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Lay Summary 

Approximately 10% of children and young people (CYP) suffer from a mental disorder and many do 

not receive an appropriate intervention for their needs at an early age. Without intervention, many of 

these problems will continue into adulthood. The Institute of Local Governance (ILG) funded the 

current work, recognising that more information was needed in order to better understand which 

interventions are best suited to promote positive mental health and prevent mental disorders in CYP.  

 

Aim 

To identify ‘best bet’ interventions to prevent mental disorders and promote mental health in CYP 

aged 12 to 19, and to explore barriers and facilitators to their delivery and implementation. 

 

Methods 

The current study included (i) a systematic review which summarises the current evidence (ii) 

interviews, focus groups and workshops with CYP and service providers (e.g. commissioners, 

schools, healthcare, voluntary and community organisation), and (iii) a mapping of services in the 

North East. Interventions from the review were critiqued against criteria identified by stakeholders as 

important in order to identify potential ‘best bet’ interventions for adoption into service delivery. 

 

Conclusions and recommendations (bold) 
 

1. Accurate data is needed on the number of CYP with mental disorders in the region.  
 

2. Interventions delivered to groups of CYP irrespective of their mental health status are ineffective 
at a population level, although they may encourage more acceptance of mental health issues. 
However these universal interventions are effective in CYP showing emerging signs of mental 
disorders. Enhancement of universal approaches to those CYP with sub-clinical difficulties 
could be as effective and less stigmatising than treatment designed to address clinical 
issues. However, their use needs to be weighed up against potentially larger delivery costs. 
 

3. The roll out of preventative interventions for mental health of CYP needs to be evaluated in 
regards to (a) their short- and long-term effectiveness and (b) process measures such as 
how well was the intervention delivered in each site). Evidence-based interventions being 
used need to be compared to how they were delivered in the original studies i.e. whether 
sessions delivered as planned in terms of content, duration, frequency, mode of delievry etc. 

 

4. Services need to be flexible in format, intensity and delivery in order to meet the needs of 
CYP with the most complex lives, specifically to allow time for trust and rapport to be built. 

 

5. More guidance and support needs to be provided into schools around CYP and prevention 
of the onset of mental disorders.  This support should entail;  

a. Providing teachers techniques on how to foster confidence to speak about problems 
b. Making it explicit the roles of teachers in dealing with CYP with mild-to-moderate difficulties 
c. Prioritising mental health education as equal to physical health education 
d. Teaching pupils techniques to help support peers that are experiencing problems 

 

6. We would recommend adoption of mindfulness-based interventions due to clear benefits in 
mental health promotion and mental disorder prevention. 

 

7. Online and digital interventions are potentially effective but attempts need to be made to facilitate 
and supervise their use. Online/digital interventions may be best for signposting and self-
management through monitoring changes in symptoms, rather than delivery of treatment. 

 
8. Screening tools that focus on positive traits such as confidence, wellbeing and coping 

strategies rather than screening for ‘ill health’ (e.g. depression) could be useful as a way of 
identifying CYP at risk of mental disorders. Through such screening, offers of support and 
guidance can be provided but without the same safeguarding issues that lead to further referrals 
to a very stretched clinical service. 
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Executive summary 

Background 
Approximately 10% of children and young people (CYP) suffer from a mental disorder and many do 

not receive an appropriate intervention for their needs at an early age. As the majority of adult mental 

disorders have childhood antecedents, it is a national and local priority to provide early intervention 

that promotes emotional wellbeing and resilience and prevents the onset of clinical disorders (Royal 

College of Psychiatrists, 2010; Department of Health, 2014).  

 

The Institute of Local Governance (ILG), recognising the importance of CYP’s mental health, felt more 

information was needed from the scientific literature and key stakeholders, including commissioners, 

service providers and service users in order to better understand which interventions in different 

contexts are best suited to improve the mental health of CYP in the North East.  

 

Aim 
To identify ‘best bet’ interventions to prevent mental disorders and promote mental health in CYP 

aged 12 to 19, and to explore barriers and facilitators to their delivery and implementation. 

 

Objectives 

1. To conduct a systematic review of reviews which summarises the current evidence on effective 

interventions to promote mental health and prevent mental disorder in CYP aged 12 to 19. 

 

2. To carry out interviews and focus groups with service users and service providers in order to: 

i. Understand what CYP want from from pre-clinical services which aim to support their mental 

health and wellbeing. 

ii. Consider the barriers and facilitators to implementing new mental health promotion services 

for CYP. 

 

3. To perform a systems mapping exercise of Local Transformation Plans (LTPs) and to hold 

workshops with LTP leads of mental health services in the North East in order to: 

i. gain an understanding of priorities and intentions to change services 

ii. identify areas of potential 'good practice' 

iii. produce a service mapping itemising of all services associated with the LTPs 

iv. discuss strategies for the development, implementation and evaluation of the LTPs 

 

4. To critique the individual interventions from the review against criteria identified by stakeholders 

as important determinants of acceptability, feasibility and implementation. This evidence synthesis 

identifies potential ‘best bet’ interventions for adoption into service delivery. 

 

Methods 
The project integrated evidence from several sources to provide practical recommendations for local 

authorities across the North East in relation to CYP’s mental health:  

 

a. Systematic review of reviews 

A systematic review of reviews was conducted to identify effective interventions to promote mental 

health and prevent mental  disorder in CYP aged 12 to 19 years. This approach provides an overview 

of existing research and allows opportunity to compare and contrast the findings of previous reviews. 

 

b. Systems mapping 

A systems mapping exercise of all LTPs of mental health service in the North East was conducted. 

This entailed (i) using the LTPs of all the local authorities (LAs) in the region to gain an understanding 

of priorities and intentions to change services, (ii) an appreciative inquiry, identifying areas of potential 
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'good practice'; (iii) a service mapping itemising all the services associated with these plans, and (iv) 

workshops with the LTP teams where strategies for the development, implementation and evaluation 

of the LTPs were discussed. 

 

c. Interviews and focus groups with stakeholders 

Sixteen one-to-one interviews and five focus groups were ran with (i) service providers, which 

encompass school staff (e.g. teachers, guidance counsellors), health and social care (both statutory 

and community/third sector services), and (ii) service users, including CYP and parents/carers (44 

participants in total). Interviews and focus groups explored what stakeholders thought (i) were the 

main issues relating to CYP and mental health, (ii) of existing services in regards to relevance, 

accessibility and effectiveness, (iii) could be done to improve preventative pre-clinical pathways for 

CYP’s mental health. 

 

d. ‘Best bet intervention’ critique 

Interventions identified from the systematic review of reviews were critiqued using criteria identified by 

stakeholders as important determinants of acceptability, feasibility and implementation in order to 

identify those interventions that are ‘best bet’ for service adoption.  

 

Findings 

a. Key results from the systematic review of reviews 
 

The review identified interventions that could be broadly divided into (i) psychological/educational 

(e.g. cognitive-behavioural therapy, inter-personal therapy), (ii) online/digital (e.g. online 

delivered courses, self-monitoring apps), and (iii) relaxation-based (e.g. mindfulness, yoga, 

pilates). Where data were available, intervention categories were divided between those delivered to 

universal and indicated populations. Universal interventions are delivered to whole population 

groups irrespective of mental health status (e.g. via a whole school assembly). In contrast, indicated 

interventions target individuals identified as having pre-clinical diagnoses or displaying sub-clinical 

symptoms of mental health problems; but who have yet to reach a clinical diagnosis. 

 

1. Psychological/educational interventions  

Universal interventions 

Universal interventions do not appear effective in preventing depressive symptoms. Of the few high 

quality studies where interventions did demonstrate immediate benefits post-intervention, effects were 

not consistent at later follow up. However sub-group analyses did show more substantial benefits in 

those CYP with elevated symptoms before taking part in the interventions.  

 

There were more encouraging findings where universal interventions targeted anxiety symptoms 

but these were undermined by a lack of longer-term follow up and small sample sizes. There was 

little evidence on universal programs that targeted mental health promotion.  

 

Indicated interventions 

While the studies varied in quality for those delivered to indicated populations, a number of high 

quality studies demonstrated clear benefits on depressive and anxiety symptoms. The evidence is 

currently too limited to recommend indicated interventions targeting mental health promotion. 

   

2. Relaxation- based interventions 

All relaxation-based interventions found were delivered to universal populations. While studies were 

limited by methodological issues relating to the selection of appropriate comparison groups, there is 

consistent evidence that relaxation therapies are beneficial in mental health promotion and 

reducing anxiety symptoms. There is strong evidence from a small number of higher quality 

studies to support the use of relaxation therapies for preventing depressive symptoms. 
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3. Online interventions 

Universal interventions 

Evidence is limited regarding the use of universal online interventions with regards to mental health 

promotion and mental illness prevention. However, the evidence does suggest that these universal 

interventions are effective in reducing anxiety and depression symptoms in those who are 

prepared to adhere to the intervention and who are experiencing elevated symptoms already.  

 

Indicated interventions 

Indicated online interventions appear effective in reducing depressive symptoms, encouraging 

mental health promotion and reduce outcomes relating to negative affect. Findings were 

generally positive for interventions tested but often comparison groups received similar interventions, 

making it difficult to isolate how effective these interventions are in comparison to standard practice. 

More work is needed to examine the potential placebo effects of receiving any intervention. 

 

b. Key results from the systems mapping and local transformation plan 
workshops 
 

1. The prevalence of mental health disorders across the region is not known. Projections from 2004 

data suggests that 9.8% of all children between 5-16 years had a mental disorder. This may be an 

underestimate. Updated prevelance figures are needed and should be provided through the the 

national survey of YP mental health (https://www.gov.uk/government/consultations/the-survey-of-

the-mental-health-of-children-and-young-people-2016-consultation-on-survey-content). 

 

2. All of th LTPs have attempted to address the concerns of CYP with a focus on (i) enhancing the 

visibility of mental health, (ii) signposting of services through e.g. school nurses and primary 

health workers, (iii) increasing access to both prevention-focused and treatment services with 

increased investment, and (iv) in some cases “co-production” of service models.  

 
3. The LTP’s stated that CYP’s positive mental health was a priorty area; rather than simply an 

emphasis on mental disorders. There are examples of “good practice” and innovation that can be 
shared, and appropriately evaluated. 

 
4. There are many examples of evidence informed interventions being rolled out across the region. 

The school based, digital and relaxation interventions being used on the ground need to be 
compared in terms of fidelity to the evidence identified by the present study to determine whether 
intervention sessions are delivered as intended in terms of content, frequency and duration.  

 
5. There is a clear role for NHS England’s Northern England Clinical Network (www.necn.nhs.uk) to 

help LTP teams better align their actions around mental health policies. The Network provides 
systems support, work in partnership with those who use, provide and commission health 
services to make improvements in outcomes and reduce variation across the region. 

 
6. There is a need to evaluate the roll out of the LTP’s on markers of CYP’s mental health and 

service use; potentially through a partnership between the ILG, Fuse (the Centre for Translational 
Research in Public Health) and PHE’s North East team to ensure rigorous and robust evaluation. 

 
7. Flexibility is needed to commission services to meet urgent, emerging mental health issues (e.g. 

increasing rates of self-harm). Flexibility is also needed from providers to support public mental 
health efforts. 

 
8. Service providers felt there was a need for development support to encourage and embed a more 

holistic way of thinking about mental health (a whole systems approach). This could be through 
additional training e.g. short courses of the type the Department of Health and the Local 
Government Association have run for Health and Wellbeing Boards and other partnership 
initiatives.  

 

https://www.gov.uk/government/consultations/the-survey-of-the-mental-health-of-children-and-young-people-2016-consultation-on-survey-content
https://www.gov.uk/government/consultations/the-survey-of-the-mental-health-of-children-and-young-people-2016-consultation-on-survey-content
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9. If not already being undertaken, the LTP work should be aligned with local New Care Models (e.g. 
Primary and Acute Care systems), Vanguard projects and Sustainability and Transformation Plan 
teams. This is particularly relevant for those interested in the second of the ‘triple aims’, the 
experience of care, which relates to decreasing unplanned return visits to the emergency 
department for a mental disorder. 

 

c. Key results from the interviews and focus groups with stakeholders 
 

1. The potential barriers which service providers perceived as preventing CYP from accessing or 
engaging in services were interwoven with personal risk factors related to the young person’s 
understanding and perception of mental health, and trust with family and service providers. 
 

2. The complexity in some CYP’s lives was inherent to their inability to understand and explain their 
feelings and, if necessary, engage with availbale support. This complexity encompassed 
environmental and situational factors such as social deprivation, caring responsibilities, academic 
stress, interpreting triggers, stigma and negative preconceptions of the referral process.  
 

3. There is a need for comprehensive staff training for those engaging with CYP. Such training 
should assist service providers to raise awareness of what services are consistently available 
inside and outside of CAMHS, highlight referral pathways and teach management rather than 
treatment techniques. Services were well-regarded once CYP were within the referral system. 
However, CYP felt that these services could be more flexible with regards to format, delivery and 
intensity in order to meet the needs of CYP with the most complex problems.  

 
4. Aside from initial prevention, there need to be better links between community resources and 

specialist services to enable better re-integration after a period of mental disorder so that CYP 
learn to prevent future exacerbation of symptoms. 
 

5. Lack of support for mild-to-moderate cases of anxiety, depression, low mood and isolated periods 
of distress compounded feelings of isolation for some CYP. Trust and support are central for an 
individual’s ‘readiness to disclose’ concerns they are experiencing. 
 

d. Key results from ‘Best bet intervention’ critique 
 

1. Mindfulness interventions were rated particularly strongly as they showed both curative and 
preventative effects. These interventions could be applied to a school setting and could, with the 
appropriate training and supervision, be delivered by school staff.  
 

2. Digital/online-based interventions showed promise due to the flexibility in format that they could 
take as how they could be used by both schools, voluntary and community organisations (VCO) 
and primary care. These interventions were cheap to deliver once set up costs were met.  
 

3. Indicated patients could benefit most from psycho-educational interventions and highlighted how 
screening on other psychological characteristics (e.g. self-efficacy, coping strategy, self-esteem) 
may be equally effective at identifying CYP in need of support and also more acceptable than 
screening for mental disorder symptoms. 

 

Conclusions and recommendations (bold) 
 

1. Accurate data is needed on the prevelance of mental health difficulties in CYP in the 
region.  

 
2. LTPs across the region had an emphasis on prevention of mental disorders, the promotion of 

psychological resilience, early support for families and CYP and early intervention where needed. 
In many areas the THRIVE model is being implemented. However, from our literature review, 
universal interventions, though they may improve the environment and acceptance of mental 
health issues, were ineffective at a population level. Sub group analysis did however show an 
effect of these interventions in CYP with sub-threshold symptoms.  
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Enhancement of universal approaches to those CYP with sub-clinical difficulties could be 
effective and less stigmatising than treatment designed for indicated populations.  
However, their use needs to be weighed up against potentially larger delivery costs. 
 

3. Mental health for CYP across the region is seen as a priority area; there are examples of “good 
practice” and innovation that can be shared. Engagement with key stakeholders is necessary 
to share this learning and truly define what we mean by good practice.  

 
4. The implementation and impact of roll out of LTP’s for mental health of CYP needs to be 

evaluated in regards to both their short- and long-term effectiveness but also in regards to 
process measures such as implementation strength (e.g. how well was the intervention 
embedded in each site) and fidelity of intervention delivery across multiple sites (was the 
intervention delivered the same at each site).  
 

5. There are many examples of evidence based interventions being rolled out across the region. 
School based, digital and relaxation interventions being used on the ground need to be 
compared in terms of fidelity to the evidence base reviewed i.e. whether intervention 
sessions are delivered as planned in terms of content, frequency, duration and coverage. 

 
6. Services need to be flexible in format, intensity and delivery in order to meet the needs of 

CYP with the most complex lives, specifically to allow time for trust and rapport to be built. 
 
7. Family issues are important risk factors for CYP mental health but, due to issues of confidentiality, 

barriers to involving even the most engaged parents and CYP mental health issues being 
independent of family circumstances, delivery of the ‘best bet interventions should not 
necessarily be contingent on parent involvement 

 
8. More guidance and support needs to be provided into schools around CYP and prevention 

of the onset of mental disorders.  This support should entail; 
a. Providing teachers techniques on how to foster confidence to speak about 

problems 
b. Making it explicit the roles of teachers in dealing with CYP with mild-to-moderate 

difficulties and that explaining that is not their role to ‘treat’ CYP 
c. Incorporating mental health education into educational classes to provide parity of 

esteem in relation to physical health 
d. Teaching pupils techniques to help support peers that are experiencing problems 

 
9. We would recommend adoption of mindfulness-based interventions due to clear benefits in 

mental health promotion and mental disorder prevention and their lack of focus on explicitly 
talking about mental disorders through universal delivery. 

 
10. Online and digital interventions are potentially effective but attempts need to be made to facilitate 

and supervise their use. Online/digital interventions may be best for signposting and self-
management through monitoring changes in symptoms, rather than delivery of treatment. 

 
11. Screening tools that focus on other psychological traits such as self-efficacy, confidence and 

emotional awareness rather than explicitly screening for depression could be useful as a way of 
identifying CYP at risk of mental disorders that does not present the same safeguarding issues as 
screening CYP specifically for ‘ill health’. Through such screening, offers of support and guidance 
can be provided that do not require the resource of whole-school approach. However the high 
prevalence of “screen positive” CYP with mental health difficulties, or traits needs to be 
considered in the context of a very stretched clinical service. Alternative scalable and 
sustainable interventions need to be considered for further adaptation and evaluation 
especially for CYP with sub diagnostic mental health difficulties. 
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1. Background 

Child and young people’s (CYP) mental health and wellbeing has been highlighted as a national 

priority and major public health concern (Department of Health (DoH), 2015). Mental disorders, that 

reach diagnostic thresholds, exceed the prevalence, impact and persistence of all other health 

conditions (Friedli & Parsonage, 2007) and costs the UK economy £105 billion per year (Centre for 

Mental Health 2010). Whilst mental health problems span all age ranges, the highest burden of linked 

disability adjusted life years (DALYs) is within adolescents and young adults (14-29 years) (Whiteford 

et al, 2013; Office for National Statistics, 2005). It is estimated that one in ten CYP have a mental 

disorder, with two of the most common diagnostic categories being anxiety and depression (DoH,  

2013; DoH  2015; Office for National Statistics, 2005). The prevalence of self-harm also increases 

dramatically in adolescence, especially in those with anxiety and/or depression. In total 9.4% of CYP 

with an anxiety disorder and 18.8% in those with depression admitted to self-harm, while CYP mental 

health problems have repeatedly shown high comorbidity with other risk behaviours with physically 

harmful consequences, such as alcohol abuse, drug use and risky sexual behaviour (DoH, 2013; 

Royal College of Psychiatrist, 2010; Marmorstein et al, 2010). In addition, CYP mental disorders have 

been found to contribute to adverse life outcomes including poor educational attainment, antisocial 

and offending behaviour, and greater risk of suicide (Fergusson et al. 2005; DoH, 2015). 

 

The majority of adult mental disorders have childhood antecedents (Royal College of Psychiatrists, 

2010), with half of all disorders beginning by the age of 14 years (Kessler et al, 2007).  Despite 

research showing that childhood onset disorders often persist throughout adolescence and into 

adulthood (Office for National Statistics, 2008; Marmorstein et al, 2010),  it is estimated that up to 

three-quarters of CYP with clinically significant mental health problems do not receive appropriate 

intervention for their needs at an early age (Children’s Society, 2008). With the increased recognition 

of long-term cost implications of mental disorders and the need for early intervention, there has been 

a movement towards ‘parity of esteem’ whereby mental disorders have equal priority to physical 

disorders (DoH, 2014). While encouraging in order to prioiritse funding for treatment services, this 

precludes a need for diagnosis and risks over-medicalisation of normative responses to complex and 

intertwined family, community and socio-economic contexts (Callaghan et al, 2017). Ambiguity on 

what constitutes diagnosis and requires treatment inevitably leads to excessive unnecessary referrals 

to Child and Adolescent Mental Health Services (CAMHS). Consequently there is a need to shift 

towards better education of psychological health for both service providers and CYP to prevent stigma 

when openly discussing mental health and improve recognition of when symptoms require clinical 

intervention in CYP. Furthermore, bolstering positive mental health is important as it impacts upon the 

young person’s quality of life, how they cope with life events and trauma. The impact of positive early 

mental health is felt throughout the life course and can also affect wider family members (St John et 

al, 2005). Hence there is a strong imperative for early intervention to promote emotional wellbeing and 

foster resilience in CYP on moral, social, health and economic grounds (DoH, 2014; Sawyer et al, 

2012). Moreover, this support should be informed by the CYP that it seeks to engage (Tonin, 2007), 

embedding an approach of ‘nothing about us without us’ (Bennett, 2014). 
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2. The national and local landscape for mental health in CYP   

Future in Mind (FiM)– Promoting, protecting and improving our children and young people’s mental 

health and wellbeing (DoH, 2015) set out key proposals to help transform the design and delivery of 

local services for CYP with mental health needs. As highlighted in the FiM report, ‘Need is rising and 

investment and services haven’t kept up. The treatment gap and the funding gap are of course 

linked’. This treatment gap needs to be considered in relation to the overall real-term cut in both local 

authority (LA) and NHS budgets, weighed against the increased investment in mental health services 

ring fenced by the government.  

 

FiM identified five key themes that were thought to be important when considering changing existing 

services for CYP:  

 Promoting resilience, prevention and early intervention  

 Improving access to effective support  

 Care for the most vulnerable  

 Accountability and transparency  

 Developing the workforce 

 

This national document emphasised the need for each LA and Clinical Commissioing Group (CCG) to 

develop Local Transformation Plans (LTPs) that are structured around 10 key proposals that should 

be in place by 2020 and that should be linked to central funding. The 10 proposals are:  

1. To improve understanding around mental health (reduce the stigma of mental health) 

2. Improved access to effective mental health interventions  

3. Development of service models around the needs of CYP and their families  

4. Increased use of evidence based interventions  

5. Making support easier to access  

6. Improved care for CYP in crisis  

7. Improved access to parenting programmes  

8. Improving the “offer” to the most vulnerable children  

9. Improving transparency and accountability to service users and the public  

10. Improved training around mental health and development for those working with CYP 

 

The Institute of Local Governance (ILG) recognised the importance of CYP’s mental health but felt 

more information is needed from the scientific literature and from stakeholders at the level of 

commissioners, service providers and service users in order to better understand which interventions 

in different contexts are best suited for transforming services such that they are better able to meet 

the needs of CYP. This research project has been commissioned by the ILG steering group and the 

following report outlines our findings.  
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3. Aims 

To identify ‘best bet’ interventions to prevent mental health illness and promote mental health in CYP 

aged 12 to 19, and to explore barriers and facilitators to their delivery and implementation. 

 

4. Objectives 

1. To conduct a systematic review of reviews which summarises the current evidence on effective 

interventions to promote mental health and prevent mental disorder in CYP aged 12 to 19. 

 

2. To carry out interviews and focus groups with service users and service providers in order to: 

iii. Understand what CYP want from from pre-clinical services which aim to support their mental 

health and wellbeing. 

iv. Consider the barriers and facilitators to implementing new mental health promotion services 

for CYP. 

 

3. To perform a systems mapping of Local Transformation Plans (LTPs) and to hold co-

production workshops with LTP leads of mental health services in the North East in order to: 

v. gain an understanding of priorities and intentions to change services 

vi. identify areas of potential 'good practice' 

vii. produce a service mapping itemising of all services associated with the LTPs 

viii. discuss strategies for the development, implementation and evaluation of the LTPs 

 

4. To critique the individual interventions from the review of reviews against criteria identified by 

stakeholders as important determinants of acceptability, feasibility and implementation. This 

evidence synthesis identifies potential ‘best bet’ interventions for adoption into service 

delivery. 
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5. Systematic review of reviews 

We aimed to summarise interventions that promote mental health and prevent mental illness in CYP 

aged 12 to 19 years. This approach provides an overview of existing research and allows opportunity 

to compare and contrast the findings of previous reviews. A more detailed protocol can be found 

registered at http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42016033645. 

 
5.1. Objectives 

i. To screen relevant reviews of interventions targeting mental health in CYP aged 12-19 years. 

ii. To summarise and evaluate the evidence across identified reviews according to intervention type, 

target population and outcome. 

 

5.2. Inclusion criteria 

Type of studies included 

Reviews were included that met the PRISMA definition of a systematic review (Moher et al, 2009): 

 a statement of review 

 a documented search strategy of at least one database with search terms stated 

 a pre-specified inclusion and exclusion criteria.  

Reviews which took a systematic approach but presented selective findings were excluded. Reviews 

with broader inclusion criteria to our review were eligible if sufficient individual study data was 

available to determine whether studies met our inclusion criteria. 

 

Type of interventions 

The narrative synthesis compared the overview of findings as presented by the original authors, 

whereas data from individual studies presented within the reviews was extracted for a more detailed 

critique. To be eligible for this more detailed critique, individual studies within the reviews had to be:  

 Randomised and quasi-randomised control trials (RCTs). 

 Primary and secondary interventions to prevent mental disorders and promote mental health. 

o Primary interventions are population-wide approaches to reduce the incidence of diseases or 

disorders i.e. before the onset of disease or disorder (Winnett, 1995; Byrne, 2014). 

o Secondary interventions may be either selective or indicated. Selective interventions target 

individuals who are at-risk of developing mental disorders whereas indicated interventions 

target individuals who are identified as having pre-clinical diagnoses (Byrne, 2014). 

 Interventions delivered via schools, community services, health services or the third sector 

through any modality (e.g. internet, in-person). 

 No restriction on intervention type, delivery agent (e.g. school/third sector or in-person/digital app) 

or length of intervention. 

 

Interventions were not eligible if; 

 CYP between 12-19 years are NOT the recipient of intervention (e.g. targets parents, teachers) 

 No direct emphasis on mental health (e.g. sports club, gym classes). 

http://www.crd.york.ac.uk/PROSPERO/display_record.asp?ID=CRD42016033645
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 Designed to address mental health symptoms after a specific life event (e.g. death of a parent) 

 

Type of outcomes 

 Primary outcome measure of the review related to domain of mental health or mental disorder 

o It was necessary to exclude reviews if primary outcomes was not mental health. For example, 

many substance abuse programmes may indirectly improve mental health but the focus of the 

interventions were to target the risk behaviour and thus findings may not be generalizable to a 

population without substance abuse problem. 

 No restriction on the specific measures used 

o Measures may include changes in mental health diagnoses, episodes of mental disorder and 

changes in mood. Due to international variations in referral pathways, data was not collected 

regarding referral rates to secondary or tertiary services.  

 Outcome data relating to mental health were excluded if not self-reported by CYP 

 

After screening the reviews, the outcome measures were broadly divided into the following domains; 

 Depression 

o Validated scale measure and incidence of diagnoses and/or depressive episodes 

 Anxiety 

o Validated scale measure and incidence of diagnoses and/or anxiety episodes 

 Negative affect 

o Validated scale measures of negative mood, stress and maladaptive thinking 

 Mental health promotion 

o Validated scale measures relating to improvement of mental health, which encompasses 

improving resilience, well-being and/or coping strategies 

 

Type of participants/ population 

 Reviews which included a sample between 12-19 years of age or a mean age of the sample 

between 12-19 years 

Individuals engaged within secondary or tertiary-level mental health or substance abuse 

services and/or interventions targeting the following populations were excluded;  

 Diagnosed mood disorder or engagement with psychological/psychiatric secondary care (e.g. 

depressed, eating disorder, referral to CYP Improving Access to Psychological Therapies (CYP 

IAPT) services)  

 Children with specific disabilities or illness group (e.g. Autistic spectrum disorder, cancer)  

 Unique environmental circumstance (e.g. refugee, war torn/disaster zone, homeless) 

 

Type of comparison group 

Eligible comparator groups were 

 usual care pathways (e.g. general mental health education classes) 

 wait-list groups  
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 alternative interventions with reduced intervention content, reduced intensity (e.g. less frequent 

sessions) or delivered by an alternative modality (e.g. individual/group, telephone/in-person) 

5.3. Individual study assessment 

In the majority of reviews, typically only a small subset of studies met our inclusion criteria. 

Consequently, it was deemed appropriate to extract information from the individual studies from 

across reviews and synthesise data to draw general conclusions based upon outcome domains. An 

overall assessment was made of each individual studies’ efficacy with regards to domains of mental 

health promotion and prevention. This assessment is in a colour coded RAG system; 

 Green indicates clear benefits in intervention group, whether that includes between group 

differences in the intervention between pre- and post-intervention and/or significant differences in 

effect in comparison to the control group 

 Amber indicates equivocal findings whereby there was indication of possible benefit but not clear 

evidence, such as significant findings on one measure of anxiety but not on an alternative 

measure of anxiety or inconsistent patterns across follow-up assessments 

 Red indicates no indication of effectiveness of the intervention 

 

5.4. Results 

The search identified 5,180 abstracts which were screened for relevance. Of these, 575 reports were 

obtained for full paper screening and 21 reviews met our eligibility criteria (see Figure 1).  

 

Figure 1. PRISMA flow diagram of study selection process 
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The results of the review are described more fully in Appendix 1 but this section is aimed to give a 

brief overview of the core findings. Across the 21 reviews, 71 papers describing 65 unique trials met 

our inclusion criteria. Interventions from the eligible reviews could be broadly divided into (i) 

psychological/educational (e.g. cognitive-behavioural therapy, inter-personal therapy), (ii) 

online/digital (e.g. online delivered courses, self-monitoring apps), and (iii) relaxation-based 

(e.g. mindfulness, yoga, pilates). Table 1 provides an overview of the number of studies reporting 

evidence on each of the outcomes and the proportion of studies that reported the intervention as 

effective within that total number of studies. 

 

Table 1. Overview of number of studies reporting evidence for mental health outcomes  

 

Outcome 

 

Level of 

effectiveness 

Intervention type 

Psycho-Educational Online Relaxation 

(all universal) Universal Indicated Universal Indicated 

 

Depression 

Effective 4/22 6/12 2/5 3/4 2/4 

Unclear 4/22 2/12 3/5   

Ineffective 14/22 4/12  1/4 2/4 

 

Anxiety 

Effective 5/11 4/5   5/5 

Unclear 3/11  2/2   

Ineffective 3/11 1/5    

Mental 

health 

promotion 

Effective  1/1 1/2 3/4 4/7 

Unclear   1/2 1/4 2/7 

Ineffective     1/7 

Negative 

affect 

Effective     4/7 

Unclear      

Ineffective     3/7 

Black indicates no studies.  
Ratios represent proportion of total number of studies that provide evidence of particular outcome 
 

 

 Psychological/ Educational interventions 

Universal 

Universal psychological interventions do not appear to be effective in preventing depressive 

symptoms. Of the few that did demonstrate effectiveness, effects were not consistent at follow up in 

the higher quality studies and the remaining studies were limited by low retention rates, small sample 

sizes and potential bias from drop-outs.  With regards to anxiety, there are more encouraging findings 

but as yet there is not definitive evidence as those studies that showed effectiveness were limited by 

lack of follow up assessments and small sample sizes. It was surprising that not more evidence was 

available on universal programs that are targeting mental health promotion or negative affect. 

However sub-group analyses did show more substantial benefits in those CYP with elevated 

symptoms before taking part in the interventions. 
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Indicated 

The evidence suggests that indicated psychological interventions were more effective than universal 

interventions. While the studies varied in quality, a number of high quality studies robustly 

demonstrated benefits on depressive and anxiety symptoms. The evidence is currently too limited in 

indicated interventions targeting mental health promotion to make a conclusion on their use.  

 

 Relaxation-based interventions 

All relaxation-based interventions found were universal. While studies were limited by methodological 

issues relating to a lack of appropriate comparison group, there was consistent evidence that 

relaxation-based therapies are beneficial in mental health promotion and reducing anxiety symptoms. 

A small number of high quality studies showed benefits for preventing depressive symptoms. With 

regards to negative affect the evidence was mixed and the insufficient reporting from the review 

authors prevents being able to appropriately evaluate the reliability of their findings. 

 

 Online/digital interventions 

Universal 

Evidence is limited regarding the use of universal online interventions with regards to mental health 

promotion and mental disorder prevention. However, the evidence does suggest that universal  

interventions are effective in reducing anxiety and depression symptoms in those who are prepared to 

adhere to the intervention and who are experiencing elevated symptoms already. The benefits of 

these interventions is that they can be delivered by teachers as part of health curriculum, and this 

delivery encourages stronger participant adherence. 

 

Indicated 

Indicated online interventions appear effective in reducing depressive symptoms, encouraging mental 

health promotion and reduce outcomes relating to negative affect. Findings were generally positive 

but where there were equivocal findings, this was often due to the comparison group receiving similar 

interventions. More work is needed to examine the potential placebo effects of receiving any 

intervention after being identified as having elevated symptoms as the process of seeking help in the 

first step may be an important first step in coping.  



18 

 

6. Systems mapping  

6.1 Methods for the systems mapping  

Step 1: Initial scope  

An initial scoping analysis consisted of a review of all CYP’s mental health Local Transformation 

Plans (LTPs) for each of the CCGs in the North East. In this initial stage, data was extracted by two 

independent researchers around the following questions:  

1. How common were mental disorders in CYP in the North East?  

2. What were the key priorities of service transformation?  

3. What did CYP say about their mental health and what they wanted from services?  

 

Step 2: An appreciative enquiry 

LTPs were reviewed using an appreciative inquiry approach by EH. This approach is based on the 

idea that identifying and valuing what is best in a system can lead to improved adoption of good 

practice (http://www.new-paradigm.co.uk/Appreciative.htm). What is considered ‘good’ would be 

further explored with the LTP teams in subsequent co-production workshops. Reports were read 

thoroughly and data extracted using a data extraction form developed by the team (Table 2).  

     

Table 2. Data extraction form categories 

Service name (including source of data, i.e. citation of report) 

Description of service (target users including age ranges; tier level; mental health need; start 

and end dates including previous incarnations) 

Service provider/s 

Service commissioner/s 

Health organisations involved (CCGs, public health, Trusts, etc) 

Other sectors involved (Police, Third sector, Education, Leisure, etc) 

Geography covered (including crossover with other Local Authorities) 

Self-identified areas of success 

Self-identified areas of need for improvement 

Barriers/Enablers 

 

Step 3: Mapping of services 

We created an initial list of services in the North East that would act as a framework for the analysis 

during the stakeholder consultation process in the co-production workshops. We focused on services 

that met the same inclusion criteria as that detailed in the systematic review (section 5.2).  

 

Step 4: Next steps identified in the LTPs 

As part of the data extraction process, RL and EH also extracted data from the LTPs about the 

proposed next steps. We used these data in our comparison of findings from the systems mapping 

and evidence review, in order provide LTP teams with evidence informed recommendations. 
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6.2. Findings from the systems mapping 

We identified all nine LTPs from the North East. Joint reports were produced by: Newcastle and 

Gateshead; Stockton-on-Tees and Hartlepool; and Middlesbrough and Redcar and Cleveland. There 

was considerable variation in how much each team had developed their plan. However, certain 

similarities were identified. Appendix 2 shows potential areas of good practice identified in the LTPs. 

As per our methods, good practice would be determined in collaboration with the LTP teams. 

 

6.2.1. Step 1 - Initial scoping  

Scale of the problem  

To illustrate prevalence rates, all LTPs cited national projected estimates of childhood mental 

disorders, based on historic data.  As highlighted by the National Child and Maternal Health 

Intelligence Network, there are relatively few data about prevalence rates for mental disorders in pre-

school age children (http://fingertips.phe.org.uk/profile-group/child-health/profile/cypmh). Population 

estimates about the prevalence of mental disorders in children aged 2-5 years are based on a 

literature review of four studies looking at 1,021 children aged 2 to 5 years inclusive, which found that 

the average prevalence rate of any mental disorder was 19.6% (Egger and Angold 2006). Prevalence 

estimates for mental disorders in children aged 5 to 16 years have been estimated based on cross 

sectional, national data over a decade old (Green, McGinnity et al. 2004) which showed that 9.8% of 

all children in the UK between 5 and 16 years had a mental disorder.  

 

The only local data cited highlighted the higher than national average rates of self-harm in CYP in 

those localities. Self-harm is the most common reason for admission to hospital for those aged 15-24 

years in Darlington. Rates of self-harm admissions are increasing in certain areas. Data from 

Sunderland showed a 13% increase in rates of admissions for self-harm in CYP from 2007 to 2013. 

Northumberland compared its local rates of emergency admission for self-harm to nationally and 

regional data, showing Northumberland and the North East’s rates were higher than any other part of 

the country (Figure 2) which are unlikely to be explained by differential admission policy.  

 

Data on service user perspectives  were also used to paint a picture of the state of mental health and 

mental disorders in the North East localities. As part of a local study in one area of the North East 

(SIPS Jr High), CYP aged 14-15 years from across 7 schools were surveyed to assess the mental 

health and substance use behaviour of these CYP. While there may have been validation issues from 

using an adult cut off score, local data derived from this survey suggests that 342/1123 (30.5%) of 

CYP screened positive for “low mood” using the Warwick Edinburgh Mental Wellbeing Scale 

(Newbury-Birch et al, 2014). To our knowledge there is no regional validated dataset to accurately 

estimate the prevalence rates of mental disorders across the region nor the potential unmet need of 

children in the region. The last UK epidemiological study on the topic, which was produced over 10 

years ago, estimated that less than 25% of CYP thought to be ‘in need’ (defined by the mental health 

screening tools) actually accessed support (Wolpert et al, 2014). 
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Figure 2. Emergency admission rates for self-harm (taken from Northumberland LTP – p.13) 

  

 

Key priorities  

The reports were in general based around the five FiM themes: Promoting resilience, prevention and 

early intervention; improving access to effective support; care for the most vulnerable; accountability 

and transparency; and developing the workforce. However, the key priorities in the areas were 

weighted in different ways. There was an increasing focus on prevention of mental health disorders 

and the promotion of resilience. For example, Northumberland responded to their gap analysis, which 

found “that there were significant resources invested in CYP services, particularly in the more 

specialist services, and fewer resources invested in universal and preventative services.” This 

emphasis on prevention was mirrored in other areas, but not all.  

