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EXECUTIVE SUMMARY  

 One in ten of our school-aged children have a diagnosable mental health problem, 

causing them major distress or seriously interfering with their development.  But only a 

quarter of these have seen a mental health professional of any kind in the last year. And the 

care they receive is not always in accordance with available NICE guidelines. 

 These problems were noted in the CAMHS Review, which therefore urged that: ñGiven 

the increased number of guidelines being introduced by NICE and SCIE that recommend 

specific evidence-based therapeutic approaches to help children and young people who have 

significant mental health problems and disorders, we recommend that the Government should 

assess training capacity and, if necessary, fund training centres to ensure that there is 

training available for the childrenôs mental health and psychological wellbeing workforce in 

all parts of the country for evidence-based therapies.ò (8.28) 

 The following proposals are a response to that recommendation. 

Rationale 

Our present treatment of child mental health problems is inferior to our treatment of 

physical illness among children. This is unfair to a whole group of vulnerable children and it 

is also at variance with the governmentôs other objectives for children and young people: 

 Mental health problems impair learning; are associated with truancy; increase school 

exclusion; and increase the risk of alcohol and substance misuse, self harm and suicide. 

 In adolescence and thereafter, young people with mental health problems are more 

likely to become involved in the criminal justice system; become pregnant; become 

vulnerable parents; and become dependent on welfare benefits. 

These are major negative consequences for the individual, their families and society, 

making early intervention an extremely cost-effective option. Treatments exist which produce 

significant improvement in 50-75% of cases. But even lower success rates would justify 

intervention: over his lifetime a child with conduct disorder will cost society £150,000 more 

(in present value terms) than one without,
1
 and even if treatment cost £6,000 it would repay 

itself at any success rate above 1 in 25. 

At the present time NICE-recommended treatments are not sufficiently available in the 

NHS: 

 The threshold to be accepted for treatment is too high due to insufficient capacity to 

meet the demand, and 

 The treatments provided are not sufficiently firmly based upon NICE and best- practice 

guidelines.  

                                                           
1
 Friedli and Parsonage (2007). 
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Applying the principles of QIPP 

 We therefore propose a radical change in Tier 2-3 CAMHS, targeted directly at the 

objectives of QIPP. 

 The central objective is to raise quality  by establishing levers to ensure that NICE and 

other best-practice guidelines are implemented, with measurement of outcomes as a 

central operating principle. 

 The lever comes from using a small training programme in an innovative way to 

ensure widely distributed results. Thus each year 200 trainees would be trained in 

modern evidence-based practise as child psychological therapists ï with 2 days a week 

in college and 3 in supervised casework. The casework would happen in those existing 

CAMHS 2-3 services which applied to their SHA to provide the in-service training and 

were then accredited as being of sufficient quality to perform that task. Over a 5-year 

period more and more services could be accredited in this way until the whole country 

was covered in quality-maintained services. The key role in managing the programme 

would be with the SHAs. 

 The result would be a much more productive CAMHS workforce.  

(i) The gross cost would exceed the net cost because through the programme there would 

be a major reduction in non-NICE recommended treatments for those child 

conditions for which NICE issues guidelines. 

(ii)  Further saving would occur through additional in-service training in assessment, which 

will help ensure that children go at once to the most effective treatment rather than a 

succession of less effective treatments.  

(iii)  A third productivity improvement would occur through better work planning and 

organisation, and fewer meetings. All services would be encouraged to use the Choice 

and Partnership Approach (CAPA)
2
 or some other system of lean organisation, to 

reduce waste.  

 In all these ways the net cost would be much less than the gross cost set out below. 

Moreover some of the trainees could undoubtedly be drawn from existing staff, again 

reducing the net cost. 

 Finally, the whole programme of early intervention in childhood is central to the 

Departmentôs policies for prevention of later mental and physical disorders. 

 

                                                           
2
 York and Kingsbury (2009) 
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Proposal 

 The specific proposal is as follows: 

(1) A modest, but strategic, training programme to expand the number of child 

psychological therapists by 200 a year for the next five years. This would be managed 

by SHAs. The training would be in evidence-based therapy and would also cover 

principles of lean organisation. 

(2)  Linked to this, a programme to upgrade existing services by inviting provider services 

to bid for trainees and associated funding, on the condition that they follow NICE 

Guidelines, where relevant, and apply the principles of lean organisation. Over 5 years 

the aim would be to accredit every provider service as NICE-compliant (in broad 

terms). This approach follows that used by IAPT. 

