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Introduction

• The mental health of children and adolescents in the UK has 
significantly deteriorated over the past two decades.
• Only a minority of children and young people can access timely and 
effective treatments.
• Additional investment in children and adolescent mental health 
services (CAMHS) does not meet the pace of the increase in demand.
• Significant workforce challenges for all profession, particularly for 
Child and Adolescent Psychiatrists (CAP’s)
• We have a choice and do have agency in taking on these challenges; 
to implode as a speciality or innovate on our terms?



Key statistics

• Prevalence of all disorders was already increasing pre COVID-19 
pandemic (Sadler, K. et al, 2018). 

• During the pandemic, the incidence of mental disorders in 5 to 16 
year olds rose from 10.8% in 2017 to 16.0% in July 2020 across age, 
gender, and ethnic groups in England (Newlove Del-gado et al, 2020). 

• There was an exponential 787% increase in the incidence rate of an 
autism diagnosis in England between 1998 and 2018 (Russell et al, 
2021). 



Key statistics (contd.)

• Worldwide, routine and urgent referrals for eating disorders to child 
and adolescent mental health services (CAMHS) doubled after the 
COVID-19 pandemic (Solmi et al, 2021). 

• Only a minority of children and adolescents with a mental disorder in 
the UK receive treatment (NHSD, 2022) with treatment coverage 
unchanged since 2004. 

• Findings from the STADIA study



Workforce Challenges

• The number of child and adolescent psychiatrists in the UK increased 0.9% 
between 2010 and 2021 (GMC data, Data Explorer, 2021).

• From 1,486 doctors registered in the specialty (CAP) in 2021, 855 (57.6%) 
were aged 55 and over (GMC data, Data Explorer, 2021)

• The GMC’s report on the State of Medical Education (2024), highlights 
significant increases in job dissatisfaction, burnout, plans to leave the NHS, 
and risk of moral injury 

• Medical staff represent only 3% of the overall CAMHS staff provision
(GMC data, Data Explorer, 2021).





Our thoughts about future directions
Commissioners:

• Funding should reflect population need, CAMHS should receive 2% of the 
total NHS spend over the next 5 years.
• CAPs’ clinical time should be funded to provide consultation, teaching and 
training to medical students, trainees, wider MDT and other partner 
organisations.
• Focus on the recruitment and retention of a CAMHS workforce.
• Embed a participation strategy informing every aspect of designing and 
delivering CAMHS.
• Invest in research and meaningful quality improvement capacity



Our thoughts about future directions (cont.)

Service Managers:
• Support CAPs’ job planning to provide as part of their direct clinical 
care sessions;
a)strategic and clinical leadership across integrated services  
b)consultation, teaching and training within CAMHS, other healthcare, 
local authority and third sector organisations.
• Develop meaningful outcome-based CAMHS.
• Balance workforce with senior clinicians to support MDTs.



Our thoughts about future directions (cont.)

Specialist CAMHS:
• Use CAPs effectively, delegating all safe case management, clinical 
and admin tasks to other clinicians
• Support CAPs to provide clinical leadership, teaching, training, quality 
improvement (QI) and research activities which drive forward service 
improvement.
• Embed patient and clinician routine outcomes measures into practice 
and as part of QI activities.



Our thoughts about future directions (cont.)

Child and Adolescent Psychiatrists:
• Lead teams and services in understanding and delivering evidence-based 
treatments.
• Lead services, professional organisations and the wider care network to 
promote co-production and a participation strategy.
• Lead teams and services in providing and embedding values-based, 
compassionate, relational practice.
• Reduce direct clinical care to support partner agencies in their 
understanding, knowledge and skills to meet the mental health needs of the 
under 18’s.
• Provide leadership across children’s services for the prevention of mental 
illness and early intervention for infants, children and young people.



Some questions to consider in our discussion

• Is the current working model for CAP’s sustainable?
• Is there a need for radical transformation of CAPs’ practice to meet 
the actual and predicted population need?
• If we work differently, will this help or hinder recruitment and 
retention?
• How can we develop new working practices which are sustainable, 
avoid burnout and further workforce losses?