 

Other key priorities in FiM were cited, including  the adoption of a “whole systems approach” by local 

areas. This was defined as “health organisations, local councils, schools, youth justice and the 

voluntary sector working together with children, young people and their families.” Several plans 

emphasised the need to improve access to care based upon “best available evidence”. In most cases 

this meant improved access to evidence based interventions via the IAPT service roll out. However 

less emphasis was given to the non-clinical levels of support that focused upon prevention. 

 

What CYP said 

Each of the LTPs highlighted the thoughts of CYP both nationally and locally. From the national 

consultation with the FiM user group, CYP highlighted that they wanted:  

 Choice about where to get advice and support  

 To have the opportunity to shape the services they receive  

 To only tell their story once  

 Flexibility in service  

 To have planned appointments that fit the young person’s life  
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 Education to tackle discrimination  

 Staff training for external organisations regarding CAMHS  

 Peer Support 

 Link person(s) in schools  

 

Locally there have been reports commissioned that gathered the views of CYP in the North East. 

These include a report by the North Tyneside Young Person’s Health and Well-being reference group 

which gathered the views of 126 CYP across 12 secondary schools in the area. Other areas used 

qualitative focus groups but the exact methodology used in terms of sampling frameworks and 

analysis plans were not described. Below are some of the themes our team drew out from this work. 

 

i. Mental health is important but not acknowledged  

Across the reports CYP felt that “mental health, stress and emotions” (Northumberland TP), were 

important areas in their lives that was not spoken about openly. Mental health was considered a 

“taboo subject” or a “no go area” (North Tyneside) in some schools. Others felt that schools did not 

fully acknowledge mental health issues and thought of them as a normal part of being a teenager: 

“The school’s idea of mental illness is exam stress.” “Teachers are stereotypical. They either think it 

isn’t (a) mental health problem and (it’s) just because you are a teenager, or presume your on 

drugs.”(North Tyneside) 

 

ii. Where do I go for help?  

In total, 42% of the 126 CYP surveyed by the North Tyneside Young people’s reference group said 

they would not know where to go to access help for mental health needs. This was in contrast to 72% 

of CYP sampled in Northumberland (online survey of 217 CYP across the county). Some CYP felt 

that it was difficult to access help through their GP as GP services were considered not accessible 

(North Tyneside) or there was a worry of seeing people that they knew in the GP practice 

(Northumberland). CYP felt that in many ways they “just need to talk to someone; however, the 

thought of having to be referred to a service can make them reluctant to take that first step” (South 

Tyneside). CYP in Darlington and Middlesbrough felt that peer support was specifically important.  

Again in Northumberland, CYP mentioned accessing trusted adults and the voluntary sector for 

support.  

 

iii. We need access to services before a crisis  

Having prompt access to help was important (Sunderland, Hartlepool and Stockton). CYP felt that 

they often did not get help until they were at a crisis point (Darlington and Northumberland).  

 

iv. My service should meet my needs  

CYP in Middlesbrough in a similar vein to the national consultation felt that services needed to meet 

their needs “at a time and in a location that suited them. This included within the home, school and 

community.” CYP in Northumberland wanted to have a say in what these services looked like, and be 
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involved in “co-producing” interventions. CYP felt that professionals at times were unaware of the 

realities of CYPs’ lives and the social circumstances.  

 

6.2.2. Step 2 - Appreciative inquiry 

Examples of good practice were extracted as part of the appreciative inquiry (see Appendix 2 - NB 

The current table reflects LTP teams’ input from the co-production workshops wherein what 

constitutes 'good practice' was better defined). We identified areas of shared practice and pockets of 

innovation. We grouped the Table by the emergent themes, which are detailed below: 1) Systems 

approaches; 2) How the LTPs were developed; 3) Evidence informed approaches; 4) Equity issues; 

5) Future engagement with stakeholders; 6) Governance and implementation.  

 

Systems approaches 

Systems approaches for the purposes of this review are those that considered the wider health 

system as related to mental health of CYP, and how the various facets of that system relate and 

function. Many of the CCGs (7/9 LTPs) said they were going to adopt a whole systems approach, of 

which the THRIVE model was the main approach adopted (6/9 LTPs). Areas of shared good practice 

we identified include for example, most LTPs proposed to undertake a co-production model with their 

respective local stakeholders (however, co-production with researchers was not cited). Areas of 

innovation include joint commissioning, workforce development strategy and ensuring the LTP aligns 

with the Health and Wellbeing Board Strategy and CCG strategy. 

 

How the LTPs were developed 

In developing the LTPs, tools were used such as Health Needs Assessments and a school survey, 

and consultation with stakeholders. We found that LTPs that set out clear vision and aims, were then 

better able to relate their transformation action plans to 'next steps'.  In terms of consulting with 

stakeholders during the development of the LTPs, this was done via a range of means, via a CCG 

patient testing panel, young persons’ participation strategy, youth council and a Question Time panel. 

Areas of innovation include applying tools such as Mental Health Needs Assessments, the CAMHS 

Transformational self-assessment tool, and benchmarking against FiM.  

 

Evidence informed approaches 

Most reports stated an aim to have their service reconfigurations informed by evidence; however, 

there was wide variation in detail of how to do this, with few practical steps as to how this would be 

carried out were offered. A couple of LTP teams proposed to collect data for outcome monitoring. 

Where evidence was referenced in terms of supporting a proposed initiative, no citations to research 

were found; this was explored further in the co-production activities in Stage 2 of this work stream. 

 

Equity issues 

Most reports discussed health inequalities, but to a wide variation in degrees, with a few dedicating 

sections or main aims to the issue including diverse communities; however, beyond engaging with 
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such groups, few practical approaches have been provided. Some aimed to achieve 'parity of esteem' 

with regards to mental health being treated with equal importance as physical health. An area of 

innovation includes applying tools such as an Equality Impact Assessment. 

 

Future engagement with stakeholders 

This area was less robust than others, though all plans intended to engage with stakeholders 

somehow. Areas of good practice include a Young Persons Participation Strategy Communication 

plan, engaging with HealthWatch and a Youth Council, and taking a patient/people centred approach. 

 

Governance and implementation of the LTPs 

Most LTPs had clear governance structures in place and proposed some form of an implementation 

group to put the LTP into action. Areas of good practice include an early intervention strategy working 

group and operational groups to coordinate engagement with CYP. 

 

6.2.3 Step 3 - Service mapping 

Organisation of LTPs 

The analytical framework of the service mapping is presented in Appendix 2. LTPs varied in the way 

they organised the services they currently offer or intend to offer now in light of the FiM policy. Some 

organised them by the Tier system, some used the themes identified in FiM, and others did so by the 

THRIVE model. The THRIVE model (Wolpert et al, 2014) attempts to reconceptualise CYP's mental 

health service away from a Tiered model of care to four clusters (or groupings) for CYP with mental 

health issues and their families. The authors of the Thrive model think this may offer increased 

flexibility and emphasise a variety of prevention and promotion initiatives in the community. Adoption 

of a model of care "without tiers" was a key FiM recommendation. There has been no large scale 

robust evaluation of the THRIVE model compared to the Tiered model of CAMHS care. The 4 

categoriesof the THRIVE model, presented in Figure 3, are those CYP who are; 

1.     Coping 

2.     Getting help 

3.     Getting more help 

4.     Getting risk support                                  

 

CYP in the "coping" group may have minimal mental health needs and would include CYP "adjusting 

to life circumstances, with mild or temporary difficulties, where the best intervention is within the 

community with the possible addition of self-support". Such interventions could be offered via a 

universal platform; with a focus on prevention of mental disorders and promotion of positive mental 

health. "Getting Help" would be CYP "who would benefit from focussed, evidence-based treatment, 

with clear aims, and criteria for assessing whether aims have been achieved." Those in the "Getting 

More Help" category would be CYP who need more intensive, long-term interventions. Finally, CYP in 

the "Getting risk support" group would be those where the aim of services is risk reduction rather than 

cure. 
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 Figure 3. The THRIVE Model  

 

We organised the service mapping around the THRIVE model themes of Coping; Getting Help; 

Getting more help (See Appendix 3), however we did not include any services from the Getting risk 

support given our inclusion criteria (See 5.2).  We also included a section on Integration across 

universal, targeted and specialist services, to analyse how the services function within the wider 

system of services. We indicate the level of development for each service, indicated by the key at the 

end of the Appendix 3 (*C=currently offered; T=currently offered and undergoing transformation; 

P=new and planned; I=being implemented; R=under review). For some services, the LTP provided 

very limited information making it difficult to determine where in the THRIVE model the service fit. We 

have listed these at the bottom under the header ‘unclear’. 

 

6.2.4 Step 4 - Next steps identified in the LTPs 

Core to the LTPs was a reconceptualization of the model of care offered to CYP across the region to 

enhance their mental health. In all the plans there was an emphasis on prevention of mental health 

problems, the promotion of psychological resilience, early support for families and CYP and early 

intervention where needed. The THRIVE model of care was discussed for implementation in 

Hartlepool and Stockton, Sunderland, North Tyneside, South Tyneside, Newcastle and Gateshead, 

and Northumberland. The reports from Darlington and Durham said that the THRIVE model would be 

considered in the longer term.  

  

In Darlington a “ whole system approach” to improvement was said to be adopted. This was 

conceptualised as “health organisations, local councils, schools, youth justice and the voluntary sector 

working together, with children, young people and their families.” This redesign of services in 

Darlington was to be co-produced with CYP. Similar key themes identified within the LTPs were the 

need to enhance access to services. Integral to this was integration of current services with the 

expanding CYP IAPT.   
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School based interventions were prominent in several localities. One of the most advanced school 

mental health programmes was presented in the South Tees LTP. In the first phase of the BOND 

(Better Outcomes, New Delivery) programme, schools developed a shared needs assessment based 

on a school survey. The second stage of the programme building on the work of BOND was to 

improve the emotional resilience offer for 10-14 year olds in Middlesbrough through interventions in 

school, the community, at home and through digital media. This programme is current being 

evaluated through the National Lottery HeadStart evaluation.  Other areas of school based work 

included School based mindfulness programmes in Hartlepool and Stockton; enhanced school 

nursing services and peer support in South Tyneside and enhanced access to mental health services 

through links in schools in Durham and North Tyneside. Early intervention and mental health 

promotion through an increase in the capacity of primary mental health workers was the cornerstone 

of other service reconfiguration programmes. Several localities had additional resources to implement 

change. For example, in Newcastle and Gateshead the “Expanding minds, improving lives project” 

was set up to drive forward change and increase consultation. As discussed, Middlesbrough LA had 

accessed funding through the Big Lottery HeadStart programme. 

  

6.3. Workshops with LTP teams 

6.3.1. Methods 

Each of the nine LTP teams were invited to one 2-hour workshop to discuss the findings of the 

systematic review of reviews and systems mapping for their respective areas, facilitated by EH. The 

approach adopted a co-production model, whereby knowledge on how ‘good practice’ is determined 

and strategies for implementation were co-created between the research team and the LTP teams.  

 

The Executive Summary of earlier work streams were used as a focal point for discussions; which 

included preliminary findings from the systematic review of reviews and the map of service provision 

for mental health promotion services for CYP aged 12-19 years within the North East, as represented 

in Appendices 2 and 3, and preliminary recommendations on how LTP teams can best adopt the 

evidence in their implementation of the LTPs.   

  

In the workshops, we considered the project’s research findings and the LTP teams’ expertise to 

determine how best to deliver evidence-informed interventions so they are relevant, acceptable and 

feasible. Discussions were facilitated with questions relating to barriers and facilitators to the 

development, implementation and evaluation of the LTPs, including the refresh submission in October 

2016. Recommendations were made based on consideration of how the LTPs, including FiM and the 

Five year Forward View for mental health, can best be implemented into practice. 

 

6.3.2. Findings  

Recruitment and engagement 

Workshops were carried out with six of the nine LTP teams (Darlington n=2, Hartlepool/Stockton n=5, 

Durham n=7, North Tyneside n=11, South Tees n=3, South Tyneside n=9) and one-to-one interviews 



26 

 

took place with the LTP lead author in two local authorities (Newcastle/Gateshead and Sunderland). 

Interviews took place due to not being able to organise a suitable time for the workshops. Only one 

North East LTP team did not take part in a workshop or interview (Northumberland). Most workshops 

comprised staff from the CCGs and the LAs, with a couple involving CCG staff only. In these groups, 

it was reported that working across CCGs and LAs still posed a challenge. 

 

Efforts were made to communicate to LTP teams that the purpose of the workshops was to serve as a 

learning experience rather than an external assessment of their progress. It is likely, in addition to the 

strict reporting required by NHS England, the report by the Education Policy Institute (Frith 2016), 

which ranks each LTP team’s progress as green, amber or red, intensified some of the team’s focus 

on progress and assessment rather than learning and developing. This could be due to a disconnect 

between wider rhetoric which emphasises learning and development and the reality with its emphasis 

on delivery and achieving targets. 

 

Findings from the systems mapping review of the LTPs (Appendices 2 and 3) were seen by some 

teams as a useful tool for having “frank discussions” with each other about what they were doing well 

and areas where they might improve. They were considered useful in that they reflected how their 

plans might be viewed by someone outside their team, and could help to inform the presentation of 

their future annual refresh submissions. For example, many teams felt the Tables did not accurately 

reflect their work and consequently recognised the need to better highlight the work they had been 

undertaking. All teams were given the chance to update these tables based on their current activity, 

regardless of what was included in their LTP, given some activities were not included in LTP as they 

are ‘a given’ (e.g. partnership working), part of “core services” or lay in other strategy documents that 

were not reviewed as part of the systems mapping. Finally, it was proffered by some teams that this 

study’s final report and dissemination event could provide a ‘case for support’ to NHS England for 

increased resources for teams to implement their LTPs. 

 

Capacity of LTP teams 

It is possible the larger LTP teams were better able to build momentum and set up working groups to 

work on specific actions. For example, being able to take action on the preventative mental health 

agenda of FiM relies heavily on the relationships LTP teams have with their local schools. As schools 

generally operate independently with no public health mandate, and given the heterogeneity of 

schools now with the Government’s recent support of for academy schools, LTP teams have no 

‘levers’ with which to engage schools in the LTPs. As a result, LTP teams must instead build 

relationships with schools via voluntary and community organisations (e.g. Young Minds) which 

requires a capacity many do not have. Although one team did have a dedicated staff liaison with 

schools which helped achieve sufficient buy-in from schools. Furthermore, much of staff workloads 

are not 100% dedicated to the LTPs, which is perceived as a “consuming task”, but have other 

projects competing for priority, for example Sustainability and Transformation Plans, though these 

were barely mentioned. 
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Top down reporting process 

The initial submission of the LTP was under a tight turnaround time, with the guidance being provided 

3 months (Aug 2015) (NHS England 2015a) in advance of the submission deadline (Oct 2015) (NHS 

England 2015b). NHS England’s reporting process has been perceived as a barrier, focusing on 

annual refreshes which take a lot of time and energy but are not helpful given that NHS England has 

offered minimal guidance on how to do the reporting. The Education Policy Institute, commissioned by 

a range of national stakeholders, produced a report which ranked all the LTPs in what was perceived 

as a “naming and shaming” exercise, which created stress and concern amongst some LTP teams, 

possibly dampening some of the positive energy going forward, given CYP’s mental health is a topic 

about which many LTP team members felt very passionate. Conversely, the exercise of reporting was 

also perceived as a force to help keep the teams to a deadline, which helped to drive progress and 

keep teams on track with the five-year agenda. However, on the whole, NHS England’s approach is 

perceived as a 'command and control' one that is not empowering to staff.  

 

Limited and undedicated funding 

NHS England decided not to ring fence the CYP’s mental health funding which instead went into the 

CCG baseline funding. LAs’ mental health budgets have been tightened to allow for very limited if any 

activity, and funds have been diverted elsewhere within the LAs. Respondents claimed LAs are 

having to be “very creative” with what funding they do have. While underfunding is not welcome, it 

was reported that tighter budgets do mean that smaller teams’ roles and responsibilities become 

clearer and “no one can say it’s not my job” anymore. However, overall, the perception was that the 

enormity of the task of transformation, and lack of sufficient funding and capacity, makes it difficult for 

staff to focus, and there is a tendency to drift back to ‘business as usual’ as the default position, 

focusing on CAMHS services and “urgent cases” and “core business”, rather than adopt a whole 

systems approach focusing on prevention. Nonetheless, some LTPs have specific working groups 

focusing on early intervention and prevention, following the Thrive Model’s four areas (Coping, 

Getting Help, Getting Risk Support and Getting More Help; NHS England 2015). The role of the LAs 

is questioned now that they do not have a dedicated mental health budget, and there is “nothing 

driving prevention” despite interest, prioritisation and efforts to do so. There was therefore a 

dichotomy between national rhetoric around CYP’s mental health being a priority and the reality of 

lack of dedicated funding to deliver transformation.  

 

Evidence informed commissioning 

Few LTPs appeared to prioritise evaluation of evidence-informed services. It was reported that there 

is wider issue in terms of a lack of availability of quality local data that makes evaluation a challenge, 

but this also seemed due to competing priorities given capacity issues discussed above. NHS 

England’s reporting process requires CAMHS data, and without any further data for example on 

patient experience or from LAs, this may perpetuate a clinical focus on outcomes. Some teams did 

not know exactly which services were being delivered by their providers, whereas some had very 

clear knowledge of the specific evidence-informed interventions provided in their respective areas. 
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For those teams that were not aware of the interventions offered, a common explanation given was 

that long-term contracts with providers, often very large and delivering a high number of services, are 

inherited by commissioners and do not allow for changes to the contract until the contract expires. 

Lack of sufficient funding leads to some teams to commission ‘train the trainer’ models, such that 

effectively expert training is only required once. However, whether these approaches are evidence-

informed is unclear. Similarly, one area trained year 5 pupils as mental health champions who then 

train younger pupils on issues such as ‘e-safety’ (safely engaging with the internet and social media), 

which aimed to embed sustainability and promote an ongoing positive culture within schools 

 

Adopting a whole systems approach 

With respect to adopting a whole systems approach as set out in FiM, LTP teams reported feeling that 

the mental health systems for CYP were ‘confused’, and there is a challenge to ‘join up the dots’ at 

the strategic level. It was also reported that, despite the Thrive Model set out in FiM focusing on 

prevention and getting people care in the community when it is needed, the Tiered model of thinking 

about services is still being used within CAMHS. Criticisms of the Thrive model were that it does not 

conceptualise well enough the focus on prevention and need for care in the community, but rather 

reframes the Tiers in a circle rather than a pyramid. 

 

There was a feeling that there is a need for a ‘cultural shift’ in the need to improve joint working. A 

team may feel they have a shared definition of a whole systems approach (see criterion in Appendix 

2), but in the workshop discussions there was confusion over how this worked in practice. For 

example, the use of a single point of access requires ‘one door’ (virtual or physical), but it is not clear 

who is responsible for leading and coordinating it. Furthermore, multiagency working is “not possible” 

with reduced resources and capacity. Importantly, there is a constant “churn” of staff with the “flux and 

change” due to continued funding cuts, in some cases leading to different team members 

implementing the plan to those who authored the plans. 

 

6.3.3. Discussion 

The imbalance in funding between CCGs and LAs has implications for the delivery of the preventative 

and community focus of FiM, whereby the focus remains on treatment rather than prevention of 

mental disorders. In terms of the implementation of FiM, guidance has been provided to CCGs but 

there is no guidance as yet for local authorities and schools. Given the aim of the PROMOTE: NE 

project focuses on prevention of mental disorder and promotion of mental health, the following 

recommendations are made: 

 There is a clear role for NHS England’s Northern England Clinical Network (www.necn.nhs.uk) to 

help LTP teams better align their actions around the FiM policy. The Network provides systems 

support by working in partnership with those who use, provide and commission health services to 

make improvements in outcomes and reduce variation across the region. 

 There is also a clear role for local organisations, such as Fuse the Centre for Translational 

Research in Public Health, in particular its AskFuse service (http://www.fuse.ac.uk/askfuse), and 

http://www.fuse.ac.uk/askfuse
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PHE’s local team, to advise on getting evidence into practice and, where funding allows, conduct 

evaluation and research in partnership with LTP teams. 

 More flexibility is needed in the commissioning of services to meet urgent and emerging mental 

health issues (e.g. rise of self-harm). In particular if the provider is primarily a clinical provider 

(e.g. TEWV), this provider should be flexible and provide infrastructure to support public mental 

health efforts. 

 Development support to encourage and embed whole systems working might be provided, e.g. 

short courses of the type DH and the LGA have run for Health and Wellbeing Boards and other 

partnership initiatives. 

 If not already being undertaken, align LTP work with local New Care Models (e.g. Primary and 

Acute Care systems), Vanguard projects and Sustainability and Transformation Plan teams, in 

particular those working on the second of the ‘triple aim’, the experience of care, relating to fewer 

unplanned return visits to the emergency department for a mental health condition. 
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7. Qualitative research with stakeholders  

7.1. Methods 

Data collection and Recruitment 

Semi-structured, face-to-face interviews and focus groups were used to collect data. Two stakeholder 

groups were recruited: (i) service providers, which encompass school staff (e.g. teachers, guidance 

counsellors), health and social care, and community/third sector services, and (ii) CYP aged 12-19. 

For service providers a purposive sample was recruited to ensure maximum variation based on  (i) 

professional role, (ii) locality, (iii) employer/sector, and (iv) mental health training. For CYP, attempts 

were made to ensure variation in terms of age, gender, socioeconomic status, and level of mental 

wellbeing. Appendix 4 provides an overview of the participants recruited.  

 

Focus groups and one to one interviews were carried out with CYP. One-to-one interviews were 

conducted with CYP who specifically identify themselves as experiencing/having experienced a 

mental health disorder to allow the CYP the opportunity to discuss potentially more personal themes. 

One-to-one interviews were conducted with service providers to allow us to see as many 

professionals as possible and explore potentially personal accounts of their contact with CYP with 

mental health difficulties. Interviews and focus groups aimed to explore what participants: 

 see as the main issues relating to CYP and mental health. 

 think of some of the existing preventative and treatment services in regards to relevance, 

accessibility and effectiveness. 

 think could be done to improve services in regards to improving access, awareness and 

relevance. 

 

CYP were given a gift voucher as an honorarium for their time. Interviews and focus groups were 

audio-recorded, transcribed verbatim, and anonymised for analysis. Transcripts were analysed 

thematically. We used the BEHAVE behaviour change framework (Jimerson et al, 2004), to group 

themes that consider: 

 

 Who: what are the thoughts of CYP and professionals around who is susceptible to mental health 

disorders or a lack of mental health promotion?  

 Barriers and facilitators: the barriers and facilitators to accessing and engaging with support 

and the barriers and facilitators existing within services, institutions, and organizations. 

 Solutions: possible solutions to overcoming barriers and increasing access and engagement with 

available support 

 

A sample quotation is provided to demonstrate each theme but further evidence is presented in 

Appendix 5 Qualitative evidence boxes. 
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7.2. Thematic findings 

7.2.1. Who: what are the thoughts of CYP and professionals around who is susceptible 
to mental health disorders or a lack of mental health promotion?  

 

Risk factors and specific triggers 

There were a number of interrelated risk factors associated with CYP’s mental health needs. A 

considerable number of these were associated with the socio-cultural and environmental context of 

CYP’s lives. Socio-economic deprivation and poverty, problematic family life, and being either a 

looked after child (LAC) or young carer emerged as prominent factors that respondants thought 

related to young peple’s mental health issues. Difficult family circumstances were also discussed as a 

key issue and included financial stress, parental substance misuse, the mental health/behavioural 

problems of parents, and also being a young carer (see Box 1. Risk Factors). Living in poverty or 

within difficult family circumstances was perceived as impacting on CYP’s ability to develop resilience: 

 

But I feel now there are a lot more young people who, in the face of adversity, just really 

don’t have the resilience and coping strategies to fall back on. They’ve had no foundation 

to build on, and then they really struggle with a lot of different things … it’s quite sad that 

there’s some children, actually managing stress and anxiety that are caused by 

environmental factors and family lifestyle and stuff like that. You think it just shouldn’t 

happen, should it? SERVPROV_INT5, Young Carers Worker 

 

Service providers discussed a number of associated risk factors such as self-neglect and parental 

neglect, social isolation, substance misuse, lack of structure, negative peer influence, lack of positive 

role models, and a lack of interest in education or lack of ambition. CYP themselves recognised the 

influence of external factors that increased the likelihood of developing or perpetuating existing 

problems with their mental health including; poverty and socioeconomic deprivation, alcohol use, and 

the school environment. 

 

Beyond the risk factors described above, specific triggers were associated with the potential 

development of mental disorders in CYP. Some were common triggers relating to the transition to 

adulthood such as academic stress and fear of the future, as well as issues of bullying (see Box 2. 

Specific triggers: Academic Stress and Bullying). Additional triggers for mental health difficulties 

were family and relationship stress including domestic violence, sexual health and relationship 

difficulties (Box 3. Specific Triggers – Family and Relationship Contexts, Abuse, and Trauma). 

CYP provided further insight into how the specific triggers relating to adacemic stress (and its links to 

familial relationships) manifested and perpetuated negative thought processes:  

 

"You know I said about my emotions, I’m actually a perfectionist and I put a lot of pressure on 

myself to do well. If I don’t do well that’s when I break down. It’s like obviously, I don’t want to 
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let the family down. They say I don’t and I should listen to that more [...] but for me I don’t 

want to be a disappointment to them. " YP_FG1 (Female, aged 16) 

 

Type of mental health problems or behaviour experienced by CYP 

There was an awareness of the different manifestations of mental disorders experienced by CYP, and 

their potential links with risk behaviours such as self-harm and alcohol abuse. Issues of confidence 

and esteem, depression, anxiety and self-harm appeared to be particularly common, with self-harm 

perceived to be on the rise (see Box 4. Types of mental health problems): 

 

"I think it doesn’t mainly affect young people but it’s funny how it can- again, mental health 

issues can affect anyone with things like schizophrenia, depression, anxiety. There’s like 

social disorders and things like that." YP_INT1 (Male, aged 17)         

          

When asked about the best time to intervene to prevent mental disorder, both CYP and many 

teachers felt that secondary school was too late and that working with CYP in primary schools 

would have a greater likelihood of preventing the onset of problems. Primary school was also thought 

to be a better time to intervene as class sizes are generally smaller and mental health promotion 

would be easier to fit within a curriculum. 

                                                                                                                                  

7.2.2. Barriers and facilitators: the barriers and facilitators to accessing and engaging 

with support and the barriers and facilitators existing within services, institutions, and 

organizations. 

 

Stigmatizing culture 

Despite awareness of the different manifestations of mental disorder, a pervasive barrier for CYP 

receiving appropriate support was that there remains negative stereotypes around mental health (Box 

5. Stigma). CYP described mental health as taboo; they were fearful that others, principally their 

peers, would make fun of them if they knew of their mental health difficulties. These fears of being 

‘discovered’ (as having mental health difficulties) were a deterrent to being open about personal 

experience and demystifying stereotypes:                                                                                                                                                                                                                      

                                                                                                                                                                                                                         

“It’s like forbidden to talk about, a taboo subject […] Like some people might think, “Oh, they’ll 

get over it” or something like that, that it’s just a little thing, but for that person they could be 

really suffering and that little bit of help might actually make them feel much better.” YP_FG2 

(Female, aged 17)                 

                                   

Service providers and CYP agree that the issues of stigma were most prominent among males in that 

they were less likely to engage in discussions around their mental health, and it was believed this was 

partly due to a lack of appropriate role models for males to relate to: 
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"There are always female celebrities who are coming out saying that they’ve had mental 

health issues, but I feel like there are a lot of male celebrities who have the same issues but 

they don’t want to say anything because they worry that the news outlets and other people 

will just make fun of them for it."  YP_INT1 (Male, aged 17)                                                                           

 

CYP highlighted that social media was often used as a platform for abuse around mental health. 

Ultimately this culture of stigma towards CYP experiencing problems will impact whether a young 

person is likely to disclose any problems and subsequently engage with services: 

 

"You don’t want everybody to know. Because if you tell everybody you’ve got mental health 

issues everybody might just put it on Instagram or Facebook then you’re a target then. If you 

come into college the next day, you’ll get bullied and you’d get kicked-in as well. That’s why 

you never tell anybody." YP_FG1 (Female, aged 19) 

 

Teachers within one school talked about how schools had had funding for mental health support 

drastically cut as the headmaster felt it was not the best use of available funds. This led to more 

limited pastoral care support and the removal of a school nurse. Staff from other schools similarly 

mentioned how changes in the referral system for the school nurse had meant less available 

appointments. The impact of this was that CYP themselves were aware of changes in service 

provision and perceived this as mental health not being seen as a priority, perpetuating stigma and a 

less supportive environment.  

 

Recognising mental health concerns 

A recurring theme for specialist and non-specialist service providers, and CYP themselves, was the 

inability to differentiate between behaviour that should be considered a mental health concern, rather 

than common, low-level issue of development, or a phase. Other service providers echoed the 

sentiment that the transition into adulthood posed numerous stresses, pressures, and obstacles for 

CYP, which could result in difficult or troubling behaviours. Thus distinguishing between those who 

need a low-level intervention from those requiring more comprehensive support represented a 

challenge for service providers (Box 6. Recognising mental health concerns). In addition, issues 

around mental health literacy were mentioned, with CYP potentially not recognising their problems 

due to a normalising effect of living within a socio-economically deprived or isolated community, or 

neglectful family environment. Similarly, many CYP felt that they did not have a good understanding 

around mental health and an inability to understand and communicate their own feelings, and in some 

cases, this led to problems being ignored, and appropriate support not being sought. This would more 

often than not lead to an exacerbation in symptoms:  

 

Female 4: … I mean they've been brought up, they've been born into a family where, you 

know, there has been neglect and everything else and they probably see other people 

and they'll think, 'We're different to them.' But that is how they've always functioned. So 
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they might not realise that what they've been subjected to is in any way different to like 

the person that sits across the class that goes home and gets cuddles off their parents 

and meals on the table, because it's not what they've ever had. They've got nothing to 

compare life to have they? SERVPROV_FG1: Youth Offending  

 

Confidence and disclosure 

Confidence around feeling able to talk about personal issues was highlighted as a central issue by 

both service providers and CYP but this issue was complex and nuanced. Confidence to speak 

openly about the issues that CYP were facing was a clear and commonly perceived barrier for 

engaging with service providers. Frequently reported reasons for not wanting to express a need for 

support was fear of appearing vulnerable, being unable to effectively communicate the feelings they 

were experiencing, and not wanting to create additional burden on others. The latter point was 

particularly salient for those with pre-existing responsibilities within their home life (e.g. carers): 

 

"I don’t know, I’m one of those people that just keeps it to myself and doesn’t talk to anybody, 

because I’ll been shouted at for doing it […] like you say that I shouldn’t keep it to myself 

because it’s worse and I should be open about it. But I don’t, I just keep it to myself […] I’d 

rather not bother people about it, I’d rather just leave it and just keep it to myself, until it gets 

too much and then I just explode. I do, I just explode." YP_FG2 (Female, aged 17) 

 

In contrast, many CYP reported not wanting their expression of needs being labelled as a disorder or 

’medicalised’ through fear this would lead to potential referral or automatic disclosure to others. In 

many cases, CYP’s ‘savviness’ of potential ‘worse-case scenarios’ was a deterrent to disclosing 

problems (see Box 7. Confidence and Disclosure). 

                                                                                                                                     

"[...] in high school there was counselling, but it wasn’t very good, to be honest. And the 

confidentiality was pretty much just like - it didn’t allow me to speak fully because if I said 

anything along the lines of suicide or anything like that, then it would immediately be told to 

the teachers and then to my parents." YP_INT1 (Male, aged 17) 

 

This fear of disclosure was consistent for both service providers and service users and many 

highlighted how the environment and social context was central for ‘readiness-to-disclose’. A 

particularly prominent theme across the data was the need to build a rapport with an individual before 

they were willing to disclose problems. However, investment was needed on the part of the service 

provider to give time to build that rapport. Although this was not always achievable for those that had 

been referred to a set number of clinical sessions where the practitioner only had limited time.  

 

"Then you’ve got to build a relationship with someone completely new and you’re just 

expected to open up to them about everything, that can be hard for some people. I don’t think 



35 

 

I could go to someone I don’t know and be like, “I’ve got these problems and stuff happening 

in my life”, I don’t think I could do that." YP_FG2 (Female, aged 17) 

 

Need for improvement with services for mild-to-moderate cases 

For service providers with specialist mental health training (e.g. those employed in secondary and 

tertiary care) there were clear care pathways on how CYP with disorders such as schizophrenia and 

bipolar disorder should be treated. Similarly, for service providers without specialist mental health 

training (e.g. teachers, GPs) there were clear patterns of referrals they were expected to adhere to. 

The grey area was for mild-to-moderate cases of depression, anxiety, low mood and stress. This 

group was thought to be important as professionals thought mental health disorders would increase if 

difficulties were not dealt with early. However, professionals such as teachers, voluntary and 

community organisation, and primary care workers did not know how to deal with these CYP. On one 

hand, they were reluctant to refer CYP to specialist services such as CAMHS as they felt that the 

child would not meet the threshold for the specialist services. Moreover, there was acknowledgement 

that  the interventions offered by specialist services were unlikely to be approproiate to the needs of 

CYP with mild-moderate needs who may be intimidated rather than supported by such intensive 

intervention. It was also felt by school staff that the stigma associated with a mental disorder 

diagnosis could have a later adverse impact on CYPs’ prospects. On the other hand, however, they 

felt that they lacked the appropriate training to appropriately deal with these sub-clinical cases 

themselves. In contrast, service providers in specialist mental health service settings spoke openly of 

the limited capacity to see the number of CYP being referred to CAMHS and in prioritising need, 

these mild-to-moderate cases were unlikely to receive specialist resources. (Box 8. Need for 

improvement with services for mild-to-moderate cases):    

 

"I went to the doctors, about it obviously when I was a lot younger and they just said it was 

more like a how you feeling and you will grow out of it because it’s nothing it’s not like terrible 

anxiety thing, very low, not high sort of anxiety. So they said you will grow out of it once you 

sort of become older. " YP_INT2 (Female, aged 16) 

 

Ultimately these CYP experiencing distress but without clinical diagnosis are a large proportion of 

CYP without suitable support. Furthermore they are aware of how they ‘fall through the cracks’ in 

service provision, which compounds feelings of isolation. Consequently, some CYP felt that 

awareness and training for GPs and other practitioners, such as teachers is required. Specifically, this 

training should focus on shared-decision making with the CYP to explain the reasons for and against 

a referral, so they understand the rationale behind what happens with their care: 

 

"I think it probably could be a bit more. I’ve seen like obviously GPs refer you but obviously, 

they don’t know how you would feel about. Maybe you had your own idea about what you 

need and want. I think I would probably be involved more." YP_FG1, Female aged 16 
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Family environment 

Service providers reported that, while parents wanted to help their children, parents could face their 

own barriers when seeking support for their children. For instance, service providers felt parents were 

not necessarily aware of the services available for CYP and attempts to support their children could 

prove ineffectual, as a GP stated;  

 

“Sometimes they’re dragged here by their parents, which is not a scenario that works well 

on the whole … if they're being dragged in, then they're there because they’ve been told to 

be there, rather than because they want to be there, or see it [mental health] as a problem 

enough, and that's my first question. If they don’t see it as a problem, then it’s an uphill 

struggle.” SERVPROV_6 

 

Raising awareness of community and voluntary services within communities and via schools could 

prove essential to enchancing parents’ awareness of aveunes of support.  

 

Once a child had been refered to a service, parents could face further barriers in supporting 

engagement such as limited appointment times that were only available in working/school hours: 

 

“Normally services are at quite rigid nine until five, parents are working then, they have to 

have time off work. Kids are in school, they have to have time off school. So I think opening 

that window, later appointments, weekend appointments … I think access at weekends and 

when people have got time off would be a massive improvement to services.” 

SERVPROV_INT2 

 

The cost accrued by families for both the parent and child/young person to travel to appointments, 

particularly a series of appointments, was also viewed as problematic by service providers.This 

relates to a wider issue of families facing financial difficulties, worsened by cuts to services where the 

families as a whole are not receiving necessary support: 

 

SERVPROV_INT2…If you’ve got an, eight sessions or ten sessions of whatever 

intervention, and you’ve got to take a couple of hours off work every week, it’s not going to 

happen, is it? Especially in deprived areas, where some parents are on these, what do they 

call them contracts? 

Interviewer: Zero hour. 

SERVPROV_INT2: Zero hours contracts and stuff, so they can’t have that time off. So that’s 

going to impact on taking the child [to an appointment] 

 

I think families are struggling, I think financially, I think support services for families are 

reducing. So, you’ve got families who maybe five or six years ago, would have had 

intervention from the city council or from other voluntary organisations around supporting 



37 

 

parents. And that support isn’t necessarily there anymore until the families reach crisis point. 

SERVPROV_INT7 

 

This is a pertinent issue and relates back to the key risk factors for mental disorders in CYP: poverty 

and socioeconomic deprivation. CYP living within such circumstances are at higher risk of developing 

mental disorders, and according to the service providers, parents within such communities can face 

logistical and fincial barriers to supporting their children in accessing services. In addition, service 

providers also expressed concern over parents lacking the resilience to help their children due to their 

own mental disorders and highlighted the prevelance of problematic mental health behaviours in 

deprived communities or vulnerable families being normalised by CYP: 

 

Female 4: … I mean they've been brought up, they've been born into a family where, you 

know, there has been neglect and everything else and they probably see other people 

and they'll think, 'We're different to them.' But that is how they've always functioned. So 

they might not realise that what they've been subjected to is in any way different to like 

the person that sits across the class that goes home and gets cuddles off their parents 

and meals on the table, because it's not what they've ever had. They've got nothing to 

compare life to have they? SERVPROV_FG1 

 

It is clear that these at risk and vulnerable families and communities require additional support. 

