting their childs difficulties (Moran, Kelesidi, Guglani, Davidson & Ford, 2010). Although the study was conducted by researchers that were independent of the clinic, interactions between parents and the researchers indicate that many parents equated the research with the clinic. There may also have been an impact upon results from the methods used to obtain the SDQ and the ESQ. Parents were sent a postal copy of the SDQ and ESQ, and could then return this via a stamped addressed envelope, however if they were unable to do this, or did not return in time, they were chase via telephone and were able to complete the questionnaires over the phone. This may have had an experimenter bias upon their results as they may have felt more inclined to provide socially desirable answers, particularly in terms of satisfaction.  Similarly, the DAWB A interview at baseline was completed either at home or in the clinic as an interview or as a self-complete. While self-completion allowed us to gather a larger sample as it reduced the workload of researchers, it did increase the amount of missing data at baseline. Ideally all of the questionnaires would have been returned in the same method via post, as this may have eliminated such bias effects, but I plan to study the effect of the method of administration directly.

Another limitation was the lack of validated case complexity measures. I calculated the Paddington complexity scale rather than practitioners, in an effort to reduce the burden related to the research on them, but this means that our findings may not be comparable to studies whereby practitioners completed the scale directly, and thus might partially or wholly explain the differences in my findings from the earlier studies (Yates, Garralda & Higginson, 2000, Byrne, 2007).

Another potential limitation may be linked to the fact that there are no standardized measures to our knowledge on presenting problem or interventions, so we had to construct our own measures for these, abstracting the presenting problems from the letters of referral, which are often completed by professionals with limited knowledge about mental health, and often the information provided in referral letters is little more than a few sentences of text, which may often be influenced by the referrer’s  understanding of mental health problems, and possibly by their perceptions of which problems are more likely to be accepted by services and at what speed (Maguire and Guishard-Pine, 2005). Then for the practitioners reporting of the child’s difficulties in the clinician baseline assessment form and the clinician intervention form contained a pro forma list of the disorders described by the DAWBA, supplemented by those requested as additions by practitioners working in the clinic at the beginning of the study. For the measure of interventions offered, this list was designed to match evidence-based treatments for those covered by DAWBA interview and was then supplemented by asking staff in the participating clinics whether any interventions they regularly used had been omitted, or if there were any on the list that they felt were not used at the Clinic. There may be questions about the validity of these questionnaires and how practitioners reported the difficulties of the child and the interventions that were offered. These may be raised due to the poor agreement on presenting problem with the clinician rated DAWBA, and the finding of children with multiple appointments yet no reported treatments. It may be that validated measure on these areas may have reduced signal to noise ratio and make it easier to detect any effects? This may provide some explanation of our negative results in my study. Perhaps further research could investigate validating measures of presenting problems and interventions given.

Finally, the way in which the interventions were reported may have had an impact upon the findings of the study. In asking practitioners to report which interventions they delivered, they were not asked to specify what diagnosis/problems they were intending the intervention for, and the presenting problems showed incredible fluctuation. Both factors make it very difficult to judge to what degree an intervention was evidence-based, Taking very strict and rather looser approaches to the categorization of interventions as evidence-based did not, however, significantly alter my findings. Perhaps future studies could ask practitioners to link an intervention given to a problem. Another limitation that became apparent from this was that out of a random sample of 50 children from my sample, many of the practitioner reported interventions did not match up to the notes that were taken from the clinics, which suggests that perhaps the practitioners were not reporting in their records or to the study accurately. This may be down to social desirability, in that practitioners wished to appear that they were delivering evidence based treatments, when in actual fact they were not, or it may be that there were multiple practitioners working with a child, and the practitioner was merely reporting what they personally had delivered to the child and not accounting for actions of other practitioners In addition, medical records may not be complete. Perhaps clearer wording in the instructions, or a greater proportion of checking into the reliability via clinic notes in further research would serve to eliminate such bias/misreporting. 
5.5 Conclusion

This thesis explored the factors influencing the outcomes of children utilising CAMHS. The first initial objective was to explore the agreement between the parents of the children utilising CAMHS and practitioners assessing and treating them and it was hypothesized that parental satisfaction would only be moderately correlated with clinical outcome as reported by parents and by practitioners. There was little agreement between the parents and practitioners at any of the five time points over the two years the study was conducted. and surprisingly little change in function or psychopathology according to either informant over all five time points from both informants. These findings are in contrast to those of CORC’s (2010) national data, and was discussed further in chapter 5.1. Satisfaction was only weakly correlated to outcome as reported by either informant, suggesting that parents were satisfied with their experience of CAMHS even when they were reporting poor outcomes. Satisfaction alone, therefore, may not be a clear indicator of service quality. The findings from different informants indicate the importance of using multiple measures of service quality to obtain a true and clear picture of its level of functioning and quality. 
The next objective was to examine the impact of evidence-based practice on clinical outcome in routine child mental healthcare; children receiving evidence-based treatment for their disorder(s) should theoretically demonstrate better clinical outcomes than those with the same disorder(s) who do not receive evidence-based treatment. Evidence based practice did not, however, appear to have an impact upon outcome within the first year of the study. The poor overall outcomes reported in this sample may have restricted the opportunities to detect an effect, and the diagnostic flux and resulting difficulties in measuring “evidence-based practice” may obscure actual improvement. Any conclusions about the influence of evidence-based practice must be tentative and more research to expand and develop our findings is necessary. 
The final objective was to examine the role of case complexity on clinical outcome and work load.  Complexity factors have not been strongly associated with outcome in previous studies, but might have predicted workload. In the current study workload did not predict outcome and was not correlated with case complexity, but case complexity and deprivation were associated with outcome. Children with more case complexity factors and living more deprived areas showed poorer outcomes in the first year of the study. Background factors are known to play an important role in the development of childhood psychiatric disorder but may also influence the outcome of clinical treatment for children accessing CAMHS. My conclusions are necessarily tentative, given the lack of improvement demonstrated by this sample, and further research is needed to further explore these issues.
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Abstract

Routine Outcome Monitoring (ROM) is held as a greatly important part of practice across many Health Care Services, both in the NHS and in private practice (Brann, Coleman & Luk, 2001). Yet despite this, there has been little research into the attitudes of practitioners towards ROM. This paper looks at the attitudes of 50 Clinicians from two Child and Adolescent Mental Health Services (CAMHS) in greater London. The findings showed that although the practitioners were not overwhelming positive in their attitudes to ROM, neither were they overwhelming negative, and many of their concerns involved practical issues surrounding ROM that are potentially soluble. Practitioner engagement in ROM is key if ROM is to be used constructively to reflect on practice.. 
Introduction

The importance of Routine Outcome Monitoring (ROM), or the consistent collection and review of outcome data, is well recognised across many Health Care Services both in the NHS and private practice (Brann, Coleman & Luk, 2001, Long & Dixon, 1996, Clifford, 1998). Importantly, outcome monitoring, particularly with patient reported outcome measures, features strongly in the current health policy documents (Kennedy, 2010 & Department of Health for Children, Families and Maternity, 2010), Many services are not yet able to implement ROM, and where it is applied, it looks mostly at structures and processes rather than clinical outcome, and is rarely used to link these processes with outcomes (Brugha & Lindsay, 1996). ROM can be used to evaluate quality and success of a service, and to provide feedback for the clinical practitioners, managers and commissioners. ROM can improve the quality of service, and even reduce the per-patient costs of the service (Lambert, Whipple, Hawkins, Vermeersch, Nielson, & Smart, 2003). The success of ROM in child mental health can depend on practitioner engagement in collection and interpretation of outcome data. Despite the recognition of the importance of ROM, there has been little research into the attitudes of practitioners towards it.

Several studies have shown the benefit of ROM. It can help direct practice (Chambless and Hollon, 1998), it can provide feedback to clinicians about how interventions are progressing (Gowers, Levine, Bailey-Rogers, Shore & Burhouse, 2002), it can allows comparisons to be made between services and can aid in the planning of practitioner time and other resources (Page, Hooke & Rutherford, 2001). However, there has also been recognition of the challenges of ROM, such as the financial (Marks, 1998, Sederer, Dickey & Hermann 1996), and time (Hunter, Higginson & Garralda, 1996) costs. Other studies have also suggested a need for change in the current measures for the purposes of ROM, to make them more feasible for use within a clinical setting (Long & Dixon, 1996, McHorney & Tarlov, 1995, Higginson, Jeffreys & Hodgson, 1997, Greenhalgh, Long, Brettle & Grant, 1998,). The importance of sensitivity to change within an outcome measure is an important attribute of an outcome measure, from the perspective of both practitioner and service user (Guyatt, Feeny & Patrick, 1993); in addition, condition specific measures maybe also preferable, while general measures promote comparison (Bowling, 1995; Lee at al, 2005). 

Only a small amount of literature has explored practitioner’s attitudes towards ROM, and this literature has not reported overwhelmingly positive responses. Hatfield and Ogles (2007) reported that practitioners did not see any need to use standardised measures to monitor their processes and outcomes, as they already felt confident in their abilities to accurately monitor the progress of their interventions and to respond to any changes in the appropriate manner. However, evidence suggests that this is in fact not the case, and clinical practitioners are often unaware of their treatments’ shortcomings and failures (Yalom & Lieberman, 1971, Meyer and Schulte, 2002). More recently, the Child and Adolescent Mental Health Services (CAMHS) Outcome Research Consortium (CORC) (2005), a learning collaboration of practitioners, managers and academics exploring ROM, reported that practitioners were concerned that the data collected from ROM would be used to criticise or even erode their service. On a positive note, Greenhalgh et al (1998) reported that whilst practitioners in a non-mental heath setting were apprehensive about the extra work ROM would create, they thought that ROM may be worth the time and effort if it provides useful and significant data and information. This study is, to our knowledge, the only study looking into the attitudes of CAMHS practitioners towards ROM. With little understood about the attitudes of CAMHS staff to ROM, it is difficult for service providers and commissioners to plan the introduction of ROM. We aimed to make an initial exploration into the attitudes of the practitioners at two CAMHS, serving two London Boroughs. 

Method

Participants

The participants were 50 practitioners of varying backgrounds and levels of experience working in two CAMHS serving boroughs in Greater London. There were 32 practitioners from one clinic (CAMHS A) and 18 from the other (CAMHS B). The practitioners came from varied backgrounds and their levels of clinical experience ranged from a few months to 20 years. The backgrounds and levels of education of the practitioners can be seen in Tables 1 and 2 respectively.

	CLINICIAN BACKGROUND
	% in CAMHS A (n)
	% in CAMHS B (n)
	% WTE1 in the CAMHS mapping 2006/7

	Psychiatry
	16 (5)
	28 (5)
	15

	Psychology
	25 (8)
	16 (3)
	18

	Social Work
	9 (3)
	6 (1)
	9

	Family Therapy
	16 (5)
	10 (2)
	4

	Psychotherapy
	3 (1)
	10 (2)
	3

	Art Therapy
	3 (1)
	0
	2

	Occupational Therapy
	3 (1)
	0
	2

	Teaching
	3 (1)
	0
	1

	Nursing
	16 (5)
	28 (5)
	28

	Primary Mental Health Worker
	3 (1)
	0
	8

	TOTAL
	32
	18
	


Table 1: Proportion of Clinicians from each CAMHS reporting training in each discipline

1.WTE= Whole Time Equivalent

	LEVEL OF EDUCATION QUALIFICATION
	% at CAMHS A  (n)
	% at CAMHS B (n)

	Doctorate degree
	22 (7)
	33 (6)

	Masters degree
	41 (13)
	33 (6)

	Bachelors degree
	6 (2)
	11 (2)

	Postgraduate Diploma
	9 (3)
	6 (1)

	Postgraduate Certificate
	3 (1)
	0

	PGCE
	3 (1)
	0

	Diploma
	16 (5)
	17 (3)


Table 2: The proportion of Practitioners from each CAMHS reporting each level of qualification.

The Clinics

CAMHS A provides secondary health care to children and adolescents under the age of 18 (both Tier 2 and Tier 3, in accordance with the Heath Advisory Services classification (Health Advisory Service, 1995). CAMHS A is the only service in this area that assesses children and adolescents who are considered to meet the criteria for severe mental illness. Within this clinic there are four teams, which include a Children’s Team, providing multidisciplinary treatments to children under the age of 17, an Adolescent team, providing the same multidisciplinary treatments to adolescents aged 14-18, a specialised team for children looked after by the Social Services and an Early Interventions team, which provides brief, uni-disciplinary treatments for children up to the age of 18 who are perceived to have less severe problems. The practitioners who took part in this study are from the Children’s and Early Interventions Teams, as these teams were already participating in a larger, quantitative longitudinal study of ROM within CAMHS. 

CAMHS B provides a Tier 3 service to children under the age of 18. CAMHS B is made up of a multidisciplinary team, with specialist teams within it for Attention Deficit Hyperactivity Disorder, adolescents, and children looked after by the local authority, known as looked-after children. All of the practitioners at CAMHS B were invited to take part in the current study. Although CAMHS B became part of the longitudinal study 12 months after data collection for the current study ceased, at the time of data collection, practitioners were not aware of the longitudinal study.

Both CAMHS clinics are part of the NHS Foundation Mental Health Trusts for their areas and were in adjacent Great London Boroughs that were broadly representative of the English population, with the exception of a higher proportion of Black and Ethnic Minorities in Borough A, and a higher proportion of managerial and professional and a lower proportion of semi or unskilled manual workers in Borough B (see Table 3).  Both boroughs had high levels of population density, which would be expected in London. The figures for comparison were taken from the last National Census, in 2001 (www.statistics.gov.uk/census).                                                    
	
	% in Borough A 
	% in Borough B
	Mean % in England 

	Ethnic minority 
	30.00
	8.00
	9.00

	Managerial and Professional workers
	25.00
	30.00
	23.00

	Semi or Unskilled manual workers
	14.00
	10.00
	17.00

	Elementary Occupations
	8.00
	7.10
	11.30

	Sales and Customer services
	9.50
	6.30
	8.50

	Skilled workers
	9.20
	12.10
	10.40

	Males (of working age)
	66.80
	64.60
	66.10

	Females (of working age)
	61.20
	57.00
	58.10

	Population density (people per hectare)
	38.21
	19.68
	3.77

	People aged 5-7
	4.11
	3.72
	3.74

	People aged 8-9
	2.86
	2.48
	2.61


Table 3. Socio-demographic characteristics of Boroughs A and B and the England National mean from the 2001 National Census (www.statistic.gov.uk/census)

Measures

The data was collected from brief, semi structured interviews that were administered to 50 staff across the two clinics (32 at the CAMHS A and 18 at the CAMHS B). The interview gathered information on the practitioners’ demographic, educational and working background, and asked the following open-ended questions in relation to ROM:

· Can you see any advantages in the use of routine outcome monitoring?

· Can you see any disadvantages in the use of routine outcome monitoring?
The interviews took place in the clinics and were conducted by two research workers who had no clinical links to either service.

Analysis

Analysis of the interviews was carried out using a mixture of procedural elements from Grounded Theory (as described by Charmaz, 2006 and Strauss & Corbin, 1998) and Content Analysis (as described by Weber, 1990 and Krippendorff, 1980.) This method was chosen due to the nature of data collected; a mixture of qualitative and quantitative data; making the application of one single analytic approach inappropriate.  The interviews were first transcribed and then the questions about ROM were coded using an open coding system (Charmaz, 2006). Once these initial open codes were created, a system of axial coding (Strauss and Corbin, 1998) was used to develop and integrate these codes so that they became as concise as possible. Axial coding is a system of identifying relationships between the initial codes developed in open coding using both inductive and deductive thinking processes. Concept cards and descriptions of these codes were created (Charmaz, 2006) to describe and conceptualise the findings. Focused and selective coding was then applied (Charmaz, 2006) to draw a theory together from the concepts developed. The coding scheme was then assessed by a second researcher (LH), who independently coded eight transcripts (which were randomly selected, four from each clinic). This independent coding was then compared to the original coding and feedback was integrated into the concepts. The agreement for the perceived advantages was excellent (broad level kappa =0.90, p<0.00). Similarly, agreement was also excellent at both levels for the level of agreement for the perceived disadvantages (broad level kappa = 1.00, p<0.001)
Results

More than 90% of the practitioners approached to participate completed an interview; 32 from CAMHS A and 18 from CAMHS B. The majority of the practitioners that took part were female (72%).

The practitioners’ identified a large number of issues regarding using ROM (see Table 4), with the number of advantages (55%) only slightly outweighing that of the number of disadvantages (45%). Both clinics combined identified 15 more advantages to using ROM than disadvantages, but at the clinic level, CAMHS A were more positive about using ROM (58% advantages) than CAMHS B (42% advantages). This might have been expected given CAMHS A involvement in a study of outcomes.

	CAMHS 

Clinic
	Advantages
	Advantages

(% of advantages perceived by Clinicians from each CAMHS out of the total advantages across both Clinics ) 
	Advantages

(% of advantages perceived by Clinicians out of the total perceptions of Routine Outcome Monitoring from each CAMHS)
	Disadvantages
	Disadvantages

(% of disadvantages perceived by Clinicians from each CAMHS out of the total disadvantages across both Clinics)
	Disadvantages

(% of disadvantages perceived by Clinicians out of the total perceptions of Routine Outcome Monitoring from each CAMHS
	T

O

T

A

L

	CAMHS A
	73
	86
	58
	53
	76
	42
	126

	CAMHS B
	12
	14
	42
	17
	24
	58
	29

	TOTAL
	85
	55
	
	70
	45
	
	155


Table 4. Numbers and percentages of perceived advantages and disadvantages of Routine Outcome Monitoring from each CAMHSPerceived Advantages of ROM:
Figure 1 shows a diagrammatic representation of the practitioners’ perceived advantages of ROM. Four main themes emerged relating to advantages; Monitoring, Goals, Validation and Usefulness.

 Figure 1. Practitioners views of the advantages of using Routine Outcome Monitoring
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1. Monitoring: A third of all practitioners thought that ROM would be beneficial for the purpose of monitoring their work and the progress of the children they were working with. 

“It’s nice to see how things are. It is important to have a view of what is going on. Shows the impact of what we are doing”
“Monitoring shows progress clearly, you can deduce improvement and relapse”

Practitioners suggested that monitoring their practice would help to give practitioners’ work understanding, purpose and focus.

“Increasingly this data is being requested as a way of monitoring the work we do and this is a useful way of doing this”

Within the theme of Monitoring were the sub-themes of Evaluation, Reflection and Training.  Practitioners suggested that using ROM would give the practitioners a chance to reflect upon their work, examining what they are doing and why. 

“You could go on and on. It is useful to stop and reflect on what you are doing”

It would provide a chance to evaluate their progress and to look at the prevalence of certain disorders and the successes of the current approaches to them.

“Evaluating the effectiveness of the Clinic, evaluating the effectiveness of specific treatments”

Practitioners reported that ROM would provide information about areas of weakness at the level of practitioners, teams and clinics, and therefore could identify training needs.
 “It can help to identify practitioner training needs so that families get the best service”

In addition, there was a strong sense of practitioners wanting to be seen to be making a difference.

