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Abstract

Background

The Children and Young People’s Mental Health Trailblazer programme is funding the creation of
new mental health support teams (MHSTs) to work in schools and further education colleges. MHSTs
directly support children and young people with ‘mild to moderate’ mental health problems and
work with school and college staff to promote wellbeing for all. A new workforce of education

mental health practitioners (EMHPs) is being trained for the teams.

Objective(s)

The NIHR BRACE Rapid Evaluation Centre and Policy Innovation and Evaluation Research Unit (PIRU)
undertook an early evaluation of the Trailblazer programme to examine the development,

implementation and early progress of MHSTSs in the programme’s first 25 ‘Trailblazer’ sites.

Design

A mixed-methods evaluation, comprising three work packages:

1. Establishing the baseline and understanding the development and early impacts of the
Trailblazers, including two rounds of surveys with key informants and participating

education settings in all 25 sites.

2. More detailed research in five purposively selected Trailblazer sites, including interviews

with a range of stakeholders and focus groups with children and young people.

3. Scoping and developing options for a longer-term assessment of the programme’s outcomes

and impacts.
Fieldwork was undertaken between November 2020 and February 2022.

The University of Birmingham Institute for Mental Health Youth Advisory Group was involved

throughout the study, including co-producing the focus groups with children and young people.

Results
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Substantial progress had been made implementing the programme, in challenging circumstances,
and there was optimism about what it had the potential to achieve. The EMHP role had proven
popular, but sites reported challenges retaining EMHPs, and turnover left MHSTs short-staffed and
needing to re-recruit. Education settings welcomed additional mental health support, and reported
positive early outcomes including staff feeling more confident and having faster access to advice
about mental health issues. At the same time, there were concerns about children who had mental
health problems that were more serious than ‘mild to moderate’ but not serious enough to be
accepted for specialist help, and that the interventions offered were not working well for some
young people. MHSTs were generally spending more time supporting children with mental health
problems than working with education settings to develop ‘whole school’ approaches to mental
health and wellbeing, and service models in some sites appeared to be more clinically oriented, with

a strong focus on MHSTs’ therapeutic functions.

Limitations

Despite efforts to maximise participation, survey response rates were relatively low and some
groups were less well represented than others. We were not able to gather sufficiently detailed data

to develop a typology of Trailblazers, as was planned.

Conclusions
Key lessons for future programme implementation include:

- Whether MHSTs should expand support to children and young people with more complex
and serious mental health problems.
- How to keep the twin aims of prevention and early intervention in balance.

- How to retain EMHPs once trained.
Future work

The findings have important implications for the design of a longer-term impact evaluation of the

programme, which is due to commence in Spring 2023.
Study registration

Ethical approval from the University of Birmingham (ERN_19-1400 - RG_19-190) and London School
of Hygiene and Tropical Medicine (Ref: 18040) and Health Research Authority approval (IRAS
270760).

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



Funding

The BRACE Rapid Evaluation Centre is funded by the NIHR Health Services and Delivery Research
programme (HSDR 16/138/31). The Policy Innovation and Evaluation Research Unit is funded by the
NIHR Policy Research Programme (PR-PRU-1217-20602).

[500 words]

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



Contents

ADSTIACE ...ttt e et e et e s bt e e h et e s be e e be e e sa bt e s be e e anbe e s reeesnreesreeeas 3
List Of £aDIEs..... ..ot e e s b e e sne e e sreeeas 10
LISt OF FIBUIES ... e e et e e ettt e e e at e e e e s ataeeeaasbaeeesnssaeesanssaeesansrnens 11
LISt Of DOXES ...ttt st sttt e b e bt h e sttt e b e reennee 12
List of Supplementary Material Files.............ocuuiiiiiri e e e e 13
List Of @bbreviations ..............c.oooiiiiiii et sar e sre e 14
A NOte ON EEIMINOIOZY ......oeiiiiiiei e e e et e e e e ate e e e s atee e e entaeeeesnbeeeeennens 15
Plain ENGIISh SUMMAIY ......c..oiiiiiiiic ettt e e et e e e et te e e e et e e e e sataeeesnnsaeeesnnanes 16
SCIENEIFIC SUMMAIY ... e e e e e e et e e e s ata e e e erabae e e eataeeeennteeeeennees 17
Chapter 1. Introduction and coNteXt ..o 24
INEFOTUCTION ..ttt ettt e et e st e e bt e e s abe e s b et e sab e e s bt e e naeesabeeeneeesaneas 24
oo [ Tol A olo T ) =Y g PSR 24
Covid-19 and children and young people’s mental health ..........cccoeiiiiiiiici e, 26
The Children and Young People’s Mental Health Trailblazer programme .......cccccceeiiiiiiieneeeeinnns 27
Education settings and senior mental health leads........cccuveeeieiiiecci e, 29
Mental health SUPPOIrt tEAMS ..o.eiiiii i e e s sbre e e s sbee e e s sbaeeeens 30
Mental health support team workforce and sUPErviSioN .........ccccveeiiiiiee i 32
Overview of the arly eValuation ... et e e et e e e eba e e e e e baeeeens 33
SErUCLUIE OF the FEPOI .. e e e e e e e rr e e e e e e e e e nrneeees 35
Chapter 2. Implications for the evaluation of findings from similar programmes............................ 36
INEFOTUCTION .t et et b e st st st e b e b e b e sbeesanesaneenne e e 36

The Targeted Mental Health in Schools, Improving Access to Psychological Therapies and Schools

LiNK PrOZIaMIMES .eeiiiiieiciiiiieeee e e eeectte e e e e e e e e e et teeeeeeeesesassetaeaeeaasesasssteeseaaaseaanssssaseeasasssaansssnnnseeesnannns 36
Key themes from the EVIdENCE ......evi i e e e 39
Engagement and cross-organisational Working..........ccceeeeciieiiiciiei e 39
Programme resources and tiMeESCalES . ....cccuiiiiiciieee ittt e e e e e stre e e e eare e e e ebae e e e sbaeeeens 40
Increasing mental health support in education settings ......cccccevvevciiiieeiii e, 41
Balancing top down and bottom-up implementation ........ccccccee e, 41
Paraprofessionals in mental health deliVery.......c.uoo i e 42
Implications for the @Valuation ... e e e 45
Chapter 3. Overview of the Trailblazer Sites ............cccoooiiiiieiiii e e e 46
Trailblazer CharaCteriStiCs ... c.uii it sanees 46
Demographic and mental health service profiles ... 50

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



Funding received by Trailblazer SiteS. ... e e 53

Chapter 4. IMIEthOdS............coooiiiiiie e e e s s e e e e s be e e e s sbaeeesnbeeeesnees 55
R U Te 1Yo [T T o PR 55
Data CONBLLION ...ttt ettt sttt b e b e sbeesaneeaneene e 56
SUIT Y S ittt e e e e e e e e e e e e e e e eaeees 56
EAUCAtION SEELINGS SUNVEYS...iiiiii ittt e e s e e e e e e e st e e e e e e e e enetaeeeeeeeeesnnnrenneeaanas 56
KEY INFOIMANT SUIVEY ...eiiii ittt et e e st e e s st ae e e s sabaeeessabeeeessnbeeaeens 58
In-depth research in case study Trailblazers.......ceoiiiiiei i 60
Interviews with national programme team and regional leads..........c.cceeeevieeieccieee e, 62
Data analysis and SYNTNESIS ...cccci oo e e e e e e e e e s 63
Focus groups with children and youNg PEOPIE ....eeveee i 65
Other sources of data that have informed the analysis .....ccccccveiieiiiiiiiici e, 67
Involvement of YOUNE PEOPIE .......eeiiieee e e e s e e e e arae e e nnns 67
Research ethics and SOVEINANCE .....cccuiiii ittt e e e s e e e et bee e s s aaee e e eataeeeennees 69
Ethical and Health Research Authority @pproval.........ccccciieieiei e 69
Project GOVErNanCe arrangEMENTES. ......uui ittt ittt e e e ettt e e e e e sttt e e e e e s e s saabtreeeeeessssanreaaeeeeess 69
How the study differs from the protocol........ccocuiiiieiiiiece e 69
Chapter 5. Programme set up, management and implementation ................ccccoecoiii e cccieee e, 71
oY= =Y 0 g =N [ =3 USRS SUPRR 71
Programme set up and implementation. ... 71
Support from the national and regional tEaAMS ........c..iiiiiciiii i 74
Governance and PartNership WOrKiNG .......oooocuiiiiiiiii e e e e e e sbaee e e 76
Involvement of young people, parents and Carers........cceeccveeeeciieeeeciee e eeree e e eee e e e aree e e 78
Selection and engagement Of SChOOIS .........eiiiiiiii i e e 79
Data collection, reporting @and USE........ueie it e e e e e e e e e e e e e e s snrraeeeeaeeeeeanns 80
Resourcing and USE Of FUNAS .....ccuiiii i e e e e aree e e 84
Chapter 6. Workforce, recruitment and training ..............ccoooiiiiiiiii e 85
Composition of the MHST workforce and delivery of the core functions.........ccccccoveeeieciieeccciineeen, 85
Diversity of the MHST WOIKFOICE .......uuiiiiie i e e e e e anreaee e e e s 87
ReCruitment and training . ...c.uvei i e e e e s e e e e ae e e e s bae e e e s nreeeesnnres 87
Gaps in training and additional training .......ccccieiiiiiiii i 89
MHST staff retention and tUMNOVET ........c.oociiiiiiieee e e s 90
VT =] VAT (o] o PSPPSR 92
Establishing the MHST service within and integrating with the wider system..........cccccoiveeeninni, 93

Chapter 7. Mental health support team functions and delivery............cccccccoeieeiiiiiiieeiei e, 95

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



Development of 10cal SEIVICE MOEIS .......ccuviiieeiiiieeeee e e e e e e aree e e 95

Health oriented versus ‘holistic’ MOdels..........c.ooiieiiiiiiiiiie e 95
Time spent in education settings and on each of the core functions.........ccccceveeieeiiiciieiiccinenns 97
Mental health support team core functions anNd ProCESSES.......ccuviiriciieeeiiiieee et e 99
Delivering the core mental health support team fuNCtionS .......c.ceeeieiiieiiiciiee e, 99
Referral and assessment PatNWaYS ......ooii i e e e e e e e e e e e e e eaans 102
SEIVICE rEMIL AN SCOPE c..uuiiiiieiitiee ettt e et e e s e e e e st e e e e sbaeeessnbeaeeesssseeessnsreeessnnees 104
Defining and working within the remit of ‘mild to moderate’ mental health problems............ 104
REACH N INCIUSION c..eeiiiiiieie ettt ettt sttt sttt beesbeesaee s 107
REMAINING SAPS IN SUPPOIT coeeiiiiiiiiiiiiiiiiieeeieieteereeeeeeeeeeeeeeereeeeeereererererarareerrrererererererrrrrrrnrernrmrnmnnes 108
How MHSTs adapted in response to the COVID-19 pandemic.......ccccceeeeeieiciviiieeeeeeeccirieeeee e e e 110
Chapter 8. Education settings engagement and eXperiences...........ccccovveeeeeieeeiciiiieeeeeeeeeccirvneeeeenn, 113
Mental health services offered by education settings before the programme ........c..cccccuuveenneee 113
Impact of Covid-19 on mental health in education Settings........ccccceeeeeieiiiee e 113
Views on, and experiences of, working with MHST staff..........ccccoiiiiiiiiicci e, 114
Senior mental health lead role and trainiNg .........coovciiiiiiciiie e 118
Tailoring of MHST support to education SETLINGS ......ccvveviiciiii i 119
Relationships and ENGAagEMENT.......cccciiiiiiiiiie et rte e e e e erte e e e eate e e e e ateeeeennees 123
Factors supporting and hindering programme implementation in education settings ................. 125
Benefits and limitations of support offered by MHSTS........cooiiiiiiiie e 126
Chapter 9. Views of children and young people .............ccooooiiiiiiiiii i 129
Focus group development, delivery and iterative analysis .......cccccceveieeeieiiiee e 129
Reflections from the Youth AdViSOry GroUP ....ccccuuiiiicciiiiecccieee ettt e e e e e e 129
Children’s help seeking and understanding of where to find sUPpPOrt .......cccccovveeeeciiie e, 130
MHST and programme IMPaACT.......ccuiiiiiiiieccceeee e ee e e e e s e e bbb r e e e e e e esnnbraeeeeeeesesnns 132
The wWhole SChOOl @PPIrOACH ...ccceeiiie et e e e ae e e e ees 132
(@707 To B RS BT 4o Y- Yot dR PR 134
Changes in children’s eXpressed NEEAS .......ccccvviiiiciiie e e e et e e e era e e e eearaee s 136
Chapter 10. Programme progress and impact ...........ccccoooeiiiiiii e 138
Progress made by the Trailblazers in the early phase of the programme.........ccccccoveieiivcieeeenee, 138
Impact of Covid-19 on implementation plans and timescales .........cccccvvveiiei e 138
] o] (=Y o] o] o = =LY SP I SS 140
NGl 4 =1 11T == USSR 141
Sustainability and future development of Trailblazers and MHSTS........coocciiiiieiee e, 143
Evidence of progress towards desired outcomes and iMmpPacts ........ccccceeeeciieeeeiiiee e 144

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



O LY T oY =Y g Vo F=To I ol g Fy=To [V =T o[l <3PS 148

Chapter 11. Scoping a longer-term impact evaluation ................ccccceiviiiiiinniiec e, 149
Work undertaken for WOrk Package 3 .......uviii ittt e e ae e e srae e e 149
Summary of the evaluation team’s advice on a Phase 2 outcome and economic evaluation ....... 151

Implications of the early evaluation findings for a longer-term assessment of programme impact

........................................................................................................................................................ 153
Chapter 12. Discussion and CONCIUSIONS.............ccccuriiiiiiiiiiiiiieeeee e eerrrree e e e e e e eearaaeeeeee s 156
Summary of the Main fINAINGS ......ooiiiiii e e e e e e e e 156
Discussion and implications of the findings for decision-makers..........cccccovveieciiii e 159
Strengths and limitations of the StUdY.........ccuuiiiiii i 166
Equality, diversity and iNCIUSION ......cociiiiiiiiiie et ree e s are e e e 167
CONCIUSIONS ..ttt ettt et ettt st e st e bt e bt e s bt e s be e et e e bt e be e beesbeesanesaneenneenne 169
ACKNOWIEAZEMENTS ...ttt et e e et e e e e et e e e setteeeseabaeeesaabaseeesnseseesansaeeesaseneenns 171
Contributions Of QUETNOIS ... .coiiiieee e s 172
Data Sharing StAateMENT ... .eeiiii et e st e e s ebe e e e s e e e e e abee e e enees 174
REFEIEINCES ...t ettt et e s bt e s abe e s bt e bt e e s bee s eabeesabeesabeeesabeesneeesareas 175
Appendix 1. Children and Young People’s Mental Health Trailblazer programme timeline.............. 182
Appendix 2. Mental health support team operating prinCiples .......cccceevecieeeiccieee e 185
Appendix 3. Demographic and mental health service profiles for the Trailblazer sites..................... 187
Appendix 4. Evaluation levels of iINVestigation .........cccceeiiieii e 204
Appendix 5. Additional sources of data that informed the analysis.........cccceevecieeiiiciieiiccee e, 205

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



List of tables

Table 1. Profile of education settings participating in the Trailblazer sites 30
Table 2. Key characteristics of the Trailblazer sites 48
Table 3. Comparison of national and Trailblazer averages for key demographic and 52

mental health service indicators

Table 4. Responses to education settings surveys 58
Table 5. Breakdown of key informant respondents by role 58
Table 6. Responses to key informant surveys 60
Table 7. Breakdown of key informant survey respondents by role 60
Table 8. Participants in case study interviews by site and staff role 64
Table 9 Interviews with national programme team and regional leads 64
Table 10. Focus group participant characteristics 67
Table 11. Overview of MHSTs’ core functions and how well these are perceived to be 101
working

Table 12. Changes to service models and ways of working due to Covid-19 which 112

Trailblazers expect to maintain after the pandemic

Table 13. Indicators and sources of data used to compile the demographic and mental 189
health service profiles

Table 14. Summary demographic and mental health service profile for the Trailblazer 192
sites
Table 15. Individual Trailblazer demographic and mental health service profiles 193

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



List of figures

Figure 1. Whole school approach to emotional health and wellbeing
Figure 2. The Trailblazer sites
Figure 3. Expected structure of mental health support teams

Figure 4. Views on support from NHSE England and Improvement and the Department
for Education

Figure 5. Stakeholders represented in local governance arrangements
Figure 6. Views on data reported on MHSTs’ core functions
Figure 7. Typical MHST referral and assessment pathway

Figure 8. Support received from MHSTs to introduce or further develop the whole
school approach to mental health and wellbeing

Figure 9. Views on MHST referral process
Figure 10. Governance and involvement of education settings in MHSTs’ activities

Figure 11. Extent to which MHSTs’ operating principles have been implemented in
education settings

Figure 12. Combined number of referrals accepted by MHSTs at 12 Trailblazer sites,
January — December 2020

Figure 13. Education settings views on the early impacts of mental health support
teams

26

29

74

76

78

82

104

117

118

122

123

140

147

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private

research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and

the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed

to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,

Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



List of boxes

Box 1. Mental health support team core functions
Box 2. Mental health support team operating principles
Box 3. Aims of the evaluation

Box 4. The Targeted Mental Health in Schools, Improving Access to Psychological
Therapies and Schools Link programmes

Box 5. Examples of how young people, parents and carers had been involved in the
design and delivery of the Trailblazer programme in their area

Box 6. Types of staff role within MHSTs
Box 7. Reasons identified by interviewees for poor retention in EMHP roles

Box 8. Facilitators and barriers to the implementation and success of MHSTs in
educational settings.

Box 9. Education settings’ views on the main benefits and limitations of MHSTs

Box 10. Key outputs from evaluation work package 3

32

32

34

37

80

86

91

127

128

151

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private

research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and

the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed

to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,

Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



List of Supplementary Material Files

Supplementary Material File 1: Key research tools and coding framework

Supplementary Material File 2: Key outputs from Work Package 3

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



List of abbreviations

CAMHS Child and adolescent mental health services
CBT Cognitive behavioural therapy

CCG Clinical Commissioning Group

cQcC Care Quality Commission

CYPMHS  Children and Young People’s Mental Health Services

DfE Department for Education

DHSC Department of Health and Social Care
EMHP Education mental health practitioner

IAPT Improving Access to Psychological Therapies

LGBTQ+ Lesbian, gay, bisexual, transgender, queer or questioning and other sexual identities

MHST Mental health support team

NIHR National Institute for Health and Care Research
NPD National Pupil Database

PPE Personal protective equipment

SEND Special educational needs and disabilities
SENCO Special educational needs co-ordinator

TaMHS Targeted mental health in schools (programme)
VCSE Voluntary, community and social enterprise
YAG Youth Advisory Group

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



A note on terminology

This report uses the term ‘children and young people’s mental health services’ to describe all
services that support children and young people who have difficulties with their mental health and
emotional wellbeing. These services encompass prevention and universal provision, through to
specialist and crisis support, including in-patient care. They are provided by NHS, local authority,
voluntary, community and independent sector services, as well as schools and colleges. Some
participants in the study refer to ‘child and adolescent mental health services’ (CAMHS), which is an
older term for specialist NHS mental health services for 0-18 (or, in some areas, 0-25) year olds. We
also use the term ‘whole school approach’ to describe all the ways in which schools and colleges can
address the emotional health of children and/or young people in their setting, which includes
supporting those who are experiencing mental health problems to access appropriate help. In wider
literature and debate, these activities are also referred to as holistic, universal, graduated or school-

wide approaches to mental health and wellbeing.

The national programme launched by the Department of Health and Department for Education to
implement the proposals in the 2017 Green Paper Transforming Children and Young People’s Mental
Health Provision *was originally termed the Trailblazer programme. It was subsequently re-named
the Children and Young People’s Mental Health Implementation programme, and only the first wave
of sites was henceforth referred to as ‘Trailblazers’. As the study reported herein focuses exclusively

on this first wave of Trailblazer sites, we have opted to use the programme’s original name.
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Plain English summary

The Children and Young People’s Mental Health Trailblazer programme started in 2018 and is
funding the creation of new mental health support teams to work in schools and further education
colleges. Mental health support teams directly support children and young people with ‘mild to
moderate’ mental health problems and help schools and colleges to promote wellbeing for all. The

programme is also creating and training a new workforce of education mental health practitioners.

Our study looked at the experiences of setting up and running mental health support teams in the
first 25 areas involved in the programme (called ‘Trailblazers’). We wanted to understand what the
teams were doing day-to-day, who was working in them, what was going well, whether there were
any challenges, and what progress they were making. To do this, we looked at documents and
information provided by the national programme team, and collected our own data using surveys,

interviews and focus groups.

We found that the programme was making good progress, and schools and colleges welcomed
having additional mental health support. Children and young people told us how important it was to
have somebody in their school or college who they could speak to about their mental health. Mental
health support teams were generally spending more time supporting young people who had mental
health difficulties than working with education settings to promote emotional wellbeing across the

whole school or college community.

There were also challenges. Some children had mental health problems that were more serious than
‘mild to moderate’ but not serious enough to be accepted for specialist support. The type of support
that mental health support teams were providing was not suitable for all children and young people.
Once education mental health practitioners had been trained, some moved on from their role quite

quickly, leaving teams short-staffed.

The findings have important implications for the design of a longer-term study to assess the impact

of the programme, due to commence in Spring 2023.

[326 words]

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



Scientific summary

Background

The Children and Young People’s Mental Health Trailblazer programme was launched in 2018 to take
forward the proposals set out in the Transforming Children and Young People’s Mental Health
Provision Green Paper. The programme is being implemented in successive waves, with the first

wave funding the creation of 58 mental health support teams (MHSTs) in 25 ‘Trailblazer’ sites.

Across these sites, 1,050 schools and further education colleges were recruited to participate in the
programme, each of which receives support from an MHST and is encouraged to appoint a senior
lead for mental health for their setting (if they did not already have one in place). MHSTs have three
core functions: 1) providing direct support to children and young people with mild to moderate
mental health issues; 2) supporting education settings to introduce or develop their whole school or
college approach to mental health and wellbeing; and 3) giving advice to staff in education settings
and liaising with external specialist services to help children and young people to get the right
support and stay in education. A new professional role has been created for the programme:

education mental health practitioner (EMHP).

The programme is being implemented in the context of a children’s mental health service under
strain. Considerable and increasing levels of mental ill health in children and young people, historic
under-investment in children’s mental health services and the Covid-19 pandemic have contributed

to services struggling to cope with increasing demand.
Objectives

The NIHR BRACE Rapid Evaluation Centre and Policy Innovation and Evaluation Research Unit (PIRU)
undertook an early, process-oriented evaluation of the Trailblazer programme to examine the
development, implementation and early progress of the MHSTs in the Trailblazer sites. The aims of

the evaluation were to:

1. Understand the baseline position and contextual features of the Trailblazer sites, including
the accessibility, quality and effectiveness of existing mental health services and support in

education settings and perceived gaps in provision prior to the programme commencing.

2. Describe and understand the emerging delivery models, their leadership and governance,
and explore how these vary across the Trailblazer sites and the potential implications of this

variation for future effectiveness of the programme.
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3. Describe the experience of MHSTs, education settings, clinical commissioning group (CCG)
and local authority commissioners, children and young people’s mental health services and

others of taking part in the delivery of the programme.

4. Capture views about the progress being made by Trailblazers towards the goals of the
programme, early impacts and any unanticipated consequences in the initial phases of the

programme.

5. Identify measures and data sources of relevance to assessing programme outcomes and
costs as well as appropriate comparator areas and education settings in order to assess the

feasibility and develop the design of a long-term outcome and economic evaluation.

6. Conduct formative and learning-oriented research, producing timely findings and
highlighting their practical implications to inform ongoing implementation and support roll-

out to sites in later waves of the programme.

7. Understand how MHSTs adapted their services and ways of working in response to the
Covid-19 pandemic, and explore experiences of and learning from these changes, as well as

their legacy.
Methods

We completed a mixed-methods evaluation combining quantitative and qualitative data collection
across all 25 sites with in-depth qualitative insights from five purposively selected Trailblazers. The

study comprised three work packages:

e  Work package 1: establishing the baseline and understanding the development and early
impact of the Trailblazers. Participating education settings and key individuals who had a
central role in the design and implementation of the MHSTs in their area were surveyed
twice: December 2020 - May 2021, and October - November 2021. We received responses
from 299 (30%, 1° survey) and 159 (17%, 2™ survey) education settings; and from 76 (30%,
15t survey) and 65 (27%, 2" survey) key informants. We also interviewed the programme’s
national leads (n=21) and undertook two rounds of interviews with regional leads (n=26, 1
round; n=26, 2" round). Further insights were drawn from analysis of programme and
Trailblazer data and documentation, and the development of demographic and mental

health service profiles for the 25 sites, using publicly available data.
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o Work package 2: more detailed research with a range of stakeholders in five purposively
selected Trailblazer sites, including focus groups with children and young people. A total of
71 interviews were completed with local stakeholders including MHST lead organisations
and staff, school and college staff, individuals in Trailblazer governance and management
roles, and wider partners including specialist NHS mental health services, voluntary
organisations and local authorities. Five online focus groups were held with a total of 32

children and young people who attended schools where MHSTs were operating.

o  Work package 3: scoping and developing options for a longer-term assessment of the
programme’s outcomes and impacts. This work was highly responsive and included
reviewing the design and methods of recent evaluations of initiatives and pilots similar to
the Trailblazers; ongoing advice and discussions with, and commentary on preparatory work
undertaken by, the national programme team; a draft theory of change; and a full proposal

for an initial impact evaluation.

The Institute for Mental Health Youth Advisory Group (IMH YAG) at the University of Birmingham
acted as an expert reference group for this research and were involved throughout: from design
through to preparation of this report. A key part of their role was co-producing the focus group
research with children and young people, including co-designing the recruitment materials and topic
guides, co-facilitating the focus groups and contributing to the analysis and presentation of the

findings (Chapter 9).
Results
Implementation and governance

The Trailblazers had achieved a great deal in a relatively short space of time. While the local set up
process had been extensive, complex and rushed, some 12 months after the first cohort of EMHPs
started their training all 58 MHSTs were operational in some form. The involvement of young
people, parents and carers in the design and delivery of MHSTs was variable and often low, despite it
being an aspiration that they be involved throughout the programme. There was a view that local
governance and leadership was not yet truly shared across health, education and other key
stakeholder groups and that the way in which the programme had been set up was dominated by

the NHS as funder and by local mental health services.

The pandemic created significant challenges for implementation, including delays to whole school

activities, however MHSTs adapted their offer and ways of working to ensure the continuation of
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support for young people and to education settings. These adaptations included the use of remote
support. Stakeholders suggested that a hybrid model of in-person and remote delivery will be used
going forward. The pandemic also had a considerable impact on the mental health and wellbeing of
children and young people, and staff in education settings, as well as on access to specialist services.
Children and young people described how home schooling had left them feeling disconnected, de-
motivated and sometimes without adequate support, as well as the difficulties transitioning back

into school or college.
Service models, delivery and gaps in support

MHSTs were delivering a range of activities within the three core functions, with teams spending
proportionally more time providing direct support than on their other two functions. Some teams
were clinically oriented, while others took a more holistic/education-focused approach. The
approach taken appeared to be most strongly influenced by the type of organisation(s) leading the
programme (e.g. NHS versus voluntary sector), and existing local infrastructure, relationships and
skill sets. Teams also varied in the number of education settings they were working with, their
staffing composition, and how whole school activities were being delivered (with these being led, in

some areas, by specialist local partners or specialist roles within MHSTSs).

MHSTs had implemented strategies to reach and engage diverse groups and different mental health
needs. However, stakeholders noted that some groups were underserved by MHSTs including
children and young people with special educational needs or neurodiversity, those from ethnic
minority backgrounds and some religious backgrounds, and children with challenging family or social
circumstances (e.g. financial hardship, domestic abuse, or living in care). These issues concerning
MHSTs’ reach and effectiveness were attributed to several factors, including gaps in the initial
training programme and the limitations of the type of interventions that EMHPs had been trained to
deliver (mainly time-limited, low-intensity cognitive behaviour therapy), which were felt to be poorly

suited to some groups of children and young people and some mental health problems.