Finally, some service providers expressed negative views towards some parents who they felt were 

neglectful or could not be ‘bothered’ to take their children to appointments suggesting that some 

parents could be viewed as neglectful, and prove as barriers to CYP accessing services.  

 

As will be discussed later, engaging with families in the treatment of mental disorders for CYP was 

seen as a positive approach by service providers. However, it should be noted that both service 

providers and CYP highlighted a conflict between offering confidentiality to the young person and the 

perceived benefit of sharing information with family members. For example, the young person may 

have told one parent and not the other or they may have told them about how they are feeling but not 

other risk behaviours (e.g. self-harm): 

 

“I think it’s stupid. If I were to talk about having a cough and then I was sat there with my dad 

and we’re like, “Ah yes her cough’s getting better.” And we talk like that for about five mins 

and then went, “But how’s the self-harm?” And I was like […] Especially as my dad didn’t 

know at the time […] They thought the last time I brought my mum so they just assumed. That 

was a fun little ice breaker.” YP_FG1 (Female, aged 16) 

 

It should be noted that we did not intend to recruit parents to the current study and as such their views 

are not fully represented. While both CYP and service providers provide insight into the interaction 

with parents we should consider that parents themselves will have a unique perspective that requires 
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further exploration to gain a fuller picture of the complexities involved. Similarly siblings were not a 

group we tried to recruit and they may have unique perspectives. 

 

Organisational issues within the Tiered pathway 

According to the service providers there were a number of barriers produced by organisational issues 

and understanding of the tiered pathway of referral. The pathway was described as tiered in contrast 

with the whole system “Thrive Model” (figure 3) described in the system mapping exercise. A pertinent 

issue for the service providers was funding and the pressure placed on CAMHS. Referring to CAMHS 

was widely viewed by teaching staff, community organisations and primary care workers as 

problematic with waiting lists being a considerable issue as well as referrals being ‘bounced back’ 

creating a negative experience for CYP and frustrations for service providers (Box 10. 

Organisational issues within the Tiered pathway). Part of this problem appears to be service 

provider’s inability to be kept aware of what other services were available aside from CAMHS due to 

cuts in community services. The pressure on CAMHS and reduction in funding in wider services were 

also perceived by some service providers as creating an environment where CYP and their families 

could be pushed into crisis, or not be seen unless an emergency were to occur.  

 

... a young person leaving and taking an overdose or trying to jump off a bridge or 

something like that, if they do that, then they get a service instantly. But if they don’t do 

something as chaotic as that then, unfortunately, it does take a little bit longer time. 

SERVPROV_INT3: Charity worker in Child Sexual Exploitation (CSE) 

 

A further criticism made by some of the support services (e.g. residential workers, foster carers) that 

interact with CAMHS was that CAMHS were seen to operate in isolation with information not 

effectively communicated to other teams. This issue became a particular issue in regards to when a 

young person was coming towards the end of an allocated number of treatment sessions or leaving 

residential care and there was not enough direction towards community resources to supplant the 

specialist services they would no longer be receiving. 

 

 The only people we’ve really struggled with before is CAMHS. That was purely on the 

basis of maybe over-confidentiality. So our young person would go off for a session, say 

things which would obviously be of concern, and then that was never brought to us. Even 

if they [CAMHS] phoned us and said, “Look, we’re going to be speaking about something 

like this today, it might be best if you keep an extra eye because that could be an emotive 

subject.” But it was very rare that we got anything communication-wise from them. We did 

have a young person who, following the session would sometimes try and commit suicide 

quite regularly, or climb on top of buildings. The CAMHS worker was like, “Oh yeah.” 

SERVPROV_INT1 Senior Residential Childcare Worker 
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Environmental barriers relating to risk factors and mental health concerns 

The potentially complex lives of CYP by default create physical and financial barriers to accessing 

services, such as the cost of transport, safety of travelling alone for inconveniently timed 

appointments (Box 11. Physical barriers relating to risk factors and mental health concerns). 

These everyday concerns and barriers could ultimately decide whether or not someone chooses to 

attend. From service provider perspectives, this makes it difficult to determine whether the services 

themselves are useful or whether the means to attend is too time-consuming and expensive. This was 

also highlighted as a particular concern for CYP with comorbid disabilities. One commissioner spoke 

about how there is an increased focus on trying to manage the high rates of depression and anxiety in 

CYP with disabilities; but options for these CYP to engage with services independently is very limited. 

 

"It can be stressful to some people, especially if you don’t have a car and it’s nowhere near 

you, like, “How am I expected to get to this place?” Then that might put people off going even 

more and they’ll be, “Oh well, I’ll just sort it out myself then.” Then that will just make it worse." 

YP_FG2 (Female, aged 17)                                          

 

For those CYP with caring responsibilities there was a common belief by service providers that these 

CYP do not have the time to attend support services but a more deep-rooted issue was that many 

CYP with caring responsibilities did not feel they could prioritise their own mental health through 

having been socialised in their home life to prioritise others.   

 

“I think caring is quite a prevalent issue, regardless of which community you're in. I'm sure 

you'll know yourself some of those don't recognise themselves as carers. Others, it's far 

more obviously. That may well be younger siblings. It could be parents that they're caring 

for. That obviously impacts on their mental health as well because it impacts on their ability 

to be able to access other opportunities that they want to." SERVPROV_INT7: Middle 

Management, Youth Organisation 

 

A CYP’s ‘readiness-to-disclose’ can be diminished if they feel unwelcome, insecure and stigmatised 

by the location and atmosphere of the building a service is located within. Services being held in 

hospitals or mental health units were unappealing as they reinforced the idea that help they needed 

was due to being ‘unhealthy’ or ‘abnormal’ and required treatment. It provoked a labelling of their 

problems even before entering the building. Furthermore, fitting with the issues of stigma, if they were 

seen attending a mental health unit or a school counsellor then they were susceptible to criticism from 

peers. Service providers emphasised the importance of these first meetings and impressions as they 

would define the possibility of future engagement 

 

I think it's more of a fear thing with young people if they've had maybe a negative 

experience. Poor receptionists get it all the time, but if they've had a negative 

experience with the receptionist in the doctors' maybe in the past that can really play on 
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a young person's mind. That would be all health services from then on would be 

tarnished because they've had that one experience. SERVPROV_INT7: Middle 

Management, Youth Organisation 

  

From the service provider perspectives, an issue was over which council area should supply services 

to a particular young person. As the geographical boundaries of services differed and did not 

necessarily overlap, this created further confusion at the pre-clinical stage when teachers and GPs 

were unsure if a CYP was entitled to some of the support on offer. For instance, if there was 

community support offered in an area which had contrasting funding boundaries. 

 

MALE 4: And another barrier is there is some confusion if the young person goes to 

school and is situated in the Sunderland area, but the GP practice is out of the area for 

whatever reason, they've recently moved or whatever the case may be or it's just on the 

border. Sometimes that causes confusion when we're referring to the likes of CYPS or 

whatever, because it goes out of the area. It goes to the Durham area. And I'm sure they 

do talk, but it almost becomes - it's another area, do you know what I mean? It's almost 

like, oh, it's out of area type of thing. SERVPROV_FG1: Youth Offending 

 

7.2.3. Solutions: possible solutions to overcoming barriers and increasing access and 
engagement with available support  

Flexibility in approach 

It was universally agreed that there was not a ‘one-size-fits-all’ solution and that a young person’s 

ability and confidence to engage with support is individual, and dependent upon their life context (Box 

12. Flexibility in approach). Many specialist service providers appreciated that there was a need for 

tailoring the format or delivery of intervention and support to fit the needs of CYP but for non-specialist 

staff engaging with CYP, there was a lack of clarity of how to adapt approaches and techniques for 

individuals facing different issues. For instance, the response to CYP after a specific stressful event 

(e.g. death of relative, break-up, exam stress) was different than those experiencing more persistent 

low mood but they were unable how to tailor their approach unless through ‘trial and error’ from 

previous experience; rather than formal training.  

 

There was also a need to be aware of the fluctuating needs of an individual and that the same 

intensity of intervention was not always necessary, and that frequency and length of support could be 

escalated as CYP build greater trust with the practitioner or that supportive sessions could be reduced 

as CYP begin to reintegrate back into regular life. Services and people working with CYP thus should 

be flexible and pragmatic in order to heighten engagement, rather than too rigid in structure to ensure 

treatment goals are met. This dispelled the idea of having a prescribed number of sessions of 

comparable length over a fixed period. Relatedly, the intensity of treatments was considered 

important for “imbedding” information and again suggests the need to develop real relationships with 

CYP involved in services: 



41 

 

Male 1: So we do quite a wide gamut of stuff tailored to what the young person's needs 

are and what their abilities are… We don't have like a general on the shelf, "This is what 

you do." (Laughter) It just depends on - it's like either we've got these on the shelf, these 

interventions, but they need to be true to size for the young person too... 

SERVPROV_FG1: Youth Offending 

 

School-based support 

Schools were viewed as holding considerable potential for engaging CYP in both education around 

mental health and assistance in engaging with pre-clinical services (Box 13. School-based support). 

Many service providers agreed that school staff are in a unique position in that they have continued 

day-to-day engagement with pupils and as such are better placed to identify changes in behaviour 

and to make repeated attempts to foster trust. Furthermore, the changes in behaviour could 

potentially be seen from multiple perspectives, such as their academic performance, social groups, or 

maladaptive behaviour (e.g. truancy, substance use); in order to have a fuller picture. Another 

advantage is that due to the number of teachers, pupils have a greater degree of selection of who 

they would like to approach initially to suit preferences of the pupils. For other service providers, their 

understanding often relied on the young person communicating their concerns and as such they may 

not be presented the ‘full picture’. However, some service providers felt that behavioural problems 

and other warning signs were not always picked up within schools. Furthermore, some vulnerable or 

at risk children were not attending school, and thus were slipping through the net.  

 

"I think maybe teachers, but it all depends on what the teachers are like and if the students 

can get along well with teachers. Because a lot of time the teachers are always really 

professional and they’ll never joke about anything, when in reality they need to have teachers 

who are really professional and some teachers who are really lax, really chill and things like 

that. That way, if a student prefers the professional side of teaching, they can go to the 

professional kind of teachers. And if a student prefers a teacher who’s more chill, more 

relaxed and they can be more comfortable with them, then they can go to those other side of 

teachers." YP_INT1  (Male, aged 17) 

 

CYP felt that education around mental health was necessary in the same way that education around 

physical health is. For example, what mental health encompasses, how to recognise changes in 

mood, where they can access support etc. Most CYP expressed that whilst there are some staff 

within schools that will discuss mental health, it is not a prominent topic and there is no consistency. 

Teachers reflected this and said that they wanted further training. They did not see themselves as 

necessarily being able to (or responsible for) ‘solving’ a young person’s concerns, but wanted to know 

that they acted appropriately and were not potentially causing further harm.  However, it was 

appreciated that school teachers have a considerable burden of responsibilities and specific staff 

members trained in mental health, such as nurses and councillors, would be the best solution. 
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"I can’t remember whenever I was taught anything along mental health, but I can remember 

when I was taught about a lot of physical issues […] It was never really delivered officially, but 

there were teachers who would talk about it a few minutes in a lesson to start and end, then 

just not mention it again [...] It would have helped the other students find out that mental 

health issues aren’t exactly just people craving for attention. It’s more just about - it’s the 

same as physical disability." YP_INT1 (Male, aged 17)                                                               

 

Communities, and Child/family-Centred Approaches 

Many of the risk factors associated with the development of behavioural and mental health problems, 

such as the poverty, deprivation, and neglect are rooted within community and home/family settings. 

Those residing within deprived or rural communities can be socially, financially, and geographically 

isolated. As such, bringing services into the community and instilling flexibility into services where 

possible as well as providing child and family-centred approaches was considered to be of great 

benefit and importance (Box 14. Communities, and Child/family-Centred Approaches): 

 

I think in the past there's been more in terms of link workers, so advocacy workers, where 

there has been that ability to be able to handhold, for want of a better word, the young 

person, at least for their first one or two sessions until they feel confident and secure to 

access that other service. I think it'd be great to look at that type of model, but also 

delivering services in communities as well. I know that's difficult and challenging and 

costly, but linking in with GP surgeries better, knowing that there's maybe some 

dedicated time to maybe go down and meet GPs .… I think it's really important, when 

possible, for it to happen within their community.  SERVPROV_INT7: Middle 

Management, Youth Organisation 

 

This last quote from a member of a Northeast youth organisation also highlights the need to increase 

links and improve communication between services in order to support service providers in 

understanding each individual case, and also make any transitions between services less daunting for 

CYP. This also speaks to the need for continuity in relationships between CYP and service providers, 

and also the importance of trust in CYP’s engagement in services. Furthermore, improvements in the 

transition from services to the community also represents a missing layer within services. 

 

Emerging technologies 

CYP suggested novel ways in which emerging technologies could be utilised in order to support their 

mental health by facilitating conversations between peers and supporting contact with practitioners 

(Box 15. Emerging technologies). Many CYP mentioned how it could help express their thoughts in 

their own time and that it could be less personal than face-to-face interaction. This means of support 

was shown further by CYP communicating with friends who they have only ever met online; thus, 

bridging anonymised support without fear of engaging with services. Furthermore, not only was online 

support more readily available, there was a greater probability of meeting other CYP experiencing 
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similar concerns. Many stakeholders advocated community resources such as StreetWise as they 

provided 24/7 support in online chat as often it was when face-to-face services were unavailable 

when CYP were most in distress. Technology was now allowing options of skype appointments that 

facilitated contact for those in remote locations with inability to attend external services.  However, 

there remained scepticism from a number of service providers as a number spoke about how they felt 

online support could not replicate having face-to-face connection and felt that maladaptive behaviours 

such as self-harm techniques could be adopted in these unsupervised and ungoverned settings and 

that too much involvement with screen-based activities prevents essential human interaction   

 

[Social Media] “[…] it can also really help out young people because they might not feel 

comfortable talking about it face-to-face, like I was always online just talking to my friends I’ve 

met through games and things like that. And I was able just to vent on them and they would 

all just be okay with it. They would never say anything wrong because I couldn’t tell how 

they’d exactly react. So a lot of the times if they didn’t want to say anything, you wouldn’t have 

to." YP_INT1 (Male, aged 17)                                                                                                                              

 

Resilience and wellbeing skills 

Service providers were routinely asked about what skills they believed were effective and in which 

context. Many felt that trying to encourage positive feelings of self-worth, self-esteem and confidence 

were easier messages to convey than explicitly discussing mental health problems such as 

depression and anxiety (Box. 16. Resilience and wellbeing skills). It was the generally held belief 

that bolstering wellbeing and resilience were less controversial than discussing depression and 

anxiety directly, and that CYP responded better when this was the focus. CYP also discussed 

resilience and maintaining wellbeing in the context of their relationships with friends and family, and 

described ways in which they can provide positive guidance role models in how to deal with adverse 

situations. They also recognised that building resilience was a mechanism for preventing and limiting 

the impact of stressful situations. 

 

"Through your friends and how they coped, then you’re like, “It’s a good way to deal with it.”" 

YP_FG2 (Female, aged 17) 

 

Peer support and role modelling 

Several CYP discussed awareness of mental health issues, and how discussing it with their peers can 

be beneficial, but not always something they feel able to do (Box 17. Peer support and role 

modelling). Many felt that they could help with short term techniques but not long term solutions. For 

example, giving their friends opportunity to vent frustrations or being able to calm them down when 

angry. An interesting theme was the desire to speak with others that had personal experience of 

mental health concerns. This touches upon online support options but CYP mentioned how it 

extended to peers and practitioners. Knowing that someone had experienced similar emotions was 

significantly valued by CYP. In contrast a number of teachers mentioned how they felt that having 
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someone engage with pupils with their own experience of mental health was problematic in that they 

would have concerns on how they could ascertain they were being objective. 

 

"I think if they’re going through, like if they know what you’re going through or going through it 

themselves then that would be good because you can share. You can share each other’s 

stories because you know what they’re going through. There’s a comparison to see if you’re 

similar or if there’s anything different about them to you." YP_FG1 (Female, aged 16) 

 

Positives of current service delivery 

While there were criticisms of existing services, CYP frequently spoke of positives of services they 

received (Box 18. Positives of current service delivery). These positives heavily contrasted with 

the negative preconceptions of referral to specialist services that deterred many from initially 

disclosing their concerns. These included schools helping to fast-track the referral process to prevent 

CYP themselves having to be proactive. Many also expressed how they felt that they were made to 

feel comfortable by reassurances of confidentiality. Aside from specialist services, many spoke of how 

their schools had been good sources of support. They mentioned how they were able to help direct 

them to services. There appeared to be a clear dichotomy between expectations of services and the 

reality once placed within the system.  

 

“People who have had counsellors before have always said its good because you can talk to 

them about things. You know it’s confidential, you know that so it’s not going to get anywhere 

else apart from between you and the person and whoever else is in the room. And I just feel 

like it would just stay that way." YP_INT2 (Female, aged 16) 

 

7.3. Discussion 

The potential barriers which service providers perceived as preventing CYP from accessing or 

engaging in possible sources of support were interwoven with the risk factors discussed above, 

context specific, related to the young person’s understanding and perception of mental health, and 

trust. Service providers discussed the challenging lives of some CYP, again highlighting issues of 

socio-economic deprivation, poverty, LAC, and young carers. CYP living within such circumstances 

were not only at greater risk of developing mental health problems but their ability to seek help was 

undermined by their complex personal lives. As such prevention and treatment services needed to 

work harder to engage these CYP as universal approaches were currently insufficient. 

 

It was felt that more training was needed to allow non-mental health staff to understand the process of 

referral to specialist services, understand what services are available inside and outside of CAMHS, 

increase their awareness of potential challenges facing CYP and increase the competencies and 

confidence of these professionals to engage with and support CYP.  
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The content of mental health clinical services were generally well-regarded once CYP were within the 

referral system. It was felt that these services needed to flexible in regards to format, delivery and 

intensity in order to meet the needs those with the most complex difficulties. Furthermore, these 

services needed to be better integrated with other community resources such as residential and social 

care to enable better re-integration after the period of mental illness. However mild-to-moderate cases 

of depression, anxiety, low mood and isolated periods of distress represented a large problem with 

little guidance to non-mental health service providers (e.g. teachers, voluntary sector workers, primary 

care) on universal strategies, referral or support options. Mental disorders remained a taboo subject 

despite empathy and fostering trust being such important enablers for CYP seeking support. 
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8. Best bet interventions 

While systematic reviews of evidence highlight what interventions are effective or ineffective, they are 

routinely limited in explaining how best evidence can be translated into practice. For instance, a 

number of the studies in the review provide evidence to support the overall conclusions but the 

evidence for a number of individual studies is too limited to warrant recommendation e.g. the number 

of participants was too small (<30 per group), high dropout rates (>30%) or lack of clarity in 

intervention components. A recent paper by Glasziou and colleagues (2014) highlighted that a 

common problem is that there is a lack of awareness of the information needs of policymakers and 

service providers who wish to apply the evidence of reviews and suggest a potential strategy is to 

present a ‘buyers’ guide’ tabulation of the criteria that will inform the adoption of particular 

interventions. This would take into account not only the evidence of effectiveness but criteria relating 

to feasibility, acceptability and implementation. For example, the intervention that showed the greatest 

reduction in depressive episodes may require delivery by clinical psychologists, which are a resource 

that schools with limited resources cannot afford. 

 

To help identify potential ‘best bet interventions’ from the literature, that will also be useful for service 

commissioners and providers, we have synthesised findings from our reviews of reviews, LTP 

workshops and stakeholder qualitative work to determine our own criteria of the most pertinent 

acceptability, feasibility and implementation issues (see Table 3). Using these stakeholder-informed 

selection criteria, we made a critical assessment of the top three to four interventions from each of the 

categories (psycho-educational, relaxation-based, online/digitally delivered) which we believe provide 

the strongest rationale for adoption within service delivery. These are presented in Table 4 using a 

colour-coded RAG system. Following this overview, the original papers of these studies were critiqued 

further to identify strengths and weaknesses that were not apparent in the reviews’ overviews (Tables 

5-7). These critiques are intended to provide more general lessons on whether a type of intervention 

should be adopted; rather than the specific intervention package itself. For example, the studies 

evaluating the Learning to BREATHE programme gives general insight into how mindfulness-based 

interventions as a whole could be implemented rather than just the Learning to BREATHE programme 

per se. An overall summary and RAG rating is given for each of these studies. Where multiple studies 

tested the same intervention package (e.g. MoodGym), the study with the most robust evidence base 

is reported. For instance, if one is a pilot study that precludes a more definitive cluster RCT. 
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Table 3 Criteria for RAG rating criteria 

Effectiveness Green – Clear evidence of effect that is consistent at follow up time points after the 

intervention has finished 
Amber – Limited evidence of an effect, effect does not remain at later follow up or mixed 

findings for same domain (e.g. reduced mean depression scores but not episodes of 
depression) 
Red – Intervention was ineffective 
Black – Particular domain was not measured 

Minority/gender-
specific group 

Green – the study aimed to look at the influence of known confounders such as gender or 

ethnicity in their inclusion criteria or analysis 
Amber – the sample showed some variation in regards to gender or ethnicity 
Red – The sample were homogenously white and/or middle class 

Range of schools Green – interventions tested in a range of schools and controlled for variations in type of 

schools (e.g. achievement status, rural/urban) 
Amber – the intervention was tested in a couple of schools but there was little control of 

confounding factors 
Red- the intervention was ran in one school or not in a school at all (i.e. GP) 

Large sample 
size 

Green – Large sample size with enough power to detect an effect (typically >100 per group) 
Amber – Adequate sample size but not large sample (>50 and <100 per group) 
Red – sample sizes <50 in either group 

Brief training of 
facilitator 

Green – Training is available for non-specialists and is simple and brief 
Amber – Training is available for non-specialists but is extensive 
Red – external training facilitator and no option to train non-specialist staff 

Early age range Green – sample tested on spanned early years and later teen years and analysis controlled 

for impact of age 
Amber – encompassed the relevant age bracket but in late teens 
Red – Primarily in older teens/young adults 

Low dropout 
rates 

Green – intervention had good retention rates which were comparable to intervention group 

(<15%) 
Amber – intervention had adequate retention rates (<30%) 
Red – intervention had high dropout rates (>30%) 

Small number of 
sessions 

Green – a small number of sessions or a moderate number of sessions of short frequency 
Amber – a small number of sessions but of great length or multiple sessions (>8) of short 

frequency 
Red – a large number of time-consuming sessions  

Used out of class Green – intervention teaches skills/techniques that can be applied and practice out of a class 

format 
Amber- there is homework to be completed out of the class setting or resources to use 

externally 
Red – all intervention content is taught and applied within a session format 

Fidelity of 
intervention 
measured 

Green – experimenters may attempts to ensure the same intervention was faithfully delivered 

across different groups 
Amber – attempts were made to ensure the same intervention was applied across groups but 

was not necessarily successful 
Red – No attempts were made to ensure the same intervention content was applied across 

intervention groups 
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Table 4. Summary of ‘best bet’ interventions  

Intervention type, 
programme name/ 
description (author) 

Effectiveness Strength of evidence 
Depression Anxiety/Stress/

Negative 
mood 

Mental health 
promotion/ 
Wellbeing 

Minority/
gender-
specific 
group 

Range 
of 
schools 

Large 
sample 
size 

Brief 
training to 
lay 
facilitator 

Lack 
of 
bias 

Early 
age 
range 

Low 
dropout 
rates 

Small no. 
of 
sessions 

Used out 
of class 

Fidelity of 
intervention 
measured 

P
s
y
c
h

o
-

E
d

u
c
a
ti

o
n

a
l 

1. CB & IPT-
AST 
(Horowitz, 2007) 

             

2. Generic 
(Arnarson 2009) 

             

3. LISA (Possel 
2005)  

             

4. Penn 
Resiliency 
program 
(Chaplin 2006) 

             

 
R

e
la

x
a
ti

o
n

 b
a

s
e
d

 1. Generic 
mindfulness 
(Raes 2014) 

             

2. Mindfulness 
in Schools 
Programme 
(MiSP) (Kuyken 
2013) 

             

3. Learning to 
BREATHE 
(Metz 2013) 

             

 
D

ig
it

a
l/
O

n
li
n

e
 

1. MoodGym 
(Calear 2009) 

             

2. Mobile 
Tracking of 
Young People’s 
Experiences 
(Kauer 2012) 

             

3. Climate 
Schools (Van 
Vliet 2009) 
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Table 5. Critique of top three ‘best bet’ relaxation based interventions  

Intervention Effectiveness evidence Acceptability/Feasibility and 
Implementation issues 

Summary 

1) Raes et al. 2014 
N=345 (Intervention 170/Control 175) 
Belgium 
Cluster RCT 
 
Generic mindfulness group training developed for 
adolescents. Integrated elements of mindfulness 
based cognitive therapy and mindfulness based 
stress reduction 
 
Structure: Delivered by instructor in 8 weekly 
100-min sessions 
 
Components: guided experiential mindfulness 
exercises (e.g., mindfulness of breathing, 
breathing space, body scan), sharing of 
experience of these exercises, reflections in small 
groups, psycho-education (e.g., stress, 
depression, self-care) (but no active content 
suggest as supportive listening) 
 
Homework and/or tools: 15 min each day at 
home with book & CD to help practice  

Depression: Significantly lower 
mean scores after 8 weeks and at 6 
month follow up 
 
Significantly smaller percentage of 
students scored above the clinical 
cut-off for depression at 6 month 
follow-up than in the control 
condition. In comparison to the 
control group, in the intervention 
group there were significantly less 
new clinical cases at 6 month follow 
up AND, of those who scored above 
the clinical cut off at baseline, 
significantly more cases were scoring 
below the cut off in the intervention 
group at follow up. 
 
No significant effect on gender but a 
high number of females recruited 
(>60%) 
 
5 schools participated and no 
difference in effect observed across 
schools 

No formal measurement of adherence to 
homework assignments and delivery of 
intervention. 
 
Low rates of missing data across different 
time points (<20%). Missing data was due 
to not being at school at time of testing. 
No student withdrew from study. 
 
The average age in the sample was 
15.4 years (SD=1.2, range 13–20) so 
captured young as well as late teens 
 
Instructors: 3 instructors were 
experienced mindfulness trainers; two of 
them were psychologists; one was a 
medical doctor. One of them developed 
the intervention. Other two completed 
training at same institute 
 
No –treatment control group so can’t rule 
out attention effects that being in the 
intervention offered. 

A very strong study with both 
preventative and curative effects on 
depression that remain 6 months 
after the intervention. Equal effect 
in males and females and between 
different schools. Shown effective 
in younger and older teenagers. 
 
The intervention may not have 
been delivered the same across 
schools but this suggest that 
flexibility in delivery is allowed and 
has the same effect. 
 
Resources are having instructors 
run the classes in school time to 
maintain attendance but could be 
done as part of physical education 
classes 
 
Very little psychological content so 
less stigmatising 

2) Kuyken et al (2013) 
N=522 (Intervention = 256/ Control =266) 
UK 
 
Mindfulness in Schools Programme (MiSP)  
aim is to teach CYP skills to work with mental 
states, everyday life and stressors so as to 
cultivate well-being and promote mental health. 
 
Components: 9 week programme where learning 
to direct attention to immediate experience, 
moment by moment, with open-minded curiosity 

Analyses were adjusted for age, 
gender and scores at baseline 
 
Depression: Significantly lower 
scores in the intervention group 
compared to control group post-
intervention and at 3 month follow up. 
Although change in scores was 
minimal 
 
Stress: Significantly lower scores in 
the intervention group compared to 

Non-randomised controlled parallel 
group where offered as part of regular 
classes (instead of regular classes). 
Control schools taught usual school 
curriculum. 
 
Wide range of 12-16 year olds across 12 
schools with less than 1% dropout and the 
sample had less than 75% white and less 
than 40% female. 
 

There were some significant 
biases in the study design in that 
the selection of schools was based 
on teachers that had already been 
trained in the programme- meaning 
there was an initial bias favouring 
the intervention. However, the 
researchers attempted to control for 
this by matching schools on 
achievement levels and public 
funding and controlling for gender, 
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and acceptance. Explicitly teaching skills and 
attitudes; adapting components to suit CYP; using 
age-appropriate, interactive, experiential and 
lively teaching methods; providing age-
appropriate resources to bring mindfulness to life  
 
Homework and/or tools: course booklet and a 
set of mindfulness exercises on CD or MP3 audio 
files) 
 
 

control group at 3 month follow up 
but NOT post-intervention. Although 
change in scores was minimal 
 
Wellbeing: Significantly high scores 
in the intervention group compared to 
control group at 3 month follow up 
but NOT post-intervention. Although 
change in scores was minimal. 
 

Study was biased in that schools were 
picked for the intervention if they had 
teachers already trained in programme 
 
Approximately 80% used the techniques 
at 3 month follow up to varying degree 
despite approximately 50% saying they 
expected to post-intervention. High rates 
of teachers reported enjoying teaching 
class. 
 
Intensive, focused teacher education to 
build teachers’ self-efficacy and well-
being; and programme implementation 
supported by a manual and indicative 
script. 

age and baseline scores in their 
analyses. 
 
Intervention was shown to be 
effective in 3 month follow up which 
suggests that is teaching pupils 
resilience skills that they can use 
outside of the program. 

3) Metz et al 2013 
n=216 (129 intervention/87 control) 
US 
Quasi RCT 
 
Learning to BREATHE is a mindfulness-based 
training program designed to facilitate the 
development of emotion regulation and attentional 
skills for school students. 
 
Structure: 15-25 min 1-2 times per week for 16 
weeks. 18 sessions in total. Ran by teacher. 
 
Components: Goals of the program are helping 
students understand their thoughts and feelings 
and learning how to use mindfulness-based skills 
to manage emotions. Entails in-class presentation 
of lesson topics provided by the facilitator, group 
activities that illustrate the lesson theme, guided 
discussion and in-class mindfulness practices. 
 
Homework and/or tools: workbooks and CDs for 
individual practice at home. 

Psychosomatic complaints (e.g. 
headaches, difficulty 
concentrating, worry, fatigue): 
Intervention patients reported 
significant greater reduction in 
complaints compared to control 
group, in particular for difficulty 
concentrating and feeling irritable  
 
Stress level: Significant reduction in 
intervention group compared to 
control group 
 
Emotional regulation: Greater 
reduction in difficulties in emotion 
regulation in intervention group 
compared to control group and 
greater access to emotion regulation 
strategies in intervention group post-
intervention 
 
Emotional awareness: Greater 
emotion awareness in intervention 
group compared to control group 

Program is designed to be easily 
integrated into school health education. 
Each theme is manualized and takes 
approximately 45 minutes to complete. 
Lessons can be offered once per week or 
can be delivered over a longer period of 
time to accommodate school schedules.  
 
Average age of participants in the 
treatment group was 16.5 years (SD = .9) 
(vs. 16.4, SD = 1.0). 
 
Less than 15% drop out and comparable 
between groups. 
 
Course delivered by teacher but needed 
to attend an 8-week program followed by 
a 2-day in-service training. Training was 
held in the school. 
 
Control group was a choir class and the 
schools were fairly high-achieving (99% 
graduation rate; 89% continue their 
academic studies at college) 

The study was limited in that was 
not a fully randomised control trial, 
did not have a long term follow up 
and was in a generally well 
performing school. 
 
However the benefits outweigh 
the potential negatives in that (i) 
the course is manualised and can 
be delivered by teachers after 
limited training, (ii) had effects on 
mental health promotion and 
decreasing negative mental health 
symptoms and (iii) the class was 
also positively reviewed by 
schoolchildren 
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Table 6. Critique of top four ‘best bet’ psychological/educational interventions  

Intervention Effectiveness evidence Feasibility/Implementation issues Summary 

1) Horowitz 2007 
N=380 (Intervention 1 (CBT) =112; Intervention 2 
(IPT-AST=99), Control =169) 
RCT, USA 
 
The Coping with stress course (CB) aims to 
teach skills which will help teens deal with stress 
and thereby immunize them against future 
depression. The interpersonal psychotherapy–
adolescent skills training program (IPT–AST) 
seeks to prevent depression by teaching 
communication and social skills necessary to 
develop and maintain positive relationships.  
 
Structure: 8 group sessions. 
 
Components of CB program: Educates about the 
nature and risk for depression and teaches how to 
(a) monitor daily moods; (b) identify activating 
events; (c) discover, challenge, realistically 
evaluate, and revise negative beliefs; (d) recognize 
the connections among activating events, beliefs, 
and consequences; and (e) problem solve and 
cope with stressful events. The sessions consist of 
active guidance by group leaders and structured 
activities for participants. A workbook including 
exercises for outside practice was given. 
 
Components of IPT-AST: Three general problem 
areas are emphasized: (a) Interpersonal role 
transitions are targeted when an adolescent has 
difficulty adjusting to a life change that requires a 
new or different role; (b) interpersonal role disputes 
occur when the adolescent and another person 
have nonreciprocal expectations for their 
relationship that lead to frequent conflicts; and (c) 
interpersonal deficits are identified when an 
adolescent lacks the social and communication 
skills 
 

Depression: Small-to-moderate 
effects found for both groups 
compared with controls for the entire 
sample at post-intervention. 
 
Differences between the active 
intervention groups and controls 
were largest for individuals with 
initially high levels of depressive 
symptoms.  
 
Among pupils with elevated levels of 
baseline depressive symptoms (i.e., 
high risk), both CB (d _ 0.89) and 
IPT–AST (d _ 0.84) had particularly 
strong effects.  
 
The overall group effects were not 
maintained at follow-up; the two 
active intervention conditions were 
not significantly different from each 
other at either post intervention or 
follow-up. 
 
No main effect for gender at follow 
up. 
 
Coping skills: There was no effect 
for group at post-intervention on 
coping, for rational and active coping, 
emotion-based coping, or avoidance 
coping. Controlling for pre-
intervention coping scores, there was 
a nonsignificant trend for participants 
in the CB group having higher levels 
of rational and active coping at 
follow-up than did participants in 
IPT–AST or the control group. 

Participants in the no-intervention 
control group attended their regularly 
scheduled health classes, where they 
were taught the standard wellness 
curriculum. Although no materials were 
provided to create an attention placebo 
control group 
 
Group leaders were master’s-level 
clinical psychology graduate students or 
recent clinical psychology PhDs, all of 
whom had received prior therapy 
training. Detailed treatment manuals 
were used, group leaders participated in 
training workshops before beginning the 
study, and weekly supervision meetings 
were held with clinical experts to 
maintain treatment integrity. 
 
Approximately 15% dropped out from 
follow up assessments. Assessments 
showed no significant difference in age, 
gender, ethnicity or baseline scores 
between groups. 
 
Within the control group, those 
participants who did not complete the 6-
month follow-up had higher post-
intervention CDI scores than individuals 
who were retained at follow-up. This 
was not the case, however, for the two 
intervention groups. 
 
Group leaders review the strategies that 
have been helpful to each group 
member, role-play hypothetical future 
situations, and discuss ways to 
generalize the skills they have learned. 
Suggest iterative learning for facilitators 

The study tested two different types 
of interventions and showed 
positive effects with both 
interventions. Given the potential 
benefit on coping skills, the CB 
program appears the better bet. 
 
The course was relatively short 
and the dropout rates were low. 
The lack of difference at follow up is 
discouraging but may be due to the 
fact that the worst cases from the 
control group left and this may have 
diluted the effect. However the 
escalation in symptoms in the 
control group post-intervention 
highlights the need for 
intervention generally for CYP 
during their teens 
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2) Arnarson & Craighead 2009 
N=171 (Intervention=90, Control =81) 
RCT, Iceland 
 
Program incorporated principles of interpersonal 
problem solving and focus was on the development 
of adaptive coping skills to enhance self-esteem 
and well-being and, thereby, to prevent the 
development of an episode of depression. 
 
Structure: 14-sessions that occur twice per week 
for the first 3 weeks and then once per week for 8 
weeks. Conducted during school and in the school 
setting but outside the regular classroom. 6-8 pupils 
in each group  
 
Training: Intensive training, regular phone 
supervision, and formal biweekly supervision were 
provided for the group leaders who were school 
psychologists in the respective schools  
Program can be implemented by usual school-
based staff. Manual for group leaders and a 
manual/homework book for the student 

Depression: Pupils from the 
prevention program were significantly 
less likely of a depressive episode at 
6 month follow up. Treatment 
decreases the odds of having a first 
episode of depression/dysthymia by 
87.8%; so a student who participated 
in the prevention program is only 
12.2% as likely to develop an initial 
episode of the depression/dysthymia 
as a student who was in the control 
group. 

Control group only completed the 
assessment questionnaires. 
 
Less than 15% drop out in both groups 
and no difference with drop outs 
between groups 
 
At the beginning of the school year, 
students aged 14-15 were asked to 
complete depression screening 
sessions. Participants were selected as 
being ‘‘at risk’’ and invited for further 
participation if they scored between 
the 75th and 90th percentile on CDI or 
at the 75th percentile or higher on the 
negative composite of the CASQ. 
Support was provided to those scoring 
above the 90th percentile on the CDI 

The program offers intensive 
training but is structured to allow it 
to be run by school staff/lay 
facilitators. This program is 
encouraging by the marked 
decrease in first episodes of 
depression. This seems a good 
option for indicated populations of 
schools children and has a means 
to identify those cases. However, it 
may be problematic in that external 
resources are needed for those 
most in need (above 90th 
percentile)  

3) Possel 2005 
N=279 (Intervention =163, Control =116) 
RCT, Germany 
 
The Universal Primary Prevention: Training the 
Ease of Handling Social Aspects in 
Everyday Life – (LISA) targets cognitive and social 
aspects and is designed to address information 
processing and to improve knowledge and skills. 
 
Structure: Once a week over a 10-week period in 
the context of regular school lessons. One meeting 
took two lessons, i.e. a total of 1.5 hours. Control 
group attended their usual lessons. Training 
classes were divided into two groups according to 
sex. Intervention groups varied in size from 8 to 24 
students. Each group was coached by one trainer 
and one co-trainer. Thus, each school class 
required a total of four trainers, who were either 

Depression: Control group with low 
self-efficacy showed increased 
depression at 3 month follow up 
 
Level of depression of pupils with low 
self-efficacy were significantly lower 
in the training group than in the 
control group 
 
Social networks: Network size of 
adolescents within the training group 
was increasing significantly between 
post-assessment and 3-month follow-
up. 
 