STADIA: STAndardised DIagnostic 
Assessment for children and adolescents 

with emotional difficulties: 
a multi-centre randomised controlled trial

stadia@nottingham.ac.uk



Outline

• Trial Background

• Headline Results

• Clinical & Research Implications



Setting
• NIHR HTA Funding Award to: Nottinghamshire Healthcare NHS Foundation 

Trust (£1.8m; 2018-2026)

• 8 NHS Sites: 
- Berkshire Healthcare 
- Cambridgeshire & Peterborough 
- Central & North West London 
- Pennine Care 
- Gloucestershire Heath and Care
- Surrey & Borders Partnership
- Rotherham, Doncaster & South Humber

• Co-ordinating Centre: Nottingham Clinical Trials Unit
This study is funded by the National Institute for Health and Care Research (NIHR) Health Technology Assessment programme (Grant Reference Number 
16/96/09). The views expressed are those of the author(s) and not necessarily those of the NIHR or the Department of Health and Social Care.



Background
NHS decision problem & context: 

• Evidence-based interventions available for anxiety, depression, OCD & PTSD (NICE).

• But … anxiety and depression often missed in practice.

• CAMHS assessments – highly variable within and across services and professional groups.

• But … professionals uncertain about the clinical value of diagnostic assessment tools.

• Also… Societal / Commissioner / Referrer concern about “rejected” referrals.



RCT Research question

• What is the clinical and cost effectiveness of a SDA tool, alongside 
usual clinical care, in diagnosing emotional disorders among CYP with 
emotional difficulties referred to CAMHS?

Two-arm RCT of:
Assessment as usual + SDA tool (the DAWBA)  vs.   
Assessment as usual 
(Plus nested qualitative and implementation studies)



Model
Assessment

(gathering some info in advance; timely conclusion)

Diagnostic decision

Intervention
(allows evidence-based intervention to be offered)

Better outcomes?

More cost-effective?



Participants 5023 potentially eligible 3798 excluded 
1100 unable to contact
158 referral details not obtained
507 not sent written information
1525 did not proceeded after being sent written information 
393 did not proceed after being sent link to electronic consent form
115 did not proceed following consent 

1225 participants 
randomised  

615 allocated to usual care + DAWBA 
(intervention) 

494 (80%) completed DAWBA

610 allocated to usual care (control)
 

609 included in secondary outcome analysis

610 included in primary outcome analysis

6 secondary outcome not available
(withdrew consent)

609 included in primary outcome analysis

606 included in secondary outcome analysis

5 primary outcome not available
(withdrew consent)

1 primary outcome not available
(withdrew consent)

4 secondary outcome not available
(withdrew consent)



Trial Protocol



Intervention

• SDA tool - Development & Well-Being Assessment (DAWBA).
• DAWBA completed by the parent (and child, aged 11+).
• DAWBA completed online (or telephone option) before the referral has 

been accepted.
• One-page summary report of DAWBA findings are fed back to: 
 i) participants and 
 ii) CAMHS team (incl. triage clinician and assessing clinician) 
• As an adjunct to usual clinical practice (+ assessment as usual).



DAWBA Report template

 

Close to average 
In the general population most children  
/ young people (roughly 80 out of 100) 
are in the “close to average” category. 

 

 

Slightly raised 
If the ratings are in the “slightly raised” 
category this means the difficulties are 
slightly higher than average. Roughly 10 
out of 100 children / young people are in 
this category. 

 

High 
Around 5 in 100 children / young people 
score in the “high” category. This means 
that the difficulties are more severe than 
average.  

 

Very high 
Around 5 in 100 children score in the 
“very high” categoryThis means that the 
difficulties appear to be more severe 
than we find in 95 out of every 100 
children / young people. 