Education settings were generally satisfied with the MHST service, and MHST staff spoke positively
about working with education settings. However, a mismatch between education settings’
expectations or perceived support needs and what MHSTs could offer was sometimes reported,
which hampered relationship building. Defining what was within the scope of ‘mild to moderate’
mental health was challenging, and practising within this scope was harder still. Some sites held a
firm boundary around ‘mild to moderate’ mental health, whereas others provided support to
children and young people with more serious and complex needs. There was a lack of clarity from
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programme regional and national leads about whether MHSTs should remain within their intended
scope or offer flexibility to support children beyond this. Although MHSTs could refer young people
with more complex needs to specialist services, there were long waiting times and restricted
capacity in existing mental health services. Concern was expressed about children and young people
falling through the gap between MHSTs’ ‘mild to moderate’ remit and the criteria for specialist

support.
Workforce and retention

The EMHP role and training programme had been popular, but retaining EMHPs once in post was
one of the biggest challenges reported by Trailblazers. Interviewees identified various reasons for
poor retention including the role being seen as a stepping-stone to other careers, lack of
opportunities for career development and progression, high workloads, and frustration about the
parameters of the role or limitations of the CBT approach. Challenges recruiting senior team
members were also common. There had been initial concerns about senior staff being recruited
from other local mental health services, given the potential for this to create staffing shortages
elsewhere in the local system, but many had come to the view that the movement of staff between
services was positive inasmuch as it had helped build understanding and relationships. The degree of
integration between MHSTs and specialist NHS services varied between areas, with some teams
reporting a tension between working closely with other services and establishing a clear and

distinctive identity within the diverse landscape of mental health providers in their area.
Engagement and experiences of education settings, and children and young people

Engagement of schools and colleges was felt to be critical to the success of the programme, as was
the senior mental health lead role. Some education settings needed more help to prepare for the
programme and make the most of the support on offer from their MHST, and there was
disappointment about the delayed roll-out of the senior mental health leads training. Many
education settings reported that constraints of time and competing commitments meant that
mental health leads could not always engage with their MHST as much as they would have liked and

this was a barrier to implementation and success.

Children and young people were not always aware that there was an MHST in their education
setting, or what it did. Those who had had direct contact with the team (either receiving one-to-one
support or through involvement in group or whole school activities) had a better understanding of
MHSTs, their experiences of this contact had been universally positive, and they were able to

articulate more clearly how the school cared for their emotional wellbeing. Children and young
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people gave several examples of ways in which their education setting was promoting and

supporting wellbeing for all pupils, and these were acknoweldged and valued.
Programme progress and outcomes

Education settings reported positive early effects from participating in the programme, including
staff feeling more confident talking to children and young people about mental health issues; being
able to access advice about mental health issues more easily; and having quicker access to support
for children and young people with some mental health problems. Improvements in children and
young people’s understanding of mental health and wellbeing was also widely reported, as was
strengthened relationships between education settings, mental health services and other local
partners. Many education settings had invested in mental health support since joining the
programme, although it was unclear whether this was a direct impact of the programme or due to
other factors (e.g. a response to Covid-19). Various enabling factors critical to programme
implementation and success were identified, including a supportive local context; multi-agency
working to ensure key organisations and sectors could influence the design and delivery of the
programme; clear governance structures; sharing learning; and co-production with children, young

people and their families.
Implications of the study findings for longer-term evaluation
Key implications include:

e There is considerable value in the longer-term evaluation focusing on understanding which
groups of children and young people, and which mental health problems, the standard MHST

intervention is less suitable or beneficial for.

e Consideration must be given to which outcomes to measure, in consultation with children,
young people, parents and carers. Some of the outcomes expected at the start of the
programme may no longer be realistic, especially those relating to service use, given the impact

of Covid-19.

e Careful work will be required to define the programme’s ‘ecological’ impacts, and when these
might be expected to occur since whole school effects are likely to be more diffuse and take

longer to become visible.

Limitations
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The study focused only on the first 25 Trailblazer sites in the programme. These sites were chosen
for characteristics thought likely to drive rapid progress and learning and therefore the findings from
this evaluation may not be reflective of experiences across the programme as a whole. Survey
response rates were generally low, and some groups were less well represented in interview
samples, including staff from educational settings and specialist NHS mental health services. The
study did not include research to explore children and young people’s experiences of receiving
mental health support from an MHST.

Conclusions

There have been substantial and unprecedented changes in the wider context since the programme
started. Covid-19 has further increased inequalities in mental health and access to support, and gaps
between services appear to be widening. Critical decisions will need to be taken about what, if any,
role MHSTs should have in providing support to children and young people beyond the ‘mild to
moderate’ remit that the programme was designed to address. There is also the question of how the
programme can continue to retain a dual focus on mental health promotion (e.g. through the
development of whole school approaches) and early intervention, and what additional support or
resources might help educational partners and settings maximise the opportunities offered by the
programme. Alongside strategies for workforce creation and training, more work is needed to

ensure that trained staff are retained and can develop in their roles.
Funding
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Chapter 1. Introduction and context

Introduction

This report presents the findings of an early evaluation of the Children and Young People’s Mental
Health Trailblazer programme (henceforth the Trailblazer programme). Launched in 2018, the
Trailblazer programme is key to delivering the ambition — shared by recent successive governments
—to increase the support available to children and young people with mental health problems. It is
funding the creation of mental health support teams, to work in and with schools and further
education colleges to support mental health and wellbeing.! This evaluation offers early insights into
the design, implementation and the progress made by mental health support teams in the

programme’s first wave of ‘Trailblazer’ areas.

The remainder of this chapter first summarises the evolving policy context for the Trailblazer
programme, then outlines the key features of the programme itself, before concluding with an

overview of the early evaluation aims, objectives and study design.

Policy context

The proportion of children and young people experiencing mental health problems is considerable
and increasing. A 2020 national survey reported that one in six children had a “probable mental
disorder”, up from one in nine in 2017.2 Over half of mental ill health experienced in adulthood
starts before the age of 14.3 Yet children and young people frequently face difficulties accessing the
support and/or treatment they need, with mental health services often experienced as fragmented
and over-stretched, and many reporting that their problems significantly worsened before they got
help.*® While patterns of service provision across England vary, high access thresholds and long
waiting times are widely reported.” Children’s mental health services have also suffered from
historic under-investment and, in the words of the former Children’s Commissioner, they are “the

area with the biggest gap between what patients need and what the NHS was providing.”®

It is in this context that governments have, in recent years, made the transformation of children’s
mental health services a national priority.° Alongside action to improve access to specialist and crisis
services for children and young people with serious needs and acute problems, there has been a
growing focus on promotion, prevention and early intervention. A key aim is to ensure that children
get early support, to reduce distress more quickly and prevent problems escalating, thereby avoiding
more damaging and long-term impacts. These ambitions were set out in 2015’s Future in Mind,

which called for integrated approaches to mental health prevention and support “through strong
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collaborative working across the statutory, independent and voluntary and community sectors”.X® In
particular, Future in Mind identified the key role that schools and colleges play in children’s lives and
their wellbeing. It promised to “do more to help schools develop knowledge about mental health,
identify issues when they arise and offer early support”, including strengthening links between
schools and specialist mental health services. Education settings were also encouraged to develop

whole school approaches to promoting resilience and improving emotional wellbeing.

Shortly after Future in Mind was published, Public Health England set out a framework for a whole
school approach.!! The ultimate goal is to improve the mental health and wellbeing of all children
and young people within the setting, not just those with identified problems. The approach is
graduated: from universal and preventative strategies, through to more targeted and specialist

forms of support for those who need it. The framework comprises eight key features (Figure 1).

Figure 1. Whole school approach to emotional health and wellbeing

Curriculum,
An ethos and teaching and

Enabling
student voice
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Leadership and management
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parents/carers

Identifying need and
monitoring impact of

Source: Public Health England, 2015

The commitments made in Future in Mind were followed in December 2017 by the publication of the
Transforming Children and Young People’s Mental Health Provision Green Paper.! This set out
proposals for improving the services and support available to children and young people with mental
health problems, with a particular focus on enhancing provision for those with “mild to moderate”

needs. The proposals had three main elements:
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1. Incentivising schools and colleges to appoint a senior lead for mental health to oversee the

approach to mental health and wellbeing in their setting.

2. Funding the creation of Mental Health Support Teams to provide early intervention for
children and young people with mild to moderate mental health needs and support mental

health promotion in schools and colleges.

3. Trialling a four-week waiting time for access to specialist NHS children and young people’s

mental health services.

The government committed to taking forward all three proposals in the Green Paper and announced
that there would be phased implementation through a national programme - which was
subsequently launched in 2018 - with an emphasis on testing, learning and evaluating to understand
what works. Subsequently mental health support teams (MHSTs) featured prominently in the NHS
Long Term Plan, and are central to the commitment in the Plan that, by 2024, an additional 345,000

0 to 25-year olds will be able to access support from NHS-funded mental health services.?
Covid-19 and children and young people’s mental health

Since the Green Paper programme started, the Covid-19 pandemic has compounded the need and
urgency to improve children and young people’s access to mental health support. There is a growing
body of evidence showing that Covid-19 and the lockdown and social distancing restrictions
introduced to reduce the spread of the virus have negatively affected children and young people’s
mental health, disproportionately affecting groups who were already at greater risk of mental ill-
health.’* Among the groups most affected are children and young people living in low-income
households, who have special educational needs and disabilities, who are from black and minority
ethnic groups, who are in care, who have a long-term physical health condition, and LGBTQ+

children and young people.'*1®

It is estimated that 1.5 million children and young people in England will need new or additional
mental health support as a result of the pandemic.” While the precise ways in which the pandemic
has affected children’s mental health are not yet fully understood, what is known is that Covid-19
simultaneously intensified known risk factors (e.g. loneliness, family conflict, bereavement) and
reduced access to activities that promote mental wellbeing and wider sources of support (e.g. as a
result of school closures and suspension of leisure services).}*® The deterioration of children’s
mental health has been most marked during lockdowns and periods of school closure. The Co-SPACE
study — which tracked the mental health of school-aged children and young people between March

© King’s Printer and Controller of HMSO 2023. This work was produced by Ellins et al. under the terms of a commissioning
contract issued by the Secretary of State for Health. This document may be freely reproduced for the purposes of private
research and study and extracts may be included in professional journals provided that suitable acknowledgement is made and
the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be addressed
to: NIHR Journals Library, National Institute for Health and Care Research, Evaluation, Trials and Studies Coordinating Centre,
Alpha House, University of Southampton Science Park, Southampton SO16 7NS, UK.



2020 and July 2021 — showed some return towards pre-pandemic rates of mental health problems
as lockdown restrictions eased in early 2021.Y But this was not the case for all groups, with children
with special educational needs and disabilities and from low-income households continuing to have

elevated mental health symptoms post-lockdown.

Increasing demand for mental health support is also evident. While there was a sharp decrease in
referrals to NHS children and young people’s mental health services during the first lockdown
(March to June 2020), since then referrals have rapidly risen far beyond pre-Covid levels to reach
record highs.'* A total of 337,125 0 to 18-year olds were referred to mental services between April
and September 2021, an 81% increase on the same period in 2019.* The number of children and
young people referred for urgent or crisis care increased by 59%. This is having a knock-on impact on
waiting times; between April 2020 and March 2021, one in five children waited more than 12 weeks

for a follow-up appointment with mental health services.®
The Children and Young People’s Mental Health Trailblazer programme

The Trailblazer programme was launched in 2018 and is jointly led by the Department of Health and
Social Care, Department for Education, and NHS England and Improvement, with support from
Health Education England and the Office for Health Improvement and Disparities. It is being
implemented in successive waves, with the first wave involving 25 ‘Trailblazers’ in 41 former Clinical
Commissioning Group (CCG) areas (Figure 2). A further ten more waves have been confirmed, and it
is estimated that the new approaches will reach around 3 million children and young people (35% of

pupils in England) by 2023. A detailed programme timeline can be found in Appendix 1.

The criteria for selecting the first group of sites, the ‘Trailblazers’, included: demonstrable levels of
investment in children and young people’s mental health services; knowledge of the mental health
needs of children and young people in the area; demonstrable progress to date in meeting targets
for increasing access to mental health services for children and young people; and strong leadership
in mental health. The rationale given for these qualifying criteria was to ensure selected areas had
the capacity and capability for implementation at sufficient pace to generate learning for the waves
to follow. Sites were also selected to ensure some demographic diversity (e.g. deprivation, social
mobility). Twelve of the 25 Trailblazers received additional funding to test what it would take to
deliver a four-week waiting time target (this element of the programme finished at the end of March

2022).
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Figure 2. The Trailblazer sites

2018 Children & Young People Trailblazer Sites

North
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NHS NORTHUMBERLAND CCG
NHS ROTHERHAM CCG
NHS SOUTH TYNESIDE CCG
Midlands and East
NHS EAST AND NORTH HERTFORDSHIRE [eled)
NHS HERTS VALLEY:
NHS NORTH ST»‘JFOROSHI E CCG
IHS NOTTINGHAM NORTH AND EAST CCG
NHS RUSHCLIFFE CCG
NHS SOUTH WARWICKSHIRE CCG
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NHS SWINDON CCG
South East
NHS BERKSHIRE WEST CCG
NHS BUCKINGHAMSHIRE CCG
NHS DARTFORD, GRAVESHAM AND SWANLEY CCG
IHS OXFORDSHIRE CC
NHS SWALE cce

NHS BROMLEY CCG
NHS CAMDEN CCG
NHS HARINGEY CCG
NHS HOUNSLOW CCG
Greater Manchester NHS MERTON CCG
NHS SUTTON CCG
NHS TOWER HAMLETS CCG
NHS WANDSWORTH CCG
 NHS WEST LONDON CCG
Greater Manchester.
NHS BOLTON CCG
NHS BURY CCG
NHS HEV\' ‘00D, MIDDLETON AND ROCHDALE CCG
NHS MANCHESTER CCG
NHS OLDHAM CCG
NHS SALFORD CCG
NHS STOCKPORT C
NHS TAMESIDE AND GLOSSOP cce
NHS TRAFFORD CCG
NHS WIGAN BOROUGH CCG

D 4 Week Waiting Time pilot

Higher Education Institutions

University of Reading
University of Northumbria
University of Manchester

University College London

.
.

.

® Kings College London
.

®  University of Northampton
.

University of Exeter

Note: CCGs listed are the lead CCGs at the time that funding was awarded.

The overall goal of the programme is defined as follows: “Children and young people have better
mental health and wellbeing, supported and promoted by schools, colleges, parents/carers and the
health system. When children and young people experience poor mental health, this is recognised,
and appropriate support is identified and provided quickly”.*® This is articulated in terms of three

main objectives, against which the long-term success of the programme will be assessed:

e Better mental health and wellbeing amongst children and young people
e Children and young people feel better equipped and supported

e Schools and colleges feel better equipped and supported.
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A detailed logic model illustrating the pathways through which the programme is expected to

produce the desired outcomes was produced by the national team in early 2019 and subsequently

updated in 2022.

Local implementation of the programme is overseen and supported by NHS England and

Improvement, Health Education England and Department for Education regional teams; the last of

these were newly created for the Trailblazer programme, aligned to the NHS regional structure.

Trailblazers were expected to put in place arrangements for local governance and leadership, to

include representation from the health, education and community sectors. A local project lead,

working with the MHST service manager(s) in their site, is responsible for day-to-day management of

the programme.

Education settings and senior mental health leads

In the Trailblazer sites, 1,050 education settings have been recruited to participate in the
programme. These include a mixture of primary and secondary schools, all-through schools, further
education (FE) colleges and other settings (Table 1). Of the 1,050 education settings, 4.8% are special

schools, 41.5% are academies or free schools and 1.6% are pupil referral units.

Table 1. Profile of education settings participating in the Trailblazer sites

Region Primary Secondary | 16 plus All- Other Total
through
East of England 14 9 2 0 7 32
London 150 61 2 4 15 232
Midlands 95 31 2 0 11 139
North East and Yorkshire 186 44 3 1 26 260
North West 77 46 5 1 12 141
South East 103 25 2 2 7 139
South West 73 27 3 1 3 107
Total (in Trailblazer 698 243 19 9 81 1050
programme) (66.48%) | (23.14%) (1.81%) | (0.86%) (7.71%) (100%)
Total (in England) 16,787 3237 308 159 3994 24,485
(68.56%) | (13.22%) (1.26%) | (0.65%) | (16.31%) (100%)

Note: ‘Other’ settings are those that do not straightforwardly align with any of the four main phase categories (i.e. primary,
secondary, post 16 and all-through). The 81 settings categorised as ‘other’ are a mixture of independent schools,
alternative provision, pupil referral units and special schools.

Education settings are encouraged to identify a senior mental health lead to have strategic oversight

of the establishment or further development of a whole school approach to mental health in their

setting. This is not a mandated role and schools and colleges may choose whether and how to

embed it. Many education settings had a mental health lead before the Trailblazer programme: in a

national survey in 2017, 70% of schools reported having a mental health lead; a year later, 77% of
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post-16 education settings reported having a lead for mental health. Education settings are required
to identify an MHST coordinator to work closely with the MHST, including agreeing the support that

will be provided to their education setting.

In June 2021, the Department for Education announced that state schools and colleges in England
could apply for a grant of up to £1,200 to pay for their senior mental health lead to attend training to
support them in their role. This replaces the Department for Education’s original plan, to commission
a national training programme for senior mental health leads, which had been subject to significant
delays and was eventually halted. Education settings can choose from a list of quality assured
courses, which are aligned to the eight dimensions of the Public Health England whole school
approach framework. By March 2022, more than 8,000 eligible schools and colleges had received a
grant, with the goal that all will have been able to access training by 2025. In the 2020/21 and
2021/22 school years, as part of wider package of Covid-19 ‘education recovery’ measures, schools
and colleges were able to access specific training and resources to support pupil and staff wellbeing

and link with wider services.

Mental health support teams

In the Trailblazer sites, the programme funded the creation of 58 MHSTs, with each team estimated
to cover a population of around 8,000 children and young people in 10-20 schools and colleges; later
waves of the programme have been based on MHSTs covering an average population of 7,000
children and young people. MHSTs are intended to support children in primary, secondary and
further education, aged between 5 and 18.2° The programme is aiming to have funded the creation
of around 500 MHSTs by 2024. As of May 2022, 287 teams were in place in 4,789 schools and

colleges, and a further 112 teams were in training.

Funding to plan, set up and run MHSTs was allocated from NHS England and Improvement to NHS
CCGs with the service itself delivered by a local organisation or collaboration of organisations.
Partnership working between CCGs, schools and colleges, children and young people’s mental health
services, local authorities and others on the application process, and subsequently to design and
implement the MHST service, was encouraged. Trailblazer sites received different levels of funding
depending on what was bid for, and whether the site was also piloting the four-week waiting time.
For subsequent waves of the programme, the funding has been standardised based a defined service
model. All sites receive basic funding of around £360,000 per year for each MHST, with additional

funding for higher cost areas.?

Each MHST is expected to exercise three core functions (Box 1), while allowing sites flexibility to

tailor their delivery model and interventions to local needs and existing provision. Indeed, it is an
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explicit intention of the programme that different local models will emerge, and should be

compared and tested.

Box 1. Mental health support team core functions

1. Delivering evidence-based interventions to children and young people with mild to moderate
mental health issues

2. Supporting the senior mental health lead in each education setting to introduce or develop
their whole school or college approach to mental health and wellbeing

3. Giving timely advice to education setting staff, and liaising with external specialist services, to
help children and young people to get the right support and stay in education.

In terms of the first of these functions, MHSTs provide one-to-one and group-based support to
children and young people, and group parenting classes (NHS England 2019).2° Data on the
outcomes of these interventions, along with other aspects of service activity and performance, are
routinely collected and reported by the teams. MHSTs are expected to submit data to the Mental

Health Services Dataset (MHSDS) from the point at which they start receiving referrals.

A set of operating principles was developed to underpin and guide the work of the MHSTs, these are
summarised in Box 2 below and reproduced in full in Appendix 2. Detailed guidance to support local
implementation of MHSTSs is provided in the form of a manual, developed by the National

Collaborating Centre for Mental Health.?®

Box 2. Mental health support team operating principles
1. There should be clear and appropriate local governance involving health and education
2. MHSTs should be additional to and integrated with existing support

3. The approach to allocating MHST time and resources to education settings should be
transparent and agreed by the local governance board

4. MHST support should be responsive to individual education settings needs, not ‘one size fits
all’

5. Children and young people should be able to access appropriate support all year (not just
during term time)

6. MHSTs should co-produce their approach and service offer with users
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7. MHSTs should be delivered in a way to take account of disadvantage and seek to reduce
health inequalities

Mental health support team workforce and supervision

The Trailblazer programme promised a significant expansion of the children and young people’s
mental health workforce, and the creation of a new professional role: education mental health
practitioner (EMHP). Estimates suggested that 8,000 new mental health staff would be required for
the MHST model to be rolled out across England.?? This would represent a more than 50% growth in
the children’s mental health workforce, which stood at just under 15,000 whole time equivalents

when the programme was launched in 2018.%

It was envisaged that MHSTSs (in all waves of the programme) would typically be made up of eight
full-time equivalent positions. The indicative team composition includes four EMHPs, an NHS Band 5
role which is based on the Children’s Wellbeing Practitioner role developed in the Children and
Young People’s Improving Access to Psychological Therapies (IAPT) programme. A further three
posts are allocated to more experienced practitioners (NHS Band 7-8a, or equivalent), who act as
senior therapists and/or — after undertaking specific training — fulfil a supervisory role to EMHPs. The
remaining post is split into one 0.5 full time equivalent team manager and a 0.5 full time equivalent
administrator role. The Trailblazer sites were given greater flexibility in the composition of teams,

compared to later waves of the programme.

EMHPs undergo one-year, full-time graduate or post-graduate training, combining classroom-based
learning and supervised placements in education settings. To fulfil the direct support element of
their role, EMHPs are trained to deliver brief low-intensity psychological interventions, grounded in
cognitive behavioural therapy (CBT) and guided self-help principles, including one-to-one and group-

based interventions. The training focuses on four types of interventions:2*

e Parent-led guided self-help for primary-school-aged children with mild-to-moderate anxiety

disorders

e Guided self-help for mild-to-moderate adolescent depression, based on behaviour activation
principles

e Guided self-help for mild-to-moderate adolescent anxiety disorders, based on CBT principles

e Parent-led guided self-help for mild-to-moderate behaviour problems (primary-school-

aged), based on social learning theory.

Typically, interventions are delivered over up to eight sessions, with the child or young person

completing routine outcome measures at every session to track progress over time and monitor
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their goals. By March 2022, 1,608 EMHPs had been trained or were in training, and a further 600
senior staff had been recruited to join mental health support teams. In June 2021, the British
Psychological Society and the British Association for Behavioural and Cognitive Psychotherapies
were approved by NHS England and Improvement to provide professional registration schemes for

the low-intensity mental health workforce, including EMHPs.

Overview of the early evaluation

This study was a collaboration between the NIHR-funded BRACE Rapid Evaluation Centre and the
NIHR-funded Policy Innovation and Evaluation Research Unit (PIRU). It was a process-oriented study,
which examined the development, implementation and early progress of the programme in the
Trailblazer sites, with a specific focus on mental health support teams. An interim report was
published in July 2021 and formative findings were shared with the national programme team
throughout the study; this included preparation of a paper in October 2021 summarising early
findings from the case study research, and rapid syntheses of emerging insights on specific topics to
support work being undertaken by national team. The four week waiting time pilots, EMHP training
programme and senior mental health leads’ training were all outside the formal scope of the
evaluation. The study aims are set out in Box 3 below; the last of these aims was added in October

2020.

Box 3. Aims of the evaluation

1. Understand the baseline position and contextual features of the Trailblazer sites, including the
accessibility, quality and effectiveness of existing mental health services and support in
education settings and perceived gaps in provision prior to the programme commencing.

2. Describe and understand the emerging delivery models, their leadership and governance, and
explore how these vary across the Trailblazer sites and the potential implications of this
variation for future effectiveness of the programme. This includes examining how new roles
and services are working in practice, what is working well and what is not, and barriers and
facilitators to successful implementation.

3. Describe the experience of MHSTs, education settings, clinical commissioning group (CCG) and
local authority commissioners, children and young people’s mental health services and others
of taking part in the delivery of the programme.

4. Capture views about the progress being made by Trailblazers towards the goals of the
programme, early impacts and any unanticipated consequences in the initial phases of the

programme.
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5. Identify measures and data sources of relevance to assessing programme outcomes and costs
as well as appropriate comparator areas and education settings in order to assess the
feasibility and develop the design of a long-term outcome and economic evaluation.

6. Conduct formative and learning-oriented research, producing timely findings and highlighting
their practical implications to inform ongoing implementation and support roll-out to sites in
later waves of the programme.

7. Understand how MHSTs adapted their services and ways of working in response to the Covid-
19 pandemic, and explore experiences of and learning from these changes, as well as their

legacy.

The protocol was developed following detailed scoping work which included:

e Interviews to gather information about the rationale, design, implementation and
aspirations for the Trailblazer programme. The team spoke to 23 people, including members
of the national programme team, policymakers and (e.g. children’s mental health) experts
involved in the design of the national Trailblazer programme, as well as wider stakeholders

including academics, voluntary sector organisations and professional bodies.

e Consultation with the University of Birmingham Institute for Mental Health’s Youth Advisory

Group and Think4Brum (the participation group for Forward Thinking Birmingham, the city’s

specialist provider of mental health services to children and young people).
e Areview of programme and relevant national policy documentation.

e Visits to three schools in Sandwell, West Midlands (one primary, one secondary, one special
school), to obtain a better understanding of emotional and mental health-related issues

from the perspective of education settings.

e |nput from specialists in the fields of children and young people’s mental health and mental
health in schools, including the study’s specialist advisors: Dr Colette Soan (specialist senior
educational psychologist for mental health) and Dr Karen Newbigging (academic researcher

specialising in mental health policy and practice).

A longer-term assessment of the programme’s outcomes and impacts is being separately
commissioned, to commence in spring 2023. Scoping design options and informing the specification

for the longer-term impact evaluation was an aim of this early study (see aim 5 in Box 3 above).
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The study was originally planned to start in October 2019 and complete in May 2021. Early delays to
commencing fieldwork — including challenges negotiating approvals so the evaluation team could
receive contact details for potential participants in the 25 sites — were compounded by Covid-19. The
study was formally paused between March and October 2020, in line with guidance from the NIHR,
and fieldwork eventually commenced in November 2020. The study’s two fieldwork periods
(November 2020 to March 2021, May 2021 to February 2022) were both during the Covid-19
pandemic, with some overlap with periods of partial or full national lockdown. The findings in this
report represent the early experiences of MHSTs operating in challenging circumstances, very

different from those envisaged when the programme started, and should be interpreted in this light.

Structure of the report

Chapter 2 summarises evidence from three predecessor programmes and about paraprofessional
roles in mental health, and discusses how this evidence informed data collection and analysis. The
key characteristics of the Trailblazer sites, and a demographic and mental health service profile for
each site, are presented in Chapter 3. Chapter 4 provides an overview of the research methods
employed in the study. The study findings are presented in Chapters 5-10, and the activities and
outputs from Work Package 3 (to scope and develop options for a longer-term assessment of the
Trailblazer programme’s outcomes and impacts) in Chapter 11. Finally, Chapter 12 summarises and
discusses the study findings, exploring their implications for ongoing programme implementation

and roll-out.
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Chapter 2. Implications for the evaluation of findings from similar
programmes

Introduction

In our scoping interviews to inform the design of the evaluation, we spoke to several members of
the national programme team from Department of Health and Social Care, Department for
Education, NHS England and Improvement and Health Education England. Interviewees frequently
mentioned three predecessor programmes that were said to have informed the design and
implementation of the Trailblazer programme: Targeted Mental Health in Schools (TaMHS);
Improving Access to Psychological Therapies (IAPT); and Schools Link. Consequently, a review of the
findings from evaluations of these programmes was undertaken. Additionally, given that the
Trailblazer programme was training a new paraprofessional workforce of education mental health
practitioners, we also reviewed evidence for and experiences of other (current and previous) para-
professional roles in mental health provision. The primary aim of these reviews was to identify key
themes and issues for the evaluation to look out for and explore, and which would inform the design
of research tools and a framework for data analysis. We were also interested to find out whether the
findings from these predecessor programmes, and for other paraprofessional roles in mental health,
were taken into account in the design and implementation of the programme. This chapter presents

a summary of the findings of this research and describes how these informed the current evaluation.

The Targeted Mental Health in Schools, Improving Access to Psychological Therapies
and Schools Link programmes

A short summary of the three programmes, and their evaluations, is presented in Box 4.

Box 4. The Targeted Mental Health in Schools, Improving Access to Psychological Therapies, and
Schools Link programmes

Targeted Mental Health in Schools (TaMHS)

e TaMHS ran from 2008 to 2011, funded by the Department for Education and Department for
Children, Schools and Families. The programme aimed “to develop innovative, locally
determined models to provide early intervention and targeted support for children (aged 5 to

13) at risk of developing mental health problems and their families” >

e Selected schools in all local authorities were involved, between 2500 and 3000 in total.
Schools and local authorities decided how the funding would be used, and this resulted in a

variety of approaches and resources across sites. Local models often included one or more
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of the following: training and support for school staff; school-based practitioners to work

with school staff and pupils; and voluntary section provision.

Programme implementation was expected to be underpinned by two key principles: i)
strategic integration of all relevant agencies involved in delivering mental health services;

and ii) implementation of evidence-informed interventions and models of support.

