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Abstract
Despite its impressive evidence base, there is a widening access gap to receiving cognitive behavioural
therapy (CBT). Video conferencing therapy (VCT) offers an effective solution for logistical barriers to
treatment, which has been salient throughout the Coronavirus pandemic. However, research
concerning the delivery of CBT via VCT for children and young people (CYP) is in its infancy, and
clinical outcome data are limited. The aim of this service evaluation was to explore the effectiveness of
a VCT CBT intervention for CYP referred from Child and Adolescent Mental Health Services
(CAMHS) in the UK. A total of 989 records of CYP who had completed CBT via VCT in 2020 with
Healios, a digital mental health company commissioned by the National Health Service (NHS), were
examined to determine changes in anxiety, depression and progress towards personalised goals.
Routine outcome measures (ROMs) were completed at baseline and endpoint, as well as session by
session. Feedback was collected from CYP and their families at the end of treatment. There was a
significant reduction in symptoms of anxiety and depression and significant progress towards goals,
with pre- to post-effect sizes (Cohen’s d) demonstrating medium to large effects (d=.45 to d=−1.39).
Reliable improvement ranged from 31 to 80%, clinical improvement ranged from 33 to 50%, and 25%
clinically and reliably improved on at least one measure; 92% reported that they would recommend
Healios. This service evaluation demonstrates that Healios’ CBT delivered via VCT is effective for CYP
receiving it as part of routine mental health care.

Key learning aims

(1) To consider whether CBT can be effectively delivered in routine care via VCT.
(2) To explore whether CBT delivered in routine care via VCT is acceptable to children, young people

and their families.
(3) To reflect on the benefits of VCT and the collection of a variety of ROMs via digital platforms.
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Introduction
In 2020, NHS Digital (2020) reported that one in six (16%) children of school age (5 to 16 years)
were identified as having probable mental health problems, an increase from one in nine (10.8%)
reported in 2017. If left untreated, these psychological problems can cause distress that often
continues into adulthood (Copeland et al., 2015; Woodward and Fergusson, 2001). Despite
this evident need, up to 80% of children and adolescents who suffer from internalising
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disorders (anxiety, depressive and somatic symptoms) do not receive appropriate treatment
(Bekker et al., 2017; Creswell et al., 2014; Collins et al., 2004; Cobham, 2012). CBT is an
effective treatment for a number of psychological conditions in children and young people
(Wergeland et al., 2020), including anxiety disorders, obsessive-compulsive disorder (OCD)
and depression (David-Ferdon and Kaslow, 2008; Ishikawa et al., 2007; Kreuze et al., 2018;
Oud et al., 2019; Reynolds et al., 2012). Furthermore, CBT has been shown to be effective for
behavioural and emotional problems for adolescents who receive it within routine care
(Walter et al., 2018). Despite its impressive evidence base, of those who do receive treatment,
many are not offered evidence-based therapies such as CBT (Comer and Barlow, 2014;
McHugh and Barlow, 2010).

There are many barriers children and young people face in accessing mental health treatment.
Barriers identified in a recent systematic review by Radez et al. (2020) included perceived stigma
and embarrassment, limited mental health knowledge, difficulties trusting an unknown person,
logistical barriers, and financial costs associated with treatment. Children and families may also
experience additional difficulties; for example, parents may need to organise childcare for siblings
whilst a child accesses treatment (Carpenter et al., 2018). Waiting times for child and adolescent
mental health services (CAMHS) further pose a significant barrier to children and young people
accessing mental health services in a timely manner (Children’s Commissioner, 2020), with pre-
pandemic median average waiting times of two months (up to six months in some cases) to start
treatment (Education Policy Institute, 2020), which is double the recommended four-week
standard set out by the UK Government. The Education Policy Institute (2020), an
independent research institute promoting high-quality education outcomes for children and
young people, also reported that approximately one-quarter (26%) of children and
adolescents’ referrals to specialist mental health services were not accepted in 2018–2019,
primarily due to not meeting diagnosis eligibility criteria. This leaves a plethora of children
not accessing the mental health treatment they require.

Innovative and improved ways of communicating with young people are needed to reach the
80% of children and young people not accessing therapy (Bekker et al., 2017). In particular, CBT-
based alternatives to traditional clinic-based treatment may be effective at managing and
preventing mental health problems (Bekker et al., 2017). One way to increase access to
psychological interventions is through the use of video conferencing teletherapy (VCT),
delivering therapy sessions via a live video meeting between the client and the therapist,
through the medium of computers, tablets or mobile phones. Clients can access therapy
sessions from their own private space, for example their home or school. VCT can overcome
potential barriers to therapy, including geographic location, time and convenience, and limited
access to transport (Carpenter et al., 2018; Harvey and Gumport, 2015; Murphy et al., 2020).
VCT is an effective method of delivering treatment for a range of mental health difficulties
(Osenbach et al., 2013; Peñate and Fumero, 2016; Wade et al., 2020), with symptom reduction
reported as comparable to in-person therapy (Norwood et al., 2018). Recent systematic
reviews of VCT by Berryhill et al. (2018, 2019) noted that the majority of studies reported
significant reductions in symptoms of depression and anxiety, and studies that compared
VCT with in-person therapy found no significant differences.

However, less is known about the efficacy and effectiveness of VCT with children and young
people. Norwood et al. (2018) did not identify any studies with children and/or adolescents, and
the systematic reviews by Berryhill et al. (2018, 2019) only included four studies (7%) which
involved children and adolescents. These consisted of one pilot study (McLellan et al., 2017;
n=16), two case studies (Ojserkis et al., 2014; n=1; Shealy et al., 2015; n=1) and one
randomised trial study (Nelson et al., 2003; n=28).

As VCT has been used extensively to provide continued access to treatment during the global
pandemic (Huscsava et al., 2020; McKenny et al., 2021; Wade et al., 2020), there is an urgent need
for more research and evaluation of VCT for children and adolescents using appropriate outcome
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measures. Initial reports regarding the transition to telehealth during the COVID-19 pandemic are
encouraging (Nicholas et al., 2021), but as far as the authors are aware, no large naturalistic
evaluations of CBT interventions delivered via VCT have been conducted in populations of
children and young people who are receiving it as part of routine out-patient mental health care.

Most existing studies use nomothetic approaches focusing on symptomatic improvement, but
there is increasing recognition that young service users primarily value outcome measurement
that is meaningful and tailored to their individual priorities, such as the development of
autonomy and identity (Green et al., 2014; Stasiak et al., 2013). A Norwegian study (Lavik
et al., 2018; p. 1) concluded that: ‘“Good outcomes” in youth mental health services should be
understood as recovery oriented, sensitive to developmental phases, and based on the personal
goals and values of each adolescent client’. Furthermore, young people are more likely to
engage with therapy when the measures being used to determine the effectiveness of therapy
are meaningful to them (Childs et al., 2013). A recent paper by Krause et al., 2021a) reported
that consistent cross-domain improvement was observed in only 16% of 1641 cases from
Child and Adolescent Mental Health Services (CAMHS) in England. Of the sample, 24% of
young people with reliably improved symptoms reported no reliable improvement in
functioning, and 35% reported meaningful goal progress but no reliable symptom
improvement. However, 70% had improved on their goal-based outcomes (GBO), which
appear to encapsulate meaningful change to the client in a way that symptom-based measures
do not. Krause et al. (2019, Krause et al., 2021a) call for the adoption of more comparable
outcome measures and recently published recommendations on routine outcome measures
(ROMs) for children and young people with anxiety, depression, obsessive compulsive
disorder, and post-traumatic stress disorder (Krause et al., 2021b). They suggest that future
research should investigate ROMs in a multi-dimensional fashion, in order to be able to pick
up on the nuances of how and when treatment is successful, in order to determine what the
recipe is for therapeutic success (Krause et al., 2019).