“It’s always nice to know that you are actually doing something that is useful and effective. It’s helpful to assess your practice and see if what you are doing is working or not”
2. Goals: Just over a sixth of the practitioners perceived the idea of using ROM to identify, and set goals as an advantage, allowing them to assess whether these goals have then been met.

“Focuses the mind of the practitioner”

“Look at goals and if met them”
Practitioners recognise that ROM could be used by families attending the clinics to help them set their own goals. ROM could then be used to keep a focus on whether treatments/interventions are meeting these goals. 
“Can give you some information that you can use for planning purposes”

“ROM focuses the mind of the practitioner…look at goals and if they’ve been met”

The Goals theme contained the sub-theme of Predicting Outcomes. ROM could assist practitioners to think about their cases, and in using ROM they could review data from other similar cases, and use this information to aid them in predicting the outcomes for patients.

“Routine data is likely to predict outcome”

3. Useful: Just under a fifth of all practitioners asked thought that using ROM would be useful, to keep them focussed on their work and that it might save them time to have all the relevant data in one place.

“It’s a quick access to information”

“Can get all the information off the computer (time saving)”

ROM could be useful financially for the clinic, in that the data from ROM could be used to help obtain funding for the service by giving evidence of effectiveness.

“It is important for funding…important to prove whether the service is working”

Thus within the theme of being Useful was a sub-theme related to Finance / Commissioning. Practitioners suggested that ROM could be used to justify why and where more finance is needed.

“Good for funding…justify why we need more money”

“Where best to target funding and staff”

 However, some practitioners were concerned that that this may not always be positive as those areas without a clear label, or discipline, or perhaps those areas which represent a merging of discipline and backgrounds, may not  be able to attract as much funding.

“It might push money towards particular issues that have a label or a diagnosis, rather than other areas that might not attract work or funding”
4. Validation: A similar number of all practitioners asked considered that using ROM would be beneficial for validation, enabling them and others to assess all of the treatments and approaches used in the clinic, making comparisons regarding success rates and being seen as accountable and successful in their work and in addition it aided them in reflecting upon their practice and training.

“Can compare clinical effectiveness”

“You can see that what you are doing if effective. If it’s not then you can change to some other ways that might work.”
Practitioners reported that the Clinics were so busy that it left little time for reflection on what was being done and how successful it was, and that participating in ROM would give the opportunity to do this, therefore helping to potentially highlight areas of weakness and aid in the addressing of these.

“If there’s no improvement, it is useful because you can look at why”

This theme contained the sub-themes of Evidence based practice and service-user input. Practitioners suggested that currently, evidence-based practice is not being as widely used as it should be, and that ROM could help to bring in more evidence-based treatments as it would direct practitioners to critically review the interventions and treatments that they are using.

“Standardization. Making sure using evidence based practice (making it more likely)”

Practitioners reported that ROM, if it included data from the Service Users themselves, would give them a chance to hear the opinion of those who are actually using the CAMHS, as they are the reason that the service exists. 

“Good to get clients own perspective…you feel good when the client leaves saying things have gone well”
This could provide both the practitioners and their management with ideas on how they could improve the service and make it more accessible.

“Patient satisfaction is important; how satisfied a person felt that it had made a difference to them”

ROM was reported as being potentially beneficial in making professional judgments and decision making about the treatments, interventions and referrals made for patients, as it can act as reminder of what the practitioners are doing and why.

“Should enable decisions about whether to continue or not”

“Always useful, shows what you are doing and why”

Perceived Disadvantages of ROM

 Four main themes emerged relating to the disadvantages identified by the practitioners (see Figure 2); namely Depersonalisation, Being Unrepresentative, Ethics and Implementation Issues. 

Figure 2. Practitioners views of the disadvantages of using Routine Outcome Monitoring
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1. Depersonalisation: A fifth of all practitioners were concerned that ROM could have a depersonalising effect upon their work, creating an over focus upon numbers that ROM could “take away from the personal aspect” of the service. 

“Scores don’t reflect success of work”
“End up becoming too over-focused on quantitative representations of clinical outcomes”

“Not all outcomes are quantifiable by assessing a set number of criteria”

Practitioners expressed a concern that ROM may be too scientific for the imprecise business of clinical practice.

“Each patient is individual. Have to look individually.”

Within this main theme were the sub-themes of Labeling and an over focus on numbers.

“May label children unnecessarily”

“Boxing people – people may then pick out that information and just look at that rather than overall.”

Practitioners thought that ROM could be too general, merely putting people into categories and not really giving any specific information on individual patients, treatments and interventions.

“I’m not sure that the questionnaires, like the HoNOSCA and SDQ are specific enough to measure changes in a particular…you need specific rating scales”

2. Unrepresentative: Just under a third of all practitioners thought that ROM would not accurately represent their cases, and that it would fail to account for many important and influential issues that may relate to clinical outcomes.

“Questionnaires don’t really pick up on everything all of the time”

“Clinical outcomes of certain types may not reflect the clinical situation”

“One form of data cannot always measure accurately how a child is doing”

The Unrepresentative theme contained the sub-themes of complexity, subjectivity and the notion of slow improvements. Practitioners were concerned that ROM would obscure the complexities of the individual cases and that it could fail to recognize the nuance of individual differences and many variables involved in each client’s case. 

“Complexities of families and therapeutic processes may not be captured”

“So many causes and aetiologigies can’t be regularized so easily”

There were apprehensions about the quality of data gathered by ROM, and its vulnerability to biased or inaccurate reporting by individual practitioners and patients, with a specific concern that children may make things up if they are fed up, or having a bad session

 “Kids might get fed up with filling it in. It may not be true, they just tick a box, and it might not be truthful”

The notion of slow improvements represented concerns that sometimes improvements may take a long time to show, as certain interventions are aimed at the longer term with subtle changes that may be difficult to measure.

“There are many young people where there will be no significant change in their individual CGAS…intervention aimed at longer term change”

“May not pick up the psychodynamic changes, so wrongly conclude nothing had happened.” 

 There were particular concerns with psychotherapy, although surprisingly this was not raised by a Psychotherapist, but from a Nurse.

“Problems in psychotherapy, the changes are not so evident, so straightforward or immediate. Psychotherapy shows changes in the long term and subtle changes that can have impact in long term- areas that are difficult to measure…medicine always gives the most effective result, because you see the results quickly.”

3. Ethics: Some practitioners reported that they were concerned that ROM may not be necessarily used in the child’s best interests, but more for money saving and administrative processes.
“As long as it isn’t just a money saving service, as long as it is in the best interests of the children”

A strong factor emerging from within the ethics theme is that the use of ROM may arouse competition between practitioners, and that “Some people could find it threatening or competitive”. This sub-theme of Competition suggests that “People might feel that they were being evaluated as practitioners, might worry that they were being picked out individually to see whether they treated people effectively or not”.
4. Implementation: Over a quarter of all practitioners asked considered that ROM presented implementation issues such as a strain on their time and resources. Subthemes in this theme were Feasibility (Time and Effort), Engagement with Service and Lack of Understanding. Practitioners expressed concerns that ROM will take up precious time and resources at the expense of treatment time. 

“Potentially more paper work and time (that nobody has got)”

“Logistical problems of getting all these things done”

“As long as it’s balanced and you are not expected to be constantly running research alongside your work”
Feasibility (time and effort) referred to the worries raised by practitioners as to the ways in which ROM is implemented. There were worries about ensuring that administration of ROM did not impact upon treatment.

“It’s got to be done in a way when it’s easy and you can remember and it fits with clinical practice. So, sometimes, or in some sessions you are not going to get any data you need because you are dealing with a crisis or something that is very highly emotional”

 There were also anxieties about the demands that ROM might place on families, and how requests to complete forms might be perceived.

“Asking a lot of families, to fill in a lot of forms”

Practitioners expressed concerns about how ROM might affect the morale of themselves and other practitioners.

“May make the routine stagnant, so that enthusiasm and motivation may be affected”

Practitioners also expressed concern that there may be a lack of understanding in those administering the ROM, and that the measures used are poorly understood as the staff administering them may not have the correct training and experience. This could in turn lead to children being labeled wrongly.

“Lack of understanding over what the measures are about… practitioners being uncertain how to use”

“What about all the professionals who haven’t been trained; may label children unnecessarily, which is wrong”

Practitioners foresaw difficulties in the implementation of ROM without disrupting therapy as well as the subjective nature of much of their work where it is difficult to measure objectively.

“It’s got to be done in a way when it’s easy and you can remember and it fits with Clinical Practice. So, sometimes, or in some sessions, you are not going to get any data you need because you are dealing with a crisis or something that is highly emotional”

“Most of the questionnaires are subjective. You could be biased and quite often you can end up with the wrong result”

Discussion 

The current study used an approach derived from Grounded Theory combined with a descriptive content analysis to examine the attitudes of practitioners working in two CAMHS clinics in greater London about the use of ROM. Practitioners were able to identify both advantages and disadvantages for the usage of ROM suggesting that they are not all completely opposed to the introduction of ROM. However, some disadvantages were raised by staff, which need to be explored, and if confirmed, addressed, in services that are planning to introduce ROM in order to engage practitioners in the process. There were also many positive views that could be capitalised upon when planning to roll out ROM across CAMHS. The main advantages identified around the usage of ROM within CAMHS appeared to be centered on the idea that it could be used to improve the service, by making service providers and commissioners more aware of the strengths of the work that they are involved in.
Many of the issues, both advantages and disadvantages, reflect and parallel those of parents and carers who participated in a focus group on their attitudes towards ROM (Moran, Kelesidi, Guglani, Davidson & Ford, in press). Parents reported that they may need help completing some of the measures, which could feed in to the concern that practitioners’ raised about the potential lack of understanding and reliability of information obtained. Many of the parents and carers also expressed concern as to what exactly was being measured, as different disorders and different interventions provide different types of outcome, and that these may not be comparable or captured in one measure.. For example, neuro-developmental problems such as autistic spectrum disorders may show little improvement in the symptoms or level of function measured by most routinely used measures of outcome, such as the CGAS, or SDQ, however the support offered to the parents or carers by CAMHS Services may leave them feeling more equipped to handle these difficulties. This reflects the concern raised by practitioners in this study that ROM could be unrepresentative of their actual work, as well as the fact the ROM may not account for slow improvements. Similarly, many of the parents expressed a potential discrepancy between outcome and satisfaction (as mentioned above), with the actual outcome showing a little improvement in children with  neuro-developmental disorders, even though being given the time and support may leave families feeling satisfied with the service. This links in with the disadvantage identified in this study that ROM could be depersonalising, and that a lack of understanding of the measures and different disorders and interventions could lead to a misinterpretation of the results of ROM. This is also a concern that was raised by the CAMHS Outcome Research Consortium (CORC) (2010) who noted that data from ROM must be interpreted with care, and triangulated with other sources of information to avoid over or misinterpretation.  

Another point that came out of the parent focus group (Moran et al, in press) was that parents also had a fear that their responses to ROM may be used to discharge them while they still wanted ongoing support, and there was a concern that access to future services and support could be made more difficult. Similarly, practitioners in this study worried that ROM could have an impact upon families engagement with the service, and also that the data might be used to undermine or remove funding from their services. Both parental and practitioner concerns may drive respondents to manipulate their responses (Lee, Jones, Goodman & Heyman, 2005). These issues emphasise the importance of careful interpretation of routine outcome data and the use of more than one informant.

Advantages

Due to the lack of previous research into the attitudes of CAMHS practitioners about the implementation of ROM, there is little to compare the findings of this study with. However, previous studies into the attitudes of clinicians from adult mental health or acute services have suggested that practitioners thought that ROM would be useful but that there were similar reservations about the additional workload and strain on resources, to those expressed in the current study (Hunter, Higginson and Garralda, 1996, Sederer, Dickey & Hermann 1996, Marks, 1998). The current study found that in terms of advantages, practitioners felt that if ROM was used correctly and that the right measures were used, that it could help reflection and evaluation of progress, and that service user input is of great importance. A previous study suggested that practitioners did not see the value of ROM as they felt that they were capable of assessing and monitoring their own work (Hatfield and Ogles, 2004). In contrast, and against our initial predictions, the current study found that practitioners reported a wide range of advantages for standardised ROM. Many of the advantages that were identified were in line with those advantages that academic studies have suggested for ROM, which suggests that ROM could potentially be implemented in CAMHS with the support of the practitioners (Greenhalgh et al 1998).
Disadvantages
Many of the disadvantages that were identified in the current study had been raised in a previous study, taking opinions of both mental health and acute services, such as the added strain upon already stretched services in terms of time and effort (Hunter, Higginson & Garralda, 1996), the fears about how the information would be used, in terms of losing funding and resources, and a concern that it would create competition among services, teams and practitioners and that they may feel as though they themselves were under evaluation (CORC, 2010). The issue about sensitivity to change and appropriateness of the measures has been reported frequently in other studies (Higginson, Jefreys & Hodgson, 1997, Greenhalgh, Long, Brettle & Grant, 1998, Guyatt, Feeny & Patrick, 1993). With regards to implementation issues and ethics, parents and practitioners seem to have similar concerns about who/where the outcomes should be attributed to, as many children utilise more than one service/intervention at once, and therefore it could be difficult to untangle to complex nature of both the problems, the interventions from different services and the outcomes (Moran et al, in press). If practitioners’ felt threatened by the potential scrutiny provided by ROM, they may have a vested interest in reporting greater improvements in the child’s outcome than may be actually true. CORC (2010) discussed these concerns and suggested that a reflective and non defensive is vital during the introduction of ROM in CAMHS, as both parents and practitioners need to consider that the outcomes are going to have no direct affect upon their service provision, only that of improvement, and that they are only going to be used in a positive way, not to remove or restrict services. CORC (2010-in submission)  reported that those services who have been able to employ ROM in this way have found it beneficial, and have subsequently been able to use the information to make improvements in their information collection at assessment level. Other disadvantages that practitioners in this study expressed could be further explored to give an idea of the areas which would need addressing and adjusting to improve the feasibility and utility of ROM for those in the front line. 

Clinical and policy implications:

In terms of implementing ROM on a national and local level, the current study found that practitioners were not overwhelmingly negative, but both clinics are members of CORC, therefore practitioners in both clinics were speaking from a position of some knowledge and experience. CAMHS A was also part of a longitudinal study of outcomes that had involved several lengthy whole-clinic debates whilst it was set up that may mean that these practitioners had rehearsed their opinions to a greater extent than most CAMHS workers. However, CORC now has 70 member groupings, which represent approximately half the CAMHS services in England according CAMHS mapping. If practitioners’ views are varied by training and experience, then CAMHS need to get the utility of ROM into training courses at pre-and post qualification level. The concerns of practitioners need to be taken seriously, in terms of addressing how providers and commisioners use the measures, and the additional support needed for the extra workload that it will create. 
Methodological limitations: This study received an extremely high response rate and the sample obtained in this study represented the majority of disciplines, backgrounds and education levels working within CAMHS. The proportions of practitioners in this study appear similar to that across England according to the CAMHS mapping data, with the exception of a much lower percentage of nurses, although the administrative information from CAMHS mapping only provides a rough comparison as this study uses data on individuals, whereas the CAMHS mapping only uses whole time equivalent (Martin et al, in press). Similarly, the sample was relatively small and only represented two clinics, and so may not be representative of practitioners working in other services. Although we were able to interview practitioners from a wide range of backgrounds and levels of training, there were relatively few of each category, again making it difficult to draw clear conclusions about differences between groups. . Future research could build on our work by taking a more quantitative approach.

There has been little research into the attitudes of practitioners towards ROM prior to our study; therefore the interviews used were unstructured and used open ended questions to establish themes and perceptions around the use of ROM in CAMHS. The use of open questions in the semi-structured interview had the benefit of allowing the practitioners to direct the research, and allowed us to explore the field without restrictions to reveal themes that might be important. However, simply asking about perceived advantages and disadvantages of using ROM implicitly suggests that there are advantages and disadvantages and might have shaped the responses that we obtained. Any conclusions drawn from this study can therefore only be taken as provisional and merely a starting point for the direction of more in depth research. 

Conclusion
This paper identifies a number of the potential advantages and disadvantages identified by practitioners from a range of backgrounds and levels of experience in two London CAMHS about the usage of ROM in CAMHS, which could help commissioners, managers, and practitioners in their planning for implementing ROM. It highlights the concerns of the practitioners in terms of potential problems/disadvantages and suggests that commissioners and managers could address them openly, and work with the practitioners to overcome these. The findings also identify potential advantages of ROM and how it might be possible to angle the promotion of ROM towards these, so as to motivate the practitioners and build enthusiasm. Building the use of ROM in to pre-and post-qualification training might help practitioners in their understanding of these issues and their wise use of data to reflect on their practice. 
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Appendix 2
Search terms used for PhD Literature Review

1. Routine Outcome Measurements

2. Routine Outcome Measurements in Mental Health

3. Routine Outcome Measurements in Child and Adolescent Mental Health

4. CAMHS

5. Child and Adolescent Mental Health Services

6. Socioeconomics effects on Child Mental Health

7. Race effects on Child Mental Health

8. Child Mental Health

9. Parental Mental Health effects upon the Children

10. CAMHS Routine Outcome Measures

11. CGAS

12. Measuring Outcomes in Mental Health

13. Measuring Outcomes in Child Mental Health

14. Clinician Backgrounds in Child Mental Health

15. Impacts of Clinicians backgrounds in CAMHS

16. Clinician education in CAHMS

17. Attitudes of Clinicians in CAMHS

18. Attitudes of Clinicians to Routine Outcome Monitoring

19. Attitudes of Clinicians to Routine Outcome Measures

20. Practitioners opinions on Routine Outcome Monitoring

21. Routine Outcome Monitoring

22. Attitudes of Clinicians in CAMHS to Routine Outcome Monitoring

23. What do Clinicians think of Routine Outcome Monitoring

24. What affects the use of Routine Outcome Monitoring

25. Case complexity in CAMHS

26. Case complexity measures in CAMHS

27. Measure of case complexity (in CAMHS)

28. Case mix in CAMHS

29. Evidence based practice

30. Evidence based practice in CAMHS

31. Outcomes in child and adolescent mental health

32. Outcomes in CAMHS

33. Advantages of evidence based practice

34. Arguments surrounding evidence based practice in CAMHS

35. Implementing evidence based practice in CAMHS

36. Factors influencing children in CAMHS

37. Factors influencing outcomes in CAMHS

38. Workload in CAMHS

39. Effects of workload in CAMHS

40. Workload and case complexity (in CAMHS)

41. Workload impacts on outcome (in CAMHS)
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Section 1 General Information

1.1 Sponsor and project management

This project is jointly sponsored by the Institute of Psychiatry and South London and Maudsley NHS Trust.

Dr Gill Dale

Box 005

Research and Development Office

Institute of Psychiatry

De Crespigny Park

London SE5 8AF

g.dale@iop.kcl.ac.uk
020 7848 0675

The management and monitoring of the project is the responsibility of Dr Tamsin Ford (contact details below) who is the principal investigator and she should be contacted in the event of parental interviews raising issues of child protection or concerns that a young person may be at risk of self harming behaviour.