A national evaluation was commissioned by the Department for Education and Department
for Children, Schools and Families, and conducted by a consortium of partners led by
University College London and the Anna Freud Centre. It was comprised of two studies: a
mixed-methods longitudinal study following 25 local authority areas selected as TaMHS
pathfinders (an overall sample of approximately 20,000 pupils across more than 350 schools,
over three academic years); and a randomised controlled trial in 73 local authority areas
(involving over 30,000 pupils across more than 550 schools, over two academic years). The
key aims of the evaluation included describing the different approaches and resources
developed; assessing their impact on pupil mental health; exploring how targeted mental
health provision was experienced by project workers, school staff, parents and pupils; and

identifying lessons for future implementation.®

Improving Access to Psychological Therapies (IAPT)

In 2007, the government announced a large-scale programme to improve access to
psychological (‘talking’) therapies for people with depression and anxiety in the English NHS.
Initially developed for adults, IAPT provides evidence-based (i.e. approved by the National
Institute for Health and Care Excellence) interventions from trained and accredited
practitioners, using a stepped care model. Routine outcomes monitoring is a key feature of
the programme, with user-reported outcome measures completed at each session and
intended to support a client-focused approach and provide data to assess service

performance and inform improvement.

In 2011 the service was extended to children and young people. In distinction from the adult
programme, Children and Young People’s IAPT was intended to drive improvement in

existing services, through the adoption of IAPT principles.

IAPT therapists deliver either low-intensity (mild to moderate mental health problems) or
high-intensity (moderate to severe mental health problems) interventions. The two low-
intensity roles - Psychological Wellbeing Practitioners (adult IAPT) and Children’s Wellbeing

Practitioner (children and young people’s IAPT) - are trained to deliver CBT-informed
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therapies and are supervised by more experienced (and specially trained) colleagues within

the team.

e There has been no national evaluation of either IAPT programme, although several local
evaluations and multi-site analyses of programme data have been carried out. These include
a three year mixed-methods evaluation of two demonstration sites for the adult IAPT model,
conducted by a collaboration led by Sheffield University and funded by the National Institute
for Health Research, which reported in 2011. The study involved interviews with 57
stakeholders and 77 service users within the IAPT sites.?® A ‘rapid internal audit’ of children
and young people’s IAPT was undertaken in 2014-15 by the Evidence-Based Practice Unit at
University College London, the Anna Freud Centre and NHS England. The audit involved
analysis of routinely collected data (for a total of 6,803 young people from eleven services),
staff surveys (n=361 staff) and interviews (n=92), interviews and focus groups with children

and young people (n=45) and parents (n=42) in twelve case study areas.?’
Schools Link Pilots

e The Mental Health Services and Schools Link pilots were launched in 2015 by NHS England
and the Department for Education. The initial pilots involved 22 areas and were followed by
national roll-out of the Schools Link programme in successive waves. The programme aimed
to increase joint working by establishing a named lead with responsibility for mental health
within each school and named point of contact within the local specialist NHS children and

young people’s mental health service.

e Lead contacts and wider stakeholders participated in two independently facilitated
workshops in their area, to support knowledge-sharing, relationship building and joint

planning to improve support for children and young people’s mental health.

e A national evaluation of the programme was commissioned by the Department for
Education and undertaken by the consultancy Ecorys UK. This assessed the effectiveness of
the programme design and implementation, involving survey research with the named leads
in schools and NHS mental health services in the programme’s 22 pilot sites, and qualitative
research with operational and strategic stakeholders in ten of those areas. It explored
challenges, success factors and lessons learned, and the outcomes achieved (e.g. changes to
joint working between schools and specialist NHS services, and timeliness and
appropriateness of referrals to specialist services). The evaluation reported in 2017.2 A

subsequent evaluation involving the original 22 pilot sites and a further 23 areas that had

38




subsequently joined the programme, following a similar methodology, was undertaken by

the same team and findings were reported in 2020.%

We reviewed the evidence reported by the evaluation studies described in Box 4, and from other
sources on the three programmes identified through a structured literature search, with a particular
focus on understanding the experiences of and enablers and challenges to programme
implementation. The findings are organised according to the key themes emerging from our

analysis.
Key themes from the evidence

Engagement and cross-organisational working

Fostering effective collaboration between the different agencies and sectors involved in programme
implementation and delivery was widely reported as being vital to success.?*?° Several factors
contributed to relationship building and collaboration, many of which echo themes in the broader
literature on inter-agency working. These included: visible and committed leaders within the key
organisations and sectors involved; local (e.g. service) champions; engagement of professional
groups (both healthcare and educational professionals); boundary spanning roles (e.g. educational
psychologists in the TaMHS programme); and having a clear and agreed vision about programme
scope and purpose, and how this related to existing provision and pathways.3%%>2¢ Across
programmes, implementation was further facilitated where relationships between partnering
organisations were already established — for example, where individuals from local NHS services and

education settings were already familiar with each other’s roles, scope and expertise. 2830 3234

Implementation was shaped not only by the quality, but also the constitution, of partnership
working. For example, in the two IAPT demonstration sites, the composition and leadership of the
local partnerships differed, and this influenced which issues were prioritised and how they were
tackled.?* Establishing and sustaining local partnership working was also reported to be challenging
with studies describing tensions, and sometimes conflict, often related to competing organisational
priorities and pressures (e.g. funding cuts) in the wider environment.?6?”:31 Another central challenge
reported for all three programmes was a lack of common understanding and language for mental
health, which acted as a barrier to partnership working between sectors (e.g. between health and
education) and within them (e.g. between primary and secondary care).?>*3! What emerged from
the evidence was a clear lesson about the need to prioritise, and invest time and resources in,

relationship building and collaboration in order to lay the foundation for effective implementation.
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Programme resources and timescales

Several issues emerged in relation to funding and resources. The funding provided through the
programmes was crucial for fostering local buy-in and resourcing programme implementation,
including recruiting and training staff for new delivery roles. In all three cases, programme funding
was time limited, and there was uncertainty about if and how new services and ways of working
would be sustained (or scaled up) longer-term.?>?8 This could be a barrier to initial engagement, and
was also a major concern for stakeholders as programmes reached their end date. Lack of capacity
was a further resource-related challenge, with implementation often being reliant on key people
within (for example) schools and NHS services who had limited time to contribute and participate in
key activities.?®3%3! Acknowledging the additional demands that change and improvement
programmes placed on frontline staff, and ensuring sufficient time away from the ‘day job’ for staff
to plan, engage and reflect, were identified as an important considerations for programme

success.?’%8

The set up process was often felt to have been rushed, and the need for more preparatory time at
the start of programmes was emphasised. This point was made most emphatically in relation to the

implementation of the two IAPT programmes:

“One of the loudest messages from the demonstration sites concerns the damaging
consequences of implementing a new, complex service such as IAPT in an eight-month timescale.
The timeframe for the pilot had far-reaching consequences at many levels within the
demonstration sites. At an operational level it militated against the adoption of best practice in
the service set up, meaning implementation decisions were rushed, there was little time for
consultation and the development of working relationships with partners and stakeholders,
important mechanisms such as referral pathways and IT systems were not adequately tested
prior to implementation and effective communication of the new service and engagement of

stakeholders was limited.”3*

Similar problems arising from short timescales affected children and young people’s IAPT, with Burn
and colleagues’ implementation-focused evaluation concluding that there was “a lack of preparation
for implementation at all levels” 3! The need for experienced project management to oversee and
coordinate what was reported to be a highly demanding and complex implementation process was

also identified, something which both IAPT programmes were again felt to have lacked.?*
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Increasing mental health support in education settings

The TaMHS and Schools Link programmes offer specific lessons about implementing improvements
in school-based support for mental health. Both programmes — as their respective evaluations
emphasise — built on diverse starting points. Education settings varied considerably in terms of their
contexts, pupils’ mental health needs, what mental health support was already available within the
setting, and existing relationships with specialist mental health services. Programme success was
heavily dependent on new services and ways of working being tailored to individual education
settings, and building on and being integrated with what settings were already providing.>* A
willingness among mental health professionals to speak “the language of schools” and approach
relationships with school staff as a sharing of mutual expertise (rather than seeing their role as
purely instructional) were critical to success.? Having a member of the school team with clear

responsibility for mental health promotion was also identified in both programmes as being

important, and the need to build appropriate support around those in the role was emphasised.?®

The TaMHS evaluation team reported that, “Parents identified schools as the key point of contact for
concerns about mental health issues and identified teachers as the key group they turned to if
worried about their child’s mental health, and the group that provided most help in these
situations.”? This validates the approach taken in both programmes, which focused on building the
confidence and skills of staff within education settings to support children’s mental health, alongside
the goal of increasing access to specialist sources of support (whether that be increased provision
within education settings in TaMHS, or through more effective processes of referrals into local NHS
services in Schools Link). The approach appears to have worked well from the perspective of staff in
education settings who valued improved access to professional advice and support.?>2930 Staff

participating in the TaMHS programme also reported improvements in their own wellbeing.>°
Balancing top down and bottom-up implementation

All three programmes combined some degree of central direction and structure with opportunities
for local tailoring and adaptation. The importance of local flexibility was strongly emphasised, in
order that programme design and implementation could be shaped to local needs, circumstances
and ways of working. Particularly in relation to the IAPT programme, tension between these two
implementation ‘logics’ was described. Burn and colleagues reported a “lack of practical and
evidence-based implementation guidance to inform local teams as to how to embed the
[programme’s core] principles with everyday practice”, which they suggest may have reflected a
deliberate attempt to avoid implementing “from the top”.3! The reliance on quality improvement

collaboratives to share learning and best practice between IAPT sites did not provide the anticipated
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knowledge for implementation, and the researchers concluded that more central guidance and
support (e.g. on how to set up systems to record and report patient outcome data, which was widely
reported to be a major challenge for both IAPT programmes) would have been helpful. Conversely,
some IAPT practitioners were critical of the reliance on cognitive behaviour therapy, and were keen
that the programme supported local teams to train in and offer a wider range of interventions.?®
While service user feedback was generally positive, increasing choice in interventions and number of
sessions provided were common suggestions for service improvement.?®3* This is an issue we

explore in more detail in the next section.
Paraprofessionals in mental health delivery

The term ‘paraprofessional’ is not well defined, but generally refers to roles that, “do not have
formal professional or advanced educational training in health and/or human services but have some
degree of specific training” >® Given that they require less specialised training, paraprofessionals
offer a relatively rapid way of increasing a healthcare workforce and addressing gaps in service
provision.3® Our review explored the lessons learned from experiences of paraprofessionals working
in mental health delivery, with a particular interest in the insights from three English roles:
psychological wellbeing practitioners and children’s wellbeing practitioners (in the IAPT programme)
and primary care mental health workers, introduced in the early 2000s to support the management
of common mental health problems in primary care settings. Primary care mental health workers'
supported GPs in their mental health delivery, and were trained to deliver brief, evidence-based
interventions to people (including children) with common mental health problems. The key themes

emerging from the literature are presented below.

Role definition and role boundaries: the role of paraprofessionals was often poorly defined, with
ambiguity about their purpose or remit, and potential for overlap with other related roles.3”3%3°
Specifically in relation to primary care mental health workers, it was reported that other groups (e.g.
clinicians and managers) often had expectations that were different from or wider than the formal
remit of the role.*® While paraprofessionals were keen to establish firm role boundaries and practice
within the remit of the skills they had developed during training, this could be difficult to achieve, in
part due to the issue of role ambiguity described above. A key theme within the literature was that
of role creep, with some paraprofessionals reporting they were working beyond their capabilities or
experience.>**! For example, one study of primary care mental health workers reported that,
“Participants also highlighted the variety of issues they found themselves facing on their first foray

into clinical work. Although they were prepared to receive referrals for mild-moderate depression and

anxiety, they were unprepared for the range and complexity of psychological issues that they were
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eventually presented with.”** This raised significant risk management issues and could sometimes

cause feelings of alarm or acute anxiety.

Working in a structured model: paraprofessionals often reported enjoying and getting fulfilment
from their work with clients.3#*13 However, both IAPT therapists and service users reported that the
structured or ‘protocolised’ nature of the service limited opportunities to personalise the support
provided and could be a barrier to developing a positive therapeutic relationship.**3** Some
therapists felt that the service needed to expand the range of interventions beyond cognitive
behaviour therapy, to include approaches that were more fully ‘contextualised’ (i.e. attendant to
wider social, environmental and cultural factors that contributed to poor mental health).* Similar
issues have been raised by service users.*® The importance of tailoring approaches to specific groups
and needs was recognised and some opportunities to work flexibly — e.g. adapting the mode of
delivery, session frequency or modifying self-help materials — have been described.?®3% Adapting
ways of working or interventions often took additional time, either in sessions with service users or
in terms of preparatory work. This was felt to be insufficiently acknowledged and supported
institutionally, which further increased the demands of the role.*’**® Evidence suggests that some
IAPT practitioners may be more open to and comfortable working outside the standard therapeutic

model than others.*"*°

Training and supervision: in a small qualitative study with primary care mental health workers,
training was described as positive but was also felt to be rushed and intense because of the amount
of information that needed to be absorbed and range of new skills that had to be developed in a
relatively short amount of time.*? Participants reported a gap between what was learned in training
and the ‘real world’ issues that were confronted once in practice, with the need for further training
(for example, in working with people with more complex problems) identified. In a survey of 415
primary care mental health workers, 51% reported they had unmet training and development
needs.*® Additional training needs have also been identified by IAPT therapists, in particular to
enable them to tailor interventions and work effectively with specific groups and conditions not
covered in the national training curriculum.**° Training was felt to have paid insufficient attention
to the relevance of cultural issues in therapy and practical skills for working in a culturally sensitive
way.*”*8 The importance of good supervision was a recurrent theme, with more frequent and/or
higher quality supervision associated with better job satisfaction, lower burnout and disengagement,
and increased resilience.”*>3 There is evidence that more effective psychological wellbeing
practitioners make greater use of clinical supervision (and are more likely to flexibly adapt the
therapeutic model), although the direction of causality between these variables is not fully

understood.>*
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Stress and burnout: several studies reported high levels of emotional exhaustion, stress and burnout
among IAPT therapists, which were correlated with several factors including: high work demands,
long waiting times, lack of autonomy, perceived under-resourcing, managing and hold distress and
risk, and greater hours of inputting data and overtime.***3°>°¢ Heavy workloads was a common
theme, and it was noted that paraprofessionals often managed larger caseloads than professional
practitioners, despite having less training and (often) experience.?’3*%%57 Some IAPT practitioners
were of the view that the service’s target-oriented nature had resulted in the prioritisation of
quantity (i.e. number of people seen) over quality (i.e. user experience and outcomes).**>8 A

longitudinal study involving more than 1500 IAPT practitioners reported that:

“Discrepancies arose between the desired professional identity and what was considered
realistically achievable within systemic limitations...Service priorities (administration, targets,
outcome measures) obstructed delivery of adequate patient care leading to an oppressed,

negative and frustrated workforce.”**

Practitioners identified good supervision and support from colleagues as essential for managing the

demands of the job.?®

Retention and career progression: a strong theme emerging from the literature was that of
retention. Experiences of the first cohort of primary care mental health workers suggested that
levels of job satisfaction increased over time, but that attrition was also high and related to factors
include dissatisfaction with pay, insufficient supervision, and the absence of clear professional status
and career pathways.> High turnover rates for children’s wellbeing practitioners have also been
reported.3! Paraprofessional roles were often seen as a ‘stepping stone’ to other careers, such as

clinical psychology.3942

Remote delivery: a small number of studies explored issues arising from telephone or online support
in IAPT services. The option of remote support was felt to improve access to services, offer greater
flexibility to service users and potentially reduce stigma. At the same time though, it was reported to
be harder to build a therapeutic relationship with the person being supported, and difficulties
monitoring risks and outcomes in remote interactions were described.***” Therapists in one study
reported that telephone-based work was more isolating and that it felt like they were working in a
“call centre environment”.>’ Relatedly, some users of the IAPT service reported feeling “less
connected” to their therapist when support was provided over the telephone, and they were more
cautious about disclosing difficult information; although, conversely, others preferred this mode of
support.?® Survey research with IAPT practitioners in adult services found that greater hours of

telephone contact predicted higher rates of burnout among psychological wellbeing practitioners.>?
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Implications for the evaluation

Several recurring issues and experiences emerged from the evidence, which the evaluation team
kept in mind as research tools were designed and throughout the fieldwork and analysis process.
Specifically, the findings of the review suggested that key factors in the implementation of the

Trailblazers programme might include:

e Which organisations and sectors are involved in local programme design and
implementation, if/how different priorities and perspectives are balanced within partnership
working arrangements and the extent to which these arrangements are underpinned by a

shared language around mental health and wellbeing;

e Engagement of frontline staff (e.g. teaching and other school staff), and their capacity to

participate in programme implementation and ongoing delivery;
e Timescales for, and the allocation of resources to, programme implementation;

e Plans for sustaining the services and ways of working introduced through the programme,

beyond its pilot funding phase;

e If, and how, local implementation is tailored to, and integrated with existing approaches and

provision in individual education settings;

e The balance between centrally dictated and locally determined implementation, and the

extent of clarity at the local level about not only what is being implemented, but also how;

e Opportunities and challenges for education mental health practitioners — e.g. clarity about
and ability to work within a defined role and remit; confidence and ability to tailor
approaches to different contexts and mental health needs; adequacy of training and
support; workloads; opportunities for career development and progress; and experiences of

remote working.

We return to several of these themes in Chapter 12, where we consider whether these findings were

taken into account in the design and implementation of the Trailblazer programme.
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Chapter 3. Overview of the Trailblazer sites

Trailblazer characteristics

Key characteristics of the 25 Trailblazer sites are provided in Table 2 below. As this shows, each site
was funded to create between two and four MHSTs, and the average number of education settings
covered by each MHST varied considerably from 8 (Liverpool) to 35 (Newcastle). Participating
education settings ranged from small one-form primaries to large secondary schools and further
education colleges. There is similar variation in average populations covered by each MHST, with
many teams covering populations far in excess of the 8,000 pupils that was originally intended. Of
the 33 organisations named as MHST service providers, 70% are NHS trusts and the remaining 30%
are from the voluntary sector. MHSTSs are provided by one or more NHS trusts in 17 sites, by an NHS
and voluntary sector partnership in five sites, and by a voluntary sector organisation alone in three
sites. Some of the Trailblazer sites successfully bid for funding in later waves of the programme, and

so have several teams at different stages of development.

By the time our fieldwork started in November 2020, Stoke-on-Trent and North Staffordshire had
combined into a single Trailblazer, with a single project lead and shared MHST model delivered by
the same NHS trust. These two sites were also jointly awarded funding to pilot the four-week waiting

time.
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Table 2. Key characteristics of the Trailblazer sites

Harrogate Health and

Care Partnership

Partnership NHS Foundation

Trust

Trailblazer site Region Integrated Care MHST service provider(s) Number of Number of Children and 4WW time | MHSTs funded
System (ICS) MHSTs education lyoung people | pilot in subsequent
funded in settings population waves
Trailblazer supported by |covered by
wave MHSTs?! MHSTs?
Berkshire West South East Buckinghamshire, Berkshire Healthcare NHS 40 14,180 x 4
Oxfordshire and Foundation Trust; Brighter
Berkshire West Futures for Children
Bromley London Our Healthier South [Oxleas NHS Foundation Trust; 48 29,441 4 x
East London Bromley Y
Buckinghamshire South East Buckinghamshire, Oxford Health Foundation 29 17,441 v x
Oxfordshire and Trust
Berkshire West
Camden London North Central London([Tavistock and Portman NHS 27 15,101 v x
Partners in Health Foundation Trust
and Care
Doncaster and North East and [South Yorkshire and |Rotherham, Doncaster and 57 32,968 v x
Rotherham Yorkshire Bassetlaw South Humber NHS
Foundation Trust
Gloucestershire South West One Gloucestershire |Gloucestershire Health and 70 38,597 v x
Care NHS Foundation Trust;
TIC+
Greater North West Greater Manchester [Manchester University NHS 64 44,525 v 4
Manchester® Health and Social Foundation Trust; 42nd Street;
Care Partnership Manchester Mind; Place2be
Haringey London North Central London|Barnet, Enfield and Haringey 37 32,321 4 x
Partners in Health Mental Health Trust
and Care
Hertfordshire East of England [Hertfordshire and Hertfordshire Partnership 32 25,953 x v
West Essex University NHS Foundation
Trust
Hounslow London North West London |[West London NHS Trust 24 16,997 x v
Kirklees North West West Yorkshire and [South West Yorkshire 38 16,776 x v
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Trailblazer site Region Integrated Care MHST service provider(s) Number of Number of Children and 4WW time | MHSTs funded
System (ICS) MHSTs education lyoung people | pilot in subsequent
funded in settings population waves
Trailblazer supported by  |covered by
wave MHSTs?! MHSTs?
Liverpool North West Cheshire and Alder Hey Children’s NHS 24 8,788 x 4
Merseyside Health  [Foundation Trust
and Care Partnership
Newcastle North East and |North East and North [The Children’s Society 105 47,392 x x
Yorkshire Cumbria
North Kent South East Kent and Medway  |North East London NHS 36 31,172 x x
Foundation Trust
North Staffordshire  |Midlands Together We're North Staffordshire Combined 23 6,921 v v
Better — Staffordshire [Healthcare NHS Trust
and Stoke-on-Trent
Northumberland North East and |North East and North [Cumbria, Northumberland 27 9,224 v 4
Yorkshire Cumbria Tyne and Wear NHS
Foundation Trust
Nottinghamshire Midlands Nottingham and Nottinghamshire Healthcare 41 16,625 x v
Nottinghamshire NHS Foundation Trust
Oxfordshire South East Buckinghamshire, Oxford Health NHS Foundation 34 16,803 4 v
Oxfordshire and [Trust; Response
Berkshire West
South Tyneside North East and |North East and North [South Tyneside and 33 18,074 x v
Yorkshire Cumbria Sunderland NHS Foundation
[Trust; Cumbria,
Northumberland Tyne and
Wear NHS Foundation Trust
South Warwickshire |Midlands Coventry and Coventry and Warwickshire 45 16,890 v x
Warwickshire Partnership NHS Trust
South West London |London South West London |South West London and St 44 25,954 x v
Health and Care George's Mental Health NHS
Partnership Trust
Stoke on Trent Midlands Together we're North Staffordshire Combined 28 24,237 4 v

better — Staffordshire
and Stoke-on-Trent

Healthcare NHS Trust
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Trailblazer site Region Integrated Care MHST service provider(s) Number of Number of Children and 4WW time | MHSTs funded
System (ICS) MHSTs education lyoung people | pilot in subsequent
funded in settings population waves
Trailblazer supported by  |covered by
wave MHSTs?! MHSTs?
Swindon South West Bath and North East |Barnardo’s 37 35,854 x v
Somerset, Swindon
and Wiltshire
Tower Hamlets London North East London  |East London NHS Foundation 22 16,349 4 x
Health and Care Trust
Partnership
West London London North West London |[Hammersmith and Fulham 30 12,440 x x

Mind

Data provided by the Department for Education.
For Trailblazer sites where participating education settings included further education colleges, the ‘Children and young people population covered by MHSTs’ figure might — if those

colleges accept mature learners — include adults aged 19 and above. Publicly available data on registered student populations in further education colleges does not separately report

students aged 16-18 and those aged 19 and above.
The approach in Greater Manchester has been markedly different from the other Trailblazer sites. Under their devolution agreement, Greater Manchester had already established a
programme focused on preventing mental health problems through schools-based interventions: the Mental Healthy Schools Pilot. The additional funding from the Trailblazer

programme was initially invested in this pilot and supported teams that were delivering similar functions to MHSTs (including a focus on delivering direct support to children with mild-
moderate mental health problems) but that were different in composition and approach. Since early 2020, the approach in GM has become more closely aligned with the national MHST

model.
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Demographic and mental health service profiles

Data on a range of indicators have been collated to create demographic and mental health service
profiles for each of the 25 Trailblazer sites. For each indicator, data were gathered that related to
the lead CCG population in Trailblazer sites and service-related information from the main NHS
provider of specialist children and young people’s mental health services in the area. We used data
reported closest to December 2018, to create a snapshot of population characteristics and service
performance at the time that the Trailblazer sites were announced. The methodology, description of

indicators used and full data tables can be found in Appendix 3 (see Tables 13, 14 and 15).

This section provides an overview of the data, including Trailblazer and national averages, and
describes the highest and lowest values for each indicator to give a sense of the diversity across the

25 sites (Table 3).
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Table 3. Comparison of national and Trailblazer averages for key demographic and mental health service indicators

Indicator Reporting period National average Trailblazer average Highest value for a Lowest value for a
Trailblazer site Trailblazer site

2018/19 14.6% 18.7% 54.8% 1.6%
Black and Minority Ethnic Population (%; by CCG)
Index of multiple deprivation (by CCG; larger scores 2019 21.7 22.2 42.4 10.0
indicate higher deprivation)*
Estimated prevalence of emotional disorders: ages 2017/18 3.6% 3.6% 4.2% 3.1%
5-16 (% of population; by CCG)
Estimated prevalence of common mental disorders: 2018/19 16.9% 17.6% 22.8% 13.3%
ages 16 and above (% of population; by CCG)
The percentage of referrals to NHS CYPMHS that are 2018/19 34.0% 30.1% 46% 12%
closed before treatment (by CCG)
Average waiting time between referral to NHS 2018/19 53 days 59 days 90 days 29 days
CYPMHS and second contact (by CCG)
Total number of children referred to NHS CYPMHS as 2018/19 3.6% 3.52% 6.20% 2.32%
a proportion of the under-18 population (by CCG)
Mental health spend per child (by CCG) 2018/19 £59.22 £68.75 £140.18 £39.32
CCG spend on children’s mental health as a 2018/19 0.92% 1.03% 1.82% 0.67%
percentage of total CCG budget
Provider in SOF segment 3 or 4 during the year (by 2018/19 SOF 3: 28% of providers SOF 3: 12% of providers NA NA
NHS CYPMHS provider)? SOF 4: 9% of providers SOF 4: 0% of providers
CQC Trust rating: overall (by NHS CYPMHS provider) 2017-2018 Outstanding: 6% Outstanding: 16% NA NA

Good: 60% Good: 76%
Requires improvement: Requires improvement:
31% 8%
Inadequate: 3% Inadequate: 0%
CQC Trust rating: specialist community mental 2015-2018 Outstanding: 9% Outstanding: 17% NA NA
health services for children and young people (by Good: 65% Good: 67%
NHS CYPMHS provider)? Requires improvement: Requires improvement:
24% 17%
Inadequate: 2% Inadequate: 0%
1.  Index of Multiple Deprivation is a measure of relative deprivation and combines information on seven domains of deprivation: income; employment; education, skills and training; health and disability; crime;

barriers to housing services; and living environment.

2. The Single Oversight Framework (SOF) is intended to help NHS England and Improvement identify NHS trusts that may be in need of support. The score for each trust is based on an assessment across five
domains: quality of care, finance and use of resources, operational performance, strategic change and leadership and improvement capability. SOF segment 3 is “providers receiving mandated support for
significant concerns”; segment 4 is “providers in special measures”.

3. Norating is available for Greater Manchester Mental Health NHS Foundation Trust pre-2019, as specialist community mental health services for children and young people was added as a core service to the

trust only in April 2018.
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Routine data, especially on service performance, can be difficult to interpret without additional
contextualising information, and therefore some caution should be exercised when comparing the

figures presented in the table above. Notwithstanding, some general observations can be made:

e Trailblazer sites had proportionally larger ethnic minority populations (18.7%, versus 14.6%)
and recorded slightly higher levels of deprivation, compared to the national average. There
was also substantial variation across the 25 Trailblazers for these two indicators. For
example, the percentage of local populations from ethnic minority groups ranged from a low
of 1.6% to a high of 54.8%. IMD (Index of Multiple Deprivation) scores ranged from a low of
10.0 to a high of 42.4.

e Average recorded prevalence of emotional disorders among 5-16 year olds was identical in
the Trailblazer sites and for England overall, at 3.6%. Prevalence of common mental
disorders among those aged 16 and above was slightly higher in the Trailblazer sites (17.6%)

compared to the national average (16.9%).

e On average, Trailblazer sites were spending more on children’s mental health services per
child (£69 in Trailblazer sites, compared to a national average of £59) and as a proportion of

the overall CCG budget (1.03% in Trailblazer sites, compared to 0.92% national average).

e Similarly, the performance of NHS specialist children and young people’s mental health
services was better in Trailblazer sites, with the exception of waiting times between referral
and second contact. In terms of overall Care Quality Commission (CQC) ratings for the trusts
providing children and young people’s mental health services in the Trailblazer sites, 92%
were rated outstanding or good (compared to 66% of trusts in England overall). At the time
that data were reported, 37% of all NHS trusts providing mental health services to children
and young people were considered to have significant support needs or were in special

measures, compared to only 12% in the Trailblazer sites.

e Some of the indicators reported above are particularly difficult to interpret, including ‘The
percentage of referrals to NHS CYPMHS [Children and Young People’s Mental Health
Services] that are closed before treatment’ and ‘Total number of children referred to NHS
CYPMHS as a proportion of the under-18 population’. Trailblazer averages for both of these
indicators were slightly lower than the national average, but there may be several
explanations for this. For example, the smaller proportion of children and young people
being referred to NHS services in Trailblazer sites might be reflective of child and parental

preferences for support, local referral practices and thresholds, extent and effectiveness of
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preventive activities and programmes, or the availability of non-NHS services in the areas

concerned (e.g. services provided by voluntary sector organisations or local authorities).