(3) A small programme to train 60 experts a year at outcome-focussed assessment of child 

mental health problems ï vital for effective treatment, and  

Cost and timing 

 The gross cost (which exceeds the net cost) would be as follows (academic years) 

  Year 1 £16m 

  Year 2 £23m 

  Year 3 £30m 

It is suggested that Year 1 should begin in September 2010. If a decision were reached by the 

end of 2009, there would be time for SHAs to select training organisations and quality-

approved sites and for the training organisations to advertise for trainees to begin in 

September 2010.  

 

Conclusion 

 CAMHS services need a radical upgrading 

 This can be enhanced by a simple programme of training, linked to an upgrading of 

services as they seek to qualify as sites for the in-service training. 

 The programme would be managed by the SHAs, with central support. 

 The gross cost in the first year would be £16m and the gross cost would be offset by the 

progressive ending of non evidence-based practice and leaner organisation. 

 On the QIPP criteria, the programme offers outstanding value for money. 
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1. THE SCALE AND COST OF CHILDHOOD PROBLEMS  

 

According to the ONS, 10% of all children aged 5-15 have a ómental disorderô. (This 

is based on a large household interview survey with questions asked to parents, teachers, and 

children over 11.)
3
  The main disorders are emotional disorders (mainly anxiety disorders and 

depression) and conduct disorder, but attention deficit (ADHD) and autism are also quite 

common ï see Table 1.  Girls are more prone to emotional disorders, and boys to conduct 

disorders.  

 

Older children are more likely to have problems than younger ones; this trend 

accelerates after age 11 yrs and so for example, by age 16-18 rates of depression for example 

have increased from 1% to 4%.  Psychosis becomes a problem mostly in mid-late 

adolescence so by age 18 rates approach 1%, but it is rare before age 12 years. 

 

 

Table 1 

Mental disorder in 5-15 year-old children (2004, %). 

 

Emotional disorders 3.7  

 Anxiety disorders  3.3 

 Depression  0.9 

Conduct disorders 5.8  

Attention deficit (ADHD) 1.5  

Autistic spectrum disorder 0.9  

Eating disorders 0.3  

Any disorder 9.6  

  
 

 

 

Linkage to other problems 

These problems are linked to many of the main problems which educators worry 

about. Quite disproportionate numbers of children with mental health problems are also: 

 

behind at school 

 truanting 

self harming 

 excluded from school 

 smoking, taking drugs and drinking to excess. 

 

The figures in Table 2 are extremely striking. They do not of course prove causality, but they 

provide a strong prima-facie case for tackling the mental health problems ï not only for their 

own sake, but in order to promote other aspects of the childôs well-being. 

 

                                                           
3
 Green et al (2004). 
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Table 2 

How mental health problems contribute to other childhood problems 

Children aged 5-16 

 

 

 

Percentage who:  

Children with: 

Emotional disorders Conduct disorders No disorder 

have marked difficulties in 

reading and maths 
15 21 6 

play truant 16 22 3 

have ever been excluded 

from school 
12 34 4 

have no friends 6 8 1 

smoke regularly (age 11-16) 19 30 5 

drink at least twice a week 

(age 11-16) 
5 12 3 

ever used hard drugs (age 

11-16) 
6 12 1 

have ever self-harmed* 19 18 2 

are in a household under 

£200 per week 
33 37 19 

have a parent on any 

disability allowance 
20 20 8 

Source: ONS Survey of child mental health: Green et al (2004). * Parentôs report 

 

 The case becomes even more imperative when we consider the consequences for 

society of untreated illness when the children become young adults. In Table 3 we distinguish 

between children who had conduct problems at age 7-9 and those who did not, and see how 

differently they behave as young adults.  Those who had problems as early as 7-9 continue in 

early adulthood to have exceptionally high rates of: 

 

   violent crime 

   drug dependency 

   suicide attempts 

   teenage parenthood and 

   welfare dependency. 