Dr Tamsin Ford 

BOX 085

Department of Child and Adolescent Psychiatry

Institute of Psychiatry

De Crespigny Park

London SE5 8AF

t.ford@iop.kcl.ac.uk or tamsin.ford@slam.nhs.uk
020 7848 0466

1.2 The project will be based at:-

Croydon CAMHS

Lennard Lodge

Lennard Road

Croydon

CR0 2UL

020 8700 8800

And  Bromley CAMHS

Ground Floor
2 Newman Road
Bromley
Kent
BR1 1RJ
Tel: 020 8315 4430
1.3 The project statistician is:-

Dr Morven Leese

Box 036

Department of Health Services Research

Institute of Psychiatry

De Crespigny Park

London SE5 8AF

020 7848 0710

spakmnl@iop.kcl.ac.uk
1.5 The project management committee is chaired by Dr Tamsin Ford and made up of the following members:-

Professor Robert Goodman

Dr Renata Bajorek consultant psychiatrist at Croydon CAMHS

Anne-Marie Martin

Research Worker Two

Dr Morven Leese

Section 2 List of protocol amendments

3 February 2006

· Finalized details of statistical analysis incorporated.

· Morven Leese advised us that data management advice was not necessary given that the algorithms for the DAWBA and SDQ are already integrated into the server on which the data will be stored.

24 February 2006

· Greater detail regarding the procedure and data handling added to ensure clarity for the research workers

· Team decision that the clinicians should receive the unrated DAWBA in case having an expert assessment restricted their assessment.

4 April 2006 –clarification

· The trial will use the computer assessment of the DAWBA at the time of disclosure as it is this that will be generalized, not the clinical rating that will form the basis of the outcomes part of the project. Research workers will log the computer assessment and whether a teacher report was available at this point for the analysis as the DAWBA diagnoses on the server will change should further information become available after disclosure that will be used for the clinical rating for the outcome study. No disclosures had been made prior to this decision.

· Given the experience to the first parent to complete on-line on completing very limited sections of the DAWBA, we will disclose what ever is provided, even if this is incomplete as it will show the clinicians which areas have and have not been screened.

10 April

· Risk assessment procedure brought together in separate paragraph in the procedure section for clarity.
12 October 2006

· Some parents are requesting a copying of the DAWBA assessment. In order to comply with their requests without biasing the trial, we agreed that we could release a copy of the report, but only after we had collected the baseline clinician form.

· If parents do not attend the clinic, we will not be sending the Experience of Services Questionnaire, but will send a separate questionnaire asking questions 5 (people here now how to help), 6 (explanation) and 8 (facilities), 10 (accessibility) and 11 (recommend to a friend) of the Experience of Services Questionnaire, with question 1 and 2 of Professor Paul Stallard’s patient satisfaction questionnaire.

· We agreed that if the family fails to attend any appointments at the clinic we will take Time 2 as six months after the parental DAWBA assessment.

· Described the detail of internet completion of the follow up data by parents.

19 October –clarification

· If a child’s case is closed by CAMHS because of concerns that another agency needs to assess or intervene first, and then the child is subsequently re-referred, Time 2 will be six months after the initial assessment for the project as the CAMHS action has lead to the delay in receiving treatment. 

· However, if a child’s case is closed because the family did not attend appointment(s), and they are referred, we will repeat the SDQ if it is within six months of our baseline assessment, or the baseline assessment if they are re-referred after six months, and Time 2 will be taken from six months after their first attendance at CAMHS, as what we are trying to measure is the effectiveness of CAMHS intervention.

26 July 2007 – amendment

· The use of the risk assessment form was added to the procedure

· After favourable ethical opinion about the use of vouchers to encourage parents to participate in the follow ups, the follow up section was amended accordingly.
Section 3 Project summary

3.1 The Croydon CAMHS Outcome Project

This project will focus on the effectiveness of child and adolescent mental health services (CAMHS). It will evaluate a methodology for assessing the effectiveness of attendance at CAMHS by judging clinical outcome measures against normative data from national epidemiological studies. It will also identify factors predicting the outcome of children attending CAMHS with the aim of generating an empirically derived prognostic index. It will also assess the feasibility of the adoption of a standardized diagnostic assessment into routine practice. It will study the attitudes of CAMHS clinicians toward routine outcome monitoring and how these change over the course of the project. Finally, it will compare the rates of public sector service use over 18 months by CAMHS attenders as compared with a community sample of untreated children with similar psychopathology from a national study with a view to planning a more detailed cost-effectiveness study in the longer term.

The study will be a prospective observational study of outcome consecutive attenders at Croydon CAMHS will be compared with untreated children with similar psychopathology and socio-demographic characteristics from national epidemiological studies that used the same instruments in terms of change in psychopathology over time and the number of other public sector services accessed. 


[image: image9]
Section 4 Background information

4.1 Evaluation of CAMHS against normative data from an epidemiological sample 

Despite the evidence for the efficacy of interventions for childhood psychiatric disorders

(Hoagwood et al 2001; McClellan & Werry, 2003), the small existing literature provides

inconsistent evidence about the effectiveness of routine intervention at CAMHS (Andrade

et al, 2000; Angold et al 2000; Bickman, 1996;Weisz & Jensen, 2001). In addition, 

differences in explanatory models between disciplines may impede the adoption of some 

evidence-based interventions, underlining the clinical governance issues involved in 

routine outcome monitoring for individual clinics. Although the recent children’s national

service framework recommends that CAMHS should be monitoring outcomes, few

services are in a position to do so (Department of Health, 2004).  An additional problem

is the need for a suitable comparison group to compare with routine outcome data in

order for clinics to know whether improvement is related to the intervention, spontaneous

remission or regression to the mean.  It would be difficult to persuade clinicians and 

ethics committees to allow repeated randomised control trials of routine treatment.
Waiting list controls can pose practical difficulties because no child should be waiting 

more than 3 months for treatment by March 2005 (Department of Health, 2000) and not 

all children assigned to the waiting list will eventually receive treatment, as many

referred children fail to attend their assessment appointment (McKernan McKay et al,

1996). The very act of placing a child on the waiting list may reinforce parental views

that something is wrong with their child, and may lead them to continue reporting high

levels of symptoms to ensure that their child gets help. Families who drop out of treatment 

may do so because the child is doing much better or may contain a large proportion of

children from extremely disadvantaged and disorganised families who would be predicted

to do badly, thus the use of drop outs as a comparison group is also problematic. There is

some evidence that children with psychiatric disorder who attend clinics have more severe

difficulties than untreated children in the community (Angold et al, 2000), while

epidemiological studies do not often have sufficient power to study the outcome of children

attending CAMHS in any depth. This project will evaluate a methodology for the

comparison of clinic cases with normative data taken from national epidemiological studies

in a manner similar to the use of growth charts to monitor height and weight (Meltzer et al,

2000). Clinicians could determine if any improvement in clinic attenders’ psychological

symptoms differed to that expected over a certain time period due to remission and

regression to the mean with reference to normative values that can be adjusted most

importantly for initial severity and parental concern, but also for age, gender, type of

disorder, chronicity and other salient characteristics of the child and their family.

The Added Value algorithm has been generated by Professor Robert Goodman (see www.sdqinfo.com) from data from the British Child and Adolescent Mental Health Survey 2004 on children with a psychiatric disorder in the baseline survey who had not received mental health services when contacted six months later (Green et al, 2005). The children in this survey were administered the SDQ in both the original survey and six months later, mirroring the methodology for this project so that we can use them as a comparison group. The formula derived by Professor Goodman is:-

Value added = 2.3 + 0.8*T1Total + 0.2*T1Impact – 0.3*T1Emotion – T2Total 

	where:

	Variable name
	Score
	SDQ version
	      Time of completion

	T1Total
	Total difficulties score
	Standard parent   version                          
	       Initial assessment

	T1Impact
	Total impact score
	Standard parent version
	       Initial assessment

	T1Emotional
	Emotional symptoms score
	Standard parent version
	      Initial assessment

	T2Total
	Total difficulties score
	Follow-up parent version
	6 months after initial      assessment

	The resultant score is normally distributed with a mean of zero and a standard deviation of 4.85 for the sample who had a least one ICD-10 diagnosis in the baseline survey. Positive scores reflect improvement greater than that which would have been expected without CAMHS involvement, while negative scores represent deterioration relative to what would have been expected.  The score can be converted into an effect size by dividing by 4.85 (the standard deviation in the population from which it was derived). The added value score showed a linear progression with the parental report at six months as the whether the child was now doing better or worse than six months previously. Using stepwise regression analysis, the added value score was not predicted by the type or severity of diagnoses, age, gender, intelligence, poor physical health, maternal educational level, parental psychopathology, family structure, family functioning,  family size, family income, housing tenure or neighbourhood characteristics in the baseline survey. In other words, the added value score does not appear to be influence by the sorts of risk factors that go into complexity scales or that predict the risk of developing a psychiatric disorder in the first instance. 

The formula was developed to predict value added in a high risk sample, where most children have psychiatric disorders and parents have previously been concerned about their child’s mental health. These two factors reduce the “spontaneous improvement” seen over 6 months and this has been allowed for in the formula, so that if it were applied to a low risk group of children, it underestimates the level of spontaneous improvement, providing a score of 0.8 (cf 0), even if no intervention has been received. Children attending a clinical service such as Croydon CAMHS fall into the high risk group for which the formula was developed. The formula has been applied to 148 children with a psychiatric disorder who were followed up six months later from the earlier British mental health survey (Meltzer et al, 2000), where the mean was -0.13 (95% confidence interval -0.51-0.25) and the standard deviation was 4.58. Again it was normally distributed. When applied to 39 cases from a clinical service, the mean was 2.7 (0.6-4.8) with a standard deviation of 6.7, suggesting that the service was producing positive change. The score in the clinical sample was again approximately normally distributed and as with the population sample, there was a relationship between the added value score and parental report on whether they thought that their child had improved. 




4.2. Generation of an empirically derived complexity measure

Complexity measures based on factors theoretically important to outcome are not closely related to outcome when studied in routine clinical services, yet clinicians remain convinced that outcome is inextricably associated with characteristics of the child and their family (Byrne et al, 1999; Garralda et al, 2000; Yates et al, 1999). In fact clinicians’ concern about the difficulty in measuring case complexity and case mix is a major impediment to routine outcome monitoring.  This project will examine the major predictors of outcome and generate a prognostic index that could be employed in routine clinical practice to define case complexity.

4.3 Costs and demands on other public services.
Containing costs to public sector services are important aspect to outcome. Although the

literature is limited, there is evidence that children with psychiatric disorder make a

higher level of demands on public sector services than children without such difficulties

(Scott S et al, 2001; Ford et al, 2005). Economic studies suggest contact with CAMHS

increases costs by identifying unmet needs and promoting access to other services (Byrne 

et al, 1999), although the studies examining this issue have focused on the six months

before and after treatment, which may be too soon to demonstrate any reduction in

demands on other services due to effective intervention and improved functioning. This

project will gather data on contact with teachers, primary care, paediatrics, social

services and specialist educational professionals at six monthly intervals. By the end of

data collection there would be 18 months follow up data on service use for 195 children

from the clinic sample which will be compared with service use among untreated

children with psychiatric disorder in the community from the 18 month follow up of the

1999 British Child Mental Health Survey (Ford et al, 2003). A significant difference

between the two groups would justify a more intensive investigation of the clinic children

to provide data for a study of the costs the services used. A comparison group exists from

the three year follow up of the 1999 British Child and Adolescent Mental Health Survey

(Meltzer et al, 2003).

4.4 Feasibility of a standardised diagnostic assessment in routine practice

This study also involves a randomised controlled trial of disclosure of information from a standardised diagnostic assessment (please see separate protocol). This type of approach would only be feasible in clinical practice if it made minimal demands on already very hard-pressed clinical and administrative staff. The assessment is available over the internet, so parents could potentially complete it at home or could attend the clinic to complete it over the internet with minimal support. However, we are not sure whether computer literacy is sufficient among the parents of clinic attenders for such an approach to be feasible. Thus, research workers will grade the amount of support they provide to parents and the completeness of the data obtained to examine how feasible it would be to include a DAWBA assessment in routine practice.

4.5 Survey and change in attitudes of clinicians towards the use of a standardised diagnostic assessment and routine outcome monitoring

In a national survey of clinics, Johnston et al (2005) documented small but significant levels of concern among clinicians about the adoption of routine outcome monitoring across several areas, including the resources required (staff, time, IT), how useful the data would be, philosophical objections, and issues related to scientific merit and measurement, the utility of the data and intrusion in relationships with users. These are all familiar concerns to clinicians involved in outcome monitoring (Ford et al, in press). This project will examine clinicians’ attitudes to the adoption of a standardised assessment and routine outcome monitoring before and after the study to explore the perceptions of staff at baseline and assess whether experience during the project changes these perceptions.

4.5 Clinical setting

The trial will be based at Croydon Child and Adolescent Mental Health Service (CAMHS). The clinic provides a Tier 2/3 service (roughly equivalent to secondary health care) to children under the age of 18 from across the London borough of Croydon. Croydon had a population of 336,700 in the mid-point of 2003 according to the Office for National Statistics (www.office.gov.uk), and an average Mental Illness Needs Index (Glover et al, 1998) score of 100.1, with a range from 81.7 (most affluent electoral ward) to 111.1 (most deprived electoral ward). This indicates that the level of social deprivation varies widely within what is overall an area with average levels of deprivation, making it a highly nationally representative location. There were 88730 child and young people under the age of 19 in the 2001 census,  a proportion that compares well with the population structure for England and Wales (www.croydon.gov.uk),  although there are a higher percentage of black and ethnic minority people living in the borough (30% compared with 9%) in England and Wales. There are a wide variety of voluntary services providing mental health care to children with less severe problems, but Croydon CAMHS is the only service that provides assessment and intervention for children with psychiatric disorder. It has several different teams, including an adolescent service that concentrates on outreach and intensive work with over 16’s, a looked after children’s team, an early intervention service that concentrates on the interface with schools and primary health care and the children’s team that works with the under 16’s. The current trial will be based in the early intervention and children’s team.

4.6 Ethics and Research governance
The study has ethical approval from the South London and Maudsely NHS Trust and Institute of Psychiatry ethics committee and will be conducted in compliance with the protocol, good clinical practice and regulatory requirements. Anonymized data will be kept on computers at Croydon CAMHS and at the Institute of Psychiatry, while research records will be kept in a locked cabinet in the research office at Croydon CAMHS that only the research team will be able to access.

Section 5 Objectives

The objectives of the study are as follows.

· To identify factors influencing the outcome of children attending Croydon CAMHS in order to generate an empirically based measure of case complexity.

· To evaluate the utility of the SDQ “added value” computer algorithm as a tool to allow clinics to measure their performance with that of untreated children in the community.

· To gather preliminary data to establish whether an in depth study of cost effectiveness is feasible.

· To explore staff perceptions about the use of a standardized diagnostic assessment and routine outcome monitoring.

Section 6 Study Design

6.1 This project is a cohort study of children attending Croydon CAMHS who will be followed up prospectively for between 6 months to 2.5 years, depending on when they are recruited to the study.

6.2 Outcomes in relation to the study of factors influencing outcomes

The primary outcomes will be 

·  SDQ total difficulties and impact scores according to parents at six monthly intervals.

· Parental rating of whether coming to the clinic has changed the child’s difficulties according to the follow up SDQ at six monthly intervals.

·  CGAS scores at 6 monthly intervals.

·  The SDQ “added value”, as produced by the computer algorithm.

Secondary outcome will be

· Parental responses to the experience of services questionnaire.

6.3 Exposures and confounders in relation to the study of outcomes

The exposures 

· Type of intervention at CAMHS.

· The number of appointments at CAMHS.

· Seniority and discipline of staff involved in treatment.

· Contact with other public sector services during the study.

Potential confounders are:-

· Family functioning.

· Parental psychopathology.

· Severity of the child’s psychiatric difficulties in terms of impairment, comorbid psychiatric problems, problems lasting more than 6 months, and past contact with mental health services.

· Other sources of stress for the child including poor physical health, special educational needs, learning disability, life events. 

· Contact with other public sector services prior to the study.

· Family structure.

· Family support of the CAMHS intervention.

· Socioeconomic status.

6.4. Cost effectiveness study

The primary outcomes in relation to the study of cost effectiveness will be

· Number of appointments at CAMHS.

· Seniority and discipline of the clinician(s) involved.

· Type of intervention.

· Contact with other public sector services.

6.5 Feasibility of the DAWBA 

The primary outcomes of the feasibility study will be:-

· Proportion of parents completing the DAWBA over the internet outside the clinic

· Proportion of parents completing the DAWBA in the clinic with minimal support

· The level of support that the remaining parents required to complete the DAWBA

· The completeness of the data provided, however much support was required

These groups will be compared in terms of baseline socio-demographic details.

6.6 Staff attitudes to the standardized assessment and routine outcome monitoring

Clinicians will be interviewed individually at the beginning of the project (or when they join the clinic, if they start working at Croydon CAMHS during the data collection phase), after 6 months, and at the end of the project to explore their opinions on the following-

· Perceived strengths and weakness of their clinical training in relation to the assessment of mental health problems in children.

· Perceived advantages and disadvantages of the adoption of the standardized interview

· Perceived advantages and disadvantages of routine outcome monitoring

Section 7 Ancillary study

Please see separate protocol for the randomized control trial of a standardized diagnostic assessment.

Section 8 Recruitment, inclusion and exclusion criteria

We will invite the parents of all children who are aged between five and 10 years and 9 months at the time they are accepted on to the waiting list for the children’s team or the early intervention team at Croydon CAMHS to participate in the study. They will be sent a family information sheet and followed up by telephone call one week later. If they wish they can return the consent form in the post or they may choose to meet with one of the researchers to gather further explanation.

Children will be excluded from the study if
· They are younger than five or older than 10 years and 9 months at the time of they are accepted onto the waiting list.

· The child is looked after by their local authority, because of the difficulty of parental responsibility changing during the course of the study and because of the difficulty in finding informants that know the child well enough.

· The parent has insufficient English to complete the questionnaires.

· Emergency and paediatric liaison referrals will be excluded because of the difficulty in gaining consent and completing the base line assessment between referral and first assessment.

Section 9 Assessments and procedures

9.1 Risk assessment

The risks to participants and staff in this project are:-

· Child protection concerns

· Risk of deliberate self-harm

· Risk of assault to research workers while doing home visits

Child protection concerns and deliberate self-harm

There is a remote possibility that the DAWBA assessment might raise concerns about child maltreatment or deliberate self-harm, although children are not being directly assessed and it is unlikely that parents will disclose concerns when meeting a stranger for the first time and they may not be aware of their child’s suicidal ideation. However, if the research worker is concerned about the safety or well-being of a child, they should contact Tamsin Ford as soon as possible, who will liaise with the clinical teams involved as appropriate. In the event that Tamsin is not available in the next 6 hours, the research worker should discuss the situation with Bertie Matthews or Hilary Manicom (manager and deputy manager of the children’s section) who will take whatever action they deem appropriate.