Dysfunctional thoughts: The 
program had no effect 

6 participating schools with randomised 
classes within schools 
 
Higher drop out in intervention group 
and higher drop out associated with 
increased age but not severity of 
depression. Less than 15% dropout 
overall 
 
24 students scoring in clinical range 
were removed from analysis but allowed 
to continue in program. 
 
By excluding drop-outs from the 
analyses, the authors may have biased 
results in favour of their program 
 
No teacher was allowed to participate or 
remain in the classroom during sessions 

The program has a unique benefit 
by being able to screen for those 
that may be most responsive 
without directly measuring 
depressive symptoms: a factor 
which might encourage more CYP 
from participating.  
 
Intervention itself is fairly time-
consuming and the study did not 
explore the impact that group 
size may have had. While the 
authors randomised within schools 
to control for differences between 
schools, this may have led to cross-
contamination by pupils from 
different groups interacting. 
 
Intervention was potentially 
beneficial in that it helped boost 



53 

 

psychologists (M.A. level) or graduate students 
experienced in working with adolescents.  
 
Components: Methods taken from CBT, the 
program incorporates: a) illustrating the relationship 
between cognition, emotion, and behaviour; b) 
exploring and changing dysfunctional cognitions; c) 
assertiveness training; d) training of social 
competence.  
 
Training: Supervision was provided with video 
recordings of the training sessions and a 1.5-hour 
weekly meeting with the first author. Recordings 
used to ensure that trainers adhered to the manual. 

social support and this may have 
been the mechanism that led to 
less depressive symptoms 

4) Chaplin 2006 
N=208 (Intervention 1 (Girls only PRP) =35, 
Intervention 2 (Co-ed PRP) = 68, Control =105) 
RCT, USA 
 
Penn Resiliency Program (PRP) is a CBT and 
social problem–solving intervention designed to 
reduce and prevent depressive symptoms in CYP 
 
Structure: Students met after school in groups of 9 
to 14 students for 90 min once a week for 12 
weeks. Two group leaders led each group. 
 
Components: PRP focuses on teaching 
adolescents to identify and evaluate pessimistic 
thoughts by considering alternatives and examining 
evidence. It also teaches behavioural skills for 
relaxation and emotion regulation. Students are 
taught skills for assertiveness, decision making, 
and coping with conflict. 
 
Training: Leaders were school personnel 
(teachers, guidance counsellors) or research 
assistants. All leaders received a week-long training 
by developers of PRP. Leaders followed a detailed 
manual and received 1 hr of supervision by 
developers of PRP once every other week during 
the intervention phase. 

Depression: PRP significantly 
reduced depressive symptoms from 
pre- to post-intervention for girls in 
both groups, controlling for initial 
symptoms. Effect sizes were large; 
for Girls-only PRP versus control, d 
=−.85, and for Co-ed PRP versus 
control, d =−.80. Co-ed PRP 
significantly reduced depressive 
symptoms from pre- to post- 
intervention for boys, controlling for 
initial scores. There was no 
significant difference in reduction of 
depressive symptoms between Girls-
only PRP and Co-ed PRP. 
Differences between conditions on 
depressive symptoms at 12 months 
were not significant. 
 
Hopelessness: PRP significantly 
reduced hopelessness from pre to 
post-intervention for girls. Girls-only 
PRP reported significantly lower 
hopelessness than did girls in Co-ed 
PRP and girls in the control group, 
controlling for initial hopelessness 
levels. 

Students from two schools in the two 
intervention conditions received the 
same PRP program; the only difference 
was that the co-ed groups included both 
boys and girls, and the all-girl groups 
contained only girls. The control group 
did not receive the PRP intervention. 
Students in all conditions were free to 
pursue therapy outside of PRP groups.  
 
Parents of 187 (89.9%) students aged 
11-14 years reported on their child’s use 
of counselling or therapy. Of these, 
13.4% reported receiving counselling 
during the PRP intervention period, 
25.7% reported counselling prior to 
PRP, and 61% reported no counselling. 
These percentages did not differ by 
intervention condition. 
 
The original study plan called for a 12-
month follow-up. However a change in 
school administrators discontinued the 
school’s participation in the project. As a 
result, questionnaires were completed 
via mail and not in schools. There was 
significant attrition; only 40 girls and 25 
boys completed the assessment.  

This study is informative in that 
shows how influential gender 
can have in the setting in which 
the same intervention is delivered. 
This strongly suggests that while 
the intervention was effective in 
both a co-ed and girls-only format, 
the benefits were considerably 
better when girls were taught 
separately. The effect sizes were 
also very large in comparison to 
other interventions. 
 
The intervention itself was 
relatively time-consuming and 
the training did appear more 
comprehensive compared to some 
of the interventions identified. 
 
The problems with the long term 
follow up make it difficult to 
determine the long term benefits. 
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Table 7 Critique of top three ‘best bet’ digitally delivered interventions  

Intervention Effectiveness evidence Acceptability/Feasibility and 
Implementation issues 

Summary 

1) Calear et al 2009 
N=1,477 (Intervention 563/Control 914) 
Australia 
Cluster RCT 
 
MoodGYM is a free, interactive Internet-based 
program designed to prevent or decrease the 
symptoms of anxiety and depression in 
adolescents. 
 
Structure: 20-40 mins sessions delivered over 
a 5-week period, with one module program 
presented each week during one class period 
 
Components: Based on CBT, the program 
aims to change dysfunctional thoughts and 
beliefs, improve self-esteem and interpersonal 
relationships, and teach important life skills, 
such as problem solving and relaxation. Each 
module contains information, animated 
demonstrations, quizzes, and “homework” 
exercises. Allows changes in the user’s anxiety 
and depression symptoms to be tracked 
throughout the program. In-class discussion 
was not undertaken 

Depression: There was no significant 
difference in effect on depression scores 
overall post-intervention or at 6 month 
follow up. Age did not have an influence 
on effect. However, in males there was a 
significantly greater reduction post-
intervention and at 6 month follow up.  
 
The gender difference was replicated in 
pupils with no clinical levels of depression 
at baseline and with less clinical cases at 
both post-intervention and follow up. 
 
Anxiety: Significantly greater reduction in 
anxiety symptoms post-intervention and at 
6 month follow up. No effect of age or 
gender 
 
The same reduction was observed in 
pupils with no clinical symptoms at 
baseline but there was no significant 
difference in the numbers that reach 
clinical diagnosis post-intervention or at 
follow up. 

32 schools with a mix of public, private, 
coeducational, single-sex, urban, and rural 
schools from six Australian states. 
 
Wait-list for control schools and stratified 
randomisation by school type 
(private/public) and location (urban/rural) 
 
12 to 17 years at the commencement of the 
study, with a mean age of 14 years. 30% 
had history of depression 
 
Lessons were incorporated into school 
curriculum and delivered by school 
teachers. Teachers at each school were 
provided with a manual on how to deliver 
the MoodGYM program. No other training 
was required. The role of teacher 
was to supervise completion of the 
program. 
 
There was no fidelity measurement and 
only 1/3 of pupils completed all five 
modules but suggests that it may not be 
necessary to complete all five modules to 
gain significant benefit 

This study represents excellent 
value for money with a strong 
evidence base. A large scale, 
appropriately randomised study 
design was implemented that 
encompassed a range of 
schools. The intervention itself 
has no cost and requires no 
training of staff but showed 
clear benefit on anxiety 
symptoms. The findings were 
less conclusive for depression 
but this actually is an 
intervention that males may be 
more responsive to, who are 
typically less likely to engage 
with other face-to-face 
interventions. As the strongest 
effects were observed at 6 
month follow up it shows that 
this intervention that takes 
relatively little time to complete 
can have long term benefits.  

2) Kauer 2012 
N= 114 (Intervention = 68/ Control = 46) 
Australia 
 
The Mobile Tracking of Young People’s 
Experience program asks CYP to monitor 
their mood, stress, and daily activities on a 
mobile phone application 
 
Components: Participants were lent a study 
mobile phone with the program uploaded. 

Analyses were adjusted for age, gender 
and scores at baseline 
 
Emotional awareness: Significantly 
increased scores over time in comparison 
to the comparison group 
 
Depression: Significant increases in 
emotional awareness in intervention 
group were shown to be associated with 

Control group completed a similar version 
of the program but one which did not ask 
about emotional self-awareness and mental 
health.  
 
CYP with mild or more severe emotional or 
mental health issue as assessed by their 
GP or indicated by a score greater than 16 
on the Kessler Psychological Distress Scale 
were eligible. 
 

The study used complex 
statistics to highlight the exact 
mechanism through which 
depressive symptoms are 
reduced. The study may be 
difficult to implement due to 
the need to provide a mobile 
phone but this content could 
easily be adapted. Hard to 
distinguish to what extent was 
the intervention effective at 
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Participants were prompted to complete an 
entry at random intervals. Participants were 
able to complete the program any time but 
were asked to complete at least two entries a 
day until they returned for their GP review in 2 
to 4 weeks 
 
The intervention group monitored themselves 
using the complete program, which assessed 8 
areas of functioning: current activities, location, 
companions, mood, recent stressful events, 
responses to stressful events, alcohol use, 
cannabis use, quality and quantity of sleep, 
quantity and type of exercise, and diet. 
Summary reports were provided for GPs 

significant reductions in depression 
scores. 

Detailed information about patients’ mental 
health in recent weeks is then uploaded to 
GPs in an easy-to-read format, saving time 
in appointments and allowing progression 
to more intensive second-step interventions 
when needed. 
 
Good levels of response in regards to 
recording entries but high rates of missing 
data as only 67% completed all three 
questionnaires 
 
Majority were female and mean age was 
17-18 years old but 1/5 in the intervention 
group were of an ethnic minority 

follow up or it was the GP’s 
ability to more effectively refer 
into other services. 
 
However, does provide an 
option for healthcare 
professionals and other 
service providers. The 
intervention itself is not time-
consuming and can be done 
outside of a formal setting. 
 
 

3) Van Vliet et al 2013 
n=653 (464 intervention/189 control) 
US 
Quasi RCT 
 
The Climateschools course was designed to 
develop knowledge about stress and effective 
coping strategies, increase use of effective 
coping strategies and decrease less-effective 
coping strategies, and produce improved 
mental well-being and improved perceptions of 
competence to cope with stress. 
 
Structure: 6 x 30 minute sessions supervised 
by teacher. 
 
Components: The course was presented as a 
cartoon narrative that followed the adventures 
of two characters called Mia and Ben. 
Students were exposed to examples of 
stressful events in the lives of both characters 
and saw both try to cope using a number of 
different strategies. Related classroom 
learning activities were provided to reinforce 
the knowledge and skills taught on the 
computer. Lessons gave information and 
strategies relating to stress, coping, relaxation, 
problem-solving and lifestyle factors. 

Psychological distress: There was a 
significant decrease in psychological 
distress in intervention schools but not 
control schools 
 
Wellbeing: There was a significant 
increase in wellbeing in intervention 
schools but not control schools 
 
Coping skills: There were significant 
increases in knowledge and support 
seeking coping and significant decreases 
in avoidant coping and 
total difficulties over time. 
 
There was no effect of school and gender 
on any outcomes (although 75% of the 
sample were female). 
 
 

A school counsellor was on hand in each 
school as the intervention encouraged 
students to seek help if they were 
concerned about how they were coping. 
 
Class was completed as part of regular 
class time and under the supervision of 
their regular class teachers. Schools ran 
the intervention during personal 
development/ health lessons. Increasingly 
towards the end of the school term, other 
school activities pre-empted the stress 
lessons 
 
Of 8 schools taking part, 2 were 
subsequently unable to implement the 
intervention due to timetabling constraints 
and became a de facto comparison group. 
 
Interested students could use their unique 
login from home to show their parents the 
course lessons. 
 
Teachers were given instructions to access 
the course, lesson outlines, and 
assessment and reporting information. 

Findings suggests that the 
programme not only affects 
knowledge but also changes 
behaviour. Psychological 
distress decreased and life 
satisfaction increased, 
consistent with the intervention 
having a beneficial effect on 
mood. 
 
The study design was poor in 
that the control group was 
potentially those schools most in 
demand of additional resources 
and so there was a bias. 
However as the findings were 
primarily within-group it does 
suggest the intervention has 
benefit. Compared to other 
interventions, this program is 
effective by encouraging help-
seeking behaviour 
 
Also relatively cheap to 
implement as brief, and yet 
yielded long term benefits 3 
months after the intervention 
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9. Stakeholder Dissemination and Workshop Event 

In order to disseminate findings to relevant stakeholders, and as an opportunity to both confirm our 

findings and gather new data, a stakeholder event was held on 16th May 2017 at the College of St 

Hild and St Bede, Durham University. It was co-hosted by ILG and Newcastle University. It was 

flagged as suitable for commissioners, people working with CYP and their mental health concerns 

(e.g. teachers, healthcare professionals, and community support services), parents and carers of 

CYP. Due to the need to hold the event in term-time, CYP themselves were unable to attend. The 

event was well attended, attracting 62 delegates from across the North East. The attendees were 

varied including commissioners, voluntary sector workers, academics, and healthcare professionals. 

An overview of the core findings were presented to the audience before a series of workshops. 

 

For the stakeholder workshops, attendees were placed into small groups that purposefully mixed 

service providers and commissioners from different sectors and localities. Each group was presented 

with the same four case studies to consider and discuss. The fictional case studies were created by 

researchers within the team (SR, LS, JN) and were based on findings from literature review and the 

qualitative work with CYP and service providers to reflect ‘real world’ issues; with each being 

designed in order to elicit views regarding implementation of services, recognising maladaptive 

behaviours and thought processes, over-coming barriers relating to social deprivation, and 

engagement between service providers and CYP. Each case study was discussed within the small 

groups and then each group was given the opportunity to discuss their thoughts with the wider group 

of attendees. The groups were given pens, flipchart paper, and post-it notes to write down what was 

covered within their discussions. Consent was obtained from all delegates prior to the workshop for 

their permission to audio-record their discussions. The groups were prompted to consider the 

following questions: 

• What options are available? 

• What are the barriers to these options? 

• What are the possible solutions to these barriers? 

Case studies and key issues raised within the group discussions are presented in Appendix 6.  

 

Key Discussion Themes 

The discussions exposed a number of issues and exposed the complexity involved in identifying and 

tackling mental health issues in CYP. Key themes that emerged from the workshop discussions were:  

 

YP and Family Centred Approaches: The need to understand what an individual CYP needs, and 

the context of the CYP home life was perceived to be the issue to tackle in the cases of Molly, Amy, 

and Chris. One of the groups also flagged up the need to avoid referring based on a clinical diagnosis 

alone, highlighting the need for holistic approaches that go beyond the mental health condition to the 

issues that cause or compound it as well. However, it was understood that such approaches could be 

time consuming, which exposed related issues of funding and staff resources. In addition this could 

be heightened by issues of stigma and fear of, or a reluctance to engage with services due to 
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negative previous experiences with services or complex home lives. Family centred approaches were 

viewed as valuable for two key reasons; 1. raising awareness of CYP’s mental health for parents / 

guardians to enable them to support the CYP, 2. tackling any problems being experienced by the 

parents / guardian, such a financial or mental health issues, that could be impacting upon the CYP.  

 

Tackling stigma and normalising mental health: Mental health stigma is still viewed as a barrier to 

engagement with services. The group discussions suggest that key approaches to tackling this issue 

could be to normalise common mental health issues (e.g. stress), integrate mental health into school 

curriculums, and promote holistic approaches (e.g. PSHE / Emotional well-being and resilience 

courses, introducing yoga to PE classes, creating ‘safe spaces’ to talk within schools). Rather than 

focusing on one off universal interventions, integrating mental health into curriculums could work to 

reinforce positive messages about mental health and provide CYP with vital coping skills over time. 

However, one off interventions were still viewed as having potential – for example the suggestion of 

‘Wellness Packs’ during the exam period.  

 

Funding and training: The group discussions resulted in issues of funding and staff training being 

raised. Austerity measures have imposed funding and staff restrictions on mental health services and 

within schools (e.g. loss of school nurses). While the workshop attendees presented creative and 

positive ideas, implementing such ideas required financial support, including support for staff training.  

 

Collaboration: Collaboration was a strong theme throughout the discussions. Multiagency 

approaches were viewed as appropriate responses to the case studies, however, this typically came 

with the caveat that such approaches require time, and can be difficult due to issues of 

communication and data sharing. The discussion of ‘Implementing and Intervention’ raised the 

suggestion of schools collaborating with research institutions, such as local Universities, in order to 

conduct more rigorous evaluation of interventions. 

 

Commentary of the event 

Feedback from the event was generally very favourable. Encouragningly, the findings of the 

PROMOTE: NE appear to agree with what is currently being experienced by people working in this 

area; suggesting our findings were representative. Many on the day, and in the feedback forms, 

stressed that the opportunity to speak with other professionals was a welcomed opportunity to discuss 

techniques and share strategies that can be applied across the different sectors of school, healthcare 

and community organisations. In particular, commissioners mentioned how speaking to service 

providers made them aware of the logistical issues that affect practice whereas service providers felt 

that, by speaking with commissioners, they had a greater understanding of the decision making 

processes in implementing services. 
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10. Synthesis of findings 

In this section, findings from the systematic review of reviews, system mapping exercise, co-

production workshops, qualitative data and ‘best bet’ intervention critique are synthesised to highlight 

how current configuration of services meet evidence-informed best practice and stakeholder needs; 

and how future services could be adopted or modified. 

 

Translation to evidence based practice 

Many of the universal and targeted approaches that we identified in the review have been included in 

the LTPs. However, while many of the LTPs made reference to the use of evidence-based 

approaches in their transformation efforts, in most cases specific evidence-based packages were not 

cited. It is vital that in adopting evidence into practice, interventions are not taken in ‘piecemeal’ but 

adhered to in accordance with the original content of the intervention evidence.  Consequently, if only 

components of a complex evidence based intervention are adopted into practice, there is a possibility 

that these selected components are not the ‘active ingredients’ that cause any effectiveness.  

Similarly, careful consideration needs to be made about who will deliver the interventions in order to 

stay in line with the evidence supported intervention. When trying to understand the differences in 

effectiveness between similar interventions within the literature, it became apparent how subtle 

differences in the facilitator, length of sessions and delivery method can lead to differences in results. 

 

Anti-stigma 

A common theme throughout the LTPs which was mirrored in the views of CYP was the need to build 

environments where psychological health could be openly discussed. This adheres to the principle of 

parity of esteem between mental and physical health. Despite not being effective at a population level, 

universal interventions which were carried out within the whole classroom may potentially have been 

an awareness raising activity, and it may be this increased awareness at a population level that is the 

mechanism through which those with sub-threshold symptoms benefitted. Both online/digital and 

psychological/educational interventions delivered to indicated populations were more effective than 

their universal counter-parts and perhaps the best approach is an integration of the two approaches. 

Brief universal interventions may foster a more accepting school environment. If designed 

appropriately such brief universal interventions could encourage those with sub-threshold symptoms 

to identify their own symptoms and feel less stigmatised so they can access support. In the best-bet 

interventions critique, Possel et al’s evaluation of the LISA program (2005) offered an interesting 

perspective on this by screening for self-efficacy at baseline as it was found that those that engaged 

with the intervention and responded best were those with low self-efficacy. Screening for personality 

characteristics rather than depressive symptoms may be a better way to engage people without 

explicitly discussing negative emotions. 

 

Self-care 

While it is important to provide services and resources that CYP can access, the LTPs acknowledge 

that there are financial limitations on what can be provided. Furthermore, many individuals do not 
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want to access formal face to face therapy services (and nor should many of them need to) and 

instead would prefer to self-manage symptoms that they are experiencing. Providing CYP with the 

skills and guidance to do this is an important part of care. There were a handful of studies that did not 

entail sessions with a practitioner but displayed positive effects by means of participants being 

encouraged to self-monitor their conditions (Kauer et al, 2012). These entailed online interventions 

and so it is important to think about ways in which digital technology can be applied to foster self-

management strategies. Similarly, a number of the relaxation based therapies encouraged 

participants to practice techniques at home. By doing so they are learning skills that can be applied 

across situations (Elder et al, 2011; Franco et al, 2011; Huppert et al, 2010; Potek et al, 2012; Raes et 

al, 2014). Similar to CYP wanting techniques they can apply rather than having structured sessions of 

treatment, CYP and non-clinical service providers both expressed desire to learn brief techniques 

that, while not treating the underlying disorder, helped to provide support at times of increased stress. 

 

Resilience 

Many of the LTPs have shifted away from a focus on ill health and psychopathology, and instead 

have adopted a focus on prevention by describing plans to promote CYP’s resilience to negative 

thoughts and stressful events. However, this move away from a tiered approach was not mirrored by 

perceptions in the communities. By far, the strongest evidence base advocates relaxation therapies 

for improvements associated with outcomes relating to mental health promotion. While it could be 

assumed the outcomes affected would relate to reducing negative affect, it was surprising in that 

these types of interventions showed minimal reduction in lower-level stress and mood symptoms but 

were effective in improving coping strategies and well-being as a whole. When critiquing the best bet 

interventions there was clear evidence to support the use of mindfulness-based interventions for both 

preventative and curative effects on depression (Raes et al, 2014); effects that were rarely shown in 

psycho-educational interventions. Other advantages of mindfulness based interventions that 

correspond to needs highlighted in the qualitative data is that they teach skills that can be applied 

outside of a classroom setting and the emphasis is not on discussing mental disorders explicitly. From 

an implementation perspective, most of the mindfulness-based interventions can be provided by 

teachers and practiced at home; enabling both whole school approaches and self-care techniques.  

 

Surprisingly the literature had little evidence of psychological/educational therapies that are designed 

to target mental health promotion in a universal approach. As such, for those planning such universal-

level interventions there is little guidance and we instead encourage those implementing such 

interventions to look at how to appropriately evaluate the efficacy and acceptability of such 

interventions; to inform both further research and local policy. In contrast, there was evidence to 

suggest that psychological/educational therapies and digital/online interventions prescribed to 

indicated populations (with elevated symptoms of depression and/or anxiety) were associated with 

improvement in measures of mental health promotion. 
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Digital technology 

Online/digital interventions are an emerging field and they have a number of appeals in that they 

involve less physical resources and can provide access to groups that are reluctant to engage in face-

to-face interventions or who may have difficulties accessing resources that are available. However, 

while many mention the use of apps, the evidence showed no robust randomised controlled trials 

of apps. Furthermore, the retention rates in many of the online interventions were very low when 

online interventions were offered without supervision. Those digitally-based interventions proposed in 

the LTPs need to consider how supervision could be incorporated. It may be that supervised digital 

interventions negate their potential value in that they are no longer accessible when most convenient. 

However, the benefit of some of the online interventions detailed as effective in the literature is that 

they can be supervised and delivered by individuals without mental health training. Furthermore, they 

provide novel modes of delivery that break away from the structured session formats. 

 

Readiness- to-disclose 

A persistent theme across the qualitative data was the complex and nuanced idea of someone being 

‘ready to disclose’ mental health concerns. Disclosure was tied to personal circumstances, 

environmental factors, and fears regarding confidentiality. The content of services were generally 

well-received once accessed but it is apparent that developing methods to improve communication of 

concerns without necessarily ‘entering a care pathway’ need to be addressed further. This seems a 

central issue for the mild-to-moderate cases where support and guidance is limited. 

 

Working across sectors to prevent mental disorders  

Many of the problems that CYP faced were directly linked to difficult circumstances and/or increased 

responsibilities in their home lives. While the involvement of families was crucial to CYP’s mental 

health, family engagement was consequently not used as a criterion for identifying the ‘best bet’ 

interventions. The rationale for this was that (1) it became apparent through interviews that services 

cannot be reliant on parental engagement as barriers currently exist that deter even those parents 

that wish to be involved, (2) fears of confidentiality being breached by involving parents was a key 

deterrent to ‘readiness-to-disclose’, and (3) CYP may have problems that do not necessarily entail 

family problems. However such approaches would be difficult to implement with limited resources and 

as such interventions should aim to operate without necessarily having family engagement. However 

we would stress that parents and siblings were not the focus of this study and as such it is important 

to consider their views in later research. 

 

One of the key features of the THRIVE model is that it appreciates that treatment should not 

necessarily be offered to individuals depending on a level of severity, and that interventions instead 

should be proportional to the level of intensity that the person desires. The evidence search helps 

supports this approach in that both multi-session and brief interventions were available for the 

different intervention types. Hopefully the literature provided may offer suggestions that can be utilised 

for each sector of the THRIVE model. However, issues of building trust and rapport highlight the need 
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for more flexibility in the structure of services and that the frequency and intensity of support should 

not be rigidly prescribed. 

 

Whole systems approaches 

Based on findings from the appreciative inquiry and the service mapping, we have been able to build 

a clearer picture around how LAs intend to adopt a whole systems approach to mental health in 

response to FiM policy recommendations.  Specifically, in Appendix 2 we itemise areas of good 

practice under the heading 'whole systems approaches', and in Appendix 3 we itemise services under 

the heading 'Integration across universal, targeted and specialist services'. There are a range of 

approaches that could be considered for adoption into practice. We draw out whole school 

approaches in particular, where awareness-raising on mental health can be carried out by applying 

universal services, which can lead to a culture shift within the school that then extends to the family 

and beyond. Other whole systems approaches worth considering include improving pathways 

between universal and targeted services; joint commissioning in order to pool budgets explicity for 

CYP’s MH and cut across sectors; clear single point of contact to access services; workforce capacity 

strategies; working across sectors and society; continuous monitoring and evaluation of services, in 

co-production with the academic community (for example through Fuse’s research programmes on 

Complex Systems and Early Life and Adolescence). Considering the FiM policy recommendation and 

mounting evidence of the effectiveness of whole systems approaches in transforming health systems, 

we strongly encourage LAs to commit to addressing the mental health of CYP across the health 

system by devising detailed whole systems approaches plans for action and implementation. 
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11. Conclusions and recommendations (Bold) 

1. Accurate data is needed on the prevelance of mental health difficulties in CYP in the 
region.  

 
2. LTPs across the region had an emphasis on prevention of mental health problems, the promotion 

of psychological resilience, early support for families and CYP and early intervention where 
needed. In many areas the THRIVE model is being implemented. However, universal 
interventions, though they may improve the environment and acceptance of mental health issues, 
were shown to be ineffective at a population level. Sub group analysis did however show an effect 
of these interventions in CYP with sub-threshold symptoms. Enhancement of universal 
approaches to those CYP with difficulties could be effective and less stigmatising.  
However, their use needs to be weighed up against potentially larger delivery costs. 
 

3. Mental health for CYP across the region is seen as a priority area; there are examples of “good 
practice” and innovation that can be shared. Engagement with key stakeholders is necessary 
to share this learning and truly define what we mean by ‘good practice’.  

 
4. The implementation and impact of roll out of LTP’s for mental health of CYP needs to be 

evaluated in regards to both their short- and long-term effectiveness but also in regards to 
process measures such as implementation strength and fidelity of intervention delivery 
across multiple sites.  
 

5. There are many examples of evidence based interventions being rolled out across the region. 
School based, digital and relaxation interventions being used on the ground need to be 
compared in terms of fidelity to the evidence base reviewed i.e. whether intervention 
sessions are delivered as planned in terms of content, frequency, duration and coverage. 

 
6. Services need to be flexible in format, intensity and delivery in order to meet the needs of 

CYP with the most complex lives, specifically to allow time for trust and rapport to be built. 
 
7. Family issues are important risk factors for CYP mental health but, due to issues of confidentiality, 

barriers to involving even the most engaged parents and CYP mental health issues being 
independent of family circumstances, delivery of the ‘best bet interventions should not 
necessarily be contingent on parent involvement 

 
8. More guidance and support needs to be provided into schools around CYP mental health.  

This support should entail; 
a. Providing teachers techniques on how to foster confidence to speak about problems 
b. Making it explicit the roles of teachers in dealing with CYP with mild-to-moderate difficulties 
c. Incorporating mental health education into educational classes to provide parity of esteem in 

relation to physical health 
d. Teaching pupils techniques to help support peers that are experiencing problems 

 
9. We would recommend adoption of mindfulness-based interventions due to clear benefits in 

mental health promotion and mental disorder prevention and their lack of focus on explicitly 
talking about mental disorders through universal delivery. 

 
10. Online and digital interventions are potentially effective but attempts need to be made to facilitate 

and supervise their use. Online/digital interventions may be best for signposting and self-
management through monitoring changes in symptoms, rather than delivery of treatment.  
 

11. Screening tools that focus on other psychological traits such as self-efficacy, confidence and 
emotional awareness rather than explicitly screening for depression could be useful as a way of 
identifying CYP at risk of mental health disorders. Through such screening, offers of support and 
guidance can be provided that do not require the resource of whole-school approach. However 
the high prevalence of “screen positive” CYP with mental health difficulties, or traits needs to be 
considered in the context of a very stretched clinical service. Alternative scalable and 
sustainable interventions need to be considered for further adaptation and evaluation 
especially for CYP with sub diagnostic mental health difficulties. 
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Appendix 1. Detailed report of systematic review of reviews  

Overview of review summaries 

The 21 eligible reviews varied considerably with regards to intervention type, delivery, outcomes and 

target population. Twelve reviews focused on psychological and/or educational interventions, five 

reviews focused on interventions delivered online or via a computer, and four focused on relaxation 

interventions. The majority of reviews were of moderate quality (AMSTAR score 5-8), only 2 were of 

high quality (AMSTAR score >8) (psychological/educational interventions n=1; relaxation interventions 

n=1) and 3 were of low quality (AMSTAR score<5) (psychological/educational interventions n=1; 

online n=1; relaxation interventions n=1).  

 

Reviews of relaxation interventions primarily focused on mindfulness-based interventions. While they 

generally reported benefits in psychosocial and psychological outcomes in intervention groups, the 

authors acknowledge that the data is limited in that there is much heterogeneity in the content of the 

interventions and the current research suffers from a lack of follow up assessments. The lack of 

extensive follow up assessments may primarily be due to this being a rapidly emerging field of 

research. However, another disadvantage of this being an emerging field is that the methodology 

across these reviews routinely suffered from a lack of a priori hypotheses. In nearly all the reviews, 

researchers attempted to summarise all research on mindfulness based interventions in the literature 

and as such the cohorts reported on were a composite of preventative and treatment-focused 

interventions. Disentangling the evidence relating specifically to the cohort of interest was problematic 

as often only a subset of the individual studies within each of the four reviews met our eligibility 

criteria. 

 

Reviews of online-based interventions primarily focused on symptoms of anxiety and/or depression. 

The review summaries suggest that these interventions were more effective in treating symptoms of 

anxiety compared to symptoms of depression, and that interventions based upon cognitive 

behavioural therapy (CBT) were particularly effective compared to other types of intervention. 

However, the authors of a number of the reviews suggested that while acceptable to the populations 

targeted, the rates of non-completion were high. These findings suggested that while online and 

computerised interventions may be effective, thoughtful consideration needs to be given with regards 

to the implementation of such interventions. 

 

The remaining reviews were often less clear about the interventions they were specifically interested 

in but the majority could be broadly defined as psychological and/or educational based interventions. 

Interventions were found to generally be effective across reviews but indicated interventions that 

targeted young people with elevated symptoms of anxiety and/or depression at baseline seemed 

particularly effective in comparison to interventions that were applied to a universal population. 

Interventions that focused on CBT were considered the most effective but this was primarily due to a 

lack of educational-based interventions and psychological interventions with an alternative format 

(interpersonal therapy was noted as also effective in a handful of studies). The main issues that 
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review authors reported on was whether these interventions could be implemented within schools and 

delivered by school staff as the majority of interventions were delivered by practitioners with mental 

health training, and as such may not be available in the school environment. From a methodological 

standpoint, the authors routinely commented on the issue of suitable control comparisons as many 

variations were used (usual care, attention control) and the level of randomisation this entailed 

(cluster randomised, by class, by individual) may have confounded effects. 

 

Overview of individual study data 

As highlighted, there is useful information to be taken from the summaries of reviews but, given broad 

inclusion criteria utilised across the reviews, it is necessary to examine the individual study data of 

eligible reviews to more fully understand how effective and generalizable relevant interventions are. 

The tables displaying the evidence and colour coded assessments are displayed at the end of this 

document 

 Psychological/Educational Interventions – Universal 

 Psychological/Educational Interventions – Indicated 

 Relaxation interventions 

 Online interventions – Universal 

 Online interventions - Indicated 

 

Psychological/Educational interventions 

Universal interventions 

There were 26 interventions that were delivered to a universal population. All interventions recruited 

participants from schools except one study where the method of recruitment was not specified.  

 

Of the 22 interventions measuring outcomes of depression, 14 did not show an effect, 4 

showed unclear effects and 4 showed a positive effect of the intervention. There was no clear 

pattern with regards to the quality of studies that did or did not show an effect. Of those that showed 

an effect, Chaplin et al (2006) utilised a CBT-based intervention in early adolescents and found effect 

post-intervention but not at 1 year follow up. Horowitz et al (2007) showed significantly improved 

depression scores post-intervention in mid-adolescents with both a CBT-based intervention and an 

interpersonal psychotherapy intervention (both groups also received psychoeducation) compared to 

the control group. Again, findings were not significant at follow-up. Both these studies had a strong 

quality assessment whereas the other two studies showing a positive effect had weaker quality 

assessments. Hains et al (1992) showed a significant improvement in depression scores in mid-

adolescents with both a CBT-based and a relaxation based intervention in comparison to a wait-list 

control group. Both interventions lasted 9 sessions and the sample size was very small (N=17). 

Finally, Possel et al (2005) did show consistent improvement in depressive symptoms after an 

intensive 11 session intervention at 3 month follow up but there was a 25% dropout rate.  
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Of those reporting equivocal findings, Gilham et al (2007) reported significant differences for two 

different types of CBT-based interventions at later follow ups but not until after 6 month follow up. As it 

is unclear the levels of attrition, those that completed the later assessments may have been more 

committed and as such skewed the findings. Hains et al (1994) used a CBT-based intervention and 

reported significant decreases in depression only in those that were highly anxious at baseline, but 

this was a small study (N=17). Lock 2003/Barrett 2006 used a CBT-based intervention and found a 

significant difference in depression scores at 6 month follow up, but as drop-out rates were unclear 

and as there was no difference post-intervention or later follow up assessments, this finding should be 

treated cautiously. Finally, in a large cluster RCT Spence 2003/2005 demonstrated a significant 

improvement in depression scores post-intervention but not at later follow up assessments. However, 

intention-to-treat analysis was not performed which may bias a positive finding and no difference was 

detected in the rate of depressive diagnoses.  

 

Findings were more encouraging for the 11 interventions measuring anxiety symptoms, as 5 

interventions showed a clear benefit over the control group whereas 3 interventions showed 

equivocal results and 3 showed no effect. Significant improvements in anxiety scores in 

comparison to a control group were shown with communication skills training (Garaigordobil et al 

2004), CBT-based interventions (Hains et al 1990; Hains et al, 1992; Lock 2003/Barrett 2006), 

relaxation-based training (Hiebert et al, 1989; Hains et al, 1992). The quality assessments were 

moderate for all except Hains et al (1992) and Hiebert et al (1989) which were rated low. Both Hains 

et al (1992) and Hains et al (1990) had sample sizes <25. While most studies had limited information 

on follow up, Lock 2003/Barrett 2006 showed effects no longer remained after one year follow up. 

With regards to studies that showed equivocal findings regarding anxiety symptoms, Barrett et al 

(2005) showed post-intervention improvements but no effect at 12 month follow up. In a small scale 

study, Hains et al (1994) reported their CBT-based intervention only showed an improvement in 

anxiety scores in those with elevated scores at baseline. Finally, Yahav et al (2008) reported within-

group differences in anxiety scores but no between-group effect when comparing their control group 

to a multicomponent intervention that utilised CBT and relaxation-training. 

 

The number of eligible interventions was surprising low for interventions targeting mental 

health promotion as only two studies reported effects and one reported a benefit while the 

other had no effect. Hains et al (1990) showed significant improvement in self-esteem with a CBT-

based intervention but the study was limited by small sample sizes. In contrast Harnet et al (2004) 

showed no improvement in coping strategies in a group that received a CBT-based intervention 

targeting resourcefulness. 

 

Summary 

Universal interventions do not appear effective in preventing depressive symptoms. Of the few that 

did demonstrate effectiveness, effects were not consistent at follow up in the higher quality studies 

and the remaining studies were limited by low retention rates, small sample sizes and potential bias 
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from drop-outs. With regards to anxiety, there are more encouraging findings but as yet there is not 

definitive evidence as those studies that showed effectiveness were limited by lack of follow up 

assessments and small sample sizes. It was surprising that not more evidence was available on 

universal programs that are targeting mental health promotion or negative affect. However sub-group 

analyses did show more substantial benefits in those CYP with elevated symptoms before taking part 

in the interventions. 

 

Indicated interventions 

There were 15 interventions that were delivered to an indicated population. The criteria for 

indication was typically a certain cut-off score on a measure of depression was the scale used and the 

cut-off varied between studies. In one study the cut-off score used differed for males or females. All 

indicated interventions recruited via a school setting except Clarke et al (2001) which recruited 

through healthcare services.   

 

Four of 5 interventions targeting anxiety showed a positive effect and one showed no effect. 

Anarson et al (2009) had little data reported apart from a relatively high drop-out rate, but anxiety 

scores decreased in the intervention group. In a small scale CBT-based intervention (n=12), Ginsburg 

et al (2002) demonstrated a significant improvement in anxiety scores compared to the intervention 

group. While Kiselica et al (1994) reported a large effect size for the improvement in anxiety scores in 

the intervention group with a CBT-based intervention, the study had a low quality assessment and the 

sample size was relatively small (N<50). Masia-Warner (2005) also reported a significant 

improvement in anxiety scores but with an intervention utilised psychoeducation and social skills 

training. Again the sample size was relatively small (N<50) but the study received a moderate quality 

assessment. The one study that did not demonstrate an effect (Sheffield et al, 2006) was rated as 

having a high quality and had a large sample size but, in contrast to the other indicated interventions 

which used a specific cut-off on validated instruments as inclusion criteria, this study selected those 

participants with the highest 20% score in the universal school population. Consequently, these 

participants may not have been experiencing elevated symptoms and thus may explain why the 

intervention was not effective and showed similar results to those observed with universal 

interventions. 