 

Indeed the worst 5% at age 7-9 account for more violent crimes than half the rest of the 

population.
4
   

                                                           
4
 Fergusson et al (2005).  This study is from New Zealand, but similar results are found by Farrington (1995) for 

a South London Borough. 
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Table 3 

Subsequent outcomes for children with conduct problems at ages 7 ï 9 

 

    Children whose conduct is in 

 worst 5% best 50% 

Percentage 

 committing violent offences 

(21-25) 

 

35 

 

3 

  drug dependent (21-25) 20 5 

 antisocial personality disorder 

(21-25) 
17 1 

 suicide attempt (ever) 18 4 

 teenage parent 20 4 

 welfare dependent (age 25) 33 9 

  
Source:  Fergusson et al (2005), Table 1.  

 

 Furthermore, when one looks backwards from adults who have a mental illness in their 

late 20s, a cohort study has shown that three-quarters already had a diagnosis before they 

were 18, and a majority before they were 15 or even by the time they were 12.
5
 These 

extraordinarily high linkages suggest that, if we addressed the problems of young people at 

age 7-9, we could have a major effect on the quality of our adult society within a generation. 

 

 The data in Table 3 relates to early childhood problems (at ages 7-9) and come from 

New Zealand. For the UK the best evidence relates to the disastrous influence of mental 

disorders experienced during the adolescent years.
6
 Figures 1-4 show the impact of these 

problems on the individual concerned: on later mental health (Fig. 1); on educational 

achievement (Fig. 2); on chronic economic inactivity aged 16-34 (Fig. 3); and on gross 

hourly earnings aged 16-34 (Fig. 4). Figures 5-7 show the impact of adolescent mental 

problems on the rest of society: on the odds of divorce by age 34 (Fig. 5); on teenage 

parenthood (Fig. 6); and on criminal arrest (Fig. 7). In most but not all cases these 

associations are reduced very little when allowance is made for the socio-economic 

background of the adolescents and for their IQ. 

 

 These data come from the 1970 birth cohort but similar differences are found in the 

1946 and 1958 cohorts. Further powerful data was included in the Foresight Report on 

Mental Capital and Wellbeing.
7
 For example, 1 in 5 lone parents who had a child with mental 

health problems reported that this had contributed to the family breakup, and 1 in 3 mothers 

in two-parent families reported the extra strain on their relationship. 

                                                           
5
 Kim-Cohen et al (2003) 

6
 Richards and Abbott (2009) 

7
 Government Office for Science (2008) 



7 Figure 1: Odds of having worse emotional problems at age 26-30 in relation to adolescent mental 
health problems: 1970 cohort 

 
All comparisons are statistically significant 

Figure 2: Odds of no educational qualifications in relation to adolescent mental health problems:  
1970 cohort 

 
Statistically significant for mild and severe conduct problems. 

 

Figure 4: Percent differences in gross hourly earnings in relation to adolescent conduct problems:  
1970 cohort 

 
All comparisons are statistically significant 

Figure 3: Odds of chronic economic inactivity in relation to adolescent mental health problems:  
1970 cohort 

 
Statistically significant for all conduct comparisons but not for any emotional. 
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Figure 5: Odds of divorce (by age 34 years) in relation to adolescent mental health problems:  
1970 cohort 

 
 
 
 

Figure 6: Odds of teenage parenthood in relation to adolescent mental health problems: 1970 cohort 

 

 
Statistically significant for mild and severe conduct problems. 

 

Figure 7: Offending: odds of being arrested in relation to adolescent mental health problems:  
1970 cohort 

 

 
 

Statistically significant for mild 
conduct problems. 

 

Statistically significant for mild 
and severe conduct problems and 
for mild emotional problems. 

 

Statistically significant except 
for mild emotional problems. 

 

Statistically significant for mild and 
severe conduct problems. 
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 Cost to taxpayers 

The preceding data show the powerful humanitarian and economic case for early 

intervention. But early intervention could also save public money. The Inner London 

Longitudinal Study of 10 year-olds took children at 10 and diagnosed their conduct. It then 

followed them up to age 28, measuring the (undiscounted) taxpayer costs generated by each 

type of child ï especially to the criminal justice system, but also in terms of foster and 

residential care, and remedial help at school. The total costs were as shown in Table 4.
8
 

 

 

Table 4 

Costs to the taxpayer - from criminal justice, social care and remedial help (£) 

(between ages age 10 and 28) 

 

Children with conduct disorder at age 10 70,000 

Children with conduct problems at age 10 24,000 

Children with none of the above at age 10 7,000 

 

 If youngsters receive treatment for their problems, the Exchequer savings are more 

immediate in some cases than others ï and are generally quicker the older the person who is 

treated. For example, if we take young offenders and give them effective psychological 

treatments, a substantial proportion will not offend again, who otherwise would. We can then 

count up the resulting savings in police and court costs, probation and possible incarceration. 