Outcome data in VCT are in their infancy within the child and adolescent population.
Therefore, the aim of this service evaluation was to explore the effectiveness and acceptability
of CBT delivered via VCT within the Healios service, which is delivered as part of routine
NHS out-patient mental health care for children and young people in the UK. This service
evaluation uses ROMs to capture change in anxiety, depression, emotional wellbeing and
progress towards personalised goals following the intervention.

Method
Ethical considerations

As service evaluations are excluded from ethical review in the United Kingdom (UK) (NHS Health
Research Authority, 2020), we consulted the UK-based Health Research Authority (HRA) online
decision-making tool, which confirmed that ethical review was not required. This decision was
further reviewed by Healios’ Information Governance team, who approved the study and
confirmed that ethical review was not required, provided that all data were pseudo-
anonymised for analysis.

Study design

We undertook a service evaluation for our Child & Young Person’s (CYP) CBT pathway using
pseudo-anonymised clinical records with ROMs and satisfaction measures being used to
determine effectiveness and acceptability, respectively.
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Sample

This sample consisted of 989 children and young people who received at least one session of CBT
with Healios, an online digital mental health company commissioned by the NHS, to deliver
therapy sessions to children and young people referred by CAMHS, between 2 January 2020
and 31 December 2020. Mean age at referral was 14.90 years (SD=2.20, 67% females). The
children and young people had not formally been diagnosed with anxiety or depression;
however, scores on the Young Person’s Clinical Outcomes in Routine Evaluation (YP-CORE;
Twigg et al., 2009) demonstrated that 83% of the sample were within the clinical range at
baseline, 61% of the sample scored in the clinical range at baseline on the Revised Children’s
Anxiety and Depression Scale (RCADS-47; Chorpita et al., 2000) and 41% were within the
clinical range at baseline on the RCADS-25 (Spence, 1997).

All children and young people in this sample met Healios’ inclusion criteria: access to the
internet; a good level of conversational English (unless a translator was arranged by NHS
referrers); aged 7 years or older. Referrals who met the following criteria (Healios’ exclusion
criteria) were not accepted on to the service: active self-harm requiring medical intervention;
suicidal intent within the last three months; co-morbid diagnosis of psychosis; an eating
disorder as primary need; known trauma; known current alcohol or drug use; currently
undergoing criminal investigation due to offending behaviour; current child protection
concerns/investigation; young people with autistic spectrum conditions (ASC) where anxiety is
part of ASC and speech and language therapy/occupational therapy might be a priority.

Evaluation design

Aim (i) – to consider whether CBT can be effectively delivered in routine care via VCT
In line with Healios’ protocols, online versions of the following routine outcome measures were
completed to evaluate the service:

Outcome measures
Revised Children’s Anxiety and Depression Scale (RCADS; Chorpita et al., 2000; Spence, 1997). The
RCADS is a youth self-report questionnaire with subscales for anxiety and depression. The
RCADS-47 (Chorpita et al., 2000) is a 47-item questionnaire, and the RCADS-25 (Spence,
1997) is a shortened (25-item) version of the RCADS-47. Questions are scored on a 4-point
Likert scale ranging from 0 to 3, with a maximum raw score of 141 on the RCADS-47 and 75
on the RCADS-25. The clinical cut-off for the RCADS is a computed t-score >70 (Chorpita
et al., 2000). Healios’ measures procedures changed during 2020, with RCADS-47 replacing
RCADS-25. Cronbach’s alpha (α) for the RCADS-25 (α=.92; Muris et al., 2002), and the
RCADS-47 (α=.96; Donnelly et al., 2019) demonstrate ‘excellent’ internal consistency. The
RCADS has ‘good convergent validity’ (Bouvard et al., 2015; Esbjørn et al., 2012; Donnelly
et al., 2017, as cited by the Child Outcomes Research Consortium, n.d).

Young Person’s Clinical Outcomes in Routine Evaluation (YP-CORE; Twigg et al., 2009). The
YP-CORE is a self-report questionnaire for young people with 10 items scored on a 5-point
scale covering frequency of anxiety, depression, trauma, physical problems, functioning and
risk to self ‘over the last week’, which can be used as a session-by-session monitoring tool.
Scores can range from 0 to 40, with a clinical cut-off score of 14 (Wolpert et al., 2016). This
measure has ‘good’ internal consistency (α=.85, Twigg et al., 2009). The YP-CORE has
‘considerable clinical face value, is valid and reliable, and is sensitive to change’ (Twigg et al.,
2009, as cited in Twigg and McInnes, 2010).

Goal-based outcomes (GBO; Law, 2019; Law and Jacob, 2015). GBO assess progress on up to three
idiosyncratic therapy goals rated from 0 (no progress) to 10 (goal achieved), with goal progress
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being tracked between first rating and final rating. Goal-based outcomes demonstrate ‘good’
internal consistency (α=.83, Pearce et al., 2017).

Aim (ii) – to explore whether CBT delivered in routine care via VCT is acceptable to children, young
people and their families
Friends and Family Test (FFT; NHS England, 2014). The FFT is a tool to measure
recommendation of services to family and friends together with qualitative feedback, regarding
what the service did well and opportunities for improvement. It was administered to all
children, young people and their families at the end of treatment.

Procedure

Sessions were usually held weekly and included completion of ROMs, with session-by-session
measurements taken for the YP-CORE and GBO. Baseline and end-point measures were taken
for the RCADS. Goals were typically set within the first three sessions, in accordance with
guidance from Law and Jacob (2015) and Law (2019). Goals were rated in each session by the
child or young person in collaboration with their clinician. Following the course of treatment,
children, young people and their families were invited to complete the FFT. All ROMs and
questionnaires were completed via Healios’ secure online portal.

Intervention

This project was run in collaboration between Healios and 23 NHS Children and Adolescent
Mental Health Services (CAMHS). Healios is a digital mental health company established in
2013 to deliver online therapeutic services. Services are commissioned by the NHS and
provided free at the point of delivery. Videoconferencing CBT sessions were delivered via
Healios’ secure online portal (‘Panacea’) and were recorded with client and clinician consent.
Patient ROMs, video sessions and notes were stored on the secure online platform and all
data were pseudo-anonymised for analysis. Within online sessions, Healios clinicians utilised
multimedia, semi-structured clinical materials known as ‘decks’ which were developed in-
house. These ‘decks’ were shared online during sessions, enabling children and young people
to engage with virtual whiteboards, emojis and sliding scales in real time. Decks were used to
guide therapeutic conversations, presenting different elements of CBT with specific content at
the clinician’s discretion, depending on the individual needs of the client. The standard
10-session Healios CBT package typically included content such as: formulation, setting goals,
coping strategies, psychoeducation, exposure tasks, managing unhelpful thoughts, problem
solving and relapse prevention. The CBT decks provide structure and promote fidelity to our
National Institute for Health and Care Excellence endorsed CYP CBT manual (NICE, 2017).
Although most children and young people receive the 10-session intervention, additional
sessions can be offered if required, and fewer sessions can also be provided. All CBT sessions
were conducted by accredited CBT therapists or clinical psychologists qualified to deliver
CBT, all of whom received individual and group supervision on a weekly basis.