 

Four of the 12 interventions targeting depression were shown to be ineffective, 6 showed a 

positive effective and 2 showed equivocal findings. Of those showing a positive effect, Clarke et 

al (2001) examined the effects of a CBT and psychoeducation based intervention in a high quality 

study with low drop-out rates and found significant reductions in both depressive scores and 

incidence of depressive episodes, with effects consistent up to two years follow up. Furthermore, the 

authors used intention-to-treat analysis. In Arnarson et al’s (2009) study, the incidence of depressive 

diagnoses was significantly reduced at 12 month follow up. However, the drop-out rate was relatively 

high and intention-to-treat analysis was not used. With early adolescents, Kahn et al (1990) 

demonstrated improvement with CBT-based, relaxation-training based and self-modelling 
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interventions in comparison to wait-list controls. The sample sizes were relatively small (N<20) and 

drop-out rate were approximately 20% so results should be interpreted with caution. With a moderate 

quality assessment, Puskar et al (2003) reported on a CBT-based intervention that focused on mental 

health promotion and found significant within- and between-group differences in depression scores. 

These benefits remained at 6-month but not 12-month follow up. The study had had high retention 

rates and participants completed the majority of the modules of the intervention. Reynolds et al (1987) 

tested both a CBT-based intervention and a relaxation training intervention and reported significant 

improvement in both groups compared to the control group. However, samples sizes were very small 

(N=9-11) and drop-out rates were approximately 20%. Finally, Stice et al (2006) reported significant 

improvement in depression scores with a brief CBT-based intervention. While the study was of 

moderate quality, there were no details of attrition reported by the authors. Of the two studies showing 

equivocal findings relating to depression, Clarke et al (1995) reported no between-group differences 

between a CBT-based intervention focused on stress and usual care. However, the high quality study 

did demonstrate within-group improvement in depression scores and incidence of depressive 

diagnoses between pre-and post-intervention. Similarly, Young et al (2006) compared an intervention 

based on interpersonal therapy and psychoeducation to usual care and found no between group 

difference in depressive diagnoses at 6 month follow up but did show significantly improved 

depression scores up to 6 month follow up. These findings are considered robust given that the study 

had a high quality assessment, minimal drop out and used intention-to-treat analysis. 

 

Only one study targeted mental health promotion (Lamb et al, 1998) and the CBT based 

intervention led to significant improvements in coping styles compared to the control group. The 

sample size was small but the drop-out rate was low and the study received a moderate quality 

assessment. 

 

Summary 

The evidence suggests that indicated interventions were more effective than universal interventions. 

While the studies varied in quality, a number of high quality studies robustly demonstrated benefits on 

depressive and anxiety symptoms. The evidence is currently too limited in indicated interventions 

targeting mental health promotion to make a conclusion on their use.   

 

Relaxation 

Twelve studies examined relaxation based interventions. The majority were mindfulness based 

but interventions such as yoga and transcendental meditation were also reported on. All interventions 

were recruited and delivered in schools (either as after-school classes or part of the curriculum). 

Interventions were delivered by mindfulness facilitators in approximately half the studies and by 

teachers as part of the curriculum in the other half of the studies. A number of the studies encouraged 

participants to practice at home the techniques they learnt in sessions (Elder et al, 2011; Franco et al, 

2011; Huppert et al, 2010; Potek et al, 2012; Raes et al, 2014). The use of control group varied 

considerably with some authors using wait-list/usual care comparisons, some using health classes 
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and some using other forms of physical education. However, the reviews reporting on relaxation 

interventions varied in the content they provided on and many did not specify retention rates or the 

quality of the evidence. Consequently, findings should be treated with caution. 

 

Of four studies measuring depressive outcomes, two showed a positive effect whereas two 

showed no effect. Kuyken et al (2013) reported improvement in depression scores post-intervention 

in the intervention group in a large scale quasi-RCT. Review authors reported no quality assessment 

or details on drop-out rates. Raes et al (2014) conducted a large scale, high quality intervention that 

encompassed mindfulness and psychoeducation. Compared to a wait-list comparison group, 

depression scores were significantly improved at post-intervention and 3-month follow-up. In contrast 

to these positive findings, Sibinga et al (2013) showed no significant difference in depression scores 

in males receiving Mindfulness Based Stress Reduction (MBSR) compared to a control group that 

received health classes. The study was of moderate quality but only 41 participants were recruited. 

Similarly, Noggle et al (2012) reported no significant difference in depressive symptoms with yoga 

compared to physical education and the study received a moderate quality assessment, but this was 

a small scale study (N=51).   

 

All five of the interventions measuring anxiety symptoms showed a clear benefit. Elder et al 

(2011) showed significant improvements in trait anxiety at follow up in an intervention group that 

received Transcendental Meditation. Encouragingly, over 60% of this sample were from ethnic 

minorities. Franco et al (2011) tested a mindfulness based intervention against wait-list controls and 

showed a significant improvement in both state and trait anxiety. Participants with higher anxiety at 

baseline displayed the most improvement. In Noggle et al’s (2012) comparison of yoga to physical 

education, the yoga group reported significantly less anxiety symptoms at a 10-week follow up. 

Similarly, in Potek et al’s (2012) low quality comparison of MBSR against wait-list, there was a greater 

reduction in anxiety symptoms in the intervention group. Finally, Sibinga et al (2013) showed 

improvement in anxiety with MBSR compared to participants receiving health topic classes in their 

moderate quality intervention. 

 

Of 7 studies looking at measures of mental health promotion, 4 showed a clear benefit, 2 

showed equivocal results and one showed no benefit. Of the studies displaying a positive effect, 

participants in Broderick et al’s (2009) mindfulness based intervention, reported significant 

improvement on a calm/relaxing/self-accepting scale and emotion regulation. However, this quasi-

RCT had a vastly smaller sized control group compared to the intervention group increasing the risk 

of selection bias. Metz et al (216) compared the same intervention to a group that received a choir 

class. The intervention group reported improved emotion regulation.  In Franco et al’s (2011) 

mindfulness based intervention, a significant improvement in self-concept was observed in the 

intervention group but not the control group. In Kuyken et al’s (2013) large scale quasi-RCT, a 

significant improvement in wellbeing scores was observed with their intervention that incorporated 

MBSR. Of those reporting equivocal findings, Hennelly et al (2011) found that participants receiving a 
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mindfulness-based intervention showed significantly better well-being scores post-intervention but this 

was due to a decrease in well-being with the control group. The intervention group also showed 

further improvements in well-being at 6 months follow up. Only older adolescents within the sample 

reported significant improvements in resilience. Huppert et al (2010) reported no difference in 

resilience scores between a MBSR group and those that receive normal health classes, but the 

intervention group did display a marginal improvement in well-being scores. The extent of 

improvement in well-being scores was associated with the degree of practice.  

 

Of the 7 studies looking at negative affect four showed a positive effect whereas three showed 

no benefit. Many of the studies that reported on outcomes relating to negative affect also reported on 

mental health promotion outcomes, where the same criticisms of the methodology used in those 

studies undermine the reliability of the findings relating to negative affect. Broderick et al (2009) 

reported a significant decrease in negative emotions in the mindfulness-based intervention group 

compared to participants receiving regular health classes but the findings should be treated with 

caution due to unequal group sample sizes. Metz et al (2011) delivered the same intervention and 

found less symptoms of stress in the intervention group. Kuyken et al (2013) also reported a 

significant reduction in stress symptoms at 6 follow up in those participants that received a MBSR 

intervention. Elder et al (2011) reported significant reductions in emotional symptoms in a sample with 

a high number of ethnic minorities that received transcendental meditation.  Interestingly, the three 

studies that did not show a positive effect all reported on measures of stress, irrespective of whether 

the intervention was MBSR (Potek et al, 2012; Sibinga et al, 2013) or yoga (Noggle et al, 2012) 

 

Summary 

While studies were limited by methodological issues pertaining to the comparison group, there is 

consistent evidence that relaxation therapies are beneficial in mental health promotion and reducing 

anxiety symptoms. There is little evidence to support the use of relaxation therapies for preventing 

depressive symptoms but the higher quality evidence currently supports their potential benefit. With 

regards to negative affect the evidence was mixed and the insufficient reporting from the review 

authors prevents being able to appropriately evaluate the reliability of their findings. 

 

Online interventions 

i. Universal interventions 

Seven studies reported online interventions delivered to a universal population. Of these only 

2 studies looked at the effects on anxiety and both were shown to be effective. Li and 

colleagues (2014) compared two CBT-based online interventions: one targeting depressive symptoms 

and the other targeted anxiety symptoms. However, both interventions reduced anxiety symptoms. 

The other study also utilised CBT techniques and showed consistent improvements 6 months’ post-

intervention (Calear et al, 2009). High adherence and increased participant age were both associated 

with increased effectiveness. While details of Li and colleagues’ intervention were poorly reported 

(with little details on sample numbers), by contrast Calear and colleagues (2009) conducted a large-
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scale cluster RCT with a strong quality assessment and as such the findings appear robust and 

reliable.  

 

Five studies measured depressive outcomes and the results were mixed with two studies 

showing benefit, and three showing equivocal results. As mentioned for the findings regarding 

anxiety, Li and colleagues (2014) showed effectiveness on depression scores in a CBT-based 

intervention focused on depression but not when the intervention was focused on anxiety. However, 

the insufficient reporting for this study limits the generalisability of the findings. Manicavasgar and 

colleagues (2014) also suffers from poor reporting but the authors reported both within- and between- 

group improvements in depression; with stronger effects associated with improved adherence. In 

contrast, Calear and colleagues’ (2009) robust cluster RCT only showed benefits in participants with 

elevated symptoms at baseline. Similarly, the two remaining studies tested the same intervention as 

Calear et al (2009) and also showed stronger effects in those with elevated symptoms at baseline 

(O’Kearney et al, 2006, 2009). The two studies found no differences between groups post-intervention 

but O’Kearney and colleagues (2009) reported a significant difference from the control group at 6-

months’ follow up. The difference between the two studies may be explained by O’Kearney et al 

(2009) testing the intervention only in females whereas O’Kearney et al (2006) tested the intervention 

in only males. However, both studies were given a weak quality assessment due to potential 

confounders so no conclusions can be drawn. 

 

Two studies reported on outcomes related to mental health promotion with one showing clear 

benefit and the other having equivocal findings. Fridici et al (2009) reported significant increases 

in positive thinking and knowledge of coping strategies in online training delivered in schools and 

face-to-face training compared to no intervention and the same online training when completed at 

home. The difference is most likely attributable to the widely different attrition rates (2% when 

delivered in school vs. approximately 70% when completed at home). In contrast, Van Vilet et al 

(2009) reported improvement in knowledge about coping strategies and support seeking, but reported 

no significant difference in use of active coping or pro-social coping strategies. The latter study 

received the strongest quality rating. The same two studies reported on outcomes relating to negative 

affect. Fridici et al (2009) showed equivocal findings in that there were no effect on stress vulnerability 

or negative thoughts, but a significant improvement in psychological stress was reported in those that 

received the online/face-to-face training. a clear benefit, the other showed equivocal findings. 

Similarly, Van Vilet et al (2009) reported significant decreases in psychological distress, avoidant 

coping and emotional and behavioural difficulties. 

 

Summary 

Evidence is limited regarding the use of universal online interventions with regards to mental health 

promotion and mental illness prevention. However, the evidence does suggest that these universal-

based interventions are effective in reducing anxiety and depression symptoms in those who are 

prepared to adhere to the intervention and who are experiencing elevated symptoms already. The 
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benefits of these interventions is that they can be delivered by teachers as part of health curriculum, 

and this delivery encourages stronger participant adherence. 

 

Indicated 

Six studies reported online interventions delivered to a population with indication of elevated 

mood symptoms. Unlike the psychological/education therapies delivered to indicated populations 

which only recruited participants with elevated symptoms through a school setting (see Section 

5.2.1.1), a number of studies testing online interventions recruited young people with elevated 

symptoms through healthcare (e.g. GP’s) and universal services (e.g. youth centers). Whereas some 

of the interventions utilised healthcare services as a means of recruitment (Van Voorhees 2008/2009, 

Hoek 2011, Saulsberry 2013), others used the healthcare professional as an active part of the 

intervention in that they would deliver feedback via the online platform (Hoek et al, 2012) or review 

data entry into the online platform (Kauer et al, 2012). The reason for indication was routinely 

elevated scores on a validated symptom scale. 

 

Two studies measured anxiety symptoms and showed no effect. Hoek et al (2012) tested 

computerised CBT and did show a decrease in both depression and anxiety, but so did the wait-list 

control group. As this intervention entailed the involvement of the clinician, the potential ‘placebo 

effect’ within the wait-list comparison group of seeking help from healthcare services should not be 

underestimated. The knowledge of an intervention being forthcoming may alleviate some of the 

participants’ anxiety. However, the dropout rate was particularly high in the intervention group and this 

may explain the lack of difference between groups. Interestingly the anxiety levels in the comparison 

arm in the second study also declined but in this case the anxiety levels remained stable in the 

intervention arm (Van Voorhees 2008/2009, Hoek 2011, Saulsberry 2013). In this study the 

comparison arm received a less intense version of the intervention received by the intervention group, 

without a motivational interviewing component. A potential explanation is that motivational 

interviewing is an intense process and this may invoke anxiety initially (that counters the benefits of 

the rest of the intervention) but leads to long-term improvements. 

 

Four studies measured depressive symptoms and only one showed no benefit whereas the 

remaining three showed a clear benefit. As mentioned previously, Hoek and colleagues (2012) 

demonstrated a decline in depression but this was also demonstrated in the wait-list control group. 

The remaining three studies showed improvement in depression scores using a variety of 

approaches: CBT (Makarushka et al, 2012), self-monitoring (Kauer et al, 2012) and CBT, 

interpersonal training and motivational interviewing (Van Voorhees 2008/2009, Hoek 2011, 

Saulsberry 2013). Of these three beneficial studies, drop-out rates were below 20% and all apart from 

Makarushka et al (2012) received a strong quality assessment.  

 

Four studies measured mental health promotion, with three showing clear benefit and one 

showing equivocal results. Boniel-Nissim et al (2013) showed clear improvements with a variety of 
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blogging-based interventions in social- emotional difficulties and social behaviors, which were 

maintained over time. Furthermore, in previously described studies, Makarushka et al (2012) found 

computerised CBT improved self-efficacy and behavioural activation whereas Kauer et al (2012) 

reported significant increases in emotional awareness with a self-monitoring intervention. In contrast, 

Fukkink et al (2009) compared one-to-one online support with telephone support and reported an 

increased sense of well-being in both groups. However, the findings should be interpreted with 

caution due to a very high drop-out rate (77%). Three of these studies (Boniel-Nissim et al 2013; 

Makarushka et al 2012; Fukkink et al 2009) also reported outcomes related to negative affect and two 

showed a clear benefit and one showed equivocal results. Boniel-Nissim et al (2013) reported 

significantly less levels of distress across all blogging groups and Fukkink et al (2009) reported 

significantly less negative thoughts in the computerised CBT intervention. In contrast Makarushka et 

al (2012) reported significantly less problem burden in both groups. 

 

Summary 

Indicated online interventions appear effective in reducing depressive symptoms, encourage mental 

health promotion and reduce outcomes relating to negative effect. Findings were generally positive 

but where there were equivocal findings, this was often due to the comparison group receiving similar 

interventions. More work is needed to examine the potential placebo effects of receiving any 

intervention after being identified as having elevated symptoms as the process of seeking help in the 

first step may be an important first step in coping.  
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Overview of review inclusion criteria and findings 

Review Proportion of eligible 
studies/Total Studies 

Outcome Population Intervention 
type 

Summary Quality of 
review 

Psychological/Educational based Interventions 

Barrera 2007 5/5 Depression Universal 
Indicated 

Not specified - Prevention interventions that use CBT and IPT concepts have been found to be 
effective in reducing the incidence of major depression.  

- Interventions that target specific risk populations are more likely to document 
effectiveness in reducing major depressive episodes than the widespread, universal 
prevention interventions, perhaps because incidence in universal 
interventions is too low to have adequate statistical power, unless very large 
samples are studied 

6 

Calear  
2010 

21/43 Depression 
Resilience 

Universal 
Indicated 

Not specified - A large proportion of the programs identified were based on cognitive 
behavioural therapy (CBT), and delivered by a mental health professional or 
graduate student over 8–12 sessions.  

- Indicated programs, which targeted students exhibiting elevated levels of 
depression, were found to be the most effective, with effect sizes for all programs 
ranging from 0.21 to 1.40.  

- Teacher program leaders and the employment of attention control conditions were 
associated with fewer significant effects.  

- Further school-based research is required that involves the use of attention 
controls, long-term follow-ups and which focuses on the training and evaluation of 
sustainable program leaders, such as teachers 

6 

Carnevale 
2012 

9/11 Depression Universal Not specified - Results indicated cognitive–behavioral universal prevention interventions can be 
effective on decreasing depressive symptomalogy in adolescents.  

- All reviewed studies were conducted in the school environment by professionals 
and/or school staff; however, only three of the programs implemented 
demonstrated adoption and sustainability.  

- School nurses can be instrumental in bridging the gap between the planning and 
developing of prevention programs and translation into the real-world school 
environment. 

6 

Cuijpers 2006 4/8 Depression Indicated Psychological - The mean effect size was 0.55 (95% CI: 0.35–0.76).  
- There were not enough studies to examine whether specific psychotherapies were 

superior to other psychotherapies. 
- Although the number of studies is small and their quality is limited, screening and 

early intervention at schools may be an effective strategy to reduce the burden of 
disease from depression in children and adolescents. 

6 

Langford 
2015 

2/2 (Mental health 
outcomes) 

Mental 
health  
Emotional 
well-being 

Universal Health 
Promoting 
Schools 
framework 
criteria 

- No evidence of effectiveness for mental health; however, only a small number of 
studies focused on these latter outcomes. 

6 
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Merry  
2004 

8/20 Depression Universal 
Indicated 

Educational 
and/or 
psychological 

- Although there is insufficient evidence to warrant the introduction of depression 
prevention programmes currently, results to date indicate that further study would 
be worthwhile.  

- There is a need to compare interventions with a placebo or some sort of active 
comparison so that study participants do not know whether they are in the 
intervention group or not, to investigate the impact of booster sessions to see if 
effectiveness immediately after intervention can be prolonged, ideally for a year or 
longer, and to consider practical implementation of prevention programmes when 
choosing target populations.  

- Until now most studies have focussed on psychological interventions. The potential 
effectiveness of educational interventions has not been fully investigated. 

9 

Neil  
2009 

12/27 Anxiety Universal 
Indicated 

Not specified - Results of the review indicated that most universal, selective and indicated 
prevention programs are effective in reducing symptoms of anxiety in children and 
adolescents, with effect sizes ranging from 0.11 to 1.37.  

- Most programs targeted adolescents (59%), were aimed at reducing the symptoms 
of nonspecific anxiety (67%), and delivered cognitive behavioural therapy (CBT; 
78%).  

- Further quality school-based research is required that involves longer-term follow-
up, the use of attention control conditions and evaluates teacher delivery 

6 

Oliver 
 2007 

1/4 Mental 
health or 
illness 

Not 
specified 

Not specified - Short knowledge building sessions did not improve long-term depressive 
symptoms, risk factors, knowledge, attitudes or intentions 

- Development and evaluation of the interventions were weak in that only five 
outcome evaluations conducted integral process evaluations 

- Young people were rarely consulted for their views on intervention development or 
impact. 

2 

Rew  
2014 

4/17 Stress Not 
specified 

Not specified - There is evidence to support the effectiveness of interventions that aim to develop 
cognitive skills among adolescents 

- Most studies had small samples and relied on different operational definitions of 
outcomes. 

8 

van Zoonen 
2014 

7/32 Depression Universal 
Indicated 

Psychological 
intervention 

- The relative risk of developing a depressive disorder was incidence rate ratio = 0.79 
(95% confidence interval: 0.69–0.91), indicating a 21% decrease in incidence in 
prevention groups in comparison with control groups. 

- Heterogeneity was low 
- Sensitivity analyses revealed no differences between type of prevention (e.g. 

selective, indicated or universal) nor between type of intervention (e.g. cognitive 
behavioural therapy, interpersonal psychotherapy or other). 

- Prevention of depression seems feasible and may, in addition to treatment, be an 
effective way to delay or prevent the onset of depressive disorders. Preventing or 
delaying these disorders may contribute to the further reduction of the disease 
burden and the economic costs associated with depressive disorders. 

6 
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Venning  
2009 

5/10 Depression Universal 
Indicated 

Cognitive 
behaviour 
therapy 

- Limited evidence was found to indicate that CBT, regardless of its content (i.e. with 
or without hopeful elements), is effective at preventing the onset of clinical levels 
of depression in young people on a sustained basis. 

- Nonetheless, given the devastating impact that depression can have on young 
people’s future functioning, further research is needed to develop effective 
interventions to equip young people with the cognitive skills to buffer its onset on a 
more sustained basis and to enable them to reach and sustain mental health 

6 

Waddell 
2007 

3/5 Anxiety 
Depression 

Universal 
Indicated 

Not specified - The most noteworthy programs for anxiety, employed universal cognitive-
behavioural training (CBT) in school-age children 

- The most noteworthy programs for depression, targeted at-risk school-age 
children, also using CBT.  

- Effect sizes for these noteworthy programs were modest but consequential 
- Prevention programs are promising but replication RCTs are needed to determine 

effectiveness and cost-effectiveness 
- Universal and targeted CBT for preventing anxiety and depression in children’s 

school-age years should be priorities for replication.  
- Conducting RCTs through research-policy partnerships would enable 

implementation in realistic settings while ensuring rigorous evaluation 
- Prevention merits new policy and research investments as part of a comprehensive 

public health strategy to improve children’s mental health in the population 

6 

Online based interventions 

Clarke  
2015 

11/28 Mental 
health or 
illness 

Universal 
Indicated 

Online - The results from the mental health promotion interventions indicate that there is 
some evidence that skills-based interventions presented in a module-based format 
can have a significant impact on adolescent mental health, however, an insufficient 
number of studies limits this finding.  

- The results from the online prevention interventions indicate the significant 
positive effect of computerized cognitive behavioral therapy on adolescents’ and 
emerging adults’ anxiety and depression symptoms.  

- The rates of non-completion were moderate to high across a number of studies.  
- Implementation findings provide some evidence that participant face-to-face 

and/or web-based support was an important feature in terms of program 
completion and outcomes. 

10 

O'Dea  
2015 

2/2 Anxiety 
Depression 

Not 
specified 

Online - In all but one trial, results demonstrated positive effects for the e-health 
- interventions, relative to the control. 
- There is growing evidence for the effectiveness of online cognitive behaviour 

therapy interventions for reducing the level of anxiety and depressive symptoms in 
adolescents aged between 12 and 18 years, when delivered in school and clinical 
settings, with some level of supervision.  

- More research is needed to strengthen the evidence base for prevention and 
treatment programs that are delivered via the internet, particularly for depression. 

6 

Rice  
2014 

5/10 Depression Universal 
Indicated 

Online - Online interventions with a broad cognitive behavioral focus appear to be 
promising in reducing depression symptomology in young people.  

3 
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- Further research is required into the effectiveness of online interventions delivering 
cognitive behavioral subcomponents, such as problem-solving therapy. 

Richardson 
2010 

3/9 Anxiety 
Depression 

Not 
specified 

Online - All studies reported reductions in clinical symptoms and also improvements in 
variables such as behaviour, self-esteem and cognitions.  

- Satisfaction with treatment was moderate to high from both children and 
parents, though levels of drop out and non-completion were often high. 

- Additional randomised controlled trials are required, as the literature is currently 
limited.  

- Preliminary evidence suggests that computerised cognitive behaviour therapy is an 
acceptable and effective intervention for this age group. 

6 

Ye  
2014 

1/7 Anxiety 
Depression 

Not 
specified 

Online - Meta-analysis suggested that, compared to waitlist control, internet-based 
interventions were able to reduce anxiety symptom severity 

- The effect in reducing depression symptom severity was not statistically significant 
- No statistical difference in anxiety or depression symptoms between internet-based 

intervention and face-to-face intervention (or usual care). 

6 

Relaxation based interventions 

Felver  
2016 

4/28 Not 
specified 

Not 
specified 

Mindfulness 
based 

- The existing literature suggests that mindfulness based interventions are a feasible 
and acceptable modality of intervention for use in school settings 

- Many additional empirical questions remain that need to be addressed 

4 

Kallapiran 
2015 

3/15 Not 
specified 

Not 
specified 

Mindfulness 
based 

- Mindfulness-based stress reduction/mindfulness-based cognitive therapy arm was 
more effective than non-active control in the nonclinical populations. 

- Acceptance commitment therapy was comparable to active treatments in patients 
in the clinical range.  

- Other mindfulness based interventions were also effective improving anxiety and 
stress but not depression in nonclinical populations compared to non-active 
control. 

6 

Langer  
2015 

6/16 Not 
specified 

Not 
specified 

Mindfulness 
based 

- The results show that mindfulness, as a prevention strategy in educational 
contexts, resulted in significant changes in psychological (e.g., reduction in 
depressive symptoms) and psychosocial (e.g., increased social skills) variables.  

- Although the results were conclusive, their interpretation and generalization should 
be carefully analysed as there were no medium- and long-term follow-up 
evaluations 

- There has been a minimal assessment of the psychological mechanisms involved in 
the change processes. 

6 

Zenner  
2014 

7/24 Not 
specified 

Not 
specified 

Mindfulness 
based 

- All in all, mindfulness based interventions in children and youth showed promise, 
particularly in relation to improving cognitive performance and resilience to stress. 

- However, the diversity of study samples, variety in implementation and exercises, 
and wide range of instruments used require a careful and differentiated 
examination of data. 

- There is great heterogeneity, many studies are underpowered, and measuring 
effects of Mindfulness in this setting is challenging. 

6 
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Psychological/Educational based interventions - Universal 

Study, N, 
Design 

Target group, 
Recruitment 
method 

Intervention Comparator Main findings Observations Effective? Reviews 
study 
included in 

Barrett 2005 
N=693 
RCT 

9 - 16 years  
 
School 

FRIENDS 
(N=Not reported) 
 
Structure: 10 sessions + 2 
booster delivered by graduate 
and mental health professional 
 
Content: CBT 

No intervention 
(N=Not reported) 

No significant difference 
between groups post-
intervention in depression scores 
post-intervention and at 12 
month follow up 
 
No significant difference 
between groups post-
intervention in anxiety scores 
post-intervention but significant 
difference between groups at 12 
month follow up 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Calear 2010 
Neil 2009 

Anxiety 

Bond 2004 
N=2678 
Clus2ter RCT 

13-14 years 
 
School 

The Gateshouse Project 
(N=1335) 
 
Structure: Classes delivered 
over a 10-week term 
 
Content: Health Promoting 
Schools framework. A 
curriculum focusing on 
cognitive and interpersonal 
skills or Personal Development 
classes. Schools created 
adolescent health action 

Usual classes 
(N=1343) 

No significant effect on 
depression at 3 year follow up 
 
No significant effect on multiple 
risk behavior (tobacco, alcohol 
use, substance use) or bullying 
behavior 

Quality of evidence: LOW. 
(Using Cochrane criteria) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Langford 
2015 
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teams. Surveys completed to 
set priority areas for each 
school. Health action teams 
implemented co-ordinated 
social development 
programmes to address the 
schools’ priorities. Emphasis 
was placed in developing 
whole school strategies and 
promoting positive classroom 
climates. School Action Team 
invited personnel from outside 
agencies linked with the 
school to be members. 

 

Chaplin 2006 
N=208 
RCT 

11 - 14 years  
 
School 

Penn Resiliency Program 
(N=Not reported) 
 
Structure: 12 sessions 
delivered by mental health 
professionals + teacher 
 
Content: CBT 

No intervention 
(N=Not reported) 

Significant improvement in 
depression scores in intervention 
group compared to control group 
at post-intervention but not at 12 
month follow up 

Quality of evidence: HIGH. 
Score = 3/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: No 
details 
 
Analysis: No details 

Depression Calear 2010 

Clarke 1993 
Study 1 N=622/ 
Study 2 N=300 
RCT 
 

14-16 years 
 
School 

1. A Preventative curriculum - 
Educational 
 (N=Not reported) 
Structure: 3 x 50 min sessions 
delivered by teacher 
 
Content: Psychoeducation 
which consisted of three 
structured lectures and two 20 
minute videotapes covering 
the symptoms, causes and 
treatment of depression 
 
2. A preventative curriculum – 
Psychological 
(N=Not reported) 
 

Usual health class 
curriculum 
(N=Not reported) 

No significant difference 
between groups in depression 
scores post-intervention or at 3 
month follow up 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Dropout 
was between 21-23% for the 
two intervention groups 
 
Analysis: Not reported 

Depression Calear 2010 
Merry 2007 
Venning 
2009 
Oliver 2008 
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Content: Psychoeducation and 
behaviour skill training based 
on CBT 
 
Structure in both groups: 5 
sessions by teacher 

Garaigordobil 
2004 
N=174 
RCT 

12-14 years 
 
School 

Positive Communication 
(N=Not reported) 
 
Structure: Weekly sessions 
delivered by teacher over a 
year 
 
Content: Communication skills 
training 

No intervention 
(N=Not reported) 

Significant improvement in 
anxiety scores in intervention 
group compared to control group 
post-intervention 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Anxiety Neil 2009 

Gilham 2007 
N=463 Study 1/ 
N=466 Study 2 
(N=Not 
reported) 
RCT 

12-15 years 
 
School 
 
CDI score<13. 

1. Penn Resilience Program 
(N=Not reported) 
 
Content: CBT based 
 
2. Penn Enhancement Program 
(N=Not reported 
 
Content: CBT based 
 
Structure for both 
interventions: 90 min sessions 
once a week for 12 weeks. 
Delivered by graduate student 
and teacher. 

Attention control  
(N=Not reported) 

Intervention group 1 showed no 
significant difference in 
depression scores post-
intervention, or at 6, 12 or 18 
month follow up. However 
significant improvement in 
comparison to the control group 
at 24, 30 and 36 month follow up 
 
Intervention group 2 showed no 
significant difference in 
depression scores post-
intervention, or at 6month follow 
up. However significant 
improvement in comparison to 
the control group at 12, 18 24, 30 
and 36 month follow up 

Quality of evidence: LOW. 
Score = 1/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: Unclear 
 
Analysis: No details 
 
Note: variation in effect 
between individual schools that 
took part 

Depression Calear 2010 
Carnevale 
2012 
Venning 
2009 

Hains 1994 
N=21 
RCT 

Adolescents 
(range not 
reported) 
 
School 

Stress Inoculation Model 
(N=11) 
 
Structure: 13 sessions 
delivered by graduate trainee 

Wait-list 
(N=10) 

Significant difference in 
depression scores post-
intervention, but only in highly 
anxious sub-set 
 

Quality of evidence: LOW. 
Score = 1/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 

Anxiety Calear 2010 
Neil 2009 
Merry 2007 
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and mental health 
professional. Combination of 
individual and group sessions 
 
Content: CBT 

Significant difference in anxiety 
scores post-intervention, but 
only in highly anxious sub-set 

 
Engagement/Attrition: No 
dropouts in intervention group 
 
Analysis: Not reported 

Depression 

Hains 1990 
N=21 
RCT 

16-17 years. 
100% male 
 
School 

Stress Inoculation Training 
(N=9) 
 
Structure: 9 sessions delivered 
by researcher. 1 hour group 
sessions followed by 2 
individual sessions 
 
Content: CBT 

Wait-list 
(N=12) 

No significant difference 
between intervention and 
control group post-intervention 
on depression scores 
 
Significant difference between 
groups in anxiety scores post-
intervention 
 
Significant difference between 
groups in self-esteem scores 
post-intervention 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Calear 2010 
Neil 2009 
Rew 2014 

Anxiety 

Mental 
health 
promotion 

Hains 1992 
N=17 
RCT 

15-16 years 
 
School 

1. Anxiety Management 
Training 
 (N=Not reported) 
 
Content: Relaxation training 
 
2. Cognitive behaviour therapy 
(N=Not reported) 
 
Content: CBT 
 
Structure in both groups: 9 
sessions delivered by graduate 
trainee and a researcher 
 

Wait-list  
(N=Not reported) 

Significant improvement in 
anxiety scores in both 
intervention groups compared to 
control group post-intervention 
 
Significant improvement in 
depression scores in both 
intervention groups compared to 
control group post-intervention 

Quality of evidence: LOW. 
Score = 1/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Anxiety Calear 2010 
Neil 2009 

Depression 

Harnet 2004 
N=212 
RCT 

12-16 years. 
100%  female 
 
School 

Resourceful-Adolescent 
Program  
(N=Not reported) 
 
Structure: 11 x 40-50 min 
module delivered by teacher 
Content: CBT 

No details 
(N=Not reported) 

No significant effects observed 
on depression, anxiety or coping 

Quality of evidence: 
MODERATE. CASP score of 6/10 
 
Engagement/Attrition: 1% 
dropout in intervention group 
 
Analysis: Not reported 

Anxiety Carnevale 
2012 Depression 

Mental 
health 
promotion 
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Hiebert 1989 
study 2 
N=113 
RCT 

13-14 years 
 
School 

Relaxation training 
(N=Not reported) 
 
Structure: 11 sessions 
delivered by teacher 
 
Content: Relaxation training 

No intervention 
(N=Not reported) 

Significant improvement in 
anxiety scores in intervention 
group compared to control group 
post-intervention 

Quality of evidence: LOW. 
Score = 1/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Anxiety Neil 2009 

Horowitz 2007 
N=281 
RCT 

14-15 years 
 
School 

1. Coping with stress course 
 (N=Not reported) 
 
Content: CBT and 
psychoeducation 
 
2. Interpersonal 
Psychotherapy – Adolescent 
Skills Training 
 (N=Not reported) 
 
Content: Interpersonal 
Psychotherapy and 
psychoeducation 
 
Structure in both groups: 8 x 
90 min sessions delivered by 
graduate trainee once a week 

No intervention 
(N=Not reported) 

Both interventions groups had 
significantly improved depression 
scores compared to control 
group at post-intervention but no 
differences were observed at six 
month follow up 

Quality of evidence: HIGH. 
Score = 3/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: 16% 
dropout for Coping with stress 
course intervention group and 
15% dropout for Interpersonal 
psychotherapy group  
 
Analysis: No details 

Depression Calear 2010 
Carnevale 
2007 

Keogh 2006 
N=209 
RCT 

15-16 years 
 
School 

Stress Management 
Intervention 
(N=Not reported) 
 
Structure: 10 sessions 
delivered by mental health 
professional 
 
Content: CBT 

No intervention 
(N=Not reported) 

No significant difference 
between groups post-
intervention in anxiety scores 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Anxiety Neil 2009 
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Lock 2003, 
Barrett 2006 
N=737 
RCT 

9-16 years 
 
School 

FRIENDS 
(N=Not reported) 
 
Structure: 10 sessions and 2 
booster sessions. Delivered by 
mental health professional 
 
Content: CBT 

Wait list  
(N=Not reported) 

Significant improvement in 
anxiety scores in intervention 
group compared to control group 
post-intervention and 12 month 
follow up. No difference 
observed at 24 and 36 month 
follow up 
 
No significant difference in 
depression scores between 
groups post-intervention and at 
24 and 36 month follow-up but 
significantly improved depression 
scores at 6 month follow up 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Anxiety Calear 2010 
Neil 2009 

Depression 

Merry 2004 
N=392 
RCT 

13-15 years 
 
No details on 
recruitment 

Resourceful Adolescent 
Program -New Zealand version 
(N=Not reported) 
 
Structure: 11 sessions 
delivered by teacher 
 
Content: CBT and 
interpersonal psychotherapy 

Attention Control 
(N=Not reported) 

No significant difference in 
depression scores at post-
intervention, 6 month, 12 month 
and 18 month follow up 

Quality of evidence: HIGH. 
Score = 3/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Calear 2010 

Possel 2008 
N=301 
RCT 

13-14 years 
 
School 

LARS & LISA 
(N=Not reported) 
 
Structure: 10 sessions 
delivered by mental health 
professional and graduate 
trainee 
 
Content: CBT 

No intervention 
(N=Not reported) 

No significant difference in 
depression scores between 
groups post-intervention and at 6 
month follow-up 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Calear 2010 

Possell 2004 
N=347 
RCT 

13-14 years 
 
School 

LISA-T 
(N=Not reported) 
 
Structure: 10 sessions 
delivered by mental health 
professional and graduate 
trainee 

No intervention  
(N=Not reported) 

No significant difference in 
depression scores between 
groups post-intervention and at 3 
and 6 month follow-up 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 

Depression Calear 2010 
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Content: CBT 

Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Possel 2005 
N=279 
RCT 

13-15 years. 
87% female 
 
School 

Social Aspect in Everyday Life 
(N=163) 
 
Structure: 11 sessions over a 
10 week period delivered by 
psychologists or graduate 
students 
 
Content: Taught about the 
relationship between 
cognitions, emotions and 
behaviour. The program 
explored and challenged 
dysfunctional thoughts, 
focused on assertiveness 
training and incorporated 
social competencies. 

