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The Improving Access to Psychological Therapies (IAPT)
programme introduced in 2006 aimed to provide new
mental health services offering evidence-based psycho-
logical treatment for adults suffering from depression
and anxiety rather than just offering them medication,
which traditionally had been the only treatment widely
available (see Clark, 2011 for a recent review of the
approach).

In 2011, the programme was extended to other groups
including children and young people (CYP). The CYP
IAPT project (see http://www.iapt.nhs.uk/cyp-iapt/)
was conceived differently from adult IAPT in that it set
out to improve the quality of care in existing (rather than
new) services, whether in health, social care, education
or the third sector. Existing staff at IAPT sites are trained
in key evidence-based treatments, initially Cognitive
Behavioural Therapy and Parent Training programmes,
extending in the second year to Family Therapy and
Interpersonal Psychotherapy. The programme aspires to
service transformation, which is to include the imple-
mentation of session-by-session routine outcome moni-
toring (ROM), not only with those clinicians who have
been provided with IAPT training. The challenges and
opportunities provided by the introduction of intensive
ROMwill be considered here.

A range of patient reported outcome measures are to
be completed by parents, young people or both as judged
relevant by their consulting clinician (see http://www.
iapt.nhs.uk/cyp-iapt/routine-outcome-monitoring-
as-part-of-iapt/). These include both idiographic and
standardised measures drawing on learning from the
CAMHS Outcomes Research Consortium (CORC), Adult
IAPT and the experience of international colleagues
(Clark et al., 2008; Weisz et al., 2011; Wolpert et al.,
2012). At assessment, families are asked to complete in-
depth measures to help plan the intervention; agree key
goals; and the clinician records problem descriptions
and contextual information, for example, about the fam-
ily situation. At each meeting thereafter, problem-
specific measures are used to record symptom change,
progress towards the goals is reviewed and the users’
experience of the meeting is captured. Finally at set
review periods, the initial assessment measures are
repeated along with a service satisfaction questionnaire.

The hope is that these measures will help improve
care in three complementary ways. First, feedback from

the measures will be used to inform direct clinical
work, by discussing the results directly with families
and also in review in supervision (Law, 2012). There is
evidence that the very act of feeding back information
about user-report symptoms/function and satisfaction
to clinicians improves outcomes (Bickman, Kelley, Bre-
da, Andrade, & Riemer, 2011), especially for cases
which are “not-on-track” (e.g. Lambert & Shimokawa,
2011). Second, the data will be reviewed nationally
every quarter to monitor the consistency of care across
the United Kingdom. This will look in particular at
recovery and reliable change rates for the brief session-
by-session symptom-specific measures. Finally, each
year the data will be modelled to produce UK interven-
tion norms, taking into consideration moderators of
outcomes such as case complexity. This information
can then be fed back into the in-session feedback pro-
cess, for instance, to improve detection of unusually
slow recovery.

The approach is not without challenges. Compromises
had to be made in choosing measures, which could both
inform practice in an individualistic way with the family
being seen, but also be general enough to allow national
evaluation of the effectiveness of interventions provided.
This had to be balanced with the need to minimise
burden on families, clinicians and staff involved in
implementing ROM at the service. Thus, measure reli-
ability had to be balanced against questionnaire length;
specificity of problems had to be balanced against
sufficient generality. It remains to be seen if these
compromises will prove problematic for the quality of
information for either clinical use or evaluation.

There is strong emphasis in the development of this
approach on the need for measurement to be directly
meaningful to clinical practice. The approach cannot
work, andmay evenbeharmful, if themeasures are intro-
duced as a top-down bureaucratic exercise. A range of
support tools arebeingdeveloped tohelp clinicians imple-
ment thesemeasures aspart of clinicallymeaningful con-
versations anddevelop a stance of curiosity towardswhat
information they might provide (Law, 2012). However,
this also requires an open-minded approachby clinicians
and a culture shift for some. Whilst there is evidence of
service users support and demand for this approach
(Badham & Young Minds, 2011), there is evidence of
both service user and clinician concern that if not used
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sensitively these could actually have a negative effect on
clinical interactions (Moranet al., 2011).

Services are being provided with a range of free soft-
ware solutions to enable data collection, and guidance
on interpretation of the measures, but there will still be
some burden of data entry and collation for already over-
stretched services. It may be that the utility of the feed-
back will go some way to offset the sense of burden, but
this remains to be seen. Whether commissioners and
others will rise to the challenge of supporting this aspect
may prove crucial to the success or otherwise of such
intensive ROMuse.

Many aspects of this approach are new and whilst we
draw on experience from earlier pilots of session-by-
session monitoring in CAMHS both in the United King-
dom (e.g. the CYP IAPT pilot in Bury; see Bala &Maguire,
2011) and abroad, and from Adult IAPT, there is likely to
be much for us to learn. The approach will be reviewed in
July 2012 in light of the lessons learned. Time will tell
whether the approach helps to improve the care children
and young people receive, but we are cautiously
optimistic.
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