The stronger performance of specialist NHS services in the Trailblazer sites, compared to the

national picture, is to be expected. As we noted in Chapter 1, the criteria for selecting Trailblazers

included several requirements relating to local investment in children and young people’s mental

health services and the performance of those services. For example, the selection criteria explicitly

excluded CCGs in special measures, and NHS provider trusts rated by the Care Quality Commission as

‘inadequate’.

Funding received by Trailblazer sites

Information on the funding awarded to Trailblazer sites in the first three years of the programme

was provided by NHS England and Improvement, although is not reported here due to it being

classified as commercial-in-confidence. This information showed substantial variation in the funding

amounts awarded to the sites. For example, funding in the 2019/20 year ranged from £108,284 to

£1,300,994, with most sites receiving between £300,000 and £800,000. We sought explanation from

the programme team about the factors accounting for this variation and they gave several reasons

for this:

Some sites commenced local set up of the programme later than others; where this was the

case, they received less (or no) funding for 2018/19.

As mentioned in Chapter 1, the standardised workforce model and funding allocation for
MHSTs was introduced after the Trailblazer wave. Trailblazers bid for varying amounts; in
some cases, this included funding for non-staff costs (e.g. to secure specialist advice or
project management input, or purchase online mental health support services) and/or for
more specialist roles (e.g. speech and language therapists). Three Trailblazers were awarded

funding for additional services or elements (Bromley, Haringey and West London).

In a small number of cases, the national programme team felt a site did not have adequate
staffing (e.g. not enough staff or inappropriate skill/seniority mix) to deliver the core MHST
functions, and they were given the opportunity review and alter their staffing composition.
This resulted in an increase in the funding for two sites (Nottingham and North

Staffordshire) to enable them to recruit additional EMHPs to their teams.

With the information we have, it is not clear whether the variation in funding amounts across sites

can be fully accounted for by the reasons above. Some sites with similar team compositions,

population coverage and geography received very different funding amounts. This important issue is
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one that will need to be explored further in the planned impact evaluation of the Trailblazer

programme.
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Chapter 4. Methods

Study design

The overall aim and detailed objectives of the evaluation are presented in Box 3 (Chapter 1) above.
To meet these aims and objectives, a mixed-methods evaluation was designed which included
guantitative and qualitative data collection, alongside analysis of other information and data
provided by the national team, and research at local, regional and national levels. Underpinning the
study is an evaluation framework which collected and analysed data at four levels: children, young
people and families; mental health support teams (MHSTSs); education settings; and wider local

systems (see Appendix 4 for more details).
The evaluation comprised three work packages:

e Work package 1: Establishing the baseline and understanding the development and early
impacts of the Trailblazers. This involved research across all 25 Trailblazer sites and

interviews with the programme’s regional and national leads.

e Work package 2: More detailed research with a range of stakeholders in five purposively

selected Trailblazer sites, and focus groups with children and young people.

e Work package 3: Scoping and developing options for a longer-term assessment of the
programme’s outcomes and impacts. A summary of the activities and analysis that

comprised this work package, and the key findings, is reported in Chapter 11.

Copies of all the research tools, and the coding framework for the qualitative analysis, can be found
in Supplementary File 1. Design of the research tools and data analysis was informed by the scoping
work (see Chapter 1 for more details), the literature and evidence reviews reported in Chapter 2,
and two preliminary programme theories of change: one developed by the evaluation team during
the initial months of the study (see Documents C and D in Supplementary File 2) and the other
developed by the national programme team in early 2019 (subsequently revised in summer 2021).
Assumptions and critical tensions inherent in the programme logic were surfaced and developed
into lines of enquiry that were explored through the surveys and qualitative research. Questions
were also included in all research tools on the impact of Covid-19 on programme implementation,

on MHST set up and delivery, and on children’s mental health and support needs.
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Data collection

Surveys

Data collection included two surveys, each undertaken twice: i) a survey of participating education
settings in the Trailblazer sites; and ii) a key informant survey of local stakeholders involved in the

programme.
Education settings surveys

Two surveys were conducted of education settings participating in the Trailblazer programme.
Contact details for the senior mental health leads (or MHST coordinator, where this role was not in
place) in participating settings were obtained from the project lead for each Trailblazer site in early
2020. The questionnaire was designed with input from a range of experts and stakeholders,
including a number of local project leads and other key personnel in sites participating in the
programme (both Trailblazer sites and later waves); members of the national programme team from
the Department for Education; and specialist advisors to the evaluation team with expertise in

mental health promotion and provision within education settings.

The first survey was open from November 2020 to February 2021, and the second survey was open
from October to December 2021. Contacts were sent an invitation to complete the survey by email,
and up to three reminders. Several local project leads agreed to contact education settings in their
site to encourage completion of the survey. The surveys were administered using the online
platform Qualtrics, and each took 15 minutes on average to complete. Invitations were sent to 1,008
valid email addresses in the first survey and to 936 addresses in the second. The smaller number of
invitations sent at follow-up was due to the reduced number of valid email addresses available to

contact (as a result of staff turnover since the addresses were originally obtained in 2020).

Table 4 provides details of the number of invitations sent to each site, and responses received.
Although the response rate was lower than we aimed to achieve (30% for the first survey and 17%
for the second survey), we still managed to obtain at least two responses from each Trailblazer site
in each survey. Response rates were considerably higher from some Trailblazer sites than other (e.g.
Bromley and Buckinghamshire in the first survey, Hertfordshire and North Kent in the second), and
caution must be applied when considering the generalisability of the findings. The response rate for
the first survey was very close to the 29% response rate achieved by the Department for Education
Mental Health Experience Survey of education settings in waves 1 and 2 of the programme (the
corresponding figure for the Department for Education baseline provision survey in Trailblazer sites

was not available to us). Table 5 shows the distribution of responses by respondents’ roles; in both
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surveys, the majority of those who participated identified as the senior mental health lead for their

setting.

Table 4. Responses to education settings surveys

Trailblazer site

First survey

Second survey

Invitations Responses Response Invitations Responses Response

sent received rate (%) sent received rate (%)
Berkshire West 41 4 9.7 35 3 8.6
Bromley 48 23 47.9 44 9 20.5
Buckinghamshire 43 20 46.5 34 10 29.4
Camden 26 3 11.5 20 5 25.0
Doncaster & 38 13 34.2 30 5 16.7
Rotherham
Gloucestershire 70 29 41.4 69 16 23.2
Haringey 37 15 40.5 36 9 25.0
Hertfordshire 31 9 29.0 29 10 34.5
Hounslow 20 5 25.0 18 4 22.2
Kirklees 37 14 37.8 37 7 18.9
Liverpool 24 10 41.6 24 5 20.8
Newcastle 109 25 22.9 106 12 11.3
North Kent 35 12 34.2 32 11 34.4
North Staffordshire & | 65 23 354 64 8 12.5
Stoke on Trent
Northumberland 33 7 21.2 30 4 13.3
Nottinghamshire 43 5 11.6 42 2 4.8
Oxfordshire 36 7 19.4 33 2 6.1
South Tyneside 60 18 30.0 55 6 10.9
South Warwickshire 50 6 12.0 49 3 6.1
South West London 64 26 40.6 61 19 31.1
HCP
Swindon 43 12 27.9 39 2 5.1
Tower Hamlets 25 8 32.0 21 2 9.5
West London 30 5 16.6 28 5 17.9
Total 1008 299 29.6 936 159 16.9

Table 5. Breakdown of education settings survey respondents by role

Role of respondent*

Survey 1: Total number
of responses

Survey 2: Total number
of responses

Senior mental health lead for Trailblazer 185 (62%) 69 (43%)
programme

Lead for mental health, not specifically in relation 111 (37%) 44 (27%)
to the Trailblazer programme

Deputy head teacher, vice principal or equivalent 62 (21%) 33 (21%)
MHST coordinator 41 (14%) 23 (14%)
Head teacher, principal or equivalent 46 (15%) 26 (16%)
Other member of senior leadership team 71 (24%) 28 (18%)
SENCO or equivalent 100 (33%) 48 (30%)
Other teaching staff 22 (7%) 9 (6%)
Pastoral lead 78 (26%) 33 (21%)
Support staff 50 (17%) 25 (16%)
Year head 4 (1%) 0 (0%)
Other 35 (12%) 10 (6%)
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* Respondents could select more than one role

Answers to the fixed-response questions were exported into Excel for quantitative analysis, while
responses to open-ended questions were analysed and grouped into themes for reporting. An initial
set of themes was developed after reading all the free-text responses and these were further refined
during discussions with the research team. Given the large amount of qualitative data and range of
themes emerging from the free-text responses, a list of the key themes for each question was
produced and used to support comparison and synthesis of survey findings with the other data

collected for the study, and for reporting.
Key informant survey

Two surveys were conducted of individuals who were playing or had played a central role in the
design and implementation of the MHSTs in their area. As with the education settings survey, the
key informant surveys were designed and refined in collaboration with a range of stakeholders,
including specialist advisors to the evaluation team and a small number of MHST service managers
(from Trailblazer sites, and sites participating in later waves of the programme). Trailblazer sites
were asked to provide a list of contacts for the surveys, to include people in key programme design,
implementation and delivery roles. In both waves of the survey, all stakeholders were asked the
same core set of questions, with additional questions posed to some groups (MHST managers,
education leads and project leads) to obtain further details on specific aspects of the programme

locally, such as resourcing. The surveys were administered using the online platform SmartSurvey.

The first survey ran from December 2020 to May 2021; an invitation to participate was sent to 291
people with 76 responses (26%). The second survey ran between October and November 2021; 253
people were invited and 65 responded (26%). Tables 6 and 7 summarise the profile of respondents
by site and role. We received at least one response from each Trailblazer site in both surveys.
Broadly there was a good spread of responses across the different roles, although in each survey
there were only two responses from people working in specialist NHS mental health services. In the
second survey, respondents were also asked how long they had been working on the Trailblazer

programme, to which most (85%) responded 18 months or longer.

Data were exported to Excel for analysis. Fixed-response questions were quantitatively analysed in

Excel. Responses to open-ended questions were grouped and thematically analysed.
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Table 6. Responses to key informant surveys

First survey Second survey
Invitations | Responses | Response Invitations | Responses | Response
Trailblazer site sent received rate sent received rate

Berkshire West 9 3 33.3% 8 3 37.5%
Bromley 14 5 35.7% 13 3 23.1%
Buckinghamshire 1 16.7% 1 16.7%
Camden 1 14.3% 2 50.0%
Ecc::h(::rsf:z:nand 8 4 50.0% 7 3 42.9%
Gloucestershire 6 2 33.3% 11 4 36.4%
Haringey 19 9 47.4% 17 4 23.5%
Hertfordshire 8 4 50.0% 2 22.2%
Hounslow 1 20.0% 1 20.0%
Liverpool 11 3 27.3% 13 8 61.5%
Greater Manchester 17 5 29.4% 13 4 30.8%
North Staffs/Stoke on 9 5 3

Trent 55.6% 33.3%
Newcastle 6 1 16.7% 1 20.0%
North Kent 12 6 50.0% 11 7 63.6%
Kirklees 11 2 18.2% 3 33.3%
Northumberland 1 14.3% 1 12.5%
Nottinghamshire 3 42.9% 1 11.1%
Oxfordshire 19 5 26.3% 12 3 25.0%
South Tyneside 13 4 30.8% 13 2 15.4%
South Warwickshire 5 2 40.0% 5 1 20.0%
South West London HCP 19 4 21.1% 19 1 5.3%
Swindon 7 3 42.9% 7 3 42.9%
Tower Hamlets 23 1 4.3% 21 3 14.3%
West London 5 1 20% 5 1 20%
Total 253 76 30.0% 239 65 27.2%

Table 7. Breakdown of key informant survey respondents by role

Role* Survey 1: Total number | Survey 2: Total number
of responses of responses

Project lead 15 (20%) 11 (17%)
Senior responsible officer 6 (8%) 4 (6%)
CCG lead 10 (13%) 14 (22%)
MHST manager 15 (20%) 17 (26%)
Education lead 10 (13%) 8 (12%)
Specialist NHS mental health service 2 (3%) 2 (3%)
Local authority (not education lead) 6 (8%) 12 (18%)
Voluntary sector 11 (14%) 4 (6%)
Other 4 (5%) 0 (0%)

* Respondents could select more than one role
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In-depth research in case study Trailblazers

Case study selection

The project team initially sought to secure agreement from six Trailblazer areas to undertake in-
depth research with a range of stakeholders. A table was created to provide a descriptive overview
of the 25 sites, drawing on the statistical profiles reported in Chapter 3 and also including:
geographical location (based on NHS region); MHST staffing composition; MHST contract holder(s);
MHST coverage (number of schools and pupils); extent and nature of children and young people’s
involvement in designing and implementing the Trailblazer MHSTs and any other potentially
important factors (e.g. MHSTSs targeting specific population groups), drawn from local site
documentation. At the start of the study, we received background documentation from the national
programme team on each of the Trailblazer sites. While the information was helpful for initial
familiarisation, it was variable in terms of quality and completeness, and mostly dated back to when
areas were applying to join the programme (2018) and preparing preliminary project plans (early
2019). Therefore, we planned to gather more up-to-date information from the Trailblazers to guide
the selection of case study sites in the first key informant and education setting surveys. In order to
make up some of the time lost when the study was paused in 2020, due to Covid-19, a decision was
taken to run these surveys in parallel to selecting and setting up case study sites. As a result, at the
point at which case study sites were being selected, the information we had on the Trailblazers and
their contextual characteristics was limited, and some characteristics were excluded from

consideration.

Six members of the research team discussed and agreed the criteria to guide the selection process.
Priority was given to characteristics that our preliminary research indicated may be influential in
shaping local models and implementation processes, and for which we had relatively high quality
and complete data. Six sites were then selected, seeking to maximise diversity on the priority
characteristics (geographical location, to ensure representation of sites across England, rural/urban
classification, population ethnic diversity and deprivation, and MHST staffing composition and

contract holder).
Recruitment of case study sites

A researcher was allocated to each site to act as their point of contact and to undertake data
collection; there was also an overall case study lead who provided support and ensured consistency
of approach across sites. All researchers had substantial prior experience of undertaking and

analysing qualitative interviews. Contact was made with the project lead for each of the sites
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selected via email, including an information sheet detailing the purpose of the case study research
and what it would involve. Once a site had agreed in principle to take part, a familiarisation meeting
was held (remotely) to discuss the specifics of the qualitative research process, including timing and
ethical considerations; for local teams to provide an overview of the Trailblazer programme in their
area including how it was run and the local context; and to compile a preliminary list of people to
invite to participate in an interview (with further interviewees identified as the research progressed).
Sites were also asked to provide researchers with any key documents relating to the design and/or

implementation of the Trailblazer programme in their area.

Five of the sites initially approached agreed to participate in the research. One site did not respond
to a series of emails over a four month period so an alternative site was approached, with
comparable characteristics, which agreed to become a case study. One of the sites initially recruited
subsequently withdrew, citing challenges with staff turnover and workload pressures. Due to the
late timing of this withdrawal, it was decided not to invite an alternative site, so five case study sites

were included.
Recruiting participants and conducting interviews

We sought to interview between 10 and 15 participants in each site. Potential interviewees were
approached by email, which included an information sheet and consent form to sign and return if
they agreed to take part. Between July 2021 and February 2022, 71 people took part in an interview
across a range of roles as outlined in the Table 8 below. Only two people explicitly declined to take
partin an interview (one was new in post, and the other had left the MHST); a further 22 people
either did not respond to our initial invitation email or responded to say that they would take part
and then did not reply to subsequent communication. Three people were unable to participate,
either because they were ill at the time or due to maternity/paternity leave. The pattern of non-
participation varied from site to site, but the numbers recruited from schools and colleges was
notably lower than we had hoped for. The study did not formally aim to achieve data saturation, but
participant samples were regularly reviewed during the data collection phase, and later recruitment
specifically targeted roles or groups that were under-represented (including senior mental health

leads and staff in NHS specialist mental health services).
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Table 8. Participants in case study interviews by site and staff role

Area Education Mental health | School and Individuals in Other Total number
mental health | support team | college staff Trailblazer organisations” | of people
practitioners | staff (not governance interviewed

including and
EMHPs) management
roles

Site 1 4 3 1 6 0 14

Site 2 5 3 2 2 0 12

Site 3 3 4 2 6 2 17

Site 4 4 3 1 2 2 12

Site 5 3 2 3 3 5 16

Total 19 15 9 19 9 71

* Included voluntary sector organisations, NHS provider trusts and local authorities

A suite of topic guides was developed with questions tailored to different roles, informed by
previous data collection, relevant literature (Chapter 2), and the study aims and objectives. All
interviews (case study, regional and national leads) were conducted remotely via Microsoft Teams or
Zoom, due to Covid-19 restrictions in place at the time. Consent was obtained before the interview,
including consent to record the interview on a voice recorder. One interviewee asked that the
interview not be recorded, so detailed notes were taken during and immediately after the interview
instead. Interview duration ranged from 26 minutes to an hour and 17 minutes. Recordings were
transcribed verbatim, and transcripts checked for accuracy (with researchers returning to the
original voice recording if they needed to address any transcription gaps or errors) and then

anonymised.
Interviews with national programme team and regional leads

All NHS England and Improvement and Department for Education regional programme leads were
invited to twice to an interview: between November 2020 and January 2021, and again between
November 2021 and January 2022. Participants were given the opportunity to be interviewed alone
or with the other lead(s) from their region, and to invite other regional colleagues to join the
interview if they wished. A total of 26 people were interviewed in each round, with 12 people

interviewed in both rounds (making 40 unique interviewees).

Additionally, in January and February 2022, group interviews were undertaken with members of the
national programme team from the Department of Health and Social Care, Department for
Education, NHS England and Improvement and Health Education England. A group interview was
also undertaken with key personnel from two universities delivering education mental health

practitioner training, and a further interview with a senior advisor on children’s mental health to
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NHS England and Improvement. Eight interviews were undertaken, involving a total of 21 people

(see Table 9 below).

Table 9. Interviews with national programme team and regional leads

Organisation Number Number Number
interviewed at interviewed at interviewed at
regional level regional level national level
(November (November (January —
2020-January 2021-January February 2022)
2021) 2022)

Department for Education 9 8 6

NHS England and Improvement 13 13 4

Department of Health and Social Care | 0 0 4

Health Education England 2 4 2

Training providers 0 4

Other 2 1 1

Total 26 26 21

Interviews were semi-structured and followed tailored topic guides. These covered a range of
themes including: national and regional contexts for the programme; progress to date; the impact of
Covid-19 on plans and implementation; experiences of Trailblazer programme development and
delivery; partnership working; early impacts; what was working well and less well; and plans for

future development of the programme.
Data analysis and synthesis
Analysis of qualitative data

Using a team-based approach, qualitative data from the case study interviews were analysed
thematically and comparatively, guided by the principles of the framework method.®® A coding
framework was initially developed by the case study research lead, using the themes from the topic
guide and insights from the literature review (Chapter 2). This was further developed following
discussions within the case study team and preliminary coding of a sample of interviews. The final
coding frame (Supplementary File 1) was then used to code the remainder of the interviews. Coding
was undertaken by four members of the team, three of whom had conducted interviews at case
study sites, and an additional researcher was brought in to free up colleagues to focus on other data
collection activities. Nvivo was used for data management. A similar process was followed for the
regional and national interviews, using the coding framework already developed for the case study
interviews to which new themes were added as they emerged from preliminary familiarisation with
the data. Coding was undertaken by the two researchers who had led these interviews, who worked

closely to ensure consistency of approach and interpretation.
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Throughout the analysis process fortnightly meetings of the researchers involved in conducting
and/or analysing qualitative interviews were held to discuss emerging themes, explore similarities
and differences between sites and the potential reasons for these, and to ensure that the coding
framework was being applied consistently. Findings from the earlier research and emerging insights
from concurrent analyses (e.g. of the survey data) were shared during these meetings, and this
initiated the process of data synthesis. In addition, two full team analysis workshops were held at
which emerging themes and variation across the case study areas were explored, and synthesis of
the qualitative, quantitative and routine data was formally discussed. A narrative summary of the
findings for each site was produced using an agreed structure, which enabled synthesis and

comparison of findings between sites.
Cross analysis and synthesis of data

Initially, each dataset was independently analysed by the research team member(s) leading that
element of data collection. In both phases of data collection, a structured template was developed
for team members to produce detailed summaries of significant findings from their data collection
activity to support comparison and synthesis, and these were shared with all members of the team.
These summaries were discussed at the fortnightly team meetings held throughout the study and at
five data analysis workshops (three workshops in the first phase of data collection, two in the second
phase). Insights from the different sources of data were compared, recurrent themes and issues
requiring further investigation were identified, and key themes for reporting were agreed. The
workshops during the first phase of fieldwork were also used to generate a list of priority topics for

the data collection to follow.

As well as looking for commonalities, attention was also paid to identifying and exploring
divergence: between the views and experiences reported and between the different types of data.
What emerged from this comparative analysis was an apparent divergence between the quantitative
and qualitative data. Specifically, people’s intentions and expectations for the programme —
reflected in the quantitative survey data — were generally positive. In the interviews and free-text
responses to the survey, there was a greater focus on the challenges that had arisen during the
design and implementation of the programme. This points to the value of the mixed-method design,
which has provided a more balanced picture of the programme and how it has been received and
implemented locally than would have been the case with either a purely qualitative or quantitative

study.
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Focus groups with children and young people

Two of the case study sites were selected to recruit schools to participate in focus groups. The
possibility of participating in the focus group research was raised with all five sites at the
familiarisation meeting. The final selection was largely pragmatic, with priority given to those sites
able to provide sufficient reassurances that there were primary and secondary schools involved in
the programme locally that would be willing to host a focus group, and recruit and support a diverse
group of children to participate. The selection of schools to approach was discussed between the
research team’s lead for the focus group research and the local project lead in both sites, and in
total five schools agreed to take part: three primary and two secondary schools. Each school
determined a local contact person to oversee the consent process and to run the focus group within
the school. Due to Covid-19, we arranged to host the focus groups online via MS Teams or Zoom
(depending on the school preference), with a school facilitator with the children in a classroom, and

the research team joining online.

We did not explicitly recruit young people who had mental health problems and/or had been
supported by an MHST, however the information disclosed by participants during the groups
suggested that many had self-selected to take part because of an interest in issues of mental health
(including having lived experience). In practice, we had a mixture of children who had accessed
MHSTs and those who had not. The purpose of the groups was not to discuss individual mental
health, rather it was to explore young people’s views about how their school promoted and
provided support for mental health and wellbeing, whether and how this had been affected by
Covid-19, and their awareness and understanding of the MHST. All children were offered the
opportunity to have a one-to-one interview if they felt uncomfortable participating in a focus group,
however no children took up this option. Schools sent the invitation to participate either to a single
year group or to the whole school, the latter resulted in mixed-year focus groups. There was
variation in the approach adopted by schools to recruitment, which we accept may have introduced
some element of bias. However, this was the least disruptive and most pragmatic way of recruiting
during Covid-19 and resulted in a broad spectrum of children and young people taking part. For
example, in one school, the lead for wellbeing deliberately included students who had learning

disabilities or children who were in kinship placements or local authority care.

Schools recruited children and young people directly by e-mailing out a digital participant
information video and linked consent form to parents and children who were interested in taking
part. The participant information video detailed the relevant ethical considerations including risks of

participating and outlined that all information would be kept confidential unless the children
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disclosed something that would need onward referral, at which point the school Designated
Safeguarding Lead would be notified. The consent process for the focus groups was also managed
online. A consent form was built in Qualtrics, which participants worked through and then signed

using an electronic finger signature on their devices.

The composition of the focus groups was determined by the school given the practical constraints
involved. This resulted in one single sex focus group and four mixed groups; two single and three
multiple year focus groups; and a range of ages from eight to 16 (see Table 10). We are not able to
report ethnic background as several parents declined to provide this information; the information
we did collect indicated that the majority of children who participated were white British, but there
was representation from other Black British and Ethnic Minority Groups (e.g. Filipino). Groups
included children with special educational needs, children who were in the care of the Local

Authority, and children supported under school Pupil Premium plans.

The focus groups were, where possible, co-facilitated by a member of the University of Birmingham
Institute for Mental Health Youth Advisory Group (YAG) or a Youth Involvement Co-Lead. By ‘co-
facilitation” we mean that the questions on our co-designed topic guide were equally shared
between the facilitators. All researchers (including YAG members) collected their own field notes
and were reciprocal researchers involved in hosting and chairing the focus groups. In working in this
way, we sought to uphold NIHR guidance on co-producing research: sharing of power; respecting
and valuing the knowledge, perspectives and skills of all those working together on the project;

reciprocity; and building and maintaining relationships.®!

Table 10. Focus group participant characteristics

Focus group Group 1 Group 2 Group 3 Group 4 Group 5

characteristics

Setting Primary Primary Secondary Primary Secondary

Number of 7 5 9 8 3

participants

Group type Multiple Year group Year group Multiple Multiple
years years years

Age range 8-11 8 15-16 8-12 12-14

Gender Mixed Mixed Female only Mixed Mixed

Co-facilitated Yes No Yes Yes No
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Focus groups were audio-recorded as some children recruited were under Special Guardianship
Orders and video recording was not permitted. Ethnographic notes were taken by the research team
alongside the audio-recordings to ensure a rich picture of the focus groups was developed for
further analysis. Audio-recordings were fully transcribed and thematically analysed using NVivo. All
participant information was anonymised and securely stored on the University of Birmingham

servers in line with the Data Management Plan.

When the study was designed, a decision was taken not to include research with children and young
people who had received direct support from MHSTs. This was driven by concerns about the
feasibility of securing appropriate permissions and undertaking such research in what was then
expected to be a rapid study timescale. As we discuss in Chapter 12, this is a recognised limitation of
the study, and we understand that the longer-term impact evaluation is expected to address this gap

in understanding.
Other sources of data that have informed the analysis

In addition to the data collection activities described above, the evaluation team collected and
reviewed data from a number of other sources to inform its understanding of the programme and

the analysis. These additional sources of data comprised:
e Scoping interviews
e Familiarisation visits
e Trailblazer document review
e Programme monitoring data
o Department for Education baseline provision survey and experience surveys
e Financial data on the funding received by Trailblazer sites

e Mental health and service profiles for each Trailblazer, compiled from administrative data

(see Chapter 3).

More information on each of these can be found in Appendix 5.

Involvement of young people

The evaluation involved young people with lived experience of mental ill health from the earliest

stage. The Institute for Mental Health Youth Advisory Group (IMH YAG) at the University of

Birmingham acted as an expert reference group for this research. The IMH YAG is a panel of young
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people aged 18-25 who have experience of youth mental health. All panel members involved in this
research were paid for their time. Meetings were held at key strategic points in the project (five in

total).

Youth involvement took place during the protocol writing and across the project at different points
and in multiple ways, right through to the development of Chapter 9 of the final report. The
meetings were used to guide the process of research activity, from developing the protocol by
shaping the questions that were key to answer in this early evaluation, through to co-designing the
recruitment materials and topic guides and co-facilitating the focus groups with children and young
people. Whilst there was involvement throughout, particular elements of the project were co-
produced (see ‘Focus groups with children and young people’ above). The YAG were not directly
involved in Work Package 3, although their views about what programme success would look like
from a young person’s point of view and about the limitations of existing approaches for measuring

mental health outcomes did inform our thinking.

In particular, the YAG wrote the script for a participant information video, and co-recorded the video
with the research team. The participant information video replaced a traditional participant
information sheet as this was seen to be exclusionary for parents with low levels of literacy, and
children and young people whose reading age was insufficient to be able to engage with that
medium. YAG members were also trained as co-researchers, and three focus groups were co-
facilitated by a member of the research team and either YAG members or the Youth Involvement
Leads from the Institute for Mental Health. Co-research was not always possible as the YAG
members had their own education or other commitments during school hours. The YAG also met
following the focus groups to develop the analysis and coding structure as well as to discuss what
they thought the key findings were or points to highlight in Chapter 9 from the focus group data.
Their perspective was invaluable in shaping the chapter and provided a rich contextual

understanding for the findings.

Young people received initial ethics training about the principles of confidentiality and consent, and
the history of where our current ethical principles come from. This training was adapted from
existing undergraduate and postgraduate teaching and delivered in one of their routine YAG
meetings. Recruitment materials were co-produced in a workshop format and in-person training and
development support was provided during those sessions as initial learning was applied to set tasks.
For the actual delivery of the focus groups, we role played focus groups and gave young people the

opportunity to practice the questions beforehand. Each focus group was followed by a debrief
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session with the YAG member to check in with them and for them to share reflections on what was

said, what they had learned, and how they felt about the experience.