Control 
(N=116) 
 
No details 

Significant effect on depression 
scores at 3 month follow up 
(calculated by review authors) 
 
 

Quality of evidence: 
MODERATE. CASP score of 7/10 
 
Engagement/Attrition: 25% 
dropout in intervention group 
 
Analysis: No details 

Depression Venning 
2009 
Carnevale 
2012 

Ruini 2006 
N=111 
RCT 

Adolescent 
(range not 
reported) 
 
School 

Well-being Therapy 
(N=Not reported) 
 
Structure: 4 sessions delivered 
by mental health professional 
 
Content: No details 

Attention Control 
(N=Not reported) 

No significant difference 
between groups post-
intervention in depression scores 

Quality of evidence: 
MODERATE. Score = 2/5 (school 
based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Calear 2010 

Sawyer 2010 
N=5633 
Cluster RCT 

13-14 years 
 
School 

BeyondBlue 
(N=3040) 
 
Structure: 10 sessions lasting 
40 - 45 minutes delivered per 
year 
 
Content: Based on Health 
Promoting Schools 
Framework. Curriculum aimed 
to improve problem solving 

Minimal 
intervention 
(N=2593) 
 
Control schools 
participated in 
only the 
Community 
Forum 
component of 
intervention. 

No significant effect on 
depression scores between 
groups 

Quality of evidence: LOW. 
(Using Cochrane criteria) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Carnevale 
2012 
Langford 
2015 



92 

 

and social skills, resilient 
thinking style and coping 
strategies. Audit of schools’ 
current structures policies and 
practices relevant to student 
well-being. School action team 
set up to implement an action 
plan for whole-school change 
to improve the quality of social 
interactions amongst all 
members of the school 
community.  
 

Community 
forums set up to 
provide young 
people, their 
families, and 
school personnel 
with information 
to assist them to 
identify problems. 
Partnerships set 
up between 
schools, families, 
education welfare 
personnel, and 
health 
professionals to 
facilitate 
adolescents’ 
access to support 
and professional 
services 

Shatte 1997 
N=152 
RCT 

12-14 years 
 
School 

1. Penn Optimism Program 
(N=55) 
 
Structure: 12 x 2 hour sessions 
over 12 weeks. Groups of 9 
participants. Delivered by 
teachers and graduate trainee 
 
Content: No details 
 
2. Penn Optimism Program 
(N=55) 
 
Structure: 12 x 2 hour sessions 
over 12 weeks. Groups of 9 
participants. Delivered by 
teachers and graduate trainee 
 
Content: No details 

No intervention 
(N=50) 

No significant difference in 
depression scores or diagnoses 
between groups (calculated by 
review authors) 

Quality of evidence: HIGH 
(Moncrieff rating>30) 
 
Engagement/Attrition: 24% 
dropout in intervention group 
 
Analysis: Intention-to-treat 
 
Note: High risk participants 
showed no difference in 
outcomes compared to low risk 
participants (as defined by 
depression scores) 

Depression Merry 2007 



93 

 

Sheffield 2006 
N=1045 
RCT 
 
Indicated 
comparison 
group also 
available 

14-15 years 
 
School 
 
 

Problem Solving for Life  
(N=100) 
 
Structure: 8 x 90 min sessions 
delivered by clinician 
 
Content: 8 CBT sessions and 1 
problem solving therapy 

Assessment only 
(N=125) 

No difference in anxiety scores 
between groups post-
intervention or at 12 month 
follow up 
 
No difference in depression 
scores or diagnoses between 
groups post-intervention or at 18 
month follow up 

Quality of evidence: HIGH. 
Score = 3/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: 15% 
dropout in intervention group 
 
Analysis: Not intention-to-treat 

Anxiety Calear 2010 
Neil 2009 
Barrera 
2007 
Van Zoonen 
2014 

Depression 

Shochet 2004 
N=2664 
RCT 

13-14 years 
 
School 

Resourceful Adolescent 
Program  
(N=Not reported) 
 
Structure: 11 sessions 
delivered by teacher 
 
Content: CBT and 
interpersonal therapy based 

No intervention 
(N=Not reported) 

Significant improvement in 
depression scores in intervention 
group compared to control group 
post-intervention and at 12 
month follow up 

Quality of evidence: LOW. 
Score = 1/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: No 
details 
 
Analysis: No details 

Depression Calear 2010 

Shochet 2001 
N=242 
Quasi RCT 

12-15 years 
 
School 

Resourceful-Adolescent 
Program  
(N=Not reported) 
 
Structure: 11 x 50min 
weekly sessions delivered by 
psychologists and trainee. 
Groups of 11-12.  
 
Content: CBT and 
interpersonal based 
intervention. Family program 
includes parent education 
component.  

Usual classes 
(N=Not reported) 

Significant improvement in 
depression scores in intervention 
group compared to control group 
post-intervention on one 
depression scale (CDI) but not 
another (RADS) 

Quality of evidence: ADEQUATE 
(Moncrieff rating) 
 
Engagement/Attrition: 14 
participants dropped out but 
unclear how many in 
intervention group 
 
Analysis: Not intention-to-treat 

Depression Merry 2007 
Carnevale 
2012 

Spence 2003, 
2005 
N=1500 
RCT 

12-14 years 
 
School 
 
Universal but 
high risk sub-
set (BDI 
score>13) 

Problem Solving for Life 
Program 
(N=751) 
 
Structure: 8 x 45-50 min 
sessions over 8 weeks. Group 
sizes of 25-35 students. 
Delivered by teachers 

Usual care 
(N=749) 

Significant improvement in 
depression scores in high and low 
risk intervention group compared 
to control group comparisons 
post-intervention but no effect at 
12-, 24-, 36- and 48-month follow 
up 
 

Quality of evidence: ADEQUATE 
(Moncrieff rating) 
 
Engagement/Attrition: 15% 
drop out in intervention group 
 
Analysis: Not intention-to-treat 

Depression Calear 2010 
Merry 2007 
Venning 
2009 
Carnevale 
2012 
Barrera 
2007 
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Content: CBT and problem-
solving 

No effect in incidence in 
depressive diagnosis 

Van Zoonen 
2014 
Waddell 
2007 

Yahav 2008 
N=255 
RCT 

14-16 years 
 
School 

Multicomponent intervention 
(N=Not reported) 
 
Structure: 8 x 1 hour weekly 
sessions. 15-18 adolescents in 
group 
 
Content: Didactic, experiential 
and group methods. First 3 
sessions, participants 
identified sources of stress and 
their reactions and coping 
strategies. Sessions 4–8 
presented cognitive model of 
stress as a method of self-
evaluation and taught 
relaxation techniques, and 
worked with biofeedback 

No intervention 
(N=Not reported) 

Intervention group showed 
significant decreases in anxiety 
from pre- to post-intervention 
 
No between group findings 
reported 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 
 
Note: Randomised at class level 
allows potential contamination 
of treatment effects 

Anxiety Rew 2014 
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Psychological/Educational interventions - Indicated 

Study, N, 
Design 

Target group, 
Recruitment 
method, Criteria 
for Indication 

Intervention Comparator Main findings Observations Effective? Reviews study 
included in 

Clarke 1995 
N=125 
RCT 
 

15-16 years 
 
School 
 
CES-D score >24 

Coping with Stress Course 
(N=55) 
 
Structure: 15 group sessions 
lasting 45 minutes. 3 sessions 
per week for 5 weeks. 
Delivered by school 
psychologists and 
counsellors 
 
Content: Cognitive behaviour 
therapy 

Usual care 
(N=70) 

No difference between groups in 
depression scores post-intervention, 
at 6 months or at 12 month follow 
up, although intervention group 
showed significant decrease in 
depressive symptoms between pre- 
and post-intervention.  
 
No significant difference in the 
incidence of depressive disorder at 6 
month follow up but intervention 
group had less depressive diagnoses 
at 12 month follow up. 

Quality of evidence: HIGH 
(Moncrieff rating scale) 
 
Engagement/Attrition: 27% 
drop out in intervention group 
 
Analysis: Intention-to-treat 

Depression Calear 2010 
Merry 2007 
Barrera 2007 
Van Zoonen 2014 
Waddell 2007 
Cuijpers 2006 

Clarke 2001 
N=94 
RCT 

13-18 years 
 
Health 
maintenance 
program (medical 
insurance group) 
 
CES-D score>24 
 
 

Coping with Stress Course – 
Abbreviated version 
(N=43) 
 
Structure: 15 x 1 hour 
session. Delivered by 
therapist. Group size of 6-10 
participants 
 
Content: CBT and 
psychoeducation 

Usual 
health 
insurance 
care 
(N=37) 

Significantly less incidence of 
depressive episodes at 12 month and 
24 month follow up in the 
intervention group compared to 
control group 
 
Significant reduction in depression 
scores between pre- and post-
intervention in intervention group 

Quality of evidence: HIGH 
(Moncrieff rating) 
 
Engagement/Attrition: 17% 
drop out rate in intervention 
group 
 
Analysis: Intention to treat 

Depression Merry 2007 
Barrera 2007 
Van Zoonen 2014 
Waddell 2007 

Arnarson 2009 
N=171 
RCT 
 

14-15 year olds 
 
School 
 
Elevated CDI scale 
score 

Eclectic group sessions 
(N=81) 
 
Structure: 14 sessions in 
groups of 6-8 
 
Content: Taught adaptive 
coping skills to enhance self-
esteem and well-being to 
prevent depression 
 

Usual care 
(n=90) 

Intervention group had significantly 
lower incidence of major depression 
diagnosis at 12 month follow up 
 
Intervention group had reduced 
anxiety scores 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: 34% 
drop out in in intervention 
group 
 
Analysis: Not intention-to-treat 

Depression Van Zoonen 2014 

Anxiety 
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Gilham 2006 
N= 271 
RCT 
 

11-12 years 
 
Health 
maintenance 
program (medical 
insurance group) 
 
Score>7 (girls) or 
Score>9 (boys) on 
CDI scale 

Penn Resiliency Program 
(N=147) 
 
Structure: 12 group sessions 
delivered by psychologists or 
social workers 
 
Content: Cognitive-
behavioural and problem-
solving skills with a focus on 
the links between thoughts 
and emotions. Taught how to 
generate alternative 
explanations for negative life 
events and several 
techniques for coping, 
handling conflict, setting 
goals and problem-solving.  

Usual care 
(N=124) 

No significant effect on incidence of 
major depressive disorder 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: 25% 
drop out in intervention group 
 
Analysis: Intention-to-treat 
 
Note: Randomisation on 
individual level and not school 

Depression Barrera 2007 
Van Zoonen 2014 
Venning 2009 

Ginsburg 2002 
N=12 
RCT 
 

14-17 years 
 
School 
 
Criteria for 
indication not 
reported 
 
 

Cognitive based therapy 
(N=Not reported) 
 
Structure: 10 sessions 
delivered by graduate 
student 
 
Content: CBT based 

Attention 
control 
(N=Not 
reported) 
 
 

Small significant improvement in 
anxiety symptoms in intervention 
group compared to control group 
post-intervention 

Quality of evidence: HIGH. 
Score = 3/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: No 
details 
 
Analysis: No details 

Anxiety Neil 2009 

Kahn 1990 
N=51 
RCT 

10-14 years 
 
School 
 
High score on CDI 
and RADS 

1. CBT (N=17) 
 
Structure: 12 + 2 booster 
sessions in groups of 2–5 
 
Content: CBT 
 
2. Relaxation training (N=17) 
 
Structure: 12 + 2 booster 
sessions in groups of 2–5 
 
Content: Relaxation training 
 

Wait-List  
(N=17) 

Significant improvement in 
depression in all three intervention 
groups compared to control group 
(calculated by review authors) 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: Dropout 
rate not higher than 21% 
 
Analysis: Not reported 

Depression Cuijpers 2006 
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3. Self modelling treatment 
(N=17) 
 
Structure: 12 individual 
sessions 
 
Content: No details 
 

Kiselica 1994 
N=48 
RCT 
 

Adolescent (range 
not reported) 
 
School 
 
Criteria for 
indication not 
reported 
 

Stress Inoculation Training 
(N=Not reported) 
 
Structure: 8 sessions 
delivered by mental health 
professional 
 
Content: CBT based 

No 
intervention 
(N=Not 
reported) 
 

Large significant improvement in 
anxiety symptoms in intervention 
group compared to control group 
post-intervention 

Quality of evidence: LOW. 
Score = 1/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: No 
details 
 
Analysis: No details 

Anxiety Neil 2009 

Lamb 1998 
N=41 
RCT 

14-19 years 
 
School 
 
Score >66 on 
RADS scale 
(moderate-high 
depressive 
symptoms) 

(N=27) 
Structure: 8 weekly group 
sessions, groups of 10–12. 
Delivered by PhD psychiatric 
mental health nurse 
 
Content: Cognitive behaviour 
therapy based 

No 
treatment 
(N=19) 

No effect on depression scores 
(calculated by review authors). 
 
Intervention group had significantly 
improved styles of coping compared 
with the no intervention group 

Quality of evidence: 
MODERATE. Score = 2/5 
(school based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: 11% 
drop out in intervention group 
 
Analysis: Not intention-to-treat 
 
Note: rural population 

Depression Calear 2010 
Merry 2007 
Cuijpers 2006 

Mental 
health 
promotion 

Masia-Warner 
2005 
N=42 
RCT 
 

13-17 years 
 
School 
 
Criteria for 
indication not 
reported 
 

Skills for Academic and Social 
Success (SASS) 
(N=Not reported) 
 
Structure: 12 sessions with 2 
booster sessions delivered by 
mental health professional 
 
Content: Psychoeducation 
and social skills training 

Wait-list 
(N=Not 
reported) 

Small significant improvement in 
anxiety symptoms in intervention 
group compared to control group 
post-intervention 

Quality of evidence: 
MODERATE. Score = 2/5 
(school based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Anxiety Neil 2009 

Puskar 2003 
N=89 

14-18 years 
 

Teaching Kids to Cope 
(N=Not reported) 

No 
intervention 

Significantly improved depression 
scores in intervention group post-

Quality of evidence: 
MODERATE. Score = 2/5 

Depression Calear 2010 
Carnevale 2012 
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RCT School 
 
Criteria for 
indication not 
reported 
 

 
Structure: 10 sessions 
delivered by nurse with 
psychiatric mental health 
experience. Each session is 
45 mins. One session per 
week 
 
Content: CBT focused on self-
esteem, stress and coping 

(N=Not 
reported) 

intervention and at 6 month follow 
up, but not at 12 month follow up. 
 
Intervention group showed 
significant decrease between pre-and 
post-intervention 

(school based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: 0% drop 
out and participants completed 
9/10 sessions on average 
 
Analysis: Not reported 
 
Note: 98% white, 82% female 

Reynolds 1987 
N=30 
RCT 

12-18 years 
 
School 
 
BDI>10 and 
RADS>72 

1. CBT (N=9) 
 
Content: CBT 
 
2. Relaxation training (N=11) 
 
Content: Relaxation training 
 
Structure in both groups: 10 
x 50-minute sessions, 2 per 
week. Groups of 5 

Wait-List 
(N=10) 

Significant improvement in 
depression in both intervention 
groups compared to control group 
(calculated by review authors) 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: Dropout 
rate not higher than 21% 
 
Analysis: Not reported 

Depression Cuijpers 2006 

Sheffield 
(2006) 
N=1045 
RCT 
 
Universal 
comparison 
group also 
available 

14-15 years 
 
School 
 
High symptom 
students (highest 
scoring 20% of 
full sample) 

Problem Solving for Life  
(N=107) 
 
Structure: 8 x 50 min 
sessions delivered by teacher 
 
Content: 8 CBT sessions and 
1 problem solving therapy 

Assessment 
only 
(N=125) 

No difference in anxiety scores 
between groups post-intervention or 
at 12 month follow up 
 
No difference in depression scores or 
diagnoses between groups post-
intervention or at 18 month follow up 

Quality of evidence: HIGH. 
Score = 3/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: 
 
Analysis: 

Anxiety Calear 2010 
Neil 2009 
Barrera 2007 
Van Zoonen 2014 

Depression 

Stice 2006 
N=117 
RCT 

15-22 years 
 
School 
 
Criteria for 
indication not 
reported 
 
 

Blues Group 
(N=Not reported) 
Structure: 4 sessions 
delivered by graduate 
student 
 
Content: Cognitive 
behavioural therapy 
 

Wait list 
(N=Not 
reported) 

Significant difference between 
intervention group and control group 
post-intervention and at one month 
follow up but not at 6 months 

Quality of evidence: 
MODERATE. Score = 2/5 
(school based mental health 
interventions rarely receive >3 
due to inability to double blind) 
 
Engagement/Attrition: Not 
reported 
 
Analysis: Not reported 

Depression Calear 2010 
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Young 2006 
N= 41 
RCT 
 

15-16 years 
 
School 
 
CES-D score>16 

Interpersonal therapy 
(N=27) 
 
Structure: 2 individual 
sessions and 8 group 
sessions 
 
Content: Interpersonal 
therapy and 
psychoeducation delivered 
by graduate student and 
researcher 

Usual care 
(N=14) 

No significant difference at 6 months 
in episode of depression (calculated 
by review authors) but significantly 
improved depression scores in 
intervention group post-intervention, 
3 month and 6 month follow up 

Quality of evidence: HIGH. 
Score = 3/5 (school based 
mental health interventions 
rarely receive >3 due to 
inability to double blind) 
 
Engagement/Attrition: 2% drop 
out in intervention group 
 
Analysis: Intention-to-treat 

Depression Calear 2010 
Van Zoonen 2014 

Young 2010 
N=57 
RCT 
 

13-17 years 
 
School 
 
Criteria for 
Indicated: 
CES-D score 
between 16-39 
 

Interpersonal Psychotherapy-
Adolescent Skills Training 
(N=36) 
 
Structure: 2 pre-group 
sessions and 8 x 90 minute 
group sessions 
 
Content: Not reported 

Individual 
counselling 
(N=21) 
 
30-45 min 
session 

No significant effect on incidence of 
depressive episode at 18 month 
follow up 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: 23% 
drop out in intervention group 
 
Analysis: Intention-to-treat 

Depression Van Zoonen 2014 
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Relaxation interventions 

Study, N, 
Design 

Target group, 
Recruitment 
method 

Intervention Comparator Main findings Observations Reviews 
study 
included in 

Effective? 

Broderick & 
Metz (2009) 
N= 137 
Quasi-RCT 

16–19 years. 
100% female. 
 
School 

Learning to BREATHE 
(n=120) 

Structure: 32–43 min 2×/week for 5 
weeks. Ran by facilitator. 
 
Content: introduction to 
the topic, group activities and 
mindfulness practice (in class and at 
home). Tailored to developmental needs 
of adolescents 

Class 
without 
intervention 
(n=17) 

Intervention group had significant 
greater reduction in negative affect 
(medium effect size) and significant 
greater increase on the 
calm/relaxed/self-accepting scale 
(medium effect size) 
 
Intervention group reported significant 
decline in negative emotions and 
somatic complaints post-intervention 
while also reporting significant increase 
in the calm/relaxed/self-accepting scale 
and emotion regulation. 

Recruited from a 
private high 
school 

Langer 
2015 
Zenner 
2014 
Felver 2016 
Rew 2014 
 

Mental 
health 

promotion 
 
 

Negative 
affect 

Elder 2011 
N= 106 
Quasi-RCT 

Mean age = 16.6 
years.  
 
School 

Transcendental Meditation  
(n=68) 
 
Structure: 7 step course by certified 
teachers. Practiced twice a day in 
classroom for 10-15min for 4 months. 
Encouraged to practice at home 
 
Content: Differs from mindfulness-based 
techniques in that encourages 
participant to do nothing to control their 
mind or direct their attention in any way 

Not 
described 
(n=38) 

Significant reductions in emotional 
symptoms and trait anxiety between 
pre- and post-intervention 

>60% of sample 
were of an ethnic 
minority 
 
 

Rew 2014 Negative 
affect 

 
 

Anxiety 

Franco (2011) 
N=61 
Cluster RCT 

16-18 years.  
 
School 

Mindfulness Programme 
(N=31) 
 
Structure: 10 sessions, once per week for 
1.5 hours & 30 min daily practice at 
home 
 
Content: Technical Meditation Flow, 
Acceptance and Commitment Therapy 
metaphors and exercises, Zen tradition 
stories, Vipassana meditation and body-
scan exercises 

Wait list 
(n=30) 

Significant reduction in trait and state 
anxiety, and self-concept in the 
intervention group. No differences 
within the control group. 

Participants with 
high anxiety 
benefitted most 
from the 
intervention 

Langer 
2015 
Zenner 
2014 

Anxiety 

Mental 
health 

promotion 
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Hennelly 2011 
N=99 
Quasi RCT 

11-17 years. 
School 

Mindfulness group 
(n=53) 
 
Structure and Content: No details of 
intervention reported 

Not 
described 
(n=46) 

Significant effect of intervention on well-
being scores but due to decreasing 
scores within control group as 
intervention participants scores 
remained stable 
 
Compared to post-test, intervention 
group showed further increase of 
wellbeing and slight decrease in 
resilience at 6 month follow up. 

Only oldest 
students in 
intervention 
group reported 
significant 
improvements in 
resilience 

Zenner 
2014 

Mental 
health 

promotion 

Huppert & 
Johnson 
(2010) 
N= 155 
Quasi RCT 

14-15 years old. 
100% male. 
School 

Adaptation of Mindfulness based Stress 
Reduction (MBSR) 
(N=78) 
 
Structure: 4 classes per week lasting 40 
mins with a facilitator and 8 min daily 
workout at home (with CD) 
 
Content: No details reported 

Normal 
classes 
(N=56) 

No difference between groups in 
resilience scores but marginal 
improvement in wellbeing scores 

Degree of 
practice 
associated with 
improved 
wellbeing scores 

Langer 
2015 
Zenner 
2014 
Felver 2016 
 

Mental 
health 

promotion 

Kuyken (2013) 
N=522 
Quasi-RCT 

12-16 years. 
School 

Mindfulness in schools programme 
(N=256) 
 
Structure: once per week for 9 weeks 
with a teacher 
 
Content: Component of Mindfulness 
Based Stress Reduction and Mindfulness 
Based Cognitive Therapy. Part of 
curriculum instead of some classes. 

Not 
described 
(N=266) 

Students report reduction in depressive 
symptoms post-intervention. 
 
Improvement in wellbeing, stress and 
depression at 6 month follow up 

 Langer 
2015 
Felver 2016 

Mental 
health 

promotion 

Depression 

Stress 

Mai 2010 
N=12 
RCT 

13-17 years 
School 

Mindfulness group 
(N=7) 
 
Structure & Content: No details 

Waitlist 
(N=5) 

No significant findings for emotional 
regulation at 5 week follow up 

Recruited low 
performing 
participants from 
low socio-
economic area 

Zenner 
2014 

Mental 
health 

promotion 

Metz (2013) 
N= 216 
Quasi RCT 

Mean age = 16 
years. 
School 

Learning to BREATHE 
(N=129) 
Structure: 15-25 min 1-2 times per week 
for 16 weeks. 18 sessions in total. Ran by 
teacher. 

Optional 
choir class 
(N=87) 
 
 

Improved emotion regulation and 
reduced somatic complaints and stress 
symptoms in intervention group 

 Langer 
2015 
Zenner 
2014 
Felver 2016 

Mental 
health 

promotion 
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Content: introduction to 
the topic, group activities and 
mindfulness practice (in class and at 
home). Tailored to developmental needs 
of adolescents 

 Negative 
affect 

Noggle (2012) 
N=51 
RCT 
 
 

Mean age = 17 
years 
School 

Yoga 
(N=Not reported) 
 
Structure 30- 40 min sessions delivered 
by certified yoga instructor 
 
Content: No details 

Physical 
education 
(N=Not 
reported) 

Intervention group reported significantly 
less anxiety symptoms at 10 week follow 
up. No significant effect on depression 
or stress symptoms  

Quality of the 
evidence: 
MEDIUM (using 
Cochrane 
collaboration 
criteria) 

Kallapiran 
2014 

Anxiety 

Depression 

Stress 

Potek 2012 
N=30 
RCT 

14-17 years 
School 

Mindfulness Based Stress Reduction 
(N=16) 
 
Structure: 6 x 45 minute sessions with 
practice at home. Delivered by MSBR 
certified instructor 
 
Content: No details 

Wait-list 
(N=14) 

Intervention group showed greater 
reduction in anxiety at follow up 
compared to control group.  
 
No effect on stress symptoms. 

Quality of the 
evidence: LOW 
(using Cochrane 
collaboration 
criteria) 

Zenner 
2014 
Kallapiran 
2014 

Anxiety 

Stress 

Raes (2014) 
N=408 
RCT 
 

13-20 years 
 
School 

Mindfulness Based Stress Reduction & 
Mindfulness Based Cognitive Therapy 
programme 
(N=201) 
 
Structure: 8 x 100min sessions. One 
session per week & 15 min practice at 
home 
 
Content: Experiental exercises in 
mindfulness, reflections in groups, 
psychoeducation 

Wait-List 
(N=207) 

Intervention group showed significant 
improvement in depression scores post-
intervention and at 3 month follow up 

Quality of the 
evidence: HIGH 
(using Cochrane 
collaboration 
criteria) 

Langer 
2015 

Kallapiran 
2014 

Depression 

Sibinga 2013 
N=41 
RCT 

Mean age= 12.5 
years. 100% male 
School 

Mindfulness Based Stress Reduction 
(N=Not reported) 
 
Structure: 6 x 45 sessions delivered by 
mindfulness instructor 
 
Content: No details 

Health topic 
class 
(N=Not 
reported) 

At 12 week follow up, intervention 
group showed improvement in anxiety 
scores.  
 
No difference in depression or stress 
scores 

Quality of the 
evidence: 
MEDIUM (using 
Cochrane 
collaboration 
criteria) 

Felver 2016 
Kallapiran 
2014 

Anxiety 

Depression 

Stress 
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Online interventions - Universal 

Study, N, 
Design 

Target group, 
Recruitment 
method 

Intervention Comparator Main findings Observations Reviews study 
included in 

Effective? 

Calear  
2009 
n=1477 
Cluster RCT 

12-17 years  
 
Schools 
 

MoodGYM (n = 563) 
 
Structure: 5 weekly sessions, 
each 20-40 mins in length, 
delivered in school computer 
lab by teacher 
 
Content: CBT-based online 
intervention with 5 interactive 
modules. 

Wait list (n = 914) Intervention group had 
significantly lower levels of 
anxiety post-intervention 
and at 6-month follow-up. 
Weaker effects for depression 
 
No difference in effect 
between high and low 
adherers, but high adherers 
reported stronger effects than 
low adherers when compared 
to wait list group. 

Quality of evidence: STRONG 
(assessment method not 
specified) 
 
Engagement/Attrition: Drop-
out rate 12.5 % and mean 
number modules completed = 
3.16. Older participants and 
participants with higher levels 
of depression more likely to be 
missing at 6-month follow-up 

- Rice (2014) 
- Clarke (2015) 
-Carnevale 
2012 

Anxiety 
 
 

Depression 

Fridrici 
2009 
N = 904 
Quasi RCT 

12–18 years  
 
Schools 

1. Online-training in schools 
(n = 195, 7 classes) 
 
2. Online-training at home 
(n = 214, 8 classes)  
 
3. School-based face-to-face 
training 
(n = 209, 8 classes)  
 
Structure: Varied according to 
condition. 8 online lessons, 
released weekly 
 
Content: Internet based stress 
prevention program. 
Based on face–face 
intervention Beyer and Lohaus 
(2006) which focuses on 
problem solving, cognitive 
reconstruction, seeking for 
social support, 
and relaxation 
 

No intervention 
control group  
(n = 286, 10 classes) 

Significant increase in 
knowledge about stress and 
coping in all intervention 
groups. Largest effect in 
online school group and 
lowest in online home group. 
 
Significant increase in positive 
thinking in face-to-face 
group & online school group. 
 
Significant reduction of 
psychological stress 
symptoms in face-to-face 
group and online school 
group. 
 
No significant reduction in 
negative thoughts or stress 
vulnerability 
 
No effect on coping strategies 

Quality of evidence: MODERATE 
(assessment method not 
specified but criticised for 
potential confounders 
 
Engagement/Attrition: 98 % 
participants completed 
the program in school while  
30.8 % completion at home. 
Face-to-face intervention 
reported as most accepted 
form of stress prevention 

- Clarke et al 
2015 

Mental 
health 
promotion 

Negative 
affect 
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O’Kearney 
(2009) 
N=157 
RCT 

15–16 years 
All female 
 
Schools 

Mood GYM 
(N=67) 
 
Structure: 5 modules (30–60 
min). Supervised by teacher 
 
Structure: Online- self-directed 
CBT designed to prevent 
depression in youth 
Delivered as part of personal 
development curriculum in 
secondary school 
 

Control group  
(N=90) 
 
Normal personal 
development 
activities 
 

Reduction in depressive 
symptoms over time 
 
Significant reduction in 
depression in cCBT group 
compared to control at 6-
month follow-up 
Those with higher initial 
depression showed 
greater improvement 
 
No significant effect on 
attribution style, 
depression literacy and 
attitudes towards 
depression 

30% completed 3 or more 
sessions 
 
Drop-out rate 14.6 % at post 
intervention 
29.8 % completed three or 
more modules. Association 
between lower completion 
rates and higher levels of 
depressive symptoms before 
interventions 

- Richardson 
2010  
- Clarke 2015 

Depression 

O’Kearney 2006 
N=78 
Quasi-RCT 

15–16 
Males 

Mood GYM 
(N=40) 
 
Structure: 5 sessions 
30–60 min each. Supervised by 
teacher 
 
Content: Online- self-directed 
CBT designed to prevent 
depression in youth 
Delivered as part of personal 
development curriculum in 
secondary school 

Control group 
(n=38) 
 
Standard personal 
development 
activities 
 

No significant difference in 
depression compared 
to control  
 
Effect on depression, 
attributional style and self- 
esteem in those completing at 
least 3 sessions. 
 
Reduction in those classed as 
depressed or vulnerable to 
depression 
 
 

40% completed 3 or more 
sessions 
 
Drop-out rate 15 % 
40 % completed three or more 
of the modules 

- Richardson 
2010  
- Clarke 2015 

Depression 

Mental 
health 
promotion 

Van Vliet 
2009 
N=653 
Quasi RCT 
 

13 years 
 
Schools 

Stress management course 
N = 464 
 
Structure: Six school internet-
based 30 min lessons. Course 
supplemented with activity 
books to expand student 
knowledge. Delivered by 
teachers 

Not described 
N = 189 control 
group 

Significant increases in 
knowledge about stress and 
coping use of support seeking 
coping life satisfaction 
psychological wellbeing 
 
Significant decreases in: 
psychological distress 
avoidant coping total 

Quality of evidence: STRONG 
(assessment method not 
specified) 
 
 
Engagement/Attrition: 69 % 
completed all six lessons 
79 % of students completed 5 
or more lessons 

- Clarke et al 
2015 

Mental 
health 
promotion 
 



105 

 

 
Content: Aims to develop 
knowledge about stress and 
effective coping strategies, to 
increase use of effective 
coping strategies and improve 
mental wellbeing 
 

emotional and behavioural 
difficulties 
 
No significant effects for 
perceived competence, 
active coping or pro-social 
coping 

Negative 
effect 
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Online interventions - Indicated 

Study, N, 
Design 

Target group, 
Criteria for 
Indication, 
Recruitment 
method 

Intervention Comparator Main findings Observations Reviews study 
included in 

Effective? 

Boniel-Nissim 
2013 
N=161 
RCT 
 

14–17 years 
 
Social 
difficulties as 
measured by 
IPR scale. 
 
School 

1. Open blogging 
intervention 
(N=26) 
 
Content: Post messages 
about social difficulties in an 
open blog 
 
2. Closed blogging 
intervention 
(n=27) 
 
Content: Post messages 
about social difficulties in a 
closed blog 
 
3. General blog 
(n=27) 
 
Content: Write about 
general subjects in a closed 
blog 
 
4. Personal computer 
 
Content: Write in private 
diary about social difficulties 
on a personal computer 
(n=26) 
 
Structure in all conditions: 
Participants instructed to 
post messages at least twice 
a week for 10 weeks. 

No intervention 
(N=27) 
 
No details 
 
Structure in all 
conditions: 
Participants 
instructed to post 
messages at least 
twice a week for 10 
weeks in an about 
social difficulties 
open blog 

Groups 1 and 2 showed 
significant improvement in 
self-esteem, social- emotional 
difficulties and social 
behaviors 
 
Group 1 showed the greatest 
Improvement 
 
Level of distress decreased 
significantly across all four 
blogging groups 
 
Outcomes were sustained at 2 
month follow-up 

Quality of evidence: STRONG 
(assessment method not 
specified) 
 
Engagement/Attrition: 23–33% 
drop out rates across groups 
Participants in all groups posted 
roughly the same amount of 
posts 

- Clarke et al 
2015 

Mental 
health 
promotion 

Negative 
affect 
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Hoek 2012 
N=45 
RCT 

12-18 years 
 
Mild to 
moderate 
depressive 
and/or anxiety 
symptoms 
 
Healthcare 

Internet Problem Solving 
Therapy 
(N=Not reported) 
 
Structure: 5 modules 
completed one per week  
 
Content: Guided self-help 
with clinician feedback 
provided. CBT based. 

Wait list control 
(N=Not reported) 

Depressive and anxiety 
symptoms declined in both 
groups. 
 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: Dropout 
of 41% between pre- and post-
intervention assessments (5-
week intervention). 

- Rice (2014) Depression 

Anxiety 

Kauer 2012 
N = 118 
RCT 

Youth age 14–
24 years 
 
Mild or more 
severe, 
emotional or 
mental health 
issue (score >16 
on Kessler 
Psychological 
Distress Scale)  
 
GPs 

Mobile Tracking of Young 
People’s Experiences 
(n=69) 
 
Structure: 4 times a day for 
2 weeks participants record 
details. Data reviewed with 
GP 
 
 
Content: Mobile phone self-
monitoring program where 
youth monitor their mood, 
stress and daily activities 

Control group 
(n = 49) 
 
Self-monitored using 
abbreviated version 
of intervention which 
only assessed current 
activities 
 

Significant increase in 
awareness of emotions in 
intervention group. 
 
Significant decrease in 
intervention group’s 
depressive symptoms 
 
No significant effect on 
rumination 

Quality of evidence: STRONG 
(assessment method not 
specified) 
 
Engagement/Attrition: 
Participants completed on 
average 3.3 entries a day for 
17.7 days 

- Clarke et al 
2015 

Depression 

Mental 
health 
promotion 

Fukkink 
2009 
N=902 
Quasi-RCT 

8–18 years 
 
Users of the 
telephone 
based service 
invited to take 
part in online 
support service. 

Kindertelefoon 
Online Chat 
(N=339) 
 
Structure & Content: One-
to-one online chat support 
service 

Telephone service 
(N=563) 
 
Telephone based 
support service 

Significant increase in sense 
of well-being in both groups 
at post-chat and at one 
month follow-up 
 
Significant decrease in 
perceived burden of problem 
in both groups post-chat and 
at follow-up 
 
Effects greater for online than 
telephone support group at 
post-chat but no significant 
differences at follow-up 
 
 

Quality of evidence: MODERATE 
(assessment method not 
specified but criticised for high 
percentage of withdrawals) 
 
Engagement/Attrition: 77% loss 
to follow-up 
 

- Clarke et al 
2015 

Mental 
health 
promotion 

Negative 
affect 
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Makarushka 
2012 
n=161 
RCT 

11-15 years  
 
Sub-threshold 
depression 
 
Unclear on 
recruitment 

Blues Blaster 
(N=Not reported) 
 
Structure: 6 modules 
delivered 1 per week in 30 
minute lessons 
 
Content: CBT based online 
intervention adapted from 
the Adolescent Coping With 
Depression course 
(Lewinsohn, Clarke, Hops, & 
Andrews, 1990). Fully 
automated. 
 

Psychoeducation 
Website 
(Not reported) 

Greater improvement for 
the intervention group in 
depression levels, negative 
thoughts, behavioral 
activation, and self-efficacy 
compared to control 
condition 

Quality of evidence: Not 
reported 
 
Engagement/Attrition: Dropout 
of 19.8% between pre- and 
post-intervention assessments 
(6-week intervention). 

- Rice (2014) Depression 

Negative 
affect 

Mental 
health 
promotion 

Van Voorhees 
2008/2009, 
Hoek 2011, 
Saulsberry 2013 
n=84 
RCT 

14–21 years 
(mean age = 
17.47)  
 
At risk of 
depressive 
disorders 
(identified by 
PHQ-A scale)  
 
Primary care 
sites  
 

CATCH-IT (Competent 
Adulthood Transition with 
Cognitive beHavioural and 
Interpersonal Training) PLUS 
motivational interviewing 
(n=43) 
 
Structure: 3 motivational 
calls and a motivational 
questionnaire. Total time 
taken 98-143mins over 5 
weeks. Contact with 
therapist via phone 
 
Content: Online depression 
prevention program with 
motivational interviewing 
from primary care physician. 
14 modules based on CBT, 
behavioural activation, 
interpersonal 
psychotherapy and a 
community resiliency 
concept model 

CATCH-IT 
(Competent 
Adulthood Transition 
with Cognitive 
beHavioural and 
Interpersonal 
Training) PLUS brief 
advice) 
(N = 40) 
 
Both groups received 
3 safety assessment 
calls during the 
intervention 

Significant within-group 
decreases in depressed 
mood, loneliness, and 
self-harm ideation in both 
groups. No between-group 
differences in depressed 
mood or depressive 
disorder at 1-year; although 
fewer participants in 
intervention group 
experienced a depressive 
episode. 
 