Safety on home visits

Research workers should complete a risk assessment form for each eligible child prior to organizing the completion of the DAWBA. Research workers should let Tamsin Ford or a nominated deputy know when they are visiting someone at home, and provide details of the name and address of the child, and the time they expect to finish. They should contact Tamsin or the nominated deputy to inform them that the visit has been safely completed. If a research worker feels unsafe at any time during a home visit, they should leave the premises immediately. If there has been no contact by the expected time of finishing, Tamsin or the nominate deputy will attempt to contact the research worker to check on their safety. If contact cannot be established, Tamsin will contact Croydon police station to raise the alarm on 020 8667-1212. If a research worker is unable to leave, but feels unsafe, contacting Tamsin or the nominated deputy and stating that they are going to be “late for the team meeting” is code for requesting help.

9.2 Recruitment

The research workers will meet weekly with the administrator of the Early Intervention Team to identify children whose referral has been accepted and to note the times of first assessments. The research workers will get the equivalent referrals from the duty meeting and dates of first assessments from the Section Manager/ Duty co-ordinator of the Children’s Team. This process may be reviewed as the study progresses and the protocol modified accordingly, as the handling of incoming referrals by the clinic is currently under review. They will record the age, gender, presenting problem and ethnicity of all referrals accepted on to the waiting list aged 5-10 and 11 months, and the reason for not inviting the parent to participate if the family is classified as ineligible. Eligible participants will be contacted by telephone as soon as possible regarding the study. They will be sent a family information sheet by first class post and followed up by second telephone call three to four days after the letter has been sent. If they wish, they can return the consent form in the post or they may choose to speak with or meet with one of the researchers to gather further explanation.

9.3 Baseline assessment

Once the parent has consented, the research worker will contact them to arrange the completion of the DAWBA, SDQ and socio-demographic data. Parents will be offered a choice of completing the DAWBA over the internet at home or work alone, or on a laptop at home or the clinic with a research assistant. The screens presented to the parent will look exactly the same in either case. The research assistant will complete a pro forma grading the amount of support required to complete the DAWBA, to allow us to ass the feasibility of its application in a clinical setting. 

If permission is granted when parents consent to participation, the research worker will phone the teacher to explain the study, and request that they complete the teachers’ part of the DAWBA is given rather than waiting until the parent has complete the DAWBA to avoid delay. They will be offered the chance to complete the questionnaire over the internet or on paper, by fax or e-mail. The research worker will provide every teacher with the explanation sheet by fax or e-mailed regardless of how they choose to complete the DAWBA. The research workers will follow up teachers who have not completed the DAWBA by a telephone call after one week. Once the parent has completed the DAWBA, the child’s name will be sent to the Clinical Trial’s Unit at the Institute of Psychiatry for allocation to disclosure or non-disclosure groups. Research workers will liaise with the relevant clinical personnel to establish the date of the clinical assessment and will need to ensure that the DAWBA data is completed prior to this date. Once the parent has completed the DAWBA, the DAWBA data will be passed to Tamsin Ford for clinical diagnosis. 

The research workers will make pdf print outs of the DAWBA assessment, checking the summary sheets for ++ or +++ probabilities of ADHD or Autistic Spectrum Disorder and reports of recent thoughts or recent acts of deliberate self harm (++). A copy of this document will be kept for the trial records, with disclosure status (risks or all disclosed to clinicians or nothing disclosed) recorded on it. This data along with a record of whether or not teacher information was available at the point of disclosure will entered into the main study SPSS database. For every child in the study the SDQ will be made available to the assessing clinician. For children in the disclosure (intervention) arm of the trial ONLY, the DAWBA summary sheet, the reports of symptoms, impairments and transcript for problem areas (where the computer has given the probability of a diagnosis as +++ or ++) and the probability of a clinical diagnosis will be pinned to the front of the clinical notes in time for the assessment. If there is an indication of recent thoughts of self harm (rated at ++) or deliberate self harm or if there is a ++ or +++ probability of a diagnosis of ADHD or autism for children in the disclosure arm of the trial, the research workers will pass the DAWBA assessment to the relevant section manager. Research workers will contact Tamsin Ford or Robert Goodman about children in the control arm of the trial, if recent thoughts or acts of deliberate self harm are reported in face to face interview, and they will make an assessment about whether the clinical team should be informed. A copy of the DAWBA assessment will be placed on the front of the child’s file for the assessing clinician. Inadvertent disclosure of a child’s DAWBA assessment will be documented in the child’s research file and on the database, and will be accounted for in the analysis.

If the clinic assessment is over a month after the DAWBA assessment, parents will be asked to complete a second SDQ questionnaire on the day of, but prior to, the clinical assessment to assess the stability of symptoms at this time. To prevent over-burdening study participants, research workers will provide copies of the baseline and repeat SDQ’s for the assessing clinicians. Clinicians will be asked to complete the CGAS and their assessment of the child’s difficulties. If the child requires further assessment, the clinician will be asked to indicate this on the form, but to complete the CGAS on the information that they have after the first assessment.

Parents may be given a copy of the baseline assessment but only after the baseline clinician form has been completed and returned to the research team, in order to stop accidental disclosure of control cases. Parents should be requested not to share the information with their child’s therapist for the integrity of the trial, but disclosure to clinicians after the baseline clinician assessment has been completed should have minimal impact on the trial.

9. 4 Follow up

The research assistants will use a computer and paper diary to prompt them to gather follow up data on children at six monthly intervals. The date of recruitment and first assessment with the clinician will be recorded. Six months after the first appointment, the research worker will ask parents to complete the follow up version of the SDQ with service use questions and the case manager to complete the CGAS with a questionnaire about the clinicians involved, whether the diagnosis has changed, access to specialist clinics and the intervention used. If there is more than one clinician involved, and the case manager does not feel confident to complete the CGAS, the research worker will facilitate the completion of one summary CGAS, either after a discussion of all the clinicians involved or by the clinician who knows the child best. Research workers will also gather data on the number of appointments will be gathered from the PAS (patient administration system) and if a child has been referred to an internal specialist clinic they will collect the date of referral and the date of the first appointment with the specialist from the case-notes. The research workers will gather CGAS and follow up SDQ data for each child at six monthly intervals until the end of the study; although once the child is discharged from the clinic, clinician data will no longer be gathered. In their discussions with the referrals manager for both teams, the research workers will screen for study children being referred back into the study and start collecting clinical data again, should this occur.

Parents will be asked to complete the Experience of Services Questionnaire after the first six months, with an abbreviated questionnaire being sent to families that did not attend at all. 

Parents who completed the baseline assessment over the internet have the option of completing over the internet again, and the research worker will alter the setting on the internet to allow access to the follow up data and email parents with instructions. Research workers will email all parents who completed over the internet, the subject of the email being the child’s name. For all other parents, the first contact will be by post. Researchers will contact parents by telephone one week after the first contact, if there has been no response, and try to complete over the telephone rather than just prompt them. The research worker will send a second set of questionnaires if there is no response and then attempt to complete them by telephone.  Parents will be sent a £10 voucher if they complete over the internet or by post and a £5 voucher if they complete over the telephone. Research workers should only speak to parents about completing the follow up questionnaires a maximum of four times at teach wave; failure to complete after four contacts should be coded as non-response.

If a child’s case is closed by CAMHS because of concerns that another agency needs to assess or intervene first, and then the child is subsequently re-referred, Time 2 will be six months after the initial assessment for the project as the CAMHS action has lead to the delay in receiving treatment. However, if a child’s case is closed because the family did not attend appointment(s), and they are referred, we will repeat the SDQ if it is within six months of our baseline assessment, or the baseline assessment if they are re-referred after six months, and Time 2 will be taken from six months after their first attendance at CAMHS, as what we are trying to measure is the effectiveness of CAMHS intervention.

Section 10 Statistical issues

10.1 Power

The study aims to recruit 520 children and to retain 500 children. If the study obtained the similar added values scores to the small clinical sample described earlier (mean 2.7, standard deviation 6.7), we would require 65 children to have 90% power to detect a significant difference to no treatment (i.e. a mean of 0). Alternatively, the applicant would need to follow 148 children in order to detect the predicted 2-3 point drop in mean SDQ total difficulties score (equivalent to an effect size of 0.5) with 85% power and a 5% significance level. A change in SDQ score of this size was obtained in the pilot study (Byrne et al, 1999). Given that a single research assistant using more numerous and complex measures in the pilot study managed to recruit 148 children over 15 months, it is feasible that two research assistants should be able to recruit 520 children over a two and half year period. This would require a 58% response rate according to referral rates to the intended teams and age group over four months in 2003-4, while the pilot study obtained a response rate of 77% with the use of a small financial incentive. The planned sample size allows for double the level of attrition seen in the pilot, and should allow additional power for the analysis of major predictors. 

10.2 Establishing the representativeness of our sample

In order to establish how representative of children attending Croydon CAMHS our sample is, we will compare the age, gender, ethnicity and presenting problem with children eligible to participate but who did not, and with this group combined with non-eligible children of the same age. We will also compare our sample of clinic children to the children with psychiatric disorder in the 2004 British Child and Adolescent Mental Health Survey (Green at al, 2005) as these children form a type of “control group” from whom the added value score was derived In addition, we will examine how representative the children attending the clinic are of the population of the borough of Croydon, by comparing the age, gender and ethnicity, with the 2001 census data.

10.3 The feasibility of the adoption of the standardised assessment into routine practice

We will describe the proportion of parents requiring no, minimal, moderate and considerable amounts of help in terms of baseline socio-demographic characteristics, into order to estimate the impact on clinics of adopting the DAWBA into routine practice.

10.4 Analysis of the factors influencing outcome
We will describe the cohort at intake in terms of the prevalence of different types of psychiatric disorders, comorbidity, SDQ total difficulties and CGAS scores and the distribution of socio-demographic characteristics and confounding variables. 
We will then perform a regression analysis in order relate the outcomes to the exposures, taking account of the confounding factors. We will use random effects models in order to use the data available at the several time points.  The relationships between the outcome measures will be analysed using correlation techniques. 

10.4 Analysis of the “added value” score

The parental SDQ scores at entry to the study and for the first six months will be run through the SDQ “added value” algorithm, and the distribution of scores will be compared. In a population of children with untreated psychiatric disorders the mean will be 0, thus if the Croydon CAMHS population have a mean greater than 0 it indicates improvement greater than expected, while a mean of less than 0 indicates deterioration. The relationship between “added value” scores and parental responses on the experience of services will be explored using simple descriptive techniques in the first instance, and then adjusting for confounders.

10.5 Cost effectiveness study

Eighteen months after data collection has begun, we will compare the other public sector services accessed in the clinic group with a sample from the 1999 survey who had psychiatric disorders and who had not accessed CAMHS. This is with a view to working up a more detailed study of service use. The further study would require additional data collection from parents about the costs incurred and the frequency and duration of costs with services.

Children attending the clinic will be described in terms of the number of appointments, seniority of clinician(s) working with them and the type of intervention in relation to outcome.

10.6 Attitudes of staff towards the diagnostic assessment and routine outcome monitoring

We will use the “framework model” of quantitative data analysis (Ritchie and Spencer 1994) uses intensive study of transcripts to define emerging themes and form a framework that is applied systematically to code the remaining data. We will examine concerns about the diagnostic assessment in relation discipline and to the perceived weakness and strengths of training. We will describe how attitudes change over the course of the study.

Section 11 Study supervision

Tamsin Ford will oversee the study and will meet with the research workers on a weekly basis as a minimum. The full project management committee will meet approximately 4 times per year as deemed necessary to monitor progress. In addition, Tamsin Ford will liaise closely with Dr Bajorek, the clinic link person, and the manager of the two teams involved, in order to monitor the impact of the study on the clinic.

Section 12 Data handling and record keeping

Research workers will create a tracking database that will keep a list of all families approached to participate, those that participated, the mode of collection of the DAWBA and when data collection points are due. Data collected in the course of the study will be entered without names and addresses into a separate database. Unique ID numbers will link cases between the two databases. Only the immediate research team will have access to the names and addresses of the participants, and records will kept at Croydon CAMHS in a locked research office in order to preserve confidentiality. We will be consulting with Georgia Butler in Health Service Research about data management procedures.

Section 14 Data access and quality assurance

Tamsin Ford will regularly monitor the research records in order to check that they are being completed correctly and on time, including liaising with parents. There will be training sessions for clinicians on the interpretation of the DAWBA and completing the CGAS in each academic term whilst data collection is ongoing.

Section 15 Publication

Policy and practice in child mental health are likely to be affected by the findings of this project on the effectiveness of CAMHS, the predictors of CAMHS success, the value of routine outcome evaluation based on norms derived from epidemiological samples, and the utility of standardized (and potentially computerized) diagnostic assessments.   Dissemination will involve the following strategies:

1. Notification to potential users and referrers via information sources such as the Youthinmind website.

2. Notification of the findings to CAMHS clinicians via resources such as the CAMHS Outcome Research Collaboration,  the National Institute of Mental Health Excellence and the Royal College of Psychiatrist’s e-mail (FOCUS) discussion group.

3. Presentations of the findings to voluntary agencies and support groups involved with child mental health, such as Young Minds and the Mental Health Foundation. 

4. Reports to be made available to the Department of Health’s CAMHS Regional Development Workers and commissioning bodies (primary care trusts / children’s trusts). 

5. Presentation at clinical, academic and policy meetings and conferences.

6. Publication in peer reviewed journals.

Section 16 Finance

The study is being financed by the Medical Research Council, via Tamsin Ford’s clinician scientist fellowship. The grant is being administered through the Institute of Psychiatry, King’s College London.

Section 17 Indemnity
Professional indemnity is provided by the Institute of Psychiatry, Kings College London in the event of any claims of negligent or non-negligent harm incurred by participants during the course of the study.
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Appendix 1 Parent information and consent form


Child & Adolescent Mental Health Service
Lennard Lodge

3 Lennard Road

CROYDON

CR0 2UL

Tel:  020 8700 8800

Fax:  020 8700 8843

Patient Information Sheet and Consent Form

The Lennard Lodge Outcome Study and trial of standardized assessment ICRCTN31394658

You are being invited to participate in a research study because your child has been accepted on to the waiting list to attend Lennard Lodge. This study will be conducted by the Lennard Lodge Outcome Research Team, led by Tamsin Ford, Lennard Lodge, 3 Lennard Road, Croydon CR0 2UL. Before you decide to participate, it is important that you understand why the research is being done and what it will involve. Please take the time to read this information carefully and if you wish, discuss it with your GP, friends or family. 

What is the purpose of the study?

This study is being carried out because we are investigating what happens to children treated at Lennard Lodge in terms of their problems, the impact on their life, and contact with other professionals. The purpose of this study is to measure how coming to Lennard Lodge reduces your child’s difficulties at home and at school and which types of treatments work the best. We will also be seeing if a method of estimating how much your child has changed compared to children with similar problems who have not received any treatment works. 

We are also studying whether collecting additional information prior to your first appointment makes it easier for the therapist to understand and help your child. Gathering this information will take up your time, but may help the clinic direct your child to the therapist and intervention best able to help their difficulties, reducing time on waiting lists or the number of appointments. However, we cannot be certain about this until we compare what happens to a group of children with this information to a group without it. 

Why have I been chosen?

About 500 parents of the children accepted on to the waiting list of Croydon CAMHS are taking part in the study. You have been chosen to take part because of your child was accepted on to the waiting list.

Do I have to take part?

Your participation in this study is entirely voluntary. It is up to you to decide whether to take part or not. If you do decide to take part, you are free to leave the study at any time without giving a reason. This will not affect your child’s future care in any way. 

What will happen to me if I take part?

· You will be asked questions about your child’s difficulties, your family situation and how your child is doing at school. This will take about sixty minutes. You will be put into one of two groups at random (like the toss of a coin) to decide whether this information about your child’s emotions and behaviour will be given to their therapist before you meet them or not. You have a 50% chance of them having access to it. You can provide this information at an interview with one of our researchers, at the clinic or at home. Alternatively, you may complete it yourself on a computer, either in the clinic or elsewhere via the internet.

· You will also be asked to fill in brief forms about how your child is doing and how satisfied you were with the service 6 months after they were first seen by the clinic. You might be asked to complete some or all of these forms anyway, even if you were not part of the study.

· You will be asked to fill in the same brief form about your child’s emotions and behaviours, and any services you have contacted every six months until the end of the study even if your child no longer goes to the clinic. The study will end in up to two and half years, depending on when you join. 

· Your child’s therapist will also be asked to complete questionnaires on how your child is doing at six months after you were first seen and at six monthly intervals after that.

· If you agree we would like your child’s teacher to fill in a form about your child’s behaviour and emotions at school and any difficulties in learning at the beginning of the study. 

· If you agree, we would like to keep in touch so that we can contact you in the future to see how your child is doing. 

· Being in the study will not change the treatment that your child receives, other than having a 50% chance that the therapist had the extra information you gave before meeting you.

What is the additional information that is being tested?

The additional information that we think might help your therapist to understand your child better is called the Development and Well-Being Assessment. It will ask you about your child’s emotions and behaviours, and a shorter version will be posted to your child’s teacher, if you agree. Information from this assessment will be passed to your child’s therapist in a random half of the children in the study, but we need it on all children in the study. More information about the assessment can be found at www.dawba.com or you can contact Tamsin Ford at 020 7848 0466.

What are the possible disadvantages and risks of taking part?

You will need about sixty minutes completing the initial assessment, but this initial assessment may not be passed on to your therapist. The follow up questionnaires will take 10-15 minutes to complete. We will be able to pay you £15 towards your time and travel expenses at the end of the study.

What are the possible benefits of taking part?

Your child’s therapist may receive extra information that may help them understand your child better. The study aims to improve CAMHS services for your child and others.

Will my taking part in this study be confidential?

The doctor conducting the study or the people working with the doctor will collect information about you and will enter these data, without your name, on a case report form, which has a patient identification number. All these data collected about you and from you during the course of the research will be kept confidentially in a locked research office. The data collected will be used without your name for the research, but we will need to keep your name on a database in order to keep in touch. Your name will not appear in any study reports or publications and no one outside the research team will have access to this data.

In addition, in order to verify the correctness of these data, it may be necessary to directly compare them with your medical records. Any person checking your medical notes will be required to keep these data confidential and will have to sign an agreement to do so.

You have an access right to data and can ask for data to be reviewed as appropriate according to local law and procedures. You can discuss this issue further with your therapist.

What will happen to the results of the research study?

Results from the study may be published in medical journals, without the use of any information that could identify you or your child. The results will also be used to inform us on the best treatment for children with emotional and behavioural problems.  

Who is organising and funding the research?

The study is being funded by the Medical Research Council who fund a large amount of clinical research in the UK. 

Who has reviewed the study?

The ethical committee for South London and Maudsley NHS Trust / Institute of Psychiatry, Kings College London.

Contact for further information:

If you or your relative(s) have any questions regarding the study or in the case of study related injuries you may contact Tamsin Ford at 020 7848 0466. You will receive a copy of the information leaflet and consent form to keep.