 

This calculation was done for treatments delivered by random assignment in Washington 

State and followed up over an 18-month period. The Functional Family Therapy which was 

provided cost $2,100 for each young person treated. When competently provided, the 

resulting taxpayer savings averaged $9,000 ï a large net saving. When incompetently 

delivered, the estimated effects were negative; but averaging over all forms of delivery the 

taxpayer savings were still $2,500 per person treated ï more than the cost.
9
   

 
Cost to the economy and society 

 In addition, there are massive costs to the economy (in output lost) from mental health 

problems which appear in childhood and continue into adulthood. This can be seen from the 

famous study of South London boys who were followed from age 8 onwards by David 

Farrington.  We can look at their earnings at age 32. For those who were in the bottom 

quarter of conduct at age 8 and had a criminal conviction by age 16,  their annual earnings 

(adjusted to 2004 values and annualised) were, other things equal, £5,000  lower than for the 

rest of the sample.
10

 This is the annual economic cost of mental health problems going back 

to childhood. 

 

 Moreover the overall costs to society go beyond the costs to the economy. For example, 

one interesting study of child conduct disorder included (besides the economic cost) its 

                                                           
8
 Scott et al (2001). Expert opinion believes that by spending Ã6,000 per head on children with ñconduct 

disorderò they will on average become children with ñconduct problemsò ï thus saving the taxpayers £46,000. 
9
 Washington State Institute for Public Policy (2004).  Exhibits 1 and 23. A less expensive treatment called 

Anger Replacement Therapy was also found to pay for itself. 
10

 Healey (2005) 
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impact on the costs of crime and the value of QALYs lost through mental illness, alcohol 

dependence, drugs and suicide. 
11

 The present value of all these costs over a lifetime was 

£150,000 per child.  By contrast the cost of treating conduct disorder in childhood is around 

£6,000. It follows that treatment would be cost-effective, even if the success rate was only 

1 in 25.  And effective treatments do exist. 

                                                           
11

 Friedli and Parsonage (2007) 
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2.   TREATMENTS AND SERVICES 

 

Treatments 

These treatments are spelt out in the NICE Guidelines and Technology Appraisals. 
12

   

For children under 10 with conduct disorder, parent training leads to improvement in two-

thirds of children, with effects still detectable four years later. For children aged 8-12 with 

this disorder, problem-solving programmes for the children have good effects if combined 

with parent training. And for adolescents, functional family therapy and (for severe problems) 

multi-systemic therapy have significant effects in randomised controlled trials for conduct 

disorder. For ADHD (attention deficit hyperactivity disorder), medication can lead to normal 

patterns of behaviour in 75% of treated children. 

 

 The other main type of mental health problem in childhood is emotional disorder. 

Anxiety disorder includes generalised anxiety, OCD, PTSD, agoraphobia, social phobia and 

panic attacks ï which is often mixed with other emotional disorders.  Here CBT clears the 

disorder in 50-60% of children treated in randomised controlled trials.  The effect is still there 

when they are followed 2 years later.
13

  For depression, CBT, IPT and (in carefully selected 

cases) medication have good success rates.
14

 

 

Eating disorders are another set of conditions that currently cost a lot because they are 

often managed with long and expensive inpatient stays. But focused family therapy on an 

outpatient basis can be highly effective. 

 

It is important to note that NICE and best practice guidelines are clear that medication 

can be helpful in selected cases (emotional disorders, eating disorders, some conduct 

disorders combined with another disorder, ADHD, Aspergers and Autism, Psychosis and 

Bipolar disorder) and talking therapies sometimes only work once some of the initial 

difficulties have been alleviated by medication.  Medication management and selection of 

cases for medication and review are specialised skills.   

 

Self harm and suicidality are unfortunately commonplace, and similarly require 

appropriate assessment and management.
15

 Dialectical Behaviour Therapy approaches are 

advised and have a modest evidence base here. 