 



A DAWBA report…



Comparator
• Assessment as Usual



Outcomes assessed
• Clinician-made diagnosis decision about the presence of an 
   emotional disorder (within 12 months) 

• Depression 
• Anxiety 
• OCD  
• PTSD      

• Referral acceptance 
• Treatment/intervention offered, started (and time till start)
• Self-harm
• Oppositional / Conduct problems
• Functional impairment 
• Quality of life
• Parent anxiety / depression 



Patient and Public Involvement (PPI)
• Active contribution to all 

aspects of the research
• Parent co-applicant and Trial 

Management Group member
• Independent Trial Steering 

Committee PPI members
• Two Advisory Panels:

• Parent/carer
• Young people - STADIA Youth 

Lab Workshop



DAWBA Completion 

Intervention group 
(n=615)

DAWBA fully or partially completed by either child or 
parent/carer

494 (80%)

DAWBA report generated 494 (80%)

DAWBA report sent to primary participant 493 (80%)

DAWBA uploaded to CAMHS records 490 (80%)



DAWBA Summary – High need 
n Close to Average Slightly raised

Separation Anxiety 461 223 (48%) 178 (37%)

Specific Phobias 479 323 (67%) 1 (<1%)  

Social Phobia 478 187 (39%) 90 (19%)  

Panic Attacks 478 298 (62%) 84 (18%)  

Agoraphobia 478 277 (58%) 97 (20%)  
Generalised Anxiety 479 48 (10%) 141 (29%)  

Obsessive Compulsive Disorder 480 368 (77%) 41 (9%)  

Post-Traumatic Stress Disorder 477 410 (86%) 20 (4%)

Depression 484 186 (38%) 10 (2%)  

At least one emotional disorder    domain scoring  “Very High” 494

Oppositional Defiant Disorder 428 74 (17%) 101 (24%)  



What was the impact of the DAWBA?



Primary Outcome
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Secondary outcomes from CAMHS records 



Diagnosis at18 months
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Interventions

* doesn’t include medication data as exact start date not known

12 Months 18 Months

Intervention 
Group

Control 
Group

Total Intervention 
Group

Control
Group

Total

Intervention 
Offered 254/610 

(42%)
238/609 

(39%)
492/1219 

(40%)
292/609 

(48%)
278/606 

(46%)
570/1215 

(47%)
Intervention 
Started* 164/610 

(27%)
169/609 

(28%)
333/1219 

(27%)
198/609 

(33%)
195/606 

(32%)
393/1215 

(32%)



Participant-reported secondary outcomes

Follow-up Data from either informant: 78% 



Participant-reported depression (MFQ)
A significant deterioration in depression* over 12 months

*Defined as a score indicative of depression (27 or above) on the MFQ completed at follow-up, where 
this represents a deterioration from baseline of 5 points or more 

12 months
Self-report Intervention Group

(n = 142)
Control Group

(n = 144)

Yes 33 (23%) 36 (25%)



Participant-reported functional 
impairment (SDQ) 

Baseline 12 months

Self-reported
(Age 11-17)

Intervention Group
4.9 [2.6] (n=139) 3.8 [3.1] (n=147)

Control Group
3.9 [2.5] (n=231) 3.7 [2.9] (n=147)

Adjusted difference in means (95% CI) 0.07 (-0.57, 0.72)

Parent-reported
(Age 5-17)

Intervention Group
5.8 [2.8] (n=424) 4.4 [3.2] (n=405)

Control Group
4.9 [2.9] (n=551) 4.5 [3.3] (n=406)

Adjusted difference in means (95% CI) -0.07 (-0.49, 0.34)



Participant-reported self-harm

Have you hurt yourself on purpose in any way in the last 6 months?
6 months 12 months

Intervention 
Group
(n = 133)

Control 
Group
(n = 115)

Intervention 
Group
(n = 142)

Control Group
(n = 143)

Have you hurt yourself on purpose in any way in the last 6 months?

Three or more times 36 (27%) 28 (24%) 36 (25%) 33 (23%)



Ongoing Work…
Longitudinal Findings
• Predictors of Referral Acceptance – who gets seen?
• Predictors of Intervention receipt – who gets help?
• Predictors of Outcomes – who gets better?

• Ongoing 3-year follow-up



For Consideration:
Clinically-referred sample with very high levels of need

Trial findings…

• No impact of the DAWBA on any of the outcomes

• Possibly contributed to 3-6% increase in referrals being accepted

• 11% of sample received an emotional disorder diagnosis



How do we train future Child Psychiatrist to meet 
this demand? 