Agreement to take part in the project

Title of Project: The Croydon CAMHS Outcomes Study






Ethics Approval Number: 150/05

Name of Research Coordinator:  Tamsin Ford

I confirm that I have read and understand the information sheet dated 25 may 2005 for the above study and I have had the opportunity to ask questions.

I understand that my participation is voluntary and that I am free to withdraw at any time, without explanation, and without my medical care or legal rights being affected.

I have been given a full explanation of the purpose of the study, of the procedures involved and what I am expected to do. The research worker has explained the possible problems that may arise as a result of me taking part in this study. I have had time to ask questions and I have received satisfactory answers.

I understand that sections of any medical notes may be looked at by responsible individuals from the study team where it is relevant to my taking part in research. I give permission for these individuals to have access to my records. 

I confirm that I do not wish to restrict the use of personal data or results which arise from this study in any way, except where this conflicts with my rights under the data protection laws.

I agree the research team keeping in contact so that I could be invited to join any follow up study   YES     NO      (please delete as applicable)

I DO / DO NOT (delete as applicable) grant my consent for the research team sending the Development And Well-Being Assessment questionnaire about my child’s emotions, behaviour, learning and special educational needs to my child’s teacher. 

Child’s name

School

Best teacher to contact

Name of Parent                         
            Date

Signature

Name of person taking consent
         
Date

Signature

(if different from Research Coordinator)

1 copy for patient, and 1 for Research Coordinator. 

Appendix 2 Clinician information and consent form


Lennard Lodge

3 Lennard Road

CROYDON

CR0 2UL

Tel:  020 8700 8800

Fax:  020 8700 8843

INFORMATION FORM FOR CLINICIANS
The Lennard Lodge Outcomes Project and trial of standardized assessment ICRCTN31394658 (ethical approval number 150/05)

Introduction

This child is taking part in the Lennard Lodge Outcome Project and their parent(s) have given us permission to contact you. This study is being carried out to investigate what happens to children treated at Lennard Lodge in terms of their problems, the impact on their life, and contact with other professionals, by following 500 children from referral, through treatment and beyond. We are also studying whether collecting additional information prior to the child’s first appointment makes it easier for the therapist to understand a child’s difficulties and speeds up access to appropriate interventions. The purpose of this study is to measure how coming to CAMHS influences children’s difficulties at home and at school and which types of treatment work the best for which children.

Questionnaire

We would like you to complete this interview about your opinions on standardised diagnostic assessments and routine outcome monitoring and fill in the Child Global Assessment Scale, which will take about 5 minutes. The information from it will be kept securely, and treated in confidence, in keeping with the Children Act (1989). The information will not be fed back to the parents, who are being interviewed separately, and have given their written consent to your filling in this questionnaire, which will be supplied on request. 
Practicalities

If you have any questions, you can contact the project coordinator, Tamsin Ford, at 020 7848 0466. You are not obliged to take part.  Your consent is assumed by your signing the questionnaire. Please complete the enclosed form and return it to the research team in their pigeon hole.  Thank you for your time.

Appendix 3 Teacher information and consent form

                                                                                                           Lennard Lodge

3 Lennard Road

CROYDON

CR0 2UL

Tel:  020 8700 8800

Fax:  020 8700 8843

INFORMATION FORM FOR TEACHERS
The Lennard Lodge Outcomes Project and trial of standardized assessment ICRCTN31394658 (ethical approval number 150/05)

Introduction

Your pupil is taking part in the Lennard Lodge Outcome Project and their parent(s) have given us permission to contact you. This study is being carried out to investigate what happens to children treated at Lennard Lodge in terms of their problems, the impact on their life, and contact with other professionals, by following 500 children from referral, through treatment and beyond. You will be aware that many clinicians will ask teachers about the children they see anyway. We are studying whether gathering this information in a standardised manner before the clinician meets the family makes it easier for the therapist to understand a child’s difficulties and speeds up access to appropriate interventions. The purpose of this study is to measure how coming to CAMHS influences children’s difficulties at home and at school and which types of treatment work the best for which children. 

Questionnaire

We would like you to fill in the enclosed Development and Well-Being Assessment, which will take about 10 minutes. The information from it will be kept securely, and treated in confidence, in keeping with the Children Act (1989). The information will be combined with information provided by the child’s parents and will be provided to the child’s therapist to inform their assessment of some of the participating children. However, it will not be fed back to the parents or used to influence the child’s education. The child’s parents are being interviewed separately, and have given their written consent to your filling in this questionnaire, which will be supplied on request. 
Practicalities

More information about the assessment can be found at www.dawba.com or you can contact the project coordinator, Tamsin Ford, at 020 7848 0466. You are not obliged to take part.  Your consent is assumed by your signing the questionnaire. Please complete the enclosed form and return it to the research team in the prepaid envelope.  Thank you for your time.
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Abstract

Purpose:  The Family Life Questionnaire (FLQ) is a new measure of family functioning, which acknowledges that the experience of the family unit may vary between different children.  This paper looks at the construct, convergent and divergent validity and internal consistency of the FLQ. Method:  The study was a secondary analysis of data from the 2004 and 2007 British Child and Adolescent Mental Health Surveys. Exploratory and Confirmatory factor analyses were performed to identify meaningful scales. Cronbach’s alpha was then calculated for each of the FLQ scales to assess internal consistency. Finally convergent and divergent validity were accessed by correlating the FLQ scales with suitable scales from the other measures administered.    Results:  An exploratory factor analysis on a random half of the sample suggested four factors, and this was supported by the confirmatory factor analysis on the remaining half. The internal consistency was moderate to very good for three of the four scales (Affirmation, Discipline, Rules) but poorer for Special allowances. The FLQ showed predicted convergence and divergence with other measures. Conclusions: The FLQ is a promising measure of family functioning as experienced by individual children.

Keywords: Family Life Questionnaire, family functioning, internal consistency, 

construct validity, convergent validity and divergent validity.

Introduction

 Family functioning can be defined as the capacity of the family system to meet the needs of its members through different transitions, be they normative such as starting school or unexpected such as the birth of a disabled child [1].  Family functioning is a key influence on the mental health of all family members and often a therapeutic target in clinical practice. Measuring family functioning allows clinicians to identify family strengths and weaknesses, to target interventions accurately, and then to assess the interventions’ effectiveness [2].

       Currently available measures of family functioning assume that family function does not vary between siblings, despite evidence of clinically important differences in parent-child and sibling–sibling relationships, as well as differences in responses to shared life events between family members.  For example Koch (1960)  [3] interviewed and observed parental interactions of 360 five and six year olds.  Parents appeared to have different relationships with their different children and the children were sensitive to these differences. Two thirds reported their mothers had a favourite. Similarly Dunn and Plomin (1990) [4] found that siblings aged between 11 and 17 years old reported considerable differences in the parent-child relationship, especially in maternal closeness.    These differences are important as they seem to be related to differential outcomes. Reports indicate the sibling closest to the mother has a greater influence on family decision making, and chore expectations, and is better adjusted psychologically (Dunn, 1988) [5]. In contrast those experiencing more maternal control or less affection were anxious, depressed and showed greater evidence of anti-social behaviour (Dunn, Stocker & Plomin 1990) [6]. On a similar note Dunn and Munn (1985)  [7] found that within a dyadic sibling relationship there were marked differences between the closeness siblings express towards one another.  Even when the two siblings both felt very warm about each other, what they enjoyed about each other usually differed [7]. Again these differences have been shown to be related to differential child outcomes. The greater the disparity between the affection older siblings showed to their younger siblings, and the affection the younger sibling returned, the more likely the older siblings were to be depressed and show signs of anti-social behaviour [6]. 

         Finally a contrasting, less obvious source of differential experiences is responses to shared life events.  For example, when families had to move to a different part of the country, the impact of a change of school can often be different for the two siblings; it can be a developmentally positive event for one child but a transition with difficult consequences for the other [5]. 

        There is clearly a need for a family functioning measure that acknowledges that the experience of the family unit may vary between siblings. The Family Life Questionnaire (FLQ) is a new, brief, parent report measure of family functioning which differs from existing family function assessments by acknowledging from the start that such experiences can differ markedly within the same family and asking parents how one specific child experiences family life. This paper reports the construct, convergent and divergent validity and internal consistency of the FLQ; crucial information for assessing its potential usefulness for clinical practice and research.

Method:

Construction of the FLQ:

        The FLQ consists of 14 items chosen to reflect concepts from the literature and clinical practice that are considered key to family function and important to clinical practice. Particular attention went into making the questionnaire seem positive and non-judgmental, 

     Parents are asked how well each item applies to a specific child’s experience of life in their family, with a four-point response scale: Not at all; A little; A medium amount; A great deal.

       Affirmative experiences are deemed important in terms of a positive child-parent relationship and are therapeutic targets in most parenting programmes aiming at improving challenging behaviour.  The FLQ asks parents about the following affirmative items: gets love and affection; is praised and rewarded; receives help and support; and is liked and respected. Harsh parenting is associated with behaviour problems and many parenting interventions try to steer parents away from an excessive focus on punishment. Discipline is covered by the following FLQ items: the child is told off; receives physical punishment; receives non-physical punishment; and is blamed unfairly.  Rules are covered by two FLQ items: there are clear rules; and the rules are consistently applied. There is also a single item on supervision and three further items related to involvement and special treatment: the child spends time alone; the child is very protected; and the child’s upbringing is affected by the child’s personality and behaviour.

       The FLQ is a copyright document that can be viewed on www.youthinmind.info/FLQ and can be downloaded and subsequently photocopied without charge by individuals or non-profit organizations provided they are not making any charge to the individuals being assessed.

Sample:

        This study involved a large population-based sample of children and adolescents from a national survey and its three year follow up. The 2004 British Child and Adolescent Mental Health Survey used the Child Benefit Register as a sampling frame; Child Benefit is a universal state benefit with near 100% uptake in England, Wales and Scotland [8]. In total 10,496 families were approached of whom 76% (7,977) responded. Sixty-seven percent (5326) of these children participated in a 3-year follow-up; non-response was more common among children who were older, children who did not live with both biological parents, children from larger families and children who had higher levels of psychopathology [9]. The FLQ was administered during this latter survey. This 2007 sample was randomly split into two subsamples for factor analysis.  Subsample 1 (n=2616) was used for exploratory factor analysis (EFA) and subsample 2 (n=2618) was used for confirmatory factor analysis (CFA). On comparison there were no statistically significant differences between the two datasets in the age and gender of the child, family structure, mother’s educational level, whether parents were working and housing tenure. The parents of the group in subsample 1 were slightly younger on average (28.7 years, standard deviation 5.2 vs. 29.0 years, standard deviation 5.1, t=2.186, p=0.03) although in practice such a small difference is unlikely to influence family function and relates to the large amount of power to detect even small differences in the extremely large samples used.

Other measures:

       The General Functioning Scale of the McMaster Family Assessment Device (FAD) was administered to all parents during the 2004 survey. The FAD questionnaire measures family functioning and consist of 12 items, such as; “we confide in each other” and “we are accepted for who we are” [10]. An overall score of family functioning is given ranging from1-3, while a cut point of 2 was taken to indicate unhealthy family functioning. On the whole the measure has been shown to have good reliability, internal consistency and validity in distinguishing between non-clinical families and families attending a psychiatric service.

     The Strengths and Difficulties Questionnaire (SDQ) and a general health question were administered to all parents at the same time as the FLQ during the 2007 survey.  The SDQ is a questionnaire composed of five scales consisting of five items each that assess conduct problems, hyperactivity, emotional symptoms, peer problems and pro-social skills. For the present study, the parent-report version of the SDQ was employed. The measure has been shown to have good reliability, internal consistency and validity in its convergence with comparable scales on the Child Behaviour Checklist [11,12].

           The general health question asked parents to rate their child’s health on a scale of one to five, where one is very good and five is very poor.

Analysis:

          All analyses were conducted using SPSS 18 except for the confirmatory factory analysis and the estimation of receiver operating characteristic (ROC) curves which were carried out using the R software  
Construct validity

           An exploratory principle component factor analysis with a varimax rotation was performed on subsample 1 to identify distinct scales; the choice of the number of scales was reached by selecting factors whose eigen values were greater than one and applying scree test criteria. The resultant factors were then subjected to a confirmatory factor analysis on a separate sample (subsample 2). The ordinal nature of the items was accounted for by carrying out the CFA on the polychoric correlation matrix for the 14 FLQ items.  The fit of a four-factor confirmatory factor model was evaluated and compared to one, two and three factor solutions.   Goodness of fit was assessed using the chi-square test (χ2), root-mean-square error of approximation (RMSEA) and its 90% confidence interval, the incremental fit index of Tucker and Lewis (TLI), and the comparative fit index (CFI).  A good model fit is typically reflected in high TLI and CFI (above 0.9 and optimally above 0.95), low indices of RMSEA (< 0.08), strength of parameter estimates (i.e., primary factor loadings > 0.35), and the conceptual interpretability of the solution.

Internal consistency

          Cronbach’s alpha was used to measure internal consistency for each of the FLQ scales.

Sensitivity and Specificity
          Receiver operating characteristics (ROC) curves were used to provide a visual representation of sensitivity and specificity for each cut-off score on the FLQ scales derived from the factor analysis.  Presence or absence of a healthy FAD score in 2004 (FAD ≤ 2) was used as the gold-standard outcome.  Accuracy was quantified by the Area Under the Curve (AUC) of sensitivity versus (1 – specificity) for each of the FLQ subscales.  AUC equals the probability that a randomly chosen case (FAD≤2) will score higher than a randomly chosen non-case (FAD>2).  An AUC of 0.56 is said to be small or smaller than typical, 0.64 is said to be medium or typical, 0.7 is said to be large and 0.76 is said to be much larger than typical (Kraemer et al, 2003).

Convergent and divergent validity

           After identification of the FLQ scales, Pearson’s correlations were calculated between the FLQ scales and SDQ scales on the basis of recognized positive and negative associations between family functioning factors and children’s emotional and behavioural difficulties.   
 Results:
Identifying subscales

         An EFA with a varimax rotation revealed that the questions load onto four factors (Table I), explaining 51.6% of the variance in responses. Factor one reflects an Affirmation scale that also includes supervision, accounting for 23.0% of the variance; factor two reflects a Rules scale, accounting for 13.6%; factor three reflects a Discipline scale, accounting for 7.8%; while factor four reflects a Special allowances scale accounting for 7.2%.  All 14 items displayed loadings of at least 0.5 on the relevant factors.

Insert table I here

       The four factor model from the CFA provided the best fit of all the models considered (χ2=1068, df=76; RMSEA=0.071, 95% CI=0.067-0.074; CFI=0.88; (Table II).  The factor loadings for this model appear to be consistent with the exploratory factor analysis (Table III).  However, the factor loadings for factor four (Special allowances) do appear diluted for items one (parenting influenced by child’s behaviour and personality) and four (leads a very protected life) in the CFA (both loadings <0.2).  Modification indices suggested the fit of the four factor model could be improved further by extending the model to include unexplained covariance between items one and three (told off), and items four and six (clear rules) (M.I. = 94.2 and 92.4 respectively).

Insert table II here

Insert table III here

Internal consistency

             Table IV demonstrates that the internal consistency of the Affirmation and Rules Scales was very good, the internal consistency of the Discipline scale was moderate while the internal consistency of the Special allowances scale was very poor.  

Insert Table IV here

Sensitivity and specificity
Figure I shows ROC curves for different FLQ scales with presence or absence of a healthy FAD score in 2004 as the binary outcome.  This illustrates that the FLQ affirmation scale was related to good family functioning and provided medium discrimination between those who had a healthy FAD score three years earlier and those who did not (AUC=0.65).  Applying a threshold score of 3 (out of 12) on the Affirmation scale would result in sensitivity of 65% and specificity of 57%.  The FLQ Rules scale also provided some discrimination between high and low function on the FAD scale (AUC=0.61).  The Discipline and Special allowances scales of the FLQ did not distinguish between FAD groups (both AUC were close to 0.5).  

Insert Figure I about here

Figure II shows the ROC curve for a total FLQ scale calculated by adding the Affirmation and Rules scales to a reverse scoring of the Discipline and Special Allowances scales, which provided medium discrimination between those with and without a healthy FAD score three years prior (AUC =0.66).  There was a negative correlation between the total FLQ score and the raw FAD score in 2004 (r = -0.33, p < 0.001).  

Insert Figure II about here

Convergent and divergent validity:

        Following the identification of the FLQ scales various predictions were made about the relationship between the scales of the FLQ paper and scales in other related questionnaires. This was done on the basis of recognized positive and negative associations between family functioning factors and children’s emotional and behavioural difficulties. 

       There was good convergent validity between FLQ Discipline and SDQ Conduct problems (r = 0.42, p < 0.001) and between FLQ Affirmation and SDQ Prosocial (r = 0.36, p < 0.001).    There was fair convergent validity between FLQ Special allowances and SDQ Emotional symptoms (r = 0.23, p < 0.001) and between the FLQ Special allowances and child general health (r = 0.10, p < 0.001).

      There was also fair divergent validity between FLQ Affirmation and SDQ Emotional symptoms (r = -0.11, p < 0.001) and between FLQ Rules and SDQ Conduct problem (r = -0.09, p < 0.001).
    Discussion:

        Exploratory analyses on a random half of the sample identified four factors, and this factor structure was supported by subsequent confirmatory factor analyses on the other half of the sample.  The evidence for three of these factors – labelled Affirmation, Rules and Discipline – is stronger than that for the remaining factor, Special allowances. 

      The Affirmation scale contains the items: gets love and affection; is praised and rewarded; receives help and support; and is liked and respected.  Somewhat surprisingly, a fifth item on supervision (“An adult knows where s/he is, what s/he’s doing, and who s/he’s doing it with”) also loaded on this factor in the exploratory factor analysis. The supervision item also loaded on the Affirmation scale in the confirmatory factor analysis, though only approximately half as strongly as the four core items.  While close supervision can be cold or even persecutory, it would seem that close supervision in this community sample more typically reflects warmth and benevolence.  One possible implication is that parenting programs that promote positive parent-child relationships may additionally enhance supervision.  The Affirmation scale has good internal consistency and is associated not only with better family functioning three years earlier, but also with the child being more prosocial and having fewer emotional symptoms at the time of the survey.  While it is tempting to assume that greater Affirmation accounts for these benefits, it is also possible that the association reflects confounding or reverse causality; it might be easier to be warm towards children who are well behaved and emotionally stable.

          The Discipline scale contains the items: told off; receives physical punishment; receives non-physical punishment; and is blamed unfairly.  All four items load equivalently on the confirmatory factor analysis.  The scale had moderate internal consistency.  While many parents regard love and discipline as the twin pillars of successful child rearing, it is noteworthy that the Discipline scale in this study was associated with poorer family functioning three years earlier and with more behavioural problems contemporaneously.  One possible explanation is that increased discipline may often be a response to the child’s behavioural problems.  Another explanation is that parental irritability and depression may independently result in more discipline and more child behavioural problems.  A third explanation is that higher scores may index discipline that is too harsh, insufficiently contingent, or too inconsistent – a possibility that is supported by the fact that the “blamed unfairly” item is part of the Discipline scale.