Anxiety decreased in 
controlled group but not 
intervention group 
 
Higher ratings of ease of use 
of online intervention 
predicted lower depressive 
symptom levels for all 
participants at 6 months 
 

Quality of evidence: STRONG 
(assessment method not 
specified) 
 
 
Engagement/Attrition: Dropout 
of 8.4% for total sample 
between pre- and post-
intervention assessments 
(intervention length not stated; 
follow-up assessment occurred 
4-8 weeks post enrolment). 
Intervention group completed 
~61% of modules. Control 
group completed ~67% of 
modules 
 
 

- Rice (2014) 
- Clarke (2015) 
- Richardson               
(2010) 

Depression 

Self-harm 
ideation 

Anxiety 
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Appendix 2. Examples of good practice identified in the nine Local Transformation Plans of the north east of England 

Practice CD ST NO NG NT MRCC HS SU DA 

Systems approaches 

Clear definition of 
Whole Systems 
Approach 

        X 

Joint/Collaborative/ 
integrated 
Commissioning 

X      x  x 

Align with HWBS 

 

 

X      X   

Co-production 
model of working 

 

X   x X X    

Cross-sector 
working 

 

 X   x X    

Multi-agency 
approach 

 

X   X   X  x 

Workforce 
development 
strategy 

x   X       

Commissioning-
provider 
relationships 

 X        

No duplication of 
provision 

 

   X      

Single pathway x 

 

  X      

LTP aligned with 
CCG plan 

 

     x x  x 

Joint MH training 
programme 

 

  X       

Undertake a 
mapping exercise 
of services 

x       X   
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Practice CD ST NO NG NT MRCC HS SU DA 

Systems resilience 

 

 

X         

How the LTPs were developed 

CAMHS 
Transformational 
self-assessment 
tool 

X 

 

      x  

Clear aims/vision 

 

 

x      x x   

MH Health Needs 
Assessment 

X    x     

MH Strategy x X    x    

Gap analysis 

 

 

 

 

 X       

Review of services 

 

 

x X        

Benchmarking 
against Future in 
Mind 

X         

Question Time 
panel 

 

 X        

Actions organised 
by THRIVE themes 

 

 X X  X   X  

Review of Ofsted 
framework 

 

 X        

Actions organised 
by FiM themes 

 

X   x  X X  x 

School survey x        X 

CCG patient testing 
panel 

 

  X       
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Practice CD ST NO NG NT MRCC HS SU DA 

HealthWatch CYP 
lead 

 

  X       

Health Needs 
Assessment 

 

 

X     x x x  

Evidence informed approaches 

Use of evidence 
from Realist 
Evaluation 

 X        

Data 
collection/outcome 
monitoring 

x x X       

Equality issues 

Health inequalities 
as a stated priority 

 

   X x     

Equality Impact 
Assessment 

 

x         

Consideration of 
diverse 
communities 

   X      

Parity of Esteem 

 

x   X  x    

Future engagement with stakeholders 

Young Persons 
Participation 
Strategy 

x    x     

Communication 
plan 

x      x   

Engage with 
HealthWatch 

x 

 

 

     X   

Youth Council x    x     

Patient/people 
centred approach 

 

  X X      
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Practice CD ST NO NG NT MRCC HS SU DA 

Governance and implementation 

LTP implementation 
group 

X  X x x x x   

Early intervention 
strategy working 
group 

x X x X      

Operational groups 
to coordinate 
engagement with 
CYP 

x          
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Appendix 3 List of services included in the nine Local Transformation Plans of the north east of England  

Service* CD ST NO NG NT MRCC HS SU DA 

Coping: Promoting resilience; building school and community capacity 

Young carers 
support 
 

C C    T    

Young carers 
identified in 
schools 
 

 C    P    

Carer’s card to 
increase service 
access to young 
carers  

 C        R 

Young carer 
champions 
 

 C     P    

Universal 
training primary 
care 
 

T T    T T   

Universal 
training CYP 
IAPT  
 

Involvement in 
Wave 2 IAPT 
since 2012  

 T    T   

School nurses 
 
 

C C  C  C C R  

School nurses 
as single 
contact  
 

R 
 

       P 

Stigma media 
campaign 
 

 P        

Pastoral care in 
schools 
 
 

 C   C     
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Service* CD ST NO NG NT MRCC HS SU DA 

Self care digital 
tools 

Portal is being 
developed which 
will contain a 
wide range of 
information 
advice, freebies, 
competitions, 
news and alerts 
as well as 
signposting to 
support services 
for children and 
young people. 

P       R 

MH training 
schools bullying 
 

 P        

MH training 
schools coping 
strategies 

Youth 
Awareness 
Mental Health 
(YAM)   
Child and 
Adolescent 
Mental Health 
Service 
(CAMHS) 
offers a wide 
range of training 
packages across 
the county. 

P        

School nurse 
universal 
training 
 

 T        

Youth workers 
universal 
training 
 

 T        
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Service* CD ST NO NG NT MRCC HS SU DA 

Universal 
training 
professionals  
 

T T   T T    

Single contact 
for universal 
services 

C 
First Contact;  
CAMHS Single 
Point of Access 
commenced 
Aug-16 

P        

Raise MH 
awareness by 
CAMHS staff 

C 
Primary Mental 
Health Workers 
deliver training 
in range of 
settings; Crisis 
service also 
contributes to 
raising 
awareness  

C        

Family nurse 
partnership 
pregnancies 
<19s 

 C R       

Early Health 
Hubs 
 

  C       

Training for 
GPs 
 

C C      R  

PMHW 
 

C    C     

Universal 
training 
parents/carers 

         

Initial Teacher 
Training to  
include child 

 C    P    
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Service* CD ST NO NG NT MRCC HS SU DA 

and adolescent 
development  

Communication 
strategy to 
reduce stigma 
 

YAM includes 
anti-stigma 

P     P   

Self help 
materials 
 
 

 P      T  

Campaigns to 
promote the 
conversation 
MH (MH 
literacy; stigma; 
emotional 
development) 

 P       P 

Emotional 
Wellbeing Local 
Officer  

?        T 

Youth 
Wellbeing 
Directory 
website 
 

Work in 
progress to 
refresh local 
offer for CYP 
Mental Health & 
Wellbeing 

       P 

Video 
interaction 
guidance 
 

      I   

Getting help: good access and early intervention 

Multi-agency 
approaches to 
support 
vulnerable 
including LAC 

C P    P  T  

MH training 
schools psych 
therapies 

 P        
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Service* CD ST NO NG NT MRCC HS SU DA 

 

MH training 
schools self-
esteem 
 

 P        

MH training 
schools 
managing self 
harm 
 
 

C P        

MH champion 
schools 
 

 P P       

CYP IAPT 
curricula and 
training for 
‘staff’ 

C P        

Support worker 
for families CAF 
 

 C     P   

One to one 
therapy support 
for families 
 

 C     P   

Specialist 
contact for GPs  
 

 P        

IAPT in schools 
and other 
settings 
 

P      R   

8 week 
mindfulness  for 
children of most 
vulnerable 
families 

  
 
 
 

     P  
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Service* CD ST NO NG NT MRCC HS SU DA 

Mindfulness 
training for 
carers 
 

      I   

Mindfulness in 
schools 
 

      I P P 

Mindfulness 
training 
community 
based workers 
 

 C       P 

Youth MH First 
Aid 
 
 
 

 C       P 

MH lead role 
within services 
for vulnerable 
children 

       R  

MH training 
services for 
vulnerable 
children 

       P  

Young Persons 
Lead for 
vulnerable 
CYPs (including 
LAC) 

      R   

CAMHS school 
link 
 
 

 C   I   I  

Named single 
contact CAMHS 
services  

 P      R  
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Service* CD ST NO NG NT MRCC HS SU DA 

Single contact 
CAMHS 
services 
 

CAMHS Single 
Point of Access 
launched in  
Aug-16 

C C     R  

Targeted MH in 
schools 
 

 C  C   C   

Self referral into 
CAMHS 
 

C 
 

C   R     

Raise 
awareness of 
CAMHS 
services  
 

  P     P  

Specialist 
contact for 
schools 
 

 P P       

IAPT engage 
staff groups 
 
 

  T       

IAPT IT 
infrastructure 
 

  T  T   P  

IAPT dashboard 
data 
 

     P    

CAMHS LAC 
community 
service 
 

C C    C    

Digital 
communication 
 

 C   P  P   

PHE endorsed 
digital 
communication 

        P 
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Service* CD ST NO NG NT MRCC HS SU DA 

Awareness 
raising CAMHS 
to GPs 
(referrals) 

C    T     

Locality based 
working to 
improve 
integrated 
models of 
service 
provision 

       P  

Social 
marketing to 
KS3 to improve 
access 

      P   

Assessments 
by GPs 
 

   C      

Counselling in 
schools 
 

 C  C      

MH champion in 
schools 
(counselling) 

 C  C      

Peer support in 
schools 

 C  C      

Bereavement 
support 

T 
Capacity 
increased 

C    T    

Peer support   P 
Parent Peer 
Support – 
Contract 
awarded 

T P   T   P 

Intervention in 
the community 
for CYP 
 

    P     
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Service* CD ST NO NG NT MRCC HS SU DA 

Peer support 
third sector 
 

    R     

Peer support 
vulnerable 
(including LAC) 

      R   

Support and 
intervention for 
LAC 
 

 C   T     

Support and 
intervention for 
CSE 

 C   T     

Multiagency 
referral system 
 

 T        

Points of 
access  
 
 

 C    T    

Young people 
at risk of 
developing 
personality 
disorders 

   R      

Troubled 
families 
programme 
 

 C   I     

REACH 
partnership 
early 
intervention 
support 

     C    

CORE assets 
(therapy 
domestic 
abuse) 

     C    
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Service* CD ST NO NG NT MRCC HS SU DA 

Database for 
Children’s 
Assessment 
Framework 

      P   

Family 
Intervention 
Team 
 

        C 

Getting more help: focus on conditions requiring extensive treatment 

Tier 3 
community 
provision 
 

C T  C      

Tier 3 for 
special 
circumstances 
(e.g. LAC, 
young carers) 

C T  C      

Integration across universal, targeted and specialist services 

Improve 
pathways 
between 
inpatient and 
community 
provision 

 T      P  

One stop shop 
to improve 
integrated 
models of 
service 
provision 

 C      P  

Integrated 
commissioning 
(pooled or 
aligned 
budgets) 
 
 

     P    
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Service* CD ST NO NG NT MRCC HS SU DA 

PMHW 
integrated 
between tier 1 + 
2 
 

C   C      

Co-
commissioning 
community MH 
 

     P    

IAPT integration 
PMHW + psych 
ther 

  T       

Youth offending 
integrated 
workers 
 

 C  C      

Young People 
Mental Health 
and Wellbeing 
‘champions’ 

 C     P   

Network of MH 
Youth 
Champions 
 

Mental Health 
Network  

C    P    

PMHW capacity  
 
 

C T T       

PMHW 
integrated LAC 
tier 3 
 

   C      

Training whole 
school 
approaches 
 

 C   P    P 

CYP IAPT best 
practice hub 
 

    I     
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Service* CD ST NO NG NT MRCC HS SU DA 

Multiagency 
training in 
schools 
 
 

 C   P     

Emotional 
Health and 
Wellbeing 
Framework 
 

    C     

Web based 
portal 
 
 

P 
 

    P    

Cross sector 
commissioning 
 

     P    

Coordination of 
emotional 
wellbeing 
services in 
schools 

     R    

School 
commissioning 
of VCS services 

 C    C    

Joint working 
partner 
organisations to 
improve access 
to CAMHS 
services 

       P  

Peer support 
across 
universal, 
targeted and 
specialist 

       P  

Unclear   Unclear         

Youth offending 
 

R C        
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Service* CD ST NO NG NT MRCC HS SU DA 

MH workforce 
capacity 
 

    R  T   

Youth Service 
 

    R     

Trans people’s 
needs 
 

  P  R     

Better 
Childhood 
Programme 
 

      T   

*C=currently offered; T=currently offered and undergoing transformation; P=new and planned; I=being implemented; R=under review 
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Appendix 4. Overview of participants recruited 

 

Service Providers / Professionals  

ID Job Role 

SERVPROV_INT1 Senior Residential Childcare Worker  

SERVPROV_INT2 Community Nurse Practitioner (mental health) 

SERVPROV_INT3 Child Sexual Exploitation Worker 

SERVPROV_INT4 Secondary School Teacher  

SERVPROV_INT5 Young Carers Project Manager  

SERVPROV_INT6 General Practitioner 

SERVPROV_INT7 Head of Operations, Youth Organisation 

SERVPROV_INT9 Head of Sixth Form (non-teaching) 

SERVPROV_INT10 Learning Mentor, College 

SERVPROV_FG1 Youth Offending Service 

SERVPROV_FG2 Student Support Advisors, College  

FC_FG1 Foster Carers 

Commissioners 

ID Job Role 

SERVPROV_INT8 Clinical-Local Authority CCG Commissioner  

SERVPROV_INT11 Commissioning Manager 

SERVPROV_INT12 Commissioning Manager 

SERVPROV_INT13 Director 

Young People 

ID Gender Age (years) 

YP_INT1 Male 17 

YP_INT2 Female 16 

YP_INT3 Female 17 

YP_FG1 Female: 5, Male: 1 16-19 

YP_FG2 Females: 4, Males: 3 17-18 

Local 

Authority/Region 

Number of participants 

Service Providers / Commissioners  Young People 

Darlington 4 6 

Durham  2 - 

Middlesbrough  1 - 

Newcastle upon 

Tyne  
5 8 

Northumberland 1 - 

North Tyneside 6 2 

Sunderland 9 - 

Totals 
28 16 

44 
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Appendix 5 PROMOTE Evidence Boxes  

Box 1. Risk factors 

"Unfortunately, a lot of the girls come from really deprived areas. Poverty is something that the young people here 
experience on a daily basis. Obviously, they’re in care. So, kids being in care bring in a whole host of issues in terms of 
feelings of isolation and not having any family. It’s a very lonely place, being in care." SERVPROV_INT3: Charity worker 
in Child Sexual Exploitation (CSE) 
 
"There is a lot of deprivation in this area … I think it’s probably common across, well, anywhere, but I think particularly in 
areas of deprivation, I think it’s [mental health problems] absolutely rife, and I think that’s at the heart of a lot of 
problems, full stop." SERVPROV_INT6: General Practitioner  
 
“[The] children we work with have come from really deprived and neglected backgrounds. Some are looked after 
children anyway, are in foster homes, children’s homes, where their behaviour escalates. They may get moved to a 
different area, or they get involved with the local community, and they’re moved again”. SERVPROV_INT2: Nurse 
practitioner, mental health 
 
But I feel now there are a lot more young people who, in the face of adversity, just really don’t have the resilience and 
coping strategies to fall back on. They’ve had no foundation to build on, and then they really struggle with a lot of 
different things … it’s quite sad that there’s some children, actually managing stress and anxiety that are caused by 
environmental factors and family lifestyle and stuff like that. You think it just shouldn’t happen, should it? 
SERVPROV_INT5, Young Carers Worker 
 
"Anything, work life, home life and things that are going on personally…Money worries as well, that can make somebody 
depressed." YP_FG2 (Female, aged 17) 
 
A lot of them come in quite unkempt, and haven’t got social skills in regards to looking after their own personal care. 
Their teeth are in a terrible state … To dentistry, to GPs, which they probably don’t get in their own areas, because mum 
and dad sometimes can’t be bothered … and also attachment issues from childhood SERVPROV_INT2: Nurse 
practitioner, mental health 
 
Male 2: I guess parents have got a role to play in that as well, to help them deal with those stresses, but a lot of the 
people we work with, the parents are not the best for various different reasons or the parents are not even there all the 
time. We deal with a lot of looked after children who don't have parents … [parents] struggle with their own issues, their 
own behaviours and like I say a lot of the children that we work with are looked after and they might have substance 
misuse problems, abuse issues and they're not there, physically or emotionally. They struggle with their own issues, their 
own behaviours. SERVPROV FG1: Youth Offending 
 
We can’t kick off at a child who has maybe turned up a bit late because they’ve had to get their mum up and ready in 
the morning. You can’t treat them the same as a student who doesn’t have [such problems] SERVPROV_INT4: 
Secondary school teacher  
 
We are a provider catchment area in a more deprived area with a lot of challenging students and family backgrounds 
…[there is] peer pressure to behave in a certain way, and also a lack of a sense of importance of education, and no ambition 
to do anything from peer role models that they’ve had in the community. SERVPROV_INT4: Secondary school teacher 
 
… we’ve got quite a lot of young children who’ve been involved in offending behaviour, due to peer groups, due to areas 
they live in. SERVPROV_INT2: Nurse practitioner, mental health 
 
Family life is difficult. There is a lot of deprivation in this area… There are a lot of issues surrounding difficult family life, and 
that can result in all the concerning behaviours, from stress and depression, and drug use and alcohol use, and any risk-
taking behaviour … There are a lot of kids now using these legal highs as well, so there are issues around that. 
SERVPROV_INT6: General Practitioner 
 
I would tend to get [young people with] depression and an anxiety and it would maybe stop short of them saying, “ah well 
… I’m getting bladdered every kind of three or four days”, which they are. SERVPROV_INT9: Non-Teaching Head of Year, 
Secondary School 
 
A lot of lack of support from family backgrounds, so we have a lot of grandparents who are put on to raise the young 
people due to substance abuse problems. SERVPROV_INT4: Secondary school teacher 
================================================================================================== 
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Box 2. Specific triggers: Academic Stress and Bullying 

“So stressed is, the only time I ever feel stressed is to do with sixth form. So it’s like when I get given a new assignment 
straight away I am like, argh the idea of having a week to just do this assignment thing […] and anxious so when I know 
there is a deadline coming up and I’m struggling with a bit of work I feel like. Because I can tell the difference when I 
haven’t been worried about a bit of work than when I have because I will get corrections on the work that I’ve worried 
about” YP_INT2 (Female, aged 16)                     

                                                                                                                                                                                                                                                               
"You know I said about my emotions, I’m actually a perfectionist and I put a lot of pressure on myself to do well. If I don’t 
do well that’s when I break down. It’s like obviously, I don’t want to let the family down. They say I don’t and I should 
listen to that more [...] but for me I don’t want to be a disappointment to them. " YP_FG1 (Female, aged 16) 
 
"I feel like teachers could be a lot more supportive than what they are. It’s like if you do something good it’s like they don’t 
say right good you have done the assignment. It’s if you’ve haven’t done the assignment it’s right your behind, your behind, 
your behind, your behind. Over and over and it’s like, so I feel like when someone does that It makes you feel a lot worse, a 
lot more stress, a lot more pressure and I don’t feel like I do as good with my work." YP_INT2 (Female, aged 16)                     
 
“[…] a lot of times there’s people who have constantly been bullied, and because of that bullying there’s obviously mental 
health. And eventually they can end up becoming depressed […] It was quite big in my school, but it wasn’t - well, not in my 
school per se, but it was very big for me. And it got to the point where in primary school I got bullied and my parents ended 
up having to call an Ofsted to get teachers to actually do something about it [...] There was, yes, but a lot of times they just 
shrugged it off and said that it wasn’t bullying." YP_INT1 (Male, aged 17) 
 
"You can get triggered by a lot of things, like say if people shout at someone, then they get picked on and bullied, then you 
get depressed [...] Then it can cause a lot of things, it can cause self-harm and everything like that. It causes a lot of things 
as well." YP_FG2 (Male, aged 18) 
 
"Some people think they’re tough. Some people think when they’re confident, they feel like they’re on the top of the world 
but inside they feel like really low. And some people think, “Ah they’re an easy target for them to get bullied.” And that 
stuff. But if we don’t stick up for ourselves we get targeted and that stuff." YP_FG1 (Female, aged 19) 
 
I think young people are quite fearful about what their future entails and what opportunities are going to be there for them 
going forward. There’s so many employability programmes around, for instance, there isn’t necessarily the jobs. I think 
young people see that and acknowledge that. SERVPROV_INT7: Middle Management, Youth Organisation. 
 
… there is no preparing 16-year-olds for the level of stress … Or nothing you can do for them to really be aware [of] how 
stressful it’s going to be. Especially now. Mine [A-levels] were a doddle, you know what I mean? It was a bit of a joke really. 
The A levels now are beyond belief.  SERVPROV_INT9: Non-Teaching Head of Year, Secondary School      

    
I think there is obviously the pressures of being at school. We do see a lot of kids who are getting bullied. We had a 14-year-
old who committed suicide recently, well, a year ago. There was an element of bullying… SERVPROV_INT6: General 
Practitioner 
================================================================================================== 
 

Box 3. Specific Triggers – Family and Relationship Contexts, Abuse, and Trauma 

 
Female 4: It's like the fact that that kid witnessed domestic violence for the first two or three years of their life … 
SERVPROV FG1: Youth Offending 
 
We have a lot of children who suffer from trauma, and also attachment issues from childhood, witnessed domestic 
violence, or sexually abused. We have children with child sexual exploitation who we work with … SERVPROV_INT2: 
Nurse practitioner, mental health 
 
There was this girl last week… it was just heart breaking, and she is basically involved in a physically, undoubtedly 
emotionally abusive relationship … she’s definitely been depressed for a good twelve months … and then on top of that 
she was talking about self-harm as well, like extreme self-harm…She started to show me bruises of where this lad had 
beaten her up, basically, and she was covered in bruises… SERVPROV_INT9: Non-Teaching Head of Year, Secondary 
School 
 
 … sexual health, relationships, domestic violence within teenage relationships as well … So, we knew they’d got 
girlfriends and boyfriends and that’s pretty standard. But actually, some of the attitudes and some of the engagement in 
sexual behaviour was at a higher level than what we would have expected from that age group. … Which is quite 
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concerning some of the attitudes especially from the young men around relationships, around what’s healthy and what’s 
not healthy. SERVPROV_INT7: Middle Management, Youth Organisation 
 
… the young women that I usually work with have been severely sexually exploited or suffered some type of trauma …. 
Whether that’s from family members, strangers or whoever, it’s a whole host of things like that. SERVPROV_INT3: 
Charity worker in Child Sexual Exploitation (CSE) 
================================================================================================== 
 

Box 4. Types of mental health problems 

"I think it doesn’t mainly affect young people but it’s funny how it can- again, mental health issues can affect anyone with 
things like schizophrenia, depression, anxiety. There’s like social disorders and things like that." YP_INT1 (Male, aged 17)         
 
"I used to have a lot of friends who would talk about self-harm, and I had one friend who would send me a random picture, 
just her after self-harming. It’s distressing, and at the time I was also feeling very sad about it because I can’t understand 
why some people might resort to it. It gives them a way to get rid of anger without having to hurt somebody else or about 
having to do anything drastic. [...] I think a lot of people self-harm for attention and a lot do it- just they’re trying to help 
themselves because they’ve heard other people do it. And they think if they do it and you can’t really tell that they’re really 
bad, then it must be working somewhat. So they try to do it themselves. Then often of course worse things happen. [...] I 
think some people can think that, when really, like I said, it’s just they’re trying to get rid of anger. Some people say it in a 
metaphorical sense, like by cutting themselves the blood that’s coming out is just their negative thoughts escaping from the 
body." YP_INT1 (Male, aged 17) 
 
… we are working with a lot of young people who have confidence and self-esteem issues, eating disorders … Issues, like 
I say self-confidence is a huge one. It always has been as long as I’ve worked with young people but it just seems to be 
coming more and more of an issue as time goes on. SERVPROV_INT7: Middle Management, Youth Organisation 
 
Yes, so there’s a girl I’ve got in sixth form who has severe anxiety, she’s recovering from an eating disorder, she’s been 
with CAMHS since she was fourteen, I think. Her anxiety since she’s come to college, because she’s desperate to go to 
university, it’s got that high and she’s putting herself under that much pressure, she can’t physically come in. 
SERVPROV_INT4 Secondary School Teacher 
 
Anything from stress, well, both behavioural and psychological problems I would class together as a mental health issue, 
because that’s where the services lie, but we see a lot more behavioural than depression or anxiety or stress. Again, I 
suppose it depends on the age group, but anything from stress and depression, to any level of worry from a purely 
psychological point of view. Self-harm. SERVPROV_INT6: General Practitioner 
 
We’ve got a girl at the minute who has attempted suicide… She’s cutting quite viciously on her legs, and she’s 
threatened to cause harm. She’s got so much- her mood is either constantly down, or just suddenly blows through the 
roof. We’re waiting now on a referral, and I go home genuinely concerned that she might not come into school the next 
day... SERVPROV_INT4 Secondary School Teacher 
 
We had a young person, for example, who it wasn't what you’d call self-harm straight down the line, but he used to go 
out and purposely get himself beat up all the time. That was his way of dealing with things. SERVPROV_INT1 Senior 
Residential Childcare Worker 
 
"I know people that have got it, like myself, and I know a few friends of mine who suffer from anxiety and depression, and 
I’ve helped them with it, not a lot but I’ve calmed them down when they’ve been upset." YP_FG2 (Female, aged 17) 
 
"So, like self-harming, as you just said [PPT NAME]. I’ve been known to do it when I get angry." YP_FG1 (Female, aged 18) 
 
"Someone that’s really sad because they’re stressed, like there doesn’t seem a way out for some people with depression. 
They might get suicidal thoughts and things." YP_FG2, (Female, aged 17)                  
 
"There’s a few times I’ve just wanted to end my life and I actually took an overdose on tablets just to end my life. And all I 
got from my staff at my home is nonsense. Shouting at me because I took an overdose, calling me stupid because I took an 
overdose." YP_FG1 (Female, aged 19) 
 
"Like depression and anxiety I think are more common than other ones that I don’t know about." YP_FG2 (Female, aged 17) 
 
"Yes. I think it’s like people have got to understand just like that mental health issues aren’t just depression and 
schizophrenia. There’s anxiety, eating disorders, things like that. They’re absolutely anything that affects the way somebody 
thinks." YP_INT1 (Male, aged 17)       
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We’ve got the time to have the interventions maybe they needed early on in their life. We have a lot of children who 
suffer from trauma, and also attachment issues from childhood… An early intervention, obviously, it’s proven, it’s 
researched that early intervention into things like that is imperative, really, I think. …keep harping back to the early 
intervention. I think if we can do that, rather than waiting three months, and letting things stew.  SERVPROV_INT2: 
Nurse practitioner, mental health 
 
Male 1: Changing their friends, getting other interests … interests not in the same peer group… - it looks like they've 
developed significant mental health problems, if you can crack all those three things at an early age, they're less likely 
to [develop a MH problem]… 
[Later] 
Male 4: …we're trying to be more of putting the resources in at the early stages and do early identification of needs, 
that's where we're going. 
Male 1: It's getting - …identifying [factors] about getting the intervention in at the right time, as early as possible. 
[Later] 
Female 4: …And I think really a lot of it should be identified at schools, but schools have - there's a lot of pressure on 
them to do that. So if they're picking kids up at an early age, with potential issues then might be possibly the way 
forward, I would say often by the time we get to see them, they're quite damaged, for want of a better phrase. 
SERVPROV_FG1: Youth Offending 
================================================================================================== 

 

Box 5. Stigmatising culture 

“It’s like forbidden to talk about, a taboo subject […] Like some people might think, “Oh, they’ll get over it” or something like 
that, that it’s just a little thing, but for that person they could be really suffering and that little bit of help might actually 
make them feel much better.” YP_FG2 (Female, aged 17)                                                       
 
"It’s kind of got a bad name for it hasn’t it, mental health. Because it could be good sometimes but most people think it’s a 
stigma. Like depression, anxiety, bipolar, schizophrenia and stuff like that. So, it’s got a big bad name for it, I guess which 
makes people think of the worst when they hear it." YP_FG1 (Male, aged 17) 
 
"I think that’s because there’s a stigma around it where if you’ve got a mental health issue you’re immediately classed as 
insane […] People don’t really understand it that well, as much as they could have." YP_INT1 (Male, aged 17)                                                                                                                                                                                                                              
 
 "There are always female celebrities who are coming out saying that they’ve had mental health issues, but I feel like there 
are a lot of male celebrities who have the same issues but they don’t want to say anything because they worry that the 
news outlets and other people will just make fun of them for it."  YP_INT1 (Male, aged 17)                                                                                                                                                                                                                                                                        
 
"I think, again it’s the stigma that a mental health issue isn’t the same as a physical health issue. Whereas it’s pretty much 
similar because you can’t really choose to block out a mental health issue, or if you were able to it’d just make it far worse. I 
feel like parents need to try and understand that and they need to try and know there’s support available, and know exactly 
what happens, is going on in those support sessions." YP_INT1 (Male, aged 17)                                                                                                                                                                                                                              
 
"It’s like one time when I got on a bus. I actually reported these people to the police. I was talking to myself because I 
thought I’d lost my bus pass. A lady come on the bus calling me, “Nut case, nut case. I should be in West Park Hospital. Nut 
case, nut case.” " YP_FG1 (Female, aged 19) 
 
"We found it very hard because the stigma’s quite bad, we need to show it in a good way." YP_FG1 (Male, aged 17) 

 
"I don’t mean to be sexist but I feel like boys tend to generally not talk about problems, girls are more open about things. 
Boys think they’ve got to man up and be mature, I feel like they think that they can’t talk about what they’re going through 
emotionally as well." YP_FG2 (Female, aged 17)                                                                           
 
"It’s kind of true because some people try and be tough but then when it happens and they try to talk to someone they’ll 
just cry or something like that. So some lads are just too open about it, and then some lads might not tell anyone [...] 
Because other boys will judge them. If they come out, “You were crying the other day” and then they get the mick taken out 
of them or something like that, so they don’t do it, pretty much, but there are some that do." YP_FG2 (Male, aged 17)                                                                                                                 
 
"You don’t want everybody to know. Because if you tell everybody you’ve got mental health issues everybody might just put 
it on Instagram or Facebook then you’re a target then. If you come into college the next day, you’ll get bullied and you’d get 
kicked-in as well. That’s why you never tell anybody." YP_FG1 (Female, aged 19) 
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Then they’ll talk to someone else on social media, and I think this is where a lot of the self-harming comes from. From, 
you know, how can kids at the age of seven or eight know how to self-harm, unless they’re seeing it, and we’ve seen a 
massive increase in self-harming behaviour within adolescents and children … They feel anxious first of all, a bit low in 
mood, then they look on the internet, they speak to friends, they start to self-harm. SERVPROV_INT2: Nurse 
practitioner, mental health 
 
…there is obviously that stigma attached to that word [mental]. Then when it is attached to a hospital as well, they 
get the impression it’s going to be incredibly formal. I don’t think they’re aware of the whole issue of confidentiality, 
I think they’re worried that people are going to find out about things that they’ve said. SERVPROV_INT4: Secondary 
School Teacher 
 
The stigma’s still there, though. The stigma is still there, but I think we’re getting more like the American way of life, 
were everyone has a therapist and it’s accepted, but I think in children, I think it’s still, and I don’t know how you’ll 
get around that. SERVPROV_INT2: Nurse practitioner, mental health 
 

"I don’t talk to anyone about it. I have done but when I did it got around that I was attention seeking. So, I just kind of 
stopped [...] because I told people in school. And then I told teachers and the teachers told pupils" YP_FG1 (Male, aged 17) 
 

"It all depends on what type of friend it is. If it’s the same person in the same social group, like for example I consider 
myself to be a nerd. So if there was somebody else who I was talking to who I also consider to be a nerd, I’d also be able 
to talk to them really well. But if it was somebody who I considered to be a chav, I would struggle to talk to them as 
much as I would somebody similar to me." YP_INT1 (Male, aged 17) 
================================================================================================== 
 
Box 6. Recognising mental health concerns 
Female 4: … I mean they've been brought up, they've been born into a family where, you know, there has been 
neglect and everything else and they probably see other people and they'll think, 'We're different to them.' But that 
is how they've always functioned. So they might not realise that what they've been subjected to is in any way 
different to like the person that sits across the class that goes home and gets cuddles off their parents and meals on 
the table, because it's not what they've ever had. They've got nothing to compare life to have they? SERVPROV_FG1: 
Youth Offending  
 
"I think more people don’t use it because they feel as if they can get over it themselves and don’t want to talk about it that 
much [...] it’s a bad thing because obviously you need help to get by. You could end up worse if you just keep going on with 
it."  YP_FG2 (Female, aged 17)    
 
Male 1: … somebody who is not sleeping, not eating, what's their behaviour like? Are they getting angry quite a lot? 
I mean the young person might not be getting along with their family very well, not settled in or that might just the 
stage of development, but also might be an onset of mental health issues and that. So there's quite a lot really … 
we've had a few kids who are not going to school and that's been down to the fact that they're just not comfortable 
when they’re there rather than [a mental health issue]… So the young person is not playing football now … not going 
out with their mates, but also it could be linked to development or starting to go with a different bunch of mates and 
get different priorities. So it's trying to split it out [from mental health problems]. SERVPROV_FG1: Youth Offending 
================================================================================================== 

Box 7. Confidence and Disclosure 

“[…] when I was a lot younger I had really bad anxiety, so I couldn’t leave my Mam at all. This was about up until year 8 
[…] and then eventually, obviously I got a different friendship group and I started going out a lot more and becoming a 
bit more confident as a person” YP_INT2 (Female, aged 16) 
 
"I don’t know, I’m one of those people that just keeps it to myself and doesn’t talk to anybody, because I’ll been shouted at 
for doing it […] like you say that I shouldn’t keep it to myself because it’s worse and I should be open about it. But I don’t, I 
just keep it to myself […] I’d rather not bother people about it, I’d rather just leave it and just keep it to myself, until it gets 
too much and then I just explode. I do, I just explode." YP_FG2 (Female, aged 17) 
 
I would hope that if they weren’t aware [of services], they would know where to find the information, because a lot 
of effort’s made in that direction, but it’s taking the step to go there. I think they probably are aware, it’s just that I 
think that's less of a problem than actually finding the courage to step forward really. SERVPROV_INT6: General 
Practitioner 
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"[...] in high school there was counselling, but it wasn’t very good, to be honest. And the confidentiality was pretty much 
just like - it didn’t allow me to speak fully because if I said anything along the lines of suicide or anything like that, then it 
would immediately be told to the teachers and then to my parents." YP_INT1 (Male, aged 17) 
 
“ A girl I was working with who was 18 and she had little ones and she just assumed that if mental health are going 
to be involved and if the crisis team are going to be involved, then that would then open the door for her kids to be 
taken away and all sorts of horrible things. And then that stopped her from sort of seeking any help. So for the 
stigma that was attached what might happen?” SERVPROV_FG1: Youth Offending 
 
"I think it’s just, like you said, a lot of people think it’s just going to be really strict and if you say something wrong, 
they’re going to be seen as insane and be sent to an asylum or forced to stay at a hospital for a bit." YP_INT1 (Male, 
aged 17) 
 
"Then you’ve got to build a relationship with someone completely new and you’re just expected to open up to them about 
everything, that can be hard for some people. I don’t think I could go to someone I don’t know and be like, “I’ve got these 
problems and stuff happening in my life”, I don’t think I could do that." YP_FG2 (Female, aged 17) 
 
"I don’t know, I just feel like I don’t really like talking to people, I don’t know, about my problems because I feel although 
they might do something I don’t want them to do." YP_FG2 (Female, aged 17) 
 
“The ones that wouldn't [engage with CAMHS] was because of where it was. Either where it was, because obviously 
it was based at the hospital, or the fact that it was called a mental health service. They were the only two things, the 
ones that didn't engage. That was usually the reason why”. SERVPROV_INT1 Senior Residential Childcare Worker 
 
But there again I have the extreme where they’ve been referred multiple times to agencies, and they absolutely refuse to 
engage. Because they refuse to talk to somebody that they don’t know and have no relationship or trust with, which again 
is a problem SERVPROV_INT4: Secondary School Teacher 
 
We’ve got a girl at the moment who has gone in twice, for two separate referrals, to two separate services. And she 
said, “Do you know what, I don’t want to talk to them, I don’t know who they are, I go in and I know exactly what to 
tell them so they think I’m fine, so they say ‘actually she’s not a problem’ and they discharge me. Because why do I 
want to go into somewhere I don’t know, with somebody I don’t know, and tell them all my personal information?”  
 [Later] 
But there again I have the extreme where they’ve been referred multiple times to agencies, and they absolutely refuse 
to engage. Because they refuse to talk to somebody that they don’t know and have no relationship or trust with, which 
again is a problem SERVPROV_INT4: Secondary School Teacher 
 
…but the main thing is building that trust up with the young person. SERVPROV_INT2: Nurse practitioner, mental 
health 
 
I think that’s a massive issue for a young person. Especially a young person that has had a lot of stuff going on and 
really struggles to trust people, I think that they need you to keep going back to prove that you care. If you don’t keep 
going back and you try to see them two or three times and then close the case, they’re going to be very much of the 
mindset of, “Well, that person didn’t give a shit really. So why should I even bother.” SERVPROV_INT3: Charity worker 
in Child Sexual Exploitation (CSE) 
 
Because they refuse to talk to somebody that they don’t know and have no relationship or trust with … If we had some 
kind of middle ground whilst waiting for the referral to process, where we had a service who could come into school 
where they feel safe, then maybe we’d have a meeting with their key person which is somebody they feel is in their 
corner and that they trust. I think that would maybe help just kind of ease the waiting until they get to the clinical 
point. … So, we’ve agreed that I’ll go with her, so her head of year said “If you take a member of staff that you trust, 
would you talk?” and she said “I’ll go if SERVPROV_INT4 comes with us and sits in the room”. SERVPROV_INT4: 
Secondary School Teacher 
================================================================================================== 
 
Box 8. Need for improvement with services for mild-to-moderate cases 

 
"I think some might. It’s just like mainly around- it’s not really taught to them well. I feel like it’s more about their personal 
experience and how they dealt with mental health issues themselves." YP_INT1 (Male, aged 17) 
 
"I know the doctors don’t do anything about it, they just transfer you to somewhere else because they don’t have the skills 
so they’d rather just transfer you to somebody else." YP_FG2 (Female, aged 17)                        



134 

 

 
 "I think you feel more comfortable going to your local doctor but [...] if you had mental health then you would hope that 
your doctor has some experience in dealing with it, and then you feel more comfortable talking to the doctor instead of 
going somewhere else completely different." YP_FG2 (Female, aged 17)     
 
"They (teachers) gave me a leaflet and told me, “To get over myself.”" YP_FG1 (Male, aged 17) 

 
I get the feeling strongly that their [CAMHS] resources are pushed, to say the least, so that they are focusing on 
autism and things with a definite diagnosis, rather than helping troubled teenagers, troubled children. I don’t think 
they have the capacity to do that.  SERVPROV_INT6: General Practitioner 

 
"I went to the doctors, about it obviously when I was a lot younger and they just said it was more like a how you feeling 
and you will grow out of it because it’s nothing it’s not like terrible anxiety thing, very low, not high sort of anxiety. So they 
said you will grow out of it once you sort of become older. " YP_INT2 (Female, aged 16) 
 
"I feel really strongly about mental health issues because I feel like a lot of times I was both misdiagnosed and also just 
denied treatment that I think I was more- well, at the time needed." YP_INT1 (Male, aged 17) 

 
"[...] they [CYPS] were very against giving any diagnosis or giving any prescribed antidepressants." YP_INT1 (Male, aged 
17) 

 
"I feel like I was just- when I was trying to get a diagnosis, my counsellor told me that he was just talking to his team and 
they felt like I didn’t need the diagnosis. But I also felt that he was just lying to try and avoid paperwork." YP_INT1 (Male, 
aged 17) 
 
"I think it probably could be a bit more. I’ve seen like obviously GPs refer you but obviously, they don’t know how you would 
feel about. Maybe you had your own idea about what you need and want. I think I would probably be involved more." 
YP_FG1, Female aged 16 
 
We’ve had it before where we’ve got a group of family, who come from quite a neglectful home, and we have staff 
who- they [young person] are naughty, but they [staff] respond very well to like more of a gentle mummy approach. 
You have staff that will shout and scream at them because they’re not doing something, and that’s just when they 
kick off and they just go through the process and end up getting kicked out. I generally do think that teachers would 
massively benefit from some training, especially with the increase in mental health problems with young people. 
[Later] I think we just need to have more training for staff, because there’s a total lack of empathy through a lot of 
members of staff who’ve never studied, worked with, or experienced mental health problems. SERVPROV_INT4: 
Secondary School Teacher 
 
INTERVIEWER: Do you, yourself, or any other member of staff, do any grief interventions around mental health with 
young people? 
SERVPROV_INT6: Very little … I don’t think we see enough of it to be confident enough. I think, very often… 
INTERVIEWER: Okay. So could there be a benefit if maybe there was training...? SERVPROV_INT6: Yes, it would do. 
Absolutely would do. But it’s not an area that I don’t think many people feel confident. As I say, we don’t see that 
much, full stop. General Practitioner 

 
"I think in a healthcare place, bring the school nurses back." YP_FG2 (Female, aged 17) 
================================================================================================== 
 
Box 9. Family environment 
Sometimes the parents don’t care, you know, they don’t take the children to these appointments. [Later] you’ve got 
caring parents who want support for the children SERVPROV_INT2: Nurse practitioner, mental health 
 
You can refer them into something and there's a 50/50 chance about whether or not they'll participate. They might, 

they might not. It depends on whether or not they can get into town that day. Some of their parents don't let them 

travel to town because it's quite a long way on the bus. SERVPROV_INT7: Middle Management, Youth Organisation 

 

"My dad took photos of my self-harm to make sure it wasn’t getting any worse. So, we don’t talk. I live with him but he 
doesn’t think I’ve self-harmed for two years." YP_FG1 (Female, aged 18) 
 
… a lot of the time I don’t think parents know what services are out there for young people and probably don’t know 

where to point their children in the right direction. SERVPROV_INT3: Charity worker in Child Sexual Exploitation (CSE) 
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… some parents don’t have that resilience either, do they? SERVPROV_INT5: Young Carers Worker 

 

Male 2: I guess parents have got a role to play in that as well, to help them deal with those stresses, but a lot of the 

people we work with, the parents are not the best for various different reasons or the parents are not even there all 

the time. 