Research ethics and governance
Ethical and Health Research Authority approval

The study was approved by the Research Ethics Committees at the University of Birmingham
(ERN_19-1400 - RG_19-190) and London School of Hygiene and Tropical Medicine (Ref: 18040) and
by the Health Research Authority (IRAS 270760).

Project governance arrangements

The Steering Group for the BRACE Rapid Evaluation Centre acted as the steering group for this study.

The team also worked closely with two specialist advisors: Dr Colette Soan (specialist senior
educational psychologist for mental health, Sandwell) and Dr Karen Newbigging (academic

researcher specialising in mental health policy and practice, Oxford University).

How the study differs from the protocol

Some elements of the study design as described in the protocol (Version 7, 18" October 2021) were

not completed. Specifically:

e Work package three included the aim to develop a theory of change for the Trailblazer
programme, which could inform the design of a longer-term impact evaluation. A
preliminary theory of change was developed in 2019-20, informed by the insights from the
scoping interviews and a review of relevant literature (see, in particular, Documents Cand D
in Supplementary File 2). In 2021 the national programme team undertook a series of
workshops to review and iterate the logic model and theory of change it had initially
developed at the start of the programme. In discussion with the programme team, it was
agreed that the evaluation team’s time would be most usefully spent contributing to these

workshops, rather than continuing to develop a parallel theory of change.

e Using the findings from work package one, the team had planned to develop a typology of
Trailblazers, but this was not feasible for several reasons. A set of questions were included in
the first key informant survey for local project leads to complete, which asked for details
about the local context and model to inform typology development. Several project leads
did not complete the survey, nor responded to our invitation to share these details instead
in a telephone interview, resulting in incomplete information across the 25 sites. The
documentation on each Trailblazer provided by the national programme team was also not

sufficiently detailed, and mostly dated to the application stage (so the information was
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about what was planned in each site, not how models had been designed and were
operating in practice). Moreover, while we had not expected local models to be static during
the evaluation period, there was a high degree of change and adaptation in these models in
response to Covid-19, such that clear (and enduring) distinctions between sites could not be

reliably drawn.
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Chapter 5. Programme set up, management and implementation

Programme design

The design of the national Trailblazer programme sought to balance central direction (including core
functions for MHSTs, a set of operating principles and a national training curriculum for EMHPs) with
local flexibility. There was broad support for this approach, and respondents were strongly of the
belief that local models and implementation should be designed to fit local circumstances, need and
existing provision. However, one regional lead noted that there had been a lot of “muddling
through” in the Trailblazer sites in their region, with each site separately designing its own service
and workforce models, recruitment and engagement processes and so on. This lead suggested that
more national guidance and consistency would have helped the Trailblazers progress more rapidly

and avoid duplication of effort.

Given the emphasis on tailoring local approaches to local circumstances, it is unsurprising that what
was being implemented and how differed markedly across sites, and regional leads in particular felt
that later waves of the programme benefited from the richness of learning from these diverse
approaches. But there were also aspects where variation between Trailblazer sites — and therefore
also learning — was more limited; for example, in all except three sites, MHST contracts were
awarded to NHS trusts as either the sole or joint lead contract holder. It was also noted that the
Trailblazers were selected for particular characteristics thought likely to drive rapid progress
(discussed in more detail in Chapter 1), and that sites in later waves which did not share these

characteristics may face different or additional challenges:

“You do have to recognise that actually in the very early stages we’re probably working with
the best areas. Not the most affluent areas, | don't mean that, but as in the best areas who
are switched on, who have got CCGs who are switched on, who are working with schools who
are switched on, who are really interested in the mental health and wellbeing of their

children...As we move forward, that isn't always going to be the case.” (Regional lead)
Programme set up and implementation

Dedicated funding for the Trailblazers flowed from NHS England and Improvement to local CCGs,
with CCGs having responsibility for strategic governance and oversight to plan for, set up and run
MHSTs. A common theme emerging from the data was the scale and complexity of the work
required locally to establish the programme infrastructure and new service (Figure 3 illustrates the

expected structure of MHSTs), and the pressure of doing so in just twelve months and without much
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of the guidance and support that later waves benefitted from. Trailblazer sites had to work quickly
to set up the programme, and this work typically involved recruiting programme and MHST staff;
setting up governance bodies and processes; engaging with education settings about the MHST
model and to agree the allocation of MHST staff time; consultation with wider stakeholders;
establishing processes, making arrangements and — where necessary — providing training for data
recording and reporting requirements; and numerous employment and operational issues including
developing induction and supervision arrangements for EMPHs. All five case study sites reported

that the set up of the programme in their area had felt rushed and, in some cases, chaotic:

“..it felt like it was done the wrong way round and, you know, if we’d have been given that
opportunity to put in place an operational team first...but they [EMHPs] were the guinea pigs
and, you know, | do feel for them because they came in with no structure, no support, no real
supervision, no clear guidance as to where they were going. | don't know how half of them

lasted, if I'm honest.” (Case study site 1, management/governance)

There was a parallel view among participants in the national team that the timescales to set up the
programme infrastructure nationally had been challenging. A tension was described between
implementing at pace to ensure that the programme benefitted children and young people as
quickly as possible, and not moving so fast that implementation was hasty or had unintended
consequences for other part of the mental health system. It was also emphasised that the
programme could only be rolled as quickly as EMHPs and supervisors could be recruited and trained

(see Chapter 6 for more discussion of workforce issues).
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Figure 3. Expected structure of mental health support teams
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Some areas had taken a system-wide approach to implementation, embedding the Trailblazer
programme into existing work, strategies and partnership arrangements. This contrasted with areas
that had taken a narrower focus, where MHSTs were designed and implemented as ‘a project’ in
themselves. The view from regional leads was that the system-wide approach, while potentially
more complicated to set up and manage, had made it easier for service models and learning to be
scaled up across regions as additional MHSTs were established in later waves of the programme.
Another recurrent theme was the importance of having a good project management infrastructure
in place from the outset, and it was noted that the Trailblazers that did not have this struggled to
make progress as a result. One interviewee felt that there should have been more national focus on

the need for this:

“There was project initiation funding but disappointingly it never specified that you had to
have a project manager in the team make-up, or in the guidance. I tried to encourage them
[the national team] at one point to say can we not put it in there because we saw the

difference.” (Regional lead)
Support from the national and regional teams

The first key informant survey explored Trailblazers’ views about support from the two national
partners leading programme delivery: NHS England and Improvement and the Department for
Education (Figure 4). Over two-thirds of respondents agreed that that there was sufficient support
from NHS England and Improvement (70%); the figure was lower (54%) for the Department for
Education, although only 15% of respondents felt that the support provided by the Department for

Education was insufficient.
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Figure 4. Views on support from NHSE England and Improvement and the Department for
Education
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Generally, case study sites reported that their regional team and, to a lesser extent, the national
programme team was supportive, responsive and engaged with the work in their area. Some
challenges and frustrations were also reported, for example, about frequent changes being made to
data reporting requirements and templates, and requests being made by the national team at short
notice. One site felt that the regional and national teams could be doing more to support
recruitment of education settings, creating resources to support delivery and providing clarity on

future funding.

One of the main ways regional teams had supported Trailblazer sites was through arranging regular
meetings with sites, and facilitating networking and celebration events, and communities of
practice. These had provided opportunities for experiences, learning and good practice to be shared.
They were also a means by which people in key implementation roles could seek advice about
emerging challenges, or access practical tools and resources developed in other areas to support

their own work:

“So bringing them together in those check-ins | think has really kind of created almost a peer

network for them which seemed really valuable through the pandemic early on talking about
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the use of digital interventions, switching to virtual appointments rather than face to face
and how different sites were tackling that, for example. But we’re very much led by what the
sites themselves want to talk about...The space that we kind of give them in this check-in is to
kind of raise particular challenges and hear from each other how people might have tackled
things that have been a bit knotty, it’s focused much more on workforce problems and things

like that.” (Regional lead)

Several regional teams noted that contact with Trailblazers, and the facilitation of networking
between them (and with other sites in their region), had been stronger at the start of the
programme. This was partly attributed to the impact of Covid-19 (e.g. preventing in-person
networking events, having limited time to focus on non-pandemic issues), but was also because
regional leads’ time was being spread across an ever-growing number of sites in the programme.
Our findings suggest that Trailblazers would welcome more opportunities to share with and learn
from each other, and with sites involved in later waves of the programme. Relatedly, a small number
of respondents to the first education settings survey called for networking opportunities between
senior mental health leads in participating schools and colleges, to share resources and ideas, and
also help them explore the best way of utilising the support offered by MHSTs. In one case site,
termly networking meetings were held to bring senior mental health leads together to share good
practice, which were widely reported — including by education settings — to have been well received

and beneficial.
Governance and partnership working

Our findings suggest that there was variation in the extent of partner and stakeholder involvement
in local governance bodies, and in the degree to which governance arrangements for the
programme were integrated into wider local strategies, structures and initiatives (such as the former
regional Sustainability and Transformation Partnerships, now Integrated Care Systems). Programme
monitoring data reported by Trailblazers to NHS England and Improvement provides details about
the extent of stakeholder membership in governance bodies. The most recent data (for 24
Trailblazers, reported during the period July-December 2020) indicates that almost all governance
bodies had representation from CCGs, education settings, local authorities and NHS children and
young people’s mental health services and the voluntary sector. Relatively few by comparison

involved parents and carers, or children and young people (Figure 5).
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Figure 5. Stakeholders represented in local governance arrangements
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While all sites included education settings in programme governance arrangements, some felt that
the interests of this important group were did not sufficiently represented in decision-making. It was
suggested that some areas had not given enough thought to this issue, and so the representation of

education settings had felt tokenistic:

“I think the only thing that still stands out as an issue for me is...what is true governance and
what is actually just having maybe an ongoing working group with a few heads or a few
school leads and sort of ticking that box...how much is that influencing all those crucial
meetings where the decisions are made and how consistent are they in getting the views of a

collective number of [educational] settings?” (Regional lead)

At the same time, there was acknowledgement of the difficulty of collectively representing what
may be a large number of different education settings in governance arrangements. We also heard
that where arrangements for involving education settings in local governance worked well, this had

strengthened their commitment to the programme and also increased referrals to MHSTSs.

There was a view among several interviewees, at all levels, that health partners were dominant in
the programme’s leadership and governance, and our findings point to some reasons for this. The
way in which the programme and funding arrangements had been set up nationally — with delivery

led by NHS England and Improvement and NHS funding to CCGs — was felt to have created an
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orientation towards NHS partners and perspectives, which could act as a barrier to fostering shared

governance across health and education:

“..it sometimes feels like you can be a bit back to square one with brand new sites around
why we’re here because obviously they’re aware the money flows from NHS England, the
CCGs. It’s a very NHS dominated space...trying to bring education to the forefront of every
discussion because it does obviously get lost in health — we talk about finance, we talk about

recruitment." (Regional lead)

Some local interviewees (in one case study site in particular) felt that the Department for
Education’s involvement in the programme, both nationally and regionally, had been less extensive
and visible, which was felt to have further tilted the balance towards health partners and models.
The Department for Education regional roles created to support the programme were recruited after
the Trailblazer wave had started. Interviewees remarked about there being uncertainty initially as to
how these roles should function. Although Department for Education regional leads had settled into
their roles over time, most were redeployed to other areas of work during the early months of the
pandemic. This had limited their involvement in regional planning and governance and Trailblazers’

access to educational advice and support.
Involvement of young people, parents and carers

It was an aspiration of the programme that involvement of young people, parents and carers would
extend beyond involvement in governance arrangements and be evident throughout the design and
delivery of MHSTs. Nearly three-quarters of respondents (74%) to the first key informants’ survey
reported that the MHSTs in their area were co-producing their approach and service with users, but
a different picture emerged from other data. The findings from our interviews suggested that the
principles of involvement and/or co-production were well established and working effectively in only
a small number of sites — e.g. reflected in close working with organisations representing children,
young people and families, or in the direct involvement of these groups in key aspects of the
programme set up and implementation process. In the education settings survey around half of all
respondents reported that they had not involved children and young people (51%) and parents and
carers (49%) in decisions about what the MHST would provide in their setting; the proportions
reporting that these groups had been fully involved were 4% (children and young people) and 7%
(parents and carers). The extent and nature of involvement reported by case study sites varied, with
some reporting that early efforts to consult had declined over time. It appeared that involvement

was often limited to specific tasks, for example contributing to decisions about branding and
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promoting the MHST service. Some examples of involvement across the Trailblazer sites are shown

in Box 5 below.

Box 5. Examples of how young people, parents and carers had been involved in the design and

delivery of the Trailblazer programme in their area

e Creating a parent and carer forum, or engaging with an existing group, to input into
design, implementation, and governance.

e Creating a service user forum, or engaging with an existing group, to provide feedback on
how the service is being delivered.

e Collecting feedback from pupils and parent/carers, e.g. by conducting focus groups and
surveys on design of the programme, expectations and on how the service was being
delivered.

e Involvement of children and young people in designing logos and agreeing a name for the
local MHST service.

e Pupils appointed as mental health and wellbeing champions in their school.

e Younwg people and/or parents sitting on EMHP recruitment panels.

Selection and engagement of schools

Trailblazers were expected to have all their participating schools and colleges selected before
submitting their bid, which sometimes appears to have driven a ‘quantity over quality’ approach to
engagement, in which the focus was more was on obtaining the required number of settings, and
less on building relationships. Some sites had also over-recruited the number of education settings
required, unsure of the population size that MHSTs would typically be expected to cover. Regional
leads confirmed that these early experiences had led the national team to change its requirements,
with areas seeking to join the programme in later waves no longer expected to have all education

settings secured at the application stage. This was universally welcomed.

Project leads were asked to provide a brief overview of how education settings had been recruited
to be part of the Trailblazer programme. Two main approaches were outlined: i) an open
recruitment process where all settings in an area were invited to submit an expression of interest to
participate in the programme; and ii) direct approaches to education settings in areas of high
deprivation and/or with particular need. One case study site used open invitations to recruit
education settings for one of its MHSTs, and selected education settings for the other MHST. The

latter approach, they reported, had resulted in markedly poorer engagement: “It was much more of
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a challenge, much more, because schools didn’t appreciate being dictated to.” (Case study site 2,

management/governance).

A misalignment between what MHSTs were offering, and education settings’ perceived needs for

support, had also acted as a barrier to recruitment in some areas. One regional lead told us:

“Quite a few of [the Trailblazers] said that they received a fair amount of pushback at the
beginning from their Trailblazer schools on the MHST offer, particularly on the prevention
side, and that it’s taken quite a lot of time to sort of sell that model to schools, because their
first instinct is the interventional element...In a series of surveys that we published, a lot of
the qualitative answers were saying that they felt they wanted more direct intervention for
younger pupils and more intervention for complex needs, for children with complex needs
and it felt that the kind of prevention element was already provided by the school.” (Regional

lead)
Data collection, reporting and use

Views about data collection and reporting suggest that this is an element of the programme which is
not working well. Respondents were of the view that there was greater clarity about what type of
intervention-related data should be collected and how, and that these data were easier to collect,
but ratings across all three MHST core functions were fairly low. The proportion of respondents
reporting that there were processes in place to regularly review or audit MHSTs’ core functions was
also low: ranging from 28% of respondents for direct interventions through to 12% for giving advice

and liaising with external services (Figure 6).
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Figure 6. Views on data reported on MHSTs’ core functions
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A recurring theme in interviews — both with case study sites and regional leads — was the challenge

of capturing activities and progress made towards whole school approaches:

“It’s really, really hard to capture the data around the whole school work and whether that is
going to be something that needs to be looked at longer term, yeah, the recording systems
are not great. We do keep our own record of what whole school work we've done, let’s say
on a spreadsheet just to sort of be able to know if we do need to pull that information, we
can more accurately go ‘well actually it was a 120 students’ or ‘1,000 students in that
assembly’, but yeah, from a reporting point of view, I’ll be honest, we've never really had
sight of it as team leads, that’s been a little bit more at the strategic level.” (Case study site

2, management/governance)

At a national level, some of this was put down to the whole school approach simply being more

complex and lending itself to qualitative data collection or theory-based evaluation approaches. One
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national interviewee noted that efforts to reduce data collection burden on sites since the pandemic
had resulted in a narrowing of focus to metrics relating to the delivery of interventions. At a local
level, this has been interpreted by some as yet more evidence of the dominance of health partners

and perspectives within the programme:

“All the whole school approach stuff, they’ve changed the way they do returns and none of
it’s represented in there...So it’s really interesting, that from a national point of view they're
only interested in that medical bit and, to me, that’s sort of telling really of what’s happened,
because | think if [Department for Education] had been a stronger partner, | don't think we

would necessarily be just looking at that.” (Case study site 5, project lead)

The focus on gathering data related to interventions was also felt to overlook the importance and

impact of the advisory support MHSTs provided to education settings (function 3):

“So, something like that, the impact of that would be really difficult to measure. But all | can
say, so I’'ve got two primary schools there, in very challenging localities, who hardly ever refer
for one to ones, because a lot of what they do is now managed within the school, and | think
that says a lot, really. They’re both really engaging schools, and they both use me in that
same way, as about, we’re doing this with this child, what do you think? And | think that
works really well. So, | don’t know, it all depends how you measure impact, doesn’t it?” (Case

study site 2, EMIHP)

Time burden was mentioned in a number of case study interviews, and perceived burden appeared
to be greater (as would be expected) where the value of data collection was contested or unclear.
There was a view among some local interviewees that the routine outcome measures for the
programme were too clinically oriented. Within the same site (case study site 5), one EMHP reported
that the routine collection of outcomes data helped to keep them “on track and focused”, while
another EMHP suggested that it was “terribly boring and feels very medicalised”. Such mixed views
about routine data collection among MHST team members were common across case study sites.

Limitations in what could be accurately recorded in the routine dataset were also described:

“So the NHS dataset only has so many reasons for referral and a lot of those don't fit with the
Mental Health Support Team...If someone’s having difficulty with sleep there isn't a code to
be referred for sleep, so you have to find a reason for them to have issues with sleep...you
have to allocate it to anxiety or depression or something else, which | don't think, | think that

skews the data slightly because children are not necessarily referred to us for those reasons

82



but we have to link it to something that’s very medicalised...| do think it medicalises them a

little bit.” (Case study site 2, MHST Manager)

Many Trailblazer sites had also set up processes for obtaining feedback on the MHST service from
children and young people (69%) and parents and carers (63%), in addition to the routine activity
and outcome data they were gathering. The most common mentioned methods were feedback
forms and questionnaires, completed by a young person (and sometimes also their parent or carer)
after they had had contact with an MHST, either for direct support or participation in a group
activity. More than three quarters of education settings (77%) reported that there were clear
mechanisms in place to provide feedback on MHSTs. The first key informant survey asked sites
whether a local evaluation of the programme was planned or underway. Of the 13 sites that replied

to this question, nine confirmed that a local evaluation was being carried out.

We were keen to understand if and how data were used at a local level to support service delivery
and improvement. Our findings suggest that all case study sites were reviewing service activity and
outcome data, although they varied in the extent to which this was undertaken as a formal,
systematic and regular process. It was apparent that the MHST team members who were
responsible for collecting data were not always informed about whether and how the data they had
collected were being used, which may have been contributing to the feelings of indifference and/or
dissatisfaction noted above. One case study site stood out inasmuch as there was a specific member
of the MHST team whose role included oversight of data collection and reporting processes, and
there was a strong focus on data-related aspects. In this site, analyses of routine data were regularly
conducted and shared with local partners; bespoke reports were produced for individual education
settings; and data were regularly reviewed by the team to identify gaps in the service. The last of
these activities had led to the recruitment of a specialist role to support the engagement of children

and young people from black and Asian communities.

The use of data at the national level was also acknowledged to have been a challenge. Multiple data
collection activities had been established, but the issue facing the programme team was how to
synthesise and share the insights from diverse sources and data sets both to support effective
oversight and monitoring, and to inform decision-making about ongoing programme development
and implementation. There was some frustration at the length of time between data being collected
and being made available to the national team, although it was also reported that the programme

had started to make progress in developing effective ways of using and learning from the data:

“I think it’s something that’s been a big improvement in the last six months or so that the

MHST teams and the various [national] teams that work on it have set up this cycle of trying
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to get intel and data and insights and the all the different quantitative and qualitative
sources together. So rather than going to the board and presenting ‘Here’s the findings from
one survey, and here’s something else’, but actually trying to put them altogether...And |
think they’ve really started to improve that, which has been really helpful for the boards in

getting more consistent and more reliable [information].” (National interview)
Resourcing and use of funds

The evaluation explored views about the funding provided to set up and deliver MHSTs, and the
resources that education settings could draw on to set up and work with their MHST. Over two-
thirds (64%) of local project leads and MHST managers responding to the second key informant
survey reported that MHSTs had sufficient financial resources to perform their core roles and
responsibilities, although nearly a quarter (24%) disagreed with this. Of the same respondents, fewer
than one in five (19%) agreed that education settings had sufficient resources, including staff, to take
full advantage of the opportunities that the MHSTs offered. The proportion of education settings
fully agreeing with this statement was similarly low (20%). The main reason given by those working
in schools and colleges for not being able to take full advantage was that key staff were stretched
very thinly and lacked the time to work with their MHST. In some cases, this was reported to be
linked to wider staffing shortages in their setting; only one respondent directly linked these capacity
issues to Covid-19. In the first key informant survey, many local stakeholders were unsure if the
allocation of MHST time and resources to education settings was transparent, with more
respondents (50%) neither agreeing nor disagreeing with the statement, than agreeing outright

(43%).
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Chapter 6. Workforce, recruitment and training

Composition of the MHST workforce and delivery of the core functions

As discussed in Chapter 1, Trailblazer sites had flexibility around the composition of the MHST
workforce. Across case study sites there was a great deal of variation in the specific roles and levels
of experience within teams. It was clear that team configurations were evolving and that, in several
case study sites, new roles had recently been developed. Whilst some types of roles were common
across all five sites, others were unique to only one site. Despite this variation, MHSTs included most

if not all of the broad role types described in Box 6 below.

Box 6. Types of staff role within MHSTs

e MHST team managers and senior therapists: providing clinical supervision, line
management and leadership to MHST staff and the overall service. Teams often had
separate operational and clinical leads. In some areas, senior therapists also delivered
some one-to-one work with children and young people. One site had developed a Senior
EMHP role, to support children with more complex needs and supervise junior EMHPs (a

similar role was planned in other sites).

e Education mental health practitioners: all teams included EMHPs who were involved (to

varying degrees) in the delivery of MHST core functions.

e Other therapy and mental health practitioner roles: these included Children’s Wellbeing

Practitioners (from the IAPT programme) and triage practitioners.

e Specialist therapy and engagement roles: many teams had developed roles to engage,
support and work with specific groups. These included: Participation Worker (focusing on
engaging and gathering feedback from children and young people, and/or parents and
carers); Family Support Worker (focusing on working with and supporting parents and
carers); Autism Spectrum Conditions/Learning Disabilities practitioner (delivering
interventions specifically to children with learning difficulties or autism spectrum
conditions and their parents); Systemic educational practitioner (focusing on ways of
engaging children and young people from under-served groups including those from
ethnic minority and traveller/Roma backgrounds, and children at risk of exclusion); and
Outreach Workers (whose role included working with children and young people not

currently in mainstream education). One site was also recruiting two further specialist
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roles, to work with children and young people from LGBTQ+ and ethnic minority

communities respectively.

e Specialist education setting focused roles: specialist roles had also been developed
focusing on engaging and working with education settings. These included: Peer
Mentoring Co-ordinator (overseeing a peer mentoring programme that had been set up in
one case study site); Whole School Approach and Staff Wellbeing Advisor (delivering
support for and whole school activities, and supporting staff wellbeing); and Foundation
Worker (focusing on supporting education settings with whole school approaches and

activities, and liaising with other mental health providers in the locality).

e Administrative roles: which provided administrative and business support to the team

and the Trailblazer programme generally.

MHSTs varied in terms of how work across the three MHST functions was led and delivered across
different staff roles. This was particularly notable in relation to the support being provided to
education settings for whole school approaches (function 2), where several approaches to staffing
were identified and the degree of EMHP involvement differed substantially. In two case study sites
this work was primarily delivered by specialist roles in the team, and in a further site it was led and
coordinated by one of the Trailblazer partner organisations (an educational charity), with some day-
to-day elements delivered by EMHPs. In a fourth site, it was largely delivered by MHST team
managers and, in the final site, mostly by EMPHSs, but with oversight from a senior member of the
team. This final site had recruited three Children’s Wellbeing Practitioners to provide one-to-one
support, in order to free up EMHPs to focus on whole school activities. This contrasted to the
approach taken in other sites, where EMHPs were mostly focused on delivering direct support to

children and young people.

Several interviewees emphasised the importance of having senior staff involved in building and
maintaining relationships with education settings, and delivering at least some aspects of whole
school support (e.g. training and wellbeing support for school and college staff). It was noted that
ideally these activities would be led by somebody with experience of working with and/or in
education settings, which was also offered as a key reason for creating specialist roles. This was felt
to be an area where knowledge and experience — e.g. of mental health and wellbeing issues, the
different services and sources of support in the area and how they operated, and of working across

boundaries — was essential, and this was something that EMHPs did not necessarily have.
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Diversity of the MHST workforce

Ensuring diversity of the MHST workforce was mentioned, particularly by national interviewees, as a
programme priority. The demographic characteristics of EMHP trainees is monitored by Health
Education England who reported during interview that EMHPs cohorts were ethnically diverse, but
largely comprised of younger women. The national team noted that it was keen to understand more
about the socioeconomic backgrounds of trainees and to make the training as accessible as possible
in order to widen participation across diverse groups (linked to a wider programme of national work

focusing on mental health workforce inequalities):

“So yes, we have done a huge amount of work around the diversity and particularly from a
training perspective, widening the participation onto the cohorts because as you can
imagine, you know, the broader the pool of people that you’re bringing into the training, that
is then reflective of the workforce that goes into the roles within services and the aim,
broadly, is to ensure that the trainees or the supply pool that we’re drawing in, are as

reflective as possible of local communities.” (National interview)

Despite these stated aims, it wasn’t clear how specifically the programme was seeking to increase
the diversity of the EMHP workforce. Two examples given by national interviewees were providing
guidance to sites on how to recruit for diversity and commissioning universities to develop
undergraduate pathways for EMPH training, for people who wanted to train but who didn’t have a
degree. Views expressed by several other participants suggested that, despite the creation of an
undergraduate training route, the academic qualifications required to enter training were still
restricting the type of person who could become EMHP, and excluding those who offered valuable

community or practice experience (such as teaching assistants):

“I think a lot of the sites feel is that there’s a lot of people in existing workforce that maybe
aren't like ticking the academic box immediately, but feel that their work experience that
they possess equips them quite well for the role, but they often struggle to get them on the

courses because of the academic constraints of the course.” (Regional lead)

The evaluation team requested information on the demographic characteristics of trainees from

Health Education England (in January, and again in February, 2022) but did not receive it.

Recruitment and training

Recruitment to the EMHP role was widely reported to have gone well, for the Trailblazers and across
the later waves of the programme. People had joined the training programme from a variety of

backgrounds, including some with NHS mental health or teaching experience. Applicants were
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attracted to the role for a number of reasons including burnout in previous jobs, their own

experience of mental health problems and the preventive focus of the EMHP role:

“I felt six years in CAMHS [Child and Adolescent Mental Health Services] was, after doing this
training, I felt like my six years in CAMHS was a complete and utter waste of time. All | did
there was keep children safe and stop them from hurting themselves...With children, we have
a lot more, we liaise a lot more with parents and | know sometimes that couldn’t be done in
the inpatient unit because we had children from...out of the area. | mean you couldn’t have
that close connection with parents. However some of the interventions that we’ve learnt on
this course, | just thought would be so beneficial to inpatient units.” (Case study site 2,

EMHP)

The first wave of EMHPs describing their training as a challenging time. Only a limited number of
universities had been providing EMHP training at the time of the Trailblazer cohort, which had
resulted in some trainees having to travel substantial distances between their home, university and
placement area. Another impact of this approach was that trainees had been recruited from all over
the country and often ended up working in areas that they were not familiar with, and so lacked the
kind of local knowledge that might have helped them adjust to and more effectively fulfil their role.
The speed at which the programme had been set up meant that key elements, including school

placement and supervisory arrangements, were not fully in place for this cohort:

“I think they really struggled that first year, | mean, they'd started and the curriculum hadn't
even been signed off...Some things were quite backward and | think it was just the haste
from national to get this going and then to fit with the academic years with the universities...
We lost a trainee in the first week and then we lost another one further down the line — but
we had to put in a lot of work to keep those trainees — they were ready to walk about four or

five times.” (Case study site 1, management/governance)

Many EMHPs described the pressure and intensity of the training, particularly completing clinical
hours alongside studying. Nonetheless, most reported that their training had also been rewarding,
were grateful that it was nationally funded, and pleased to have learnt new knowledge and skills to

equip them for their role and, possibly, future careers.