           The Rules scale consists of just two items: there are clear rules, and the rules are consistently applied.  The internal consistency is high and a higher score is associated not only with better family functioning three years earlier, but also with the child having fewer conduct problems at the time of the survey.  While clear and consistent rules may indeed have a beneficial effect on children’s conduct, it is again important to remember that this cross-sectional association may also reflect it being easier to apply clear and consistent rules to well-behaved children.

         The Special allowances scale is based on three rather disparate items: spends time alone; very protected; and upbringing affected by the child’s personality and behaviour.  The low internal consistency and the low factor loadings on the confirmatory factor analysis do call into question whether this should be considered as a coherent scale – independent replication will be particularly important before accepting that it is.  To the extent that it does cohere, it may represent a style of parenting that is evoked by children who seem particularly vulnerable or socially marginal, perhaps as a result of physical illness, physical disability, learning disability or emotional sensitivity.  Though these parents are often described as “over-protective”, the level of protectiveness may be sometimes be appropriate for an unusually vulnerable child. However, it may also possible that a high level of protectiveness may also reduce opportunities for acquiring independence skills, thereby initiating a vicious cycle. 

       It  would not be appropriate to generate a “total score” by simply adding all four FLQ scales together since (at least cross-sectionally) higher scores on Affirmation and Rules were related to better functioning while higher scores on Discipline and Special allowances were related to poorer functioning.  However, it is possible to generate a “total score” by reverse scoring the latter two scales before adding them all together.  Further investigation is needed to see if the total score might be more useful than the profile of the four component scores. The moderate association of the total FLQ score with the FAD global functioning score obtained three years earlier only provides limited evidence of validity and utility at this stage.
Clinical implications
     The fact that, unlike previous measures, the FLQ acknowledges within a family each child’s experience may be different, allows clinicians to orient interventions to child-specific information as opposed to generalities about the family as a whole.  It may also provide a suitable follow-up measure of outcome for each child. 

         Its brevity makes it feasible for use in routine clinical practice and large research studies where the employment of more detailed semi-structured measures is impractical.

     Family functioning measures are often asked in settings where parents feel they might be blamed for their children’s difficulties (and many have previously been blamed by family, friends and professionals).  This questionnaire was designed in a way to reduce the likelihood that parents would perceive the questions as stemming from a parent-blaming stance. Whether it succeeded in this aim and thereby increased its acceptability remains to be established.

     There are several other brief family functioning questionnaires listed in Table V, but none provided individual data about each child. In addition most current measures either lack or have unimpressive psychometric data on their validity, reliability and sensitivity to change.

Insert Table V here

Limitations

         The fact that this study of the psychometric properties of the FLQ was nested within a nationwide longitudinal study of children and adolescents had both advantages and disadvantages.  It was an advantage to have data on large numbers of individuals drawn from the general population.  A corresponding disadvantage was that the data available from these surveys were not designed with optimal validation of the FLQ in mind. Ideally, the FLQ would have been compared with a measure of family functioning administered simultaneously, as opposed to three years earlier, although the time lag means that any association detected is likely to be robust.  We also lacked access to brief, reliable and valid measures that closely resembled the FLQ scales. The SDQ taps into related but not identical constructs. The next step may be to validate the FLQ against alternative more detailed assessments of family function that directly address concepts measured by all the FLQ subscales in more detail such as the Berkley Puppet Interview (BPI) [31] and structured child-parent observation [32].  
       The predictive validity of the FLQ also needs to be examined.  We anticipate that a study following up children who score low on Affirmation or Rules, or high on Discipline or Special Allowances, will have poorer long term outcomes, for example increased mental health problems, higher levels of antisocial behaviour and poorer academic attainments. The current secondary analysis did not allow us to explore test-retest reliability or sensitivity to change. All these issues require further study. Finally, the proposed acceptability of the questionnaire to respondents needs to be explored.
Conclusion 

      The FLQ appears to be valid and internally consistent measure of family functioning that acknowledges that the experience of the family unit may vary between different children. It is potentially useful in clinical and research settings.
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Table 1  

Loadings from the Exploratory Factor Analysis

	FLQ

Items
	Factor one
	Factor two
	Factor three
	Factor four

	1. Has the way you have brought your child been affected by his/her personality

and behaviour? 


	
	
	
	0.52

	2.Gets love and affection
	0.69
	
	
	

	3. Told off /corrected for things s/he does wrong
	
	0.46
	
	

	4. Leads a very protected life
	
	
	
	0.50

	5. Praised and rewarded
	0.67
	
	
	

	6. There are clear rules about what s/he is expected/ not allowed to do.
	
	0.74
	
	

	7. These family rules are applied consistently
	
	0.73
	
	

	8. Gets help and support when s/he’s stressed
	0.69
	
	
	

	9. Physically punished 
	
	
	0.66
	

	10. Punished in other ways (e.g. time out)
	
	
	0.60
	

	11. An adult knows where s/he is, what s/he’s doing, and who s/he’s doing it with
	0.63
	
	
	

	12. Spends time by himself / herself (e.g. with TV)
	
	
	
	0.75

	13. Gets the blame when it’s not really his / her fault
	
	
	0.62
	

	14. Liked and respected for who s/he is
	0.69
	
	
	


Table 2:

Goodness Of Fit Statistics for the Confirmatory Factor Analysis

	Model
	Chi square
	Df
	CFI
	TLI
	RMSEA

	Null model
	8987
	91
	
	
	

	Single factor model
	3519
	81
	0.61
	0.57
	0.127

	Two factor model
	2206
	79
	0.76
	0.72
	0.10

	Three factor model
	2130
	78
	0.77
	0.73
	0.10

	Four factor model
	1068
	76
	0.88
	0.87
	0.07


Table 3

Confirmatory Factor Analysis: Estimated Loadings for The Four Factor Model 

	FLQ

Items
	Factor one
	Factor two
	Factor three
	Factor four

	1. Has the way you have brought your child been affected by his/her personality

and behaviour? 


	
	
	
	0.18

	2.Gets love and affection
	0.82
	
	
	

	3. Told off /corrected for things s/he does wrong
	
	
	0.47
	

	4. Leads a very protected life
	
	
	
	0.17

	5. Praised and rewarded
	0.75
	
	
	

	6. There are clear rules about what s/he is expected/ not allowed to do.
	
	0.78
	
	

	7. These family rules are applied consistently
	
	0.61
	
	

	8. Gets help and support when s/he’s stressed
	0.74
	
	
	

	9. Physically punished 
	
	
	0.55
	

	10. Punished in other ways (e.g. time out)
	
	
	0.51
	

	11. An adult knows where s/he is, what s/he’s doing, and who s/he’s doing it with
	0.43
	
	
	

	12. Spends time by himself / herself (e.g. with TV)
	
	
	
	0.52

	13. Gets the blame when it’s not really his / her fault
	
	
	0.47
	

	14. Liked and respected for who s/he is
	0.58
	
	
	


Table 4
Internal Consistency of the  FLQ Subscales
	Scale
	Cronbach’s alphas 

	Affirmation
	0.76

	Discipline
	0.50

	Rules
	0.79

	Special allowances
	0.20


Table 5. 
Review Of The Current Self Report Questionnaire Measures Of Family functioning.
[image: image10.emf]Measure  Comment:  

F - COPES   Family crisis oriented personal evaluation scale   [13] .        Good construct and convergent validity.   [ 13] .   Some scales only have moderate internal  consistency and test - retest  reliability.   [ 13] .   No predictive validity.    [ 13] .    

FACES  III               Family Adaptability, Cohesion and Evaluation  scale   [14]  Good  construct ,  convergent,  divergent   and  predictive   validity .   [14, 15, 16,17 ,18 ] .   No test - retest data.  

FFFS            Feetham Family Functioning Survey     [19]  Good construct vali dity and concurrent va lidity    Good internal consistency and test - retest  reliability   No predictive validity.   [19]  

  Family  APGAR        Family Adaptability, Partnership, Growth,  Affection,    and    Resolve.   [20]  Good internal consistency  and test – retest  reliability .   [20]   No construct validity   Mixed evidence surrounding convergent  validity [20] [ 21 ]  

FAD                           McMasters   Family Assessment Device   [10]    Good construct and convergent validity.   Internal consistency and re - test reliability is poor  for    some scales.   [10]   No predictive validity data.    

FES                Family Environmental Scale    Good  convergent validity .   [22]   Good test retest reliabilities .     [23]     Poor  Construct validity .     [24]   Some scales only have moderate internal  consistency.   [23,2 5 ]    

FFS            Family Functioning Scale   [26]    Good construct, convergent and divergent   validity .   [26 , 27]   Good internal consistency    [26] .   No predictive validity or test - retest data.  

FACI8   Family Attachment and  Changeability Index 8   [28]    Good predictive validity   [28]     Good internal consistency   [28]     No construct or convergent validity .   No test - rest data.  

FHI   Family Hardiness index   [29]  Good construct validity , convergent and  predictive validity   [29]  


Figure 1: Receiver Operator Characteristic (ROC) Curves for FLQ subscales as predictors of presence or absence of a healthy FAD score in 2004
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Figure 2: ROC curve for total FLQ score as a predictor of presence or absence of a healthy FAD score in 2004 (AUC=0.66).  

(Total FLQ score was obtained by adding the Affirmation and Rules scores to a reverse scoring of the Discipline and Special allowances scores.)
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Appendix 5
Croydon CAMHS Outcome Project and Standardised Diagnostic Assessment Trial ICRCTN31394658

Clinical intervention form
IN CONFIDENCE

Child’s ID number                                Child’s name____________________________

Name of the clinician completing the form___________________________________
1. Please indicate your current opinion of this child’s difficulties in the table below.

	Categories
	Please tick all those that apply and circle the primary problem 

	
	No
	Possible
	Definite

	Separation anxiety
	
	
	

	Specific phobia
	
	
	

	Social phobia
	
	
	

	Generalised anxiety
	
	
	

	Obsessive Compulsive Disorder (OCD)
	
	
	

	Post Traumatic Stress Disorder (PTSD)
	
	
	

	Other anxiety 
	
	
	

	Depression
	
	
	

	Oppositional defiant disorder
	
	
	

	Conduct disorder
	
	
	

	Attention deficit hyperactivity disorder (ADHD)
	
	
	

	Autistic spectrum disorder (autism, Aspergers, etc)
	
	
	

	Eating disorders (anorexia, bulimia, etc)
	
	
	

	Selective mutism
	
	
	

	Tic disorders (Tourette’s syndrome)
	
	
	

	Other difficulties – please describe below
	
	
	


2. Please name all the Croydon CAMHS clinicians that have had contact with ______________ over the last six months.

	 Name of the clinicians:

	                                                        

	


3. Which interventions were used with this child and their family over the past 6 months? Please tick as many as apply and add additional details if needed in the space on the right hand of the page, in the same row as the intervention it relates to.

	
	Art therapy 

	
	Anger management

	
	Behavioural therapy  

	
	Cognitive behavioural therapy

	
	Family therapy 

	
	Inpatient admission (where and for how long)

	
	Interpersonal therapy

	
	Liaison with school 

	
	Liaison with other professionals (please specify)

	
	Medication (please specify)

	
	Motivational therapy 

	
	Parent training

	
	Psychodynamic psychotherapy

	
	Social skills training

	
	Solution focused therapy

	
	Group for parents or carers (please specify)

	
	Group work with the child (please specify)

	
	Referral within Croydon CAMHS (please specify)

	
	Referral outside Croydon CAMHS (please specify)

	
	Other – please describe


4. Please record assessment of this child’s lowest level of functioning over the past six months according to the CGAS (Child Global Assessment Scale) accompanying this questionnaire in the space below.
5. Since coming to the clinic, are the child’s problems (please tick the response that most applies)

	Much worse
	A bit worse
	About the same
	A bit better
	Much better

	
	
	
	
	


6. Has coming to the clinic been helpful to the child or their family in other ways, e.g. providing information or making the problems more bearable? Please specify how it has helped.

	Not at all
	Only a little
	Quite a lot
	A great deal

	
	
	
	


7.  Please could you indicate the child’s case status, by ticking the relevant response?

	
	Case open and family in active monitoring or treatment 

	
	Case open, but inactive

	
	Case closed by mutual agreement

	
	Case closed due to non-attendance

	
	Other (please specify): 


Signature________________________________         Date _______________________

(Thank you for your help
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In this issue…

We have updates from the Executive in The Chair’s report from Margaret Murphy…..Brian Jacobs informs us about CAPFECC….. and we have feedback from the recent trainee’s conference from Myooran Canagaratnam. We also have an update on Safeguarding Issues from our DH liaison colleague, Tara Weeramanthri. 

We have information about joining QNIC and QNCC……a new Guidance on audio visual equipment…….and new training available in Adolescent Health.

Kay Harvey, The Editor

The Chair’s Column 

Margaret Murphy

Dear Colleagues

Hopefully as you read this there will be blue skies and bright sun outside and many of you will be either returning from or looking forward to a summer break.

Children and Young People’s IAPT

As many of you will know the children and young people’s IAPT has been launched in England. The aim of the programme is to train existing CAMHS staff to be better able to deliver evidence based treatments. In the first year the focus is on CBT/ parenting interventions with additional modalities being considered for years 2 and 3. CAMHS partnerships are invited to bid to become year 1 pilot sites, with new sites being added in years 2 and 3.  Unlike the original IAPT programme for adults the aim isn’t to create a new service but to enhance existing services. The hope being to enhance some of the skills deficits identified by services. The successful services will be able to send staff on a year long training in CBT/ parenting interventions. There will be parallel training for supervisors and managers and monies available for backfill. An innovative aspect of the programme is the development of more systematic use of patient rated outcomes. As with the adult IAPT children, young people and/ or their parents will rate progress on a session by session basis. The outcomes will be available to both the therapists and their supervisors who will be better able to monitor progress as well as understanding how an individuals progress compares to that of others with the same disorder. 

The College and British Psychological Society are hosting the ‘critical friends’ group of all professional stakeholder organizations. One obvious point we have made and will continue to make is that whilst the programme and investment are very welcome we are concerned that in some areas there may be disinvestment in CAMHS. We hope that being able to demonstrate positive more systematically may help in negotiating with commissioners when they make decisions about where to invest.

We would be interested to hear your views and experiences of the programme to inform the future development.

Commissioning

The Joint Commissioning Panel (see College website) has started work on producing guides for commissioners on what a good mental health service looks like. The first specific guides on mental health commissioning include both learning disability and transitions services. These will be published soon. We are just about to start on the guide to CAMHS commissioning. 

Although both of the previous items relate to changes in NHS England - work on outcomes is also going on in Scotland and Wales. Similarly there is work in the other jurisdictions on service planning that relates to the work on commissioning so there are opportunities for us to learn from each other.

Conference

Our programme committee has planned a great conference for September. They have taken account of your feedback to attract high quality speakers yet keep costs down. Many of you appreciate the opportunity for networking and catching up with old friends and colleagues - so hopefully the programme and venue will facilitate this. The conference also provides the Executive Committee with an opportunity to engage with the membership which is important if we are to represent you. If you’ve not done so already check out the conference website. 

Finally I should thank the Executive members who are standing down for their hard work over the last 4 years and welcome the new members.

Have a good summer - see you in September

Margaret Murphy

Chair of Child and Adolescent Faculty

margaret.murphy@cpft.nhs.uk
Report from CAPFECC 

Brian Jacobs, Chair of CAPFECC

The GMC requires a full revision of all the curriculums throughout medicine in 2013. CAPFECC is preparing to revise the higher curriculum, a process that will start in October and will stretch through 2012. This means that there is an opportunity to let us know if there are changes that you would like to see. We have been given permission to enlist the help of Young Minds to get access to user and carer advice. I am very pleased about this as it means that the resulting curriculum will become more attuned to their perspective. I am in negotiation with Young Minds about this currently. 
We will have three vacancies on CAPFECC and I shall be organising an appointment committee for September. I will send out a formal advert in the next few weeks by email so that if you have any connection with training currently and would be interested in this committee’s work, I would encourage you to apply. We are particularly keen to encourage a second academic to join CAPFECC and I would be very grateful if anyone is willing if they would contact me directly at brian.jacobs@kcl.ac.uk . We continue to be grateful for the help given to us by Prof Elena Garalda who acts as a link with the Academic Faculty of the College.

Two trainees, Drs Holliday and Michelmore, have developed a tool to help with the ARCP process in ST4-6 training. This has now been agreed by CAPFECC and approved by The College Curriculum Committee. We are intending to place this on the College Website in the next few months. It should allow trainees to gather their evidence of achieving the competencies as they go through training. We have agreed that it will be overseen by their educational supervisors.
After careful consideration, CAPFECC has decided that higher training schemes that might want to use an adolescent assertive outreach training experience instead of an inpatient or day patient experience may be able to do so. Any scheme considering such an option would need to have it inspected and agreed by CAPFECC. We would also want to monitor its effectiveness in providing the range of managerial as well as clinical experience that an inpatient setting provides. If any scheme does want to consider this option, please will they contact me in the first instance. It would be best to do this at an early stage of planning.
We have submitted ST4-6 competencies on depression and anxiety to the GMC this year. We will not know until the end of the year whether they are agreed by the GMC or not.
There is concern about the low numbers of doctors coming into psychiatry and one aspect of this is the low numbers coming to academic child psychiatry. One avenue to try to improve this situation is to encourage the creation of child psychiatry foundation training posts. If you have the opportunity to contribute to such a post, please may we encourage you to do so?
The current medical student prize round will just have closed by the time you get this newsletter. We really hope that the standard of the last few years is maintained.
I have been working with Sue Bailey and other European colleagues through an organisation known as UEMS. There is a website http://www.uems-cap.eu/ . We are intending that this will lead to a new curriculum framework for European countries and a ‘model’ logbook. We expect different countries to implement this according to their own pattern of service and training provision but we hope that it will help countries obtain leverage to improve overall standards where that is an issue.

Brian Jacobs

Chair of CAPFECC
b.jacobs@iop.kcl.ac.uk
Report from the 10th Annual Child and Adolescent Psychiatry Trainees Conference – “Careers in CAMHS: Narratives and Trajectories”
Myooran Canagaratnam
Friday 20th May 2011, The Great Hall, Barts Hospital, London

The Child and Adolescent Psychiatry Trainees conference celebrated its decennary this year. In recognition of this landmark, the conference theme “Careers in CAMHS: Narratives and Trajectories” had both a retrospective and prospective feel - looking, Janus-like, both backwards at from whence child psychiatry has come and forwards to the future of the discipline. In addition we sought a specifically personal view from our speakers: the aim was to explore the diverse career paths available to trainees in child psychiatry, through hearing the stories of some of the leaders in our field. We were absolutely delighted to welcome 18 speakers and workshop presenters, drawn from consultants and trainees with a range of interests within CAMHS. Despite constraints imposed by the current financial climate, we managed to secure (at bargain price) the magnificent Great Hall at Barts Hospital as a venue. Over 80 trainees from across the country squeezed the last pips from their study budgets to attend.  