[Later] 

Female 4: Yes. And I think parents, as well, a lot of parents that I've worked with they don't want to accept any 

responsibility for the fact that their child is how they are. They'll come up with every reason, the school, do you know 

what I mean? They just come up with anything. But it's never anything to do with the way that they have brought that 

child up. SERVPROV FG1: Youth Offending 

 

Normally services are at quite rigid nine until five, parents are working then, they have to have time off work. Kids are 

in school, they have to have time off school. SERVPROV_INT2: Nurse practitioner, mental health 

 

"I think, again it’s the stigma that a mental health issue isn’t the same as a physical health issue. Whereas it’s pretty much 
similar because you can’t really choose to block out a mental health issue, or if you were able to it’d just make it far worse. I 
feel like parents need to try and understand that and they need to try and know there’s support available, and know exactly 
what happens, is going on in those support sessions." YP_INT1 (Male, aged 17) 
 
"[...] The negative side of things comes from the family. They could have a really bad family upbringing. They could have 
parents constantly arguing or their brothers and sisters could be abusive towards them [...] if they went to their family, they 
could worry about getting kicked out for their family could think that they’re insane and might just snap at any moment or 
the family might just think they’re begging for attention and might just leave them like this." YP_INT1 (Male, aged 17)       
                                                                                                                                                                                                                                                                                                                                                                                                                                                           
"I think it’s stopping that person worrying about you. I hate seeing my mum worried because I told her recently about quite 
a lot. She’s just like distraught. She’s getting hurt by it because she can’t help me. But no one can, I have to help myself, it’s 
whatever to get through it. I don’t really know." YP_FG1 (Male, aged 17) 
 
"When she is unhappy I feel like the whole house is. Because it’s only like me and my Mam and my Dad so if she is unhappy 
then she is not really speaking to my dad or me very much. Just kind of me and my dad speaking." YP_INT2 (Female, aged 
16) 
 
"If you don’t want your Mam and Dad to know and they find out then it’s sort of like, you feel like you can’t trust, you 

might not feel like you can trust whoever you have told or talk about it as much because you don’t really want your Mam or 
Dad to know about that sort of stuff." YP_INT2    
 
“I think it’s stupid. If I were to talk about having a cough and then I was sat there with my dad and we’re like, “Ah yes her 

cough’s getting better.” And we talk like that for about five mins and then went, “But how’s the self-harm?” And I was like 
[…] Especially as my dad didn’t know at the time […] They thought the last time I brought my mum so they just assumed. 
That was a fun little ice breaker.” YP_FG1 (Female, aged 16) 
 

“I think caring is quite a prevalent issue, regardless of which community you're in. I'm sure you'll know yourself some of those don't 
recognise themselves as carers. Others, it's far more obviously. That may well be younger siblings. It could be parents that they're 

caring for. That obviously impacts on their mental health as well because it impacts on their ability to be able to access 
other opportunities that they want to." SERVPROV_INT7: Middle Management, Youth Organisation 
 
SERVPROV_INT6: Sometimes, yes. Sometimes they’re dragged here by their parents, which is not a scenario that works 
well on the whole. 
INTERVIEWER: … It doesn’t work? 
SERVPROV_INT6: Well, if they're being dragged in, then they're there because they’ve been told to be there, rather 
than because they want to be there, or see it as a problem enough, and that's my first question. If they don’t see it as a 
problem, then it’s an uphill struggle. It’s the issues around that. You want to know what their mood’s like, and why 
they're doing it, and the problems it’s causing, and police, and all the rest of it. There’s quite a bit of that that's going 
on at the moment. General Practitioner  
==================================================================================================                                                                                                                                                     
 

Box 10. Organisational issues within the Tiered pathway 

 
So, I’m aware that accessing the CYPS and CAMHS teams is a problem at the moment, and the waiting lists. Maybe, I 
mean, I don’t know a lot about the politics, but I know the referral process is a bit of a, because anyone can refer into 
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CYPS. Parents were, and adult services, normally, GPs, and mental health professionals. So, obviously access is a big 
problem, I think, at the moment. They [young people] won’t engage with CAMHS services, and like I said previously, 
CAMHS services, or CYPS services, are so overloaded, that they don’t have the time to go and chase young children 
SERVPROV_INT2: Nurse practitioner, mental health 
 
So then when they come here [as opposed to CAMHS] and they get a better experience, it’s really crap that when 
they go back into the community, if they don’t get that prolonged service, because they get it so intensely here, 
when they go into the community it’s not as… They could be on a waiting list for however long, months. Some girls 
are waiting six or seven months just to be seen, and that’s just for an assessment. The experience, I feel, that they 
get isn’t that positive. SERVPROV_INT3: Charity worker in Child Sexual Exploitation (CSE) 
 
The only people we’ve really struggled with before is CAMHS. That was purely on the basis of maybe over-
confidentiality. So our young person would go off for a session, say things which would obviously be of concern, and 
then that was never brought to us. Even if they [CAMHS] phoned us and said, “Look, we’re going to be speaking about 
something like this today, it might be best if you keep an extra eye because that could be an emotive subject.” But it 
was very rare that we got anything communication-wise from them. We did have a young person who, following the 
session would sometimes try and commit suicide quite regularly, or climb on top of buildings. The CAMHS worker was 
like, “Oh yeah.” SERVPROV_INT1 Senior Residential Childcare Worker 
 
MALE 4: And another barrier is there is some confusion if the young person goes to school and is situated in the 
Sunderland area, but the GP practice is out of the area for whatever reason, they've recently moved or whatever the 
case may be or it's just on the border. Sometimes that causes confusion when we're referring to the likes of CYPS or 
whatever, because it goes out of the area. It goes to the Durham area. And I'm sure they do talk, but it almost 
becomes - it's another area, do you know what I mean? It's almost like, oh, it's out of area type of thing. 
SERVPROV_FG1: Youth Offending 
 
Yes, I had a parent in last year, and her son needed a CAMHS referral. One went through to [area name removed] and 
for some reason, for whatever, the meeting didn’t take place. So, they tried to put another referral through, and they 
said that “Actually you fall into the [other area name removed] mental health service”. She lived on the far side of 
[area name removed], she couldn’t drive, and I think she was claiming Jobseeker’s Allowance. She said, “I can’t afford 
to get there, I can’t afford every week to take me and [son’s name removed] there”. SERVPROV_INT4: Secondary 
School Teacher 
 
... a young person leaving and taking an overdose or trying to jump off a bridge or something like that, if they do 
that, then they get a service instantly. But if they don’t do something as chaotic as that then, unfortunately, it does 
take a little bit longer time. SERVPROV_INT3: Charity worker in Child Sexual Exploitation (CSE) 
 
I think families are struggling, I think financially, I think support services for families are reducing. So, you’ve got 
families who maybe five or six years ago, would have had intervention from the city council or from other voluntary 
organisations around supporting parents. And that support isn’t necessarily there anymore until the families reach 
crisis point. So, for many years the only intervention has been the buzz words. That really intervention doesn’t really 
seem to be happening on the ground as much anymore. SERVPROV_INT7: Middle Management, Youth 
Organisation 
 
Thresholds are another thing as well. The thresholds are so high; it’s really hard for a young person to get a CAMHS 
service. I don’t feel like there is any gap, there’s nothing… CAMHS work off a tier service, don’t they? Tier 1, 2 and 3 
isn’t CAMHS, so who is working with those people? … The teachers in the schools didn’t know where to refer the 
young carers onto. They wouldn’t know what services were around for that type of support. Apart from going, “Ah 
CAMHS or ah social care,” I don’t think they really know what is out there. SERVPROV_INT3: Charity worker in Child 
Sexual Exploitation (CSE) 
 
I think there’s some misunderstanding and misconceptions about the role of CAMHS and at what level young people 
will access that support. I think because, kind of preventative mental health support isn’t really structured, I think it’s 
maybe not easily identified, because CAMHS is obviously kind of, you know, they’re going into it secondary 
SERVPROV_INT5, Young Carers Worker 
 

================================================================================================== 
 

Box 11. Environmental barriers relating to risk factors and MH concerns 

"I know there are some services that run until 9:00 until 12:00 or something and then that’s it. So you have to go in between 
those times otherwise they service is not on." YP_FG2 (Female, aged 17) 
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INTERVIEWER: Yes. Okay. Do you think there's any gaps in services for young people in the North East? 
SERVPROV_INT7: Again, it depends on the area. If you're in Northumberland there are services there, but how 
young people access those services is another thing completely. If you're living in [rural village] there aren't any 
buses, so you're relying on your mam and dad to take you anywhere you need to go. If you don't want to have those 
discussions with your parents- 
INTERVIEWER: Yes, what do you do? 
SERVPROV_INT7: …what do you do? Middle Management, Youth Organisation 

 
I think it's more of a fear thing with young people if they've had maybe a negative experience. Poor receptionists get 
it all the time, but if they've had a negative experience with the receptionist in the doctors' maybe in the past that 
can really play on a young person's mind. That would be all health services from then on would be tarnished because 
they've had that one experience. SERVPROV_INT7: Middle Management, Youth Organisation 
 
"It can be stressful to some people, especially if you don’t have a car and it’s nowhere near you, like, “How am I expected to 
get to this place?” Then that might put people off going even more and they’ll be, “Oh well, I’ll just sort it out myself then.” 
Then that will just make it worse." YP_FG2 (Female, aged 17)                                          
 
"I know there are some services that run until 9:00 until 12:00 or something and then that’s it. So you have to go in between 
those times otherwise they service is not on." YP_FG2 (Female, aged 17)  
 
MALE 4: And another barrier is there is some confusion if the young person goes to school and is situated in the 
Sunderland area, but the GP practice is out of the area for whatever reason, they've recently moved or whatever the 
case may be or it's just on the border. Sometimes that causes confusion when we're referring to the likes of CYPS or 
whatever, because it goes out of the area. It goes to the Durham area. And I'm sure they do talk, but it almost 
becomes - it's another area, do you know what I mean? It's almost like, oh, it's out of area type of thing. 
SERVPROV_FG1: Youth Offending 
 
Yes, I had a parent in last year, and her son needed a CAMHS referral. One went through to [area name removed] and for 
some reason, for whatever, the meeting didn’t take place. So, they tried to put another referral through, and they said that 
“Actually you fall into the [other area name removed] mental health service”. She lived on the far side of [area name 
removed], she couldn’t drive, and I think she was claiming Jobseeker’s Allowance. She said, “I can’t afford to get there, I 
can’t afford every week to take me and [son’s name removed] there”. SERVPROV_INT4: Secondary School Teacher 
 
Normally services are at quite rigid nine until five, parents are working then they have to have time off work. Kids are 
in school, they have to have time off school. So I think opening that window, later appointments, weekend 
appointments. I know I may be creating work for myself and for other people, but I think access at weekends and when 
people have got time off would be a massive improvement to services. SERVPROV_INT2: Nurse practitioner, mental 
health 
 
…the building where CAMHS, I don’t know if they still are, but where they were … was part of [a] Hospital and was 
attached to the secure unit as well. That was just horrendous. The building was just awful. It really wasn’t young 
person friendly. There were about 25 doors that you had to get through, scanning and stuff to get through it. It just 
wasn’t very young person friendly at all. I do think central location is really important. But I also think, in terms of, you 
want your staff to be all friendly and approachable, but if you’re going into a horrible building as a nervous young 
person, whoever greets you isn’t going to make that much of a difference because you’ve already built yourself up 
going to this really awful building. SERVPROV_INT3: Charity worker in Child Sexual Exploitation (CSE) 
 
I think flexibility is really important. The young woman I was talking about earlier, that young person was really fearful 
about going anywhere else. She didn't really know how to get herself around very well. She didn't have the finances. The 
services we linked in with, we tried to ask them to meet at [the] Youth Club, where she was used to going, she felt safe 
and she felt confident. That worked really well. When we couldn't do that, our staff accompanied that young person to 
the specialist services when she needed it. That's always really useful, having that flexibility to meet on the young 
person's terms and where they feel comfortable and confident. SERVPROV_INT7: Middle Management, Youth 
Organisation 
 
"I think it just depends because I feel like when you go somewhere, and say you are going to see a counsellor or psychiatrist 
or anything like that you are in like a big sort of room just you and the person and you feel kind of like everyone can hear 
even though it’s just you two in the room so if you were like in a school it’s like a bit more comfortable you feel you are 
aware of your surroundings you know where you are, that sort of thing. But I feel like you can feel quite uncomfortable in 
somewhere you don’t really know. Like at first." YP_INT2 (Female, aged 16) 
================================================================================================== 
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Box 12. Flexibility in approach 
 
Male 1: So we do quite a wide gamut of stuff tailored to what the young person's needs are and what their abilities 
are… We don't have like a general on the shelf, "This is what you do." (Laughter) It just depends on - it's like either 
we've got these on the shelf, these interventions, but they need to be true to size for the young person too... 
SERVPROV_FG1: Youth Offending 
 
It’s quite difficult with the sexual exploitation to do group work interventions because the young women will either 
be massively inappropriate and just want to shout sex out. Some of them simulate sex on each other when we’re 
trying to do the sessions. So they don’t work as well. But, for example, a substance misuse group, that works really, 
really well …Self harm, I don’t know, because here, they’re so proud of their self-harm. Putting them into a group 
situation where self-harm was being addressed could just fuel them even more. SERVPROV_INT3: Charity worker in 
Child Sexual Exploitation (CSE) 

============================================================================= 

Box 13. School-based support 

"I can’t remember whenever I was taught anything along mental health, but I can remember when I was taught about 
a lot of physical issues […] It was never really delivered officially, but there were teachers who would talk about it a 
few minutes in a lesson to start and end, then just not mention it again [...] It would have helped the other students 
find out that mental health issues aren’t exactly just people craving for attention. It’s more just about - it’s the same 
as physical disability." YP_INT1 (Male, aged 17)                                                               
 
"Yes, if you went to them then they would try to help and support you but I feel as though they don’t speak about it. 
It’s like a taboo thing for schools. I don’t feel like they talk about it very much. I think they should do assemblies and 
stuff on it [...]" `YP_FG2 (Female, aged 17) 
                                                                                                                          
 "Well it’s not really taught in schools so it’s just started being taught in schools, then if it happens it happens, if it gets 
taught it gets taught. You may as well tell people and help them [...] Yes, because teachers would say, “If you ever 
need to talk come to me” and then most of them would probably go to them if they had issues. So it would be easier." 
YP_FG2 (Male, aged 18) 
                                                                                     
"There wasn’t really much at my school, just like a few teachers. Well they weren’t like actual…They were just head of 
year and you’d speak to them, and if it was bad they’d tell your teacher for you. But there wasn’t really anyone in 
particular to talk to." YP_FG2 (Male, aged 17) 
 
"Like there’s not always enough information around. If we have more information. Like you can ring here if you have 
this or ring there. I think that would be more helpful." YP_FG1 (Female, aged 16) 
 
I think the problem is a lot of the children we get in here don’t attend school, either. So that behaviour’s not even been, 
or the behaviour is being picked up, but there’s no follow-up for it, because the kids will not go to school. 
SERVPROV_INT2: Nurse practitioner, mental health 
 
"I think maybe teachers, but it all depends on what the teachers are like and if the students can get along well with 
teachers. Because a lot of time the teachers are always really professional and they’ll never joke about anything, when 
in reality they need to have teachers who are really professional and some teachers who are really lax, really chill and 
things like that. That way, if a student prefers the professional side of teaching, they can go to the professional kind 
of teachers. And if a student prefers a teacher who’s more chill, more relaxed and they can be more comfortable with 
them, then they can go to those other side of teachers." YP_INT1  (Male, aged 17) 
 
"Yes, that might be better. I think if that person was there during the first meeting as well that would be good and 
you’d be slightly more comfortable talking to them about it because someone you know is already in the room." 
YP_FG2 (Female, aged 17) 
 
…and easy access to mental health services at school. Whether it’s having a mental health nurse within the school 
premises, or access to one. SERVPROV_INT2: Nurse practitioner, mental health 

 

My support would be to listen to her and just as best as I could nicely say to her you still need to go and speak to 
someone trained in doing this.  I wouldn't be getting to the point where I'd go “well, you know, I've read about that, 
I'll try a little bit of this.  I'll try a little bit out of this”, you know? … I'm not saying I don't care and I don't want to listen, 
and “I'm happy to listen to you but you still need to go and see someone.  Someone who’s trained properly to do this. 
SERVPROV_INT9: Non-Teaching Head of Year, Secondary School 
============================================================================================= 
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Box 14. Communities, and Child/family-Centred Approaches: 

I think opening that window, later appointments, weekend appointments. I know I may be creating work for myself 
and for other people, but I think access at weekends and when people have got time off would be a massive 
improvement to services. SERVPROV_INT2: Nurse practitioner, mental health 
 
SERVPROV_INT2: …and we educate the family in regards to what can happen. That’s part of my process when I work 
in the community, is to work with the families as well. Explain the procedure with them, with the child, so they are 
totally involved. 
INTERVIEWER: I suppose that’s half the battle, isn’t it? 
SERVPROV_INT2: Yes, and if they understand it, and they buy into it, it’s a lot easier 
[Later] 
If you open it, and for parents as well. I think parents is massive. If you’ve got an, eight sessions or ten sessions of 
whatever intervention, and you’ve got to take a couple of hours off work every week, it’s not going to happen, is it? 
Especially in deprived areas, where some parents are on these, what do they call them contracts? … Zero hours 
contracts and stuff, so they can’t have that time off. By brining services into communities young people could access 
services with greater ease. Nurse practitioner, mental health 
 
It just needs to be much more holistic than it is, isn’t it? Is it getting better but..? Some of the work we do works much 
better when the parents are engaged in it and the young people are at the same time. We’re ultimately aren’t going 
to make any sustainable change for those young people unless their parents are buying into it. SERVPROV_INT5, 
Young Carers Worker 
I think in the past there's been more in terms of link workers, so advocacy workers, where there has been that ability 
to be able to handhold, for want of a better word, the young person, at least for their first one or two sessions until 
they feel confident and secure to access that other service. I think it'd be great to look at that type of model, but also 
delivering services in communities as well. I know that's difficult and challenging and costly, but linking in with GP 
surgeries better, knowing that there's maybe some dedicated time to maybe go down and meet GPs .… I think it's 
really important, when possible, for it to happen within their community.  SERVPROV_INT7 
  
I’d definitely say that repeated sessions would be better than one-off sessions. I don't know if that’s because of the 
young people we have of a lower engagement, concentration level. So definitely regular reminding of things and of 
what we’ve done before. We’ve got a young person who’s quite aggressive at times and we quite regularly go with 
things about breathing and things like that. Obviously we can see that works. Again, with doing therapeutic stuff that 
would be something that we do as well because it kind of re-embeds information. SERVPROV_INT1 Senior Residential 
Childcare Worker 
 
… if a young person has got slight anxiety, he can spend weeks with them doing breathing techniques and doing quite 
a lot of mindfulness with them, whereas, in the community, they wouldn’t get that. They would just be told, “Unless 
you’re so anxious that you’re going to harm yourself or hurt someone else, then you don’t fit into our category,” 
whereas here they do get that. Which is quite difficult really, because maybe we’re setting them up to fail a little bit 
as well, because we’re giving them everything when they’re in here, but then when they leave it’s quite difficult for 
that to continue. SERVPROV_INT3: Charity worker in Child Sexual Exploitation (CSE) 
 
It’s quite difficult with the sexual exploitation to do group work interventions because the young women will either be 
massively inappropriate and just want to shout sex out. Some of them simulate sex on each other when we’re trying 
to do the sessions. So they don’t work as well. But, for example, a substance misuse group, that works really, really 
well …Self harm, I don’t know, because here, they’re so proud of their self-harm. Putting them into a group situation 
where self-harm was being addressed could just fuel them even more. SERVPROV_INT3: Charity worker in Child 
Sexual Exploitation (CSE) 
============================================================================================= 
 

Box 15. Emerging technologies 
 
Mobile Apps] "[…] Before I had counselling sessions I would always think to myself, “I’m going to talk to my counsellor 
about and so and so,” and then when the counselling session actually comes up I’m either too anxious to or I would just 
completely forget about it.”" YP_INT1 (Male, aged 17) 
 
[Social Media] “[…] it can also really help out young people because they might not feel comfortable talking about it face-
to-face, like I was always online just talking to my friends I’ve met through games and things like that. And I was able just to 
vent on them and they would all just be okay with it. They would never say anything wrong because I couldn’t tell how 
they’d exactly react. So a lot of the times if they didn’t want to say anything, you wouldn’t have to." YP_INT1 (Male, aged 
17) 
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"[…] I feel because when you put it out on social media it’s not people that you know personally so there will be loads of 
people who are in the same situation as you that will be able to help you like they’ve been helped. So I think it’s a support 
thing and I think it’s quite nice." YP_FG2 (Female, aged 17) 
 
[YouTube] "I always tend to think of Zoella, you know, on the YouTube, she suffers with anxiety and she spoke about it in a 
couple of her videos and about her experience with it. I didn’t really know much about it until after watching those." 
YP_FG2, (Female, aged 17) 
                                                                                                  
"Because there will people around the world that have the same issues as you, if you think about it there will be someone 
out there who will be able to help you. That little talk, talking to them privately on Messenger or something, might really 
help you. So some people might turn to the internet if they’re feeling down or something like that and then they’ll feel 
better. I’ve seen it on YouTube when people comment, “You made me feel so much better, I suffer from all these issues and 
watching your videos makes me so much better.” So things like that help you." YP_FG2 (Female, aged 17) 
 
"I think we should have people on the internet as well, like someone who specialises in mental health who can make a blog 
or something and people in the local area can give them a message if they’re feeling down and they’d be like, “This is what 
you should do.” I think that would help a lot of people because everyone has access to the internet." YP_FG2 (Female, aged 
17) 
 
"When I was having counselling with CYPS, not CYPS, Streetwise, I had to have a few Skype PMs. And it was okay, but it 
wasn’t exactly the best because at any time my internet could drop or their internet could drop, and it wasn’t very personal 
or one to one. I just mainly chose it like that because otherwise I’d have to wait for a few months to see a counsellor face to 
face." YP_INT1 (Male, aged 17) 
 
Then they’ll talk to someone else on social media, and I think this is where a lot of the self-harming comes from. From, 
you know, how can kids at the age of seven or eight know how to self-harm, unless they’re seeing it, and we’ve seen a 
massive increase in self-harming behaviour within adolescents and children … They feel anxious first of all, a bit low in 
mood, then they look on the internet, they speak to friends, they start to self-harm. SERVPROV_INT2: Nurse 
practitioner, mental health 
 
Not with the young people we’ve got at the minute. To be honest, weirdly, they don't seem to have much interest in 
online things. I can see with other young people how that would be beneficial. I don't think it’s something we’ve 
actually used, to be honest. SERVPROV_INT1 
 
Yes, I think social media, kids are fairly savvy, aren’t they? They’re on social media all the time, and they can access lots of 
sites, but whether that’s the proper information, again, I think there should be more involvement at school. More education 
at school … Then they’ll talk to someone else on social media, and I think this is where a lot of the self-harming comes from 
… because we had the same with eating disorders, didn’t we? That was massive because of the social media, but I think 
education is the key, and I think you’ve got to get it into schools. SERVPROV_INT2: Nurse practitioner, mental health 
============================================================================================= 
 

Box 16. Resilience and wellbeing skills  
 
"I think it’s just like how well they can handle issues mentally or physically and stuff like that." YP_INT1 (Male, aged 17) 
 
"Through your friends and how they coped, then you’re like, “It’s a good way to deal with it.”" YP_FG2 (Female, aged 17) 
 
"Family as well with things that they’ve been through in their personal lives, that might help how they got through it. " 
YP_FG2 (Female, aged 17) 
 
"I think it is when I know like my friends are there and family. I feel like I am doing well on work and I feel like I’ve had like a 
good day [...] I feel quite happy with this day, and I just feel a bit content about things like that."YP_INT2 (Female, aged 16)     
 
"I feel like just a bit of like me time, so when I am just sat by myself and I watch a film or I’m just on my phone in my room 
and I just feel like  that just keeps us a bit content. Just alone time yeah" YP_INT2 (Female, aged 16)                 
============================================================================================= 

 

Box 17. Peer support and role modelling 
 
"I’ve got a lot of good friends who have similar issues to me, so I’ve always been able to talk to them about it. But for all of 
my older friends, I think most of my family, they don’t really talk about it that much." YP_INT1 (Male, aged 17)       
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"I know people that have got it, like myself, and I know a few friends of mine who suffer from anxiety and depression, and 
I’ve helped them with it, not a lot but I’ve calmed them down when they’ve been upset." YP_FG2 (Female, aged 17) 
 
"I don’t think there is enough information out there, but I think a lot of times it’s just like there’s not really anything you can 
do. It’s just about letting your friend vent and just being there for them if they need us." YP_INT1 (Male, aged 17)     
 
"I don’t think young people go straight to the GP. I think they would talk to friends and after a while I think hopefully their 
friends would try and push them to go and see a GP or see a teacher they can trust." YP_INT1 (Male, aged 17) 
 
 "I think if they’re going through, like if they know what you’re going through or going through it themselves then that 
would be good because you can share. You can share each other’s stories because you know what they’re going through. 
There’s a comparison to see if you’re similar or if there’s anything different about them to you." YP_FG1 (Female, aged 16) 
 
"I’ve spoken about it before, a friend of mine in music, she suffers with it, and I’ve spoken about mental health with her a 
few times. But none of you have got mental health issues so I haven’t spoken about it with these either. Very rarely I speak 
about it to friends." YP_FG2 (Female, aged 17) 
 
"I’d probably try and hire people who have already had mental health issues because they’d be able to personally- they’d 
feel the same way that a young person had. And also try and hire people who are rather young as well so, again, the young 
people can have somebody who they can relate to. And while doing that, I’d always make sure that the schools and any 
other educational area have to have at least some lessons where they mention mental health issues. So that way young 
people will be able to understand that it’s not just immediately coming and saying. It’s just to make a door, pretty much." 
YP_INT1 (Male, aged 17)                                    
 
Yes, I think that could help because then you know you’re going through the same things, you know that other people are 
suffering the same things as you so you don’t feel as though it’s just yourself." YP_FG2 (Female, aged 17) 
============================================================================================= 
 

Box 18. Positives of current service delivery 
 

"I don’t consider I had to wait that long, to be honest. I waited about a month […] Because my school just managed to just 
fast-track it all." YP_INT1 (Male, aged 17) 
 
“People who have had counsellors before have always said its good because you can talk to them about things. You know 
it’s confidential, you know that so it’s not going to get anywhere else apart from between you and the person and whoever 
else is in the room. And I just feel like it would just stay that way." YP_INT2 (Female, aged 16) 
 
"At times I did, like when I was seeing CYPS, but I was lucky with that. If I was ever able to not go to an appointment, they 
would rebook it and they would just have it for something else, which is- a lot of times I had appointments at my house or 
at my old school." YP_INT1 (Male, aged 17) 
 
"I had a chat with one of my welfare managers at the time and talked to her about my issues a lot, and she eventually 
recommended that I get counselling. So I started having counselling every week." YP_INT1  (Male, aged 17)       
           
"There’s loads of people. But I think the student support here is like really, really good." YP_FG1 (Female, aged 16) 
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Appendix 6. Stakeholder workshop case studies and group responses 

 

1. Molly: 

Molly, originally from Peterlee, Co. Durham, is 12 years old. Following her mother’s suicide 4 years 

ago, she has been in the care system. As with many looked after children (LAC) she has changed 

residence a number of times over the years, and currently stays in a children’s home in Sunderland. 

Over the last 12 months you have noticed a change in her behaviour. She has become increasingly 

withdrawn, appears to be less concerned with her appearance, and you have heard that her 

absences from school have increased.  

 

You think Molly is showing signs of depression, and possibly anxiety. You wonder whether you should 

refer her to CAMHS but you are also aware of the lengthy waiting times.  

 

Group responses:  

What options are available? 

 As a LAC she will already be in the system: explore which services she has been referred to 

 YP centred:  

o Talk with Molly or find the ‘right’ person for her to talk with 

o Need to understand what Molly needs and whether she is going through a phase 

 Is the problem the transition to secondary school? 

 Risk assessment and possible CAHMS referral  

 Bereavement counselling  

 Social worker involvement (concerns regarding possible child exploitation) 

 Multi-agency action plan with support for all involved (incl. care staff) 

 Key worker / pastoral support / transition worker 

 Engage with voluntary sector  

 Healthy Child practitioner / school nurse / school counsellor   

What are the barriers to these options? 

 Postcode lottery: locality may affect referral possibilities / available services / CAHMS tiers 

 Waiting times for CAHMS 

 Multi agency approaches are time intensive and communication / data sharing between 

agencies is problematic  

 Treatment pathway based on a diagnosis as opposed to being holistic  

 Stigma associated with suicide/mental health in general could prevent engagement from CYP 

 CYP may not trust services / professionals, possibly due to negative previous experiences, 

and fail to engage 

What are the possible solutions? 

 CYP Centred and holistic approach (beyond mental health) 

 Care team planning / multi-pronged approach  
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o Improved communication between agencies and institutions  

o Educational packages: tutor support or virtual schools for LAC 

 Digital interventions for mindfulness 

 

2. Implementing an intervention:  

In your role you have noticed that lots of the young people who attend your service/school experience 

considerable stress at exam time. Some young people have said that they are concerned about their 

future prospects. 

 

You wonder whether mindfulness or relaxation could help the young people, but it is not something 

that is currently offered by your service/school. 

 

Group responses 

What options are available? 

 Offer multiple approaches  

o Digital Apps 

o Online 

o Telephone / text 

o Cognitive behavioural therapy (CBT) 

o Group / peer based  

o Personal, social, health, and economic education (PSHE) / Emotional well-being and 

resilience courses  

o Family centred  

o Mental Health Literacy education  

o Diversify Physical Education - Yoga  

 Mindfulness in the curriculum / specialist teacher for mindfulness or relaxation / whole school 

holistic approach  

o Normalise stress  

o Timetabled access to computer / tablet based interventions  

 Use a pre-post questionnaire to measure effectiveness  

What are the barriers to these options? 

 Restrictions on time and funding / cuts to funding / loss of school nurses and counsellors 

o Need for staff training and implementation costs  

 Pessimism / scepticism of staff, students, and family (stigma) 

 How do the schools engage with evidence / avoiding harm 

 Academic excellence prioritised in schools  

What are the possible solutions? 

 Ring fence mental health funding for schools 

o Training written into transformation plans  

 Encourage schools to apply for funding 
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 Collaborate with Universities and research organisations to assist with implementation, 

evaluation, and funding applications 

 Seek support from the PSHE Association 

o Staff training 

o Guidance on interventions / approaches  

 Long-term approach:  

o challenge academic excellence focus in schools and encourage holistic approach to 

achievement and well-being  

o Health Literacy and anti-stigma campaigns within schools 

o Increase engagement with families and the wider community  

o Simplify the language of mental health within schools 

 

3. Amy: 

Amy is 16, and is the youngest of three siblings from a well-off family in Morpeth. Her brother and 

sister both performed well in school, and are currently at university. Amy has become very concerned 

about achieving the best grades possible, and often appears to be stressed and anxious. It has come 

to light that she has started to binge drink regularly, and has been engaging in self-harm. Amy’s 

parents confided in you that they took her to see the family GP, but Amy refused to discuss her 

drinking or self-harm. 

 

While Amy does not seem to be a high-risk case, you are concerned by the risk behaviours Amy has 

started to engage in. You wonder whether there are any other services, beyond the GP, that Amy 

might engage with. You wonder whether she needs support in developing her resilience. 

 

Group responses 

What options are available? 

 CYP centred: 

o Talk to the CYP 

o Establish level of risk 

o Establish whether there are other problems (e.g. dyslexia)  

o Establish whether there is a trusted adult that the CYP will engage with 

o Refer to services if appropriate 

 Drug and Alcohol services  

 Youth Services / peer support  

 Family centred interventions pre-exam time 

o High expectations and stress  

o Stress behaviours 

o Signpost support available  

What are the barriers to these options? 

 Multiple needs: Which should be tackled first? 
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 The CYP may not wish to engage (stigma, privacy) 

 Postcode lottery: burden on local CAMHS and limited voluntary services  

 Being ‘well-off’ can be a barrier to services (not perceived as at risk / vulnerable) 

 CAMHS waiting times 

 Short GP appointments (10 minutes) 

What are the possible solutions? 

 CYP centred (reiterated from above – Implementing and Intervention) 

 Schools preparing CYP for exam time 

o Staff training:  knowledge/awareness and confidence to talk to CYP about stress 

o “Wellness packs” at exam time: Containing sweeties, hot cholate, coloured pens and 

mindfulness colouring-in books, red marker pen to tackle self-harm tendency (self-

harm distraction/avoidance techniques) 

o PSHE / Emotional well-being and resilience courses 

o Normalising stress  

o Peer support groups  

o Digital apps (e.g. Mindfulness) and signposting CYP to online resources 

 Holistic approach and PSHE throughout the year to build resilience in pupils (and staff) and 

normalise stress  

 Funding for school nurses / counsellors (lesson burden on GPs) 

 Engage families at exam time and throughout the year 

 Raising awareness beyond the school gates: Mental health information and support should be 

available in the public domain, to allow CYP and their families to understand what services 

are available (avoiding over burdening schools) 

 

4. Chris: 

Hailing from Byker in Newcastle, Chris is 15. His parents are out of work, and have been for years. He 

is underweight, his clothes are always dirty, and he has poor dental hygiene. He often visits the local 

library and youth centre to use the computers and access the internet, though he rarely interacts with 

the other young people, and seems to be a poor communicator.  

 

You are concerned that Chris is being neglected at home and has become neglectful of himself. 

You wonder whether he suffers issues of social anxiety and self-esteem. As it is hard to get Chris to 

engage with other people you wonder whether a digital intervention could be used to address one 

or more of his issues.  

 

Group responses 

What options are available? 

 CYP centred: Talk to the CYP and build a relationship 

 Talk to the CYP about possible digital apps / online resources  

 Leave leaflets about apps and online resources by the computers 
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 Identify issues (avoid assumptions/judgements – stereotyping) 

o ADHD 

o ASD 

o Communication problems / literacy  

o Eating disorder: anorexia nervosa or bulimia nervosa 

o Online use: what is he using the computers for? Is he at risk for child exploitation?  

o Neglectful parents: is this a safeguarding issues? 

 Family centred approach: are the parents’ needs being met? 

o Foodbank referral  

o Mental health issues  

What are the barriers to these options? 

 Building a relationship with the CYP could be a long process  

 The CYP may not wish to engage  

o Trust of services  

o Stigma 

o Parental influence 

 Would intervening put the CYP at risk? 

 Where would the CYP use a digital app / online resource 

o Does he have a smart phone?  

 If so issues of data use and memory  

o Would public computers be appropriate? 

What are the possible solutions? 

 Flexible services:  

o Lending the CYP a tablet or laptop  

 Focus on the physical needs first:  

o These might be the source of his behavioural issues (due to embarrassment) 

 

 