In contrast to the experience of recruiting EMHPs, appointing senior staff to MHSTs had been far

more difficult:

“Recruitment of specialist posts have been an ongoing issue for the MHST; really hard to find

Band 7s and Band 8as and the demand for them on supervision is very high with the trainees,
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there is limited capacity for them to take on a clinical caseload of their own.” (Key informant

survey respondent)

Several reasons were offered for the difficulties recruiting senior staff: national shortages in the
mental health workforce, especially of more experienced professionals; that the list of criteria and
experience required was long, but the salary not very competitive in relation to other comparable
roles; and the strong focus on supervisory responsibilities, which was not attractive to those keen to
continue practising therapeutically. In our initial fieldwork, concerns were expressed about MHSTs
recruiting experienced staff from other parts of the local mental health system, which could
potentially create staffing problems for other services. Although, as we discuss below, the

movement of staff between MHSTs and other services could also have positive effects.

Gaps in training and additional training

While the training provided to EMHPs was welcomed, many participants felt that it had not
sufficiently prepared them for their role and the realities of ‘real world’ practice. Several gaps in
training were noted and these included process-oriented skills (e.g. guidance on managing
therapeutic boundaries; conducting risk assessments; triage processes; engaging with education
settings, parents and carers, and children and young people; how to adapt interventions for specific
groups and to be culturally appropriate; and case management) and substantive knowledge (e.g.
about child development; special educational needs and disabilities; and specific mental health
problems such as self-harm and eating disorders). This had put considerable pressure on supervisors
to provide additional support and ensure safe and effective practice, especially in the early months
as EMHPs transitioned into MHSTs, and had sometimes made it harder for EMHPs to build
relationships with education settings. Some interviewees suggested that the strength of the training
had been in equipping EMHPs with therapeutic and clinical skills; this view was particularly evident
in one case study site, where the local project lead described it as a “very medical model of training”

(Case study site 5, project lead).

All sites provided additional and ongoing training to MHST staff, often targeted at areas where it was
felt the university training programme had not been sufficient. In the second key informant survey,
88% of respondents indicated that MHST staff had received additional training since they were
appointed. Case study sites reported that further training had been provided locally on a wide range
of topics, including safeguarding, trauma informed support, bereavement training, suicide
awareness, mental health first aid training, recording data, gendered intelligence, engaging children
and young people from ethnic minority groups, undertaking research, self-harm, parenting

interventions, neurodevelopmental conditions, risk management, managing emotions, using
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interpreters in sessions, attachment, self-harm, trauma-focused CBT, adapting CBT for autism and
child protection. Several areas reported providing training on the same topics, for example on
neurodiversity and autistic spectrum disorders. Despite this additional training, the majority of
project leads and MHST managers (85%) responding to the second key informant survey reported

that MHST staff would benefit from further training that they had not yet been offered.

MHST staff retention and turnover

One of the main challenges for the Trailblazer programme was retaining EMHPs. Trailblazer sites had

experienced high turnover of EMHPs, which was felt to have been driven by several factors (Box 7).

Box 7. Reasons identified by interviewees for poor retention in EMHP roles

e EMHP role seen as a stepping stone into other careers, such as clinical or educational
psychology. It was noted that one university had promoted the training in this way:
“Another issue we’re seeing is with a university promoting that the EMHP training is a
stepping stone into band six role...So a lot of trainees go into the training [for this reason],
not because they are passionate about the role” (Case study 4, Project Lead).

e Differences between expectations of the role and the reality once in post.

e Demands of the job, including heavy workloads, and associated burn out and stress

e Lack of senior staff to provide sufficient supervisory support.

e Lack of opportunities for career development and role progression. There were limited
senior roles within teams to which EMHPs could progress, a lack of clarity about if or how
EMHPs could progress to these roles, and senior positions were unattractive to some as
they had little or no direct contact with children and young people.

e Pay (e.g. relative to equivalent roles in the NHS) and lack of long-term job security due to
staff being on fixed-term contracts.

e Frustration at the rigidity of the programme and MHST model, including the limitations of
the cognitive behaviour therapy approach.

e Other reasons, such as travel distance from home to work, change of circumstances, and

pressures related to Covid-19.

The turnover of EMHPs was having a significant impact on service delivery. MHSTs frequently
reported capacity challenges, and difficulties maintaining agreed support to education settings when
operating with a reduced team. Retention issues also impacted on senior staff time, which was

required to recruit new EMHPs and provide support for induction. Where replacement EMHPs were
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trainees, this also necessitated more intensive supervision as the person transitioned from their
training into practice and during the initial months in post. Some participants commented that the
frequent turnover of staff made it harder to form relationships and build trust with education

settings, and hampered continuity of support for children and young people.

Replacing EMHPs was not easy, because there was a limited pool of trained staff from which to
recruit. When an EMHP left, teams usually had to wait for another round of recruitment and training
before they could be replaced, leaving them under-staffed in the intervening period. Restrictions
around the caseload that new trainees could manage, and the need for more intensive supervisory
support during this time, also increased pressures on other staff and, in some cases, meant longer
waiting times for direct support. Some of these challenges would be expected to lessen as the
number of trained EMHPs increases over time, but many were also concerned about the ongoing
uncertainty about whether MHSTs would be funded long-term, and the lack of clear career
progression opportunities for EMHPs. This had impacted on staff morale and was a key factor in staff

turnover. The implications for the sustainability of the service were highlighted:

“Sustainability is only going to be achieved with sustainable finances and sustainable career
prospects for our staff. And the reality of that is that we need long term contracts, or
permanent contracts with a really clear career path, which includes every layer of Band four,
five, six, seven and eight. We need it right the way through because without that we’re never

going to sustain a workforce.” (Case study site 3, MHST staff member)

There was a widespread view that the programme must prioritise the issue of career development
and progression opportunities for EMHPs, to reduce attrition and promote workforce stability. As
noted above, some case study sites had or were in the process of developing a senior EMHP role,
and we heard that one Trailblazer site had “designed a kind of pathway through the teams so that
people can progress within the team and try and aid retention there” (Regional lead). Members of
the national team confirmed that work was underway to establish career frameworks and pathways
for EMHPs, and some pointed to the launch of professional registration scheme for EMHPs in the
summer of 2021, which was felt to be a positive development. The possibility of the national
programme formally establishing and providing training for a senior EMHPs role, an equivalent to
the high intensity therapy roles in the IAPT programme, was also proposed, both to enable MHSTs to
offer support to children and young people with more senior mental health problems, and to create

an opportunity for EMHPs to progress within the MHST structure.

Some case study sites also reported high turnover of senior and managerial MHST staff and, while

the reasons for this were not fully clear, the workload involved in setting up and running a new
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service and working across different sectors, and the demands of supervising junior staff appeared

to be important factors. This was evidently affecting staff morale:

“But the management level, it’s just every two months someone leaves, someone
joins...There’s ten vacancies they’re waiting to fill...There is some sense of it feeling like a
sinking ship...Everyone’s still doing what they need to do but it can be hard to be in that

atmosphere of constant change and flux. It’s tiring.” (Case study site 3, EMHP)

It was clear from our case study sites that staff (at all levels) were both being ‘lost to’ and
recruited from other mental health services in the locality, including specialist NHS
services. Our early fieldwork had picked up some concerns about this, but what came
through in our case study interviews was that this movement of staff between services had
helped to build relationships between different teams and enhanced understanding of

each other’s roles, strengths and pressures.

Supervision

Approaches to supervision differed between case study sites. All differentiated clinical supervision

(to provide oversight of and support for EMHPs’ therapeutic work) and management supervision (for

line management purposes and to discuss overall service delivery, administrative issues or staff

wellbeing). In some sites these roles were conducted by one person and in others by different

individuals. Several areas held some clinical supervision sessions in a group format with peers. There

was some variation in frequency of supervision, but the norm was twice a month. Appropriate and

ongoing supervision was agreed to be critical for the success of MHST services and to EMHPs feeling

supported and able to practice safely and effectively within the scope of their role. EMHPs were

generally positive about the supervision they received, and many felt this was working well in term

of both practical and emotional support:

“I have to say, the amount of supervision you get is great in terms of keeping your emotional

wellbeing in check and preventing burnout and things like that, so it's, yes, you’re well

supported, actually, really well supported.” (Case study site 4, EMHP)

Problems were also reported though, often in relation to the turnover of senior staff and/or a
supervisor’s lack of knowledge about the cognitive behaviour therapy approaches which EMHPs
were delivering. In one case study site, clinical supervision was provided outside of the team, and

this didn’t appear to be working well:
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“It can be really tricky because she doesn’t always get the intervention, well she doesn’t
know, doesn’t know the EMHP interventions, she knows what I’'ve told her.” (Case study

site 5, EMHP)

The highly demanding nature of the role meant that supervision — even when provided

effectively — couldn’t always ‘hold’ all the issues and difficult feelings that EMHPs experienced:

“l just think there are times when this role can become very draining, and very difficult to
manage, particularly when you are overloaded with many complex cases and those sorts of
things. And | think, with all the will in the world, sometimes supervision just won’t cut it, and
you’ll still take those conversations home with you and things like that.” (Case study site 4,

EMHP)

Supervisors also acknowledged how personally and professionally demanding the EMHP role was,

and how difficult the work could be, especially - but for only - for those new into practice:

“IName of area] is like an inner London borough. The need and complexity levels are very

high, and they may have a stressed teacher on the phone, they may have a stressed parent
on the phone where they just pick up on that stress without being aware of what’s actually
going on sociologically and emotionally and for themselves, and they need that extra space

sometimes.” (Case study site 4, management/governance)

MHST staff providing supervision often reflected that this aspect of their work could be demanding,
time intensive and draining. Ensuring that EMHPs were practising safely and appropriately managing
risk placed a heavy burden on supervisors; one noted that red flags or warning signs (e.g. during
early work with a child) were sometimes missed by EMHPs, and so needed to be identified by
supervisors. Some senior staff reported that their role was too heavily oriented towards supervision,
and that they missed working directly with children and young people. One senior therapist
discussed how the MHST she was working in was starting to support children with more serious
mental health problems, and she welcomed this move and the opportunity it created for her to start

using her therapeutic skills and experience again to directly benefit children.

Establishing the MHST service within and integrating with the wider system

Across the case study sites, MHSTs were building relationships and integrating with a number of
services and organisations, including other providers of mental health support within education
settings, community and specialist mental health services in the wider area, local authority teams
(e.g. safeguarding and educational psychology teams) and services, and voluntary organisations and

charities:
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“I work quite a bit with CAMHS [Child and Adolescent Mental Health Services] and with the
school nurses from the local authority and everyone’s been on the same page willing to share
information, willing to work together and really wanting to work as that team around the
family as opposed to individual services, so | feel like the interaction with the external

agencies has always been really good.” (Case study site 3, MHST staff member)

The majority of respondents (83%) to the second education settings survey felt that their MHST was
integrated (either fully or to some extent) with existing mental health and wellbeing services within
the setting. In the second key informant survey, 91% agreed that MHSTs were additional to and

integrating with existing support for children and young people’s mental health services.

Most sites described an initial period during which MHSTs were establishing themselves in the local
area, making contact with other teams and services, and considering how they fitted into and could
work effectively with the wider mental health system locally. This was not always smooth and
straightforward, with boundary issues and concerns about service duplication often hampering

efforts to build productive relationships:

“..we were stepping on people’s toes sometimes because we were the new kids on the block
and we were all shiny and new and there was a little bit of a sense of, | guess a little bit of a
threat of ‘you’re coming in to take our work in our territory’, so there was a little bit of
friction there as well...We knew that we were just complementing an existing service, not
coming in to replace something. That was always how we pitched it, that we’re not replacing
anything and | think that alleviated some worry I think from other providers in schools

definitely.” (Case study site 3, MHST Manager)

Where formal processes for working with other services had been established — for example,
through single point of access arrangements or joint triage meeting — these had generally helped the
different parties involved to better understand what others delivered, how they worked, and how
services might align. As noted above, the recruitment of staff from other local services to MHSTs and
vice versa, had had a similar effect. Team members reported a tension between working closely with
other services — which was essential, for example, for fulfilling their third core function (liaising with
external specialist services) — and establishing the MHST as a service in its own right, with a clear and
distinctive identity and purpose. For some, the main risk was that MHSTs would become (or come to
be seen) as just an extension of NHS mental health provision, and the education focus of the
programme be lost or diluted. Several participants felt there was a need to raise the profile of
MHSTs in their area and improve communication about the sort of work they could do, especially

with other local teams providing support to children and young people.

94



Chapter 7. Mental health support team functions and delivery

Development of local service models

The first key informant survey explored the design and set up of MHST service models. Most of the
respondents to the survey (89%) agreed their local approach was built on a good understanding of
needs and gaps in children and young people’s emotional and mental health support in their area.
The majority (73%) also reported that their local approach had been designed to take into account
all groups of children and young people, including those who were disadvantaged and under-served
by existing mental health services. Although, as we discuss below, our findings suggest that not all

children who were eligible for MHST support were accessing and benefitting from the service.

Mental health support teams were being introduced into areas where there were many existing
services, programmes and initiatives for children and young people’s mental health and wellbeing.
Participants stressed the importance of ensuring that MHSTs complemented, rather than replicated

or substituted, existing local provision:

“...we have to be really careful so that we don’t replace mental health support teams with
something that was there already. This isn’t seen as a way of rationalising resource, so if
something’s previously been delivered by a third sector organisation, actually how can the
mental health support teams work to enhance that so a) it doesn’t duplicate but b) it doesn’t

replace.” (Regional lead)

As discussed in Chapter 5, the national team encouraged local flexibility and tailoring of the
programme. As a result, and as was intended, there was substantial variation across Trailblazer sites
in how MHSTs were designed, implemented and were operating. The evaluation team had planned
to create a typology of Trailblazers to map and categorise this variation. However, this was not
achievable, largely because we were unable to gather sufficiently detailed, relevant data from all 25
sites to inform the development of a typology (see Chapter 4 for further discussion).
Notwithstanding, some important differences between local models and approaches were observed,

which we discuss below.

Health oriented versus ‘holistic’ models

A key aspect of variation was in the balance between what might be broadly termed ‘clinical’ and
‘holistic’ approaches and activities within local service models. Some models appeared to be more
clinically oriented, with a strong focus on MHSTs’ therapeutic functions and on their integration with
existing mental health services in the locality. This contrasted with other sites, where greater

prominence was given to activities to engage and support education settings to develop whole
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school approaches, and stronger emphasis on relationship building with educational, voluntary

sector and other non-NHS partners:

“...there is a difference | think between a sort of health led model and a local authority or
third sector led model, you can see the differences in terms of, you know, health based
models tend to be very clinical focused, local authority based models tend to try and stretch
boundaries around clinical interventions and have a more sort of connection with local

authority partners that do whole school approach.” (Regional lead)

These differences were evident in the way in which interviewees spoke about the purpose of the
programme, with some describing it as a further extension of children’s mental health services into
new settings, while others took the view that the programme was foremost to strengthen the
promotion of wellbeing in schools and colleges. Among those who took the latter view, there were
concerns that the value and uniqueness of the programme would be weakened if MHSTs became

too clinically oriented:

“I think that in some of the sites where it’s all NHS, they’ve set up like mini CAMHS [Child and
Adolescent Mental Health Service] and some of them are not even trying to pretend that
they’ve not, they just say we've set up a mini CAMHS. And | sometimes worry that that’s not

bespoke enough and it is too health orientated.” (Regional lead)

The findings suggest that two factors in particular had influenced the development of the service
model: the type of organisation (NHS or voluntary sector) leading the programme locally; and local
infrastructure and skill sets, with those areas that had stronger pre-existing partnerships between
education settings, local authorities and community mental health resources having more ‘holistic’
models. For example, the impact of having a large NHS trust as the lead organisation for the MHST

service was explained by one project lead:

“We’ve had to work fairly hard at actually saying ‘No, we need to listen to the voice of
schools here, this is meant to be a schools facing programme and not just a rolling out of a
health programme’. And because the money for the education mental health practitioners
had to go to an organisation like [name of NHS trust] then once you put a big organisation in
the frame, then they’ve got to recruit to certain standards, they’ve got to go through certain
inductions, they’ve got to go through certain recruitment, etc. etc. and it doesn’t have the
flexibility that our third sector partners would have if they were enabled to do that. So there
have been some tensions, | think it would be fair to say, in trying to manage that.” (Case

study site 5, project lead)
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The extent to which MHSTs were formally integrated with NHS mental health services was also
influential. In two case study sites, referrals to MHSTs were made through an NHS-led single point of
access model (although one site was moving away from this approach during the time of our
fieldwork due to the lower number of referrals received), and this reinforced the view that MHSTs

were a part of NHS mental health services:

“We’re still using the same language to them to say ‘You are an extension of CAMHS [Child
and Adolescent Mental Health Services], you're not a service in your own entirety kind of
thing, out in schools, you are part of CAMHS, you're integrated’.” (Case study site 1,

management/governance)

Some felt that it was crucial for MHSTs to be led by a partnership of organisations, and not
exclusively by the NHS. On this issue, several interviewees reported wider benefits to having a
voluntary sector organisation involved in leading the programme (as was the case in two case study
sites). Above all, they described how this had resulted in less bureaucracy and greater flexibility, and
that innovation and service improvement had been easier compared to their experiences of working

in other sectors (including the NHS):

“So I think we have much more flexibility working in a voluntary sector and we are able to be
quite innovative and do things and test things out. We’re practising safely but I like the fact
that we can do something on the side of the NHS — still linked to it — but you know, bespoke
to the schools that we’re working with...Sometimes mental health can be very rigid so it’s
quite nice to not have so much rigidity in what we’re doing.” (Case study site 3, MHST

manager)

The disciplinary background of the service manager could also influence MHSTs’ focus and activities.
This was illustrated in one case study site, where one MHST was led by a mental health nurse, and
another by a senior social worker. In the first there was a strong focus on providing training to staff
in education settings on mental health conditions and treatment approaches, while building

relationships for inter-agency safeguarding work was more prominent in the second.

Time spent in education settings and on each of the core functions

For all MHSTs in the case study sites, EMHPs played a central role in direct work with schools and
colleges. The number of settings EMHPs were responsible for ranged from a low of between three
and five settings, to a high of eight settings. One case study area allocated education settings to pairs
of EMHPs, with each pair covering between eleven and twelve settings between them. What was

clear from our interviews was that EMPHs that had been allocated more settings had a greater
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workload in terms of establishing relationships, building their understanding of the setting and
where MHST support might fit within their existing provision and approaches, and having enough

time to dedicate to each setting:

“I think it’s [the number of education settings] perhaps a little too many because it’ll be nice
to have more of a presence in schools but it’s difficult when you’ve got so many so you can't
do like a whole day in each because there’s too many...I think perhaps an ideal number would
be about five so that you could even maybe have a different day focused on each and could
just be more present in that school and that might increase the referrals and things like

that.” (Case study site 1, EMHP)

EMPHSs also varied in how much time they dedicated to each setting. In one area, they spent half a
day per week in each setting; in another, they spent four weeks with one or two settings at a time,
and then rotated. In some areas, the time allocated to each setting was flexible and in others it was

more explicitly and strictly set. Factors influencing the time allocation per setting were:
e Number of pupils
e Type of setting (e.g. primary, secondary, pupil referral unit)
e The needs or priorities of the setting
e Number of referrals from the setting
e Extent of engagement from the setting

e The type of service provided to the setting (e.g. one-to-one interventions versus whole

school approach).

There was no guidance from the national programme team on how MHSTs should split their time
across their three core functions, to allow teams to operate flexibly and tailor their approach to each
setting. The proportion of time spent on each function varied considerably across sites and team
members. Data from 13 Trailblazers, reported for the time period October — December 2020,

indicated that the average time MHSTs were spending on each function was:
e Functionl. Direct interventions: 52% (range 20% - 72%)
e Function 2. Whole school approach: 24% (range 3.5% - 57%)

e Function 3. Giving advice and liaising with external services: 23% (range 6.2% - 50%)
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Several case study sites also reported that more MHST time was being spent providing direct
support to children and young people with identified mental health problems and several reasons
were offered to explain this: education settings requested one-to-one support more often than
whole school activities; difficulties supporting whole school approaches remotely during Covid-19;
and (as we have already discussed above) a perception that MHSTs run by NHS organisations tended
to be oriented towards the clinical aspects of the service, and less focused on whole school

engagement and activities.
Mental health support team core functions and processes
Delivering the core mental health support team functions

In each of the case study sites, we gathered information about MHSTs’ key activities, across their
three core functions. An overview of these activities MHSTSs, and stakeholders’ views on how well

they were reported to be working, is provided in Table 11 below.

99



Table 11. Overview of MHSTs’ core functions and how well these are perceived to be working

collaboration with other agencies).

Function Key activities Is this function is working well? Challenges and issues
Delivering interventions a) Interventions delivered directly to children and young Almost all respondents to the second | ¢  The ‘standard’ MHST
people, primarily those of secondary school age (although | key informant survey reported that intervention which EMHPs had
some also offered direct support to primary school the delivery of evidence-based been trained to deliver (time
children). These were predominantly reported to be interventions was working limited, cognitive behavioural
cognitive behavioural therapy approaches focused on effectively (92%). therapy) was considered less
issues such as mild anxiety and depression. Interventions suitable for certain groups.
could be delivered one-to-one or in groups, although it e Remaining gaps in support,
appeared that most activity was one-to-one. especially for children whose
b) Work with parents/carers, particularly of primary-school mental health problems were
aged children. This included delivering parenting not mild to moderate, but also
interventions (e.g. the Triple P programme) and providing did not meet referral thresholds
training for parent-led interventions (e.g. training parents for specialist support.
in cognitive behavioural techniques for anxiety
conditions).
c) Triage and assessment processes.
d) Collection and reporting of routine outcome measures.
e) Clinical supervision.
Supporting the development | a) Group work, class workshops and assemblies with Most respondents (71%) to the e COVID-19 prevented MHSTs
and delivery of a whole children and young people on a wide range of topics (e.g. | second key informant survey being in education settings to
school or college approach managing stress, bullying, body image, sleep hygiene, and | reported that there was a shared deliver whole school activities,
transition to secondary school). understanding of what a ‘whole causing significant challenges in
b) Group work with parents/carers (e.g. on managing their school approach’ meant across key setting up and embedding these
own mental health and how to support their child’s stakeholders involved the processes.
mental health). programme in their area. The e Relationships with senior mental
c) Support and training for education setting staff on majority (86%) also reported that health leads and other key
supporting young people’s mental health, and looking MHSTs were effectively supporting school/college staff were critical
after their own wellbeing. education settings to introduce or to success, but some leads
d) Setting up and/or supporting mentoring and peer support | develop the whole school/college lacked the time to engage with
schemes. approach. their MHST and give sufficient
e) Running youth, sports and holiday clubs (often in attention to whole school

activities.
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Function Key activities Is this function is working well? Challenges and issues
f)  Drop-in or phone services for children, young people, e Support for whole school
parents/carers and education setting staff. approaches was considered to
g) Audits of existing mental health support and whole be less well established than
school/college activities, and developing/amending MHSTSs’ other core functions in
existing related policies and procedures. some sites.
h) Attending parents’ evenings and school events. e EMHP involvement in whole
i)  Running pupil surveys — e.g. wellbeing assessments. school activities had been
j)  Providing general advice on how to (further) develop a limited; these were largely being
whole school approach to mental health and wellbeing. delivered by specialist roles
within MHSTs or specialist
partner organisations.
Giving advice to staff in a) Referral or signposting to mental health or other support Almost all respondents (94%)to | e Limited capacity elsewhere in
education settings and services, e.g. neurodiversity teams, primary care, other the second key informant survey the system to accept referrals.
liaising with external sources of mental health support within the education reported that MHSTs were Only 45% of respondents to the
specialist services setting, voluntary organisations, social workers, effectively giving advice and second key informant survey felt
safeguarding teams, or other local authority teams. support to education setting there was capacity in specialist
b) Accepting and discussing referrals from other teams or staff, and the majority (83%) mental health services to accept
agencies. reported that MHSTs were referrals from MHSTs.
c) Joint triage meetings with other mental health services in effectively liaising with and
the locality to discuss specific individuals and to which referring on to external services.
service they should be referred. Undertaking this function
d) General meetings with other services and teams in the allowed the MHSTs to span
locality (e.g. to share information or participate in joint boundaries across different
planning). agencies supporting children and
e) Advising school and college staff (e.g. on how to support young people in the locality.

a child identified as having mental health support needs,
or supporting the family to access other/specialist
support), either ad hoc or through regular scheduled
meetings.
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Referral and assessment pathways

Case study sites provided detailed information on how children and young people were referred to
MHSTs for direct support. The process followed generally consisted of the stages outlined in Figure
7, although variation between sites was apparent. For example, some sites operated a joint triage
approach, where referrals were reviewed in meetings of MHST staff and professionals from other
local mental health services, whereas in others triage was undertaken within the MHST. Some, but

not all, sites accepted direct referrals young people, parents or carers.

Almost all respondents to the second key informant survey felt that referral and the initial
assessment of children and young people for MHST support (91%) and prioritisation of referrals for
MHST support (83%) were working effectively. While waiting times between referral, assessment
and starting interventions were generally reported to be good, one site in particular was
experiencing significant challenges with waiting times, with some education settings waiting up to
five months for children to start receiving support. This site had been trying to overcome this issue
by moving EMHPs to education settings with longer waiting times. This and other sites highlighted
factors that could hamper referral processes. These included incomplete referral forms, which added
delays while critical information (sometimes basic details like the child’s full name and date of birth)
was sought before a triage decision could be made. One participant suggested that education
settings in their area sometimes deliberately omitted important information to avoid the referral
being rejected: “a child is never what they seem on paper and the schools can sometimes omit things
that they know may stop that child [being accepted for support]” (Case study site 2, MHST manger).
Difficulties contacting parents — to discuss the referral and seek consent to assess their child for
support — were also reported; while not widespread, some parents had refused to give their consent
and so the referral could not be progressed. Inappropriate referrals were also mentioned, both from
education settings and from other referrers (such as NHS specialist services), often in terms of a child

having more complex or substantial needs that fell outside MHSTs’ ‘mild to moderate’ remit.
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Figure 7. Typical MHST referral and assessment process in the case study sites

MHST accepts referral MHST does not accept referral

E
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Service remit and scope
Defining and working within the remit of ‘mild to moderate’ mental health problems

One of the core functions of MHSTSs is to deliver evidence-based support to children with ‘mild to
moderate’ mental health problems. It is acknowledged in the MHST operating manual that “the
defining of mild and moderate mental health issues [is] challenging but important” *? Trailblazers had
all formally defined their service boundaries, with some mental health issues (e.g. active self-harm,
children with suicidal thoughts and eating disorders) and some groups of children and young people
(e.g. children with neuro-diversity and special educational needs and disabilities) often falling out of
scope. Some case study sites reported that MHSTs would not accept a referral for a child who was

already being supported by other services.

MHSTs were finding it difficult to hold a firm line around their ‘mild to moderate’ remit in practice.
Many participants emphasised that while neat distinctions between ‘mild to moderate’ and ‘severe
and complex’ may be needed for the purposes of defining service boundaries and referral criteria, in
reality children’s mental health problems were rarely so clear-cut. Often the presentation of mental

health problems was complicated, uncertain and changing:

“This is a bit of an ongoing tricky area, because mild to moderate, | mean, what does it really
mean? It’s just such a vague, vague term. So, when you’re working across, we’ve got 50
schools at the moment, and they’ll have slightly different understanding of what mild to
moderate means, and no matter how much you explain it and you write it down and you put
matrices together and say this is mild to moderate, this is what we work with, this is what we

don’t...There’s always going to be a grey area” (Case study site 4, MHST manager).

Several issues were raised in relation to this issue of working within the ‘mild to moderate’ remit.
Some noted that the exclusion of certain mental health problems or developmental disorders from
MHSTSs’ service scope overlooked that these were spectrum conditions that could present in degrees
of severity; this point was made most frequently in relation to self-harm and autistic spectrum

disorders:

“Self-harm is a big one | think...our staff were told they don't work with people who are
actively self-harming, but | know that if a young person is actively self-harming but in a low
and superficial way, that we could actually do the work with that child, but the alarm bells
come on for some practitioners when they hear about self-harm...That’s been one of the
barriers I think, is universities [providing EMHP training] telling practitioners they cannot

work with someone who's actively self-harming, but without actually exploring and
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understanding what that means and what that actually is.” (Case study site 2, MHST

manager).

MHST staff often mentioned that a clear picture of a child’s mental health problems might only
become clear over time, with what might initially appear to be problems that were ‘mild to
moderate’ in nature turning out to be more complex and/or other issues (e.g. domestic abuse,
parental drug or alcohol abuse) coming to light. MHSTs then had to decide whether it was
appropriate to continue providing support, potentially alongside a referral to specialist services for

the more complex issues that had become apparent.