Analyses

Data analyses were conducted in Excel (Microsoft 365, Apps for business, version 2110, Build
13628.20380) and JASP (version 0.14). Descriptive statistics and paired t-tests were performed
to investigate change in ROMs between baseline and post-intervention. Cohen’s d effect sizes
were also calculated. Paired data were based on the first and the last scores if measurements
were taken at multiple time points. Baseline values were only used if taken in sessions 1 to 3.
Post-intervention measures were only included if taken from session 5 onwards. In order to
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determine the effectiveness of the intervention, children and young people who had received fewer
than five sessions were removed from the analysis.

Cohen’s d pre-to-post effect sizes with 95% confidence intervals (CIs) were computed for
symptom measures and progress towards goals. Cohen’s d effect sizes can be interpreted as
small (d=0.2), medium (d=0.5), and large (d=0.8) based on benchmarks proposed by
Cohen (1988).

The reliable change index (RCI) was used to estimate whether the change in score was great
enough to be considered statistically significant on an individual level, with cases being classed as
‘reliably improved’, ‘reliably deteriorated’ or ‘no reliable change’ (Jacobson and Truax, 1991).
The RCI for each measure was calculated using the standard deviation from the current
sample and Cronbach’s alpha reliability from previous research. RCI calculations were
performed using the Acorn Organization Inc. RCI calculator (http://www.psychoutcomes.org/
OutcomesMeasurement/ReliableChangeIndex).

Previous research has defined the RCI for GBO as movement of ±2.45, aggregated across three
goals (Edbrooke-Childs et al., 2015). However, in the current service evaluation only one goal was
selected per person for analysis, due to the way in which the data extraction was coded. In order to
not over-estimate our reliable improvement we first selected any goal rating where the client had
deteriorated, otherwise the first goal that showed improvement was selected. We were unable to
change this data extraction algorithm; however, we ensured that we did not over-estimate goal
improvement in our sample by computing an alternative, more conservative meaningful
reliable change index (RCI of 2.6 points rather than 2.45 points) that was not restricted to
having to have an aggregated score of at least three goals. This procedure minimised any
potential for bias and ensured scientific rigour.

Clinical and reliable improvement occurred when the change in scores on the measure
indicates both reliable change and clinical improvement (i.e. crossing the clinical threshold to
move from the clinical to non-clinical range). For a case to be considered clinically improved
using multiple measures, we followed the standard recommendations (Gyani et al., 2013;
Wolpert et al., 2016) whereby children and young people needed a baseline measure above
the clinical threshold in at least one measure that subsequently moves into the non-clinical
range at final measure, with all measures being below the clinical threshold at end-point. For
clinical and reliable improvement on multiple measures, the client’s scores had to show both
clinical and reliable improvement on at least one measure, with no clinical or reliable
deterioration on any measure and all measures finishing below the clinical threshold.
A quantitative analysis of satisfaction with the service was also performed using the FFT data,
and a further analysis was conducted to explore if scores on a symptom measure were
associated with acceptability of the intervention.

Results
Data were available for n=989 clinical records. The mean number of sessions held was 7.81 (range
1–21; mode= 10). If baseline measures were collected after session 3, these scores were not
included in the analysis (RCADS-25: 29; RCADS-47: 36; YP-CORE: 65), leaving n=967 (98%)
client records with a baseline in at least one measure. Final measure scores that were collected
prior to session 5 were not included in the analysis (RCADS-25: 13; RCADS-47: 5; YP-CORE:
131; GBO: 22). After removing these scores, there were 717 (74%) children and young people
who had a paired score in at least one measure. Healios’ measures procedures changed during
2020, replacing the RCADS-25 with the RCADS-47. As 10 children and young people had
baseline and final scores on both the RCADS measures, their RCADS scores were
subsequently removed from the dataset.
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The difference between baseline and final measure scores were converted into z scores, and any
score that was ±3 was determined to be an outlier. A number of outliers were detected in the data
(RCADS-25: 4; RCADS-47: 1; YP-CORE: 5; GBO: 3) and further investigation revealed that one
client record had corrupt scores for the YP-CORE which were subsequently removed from the
dataset. The paired samples t-test analysis was run with and without outliers, and as these
analyses were virtually identical, all subsequent analyses included outliers. All other
assumptions for paired samples t-tests were met.

Paired samples t-tests were conducted on pre- and post-intervention scores (paired scores) for
each measure (see Table 1). These indicated a statistically significant change in the desired
direction across all measures, demonstrating a medium to large effect in symptom measures,
and a large effect for goals.

A sub-analysis of those with a pre- and post-intervention score (paired score) who were clinical
at baseline was conducted (see Table 2). This analysis revealed reductions on symptom measures
and larger effect sizes when compared with the total sample analysis reported above.

Reliable and clinical improvement

Figure 1 shows the results of all measures combined. On at least one ROM, n=967 (98%) children
and young people had baseline scores, and n=717 (74%) of these children and young people had a
paired score, demonstrating a high completion rate of baseline and paired measures. Of those with
a paired score, n=512 (71%) reliably improved on at least one ROM, whilst not reliably
deteriorating on any other measure.

The statistics for clinical improvement and clinical and reliable improvement are based on the
subgroup of children and young people who had a baseline score above the threshold for a clinical
disorder (n=538; 75%). Clinical improvement was determined by movement from above the
clinical threshold at baseline, to below the clinical threshold post-intervention on at least one
measure, with all measures being below the clinical threshold at final measure. On this basis,
n=166 (31%) of children and young people showed clinical improvement after completing a
course of CBT, with n=135 (25%) showing both reliable and clinical improvement. Of the
total sample (n=717), n=46 (9%) showed evidence of clinical deterioration on at least one
measure.

Table 1 provides an overview of each measure including its associated RCI, the number of those
with paired scores, reliable improvement and deterioration. The majority (80%) showed reliable
improvement on personalised goals as measured by GBO. Thirty-four (5%) young people reliably
deteriorated on one or more measures and did not show reliable improvement on any measure.
A sub-analysis of those who started in the clinical range on the YP-CORE, RCADS-25 or
RCADS-47 revealed a larger proportion of children and young people demonstrated reliable
improvement than the total sample, with 48% reliable improvement on the RCADS-25 in the
sub-analysis compared with 31% in the total sample (see Table 2).

The results in terms of clinical improvement on each measure (except for GBO, which does not
have a clinical cut-off) are provided in Table 3. Over a third of our sample demonstrated clinical
improvement. Despite fewer baseline scores starting in the clinically significant range, a larger
percentage of cases clinically improved on RCADS-25 (50%). The penultimate row in Table 3
represents the number of people who showed both reliable and clinical improvement in each
measure.