• Current emphasis is largely on training skilled clinicians  
• Skills needed to improve Productivity ?

• Consultation skills 
• Hold risks in multi-system context 
• Taking leadership to develop and deliver care in other sectors/ services 
• More exposure to service development
• Engaging with professional networks and commissioners 
• Health Promotion—how to meet the needs of those not open to CAMHS

• Does Current Assessment framework enable us to assess such skill 
development ? 



• This research was funded by the NIHR Health Technology Assessment (ref 
16/96/09). The views expressed are those of the author(s) and not necessarily 
those of the NHS, the NIHR or the DHSC.

• Thank you to the parent/carers, children and young people participating in the 
trial

• Site Researchers & Clinicians

• Independent members of the trial steering committee and data monitoring 
committee 

• Trial Sponsor, Nottinghamshire Healthcare NHS Foundation Trust 
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Leadership, innovation and sustainability 
in Child Psychiatry:

a view from East Lancashire



East Lancashire?



Outline

• Contexts
• What do our roles look like – now and in the future?

• Personal
• Examples of work done in Lancashire

• As a new Consultant
• Overview and outputs of a service development (Primary Care MH team)
• Integration of roles with service delivery (ELCAS)

• Snapshot of recent activity



Background

• ELCAS
• ‘Pennine Lancashire’
• 566,000 (13 PCNs)

• Started 2016
• ELHT (acute) - CD
• Transferred to LSCFT in 2024 – 

Deputy CMO



The Consultant job at ELCAS (from 2016)

• Consultant-led community teams (Tier 3)
• Responsible for overall delivery and development
• Explicit focus on quality (QNCC)

• Core job – Consultant lead for Tier 3 team
• Scope for special interest (80/20)

• Interview – primary care integration
• Pilot funding with commissioners 
• IAPT co-lead



The Gap (2016)

‘Primary 
Care’

‘The Third 
Sector’

‘Specialist 
CAMHS’

Schools



Primary Mental Health Worker (PMHW) roles

• Based in GP practices

• Training
• Consultation and advice to professionals across the PCN
• Assessment and brief intervention where indicated

• 50/50 job plans 
• All PMHWs link as MDT in specialist CAMHS



Assessment, Consultation and Brief Intervention (ACBI)

Developed by Dr. Leo Kroll and Dr. John Stancombe in the North West of England 

www.acbi.me.uk/lms/

• Person-centred model of consultation

• Brief case management delivered by experienced clinicians

• Clinical care typically delivered in up to 3 sessions (model formerly known as 2&1) 

• ‘Getting Advice’
“at least a proportion of this group find relatively few contacts, even one single contact, enough to normalise 
their behaviour, reassure families that they are doing the right things to resolve the problem without the need 
for extra help and to signpost sources of support”

Thrive Elaborated; second edition (Wolpert et al 2016) 

http://www.acbi.me.uk/lms/


ACBI in practice

• Assess children in base practices when appropriate, and from across PCN following consultation

• PMHWs have flexibility to deliver targeted care in their PCNs
• referral criteria based on nation T2/3 spec
• structured operational model

• Added value? 
• less severe difficulties
• when it is unclear whether there is a role for specialist CAMHS
• or whether this is is wanted by children and families



Developing the team
• Demonstrated acceptability and impact in evaluation (UCLAN)
• Link to CAMHS Transformation

• 10 PMHWS
• Band 6/7 practitioners with a range of skills
• GP Specialty Trainee
• 2 Parent training practitioners
• Pilot CYP Wellbeing Practitioner (ARRS)
• Virtual MDT with Psychiatry (c1PA)

• Drop-in clinics
• Personal Health Budgets (NHSE pilot)
• Engagement with neighbourhood developments (at multiple levels)
NHS England » Guidance on neighbourhood multidisciplinary teams for children and young people

https://www.england.nhs.uk/long-read/guidance-on-neighbourhood-multidisciplinary-teams-for-children-and-young-people/