This issue of onward referrals was another major challenge. Across all the case study sites, and
among survey participants, capacity constraints in and long waiting times for specialist mental health
services was a recurring theme. These problems had worsened as more children and young people
sought help for mental health problems as a direct result of the pandemic, which was widening the

gap between the support offered by MHSTs and meeting the criteria for specialist services:

“Due to pressures, funding challenges and other factors, the thresholds for accessing some
other specialist services appears to be going up. As such, on occasions there appears to be a
gap emerging between the MHST remit and the threshold to access specialist service. This
gap was not present at the outset of MHST within our borough. MHST is often now been
asked to see some cases with more complexity that would have previously been seen by
other services. This could stretch the MHST remit beyond the original guidance in terms of
type of presentation and interventions to be offered. It is too soon to tell how this will pan

out but [is] something being monitored.” (Key informant survey respondent)

Within this context, there was evident concern among those working in MHSTs that making a

decision not to accept a child for support could mean either a long wait or no support at all:

“One is the capacity anyhow in CAMHS [Child and Adolescent Mental Health Services]. They
are really, really struggling, so even if you could prove that a case did belong to them, we

know that they won’t get a service straight away. So, there’s a little bit of, you know, a little
bit of tension for us about not wanting to refer a child into a service where we know they’re

not going to get a service, basically.” (Case study site 4, management/governance)

Across the case study sites, MHSTs were responding to this in different ways: while some were
seeking to hold a firm boundary around their scope, others reported that they were supporting
children with more serious and complex mental health problems (sometimes while they waited for a

referral to specialist services):
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“[Name of service manager] is really, really clear about boundaries and knows exactly what
CAMHS [Child and Adolescent Mental Health Services] are meant to do...She’s very good at

77

holding the line and saying, ‘No, really, that’s not for us to do.”” (Case study site 4,

management/governance)

“But those young people who fall through the gap who were not CAMHS [Child and
Adolescent Mental Health Services] appropriate, they might be over our threshold, those are
the cases we’re now starting to work with, with clinical supervisors...Supervisors now are
able to step into their role as clinicians a bit more which they weren’t able to do in the first

year.” (Case study site 3, MHST manager)

MHSTs did not appear to have formally changed their service remit to bring certain conditions or
problems of greater complexity into scope. Rather decision-making about whether to provide
support was generally ad hoc and made on a case-by-case basis, and there was a great deal of
uncertainty about the grounds on which such decisions should be made. As the second of the above
quotes indicates, support to children with more complex problems was usually being provided by
more experienced therapists within the team, although concerns were also voiced about EMHPs
managing higher levels of risk than they were initially trained for. One site reported that, in order to
stay within the parameters of ‘mild to moderate’, some education settings where children typically
had higher support needs - including special schools and pupil referral units - had been offered
whole school support (e.g. group sessions on sleep hygiene, and providing advice to staff), instead of

one-to-one interventions.

These issues were known by the Trailblazer programme’s regional and national leads and, while
there was agreement that the programme was funding early intervention for children with ‘mild to
moderate’ mental health problems, there was no consensus on how far the moderate boundary

should extend and if and how MHSTSs should support children presenting with more complex needs:

“But the concern of course is that, since Covid, the threshold to get into CAMHS [Child and
Adolescent Mental Health Services] has become higher...so then when the Mental Health
Support Teams are meeting the needs of the mild to moderate it is difficult because, again,
that group changes a bit and certainly there’s that middle group that aren't quite in CAMHS
and it is a problem, it’s not the problem of this programme, in that it’s not the remit and |

think sticking with the remit is important, but it is a drop in the ocean.” (National interview)

“I think there’s certainly something about, you know, | suppose if the trend continues and

we’re continuing to see schools who are in need of more substantial support for the severe
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end then maybe that needs to be thought about probably at a national level | guess about,
you know, whether there should be some kind of change in policy about what we do to

support that.” (Regional lead)

In the absence of a clear steer from the national team, it was being left for Trailblazer sites and
MHSTs to make decisions about if and when to support children who presented with more serious
and complex needs, resulting in variation in the level of service being provided across different

areas.
Reach and inclusion

Reach and inclusion refers to the ability to engage and support all children and young people,
including those from groups that are socially marginalised, disadvantaged and/or who have
historically been poorly served by mental health services. Participants described several ways that
MHSTs were trying to increase awareness, accessibility and suitability of the service for all

communities and groups in their area, including:

e Involvement of young people, families and education settings in the design of the MHST, and
gathering feedback from these groups to identify where service improvements could be

made

e Placing MHSTs in education settings with higher levels of mental health need and/or a
greater proportion of young people from disadvantaged backgrounds or from groups not

well served by existing mental health services

e Linking, working and sharing knowledge with other services in the area supporting children

and families and/or mental health

e Increasing visibility of the service and building links through, for example, community
outreach roles, attending local events (e.g. Pride, local coffee mornings) or connecting with

local community groups

e Designing specific projects aimed at improving service accessibility and uptake for specific
groups; for example, one Trailblazer area described projects that had been set up to provide
tailored support to black boys, children from South Asian communities and children at risk of

exclusion

e Creating roles (or parts of roles) focused only on supporting and engaging children and
young people from specific groups, including ethnic minority groups, and LGBTQ+ and

neurodiverse young people
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e Offering training to MHST staff on how to best support children and young people in, for

example, special schools or pupil referral units

e Recruiting staff from the communities MHSTs were serving, particularly from ethnic minority
groups, or with specific experience or skills (e.g. working with children with autistic spectrum

disorder)

e Culturally adapting resources and translation of existing resources into non-English

languages

e Reporting and monitoring data on the demographics of children and young people being
supported by or engaging with MHSTs, with a particular focus on capturing information on

ethnicity and other protected characteristics.
Remaining gaps in support

Despite MHSTSs’ efforts to increase service accessibility and uptake, gaps in service provision were
widely reported. Almost half of respondents (49%) to the second key informant survey reported that
there were groups of children and young people not accessing the support provided by MHSTs

and/or not receiving effective support. Groups reported as being underserved by MHSTs included:
e Young people with special educational needs and/or neurodiversity

e Young people from ethnic minority or non-UK cultural backgrounds, and/or with English as a

second language
e LGBTQ+ young people

e Children and young people from low-income households and economically deprived

communities
e Young people not in school, including those being home schooled
e Certain religious settings (e.g. Catholic or Church of England schools)
e Boys, particularly teenagers
e Looked after children

e Children in rural schools
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e Children with ‘internalising’ mental health problems, which often presented in subtler and
less apparent ways (e.g. social withdrawal or sadness) compared to children displaying

challenging behaviours.

Our findings suggest that there are multiple factors and barriers that account for why these groups
were less likely to access MHST services, including lower awareness of MHSTs, stigma around or
different views of mental health problems, preferences for other sources of support (e.g. from
family or friends), negative perceptions and/or past experiences of mental health services, lack of
joint working between MHSTs and other services that may be involved in providing support, and

limited skills and expertise among MHSTSs to personalise support to different needs.

Many participants commented that the standard MHST intervention (time limited, cognitive
behavioural therapy) did not work as well for some groups of young people, or for certain mental
health problems. In addition, the issue of EMHPs and other MHST staff not having the training and

skills to support all groups of children and young people was raised:

“ASD [Autistic Spectrum Disorder] is a difficult one...the interventions have not been
effective...we just don't have an intervention that would work, there’s no adapted model yet
for any lower level anxiety, so we've just had to unfortunately give them the best as we can
and then say ‘unfortunately now we've done as much as we can’ and we've had to signpost
to like the Autistic Society or something to get maybe support that way.” (Case study site 2,

MHST manager).

“Deprivation in our area. Many children have ACE's [adverse childhood experiences] and
other complexities/social factors that are impacting on their mental health and may make
the CBT evidence-based approach not appropriate as their level of need is too high, or there

is systemic work to be done.” (Key informant survey respondent)

In some cases, it wasn’t a lack of skills, but the requirement to deliver a specific type of intervention
that prevented tailoring to specific needs. For example, as one MHST staff member, who had joined

their team from adult mental health services, explained:

“When | see a young person and | know I’'ve got to stick within the realms of the model, that
can be frustrating, when you know that you’ve got the skills to do something else with them,
but you’ve got to stick to the model and the frame and not going outside of that. So, it’s very
structured and it can be very fixed...I’'m used to working, again, in adult mental health

services. It’'s much more flexible, so you can be a little bit more open to trying different
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things, but | think that’s because we’re still very new, and | think that that will come in time.”

(Case study site 4, EMHP)

Support for children in primary schools was also identified as an issue. For children of this age,
MHSTs typically provide parenting interventions or support for parent-led interventions, rather than
directly supporting the child. But parents sometimes lacked the time and/or willingness to engage,

as one education setting commented:

“There needs to be more provision or training for the Trailblazer team on working with
children individually in primary schools...In some areas, parental engagement is low and
therefore relying on an intervention that a parent engages with for an hour every week for 6

weeks is not realistic.” (Education settings survey respondent)

Parent-led interventions were also unsuitable where a child’s mental health issues were linked to

their family situation and/or relationship with a parent or parents.

Cultural and language barriers relating to the cognitive behaviour therapy approach were also

described:

“I think, the intervention type being quite a Western offer frankly. CBT, you’ve got a cognitive
ability to do it, you’ve got an articulation and a fundamental understanding of the English
language and the English culture to be able to understand what mental health issues even
are, what depression is, what anxiety is, and have a word to translate. It’s not translatable in
our inner-city boroughs | don’t think, for every child and young person. | think there’s some
considerable barriers in them accessing that type of intervention.” (Case study site 3,

management/governance)

How MHSTs adapted in response to the COVID-19 pandemic

Despite the many obstacles posed by the pandemic, MHSTs quickly adapted how they were working
and what support they provided. In effect, the pandemic necessitated creativity and innovation.
Many teams seized the opportunity to do things differently and this was widely praised. Broadly, this

adaption in response to Covid-19 took three main forms:

e Developing strategies to increase referrals: e.g. increasing efforts to publicise the service,
and working with other local mental health services and/or non-Trailblazer schools, so as to

offer support to a wider group of children and young people locally.

e Changing or expanding the type of support provided: e.g. developing new resources

(including videos, virtual assemblies, podcasts, newsletters, drop-in services and support on
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return to school) and/or expanding the offer of support to include parents and teaching
staff. Around half of the respondents to our second education settings survey reported that,
in response to Covid-19, their MHST had extended the delivery of mental health support to

include staff (45%) and parents and carers (46%).

e Switching from face-to-face to remote working and support: all teams switched to offering

remote support delivered via the telephone and/or digital platforms.

Remote working was reported to have some benefits, including presenting the opportunity for staff
to develop skills for digitally delivered support, it being easier to organise meetings involving people
from multiple organisations/locations, and easier for MHSTs to meet with and/or support parents
(because no travelling was required). Challenges were also highlighted, such as practical issues with
technology, a lack of MHST skills for remote working and support, some children not having access
to technology, and issues around safeguarding, confidentiality and information security. Concerns
were also raised about the suitability of providing emotional and wellbeing support remotely as
some children and young people would not feel comfortable or safe discussing their mental health

problems in their home environment.

Some participants were of the view that young people seemed to prefer in-person support, although
the experiences shared suggested that preferences were diverse and that remote support could
work well in some circumstances (especially for follow-up appointments, where an initial
relationship had been established face-to-face). Relatedly, a concern was raised by one regional lead
that decisions about the balance between face-to-face and digital delivery should be based on what
is most appropriate and effective for children and young people, and not by financial considerations
(e.g. potential pressures to make efficiency savings or do ‘more with less’ in the post Covid-19

environment).

Trailblazers were asked which of the changes that had been made in response to Covid-19 they
anticipated retaining after the pandemic. The responses suggest that most areas expected to have a

blended delivery model, with a mixture of remote and face-to-face working and support (Table 12).

Table 12. Changes to service models and ways of working due to Covid-19 which Trailblazers
expect to maintain after the pandemic

Service model change %
. . . 83%

Provision of online/remote support for children and young people
. . . . 82%
Provision of online/remote support to education settings ?
75%

Provision of online training and/or supervision for MHST staff
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0,
Offering flexible working for MHST staff (i.e. working from the office and home) 2%

Provision of mental health support to parents/carers (where this wasn’t offered pre
Covid-19)

Provision of mental health support to education setting staff (where this wasn’t offered
pre Covid-19)

[Source: Second key informant survey; n=65. Respondents could select multiple answers]

62%

58%
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Chapter 8. Education settings engagement and experiences

Mental health services offered by education settings before the programme

Different types of mental health and wellbeing support were offered to children and young people in
education settings before the Trailblazer programme started. In response to the first education
settings survey, almost two thirds of respondents (65%) reported that their setting had a mental
health lead before the programme. More than half of these settings (59%) reported that this role

had been in place for three years or longer.

The Department for Education’s baseline provision survey, undertaken in 2019 to establish the level
of mental health support available at education settings that were part of the Trailblazer
programme, also asked about the types of direct support provided. Educational psychologist support
was the most common type of support (82%), followed by “counselling provided by trained
counsellor” (61%); fewer respondents reported that their setting provided cognitive behaviour
therapy (17%) and clinical psychologist support (15%). Most types of support were self-funded by
education settings, with the exception of clinical psychologist support (which was predominantly

NHS funded).

With regard to views on mental health and wellbeing services before the programme, 46% of
respondents to the first education settings’ survey considered waiting times for specialist services to
be unacceptably long. Just over half (52%) agreed with the statement that specialist services
responded well to children and young people in mental health crisis. The same percentage (52%) of
respondents to the Department for Education baseline survey reported being either very satisfied or
fairly satisfied with their relationship and joint working with NHS children and young people’s mental
health services. There was a higher level of satisfaction in secondary schools (67%), compared to
primary schools (47%) and “other” settings (55%). A large majority of respondents (84%) reported
that they had an identified point of contact in their setting to link to specialist NHS services, but
under half (48%) responded that there was an equivalent point of contact in these services that they

could approach for advice and support.

Impact of Covid-19 on mental health in education settings

While the impact of Covid-19 on education settings had been variable, negative impacts were widely
reported. In the first education settings survey, reported impacts included increased staff workloads,
stress and fatigue; coping with constant uncertainty and disruption; concerns about the safety and
wellbeing of pupils; increases in safeguarding issues; dealing with angry and frustrated parents; and

the challenges of engaging children and young people in remote learning. Many settings were also
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seeing an increase in mental health problems, among staff, pupils and parents and carers. The most
frequently described impacts of the pandemic on accessing specialist NHS services were longer
waiting times or lack of appointments for children and young people, and limited provision of face-
to-face support. This resulted in additional strain on staff (in particularly those in key roles, such as
mental health, pastoral, special educational needs and safeguarding leads) and ‘in-house’ services.

One respondent described the challenge faced by staff in meeting the more complex needs:

“We have a number of quite complex mental health issues in school. These cannot be
handled by the MHST and yet | know that the CAMHS [Child and Adolescent Mental Health]
service is also over-run with referrals. Unless these children receive timely, prolonged
support, their mental health will continue to decline. Teachers are not specialists in mental

health and it can feel very overwhelming.” (Education settings survey respondent)

In a small number of cases, challenges had led education settings to adapt their own provision to fill

gaps, which some viewed as a positive outcome.

These impacts were echoed in our case study sites, with interviewees from education settings
describing how some children had become less confident about social interactions and more
sensitive to noise and the busy classroom environment. They also described increases in
safeguarding issues, and in emotional outbursts and aggressive behaviours upon returning to the
classroom. One participant described the considerable toll that the pandemic had on the mental

health and wellbeing of their staff:

“I think there’s a whole heap of professionals that have been completely missed from being
acknowledged, and | think school staff are one of them. And they are absolutely on their
knees, bless them, really on their knees. They’re exhausted.” (Case Study Site 3, education

setting staff)

Case study participants also described positive changes associated with the pandemic — above all,
that the pandemic was felt to have reduced the stigma that some parents and carers felt about

requesting mental health support for their children.

Views on, and experiences of, working with MHST staff

Survey respondents were generally supportive of the programme, and being able to increase the
provision of mental health support within their setting. Our second survey asked education settings
to report on the support they were receiving from their MHST to introduce or develop their whole
school or college approach to mental health and wellbeing. The highest level of support provided

was for mental health promotion, followed by engaging pupils to identify issues to address through
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mental health and wellbeing work in the setting (Figure 8). Respondents were also given the
opportunity to describe additional ways in which the MHST was supporting their setting. The most
commonly reported activities were provision of staff training and workshops on mental health and

wellbeing, mental health training for parents and carers, and group work with children and young

people.
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Figure 8. Support received from MHSTs to introduce or further develop the whole school approach to mental health and wellbeing
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We asked respondents to the second survey how well they thought the referral process to the MHST
was working, as well as the capacity of external services to accept onward referrals from the MHST.
Over three quarters of respondents (76%) reported that referrals from the education setting to the
MHST were working very well or somewhat well. In contrast, less than half (41%) reported that the
capacity of external (specialist) services to accept referrals from the MHST was working as well

(Figure 9).

Figure 9. Views on MHST referral process
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Senior mental health lead role and training

The importance of the senior lead for mental health role to the success of the programme was
clearly evident in our research. Senior mental health leads were described as being the staff
members responsible for making referrals, as well as championing mental health within their
settings. As one EMHP told us: “if you’ve not got an engaged mental health lead you’re not going to
get any referrals, so it does make a huge difference” (Case Study site 3, EMHP). The considerable

workload of the person taking on the role was also acknowledged:

“One of the things | know some schools face, you know, if you’re trying to find a named
lead...One of the first things you then need to do is ‘well what can | take off this colleague so
that they can engage with this properly?’...The danger is one just loads another job

responsibility onto them.” (Case Study Site 1, education setting staff)

In one case study area, education settings had been encouraged to identify strategic and operational
mental health leads who, respectively, would champion mental health issues at the senior
leadership team and across the setting, and lead and coordinate the setting’s mental health work
day-to-day. This approach was reported to be working well, not least because it spread the

responsibilities across two members of staff.

Interviewees at all levels commented on the training for senior mental health leads. This training
represents the major investment from the programme directly into education settings, and is
intended to support and equip senior mental health leads to fulfil their leadership role effectively.
There was evident disappointment and frustration about the training having been substantially
delayed, although the provision of other mental health training to education settings during 2020
and 2021 (through the Department for Education’s Wellbeing for Education Recovery/Return
programmes) was acknowledged and welcomed. The lack of specific training for senior mental
health leads was a key reason given for some settings feeling under-prepared for the programme

and their MHST:

“It’s the wrong way round really to introduce the MHSTs without doing that awareness
building within the school through the senior mental health lead training... When we’ve been
out to visit the schools they’ve all said, haven’t they, that those that have that kind of
champion for mental health and have that whole school approach sort of embedded to some
extent have really been able to take on the MHSTs properly and really get the most out of it.”

(Regional lead)
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Some interviewees reported that communication with schools and colleges about the purpose of the
programme, the remit of MHSTs and the requirements of the senior mental health lead role had
been insufficient, something that training could have helped address. Specific areas where training
would have been beneficial were identified, including how to work with MHSTSs to set up referral

pathways and processes.

Given that a key purpose of the training was to equip senior mental health leads with information
and skills to help their setting introduce to develop a whole school approach, it is unsurprising that

the delay was felt to have particularly affected the progress of this element of the programme:

“..if we’re talking about the whole school approach work, not wanting to point fingers, but |
think that part has been hampered somewhat by the very substantial delays to offers of
training to mental health leads within educational settings. That’s something that’s only
really emerged | think in maybe the last six to nine months, when it was an original, like,

absolutely key part of the original proposal.” (National interview)

One case study site had addressed what they felt was a major gap in programme implementation by
developing their own training for senior mental health leads, which more than 50 school staff were

enrolled in by the time of our fieldwork (summer 2021).

Concerns about the impact of the delay in the senior mental health lead training were also
expressed by interviewees from the national team. But an alternative view was also expressed: that
the delay had led the Department for Education to reconsider its approach, moving away from the
original plan to commission a national training programme and adopt a flexible model, with
education settings able to access different levels and types of training from a ‘menu’ of training
providers. This was considered a positive outcome, although a wait of over a year and a half for

senior mental health leads to access training was also acknowledged to be less than ideal.

Tailoring of MHST support to education settings

There was widespread consensus about the importance of MHST workings within education settings’

values and ethos, and providing support that was relevant to their context and specific needs:

“..to me, the important thing here is that they work with the school and to the school’s rules.
They’re not mental health professionals parachuted into the schools, they have the values of
the school, they adopt the values of the school because we’ve always had mental health

professionals dropping into schools and it never worked.” (National interview)
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Early work to tailor approaches had fostered relationship building between MHSTs and staff in
education settings, and encouraged a focus on ongoing learning and service improvement. A
participant from a setting in one case study site provided examples of the flexibility demonstrated by

EMHPs:

“The first thing to say is whatever we ask them to do, they’ll do. They’re incredibly
responsive. So, for instance, if we say ‘Help us with the summer school’, they’ll say ‘Yeah,
what do you want us to do?’ Or ‘Come on results day’ or ‘Support these youngsters who are
struggling with transition’ or ‘Think about ways in which we can deal with youngsters who
have got exam anxiety’...Whatever we say they show great responsiveness to, which is
brilliant, you know, that in itself is really uplifting and leads to great hope and optimism.”

(Case Study Site 1, education setting staff)

In another case study site, this flexibility and adaptability was attributed to multiple factors,
including the programme being delivered by the voluntary sector; MHSTs seeking and using
feedback from children and young people, parents and carers, and education setting staff; and
conducting a mapping exercise of existing mental health support in each setting to ensure that
MHST work was tailored to the needs of the setting and complemented (rather than duplicated)

services.

We asked in the second education settings survey about the extent to which respondents felt that
their setting was aware of the activities of the MHST and were able to shape them. Over three
quarters of respondents (76%) agreed with the statement that their MHST was responsive to the
needs of their students. The majority also agreed with the statement that the programme reported
its activities regularly to the senior leadership team in the setting, and that the setting was shaping

the day-today working of the MHST or individual practitioners (Figure 10).
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Figure 10. Governance and involvement of education settings in MHSTSs’ activities
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Many of the operating principles for MHSTs relate to tailoring the service to local needs, and
education settings’ assessments of their MHST against these principles were also generally high. For
example, 80% of respondents agreed that MHST support was responsive to the setting’s needs, and
not taking a ‘one size fits all’ approach (Figure 11). However, these findings also suggest that such
tailoring has largely involved discussions between MHST and education setting staff. Direct
involvement of children, young people and families in developing the approach was limited, with
only 19% of respondents reported that this had happened “to a great extent”. We also heard from
survey respondents and interviewees who identified a lack of flexibility in the service model as an

area where implementation could be improved:

“Stop being so prescriptive. Equip EWPs [Education Wellbeing Practitioners] with multiple

tools and the autonomy to use them as they see fit.” (Education settings survey respondent)
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Figure 11. Extent to which MHSTSs’ operating principles have been implemented in education settings
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Relationships and engagement

Building strong relationships with education settings is a key aspect of MHST work and our findings
suggest that this takes a significant amount of time, resources and effort. In general, education
settings were felt to have engaged well with the programme and MHST staff spoke positively about
working with them. Across the case study sites examples of non-engagement were given, but in all it
appeared that only a few settings were not engaging after multiple attempts. Our case study
respondents suggested that the lack of engagement from some settings may be due to a range of

reasons, including:

e Not understanding the remit of the MHST/mismatch between what education settings
expected and wanted from the service, and what it provided (e.g. settings wanting support

for more complex mental health issues).

e Lack of time/capacity within education settings to fully engage with the MHSTs. This was

exacerbated in settings where there is no designated mental health lead.

e Settings not referring students because of the view that referrals to the MHST were often

deemed unsuitable.

e Poor personal relationships between MHST and education setting staff (although this was

not a common occurrence).
e Lack of parent/carer engagement.
e Lack of trust in MHST experience and/or knowledge.
e lLack of physical space from which the MHST could work.
e Past (poor) experience of short-term mental health programmes.
o Not viewing mental health as a priority.

In terms of the mismatch between expectations of MHSTs and what teams could provide, long
waiting times to access specialist support were reported to be contributing to this issue. We were

told that some settings saw MHSTs as a shortcut to accessing specialist mental health services:

“One of the largest parts of our role is the signposting element, so | think schools are using
us, particularly as CAMHS [Child and Adolescent Mental Health Services] waiting times are
astronomical at the moment. | think they maybe use us as a little bit of a shortcut into

mental health services. If it’s going to take CAMHS six months to come out and do an
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assessment on somebody, but | can be there next week. That’s quite a big difference isn’t it.”

(Case Study Site 2, EMHP)

In most sites, the issue of understanding MHST remit and having appropriate expectations had

improved over time, once teams had the chance to establish a relationship with the setting:

“Four months after the project officially started...schools were left kind of without any
understanding of what we were offering as well as staff members as well, so | think we had
to take a while at the beginning to really get them to understand what we could do and what
we couldn't do. And that did lead to some schools partially switching off to begin with
because they thought they were going to get a service that would fix all of their needs and
they could send every case through from crisis cases and we would fix it and obviously that’s
not what we’re here for, but | think we've rebuilt those relationships.” (Case Study Site 1,

MHST manager)

Our findings suggest that MHST staff (particularly EMHPs) had gained confidence and experience

over time in developing these relationships.

In terms of more specific issues affecting engagement, one participant from an education setting
expressed concern that the MSHT referral forms were too detailed, as well as being very “medical
looking”, which may have put parents and carers off engaging for fear that it might link to their
child’s “permanent records”. Efforts by MHST staff to meet with and raise awareness of the service
among parents and carers was thought to have partially overcome this issue, by putting people’s
minds at ease and supporting them get the right level of help for their child. A participant in another
site described the support provided by the MHST in the onward referral of children they cannot

directly support as one of the benefits of the service:

“And the practitioners, all of them, I've been so blessed with every single one that I've had
here, has been magnificent, has never said no to anything...So if | take them a student that
doesn’t meet the criteria, they will automatically refer them to the right path.” (Case Study

site 3, education setting staff)

Interviews with case study and regional interviewees highlighted three key factors that supported
MHSTs to develop effective relationships with education settings. These included having an engaged
senior mental health lead, and MHSTs tailoring their support and ways of working to individual
education settings (both discussed in more detail above). The final factor was education settings
integrating MHST staff into their environment and wider team (for example, by inviting them to join

staff meetings and participate in wider activities in the setting), and embedding the service into their
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processes and practices. While this appeared to be happening generally, our findings suggest that

not all MHST staff felt welcomed into the settings in which they were working:

“But no, | don’t really integrate with the staff. | think I’'ve sat in a staff room once, and it felt
very weird, because | think everyone was just staring at me to be like, who’s she?” (Case

Study Site 4, EMHP)

Factors supporting and hindering programme implementation in education settings

Our survey research identified a number of factors, relating to both the MHST and the setting, that
supported the implementation of the programme and hindered it. The most commonly cited factors
supporting implementation were positive characteristics of the MHST staff, such as being
professional, reliable, informative and proactive. Strong communication between the MHST and the
setting was also seen as an important factor, as was the support of the education setting’s senior
leadership team. The main barrier to the implementation and success of the MHST was the time
commitment of the senior mental health lead, and their other responsibilities in the setting, which
meant that they could not dedicate the necessary time to utilise the MHST’s services (Box 8). This

was also echoed in the case study interviews; for example, one EMHP told us:

“In many of my schools teachers wear several hats and my mental health leads are full-
time teachers and they are mental health leads in their lunchtime and in the morning and
they do a brilliant job but it can't be expected from them to do that, it’s not fair on them

or the children.” (Case study site 5, EMHP)
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Box 8. Facilitators and barriers to the implementation and success of MHSTSs in education
settings

Facilitators

Professional/reliable/informative/proactive MHST staff
Regular contact with MHST staff

Senior leadership team buy-in and support

Good communication and relations between setting and MHST
Flexibility of MHST

Engaged mental health lead

Commitment to whole school approach in the setting

Prompt action/response of MHST to referrals/queries

Barriers

Time commitment of mental health lead/competing with other responsibilities
Limited capacity of the MHST to meet (growing) needs

Low levels of parental engagement

Frequent MHST staff changes

Covid-19 (e.g. staff having to wear PPE when ‘on site’)

Slow referral process/long waiting lists

Insufficient funding for mental health and wellbeing services

Inadequate physical space for MHST

[Listed in order of frequency]

Benefits and limitations of support offered by MHSTs

School and college staff identified several benefits to having an MHST operating in their setting. This

included children and young people having someone with whom they could share and discuss

feelings that they might not wish or be comfortable disclosing to staff in the setting, and the

techniques that staff learned from the team members. A teacher in one case study site described

the benefit of the programme in filling the perceived gap between in-house services and the ones

previously provided by the NHS:

“To make that step from what we provide in school and actually, what the NHS provides

through TaMHS [Targeted Mental Health in Schools], that is a big step and a huge waiting
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list, and so for us, Trailblazers is that lovely in between service....And so for me, it joins a lot

of the dots, and our parents now see that.” (Case Study Site 4, education setting staff)

The most frequently described benefits, reported by respondents to the second education settings
survey, were related to the support and training that the MHST was providing to staff, support for
parents and carers and enhanced mental health provision for children and young people (Box 9).
One respondent described the ease of access to early intervention mental health and wellbeing

services, afforded by the programme, as one of its main benefits:

“Students feel more reassured that there is professional support easily accessible if they need
it and no longer think that they have to be effectively suicidal before they would be eligible

for support.” (Education settings survey respondent)

The most frequently reported limitations of the MHST were related to service scope and capacity.