A further investigation of those that clinically deteriorated on at least one symptom measure
(n=46) revealed that eight (17%) reliably deteriorated on all measures. However, 32 (70%) reliably
improved on at least one other measure, and three (7%) clinically improved on one other measure,
whilst three (7%) showed no clinical or reliable change on any other measure.
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Table 1. Reliable change, pre- and post-intervention means, standard deviations, t-scores, significance and effect sizes across the four routine outcome measures (n=989)

With baseline
(%)

With paired
scores (%)

Reliable
improvement (%)

Reliable
deterioration (%)

Pre-intervention
mean (SD)

Post-intervention
mean (SD) d.f. t p

Cohen’s d
95% CI (LL, UL)

RCADS-25a 668 (68%) 366 (55%) 115 (31%) 25 (7%) 66.88 (15.02) 60.33 (16.00) 365 9.26 <.001 .48 (.38, .59)
RCADS-47b 298 (30%) 137 (46%) 48 (35%) 14 (10%) 72.39 (15.52) 66.13 (16.72) 136 2.25 <.001 .45 (.27, .62)
YP-COREc 836 (85%) 608 (73%) 234 (38%) 25 (4%) 22.12 (8.14) 16.35 (8.68) 607 17.64 <.001 .70 (.63, .80)
GBOd 616 (62%) 594 (96%) 477 (80%) 24 (4%) 2.64 (2.30) 6.99 (2.54) 593 –33.79 <.001 –1.39 (–1.50, –1.27)

RCI (Cronbach’s alpha) and reference: a11.7 (.92), Muris et al. (2002); b8.6 (.96), Donnelly et al. (2019); c8.8 (.85). Twigg et al. (2009); d2.6 (.83), Pearce et al. (2017); CI, confidence interval; LL, lower limit; UL, upper limit.
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Table 2. Reliable change, pre- and post-intervention means, standard deviations, t-scores, significance and effect sizes across three routine outcome measures for those who had a
baseline score within the clinical range for RCADS-25, RCADS-47 or YP-CORE (n=538)

With paired
scores (%)

Reliable
improvement (%)

Reliable
deterioration (%)

Pre-intervention
mean (SD)

Post-intervention
mean (SD) d.f. t p

Cohen’s d
95% CI (LL, UL)

RCADS-25a 149 (28%) 71 (48%) 8 (5%) 81.40 (9.25) 70.05 (15.15) 148 9.49 <.001 .78 (.59, .96)
RCADS-47b 83 (15%) 35 (42%) 7 (8%) 82.40 (9.05) 73.43 (14.96) 82 5.55 <.001 .61 (.37, .84)
YP-COREc 506 (84%) 222 (44%) 13 (3%) 24.75 (5.96) 17.75 (8.34) 505 20.21 <.001 .90 (.8, 1.0)

RCI (Cronbach’s alpha) and reference: a11.7 (.92), Muris et al. (2002); b8.6 (.96), Donnelly et al. (2019); c8.8 (.85), Twigg et al. (2009); CI, confidence interval; LL, lower limit; UL, upper limit.

T
he

C
ognitive

B
ehaviour

T
herapist

9

https://doi.org/10.1017/S1754470X22000216 Published online by Cam
bridge U

niversity Press

https://doi.org/10.1017/S1754470X22000216


Family and Friends Test (n=374)

In order to measure acceptability of VCT, children, young people and their parents/carers were
invited to complete the FFT at the end of the intervention. The data from the 374 respondents
were linked to 329 cases (of whom 297 had completed at least 10 sessions). Of these respondents,
344 (92%) reported that they would recommend Healios (241, 64% would ‘certainly recommend’
Healios; 103, 28% would ‘partially recommend’ Healios); 24 (6%) said that they ‘would not
recommend’ Healios, and six (2%) were unsure whether they would recommend Healios.

FFT and YP-CORE

We explored whether acceptability of VCT (as measured by the FFT) was associated with scores
on the YP-CORE (see Table 4). Of those who completed the FFT and had a paired score on the
YP-CORE (n=304), the majority would recommend Healios (n=283, 93%), despite n=192 (63%)
showing no reliable change on the measure. Of those who reliably deteriorated on the YP-CORE
(and had responded to the FFT survey, n=10), the majority (n=9, 90%) reported they would
recommend Healios, and nobody in this category stated they would not recommend Healios.

Discussion
This service evaluation has demonstrated that CBT delivered via videoconferencing for children
and young people in routine care can be acceptable and effective. The majority of children and
young people, seen pre- and during the pandemic, reliably improved on their idiosyncratic
therapeutic goals, and 31–38% had a reliable reduction in reported symptoms of anxiety and
depression. Effect sizes were comparable to those reported in Walter et al. (2018), who found
CBT to be effective in treating adolescents with mental health conditions in routine clinical
care when provided in-person.

All final mean scores moved in the desired direction, with final mean scores on the RCADS-25
and RCADS-47 below the clinical threshold at the end of the CBT intervention. It was
encouraging to note that the measure which is particularly personally meaningful to children
and young people, the GBO (which tracks progress towards their individualised goals),

Table 3. Clinical improvement (‘recovery’) across the four routine outcome measures (n=989)

With
baseline

(%)
With paired
scores (%)

With paired scores
and clinical at
baseline (%)

Clinical
improvement

(%)*

Reliable and
clinical

improvement
(%)*

With paired scores
and non-clinical at
final measure (%)

RCADS-25a 668 (68%) 366 (55%) 149 (41%) 74 (50%) 55 (37%) 282 (77%)
RCADS-47b 298 (30%) 137 (46%) 83 (61%) 31 (37%) 28 (34%) 80 (58%)
YP-COREc 836 (85%) 608 (73%) 506 (83%) 168 (33%) 135 (27%) 247 (41%)

*Percentages are based on those who started in the clinical range. RCI (Cronbach’s alpha) and reference: a11.7 (.92), Muris et al. (2002);
b8.6 (.96), Donnelly et al. (2017); c8.8 (.85), Twigg et al. (2009).

Table 4. Family and Friends Test (FFT) and reliable improvement on YP-CORE (n=304)

FFT
Reliably improved

(%)
No change

(%)
Reliably deteriorated

(%) Total

Would recommend (certainly and
partially)

101 (36%) 173 (61%) 9 (3%) 283

Would not recommend 0 (0%) 5 (100%) 0 (0%) 5
Unsure 1 (6%) 14 (88%) 1 (6%) 16
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demonstrated the largest reliable improvement (80%) and the largest effect size (d=−1.39), which
corroborates findings in the wider literature such as Krause et al., 2021a, 2021b).

The sub-analysis of those that were clinical at baseline on at least one symptom measure
demonstrated greater effect sizes than our total sample analysis. This is in line with Walter
et al. (2018) who also found that effect sizes increased when only analysing those who started
above the clinical threshold. It should also be noted that there was greater reliable
improvement for those who started in the clinical range on these measures. This is
unsurprising as children and young people who start in the clinical range have higher initial
scores and therefore a greater likelihood of improvement (Wolpert et al., 2016).

Our clinical and reliable improvement (‘reliable recovery’) rates are consistent with previous
research which demonstrates a modest improvement in outcomes for young people receiving
treatment as part of routine out-patient mental health care (Bear et al., 2020; Warren et al.,
2010; Wolpert et al., 2016; Wolpert et al., 2012).

It should be noted that whilst clinical improvement for individual measures ranged from 33 to
50%, only 25% achieved clinical and reliable improvement on at least one ROM (ranging from 27
to 37%). This is comparable to the 27% ‘reliable recovery rate’ (clinical and reliable improvement)
reported by Wolpert et al. (2016) in a cohort of 5896 children with paired measures who received
routine out-patient mental health treatment. Understanding ‘recovery’ or ‘clinical improvement’
is challenging, especially if multiple ROMs are used, and this analysis only involves the subgroup
who had initial scores above the clinical threshold. This may increase the likelihood of this metric
being affected by natural variation and ‘regression to the mean’, as initial higher scores
demonstrate a greater opportunity for improvement (Wolpert et al., 2016).