The ELCAS Primary Care team (2023)



Impact
• Outcomes from ACBI

• Service evaluation poster – at this conference! (Dr. Anjuli Clough, GPST)
• 80% do not require referral to ‘core CAMHS’
• Patient outcomes from ACBI comparable with those in core CAMHS (though differences in patient 

population)

• Access
• Statistically significant increases in referral and acceptance rate in host practice
• Referral rate sustained during Covid-19 pandemic (marked contrast to comparator)

• Evaluation of service user experience (with UCLAN, Healthwatch, National Children’s Bureau)

GP perceptions of community-based children’s mental health services in Pennine Lancashire: a qualitative 
study
AK Lambert, AJ Doherty, N Wilson, U Chauhan and D Mahadevan (BJGP Open 2020)



A Bridge (2023)

PMHW
‘Specialist 
CAMHS’

New ARRS roles

Parent training 
groups

‘Primary 
Care’

VCFSE
Schools 
(MHST)



A Bridge (2026?)

PMHW
‘Specialist 
CAMHS’

New ARRS roles

Parent training 
groups

‘Primary 
Care’

VCFSE
Schools 
(MHST)

INTs?



ELCAS development 2017 - 2025

• QNCC and CQC
• Maintaining integration (medical leadership)
• Outcomes-orientation (CORC)
• Service expansion (MHST and RAIS)

• Development of training offer (from 2 to 7 residents)
• Consultant recruitment and strong retention (from 4 to 10 Consultants)

• Managing transfer 
• Regional transformation and new roles
• GIRFT



LSCft Overview



Key aspects

• Clarity of vision
• Robust and cohesive leadership 
• Horizon-scanning and orientation to external standards
• Job planning (inc. service level) with clear objectives
• Evaluation of outputs 

• Team as the unit of delivery 
• Psychiatrists as leaders
• Outcomes orientation



Challenges – and rewards

• Being (part of) ‘the management’
• Strategic and operational management tasks
• Managing change (anxiety)
• Working with system (opportunity – and frustration!)

• Influencing at multiple levels

• Balance of work (flexible)
• Deployment and development of skills (e.g. systemic and relational)
• Agency and purpose
• Energy through innovation



Snapshots of recent work

• W/c 8th September 2025….

• 1PA for CYP MH Transformation
• Flexibility in Deputy CMO role (though overstretched!)



Lancaster University

A new system connection…from a conversation 

Outputs:

Specific projects
Developing infrastructure
Research/clinical engagement – ongoing planning
University Hospitals

Medical leads (locality/system)
Development of clinical academic post (Fylde)



Fleetwood

King’s Fund
Listening to communities
Translation (INTs)

Child Psychiatry input (pilot)
Data-sharing



The Valley Leadership Academy
The school

School select families
GP-led cookery class

 
Health promotion, 
engagement, case 

identification

Support – clinical, research

Consultant and PMHW 
service delivery in schools

“There can be multiple hurdles in delivering health interventions to a population like this….
the more hurdles I have come across, the more I know I need to be at that school”

Dr. Emma Gladwinfield, GP



Developing leaders

• RCPsych Leadership and Management Fellowship
• Trust Fellowships
• Residents (STs, SAS)

• Values-based approaches
• Psychiatrists as leaders in LSCft
• Integration in MDT
• Focus on patient outcomes



Conclusions

• Feasible – conventional?
• Led by a small group at a service level (influencing at others)
• Consistency over time (adapt to system requirements)
• Alignment of values and cohesion key

• Roles stimulate and reward as befit our training
• Can support recruitment, retention and professional development
• Can support the delivery of innovative and high quality services



Questions for us to consider and discuss

• Is the current working model for CAP’s sustainable?
• Is there a need for radical transformation of CAPs’ practice to meet 
the actual and predicted population need?
• If we work differently, will this help or hinder recruitment and 
retention?
• How can we develop new working practices which are sustainable, 
avoid burnout and further workforce losses?
• What are the barriers to change? For example regulatory framework, 
zero suicide, requirements for safe prescribing etc.
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