 

Two important lessons emerge from all studies of treatment effects ï the competence of 

the therapist is crucial, and treatments have bigger effects the worse the childôs problem. The 

importance of the therapist is illustrated in Figure 1. 
16

 In this parenting programme for 

antisocial behaviour, therapists were independently rated for their skill.  The top third of 

therapists were then found to lift the anti-social children by some 28 percentile points.  The 

least effective therapists actually had a negative effect, as also in the Washington State 

                                                           
12

 See Wolpert et al (2006).  In 2006 there were óguidelinesô on OCD, PTSD, depression, eating disorders, self-

harm, substance abuse and ótechnology appraisalsô (which have stronger force) on parent training for conduct 

disorder, and medication for ADHD. 
13

 Dadds et al (1999). 
14

 NICE 2005 and ADAPT/TADS 2007/8 
15

 NICE 2006, 2008. 
16

 Scott (2005) 



12 

experiments already reported.  This shows the huge importance of a well-trained workforce ï 

which is central to the proposals in Section 4. 

 

 Similarly, the treatment has bigger effects the bigger the problem (provided the 

problem is not overwhelming). This reinforces the importance of targeting and therefore of 

assessment ï again central to the proposals of this paper. 

 

 

 

Figure 1 

 

Services 

To deliver treatments we have a CAMHS service with 4 tiers: 

Tier 1 Universal services (schools, GP practices, social care) 

 Tier 2 Specialist individual professionals relating closely to Tier 1 providers 

 Tier 3 Specialist multi-disciplinary teams (secondary) 

 Tier 4  Inpatient and highly specialised care 

 

Statistics on CAMHS are relatively scarce, but the CAMHS mapping operation for 2006 

covers most of the teams in óCAMHS properô, all of which are in Tiers 2 - 4.
17

  These teams 

employed 9,700 staff (FTE), not all of whom are clinicians.
18

  Of these about 5,800 were in 

generic Tier 2-3 teams, while 2,300 were in Tier 4 tertiary care. Most of the other 1,600 were 

working in targeted teams. The detailed figures are given in Table 4.
19

 

 

                                                           
17

 Barnes et al (2007). Later CAMHS mapping operations are thought to go beyond óCAMHS paperô. 
18

 The figure for clinical psychologists includes a small number of educational psychologists. The figure for 

other psychological therapists includes family therapists, child psychotherapists, and ñother qualified 

therapistsò. The figures for others includes occupational therapists and ñother staffò. 
19

 There is some evidence that these figures may be overestimating. For example, the DH Workforce Census 

(Workforce Review Team) and the Royal College of Psychiatrists Census show 570 FTE psychiatrists, not 

1,050 as in Table 4. 

Figure 1 
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Table 4 

Staff numbers (November 2006, FTE) 

 

Psychiatrists 1,050 

Clinical psychologists  1,250 

Other psychological therapists 1,000 

Primary mental health workers 500 

Nurses 2,750 

Social workers 600 

Admin 1,750 

Others   800 

Total 9,700 
 

 The number of children on the caseload at any one time was 110,000 (60% boys).  But 

the service saw altogether around 300,000 children annually ï with treatments averaging 4½ 

months.
20

  Thus, over the year the service saw just under 3% of all our children.
21

  Almost 

half the children at Tiers 2 or 3 have been referred by GPs, but substantial numbers have been 

referred by secondary child health services or from youth justice. The waiting list is about 

24,000 (implying an average wait of a month).
22

 But this tells us nothing about current 

demand ï since children do not get referred (or their referral may not be accepted) if they are 

thought to be below the very high current threshold and eligibility for acceptance. 

Furthermore inadequate knowledge and training, stigma, lack of understanding and other 

barriers lead to low detection rates in universal services; the result can be diversion into 

increasingly deviant developmental pathways.  This is often inordinately costly to the 

individual, their families and society, eg via crime, disorder, ineffective education, failing 

relationships, and sometimes suicide. 

 

 So how adequate are existing services? 

                                                           
20

 This figure comes from the CAMHS Mapping. Data on selected individual services suggests these figures are 

an exaggeration. 
21

 This matches the ONS household survey findings (Green et al, 2004). 
22

 Wait time until first seen. Treatment may not follow immediately. 
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3.  THE PROBLEM 

 
There are two problems: access and quality. 

 

(1) Access 

 According to the respected ONS household survey in 2004, 10% of all children have 

diagnosable mental disorders.
23

 But only a quarter of these have seen a mental health 

professional of any kind in the last year and these figures are only for up to age 15.  We know 

that mental health problems, and the associated pressure on services, increase significantly 

above this age. 

 

 This is clearly unsatisfactory, with serious long-term consequences.  The main 

constraint is the capacity of the system: the threshold of severity for access to treatment is in 

most places too high.
24

 This is due to pressure on specialist CAMHS who do not have the 

capacity to meet demand. 