Figure 1. Flow diagram to illustrate clinical and reliable change
across all measures (RCADS-25; RCADS-17; YP-Core; GBO).
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It is also interesting to note that, to our knowledge, other papers do not report clinical
deterioration (the movement of those who are below the clinical threshold at baseline into the
clinical range at subsequent measurements). We think it is helpful for routine service
evaluations to include these data and to consider and investigate the factors related to this.
Our analyses investigating those that clinically deteriorated on at least one symptom measure
found that 70% of that sample demonstrated reliable improvement on at least one other
measure, suggesting that clinical deterioration does not necessarily mean no progress was
made during the intervention. Rather, this reflects that different constructs are being
measured, and that change is multi-dimensional (Krause et al., 2021a). In particular, symptom
improvement and goal attainment are distinct measures of therapeutic change, and require
very different foci for therapy, and it is clear that most young people value the latter (Lavik
et al., 2018).

The results from this service evaluation also demonstrate that children and young people found
the intervention highly acceptable, and the majority would certainly recommend it. Furthermore,
our explorative analysis of the FFT and the measure with the most paired scores (YP-CORE)
revealed that, of those who had no reliable change (n=192) and those that reliably
deteriorated on this measure (n=10), the majority (n=182, 90%) reported they would still
recommend Healios. This suggests that children and young people may be gaining value from
the intervention that is not reflected by symptom reduction, and despite not evidencing
progress on this measure the intervention was still highly acceptable.

The high level of acceptability echoes previous research reporting high levels of overall
satisfaction in families that received VCT (Carpenter et al., 2018; Pesämaa et al., 2004). These
high rates of acceptability may be due to the advantages of VCT reported in the wider
literature. For example, interventions can be accessed from the young person’s home, with no
need to travel, and VCT overcomes geographical barriers, and reduces costs and time
(Thomas et al., 2021). VCT can be economical for families including reducing costs associated
with transport, parking and childcare for siblings (McKenny et al., 2021). Moreover, Radez
et al. (2020) reported that young people wished to access therapy in an autonomous manner
and were concerned about stigma, and both of these concerns are reduced by VCT. They also
noted that some young people found it hard to talk about their feelings in-person and may
prefer computerised psychological treatments. VCT may further bring some benefits for
clinicians. A recent study (McKenny et al., 2021), investigating clinicians’ views of conducting
therapy online (due to social distancing measures in 2020), found that VCT also gave the
clinician an opportunity to gain insight into the client’s home, which was noted to be
beneficial in facilitating the therapeutic process.

Whilst other services have recently moved online due to the COVID-19 pandemic, Healios is a
digital company and therefore the resources for clinicians to use during clinical sessions are
specifically designed to work online. For example, our CYP CBT pathway clinicians have
access to interactive slides which allow children and young people to not only engage verbally
via the video link, but also with whiteboards, emojis and sliding scales. This form of VCT
may be particularly salient to children and young people who may sometimes struggle to
communicate verbally about their anxieties and emotions. Moreover, as a digital company, all
ROMs were already available for online completion, which may have enabled us to collect a
high proportion of paired data. This appears to be in line with young people’s preferences –
for example when comparing electronic outcome measures with paper-based versions for
children and adults with asthma, Bushnell et al. (2003) reported that 77% of young people in
their study preferred electronic outcome measures. Similarly, Hall et al. (2014) reported that
children, young people and their families responded positively to electronic measures within
CAMHS services.

However, our online ROMs collection procedures could also have resulted in some children
and young people completing the measures without sufficient care and attention; e.g. they
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may have rushed their answers in order to access a session for which they were running late. We
are therefore focusing attention on encouraging clinicians to better integrate ROMs within the
clinical process, using them to collaboratively monitor progress.

These results may have been impacted by the COVID-19 pandemic. Recent research has
demonstrated that living through lockdowns and social distancing measures has had a
detrimental effect on the mental health of children and young people (O’Sullivan et al., 2021;
Ravens-Sieberer et al., 2021). Although therapy may have been of benefit, the environmental
constraints may have limited the improvements that some young people could achieve.

Implications and recommendations

This retrospective service evaluation utilising multiple ROMs has highlighted that delivering CBT
for children and young people via video conference can be acceptable and effective within routine
clinical practice.

This evaluation will inform the development of the Healios outcome strategy and the
development of data informatic systems which allow us to link individual outcomes at the
level of subscales to process and input factors such as demographics and symptom profile. It
will also help us to identify the optimal combination of measures to use to assess outcomes,
including the use of clinician- and parent-reported outcomes.

An immediate benefit of this service evaluation has been the identification of variability in
practice regarding the collection of outcome measures, which has led to training and
supervision initiatives: in particular, the need to collect baseline ROMs and set goals prior to
session 3, and to make collection of paired scores more robust. Moreover, a qualitative
investigation of the FFT on this cohort is underway to further inform and develop our services.

Limitations

Firstly, it has to be acknowledged that service evaluations do not have any comparison conditions.
The lack of a comparison group means we cannot conclusively determine that the changes
observed were due to the treatment administered and therefore comparison with previous
literature needs to be done with caution.

Furthermore, the current service evaluation did not include clinician assessed outcomes,
parent/guardian assessed outcomes, or teacher ratings. Outcomes were therefore based solely
on the children and young peoples’ self-reported change, and consequently lacked multi-
informant data and the combination of multiple perspectives recommended when monitoring
outcomes (Terrelonge and Fugard, 2017). Goal-based outcomes were, however, collaboratively
rated during therapeutic sessions. We hope to include clinician and parent ratings in future
research, and aspire to integrate parent/guardian feedback in our delivery.

It should be noted that we used previously published Cronbach’s alpha scores to calculate our
reliable change indices because we did not have individual item scores to calculate internal
reliability within the current sample. We calculated all RCIs for consistency as previously
published RCIs were only available for some of the measures. Nevertheless, our reliable
change indices were comparable to RCIs that have been published (Twigg et al., 2016;
Wolpert et al., 2016), giving us confidence that our RCI calculations were sufficient.

Finally, our service evaluation included all the children and young people who had been
referred and had received at least one session, which means that we are not able to consider
those that might have been referred but not engaged with any sessions. There was also a high
level of missing data (n=272), which could mean we are not sufficiently capturing the true
effectiveness of this intervention. However, this service evaluation has high ecological validity,
and a comparatively high completion rate of paired ROMs (ranging from 46 to 96%) when
compared with Morris et al. (2021), where only 3% of CAMHS cases completed paired
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measures (SDQ) in a study examining 28,382 clinical records, and Gibbons et al. (2021) who
reported 46–60% paired outcome data in at least one measure (RCADS and SDQ; n=2246).

As we defined the final measure as taken from session 5 onwards, this sample will include some
young people who completed therapy but did not require the 10 sessions routinely allocated, as
well as people who did not fully complete treatment. The dataset did not allow us to explore this
further, but this may have had an impact on the results, in particular on the YPCORE and GBO
session-by-session measures. Future research could investigate changes over time using these
measures, factors that appear to lead to premature termination of treatment and ways to
encourage engagement.

Conclusion

To our knowledge this is one of the first naturalistic studies to demonstrate that CBT delivered via
interactive VCT is effective in reducing symptoms of anxiety and depression in young people
receiving it as part of routine mental health care. Previous research trials have demonstrated
that VCT is an efficacious way to deliver therapy, and that the reduction in symptoms of
anxiety and depression is comparable to in-person treatment (Berryhill et al., 2018; Berryhill
et al., 2019; Norwood et al., 2018). Moreover, our results demonstrate that VCT is acceptable
to children, adolescents and their families. This may be a potential way to offer an effective
solution to the widening gap children and adolescents experience in accessing evidence-based
psychological treatments.