The splendour of the venue befitted our particularly distinguished triumvirate of main speakers: Professor Sue Bailey, Emeritus Professor Eric Taylor, and Dr Sebastian Kraemer, no less. Each brought a unique and personal perspective on life in child Psychiatry. Our new President of the Royal College of Psychiatrists, Professor Sue Bailey, gave an inspiring talk entitled “Serendipity, Ways of being, Ways of Seeing”. It was part career narrative, part exhortation for us as child psychiatrists to be creative, “get over ourselves”, and go out and engage with the wider world.  Professor Bailey encouraged us to go and knock on the doors of local councils, local papers and national government and tell them about the work we and our CAMH services were doing. It was timely advice that amongst the current clamour of voices in health and social care, it is essential that we make ourselves heard as a profession on behalf of the young people and families whom we work with. Professor Bailey also set trainees the challenge of coming up with ideas to solve recruitment issues in psychiatry and CAMHS. Professor Eric Taylor gave an excellent talk on “Transitions, Turning Points, Initiating and Maintaining Factors”, in which he discussed his experience in research, and the differences working in the clinical and academic worlds. As ever, he provided great clarity regarding the insights which have been gained into developmental disorders. At the same time he highlighted how much there is still to be discovered, and the issues translating research findings into clinical practice. Trainees were left enthused by the idea of contributing to the furthering of knowledge in the field, through involvement in academic psychiatry, with several making a beeline for Eric in the break afterwards. Dr Sebastian Kraemer’s talk “Taking Risks” could be more accurately described as an audio-visual-cognitive-emotional experience! Sebastian argued that our central task as doctors is to “be therapeutic” in our encounters with children and families, and posed questions such as “How do you introduce yourself to families?”, adding somewhat tongue in cheek “Or do you just give them a form to fill out?!”. The talk was both entertaining (moving from Charlie Brown to Beethoven without missing a beat), but also challenging: the video shown of clinical material was particularly moving.

Following a splendid buffet lunch, trainees had a choice of two out of ten afternoon workshops. Trainees were given tips on the increasingly tricky task of securing a consultant post, and managing the challenges once in the job, from Dr Gabrielle Pendlebury, Dr Olivier Van Den Brouke, Dr Simon Lewis, and Dr Eduardo Szaniecki. Dr Bea Vickers spoke about the use of cognitive behavioural therapy in adolescents, describing her experiences setting up a group for adolescents with OCD. Dr Zaib Davids and Dr Mary Murphy Ford spoke about how the use of psychodynamic thinking contributes to work as a child psychiatrist. Dr Susannah Fairweather and Dr Johan Redelinghuys gave an overview of Paediatric liaison work, and set workshop attendees the task of thinking about some complex case studies, with Sebastian Kraemer adding his sage advice. The adventurous Dr Olivia Fiertag spoke about her Out of Programme experience working in mental health services in Ghana, whilst Dr Louise Morganstein, a CAMHS trainee who recently completed a secondment on the Chief Medical Officers Advisors scheme shared tales of working in the Department of Health in these interesting political times. Professor Nisha Dogra discussed the principles and practice of teaching child psychiatry to medical students, and Dr Matthew Hodes spoke about how trainees can get the most their research time. Two workshops covered contemporary issues in CAMHS. Dr Richard Graham from the Tavistock Centre spoke about the use of social media as a therapeutic tool in CAMHS, but also about how internet addiction and cyber bullying were increasing issues for young people. The looming spectre of the NHS reforms was addressed in a workshop chaired by Dr Louise Morganstein. Dr Rob Senior, Medical Director at the Tavistock Centre and Dr Margaret Murphy, Chair of the Child and Adolescent Faculty, gave their views on what it might all mean for CAMHS.  

We all reconvened in the Great Hall for the presentation of the trainee poster prize which was awarded to Dr Sumudu Ferdinando of South West London & St Georges Training Scheme, for her very topical study on Payment by Results in Paediatric Liaison. The closing plenary focused on what skills would be most important to child psychiatrists in the next ten years. Once again, the range of views shared reflected the broad church of child and adolescent psychiatry. Matthew Hodes encouraged us to embrace research from neurobiology and genetics, as it would be increasingly important to base treatments on biological markers of psychopathology and responsiveness to medication. Rob Senior issued a call to battle, claiming that in a challenging wider context, we would all need to be savvy political streetfighters. 

We were left with a sense of the sheer scale of the challenges ahead, but also with confidence that there was an opportunity to play a major role in shaping CAMH services and delivering more effective treatments for young people and families with mental health difficulties.  The conference concluded with some quaffing of wine and general merriment in the Great Hall, as a portrait of Henry VIIIth looked on: after the serious business and politics of the day, I’m sure the old fellow would have approved.  

I would like to thank all the speakers for so generously giving up their time to help make the conference a resounding success. I would also like to thank the conference organising committee, Dr Tina Irani (Deputy Trainees Rep), Dr Nagulan Thevarajan (Secretary), Dr Susannah Fairweather (Paediatric Liaison Rep) and Dr Olivia Fiertag (Workshop Coordinator) for all their hard work throughout the long process, and Dr Sebastian Kraemer for providing us with moral support along the way. We have officially elected two new joint trainees reps to take over at the next Faculty Conference: Congratulations to Dr Louise Morganstein and Dr Fareeha Amber Sadiq from the Tavistock rotation. We also elected a new Paediatric Liaison rep, Dr Sahana Olety from the Central Manchester Foundation Trust. I hope they enjoy organising next year’s conference as much as we enjoyed organising this one. 

Myooran Canagaratnam 

National CAP Trainees Rep

On behalf of the Conference Team

Cap.sprs@gmail.com
CR167: Guidance on the Use of Audio-Visual Recording in Child Psychiatric Practice  
Published June 2011
Audio-visual recording is now commonplace within child mental health services. Previously, such recording was made and stored by means of videotape and more recently on digital versatile discs (DVDs). However, videotaping is gradually becoming obsolete and, in future, it can be assumed that this type of data will be captured and stored digitally (e.g. memory sticks, computer hard drives).

 

The implication of digital data storage is that security of the ‘hard copy’ (e.g. tapes, discs) will no longer provide sufficient guarantee of usage and confidentiality of the data obtained. Hence these guidelines will address all forms of recording, storage and transmission of audio-visual recording within child mental health practice regardless of whether or not the recording forms part of the clinical record.

 

This report outlines the procedures involved in audio-visual recording including ensuring confidentiality and obtaining formal consent. It provides guidance for child and adolescent psychiatrists and all other professionals in child and adolescent mental health teams who are involved in the making and subsequent use of audio-visual recordings.

 

The content includes:

 

1. Introduction

2. Purpose of audio-visual recording

3. Making the recording

4. Storage of audio-visual recordings

5. Copyright/ownership of audio-visual recordings

 

(This report replaces CR79. Guidance for the Use of Video Recording in Child Psychiatric Practice, from the year 2000.)

The report was published in June 2011 and costs £7.50.  It can be accessed via Publications on the Royal College Website, www.rcpsych.ac.uk
Update on Safeguarding Issues

Tara Weeramanthri
1. Munro Review of Child Protection

The Munro Review of Child  Protection has focused on the following themes and issues:

Developing a learning and adaptive child protection system 

· Child at centre, the need to be more sensitive to children’s experience. 

· Need for flexible responses to differing needs in children rather than a standardised response ‘requisite variety’

· Move from control to working with families. 

· Recognising and managing uncertainty

· Emphasis on (professional) judgment
· Consideration of where rules are important and where flexibility is required. Examination of how a procedure-driven culture can have unintended consequences. 

Think System

· The importance of the system/ organisational context in shaping professional behaviour. 

· Unintended consequences ‘ripple effects’.

· Learning from experience ‘double loop learning’.

 

The Child’s Journey Through the System from Needing to Receiving Help

· Exploration of how the rights, wishes, feelings and experiences of children and young people can inform and shape the provision of services
· Consideration of the effectiveness of the help provided to children, young people and their families.
The final report articulates

The Principles of an Effective Child Protection System

· The system should be child-centred.

· The family is usually the best place for bringing up children and young people

· Helping children and families involves working with them

· Early help is better for children

· Children’s needs and circumstances are varied so the system needs to offer equal variety in its response. 

· Good professional practice is informed by knowledge of the latest theory and research.

· Uncertainty and risk are features of child protection work.

· The measure of success of child protection systems, both local and national, is whether children are receiving effective help. 

and makes various recommendations in relation to the following areas:

· A system that values professional expertise 

· Sharing responsibility for the provision of early help

· Developing social work expertise 

· Clarifying accountabilities and improving learning 

There are potentially some key issues for CAMHS in relation to the following areas:

· Involvement in early intervention and early help

· Thresholds for social care intervention

· Involvement in multi-agency teams

· Contributing our knowledge of evidence base to inform interventions

· Changing  culture of practice

Next Steps

The government have not responded formally to the recommendations of the Review as yet. An Implementation Group has been set up chaired by Tim Loughton MP, Under Secretary of State for Children & Families. Members are invited as individuals or individual professionals but not as representatives of their organisations. There will also be ‘conversations’ with the wider sector. The group will be assisting the Minister in formulating a response to the Munro Review in the first instance, by the summer. They have started by trying to group the Review recommendations in terms of how soon they could be responded to/achieved in terms of Early, Middle, Late.

2. Safeguarding Children Across Services: Messages from research on identifying and responding to child maltreatment

At DH Safeguarding Stakeholder Group, Dr Carolyn Davies presented main findings from the latest messages from research on identifying and responding to child maltreatment. 

Some interesting findings:

· Maltreated children left too long in damaging situations

· Focus too often on the family rather than safeguarding the children

· Social work interventions are often too short and end too abruptly

· Care works for abused and neglected children

3. Safeguarding Training 

We need to be working to the intercollegiate guidance on roles and competencies for health care staff (2010). Informal discussion with DH safeguarding adviser would suggest that any follow on from Munro Review is unlikely to change this and that Munro is supportive of multi-agency training. 

Department of Health are working on a training matrix which describes learning outcomes, maps existing training resources, and outlines training pathways for different staff groups. 

4. Vetting and Barring / CRB checks 

Update at the DH March 2011 Safeguarding Stakeholder Group:

‘Veronica Monks and Lynne Phair updated the Group on the Criminal Records Bureau (CRB) and vetting and barring reviews, both of which had concluded in February.  

CRB checks would be portable and owned by individuals, like a driving licence. An employer would be able to find out, via a portal, if there had been any changes since the CRB was issued, in which case a new CRB check would be needed.

The vetting and barring scheme would show whether a person was barred from working in a ‘regulated activity’ (RA) with adults/ children/ both. It would be a criminal offence to work/ apply for a job in a RA if barred.  Employers could sign on to receive alerts regarding new barring.  

All health care – clinicians, or people who worked under the supervision of clinicians – would be RA for children up to age 18.  Previously, everyone in a children’s hospital would be covered but coverage would now be the same as for the rest of the NHS.  Porters would be included; cleaners would not be checked (but would need CRB).   

Social care for children would also be RA. DfE would define this but it would be broadly similar to adults’ personal care.

CRB and the Independent Safeguarding Authority (ISA) would merge. ISA registration had been scrapped.

The Northern Ireland scheme exactly mirrored that in England and Wales. Scotland had a different system.

Legislation was included in the Protection of Freedom Bill, which had had its Second Reading in the Commons and was expected to reach Committee Stages in May. The Bill might receive Royal Assent by January 2012.  

It was expected that the new system would roll in over five years. There would need to be clear communication once the Bill had been passed.’ 

These are the proposals which seem sensible and less bureaucratic than before, but they have not been definitely agreed as yet.  
The summary of the research overview ‘Safeguarding Children Across Services: Messages from research on identifying and responding to child maltreatment’, can be viewed using the following link: 

https://www.education.gov.uk/publications/standard/publicationDetail/Page1/DFE-RBX-10-09
Tara Weeramanthri

DH safeguarding Liaison
tara.weeramanthri@slam.nhs.uk
Variations on a Theme – Tweaking Child and Adolescent Service Delivery  
Prof. Fitzgerald

Our understanding of factors associated with Child & Adolescent Disorders has moved on greatly since I commenced training in Psychiatry in 1972. At that time, we believed that the main etiological factors were family and parent/child interactional malfunction. Sadly, this was the period of “blaming the mother”. In previous decades we had the tragedy of the “schizophrenogenic mother” in relation to Schizophrenia and the “refrigerator mother” in relation to Autism. Nevertheless, this phase has not entirely disappeared because parents often state, when I ask them after they have had individual or family therapy what happened in those therapies and they state that they were “blamed for causing the child’s problem”. Clearly, that was not said by the Therapist but it was the parental interpretation.
We have to be extremely careful in the language we use and the possibilities for misinterpretation of what we say. Parental guilt (unjustified) is just below the surface of parent - professional interactions which has to be made explicit. On average there is a 50% genetic component to most psychiatric disorders, with heritability being about 93% in Autism, about 70% in ADHD and then you have the other factors – biological, psychological and social. Clearly, epigenetics is on everyone’s lips today as far as I can see, correctly. 

In terms of interventions, my understanding of the evidence is that most therapies are pretty equal in outcome (the dodo bird verdict). It appears to me that the most effective work is direct work with children and families. There is no doubt that professionals communication with other professionals is vital but this can be done largely by email, texting, conference calls etc, so as not to waste time in professional face to face meetings which should be spent in face to face meetings with children and their families, the main purpose of a CAMHS service.

Diagnosis provides the critical “roadmap” for intervention. The most common missed diagnoses in my clinical experience are Aspergers Syndrome, the broader Autism phenotype, ADHD and Depression. If these are missed then professionals providing interventions are operating “blindfold”. Direct work will include one or more of the following:


1. Psychotherapies including skills development;

2. Medication.

3. SLT – 50% of routine referrals have speech and language problems;

4. Occupational Therapy particularly for the often missed sensory issues and Dyspraxia;

There is no specific evidence that MDT members talking to each other has any benefit. Many new patients on the waiting list could be assessed and treated while the morning is spent on MDT discussions. All new referrals should be seen immediately and an assessment made and then referred on to the various members of the MDT who have specific skills in relation to direct work with children and families.

“A CAMHS Clinic Evaluation of Routine Treatment” (Leeson, Carr, Fitzgerald - 1999) showed that at three months follow up there were broad significant improvements but at nine months the treated group were not significantly different from the pre-treated groups. This has been a common finding. Child Psychiatry is by and large a chronic care speciality and routine booster sessions should be given at one year follow up (Moukaddem et al 1998). Evidence is best for short term interventions often given in more than one series over time. The greatest proportion of benefit comes in the early couple of sessions. There is a place for the old fashioned supportive clinics in child psychiatry for complex family members unable to benefit from the standard treatment approach but can benefit from brief supportive interventions at regular intervals. The so called “curative” approach is overvalued in child psychiatry and simple support undervalued.

For further reading see:

1. S Leeson A Carr, M Fitzgerald, S, Moukaddem (1999) – Recovery and Relapse in multi problem Families following Community-based multidisciplinary treatment, Irish Journal of Psychology, 20,1,69-88;

2. Fitzgerald, M, 1996 Service Evaluation and Audit of a Child & Family Centre, Volume 5 Irish Families Under Stress, EHD: Dublin, 155 pgs;
3. Fitzgerald, M, 2003 – The Multidisciplinary Team in Child Psychiatry, Irish Journal of Psychological Medicine, 20, 3, 105-106;

4. Moukaddem, S. Fitzgerald, M. (1998) Evaluation of a Child & Family Centre Child Psychology and Psychiatry Review 3,4, 161-168;

5. Fitzgerald, M (1991-2003) – 7 volumes of Irish Families under Stress, Vol. 1 ISBN 0948562048, Vol. 2 ISBN 0948562056, Vol. 3, ISBN 0948562064, Vol. 4, ISBN 0948562099, Vol. 5, ISBN 0948562897, Vol. 6, ISBN 094856234X, Vol. 7, ISBN 0948562706;

6. Fitzgerald, M, Bellgrove, M, Gill, M (2007) – Handbook of ADHD. Wiley; Chichester
Prof. M. Fitzgerald, M.D. F.R.C. Psych., M.Inst. Psychoanal

www.professormichaelfitzgerald.com
fitzi@iol.ie
QNIC and QNCC: Working with Frontline Staff to Improve the Quality of CAMHS  

The College Centre for Quality Improvement has two networks for CAMH services – the Quality Network for Inpatient CAMHS (QNIC) and the Quality Network for Community CAMHS (QNCC, formerly known as QINMAC). Both networks work directly with frontline staff to improve the quality of services.
The need for a quality network for inpatient CAMHS was identified from the National Inpatient Child and Adolescent Psychiatry Study (NICAPS) (O’Herlihy et al, 2001). The study found that practice and service provision varied greatly across Tier 4 inpatient units in the UK. Services were often very isolated with few opportunities to share best practice and experience with peers. This led to the establishment of QNIC in 2001, which provided a set of service standards for inpatient CAMHS and a process of self and peer review to help services measure their performance. Ten years on, over 90% of units in the UK participate, as well as services from the Republic of Ireland and Turkey. Members can also take part in QNIC ROM, an online data collection tool to support services in the collection of routine outcome measurement data.
As a result of the success of QNIC, community CAMH teams also wanted to participate in a similar network and QNCC was established in response to this demand. The QNCC process is very similar to QNIC, with the additional element that as part of the review day, staff from local social services, health, education and the voluntary sector are brought together to look at the quality of multi-agency working.
The benefits of joining the networks include:

· A self review of your service against peer-developed best practice standards

· A peer review visit by staff working in similar services from around the UK

· A detailed service report recognising achievements and suggesting areas for development

· The opportunity to visit other CAMH services as part of a peer review team

· Attendance at the project’s national conferences and special interest days

· The opportunity to benchmark your service’s performance against other members of the network

· Access to project email discussion groups which provide an opportunity to share knowledge with CAMH professionals throughout the UK

Our standards are mapped to a variety of documents including the Care Quality Commission’s Essential Standards of Quality and Safety and The Department of Health’s You’re Welcome Quality Criteria.
Participating in our CAMH networks can help services to:

· Demonstrate the quality of care provided to service users, carers, their wider organisation and commissioners

· Evidence compliance with standards and best practice, as set out in national guidance

· Use the information from the review process in trust quality accounts as recommended by the National Quality Board

· Identify and address areas for improvement through supported action planning

· Network and share best practice with CAMHS professionals across the UK

· Demonstrate cost effectiveness to commissioners, and provide a framework for service level agreements – vital in the current economic climate

Membership of the networks is £2495 (excluding VAT) per unit/team and flexible discounted packages can be arranged to meet the needs of trusts. Services meeting a robust level of good practice can also apply for accreditation. Accreditation lasts for three years and is awarded by the College.
Feedback from members:

“The review process for accreditation was challenging but gave us an excellent framework to evidence how we are delivering a high performing and comprehensive CAMHS. We also believe it will prove a highly important benchmark for our service as we face the inevitable spending cuts and efficiency savings over the next three years.”