 

 This can be seen by comparing current levels of provision with the norms for clinical 

staff set by the National Service Framework with.  According to the National Service 

Framework (2004), ña multi-disciplinary CAMHS with teaching responsibilities and 

providing evidence-based interventionsé would need a minimum of 20 whole time 

equivalents (WTEs) per 100,000 total population, and a non-teaching service, a minimum of 

15 WTEsò.  These numbers relate to children under 16 and were based on a careful 

condition-by-condition study by Kelvin and other triangulated evidence.
25

 They relate to 

ñbehavioural, cognitive-behavioural, interpersonal, psychodynamic or family therapy 

oriented professionals from a range of disciplines: nursing, psychology, psychotherapy, 

occupational therapy, art therapy, social work or medical background, with specialist training 

in the modality and includes the appropriate and selective use of medication and appropriate, 

effective and efficient assessment and evaluation servicesò.
26

 Allowing as we should for 

treatment up to the 18
th
 birthday, these numbers increase to 24 and 19 respectively.

27
 

 

 By contrast, in 2006/7 provision amounted to a national average of only 13.3 clinical 

WTEs, a shortfall of one third.
28

 Moreover the shortfall varied widely by area,
29

 so that to 

eliminate the shortfall in every area would require an increase of more than fifty per cent in 

                                                           
23

 3% have anxiety disorders, 1% depression, 6% conduct disorders, 1.5% ADHD, 1% autistic spectrum 

disorder and 0.3% eating disorders. There is some overlap. There are a further 10% with mental health 

problems, not disorders, so less severe cases, who need adequate universal services. 
24

 It is of course true that in some cases parents do not bring their children for help, or GPs do not refer when 

they should. But this is not the binding constraint. 
25

 Kelvin (2005) and York and Lamb (2006). While Kelvinôs numbers related to children under 16, the NSF 

sentence quoted related them to children aged 0-17. 
26

 Kelvin (2005). He estimated that no more than 23% of the diagnosable population would get treated by 

specialist CAMHS within a year. The proposals do not cover substance misuse or dual diagnosis nor the need 

for social workers. 
27 The reasons that the workforce tariff is high for 16 and 17 year olds are as follows: 

 the steep rise in prevalence of major mental disorder , depression, psychosis, personality disorder, bipolar 

disorder, eating disorders, anxiety disorders, suicidality;  

 the steep rise in risk that goes with this; 

 and the decrease in other supports that happen on leaving school or home, in mid to late adolescence; 

 time costs of effective transition from CAMHS into adult services. 
28

 CAMHS Mapping 
29

 WTEs per 100,000 were as low as 9 in South East Coast and highest (17) in North East. 
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staff nationally. Moreover, the situation in Tier 3 multi-disciplinary teams is thought to have 

worsened since 2006/7.  This is a serious shortfall, requiring a significant step-change in 

access. 

 

(2) Quality  

 As regards the standard of existing provision, there is relatively little solid data on what 

balance of therapies are now provided within CAMHS. The following three surveys do 

however confirm the general impression that improved in-service training is needed. 

 

 The QINMAC Survey 

 The Quality Improvement Network for Multi-Agency CAMHS (QINMAC), is a 

voluntary network of generic CAMHS teams set up through the Royal College of 

Psychiatrists which aims to self-review their work against mutually agreed standards.  In their 

2008 survey of their members, teams were asked whether they were implementing NICE 

Guidelines.  Only 50% said Yes.
30

  And this result relates to teams which had elected to join 

QINMAC; they were therefore the most likely to be following NICE Guidelines. 

 

 The SLAM Survey 

 Similarly one of the countryôs most go-ahead mental health trusts (South London and 

Maudsley) conducted an Interventions Audit in all its CAMHS teams in 2006.
31

  For each 

type of child disorder, teams were asked if they had a protocol for this disorder.  For the 

typical child disorder only a quarter said Yes.  Going on, the survey asked óDo you need 

training in terms of evidence-based treatment for this disorder?ô  For the typical child 

disorder, nearly half the teams replied Yes. 