Key practice points

(1) CBT can be effectively delivered using videoconferencing in routine clinical care.
(2) CBT delivered via VCT is acceptable to young people and their families.
(3) The online administration of routine outcomemeasures facilitates the delivery of feedback-informed therapy and

can enhance the engagement of young people in their mental health treatment.

Further reading
Batty, M. J., Moldavsky, M., Foroushani, P. S., Pass, S., Marriott, M., Sayal, K., & Hollis, C. (2013). Implementing routine

outcome measures in child and adolescent mental health services: from present to future practice. Child and Adolescent
Mental Health, 18, 82–87. https://doi.org/10.1111/j.1475-3588.2012.00658.x

Krause, K. R., Edbrooke-Childs, J., Singleton, R., & Wolpert, M. (2021). Are we comparing apples with oranges? Assessing
improvement across symptoms, functioning, and goal progress for adolescent anxiety and depression. Child Psychiatry &
Human Development, 1–17. https://doi.org/10.1007/s10578-021-01149-y

Roland, J., Lawrance, E, Insel, T., & Christensen, H. (2020). The digital mental health revolution transforming care through
innovation and scale-up. World Innovation Summit for Health, https://2020.wish.org.qa/reports/ (accessed 17 January
2022).

Tuerk, P.W., & Shore, P. (eds) (2014). Clinical Videoconferencing in Telehealth: ProgramDevelopment and Practice. Springer.
Wilson, H. (ed) (2022). Digital Delivery of Mental Health Therapies: A Guide to the Benefits and Challenges, and Making it

Work. London, UK: Jessica Kingsley Publishers.

Data availability statement. The data that support the findings of this study are available from the corresponding author
(C.M.P.) upon reasonable request.

Acknowledgements. The authors would like to thank Dr Dougal Hare, Dr Duncan Law, Dr Maria Loades and Katherine
Brown for their feedback on earlier versions of this paper.

Author Contributions. Catherine Porter: Formal analysis (lead), Methodology (supporting), Visualization (equal), Writing –
original draft (equal), Writing – review & editing (equal); Emily Galloghly: Formal analysis (supporting), Methodology
(supporting), Visualization (equal), Writing – original draft (equal), Writing – review & editing (equal); Frank Burbach:

14 Catherine M. Porter et al.

https://doi.org/10.1017/S1754470X22000216 Published online by Cambridge University Press

https://doi.org/10.1111/j.1475-3588.2012.00658.x
https://doi.org/10.1007/s10578-021-01149-y
https://2020.wish.org.qa/reports/
https://doi.org/10.1017/S1754470X22000216


Conceptualization (lead), Methodology (lead), Supervision (lead), Validation (lead), Writing – original draft (supporting),
Writing – review & editing (equal).

Financial support. This research received no specific grant from any funding agency, commercial or not-for-profit sectors.

Conflicts of interest. All authors are employed by Healios Ltd.

Ethical standards. Ethical review and approval was not required for the study on human participants in accordance with the
local legislation and institutional requirements. Healios’ Governance team reviewed the study and were satisfied that, in
accordance with Health Research Authority (HRA) online decision-making tool, ethical review was not required as this
service evaluation does not constitute research. Consent from clients and/or parents and guardians was obtained prior to
this research. This abides by the Ethical Principles of Psychologists and Code of Conduct as set out by the BABCP and BPS.

References
Batty, M. J., Moldavsky, M., Foroushani, P. S., Pass, S., Marriott, M., Sayal, K., & Hollis, C. (2013). Implementing routine

outcome measures in child and adolescent mental health services: from present to future practice. Child and Adolescent
Mental Health, 18, 82–87. https://doi.org/10.1111/j.1475-3588.2012.00658.x

Bear, H. A., Edbrooke-Childs, J., Norton, S., Krause, K. R., & Wolpert, M. (2020). Systematic review and meta-analysis:
outcomes of routine specialist mental health care for young people with depression and/or anxiety. Journal of the American
Academy of Child & Adolescent Psychiatry, 59, 810–841. https://doi.org/10.1016/j.jaac.2019.12.002

Bekker, M. J., Griffiths, K. M., & Barrett, P. M. (2017). Improving accessibility of cognitive behavioural therapy for children
and adolescents: review of evidence and future directions. Clinical Psychologist, 21, 157–164. https://doi.org/10.1111/cp.
12099

Berryhill, M. B., Culmer, N., Williams, N., Halli-Tierney, A., Betancourt, A., Roberts, H., & King, M. (2018).
Videoconferencing psychotherapy and depression: a systematic review. Telemedicine and e-Health, 25, 435–446.
https://doi.org/10.1089/tmj.2018.0058

Berryhill, M. B., Halli-Tierney, A., Culmer, N., Williams, N., Betancourt, A., King, M., & Ruggles, H. (2019).
Videoconferencing psychological therapy and anxiety: a systematic review. Family Practice, 36, 53–63. https://doi.org/
10.1093/fampra/cmy072

Bouvard, M., Denis, A., & Roulin, J. (2015). The French version of the Revised Child Anxiety and Depression Scale (RCADS)
in a nonclinical sample. Swiss Journal of Psychology, 74, 119–27. https://www.corc.uk.net/outcome-experience-measures/
revised-childrens-anxiety-and-depression-scale-rcads/ (accessed 17 January 2022).

Bushnell, D. M., Martin, M. L., & Parasuraman, B. (2003). Electronic versus paper questionnaires: a further comparison in
persons with asthma. Journal of Asthma, 40, 751–762. https://doi.org/10.1081/JAS-120023501

Carpenter, A. L., Pincus, D. B., Furr, J. M., & Comer, J. S. (2018). Working from home: an initial pilot examination of
videoconferencing-based cognitive behavioral therapy for anxious youth delivered to the home setting. Behavior
Therapy, 49, 917–930. https://doi.org/10.1016/j.beth.2018.01.007

Child Outcomes Research Consortium (n.d.). Revised Children’s Anxiety and Depression Scale (RCADS); https://www.corc.
uk.net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/ (accessed 17 January 2022).

Children’s Commissioner (2020). The state of children’s mental health services. https://www.childrenscommissioner.gov.uk/
wp-content/uploads/2020/01/cco-the-state-of-childrens-mental-health-services.pdf (accessed 24 May 2021).

Childs, J., Deighton, J., & Wolpert, M. (2013). Defining and measuring mental health and wellbeing: a response mode report
requested by the Department of Health for the Policy Research Unit in the Health of Children. Young People and Families,
London.

Chorpita, B. F., Yim, L., Moffitt, C., Umemoto, L. A., & Francis, S. E. (2000). Assessment of symptoms of DSM-IV anxiety
and depression in children: a Revised Child Anxiety and Depression Scale. Behaviour Research and Therapy, 38, 835–855.
https://doi.org/10.1016/S0005-7967(99)00130-8

Cobham, V. E. (2012). Do anxiety-disordered children need to come into the clinic for efficacious treatment? Journal of
Consulting and Clinical Psychology, 80, 465. https://doi.org/10.1037/a0028205

Cohen, J. (1988). Statistical Power Analysis for the Behavioral Sciences. New York, USA: Routledge Academic.
Collins, K. A., Westra, H. A., Dozois, D. J., & Burns, D. D. (2004). Gaps in accessing treatment for anxiety and depression:

challenges for the delivery of care. Clinical Psychology Review, 24, 583–616. https://doi.org/10.1016/j.cpr.2004.06.001
Comer, J. S., & Barlow, D. H. (2014). The occasional case against broad dissemination and implementation: retaining a role

for specialty care in the delivery of psychological treatments. American Psychologist, 69, 1. https://doi.org/10.1037/a0033582
Copeland, W. E., Wolke, D., Shanahan, L., & Costello, E. J. (2015). Adult functional outcomes of common childhood

psychiatric problems: a prospective, longitudinal study. JAMA Psychiatry, 72, 892–899. https://10.1001/jamapsychiatry.
2015.0730.