“I would just like to say that it was a really positive experience.  Although fully aware it is aimed to assist in the development of services, I did feel nervous prior to the visit as it was our first evaluation.  However the three reviewers were very friendly and the lead reviewer carried out that role really well.  The feedback was helpful in regards to thoughts for the future development but also the positives, leaving us with the sense we had made a good start at what we are trying to achieve.”

If you would like to learn more about our work and find out how to join the networks, please visit our websites:

QNIC: www.qnic.org.uk
QNCC: www.rcpsych.ac.uk/communitycamhs 

Peter Thompson 

Senior Programme Manager, 020 7977 6693

pthompson@cru.rcpsych.ac.uk  

Developing Services to Improve the Quality of Life of Young Adults with Neuro Developmental Disorders, Emotional/ Neurotic Disorders and Emerging Personality Disorder

It has long been acknowledged across the UK that too many young people with mental health or neurodevelopmental disorders encounter difficulties when attempting to make the transition from child and adolescent services to adult services. 

However, less commonly recognised is the fact that young people with neurodevelopmental disorders (such as autism-spectrum disorder (ASD) or attention deficit hyperactivity disorder (ADHD)), emotional/neurotic disorders and emerging personality disorder are those who struggle the most, either because of difficulties in the process of moving from one service to another or because they find that no suitable service exists for them once they reach adulthood. 

To help try to address this issue, The Royal College of Psychiatrists will be publishing an Occasional Paper in June called Developing services to improve the quality of life of young adults with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder. 
The paper will pull together research data which starkly demonstrates that, in terms of quality of life, conditions with continuity into adult life such as neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder have as great an impact, or greater, than physical health conditions such as diabetes, hypertension, back problems, Parkinson's disease or rheumatic disease. 

The purpose of drawing these findings together is to impress upon commissioners, clinicians and service providers (from all sectors) the high level of burden of disease experience by young people in these three groups and to stress the need for services to be developed to help them. 

The needs of young people with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder deserve particular focus, the report will suggest, for the following reasons:


· young people with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder are those who are most likely fall through the care gap entirely;
· reforms to the NHS and social care (in England, but which will doubtless have ramifications across the UK) mean that an opportunity exists to influence the new commissioning structures which will shape mental health care in years to come;
· evidence-based treatments for neurodevelopmental disorders, emotional/neurotic disorders and personality disorder exist but commissioners and clinicians may not be sufficiently aware of them;
· good practice examples exist for neurodevelopmental disorders, emotional/neurotic disorders and personality disorder but commissioners and clinicians may not be aware of them; 
· evidence suggests that interventions to treat young people with the conditions which this document focuses on may be cost-effective.
Developing services to improve the quality of life of young adults with neurodevelopmental disorders, emotional/neurotic disorders and emerging personality disorder has been put together with contributions and assistance from Dr Margaret Murphy, Dr Clare Lamb and Professor Swaran Singh, and will be available from the College (in hard copy and online) from mid-June. 
Coming of Age: Training in Adolescent Health in the UK 
Dr Helena Gleeson, Adolescent Health Programme (AHP) Clinical Champion 
 
The Adolescent Health Programme is a free e-learning resource which was developed by the RCPCH, with input from other royal colleges like the RCPsych, and is delivered in partnership with e-Learning for Healthcare. It addresses the healthcare of young people (aged 11-19 years old), by training NHS healthcare professionals and getting them working together to deliver high quality care to young people. The programme is made up of 71 sessions, divided into 13 modules, and covers all crucial areas in adolescent health. Each session takes no more than 20mins to complete, and are fully interactive with videos and opportunities for reflection. It is worth noting that CPD points can be claimed as personal study, up to the maximum of 20 points per year (1hr30mins = 1 point).
As the National Champion for the Royal College of Paediatrics & Child Health’s, Adolescent Health Programme (AHP) I’ve been keen to find out just what our trainees feel about treating young people (aged 11-18). A quick survey and a training session with some paediatric trainees at the North West Deanery suggests a need for more effective, joined up training in the care of young people. A lack of training and communication issues were identified as the major barriers to providing developmentally appropriate adolescent health care. Forty-five percent of these trainees rated their current adolescent healthcare training as minimal or non existent and this was not associated with years of experience.  

The view of our trainees echoes findings in the recent Kennedy Report (2010). Kennedy described the “pockets of excellent practice” as “islands in a sea of mediocrity, or worse”.  With this theoretical seascape in mind one might describe services actually meeting the needs of young people as “ships passing in the night”.  So what can the NHS do better to meet the needs of young people?

Young people represent a significant and important group accessing primary, secondary and tertiary health services. Their particular health needs, confidentiality, appropriate communication and consultation skills and attention to transition to adult services haven’t always been well served within either paediatric or adult practice.  A UNICEF survey of young people (2007) ranked the UK as lowest out of 21 industrialised countries, having more health-compromising behaviours and rating their own perception of health as low. 

When it comes to young people’s healthcare the UK has lagged behind other developed countries such as the USA, Canada, and Australia. However, the UK is beginning to catch up through strong national leadership initiatives such as RCPCH Young Person’s Health Special Interest Group (YPHSIG), which actively encourages cultural change across the NHS. 

The AHP, launched in 2008, offers some of the training required to implement the necessary change as highlighted in six of Kennedy’s recommendations. Written by experts AHP provides health professionals with the skills to help their young patients lead healthier and more active lives.  AHP received positive feedback from the North West trainees, expressing comments such as: “very interesting, will be very helpful in clinical practice and exam preparation”; “flexible, can do whenever I like”. One trainee felt that it should be part of mandatory training.

It seems all health professionals from the general practitioner to the tertiary specialist, working with young people require some training in the care of young people. However, for adolescent health to develop strong leadership and a base for the future, more specific training is required.  Members of YPHSIG have been working with the RCPCH to identify and address issues for the professional and their young patients. 

So finally, we must ask ourselves, “Is training in adolescent health coming of age in the UK? Are we making steps to overcome the cultural barriers in the NHS to really meet young people’s needs?” AHP is certainly a step in that direction! 


Dr Gleeson and the RCPCH would like to express their thanks to the trainees that participated in the survey. 

AHP is delivered by the Royal College of Paediatrics and Child Health (RCPCH) and e-Learning for Healthcare (e-LfH) in partnership with RCGP, RCN, RCP, RCPsych and RCOG. For more information on this online course visit: http://www.rcpch.ac.uk/ahp 

1) Kennedy Report of children’s services ‘Getting it right for children and young people – overcoming cultural barriers in the NHS so as to meet their needs’ attempted to address this question (2010)
2) UNICEF Survey: An overview of child well being in rich countries (2007) 

Dr Helena Gleeson
AHP National Champion 

Drink, Drugs and University…..

Students and other young people are notoriously immune to advice on healthy lifestyle choices from their elders. But while most young people drink heavily or take drugs in their teens and early twenties and survive unscathed, a significant number regret the adverse impact that drugs in particular have on their education. That's the message from 33 young people in their teens and early twenties from all walks of life who describe their experiences of drugs and alcohol on youthhealthtalk.org  You can read, watch and listen to people’s stories.

Are your membership details up to date?

You can update your personal details via the Members’ Area of the website. By ensuring that your details are up-to-date on our database, you will receive the latest information regarding topical news, updates from your local Division and information from the Faculties, Sections, and SIGs that you belong to. In the Members’ area, you can update your postal and email addresses, Faculty, Section and SIG memberships, job title and the area of psychiatry that you are working in. If you have not yet registered a username and password, or have forgotten your login details, then please follow the same link for more information. You can also update your membership details by post, by email or contact the Membership Data Office on 020 7235 2351 (extensions 6281 or 6280).
Your contributions to this Newsletter are welcome!

Please send any contributions for the next newsletter, which will be published in October 2011, to the email address below by mid September.

Kay.Harvey@cht.nhs.uk
Contacts…

Dr Margaret Murphy: margaret.murphy@cpft.nhs.uk
Dr Kay Harvey: Kay.Harvey@cht.nhs.uk
Greg Smith: gsmith@rcpsych.ac.uk
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Appendix 7

Factor Analysis on workload variables

Communalities

	 
	Initial
	Extraction

	Total appointments offered over the time the case was open
	1.000
	.998

	Total appointments attended over the time the case was open
	1.000
	.835

	How many interventions were given in total over the course of the case being open
	1.000
	.588

	How many clinicians were invloved in total over the course of the case being open
	1.000
	.789

	How many liasons has the child had by the time their case was closed
	1.000
	.650


Extraction Method: Principal Component Analysis.


Total Variance Explained

	Component
	Initial Eigenvalues
	Extraction Sums of Squared Loadings

	 
	Total
	% of Variance
	Cumulative %
	Total
	% of Variance
	Cumulative %

	1
	3.859
	77.190
	77.190
	3.859
	77.190
	77.190

	2
	.904
	18.083
	95.273
	 
	 
	 

	3
	.206
	4.112
	99.385
	 
	 
	 

	4
	.031
	.615
	100.000
	 
	 
	 

	5
	4.90E-017
	9.80E-016
	100.000
	 
	 
	 


Extraction Method: Principal Component Analysis.

Component Matrix(a)

	 
	Component

	 
	1

	Total appointments offered over the time the case was open
	.999

	Total appointments attended over the time the case was open
	.914

	How many interventions were given in total over the course of the case being open
	.767

	How many clinicians were invloved in total over the course of the case being open
	.888

	How many liasons has the child had by the time their case was closed
	.806


Extraction Method: Principal Component Analysis.

a  1 components extracted.

Appendix 8

Factor Analysis on case complexity variables


Communalities

	 
	Initial
	Extraction

	Paddington Complexity Scale - Primary Psychiatric Condition
	1.000
	.668

	Paddington Complexity Scale - Severity of Condition
	1.000
	.387

	Paddington Complexity Scale -Carers attitude and cooperation with assessment and treatment
	1.000
	.641

	Paddington Complexity Scale - Current involvement with other services
	1.000
	.547

	Indice of Multiple deprivation score based on postcode
	1.000
	.552

	How many comorbid disorders does the child have at T1 according to practitioner (definates only)
	1.000
	.342

	Does the child get to see the non resident parent?
	1.000
	.610

	Any family history of mental illness
	1.000
	.705

	More than 1 family member with Mental Health Issues?
	1.000
	.752

	Any Alcohol/Drug abuse in the family?
	1.000
	.608

	Have the childs parents separated in the childs lifetime
	1.000
	.695

	Have the parents had any trouble with the Police
	1.000
	.639

	Has the child witnessed any Domestic Violence in the Family
	1.000
	.738

	Any bereavements in close family
	1.000
	.770

	Has there been any sexual abuse in the family
	1.000
	.586

	Speech or language problems (Parent1)
	1.000
	.561

	Visual impairment or blindness (Parent1)
	1.000
	.734

	Hearing impairment or deafness (Parent1)
	1.000
	.791

	Movement or co-ordination disorder (Parent1)
	1.000
	.609

	Other severe illness or disability (Parent1)
	1.000
	.663

	In hospital for serious illness (lifetime) (Parent1)
	1.000
	.551

	Ever "looked after" (Parent1)
	1.000
	.532

	Schooling (Parent1)
	1.000
	.592

	Ever excluded (Parent1)
	1.000
	.739


Extraction Method: Principal Component Analysis.


Total Variance Explained

	Component
	Initial Eigenvalues
	Extraction Sums of Squared Loadings

	 
	Total
	% of Variance
	Cumulative %
	Total
	% of Variance
	Cumulative %

	1
	2.590
	10.790
	10.790
	2.590
	10.790
	10.790

	2
	2.188
	9.118
	19.909
	2.188
	9.118
	19.909

	3
	1.630
	6.791
	26.700
	1.630
	6.791
	26.700

	4
	1.526
	6.359
	33.059
	1.526
	6.359
	33.059

	5
	1.348
	5.618
	38.677
	1.348
	5.618
	38.677

	6
	1.294
	5.390
	44.067
	1.294
	5.390
	44.067

	7
	1.211
	5.045
	49.111
	1.211
	5.045
	49.111

	8
	1.127
	4.697
	53.808
	1.127
	4.697
	53.808

	9
	1.084
	4.518
	58.327
	1.084
	4.518
	58.327

	10
	1.013
	4.220
	62.546
	1.013
	4.220
	62.546

	11
	.968
	4.035
	66.581
	 
	 
	 

	12
	.879
	3.663
	70.244
	 
	 
	 

	13
	.847
	3.530
	73.774
	 
	 
	 

	14
	.769
	3.206
	76.980
	 
	 
	 

	15
	.745
	3.104
	80.084
	 
	 
	 

	16
	.713
	2.972
	83.056
	 
	 
	 

	17
	.687
	2.860
	85.916
	 
	 
	 

	18
	.657
	2.737
	88.653
	 
	 
	 

	19
	.591
	2.462
	91.116
	 
	 
	 

	20
	.501
	2.086
	93.202
	 
	 
	 

	21
	.476
	1.982
	95.183
	 
	 
	 

	22
	.433
	1.805
	96.988
	 
	 
	 

	23
	.403
	1.678
	98.666
	 
	 
	 

	24
	.320
	1.334
	100.000
	 
	 
	 


Extraction Method: Principal Component Analysis.

302 consecutive referrals to CAMHS





Baseline psychiatric assessment with the parent





Clinical assessment





Practitioner baseline 





Clinical intervention





Experience of services questionnaire to parents at 6 months, with 6 monthly follow up outcome measures from parents for two years and from practitioners whilst the child attends the clinic





861 consecutive referrals to CAMHS





561 met the inclusion criteria





351 agreed to participate





10 families refused an appointment- making them ineligible





46 children were seen too quickly to be assessed for study





We were unable to contact 139 eligible families 








3 had too little baseline information and were excluded from analysis





5 n/a





861 


Recruited





302 


Children taking part in the study





287 Ineligible





574 


Eligible





148 Unable to contact





191 Ineligible





239 


Clinician Ass. (Baseline)





61 Refused





71 Looked after children





11 Insufficient English





14 Urgent/ Emergency referrals





299 


Parent DAWBA (Baseline)





3 Partial DAWBA











248 T1 CGAS





206 Teacher DAWBA





6 months later 


(Time 2)





190


CGAS T2





297


SDQ





103 Case open and active





29 Case open but inactive





10 Other





65 Discharged





13 Case closed by non attendance





80 No response





3 Families moved





1 Refused





114


Both Parent and Clinician T2 data





247


Both SDQ and CGAS at T1





3 No DAWBA





209


SDQ





79 


CGAS





12 months into the study


 (Time 3)


139 cases open (103 active)





3 Families had moved





39 cases open and active





9 cases open and inactive





29 cases closed by mutual agreement





7 cases closed by non-attendance





19 not completed





114


Both Parent and Clinician T2 Data








61


Both Parent and Clinician T3 Data





18 months into the study 


(Time 4)


48 cases open (39 active)





216 


SDQ





9 families moved





36 CGAS





21 cases active open and active





10 cases open but inactive





7 not completed





28


Both Parent and Clinician T4 Data





2


Refused





87 Unable to contact





7 cases closed by mutual agreement





3 cases closed by non attendance





3 refused





74 Unable to contact





2 years into the Study- Last data collection point


(Time 5)


11 cases open and active (6 cases open and inactive cases 








216


SDQ








17


CGAS





16


Both parent and clinician data T5





Table 9. Diagnoses trajectories across the five time points for those children with a probable diagnosis at baseline.








Table 10. Diagnoses trajectories across the five time points for those children with a possible diagnosis at baseline.








Table 11. Diagnoses trajectories across the five time points for those children with a ‘no’ diagnosis at baseline.








N=47�3





N=43�3





N=3�3





N=1





N=63





N=51





N=56





N=100





* The numbers in this table reflect the numbers of cases taken as diagnosed with a disorder group according to how they were treated, as described in the methodology of analysis chapter and in results chapter 4.1. This is to provide the best chance for practitioners to have given an appropriate or evidence based treatment.


# Sensible actions refers to actions that have a logic base for that diagnosis such as liaising with schools or other professionals, referrals or signposting and group work or support for parents.





Table 22. The number of diagnoses in each disorder group according to practitioners at Time 1 & Time 2, the number receiving treatment for a diagnosed disorder (evidence-based or otherwise) and whether cases were open / closed at Time 2.








*Those figures in italics are statistically significant








*Those figures in italics are statistically significant








*Those figures in italics are statistically significant








Perceived Advantages of Routine Outcome Monitoring





Training





Goals





Service User input





Monitoring





Validation





Useful





Reflection





Evaluation





Commissioning





Predicting





Evidence-Based





No disadvantages





 = Main theme





= Sub theme





Feasibility (Time and Effort)





Losing complexities





Perceived Disadvantages of Routine Outcome Monitoring





Ethics





Implementation issues





Unrepresentative





Depersonalising





Sensitivity to change





Lack of understanding





Engagement with service





Competition





Labelling





Too scientific





Over focus on numbers





Subjective





 = Main theme





    = Sub theme





520 consecutive referrals to Croydon CAMHS





DAWBA and SDQ (SDQ to be repeated on the day of clinical assessment if > 1 month after baseline)





Clinical assessment





CGAS 





Clinical intervention





6 monthly SDQ’s and service use (parents) and CGAS and type of intervention (clinicians) 


Experience of services questionnaire to parents and children >9 at 6 months
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		F-COPES

Family crisis oriented personal evaluation scale

[13].







		Good construct and convergent validity.

[13].

Some scales only have moderate internal consistency and test-retest reliability.

[13].

No predictive validity. 

[13].





		FACES  III            

Family Adaptability, Cohesion and Evaluation scale

[14]

		Good  construct , convergent, divergent and predictive validity.

[14, 15, 16,17,18].

No test-retest data.



		FFFS       

 Feetham Family Functioning Survey 

[19]

		Good construct validity and concurrent validity 

Good internal consistency and test-retest reliability

No predictive validity.

[19]



		 Family  APGAR     

Family Adaptability, Partnership, Growth, Affection, 

and  Resolve.

[20]

		Good internal consistency and test–retest reliability.

[20]

No construct validity

Mixed evidence surrounding convergent validity[20] [21]



		FAD                        

McMasters

Family Assessment Device

[10]



		Good construct and convergent validity.

Internal consistency and re-test reliability is poor for 

some scales.

[10]

No predictive validity data.





		FES         



 Family Environmental Scale



		Good convergent validity.

[22]

Good test retest reliabilities. 

[23] 

Poor Construct validity. 

[24]

Some scales only have moderate internal consistency.

[23,25] 



		FFS     

  Family Functioning Scale

[26]



		Good construct, convergent and divergent  validity. [26, 27]

Good internal consistency 

[26].

No predictive validity or test-retest data.



		FACI8

Family Attachment and Changeability Index 8

[28]



		Good predictive validity

[28] 

Good internal consistency

[28] 

No construct or convergent validity.

No test-rest data.



		FHI

Family Hardiness index

[29]

		Good construct validity, convergent and predictive validity

[29]

Good test-retest reliability.

[29]

Poor internal consistency for some scales.

[30]





		FDM

Family Dynamics Measure

[31]



		Good Construct validity 

[31]

Good  internal consistency

No convergent or predictive validity data.

Internal consistency poor for some scales.

[31]
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