 

 National survey of CBT use and expertise 
32

 

 A third survey was administered nationally in specialist CAMHS, though the 

respondents were only 10% of all professionals working in CAMHS. Those who replied must 

have been more proficient than average and 1/3 were psychologists. The survey asked about 

the use of CBT by these respondents. It showed that nearly half of them used CBT with less 

than 20% of their caseload. And a third considered their expertise in child-focussed CBT was 

ñinadequate or fairly basicò. Two-thirds felt they needed further training in child-focussed 

CBT.
33

 

 

                                                           
30

 2008 figure. The 2007 figure was 47% see 

http://www.rcpsych.ac.uk/pdf/QINMAC%20Annual%20Report%202007%20cYCLE%202.PDF 
31

 SLAM, CAMHS Evidence-Based Interventions Audit, 2006. The response rate was 55%. 
32

 Stallard et al (2007) 

33
 Check whether question related to their needs or needs of the service 

http://www.rcpsych.ac.uk/pdf/QINMAC%20Annual%20Report%202007%20cYCLE%202.PDF
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4.  PROPOSALS 
 
It is therefore proposed that there should be a step change in Tier 2-3 CAMHS over a 5-year 

period. 

 

(1) Training and service development 

 Building on the existing base of 2,250 clinical psychologists and other therapists, it is 

proposed to train  an additional 1,000 therapists in NICE-recommended treatments and in 

implementation of routine outcome evaluation. This would be done over a 5-year period.  

 

 These therapists will be drawn from those who already have experience of working 

with children with mental health problems. They will receive a 1-year training while 

employed in an approved service.  The model will be the IAPT training of óhigh-intensityô 

workers, meaning 2 days a week in a university training centre (with a nationally-agreed 

curriculum) and 3 days a week supervised cases while employed in an approved service. 

 

To provide good quality placements, there will have to be enough approved services, 

working mainly according to the NICE Guidelines to provide the right kind of on-the-job 

training. These services will be developed progressively, as in IAPT, with finance provided 

centrally through SHAs to act as an inducement to PCTs to produce proposals for truly 

improved services.  

 

A key feature of any approved service will be effective monitoring  of outcomes, using 

nationally-agreed instruments. These would at a minimum require measurement before 

treatment and after 6 months (or termination), but there will also be experimentation with 

session-by-session monitoring. Another key requirement will be that they operate on a hub-

and-spoke basis, with as much of the therapy as possible close to peopleôs homes in nonï

stigmatising environments such as schools, GP surgeries and Childrenôs Centres. 

 

Another key feature is that the service should use a modern system of lean work 

organisation, such as the Choice and Partnership Approach (CAPA). 

 

 Thus it is central to the proposal that a transformation happen within  the existing Tier 

2-3 system. What is proposed is not a bolt-on addition. How this works out exactly on the 

ground will vary with the locality. But the underlying philosophy is that psychological 

therapists working in CAMHS within an area should as far as possible be members of a 

single team which provides supervision, in-service training and career prospects, but with 

much of the work being done in close conjunction with Tier 1 services, and not in an ñivory 

towerò.
34

 While a new service may be appropriate in some places (as in the IAPT pilot in 

Bury), the main priority is to expand and upgrade the whole existing Tier 2-3 service. 

 

(2) Assessment 

 Before a child is treated by a Multi-disciplinary Team it is crucial that there is a fully 

professional assessment before anything else.  There can be much unnecessary suffering and 

a huge waste of resources if this is not done.  It must be done by a mental health professional 

who is fully trained to do it. This is estimated to require 300 existing staff to be trained in 

                                                           
34

 In this connection, Kelvin (2005) proposes that, of the 15 or so WTEs in a CAMHS team for a population of 

100,000, 5 should be primary mental health workers. 
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assessment (on top of the other training they have already received).  The trainees will 

already be in employment but will need to receive up to two days a week off-the-job training 

for a year. 

 

(3) Research and monitoring 

 The range of therapies that have been properly evaluated is much less for children than 

adults, despite the critical importance of early intervention.  Moreover, there is inadequate 

data on what type of therapies CAMHS is providing, with what results. Finance will be 

nationally organised to plug these gaps by appropriate research and service development 

initiatives, but this is not included in the proposed costings. 

 

(4) Cost 

 The overall gross cost of what is proposed is small relative to the NHS budget for 

mental health, which was £9.1 billion in 2006/7.  The cost of training, paying and supervising 

200 trainee therapists a year is £14 million a year.  The cost of subsequently employing those 

workers will build up over time.  After adding in an allowance for training assessors plus a 

budget for additional research (covering trials and service monitoring) the total cost of the 

proposals is £16 million in the first year (see Table 5).
35

 

Table 5 

Total cost of proposals (£m p.a.) 