The Cognitive Behaviour Therapist 15

https://doi.org/10.1017/S1754470X22000216 Published online by Cambridge University Press

https://doi.org/10.1111/j.1475-3588.2012.00658.
http://www.x
https://doi.org/10.1016/j.jaac.2019.12.002
https://doi.org/10.1111/cp.12099
https://doi.org/10.1111/cp.12099
https://doi.org/10.1089/tmj.2018.0058
https://doi.org/10.1093/fampra/cmy072
https://doi.org/10.1093/fampra/cmy072
https://www.corc.uk.net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/
https://www.corc.uk.net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/
https://doi.org/10.1081/JAS-120023501
https://doi.org/10.1016/j.beth.2018.01.007
https://www.corc.uk.net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/
https://www.corc.uk.net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/
https://www.childrenscommissioner.gov.uk/wp-content/uploads/2020/01/cco-the-state-of-childrens-mental-health-services.pdf
https://www.childrenscommissioner.gov.uk/wp-content/uploads/2020/01/cco-the-state-of-childrens-mental-health-services.pdf
https://doi.org/10.1016/S0005-7967(99)00130-8
https://doi.org/10.1037/a0028205
https://doi.org/10.1016/j.cpr.2004.06.001
https://doi.org/10.1037/a0033582
https://10.1001/jamapsychiatry.2015.0730
https://10.1001/jamapsychiatry.2015.0730
https://doi.org/10.1017/S1754470X22000216


Creswell, C., Waite, P., & Cooper, P. J. (2014). Assessment and management of anxiety EPI disorders in children and
adolescents. Archives of Disease in Childhood, 99, 674–678. http://dx.doi.org/10.1136/archdischild-2013-303768

David-Ferdon, C., & Kaslow, N. J. (2008). Evidence-based psychosocial treatments for child and adolescent depression.
Journal of Clinical Child & Adolescent Psychology, 37, 62–104. https://doi.org/10.1080/15374410701817865

Donnelly, A., Fitzgerald, A., Shevlin, M., & Dooley, B. (2017). Investigating the psychometric properties of the revised child
anxiety and depression scale (RCADS) in a non-clinical sample of Irish adolescents. Journal of Mental Health, 28, 345–356.
https://doi.org/10.1080/09638237.2018.1437604

Edbrooke-Childs, J., Jacob, J., Law, D., Deighton, J., & Wolpert, M. (2015). Interpreting standardized and idiographic
outcome measures in CAMHS: what does change mean and how does it relate to functioning and experience? Child
and Adolescent Mental Health, 20, 142–148. https://doi.org/10.1111/camh.12107

Education Policy Institute (2020). Access to child and adolescent mental health services in 2019; https://epi.org.uk/wp-
content/uploads/2020/01/Access-to-CAMHS-in-2019_EPI.pdf (accessed 17 January 2022).

Esbjørn, B. H., Somhovd, M. K., Turnstedt, C., Reinholdt-Dunne, M. L. (2012). Assessing the revised child anxiety and
depression scale (RCADS) in a national sample of Danish youth aged 8–16 years. PLoS One, 7, e37339. https://www.corc.uk.
net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/ (accessed 17 January 2022).

Gibbons, N., Harrison, E., & Stallard, P. (2021). Assessing recovery in treatment as usual provided by community child and
adolescent mental health services. BJPsych Open, 7.

Green, C. B. R. D., Taylor, B., Dunlop, R., Davies, J., Vowden, R., Stanley, O., & Street, C. (2014). What young people say
about outcomes and feedback tools. Guide to Using Outcomes and Feedback Tools with Children, Young People and
Families. UK: CAMHS Press. https://www.corc.uk.net/media/2112/201404guide_to_using_outcomes_measures_and_
feedback_tools-updated.pdf

Gyani, A., Shafran, R., Layard, R., & Clark, D. M. (2013). Enhancing recovery rates: lessons from year one of IAPT.
Behaviour Research and Therapy, 51, 597–606. https://doi.org/10.1016/j.brat.2013.06.004

Hall, C. L., Taylor, J., Moldavsky, M., Marriott, M., Pass, S., Newell, K., Goodman, R., Sayal, K., & Hollis, C. (2014).
A qualitative process evaluation of electronic session-by-session outcome measurement in child and adolescent mental
health services. BMC Psychiatry, 14, 1–11. https://doi.org/10.1186/1471-244X-14-113

Harvey, A. G., & Gumport, N. B. (2015). Evidence-based psychological treatments for mental disorders: modifiable barriers
to access and possible solutions. Behaviour Research and Therapy, 68, 1–12. https://doi.org/10.1016/j.brat.2015.02.004

Huscsava, M., Plener, P., & Kothgassner, O. D. (2020). Teletherapy for adolescent psychiatric outpatients: the soaring flight
of so far idle technologies during the COVID-19 pandemic. Digital Psychology, 1, 32–35. https://doi.org/10.24989/dp.v1i2.
1867

Ishikawa, S. I., Okajima, I., Matsuoka, H., & Sakano, Y. (2007). Cognitive behavioural therapy for anxiety disorders in
children and adolescents: a meta-analysis. Child and Adolescent Mental Health, 12, 164–172. https://doi.org/10.1111/j.
1475-3588.2006.00433.x

Jacobson, N. S., & Truax P. (1991). Clinical significance: a statistical approach to defining meaningful change in
psychotherapy research. Journal of Consulting and Clinical Psychology, 59, 12–19. https://doi.org/10.1037/10109-042

Krause, K. R., Bear, H. A., Edbrooke-Childs, J., & Wolpert, M. (2019). What outcomes count? Outcomes measured for
adolescent depression between 2007 and 2017. Journal of the American Academy of Child & Adolescent Psychiatry, 58,
61–71. https://doi.org/10.1016/j.jaac.2018.07.893

Krause, K. R., Chung, S., Adewuya, A. O., Albano, A. M., Babins-Wagner, R., Birkinshaw, L., : : : &Wolpert, M. (2021b).
International consensus on a standard set of outcome measures for child and youth anxiety, depression, obsessive-
compulsive disorder, and post-traumatic stress disorder. The Lancet Psychiatry, 8, 76–86.

Krause, K. R., Edbrooke-Childs, J., Singleton, R., &Wolpert, M. (2021a). Are we comparing apples with oranges? Assessing
improvement across symptoms, functioning, and goal progress for adolescent anxiety and depression. Child Psychiatry &
Human Development, 1–17. https://doi.org/10.1007/s10578-021-01149-y

Kreuze, L. J., Pijnenborg, G. H. M., de Jonge, Y. B., & Nauta, M. H. (2018). Cognitive-behavior therapy for children and
adolescents with anxiety disorders: a meta-analysis of secondary outcomes. Journal of Anxiety Disorders, 60, 43–57. https://
doi.org/10.1016/j.janxdis.2018.10.005

Lavik, K. O., Veseth, M., Frøysa, H., Binder, P. E., & Moltu, C. (2018). What are ‘good outcomes’ for adolescents in public
mental health settings? International Journal of Mental Health Systems, 12, 3. https://doi.org/10.1186/s13033-018-0183-5

Law, D. (2019). The Goal-Based Outcome (GB) Tool Guidance Notes. MindMonkey Associates.
Law, D., & Jacob, J. (2015). Goals and Goal Based Outcomes (GBOs). London, UK: CAMHS Press.
McHugh, R. K., & Barlow, D. H. (2010). The dissemination and implementation of evidence-based psychological treatments:

a review of current efforts. American Psychologist, 65, 73. https://doi.org/10.1037/a0018121
McKenny, R., Galloghly, E., Porter, C. M., & Burbach, F. R. (2021). ‘Living in a Zoom world’: survey mapping how COVID-

19 is changing family therapy practice in the UK. Journal of Family Therapy, 43, 272–294. https://doi.org/10.1111/1467-
6427.12332

McLellan, L. F., Andrijic, V., Davies, S., Lyneham, H. J., & Rapee, R. M. (2017). Delivery of a therapist-facilitated telecare
anxiety program to children in rural communities: a pilot study. Behaviour Change, 34, 156–167.

16 Catherine M. Porter et al.

https://doi.org/10.1017/S1754470X22000216 Published online by Cambridge University Press

http://www.http://dx.doi.org/10.1136/archdischild-2013-303768
https://doi.org/10.1080/15374410701817865
https://doi.org/10.1080/09638237.2018.1437604
https://doi.org/10.1111/camh.12107
https://epi.org.uk/wp-content/uploads/2020/01/Access-to-CAMHS-in-2019_EPI.pdf
https://epi.org.uk/wp-content/uploads/2020/01/Access-to-CAMHS-in-2019_EPI.pdf
https://www.corc.uk.net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/
https://www.corc.uk.net/outcome-experience-measures/revised-childrens-anxiety-and-depression-scale-rcads/
https://www.corc.uk.net/media/2112/201404guide_to_using_outcomes_measures_and_feedback_tools-updated.pdf
https://www.corc.uk.net/media/2112/201404guide_to_using_outcomes_measures_and_feedback_tools-updated.pdf
https://doi.org/10.1016/j.brat.2013.06.004
https://doi.org/10.1186/1471-244X-14-113
https://doi.org/10.1016/j.brat.2015.02.004
https://doi.org/10.24989/dp.v1i2.1867
https://doi.org/10.24989/dp.v1i2.1867
https://doi.org/10.1111/j.1475-3588.2006.00433.x
https://doi.org/10.1111/j.1475-3588.2006.00433.x
https://doi.org/10.1037/10109-042
https://doi.org/10.1016/j.jaac.2018.07.893
https://doi.org/10.1007/s10578-021-01149-y
https://doi.org/10.1016/j.janxdis.2018.10.005
https://doi.org/10.1016/j.janxdis.2018.10.005
https://doi.org/10.1186/s13033-018-0183-5
https://doi.org/10.1037/a0018121
https://doi.org/10.1111/1467-6427.12332
https://doi.org/10.1111/1467-6427.12332
https://doi.org/10.1017/S1754470X22000216


Morris, A. C., Macdonald, A., Moghraby, O., Stringaris, A., Hayes, R. D., Simonoff, E., : : : & Downs, J. M. (2021).
Sociodemographic factors associated with routine outcome monitoring: a historical cohort study of 28,382 young
people accessing child and adolescent mental health services. Child and Adolescent Mental Health, 26, 56–64.

Muris, P., Meesters, C., & Schouten, E. (2002). A brief questionnaire of DSM-IV-defined anxiety and depression symptoms
among children. Clinical Psychology & Psychotherapy, 9, 430–442. https://doi.org/10.1002/cpp.347

Murphy, R., Calugi, S., Cooper, Z., & Dalle Grave, R. (2020). Challenges and opportunities for enhanced cognitive behaviour
therapy (CBT-E) in light of COVID-19. the Cognitive Behaviour Therapist, 13.

Nelson, E. L., Barnard, M., & Cain, S. (2003). Treating childhood depression over videoconferencing. Telemedicine Journal
and E-health, 9, 49–55.

NHS Digital (2020). Mental Health of Children and Young People in England, 2020. Wave 1 follow up to the 2017 survey;
http://www.infocoponline.es/pdf/mhcyp_2020_rep.pdf (accessed 17 January 2022).

NHS England (2014). The Friends and Family Test. Publications Gateway ref. no. 01787. https://www.england.nhs.uk/wp-
content/uploads/2014/07/fft-imp-guid-14.pdf (accessed 17 January 2022).

NHS Health Research Authority (2020). Governance arrangements for research ethics committees: 2020 edition. https://s3.
eu-west-2.amazonaws.com/www.hra.nhs.uk/media/documents/GAfREC_Final_v2.0_26.03.2020.pdf (accessed 17 January
2022).

NICE (2017). Endorsed resource – Children and Young People Cognitive Behavioural Therapy (CBT) service manual; https://
www.nice.org.uk/guidance/cg159/resources/endorsed-resource-children-and-young-people-cognitive-behavioural-therapy-
cbt-service-manual-4422577933 (accessed 17 January 2022).

Nicholas, J., Bell, I. H., Thompson, A., Valentine, L., Simsir, P., Sheppard, H., & Adams, S. (2021). Implementation lessons
from the transition to telehealth during COVID-19: a survey of clinicians and young people from youth mental health
services. Psychiatry Research, 299, 113848. https://doi.org/10.1016/j.psychres.2021.113848

Norwood, C., Moghaddam, N. G., Malins, S., & Sabin-Farrell, R. (2018). Working alliance and outcome effectiveness in
videoconferencing psychotherapy: a systematic review and noninferiority meta-analysis. Clinical Psychology &
Psychotherapy, 25, 797–808. https://doi.org/10.1002/cpp.2315

Ojserkis, R., Morris, B., & McKay, D. (2014). Pediatric obsessive-compulsive disorder: an illustration of intensive family-
based treatment delivered via web camera. Clinical Case Studies, 13, 68–79.

O’Sullivan, K., Clark, S., McGrane, A., Rock, N., Burke, L., Boyle, N., Joksimovic, N. & Marshall, K. (2021). A qualitative
study of child and adolescent mental health during the COVID-19 pandemic in Ireland. International Journal of
Environmental Research and Public Health, 18, 1062. https://doi.org/10.3390/ijerph18031062

Osenbach, J. E., O’Brien, K. M., Mishkind, M., & Smolenski, D. J. (2013). Synchronous telehealth technologies in
psychotherapy for depression: a meta-analysis. Depression and Anxiety, 30, 1058–1067. https://doi.org/10.1002/da.22165

Oud, M., DeWinter, L., Vermeulen-Smit, E., Bodden, D., Nauta, M., Stone, L., : : : & Stikkelbroek, Y. (2019). Effectiveness
of CBT for children and adolescents with depression: a systematic review and meta-regression analysis. European
Psychiatry, 57, 33–45. https://doi.org/10.1016/j.eurpsy.2018.12.008

Pearce, P., Sewell, R., Cooper, M., Osman, S., Fugard, A. J., & Pybis, J. (2017). Effectiveness of school-based humanistic
counselling for psychological distress in young people: pilot randomized controlled trial with follow-up in an ethnically
diverse sample. Psychology and Psychotherapy: Theory, Research and Practice, 90, 138–155. https://doi.org/10.1111/papt.
12102
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