 

2010/11 16 

11/12 23 

12/13 30 

13/14 37 

14/15 44 

(5) Timetable 

The aim should be to start the new training programmes in September 2010.   

 

(6) Organisation 

 The programme will need the following organisation: 

(i) A small team at the national Centre led by a small Programme Management 

Group, including a part-time Clinical Advisor. The team would ensure that the 

necessary system-reform arrangements are in place to ensure the delivery of the 

initiative. 

(ii)  Strong buy-in from SHAs, which would commission the training programmes and 

select providers for accredited services capable of providing evidence-based 

supervision. Initially funds would be released to SHAs on a central sign-off. 

(iii)  PCT and Local Authority commitment to upgrading of services, with the aid of 

extra trainee-related funding. 

                                                           
35

 See Annex. The scale of this proposal is less than IAPT for two reasons (i) fewer children than adults have 

neurotic problems, (ii) existing services for children are on a larger scale than for adults ï costing around £500 

million compared with £75 million or so on primary care counselling and psychology services. Comparable 

numbers of staff (FTEs) are roughly 10,000 and 2,500. 
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5. CONCLUSION: RELATION TO   

THE PRINCIPLES OF  QIPP 

 
 

These proposals are inspired by the objectives of QIPP. 

 

(1) Quality  

The chief aim of this proposal is to raise quality by introducing into the system trainees 

primed with state-of-the-art skills, and using the need for adequate on-the-job supervision as 

the lever to upgrade the quality of existing services. The bidding process for accreditation 

will provide a major mechanism for stimulating re-assessment and upgrading at the local 

level ï with expert advice available form the SHAs and the Centre. 

 

At the same time the increased number of professionals competent in assessment will 

eliminate much waste and misery caused by inappropriate treatments. 

 

(2) Innovation 

The purpose is to use NICE recommended treatments whenever these exist. It is also to 

be required of accredited services that they have reformed organisational structures along the 

lines of CAPA or other forms of lean delivery. And the organisational levers envisaged are 

themselves innovative. 

 

(3) Productivity  

The programme will replace much non-evidenced based therapy by more effective 

therapy. It will also reduce the waste due to poor assessment and poor non-lean organisation. 

And it will monitor outcomes. The gross cost will thus exceed the net cost, and of course 

many of the trainees will be people already employed less productively in CAMHS ï whose 

salaries may well be saved. 

 

(4) Prevention 

The whole programme is about the prevention of later mental illness, physical illness 

and the massive social costs that result from disturbed personalities. 

 

On all these counts it will achieve outstanding value for money. While the gross cost 

needs to be identified (since it is that which can produce change), it clearly exceeds the net 

cost by a large margin. 
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Annex: Costs 
 

 There are three elements of cost included: 

(i) Therapists.  The cost here includes the cost of training extra therapists and 

subsequently employing them. The training cost includes tuition, trainee wage 

plus cost of on-the-job training (taken as equal to half a supervisorôs wage, in 

order to reward services which comply with NICE Guidelines).   

(ii)  Assessor training 

(iii)  Research 

 

In what follows: 

 

Table 1 gives unit costs 

Table 2 gives the total ñtherapistò costs 

Table 3 gives the total overall cost  

 

Table 1.  Unit costs 

 

Therapists £k 

 Cost per trainee (200 per year)  

 1 trainee tuition 9 

 1 trainee salary (B7 av) 32 

 1/2 qualified salary (supervisor) (B8) 29 

 70 

 Cost per previously trained trainee  

 1 qualified salary 35 

Assessor trainees (60 per year)  

 Tuition per trainee 10 

 Wage cost (2 days a week) 30 

 40 

 

 

Table 2.  Costs of training and employing newly-trained therapists 

 

 Numbers Costs (£m) 

 Trainees 
Trainees previously 

trained 
Trainees 

Trainees previously 

trained 

2010/11 200 - 14 - 

11/12 200 200 14 7 

12/13 200 400 14 14 

13/14 200 600 14 21 

14/15 200 800 14 28 
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Table 3.  Total costs (£m) 

 

 
Therapist training 

+ employment 
Assessor training  Total 

2010/11 14 2 16 

11/12 21 2 23 

12/13 28 2 30 

13/14 35 2 37 

14/15 42 2 44 
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