Box 9. Education settings’ views on the main benefits and limitations of MHSTs

Benefits
e Support and training for staff

e Support for parents and carers
e Additional capacity for children and young people’s mental health needs
e Speed of accessing support
e Raised awareness and profile of mental health in the setting
e  Workshops for children and young people
e Having a point of contact for mental health issues
e Improved links with other services
e Earlier identification/ intervention
Limitations
e Limited ability to support full range of needs
e Limited capacity to provide support
e Covid-19 related limitations (e.g. support having to be delivered remotely)
e Poor engagement with parents and carers
e Long waiting times for accessing MHST service
e Amount of admin associated with service and referral process
e High turnover of MHST staff/slow replacement

e Low number of EMHPs/infrequent visits/insufficient time spent at setting
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[Listed in order of frequency]

In relation to the scope of support provided by MHSTSs, case study respondents reported some
frustration within education settings about MHSTs not addressing the more complex needs for
which they most required additional support. Relatedly, some education settings noted that their
staff had the skills and confidence to support children with less serious mental health issues, and so

MHSTs were duplicating rather than enhancing mental health provision:

“Some of the schools are seeing the benefit of the MHST approach, but | think you'd have an
overwhelming response from schools saying ‘But we’d prefer some orange level support to
be honest’” (Case study site 5, project lead; ‘orange level support’ refers to the level between

early intervention and specialist services).

"“Support for children with more serious or complex needs. Trailblazer programme offers very
similar support to the support we are able to offer in school — need support for children at

the next level." (Education settings survey respondent)

While most of the examples given to illustrate gaps and limitations related to MHST’s direct support
function, some comments suggested that hoped-for whole school improvements had not yet been

seen:

“The specialist knowledge the MHST has is not being passed onto teachers, therefore it is not

being embedded as a whole school approach.” (Education settings survey respondent)

We also asked respondents to the second education settings survey what their setting needed most
to further improve how it supports the emotional and mental health of children and young people.
The most frequently cited needs related to the provision of mental health advice and support for

parents and carers, staff training, and expanding MHST capacity.
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Chapter 9. Views of children and young people

This chapter is co-authored by: Beckye Williams, Ronan Nagle-Weaver, Jamie Morgan, Charlie
Tresadern, Imaan Rathore, Kalen Reid, Lizzie Mitchell, Rowmell Hunter, Sarisha Goodman, Zaynab

Sohawon, Niyah Campbell and Charlotte Saunders.
Focus group development, delivery and iterative analysis

The focus group research was co-designed with members of the University of Birmingham Institute
for Mental Health Youth Advisory Group (YAG). YAG members contributed to the development of
the recruitment materials including writing the participant information video script and recording
the video; they developed the topic guide for the focus groups; they trained as co-researchers and
co-facilitated focus groups; and they engaged in analysis and debated the data given their expertise

by experience in order to formulate the findings contained within this chapter.

The intention for the focus groups was to co-facilitate these with YAG co-researchers in order to
equalise power between children and young people, as this has been shown to facilitate more
unconstrained participation.®>®3 However, the focus groups ran during core school hours and so
whilst our ambition had been to co-facilitate the focus groups with YAG members, often this clashed
with their own study or work commitments, representing a practical constraint and limitation for
youth co-research in schools. We also had to be relatively flexible and move focus groups (often at
short notice) in order to fit with school priorities and Covid-related issues, and this meant that only
three of the five focus groups were co-facilitated by YAG members or Institute for Mental Health

youth involvement co-leads.

Once the focus groups had been held a de-brief took place immediately after with co-facilitators to
reflect on what had been heard. We additionally held an analysis workshop with the YAG to discuss
the focus groups findings, develop the coding framework, and to decide on the key themes from the

analysis to present in this report.
Reflections from the Youth Advisory Group

When developing the coding framework, discussing reflections on participation in the focus groups,
and in refining the key messages from the analysis, the perspectives of YAG members have been
invaluable. One of the interesting reflections that they offered was how much greater the emotional
literacy of children who participated in focus groups was than they felt theirs would have been at
that age. They also reflected as a group on when they were in primary or early secondary school, and

how much they felt they would have benefitted from the one-to-one, small group, and particularly
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the whole school approaches to mental health in their education setting. The common language, the
ability to talk to peers, friends, family members and teachers about struggling with mental health,
and the general openness of the children in the focus groups was of surprise to the YAG members. It
resonated powerfully as a contrast with their own less favourable experiences. It is therefore worth
noting that YAG members understood from the participants that there had been a perceptible (and
welcome) shift in those school environments from the ones they recalled given their own school or

college experiences.
Children’s help seeking and understanding of where to find support

During the focus group, children’s help-seeking was explored. When discussing who children would
seek help from for their mental health outside school, the most common response was parents,
siblings or wider family members. For those children who did not have family members available,
particularly for those in care, they would seek support from a ‘trusted adult’. Some children
expressed anxiety about talking to family members or people outside school. The key reasons for not
feeling comfortable approaching people outside school included concerns about being dismissed

and concerns about worrying parents:

“I feel like it’s more hard, isn't it, because it’s more hard to, like, open up to the fact that you
are going through that...Because they could just say ‘Oh stop being silly’...and it’s just like you

really need help about it.” (FocusGroup_3)

“It depends on how bad it is. | don't want to stress — | don't want her to worry about me, do

you know what | mean.” (FocusGroup_3)

For children who did not have a person they could or felt able to talk to outside school, there
seemed to be an amplified importance of being supported in the school setting. On being asked how

the return to school had been, one participant said:

“I would say it’s a bit of both because | would say they would be happy because they can see
their friends again but on the other hand it’s just...because whilst you’re in there [home
schooling] no-one can really help you besides your family and if they didn’t notice, you’re just

stuck.” (FocusGroup_5)

Whilst children also spoke jokingly of the difficulty parents had home schooling and advising on
pieces of work, there was also an appreciation of parental work stress during the pandemic, which

we noted may also have factored into help-seeking choices being made by children.
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Children in one focus group reported that they saw increasing number of peers turning to online
social media forums to discuss their mental health and seek support during periods of school closure
or lockdowns in the pandemic. The discussion in this focus group was particularly interesting as it
was in a setting where there was less evidence of whole school working and the children in the
group had poorer mental health literacy, and the main source of support or information about
mental health was cited as being independent research online. The children spoke of using
Instagram and Snapchat where other children were sharing inspirational or emotional quotes or
putting up stories about how they were feeling. This link between mental health literacy and seeking

support from online chat forums would be useful to explore further in future research.

Seeking professional support outside school was rarely mentioned. When it was, it was often to
compare waiting lists for specialist NHS or allied services with timely support made in relation to

children’s help-seeking behaviours in schools or family networks:

“Because like even if you want to sort like an anger management thing or something it takes
ages to get into the process, like, because my brother’s fully in counselling...Just like mental
health people like the actual people that like do it as a job, like, it takes a while because
there’s like a big waiting list for people that need the help, whereas my mum’s just always

there and | trust her.” (FocusGroup_3)

Timely support in schools — for example through the MHST — was seen as being particularly
important to children in the focus groups so that they could avoid holding onto worries that were

affecting their wellbeing:

“This might sound really stupid but once a week, for me it just feels like what if something
happens and then you’re struggling to clear your mind and then you’re in a — say something
happens on Monday and you can’t clear your mind until you go out for that day, maybe just

like a day before or a few days before, | think that would be really helpful.” (FocusGroup_4)

The YAG particularly reflected on this and felt that the availability of someone to be able to talk to
relatively quickly in schools in the absence of community mental health services or family members

outside school was especially important.

In all the focus groups, the choice of person to approach for support (both inside and outside school)
was influenced by perceptions of trust. When asked about where they would seek support in school,
the children gave a variety of answers ranging from their class teacher to the head teacher, the
janitor, or the wellbeing/mental health or inclusion lead. The nature of the individual’s role seemed

less important to the children than their attributes. Key amongst these were that the person was
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known to the child; they were someone trustworthy; and they were someone who listened well.
Three children sought out inclusion or wellbeing staff specifically for their identifiable expertise in

relation to mental health.
MHST and programme impact

Within the focus groups we explored understanding of the MHSTs in school. We did not ask children
about particular episodes of care or to share experiences of receiving support, as this would have
been inappropriate in a focus group setting, although some children choose to talk about this
anyway. Not all children recruited into the focus groups had direct experience of MHSTs, which
enabled us to get an understanding about how engaged MHSTs were across the whole school and

how aware children were of the support being offered generally.

Knowledge of the specific MHSTs or the function of the teams was the question children were least
sure about across the focus groups. When asked directly about MHSTs in schools, the picture was
mixed. In one of the participating schools, MHST work was only known about by the child who had
experience of the team. In this school there was no discernible whole school work being undertaken
in addition to direct support. By contrast, where MHSTs were embedded in schools and had run
groups with children in classes, hosted assemblies or other whole school work had taken place, they

were more aware of the team and better able to articulate their function.

For those children who were aware of MHSTs, their opinion of the teams was very favourable. When
asked to identify why this might be, the children gave reasons including they could trust them; they
helped with the transition back to school from home schooling and gave you strategies to cope with
mental health in school; they helped with your emotions; they provided mental health education;
the team had snacks; and you could “share good and bad news with them” (FocusGroup_2). Children
reported wanting more small groups, mental health education or further one-to-one sessions as

they had found these helpful.
The whole school approach

In schools where MHSTs were embedded and running groups (e.g. lesson or small group sessions or
assembly work) as well as one-to-one activities, there was evidence of whole school approaches to
mental health and wellbeing being better developed. This was demonstrated by the children being

able to identify ways in which people (across the school) could support them with their emotions:

“CYP1: Well in each class, so if you’re feeling sad or worried then you put a name tag on that

and the teacher will come and see you and try and make you feel better...CYP2: Like you said,
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we do have an emotional check-in and when we do put ourselves on sad or worry, there’s not
just that, there’s also sleepy, excited and happy, but when we do put ourselves in sad and
worried, if we do, then they check it in the morning and say ‘Come out the door for a minute,
come out the classroom’ and then they will speak to us and they will see if they can help us.”

(FocusGroup_1)

It was also reflected in how children described experiences of support within the school

environment and particularly about how they felt in themselves:

“Because people take you out of the class and talk to you...When the staff take you out it
feels really — if there’s something negative in the classroom, it feels really positive when you
go to Inclusion or the Reading Bus or something and they ask you how your week’s been and

if you’ve had any down emotions and see how we can improve on that.” (FocusGroup_4)

Children who had had direct contact with an MHST (either through one-to-one or group activities)
also appeared to have better mental health literacy and were more aware of things they could do to
deal with difficult situations or emotions. One child illustrated this through describing a technique

they had been taught around worry journaling:

“When you’ve got worries and you’re at home, you should write them down before you go to
bed. | write down my worry and then he eats them all when I visit him...It’s my worry

monster.” (FocusGroup_2)

Where there was less whole school work being undertaken, the children in the focus groups had
poorer mental health literacy (for example, they were unable to identify ways to support themselves
and had a less versatile language or framework of understanding about mental health) and found it

more difficult to engage in some of the discussion proposed within the topic guide.

All children felt that the school cared about their wellbeing, but in schools where there had been
enhanced MHST support and not just one-to-one support, children were better able to articulate
why they thought this. Their reasoning included: they felt seen and noticed; teachers were proactive
in asking about wellbeing; there was always somewhere to go or someone to talk to; they were able
to take time out; and the school had developed a culture of activities in classrooms including
emotional check-in or adopted specific personal development lessons with mental health attached

to curriculum teaching:

“They do like PSHE [personal, social, health and economic] lessons...So in form time we have
twenty minutes and they do like specific things, so they’ve done like anxiety, depression,

relationships, so they give us time and teach us about these different things and then we've
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had assemblies on it, we've had workshops, we have people telling us all the time about

what we can do and stuff like that.” (FocusGroup_3)

For children who were in schools where there was less evidence of whole school approaches to
mental health being adopted, they struggled to give examples for why or how the school cared for

them and their answers tended to focus on feeling safe in school rather than around mental health:

“Because of like their priorities, they care about how you’re feeling, if you’re safe.”

(FocusGroup_5)

It was only in the focus groups in these schools that children identified feeling that teachers were

less caring or could improve their attitudes towards and understanding of mental health:

“I think just being more understanding and aware of people, like the students.”

(FocusGroup_5)

The importance of the proactivity of staff in asking how children were and following up if they had
been distressed, was strongly linked to the need to be noticed and to feel cared about, and was a

theme that resonated across the focus groups:

“Yeah, like there’s always someone to go to like if you have a problem you can go to
someone and you can get sorted...and like after you’ve told them they’ll come back.”

(FocusGroup_3)

The importance of being seen or noticed was a theme that particularly tied to children’s experience

of school and home schooling during Covid-19.
Covid-19 impact

The impact of the Covid-19 pandemic was felt by all children who participated. Being unseen, or not
heard, or feeling isolated was an experience that was common across all focus groups. In part the
experience of being taught online, and being required to turn their cameras and microphones off
unless they were answering a question, was experienced by children as their mental health and

needs being unseen:

“CYP_1: And if the teacher’s seen that there’s something on your mind because you're face to
face, they can actually see if you're not being your normal self, so like if you're walking round
or your behaviour suddenly changed and you can see that whereas like on a phone call - yeah

through lockdown it’s all behind a screen and obviously you had to turn your camera off so
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no-one would ever know, but obviously being in school if people can see that you're actually

upset then that’s where they would get more helpful.” (FocusGroup_5)

That school teachers were not able to pick up on body language, behaviour, or other cues when
learning remotely increased their feeling of disconnection with learning and impacted their

motivation and wellbeing:

“You could literally just lie in bed and just have it on in the background. It just makes
you...you're just constantly inside every day, because | just got into a routine at that point on

my iPad putting myself on mute and my camera off.” (FocusGroup_5)

Whilst some students felt they managed to work successfully from home, others did not and there
was a mixed picture in terms of how children had experienced the pandemic. For children who were
experiencing difficulties in their home life, they reported that they did not enjoy being home

schooled without access to support:

“One reason was because at school | could take my mind off all the troubles | had at home

and just focus on one thing and one thing only.” (FocusGroup_1)

Commonly cited concerns were boredom; problems with self-motivation and completion of set
work; not having anyone to ask if you did not understand the work; too much work or not enough;
isolation and loneliness; missing friends; loss of structure resulting in further de-motvation; lack of
direct communication with teaching staff; and feeling that education or wellbeing support needs

being missed:

“Some people needed and didn’t get it [support] because either they couldn’t reach out or
they didn’t reach out and like | feel like a lot of kids missed out on lots of learning just like
they had no motivation or just didn’t have any access to the internet or just different reasons
and then [teachers] missed some of that and didn’t realise that loads of people missed out so

much.” (FocusGroup_3)

Whilst work was regularly sent out, children felt that additional wellbeing or other materials should
also have been sent to support them whilst they were being home schooled. Some children did
receive additional support, but experiences were very variable. One particular experience that
resonated with the YAG was those who were overlooked for support and/or were not targeted by
inclusion or other teams within the school, but yet appeared to fit within the ‘mild to moderate’
criteria. Whilst schools with MHSTs had made efforts to reach children identified as in need, children
that were previously high attainers (academically) or were quiet felt particularly overlooked and

expressed they had struggled without additional support:
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“I feel like the, do you know, like the really smart kids, the really high achievers who always get
good grades and they seem fine but | feel like they never get focused on because they always
seem like they're OK. They're quiet and they keep to themselves and they don't show their
feelings at all, they come to school, they do the schoolwork and they go home and like just and
they don't like really open up do they [General murmurs of agreement]...Some people get ignored
and miss out because they don't seem like they're not OK, they seem fine, which isn't fair on them

because they don't get the help they need.” (FocusGroup_3)

Generally, all students within the focus groups felt that schools had made an increased effort to

focus on mental health since they had returned to in person schooling.
Changes in children’s expressed needs

The impact of the Covid-19 pandemic has potentially changed the expressed needs of the children
for mental health support in schools. This was not a core topic of discussion in the focus group
research and so it will need understanding through further research. However, children in the focus
groups cited particular needs around: being noticed by school staff, and being listened to and
supported with their emotional wellbeing if this had declined; support making, maintaining and
repairing friendships; support tackling bullying; and quiet spaces or the ability to take time out was

described as being increasingly important.

In addition to concerns related to social anxiety, the other needs that were said to have been
exacerbated by Covid-19 and learning through the pandemic were in relation to the transition
between primary to secondary school, and with exam stress. Children felt that knowledge building

activities targeting exam years or transition would be particularly helpful:

“And it’s just like everything’s all at once and it’s just dead like overwhelming...Sometimes
[children in year 7] they don't know where to go, whereas we know who to go to where they
might not, because you're new to everything and you don't know as much, like, | know in
year 7 | didn’t know what to do now with my feelings and everything, yeah and you don't

trust anyone.” (FocusGroup_3)

The need for quiet space was seen as particularly related to Covid-19 and the impact of being left at
home alone for protracted periods of time and the overstimulation and difficulty to returning to

school settings:

“I feel like it could be helpful that you just find that teacher, tell them how you're feeling and
they give you some time to just go and be and sit or go and just calm down and think about

everything, because going into lessons being stressed or on the verge of crying your eyes out.
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Just being able to go somewhere and just be able to calm yourself down before returning to

a lesson would be really helpful.” (FocusGroup _03)

Having more time out, greater opportunity for quiet space, and the importance of confidential

places to raise concerns was raised by 10 of the 32 children in four out of five focus groups:

“I think we need like a sectioned area where like in the emotional check-in you can actually
come and talk to someone, like really in private, because there’s always going to be people
walking down and up those corridors. | think they need a separate room basically made for

when you’re on sad or worried to take you there.” (FocusGroup_01)

The importance of confidentiality was repeated across several groups. Children both at primary and
secondary level highlighted not having their own agency or communication with staff about their

wellbeing in the pandemic as teachers communicated directly with parents instead:

“I feel like if they would have, like, instead of my parents, because | think my parents were
never in, | think if they directly reached out to me and were just like every so often they'd be
like why aren't you doing this or do you need anything like that, | never got any of that...
Because my parents are always at work, so even if they did call my parents | wouldn't know.
All the phone calls that | had were through my mum or through my dad, so like even with
that like sometimes say if like there was something that | was proper worried about then if
they rang my mum and | was just like ‘Oh yeah it’s fine, it doesn’t matter’, do you know what
I mean [if the teacher during lockdown had communicated] directly to me | would have been

like ‘Oh there’s this’.” (FocusGroup_3)

These children wanted people to speak to them directly about their wellbeing and also wanted the
opportunity to themselves reach out and contact people for support. The reliance on adults as
conduits to make referrals, particularly where they may not understand or be dismissive, was seen
as unsatisfactory. There was quite a strong sense, particularly where mental health literacy was
more developed, that the children would like to make their own referrals and have agency in this
space and that epistemic injustices® in relation to being believed or heard took place where this was

not possible.
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Chapter 10. Programme progress and impact

Progress made by the Trailblazers in the early phase of the programme

Overall, the progress reported by Trailblazers was positive. Reports suggested a programme working
in the challenging and unanticipated circumstances of the Covid-19 pandemic, yet continuing to
serve children, young people and education settings. While there was variation between areas in the
pace of progress and the nature and extent of challenges encountered, the general view from the

stakeholders was that the Trailblazers had achieved much in a relatively short space of time:

“I think it’s a massive thing what people have achieved in very short time frames...they’ve

achieved an incredible amount really.” (Regional lead)

In particular, the recruitment, training and transition into practice of the first cohort of EMHPs was
widely regarded as a major achievement with all of the teams operational in some form by January
2020. As noted in Chapter 5, at the outset of the programme, some sites had not fully grasped the

scale and complexity of the implementation challenge:

“Obviously health and education coming together is a massive challenge and | don’t think
anybody underestimated that, but | think what sites did underestimate was how big this
project was and | don’t know whether everyone took on board that you are implementing a

brand new service.” (Regional lead)

Many of the challenges that were described echo those reported by processor programmes,
including reliance on key staff (e.g. in schools and colleges) who had limited time to prepare for and
support implementation, and how to achieve the optimal balance between central direction and
local flexibility (see Chapter 2). Notwithstanding, there was a strong sense that sites were learning

and improving over time, and that some of the initial challenges were being resolved.

Impact of Covid-19 on implementation plans and timescales

By the time of the first national lockdown in response to Covid-19, MHSTs had been operating for a
matter of weeks in most sites. EMHPs were moving from their training year into practice, in many
areas senior staff therapists and supervisory roles were still being recruited, teams were starting to
build relationships with education settings, and referral processes were being implemented for the
first time. There was a notable drop in referrals during the initial months of the pandemic (Figure
12), which was consistent with the pattern seen across children and young people’s mental health

services.
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Figure 12. Combined number of referrals accepted by MHSTs at 12 Trailblazer sites, January —
December 2020
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[Source: Aggregated programme data, March 2022; n=12 Trailblazer sites]

Note: Based on self-report data from sites. We only included sites for which data was available for all four quarters.

Several explanations were offered for this decline in referrals, above all that it was much harder for
staff in education settings to spot mental health problems and less likely that that these would be
disclosed by a child or young person given that the majority of pupils were not attending school in
person. Also, it was unclear in the initial weeks of the pandemic if and how MHSTs would continue
to provide support in lockdown conditions. All MHSTs eventually switched to delivering elements of

support remotely, but it took some time to prepare for and make this switch.

The pandemic also created challenges for MHSTSs in engaging and building relationships with
education settings who were overwhelmed dealing with closures and other Covid-19 related
pressures, and during periods of lockdown many MHSTs were unable to enter and work in school

and college buildings:

“Early on in Covid school engagement was a definite concern...schools were just, | think it
was just the pressure, they were just overwhelmed and, even though they were very much
concerned about the health and wellbeing of the children and young people, they had so

much other things that they needed to prioritise.” (Regional lead)

We were told that the shift to remote working and pressures on education settings had particularly
impacted on the work to develop whole school approaches. In the words of one local project lead,
this element of the programme had “slipped down the priority list” (Key informant survey

respondent). Even after some restrictions had been lifted, the requirement to keep all young people
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in ‘bubbles” meant whole school activities had continued to be challenging. Some stakeholders
viewed the whole school approach work as being underdeveloped in comparison to other aspects of

the programme.

Enablers of progress

Several key enablers of progress emerged from the findings, these are summarised below.

e Local context and partnership working: There was a widespread view amongst stakeholders
that, to be successful, implementation must be grounded in strong partnership working
arrangements, underpinned by governance models that were transparent and inclusive.
Sites that had established strong partnership working before becoming a Trailblazer were
able to move quickly to implement the programme’s timetable, leveraging existing
relationships with education settings to facilitate recruitment and referrals while rapidly

setting up MHSTs (Chapter 5).

e Collaboration: Interviewees emphasised the importance of ensuring that all key
organisations and sectors — including NHS Trusts, education settings, local authorities, and
voluntary and community organisations — were able to meaningfully influence the design
and delivery of MHSTs. Collaborations were reported to provide benefits by increasing
coordination across services. These included providing a coordinated approach to children
and young people’s mental health across local areas, supporting smooth transitions between
services, helping to avoid duplication of services, and promoting sharing of learning and

resources (Chapters 5 and 8).

e Governance and leadership: Clear governance arrangements were considered crucial for
supporting successful collaboration at all levels of the programme (e.g. at individual
Trailblazer sites; among the national partners; and between sites, regions and the national
team). These arrangements were most successful when underpinned by clear and effective
leadership, robust project management processes and two-way communication. Regional
and national interviewees suggested that clear governance structures were not in place for
some of the early Trailblazer sites due to time pressures and the focus on training the first

cohort of EMHPs, but that this seemed to have improved in later waves (Chapter 5).

o Networking and sharing learning: Regional leads in particular highlighted the value of
networking across Trailblazer sites to support the sharing of learning. Local and regional
networks were a means by which those in key implementation roles could seek advice to

understand and address emerging challenges, or access resources developed in other areas
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to support their own work. Additionally, when sites had opportunities for understanding and

sharing programme successes it could be a powerful motivator (Chapter 5).

e Engagement of children, young people and carers: At the case study sites, participants
highlighted the importance of engaging with young people and carers and enabling them to
shape MHSTs service provision and delivery. This engagement let MHSTSs test their
assumptions about what was needed locally to ensure services were relevant, and gather

feedback to guide and inform service improvement (Chapter 5).

Key challenges
Ongoing challenges noted by Trailblazers included both intrinsic factors related to the programme
design, and issues related to the rapid development and expansion of the programme within the

context of the Covid-19 pandemic. The key challenges mentioned were:

e Remaining gaps in support: The remit of the MHSTs is to provide support for mild to
moderate mental health conditions. Although MHSTs could refer young people with more
complex needs to specialist services, significant gaps and restricted capacity meant that
many young people with more complex needs could not be supported by specialist services.
Furthermore, there was a perception amongst some stakeholders that gaps in service
provision were growing, in part due to increased pressure on specialist services since the
pandemic, leading to longer waiting lists and raised thresholds for accessing specialist care

(Chapter 7).

e Staff retention and turnover: The retention of staff, especially EMHPs, was widely cited as
an ongoing challenge. Reasons for retention issues included the role being viewed as a
stepping stone to more advanced jobs, lack of opportunities for progression within the role
and MHSTs, frustration at the parameters of the role or limitations of the CBT approach,
high workloads, and the emotional intensity of the work. In addition to retention issues with
EMHPs, there had been challenges recruiting and retaining supervisors, partly due to a

national shortage of staff with the required skills (Chapter 6).

e Reach and inclusion: Challenges with engaging some groups of children and young people
were reported across sites. Several groups are reported to be underserved by MHSTs
including children and young people with special educational needs or neurodiversity, those
from ethnic minority backgrounds and some religious backgrounds, and children with
challenging family or social circumstances (e.g. financial hardship, domestic abuse, or living

in care). Some Trailblazers sites were working to increase inclusion of these groups, for
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example by recruiting community outreach roles, attending local events, or creating tailored
resources to encourage engagement. However, some participants were of the view that the
issues of lower engagement amongst these groups were the result of cultural differences or

stigma that were beyond the programme’s ability to address (Chapter 7).

Data collection, sharing and use: Generating and sharing learning from the programme
through effective data collection, analysis and use was an ongoing challenge. The national
programme has established routine data collection from sites through the Mental Health
Services Data Set, however they reported ongoing issues with using these data to effectively
inform decision-making. Challenges included appropriately timing data collection processes
to align with key decision points for the programme; ensuring that decision-makers
understood the full extent of available data being collected across the national partner
organisations, and synthesising these data to maximise the learning from them; and various
issues concerning the quality and completeness of data received from MHST sites. National
and regional interviewees also described how constraints on networking activities due to the
pandemic had limited opportunities to share learning with and between sites, and across the

different levels of programme (Chapter 5).

Engagement and relationship building with education settings: Engagement of education
settings was a challenge before the pandemic, but Covid-19 created something of an
engagement paradox: it increased the need to get MHSTs established and operational, but
at the same time decreased the time and resources that education settings could devote to
working with MHSTs. Within case study sites, even in education settings that were
enthusiastic about participating in the programme, staff often reported having limited time

and headspace to engage with their MHST (Chapter 8).

Delayed senior mental health leads training: The delays to the senior mental health leads
training was thought by some stakeholders, in particular those from the education sector, to
have left school and college staff with inadequate training and capacity to work effectively
with MHSTs, hampering work to build or further develop a whole school approach to mental
health, impeding efforts to build relationships and slowing referrals. Given this, it is positive
that a programme for training senior mental health leads is now in place and uptake of the

training was reportedly strong (Chapter 8).
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Sustainability and future development of Trailblazers and MHSTs
Stakeholders expressed various hopes and priorities for the future development of the Trailblazers
programme and MHSTs specifically. These focused on programme expansion, workforce

development and career progression for EMHPs, and ensuring sustainable long-term funding.

One ambition expressed by the national team was for the programme to expand to reach 100%

national coverage:

“I think if you ask anybody involved in the programme, then our ambition and our desire and
the case that we will be making is that we continue with roll-out and that we would be on a

trajectory to 100 per cent coverage.” (National interview)

Interviewees highlighted the potential for full national roll-out to address current inequities in access
to MHST services, but also cautioned that this could bring new challenges as implementation
reached areas and education settings that were less engaged than the early adopters and

enthusiasts:

“I think as roll-out continues there’s a chance that you’re getting into schools that are
naturally less engaged because you’ve already recruited the ones that are most interested in

doing this.” (National interview)

Opportunities and challenges for workforce development were also described. Amongst the national
team, there was agreement on the need to provide a career development pathway for EMHPs within
MHSTs — alongside opportunities to progress into other roles within the wider mental health
workforce — with career progression seen as a key way of improving retention and supporting the

sustainability of the workforce:

“We really need to establish some mechanisms to ensure that that career progression bit is
addressed and that hopefully will contribute to greater retention of EMHPs and also senior

staff and for their wellbeing as well.” (National interview)

However, there were different viewpoints within the national team about what shape the
development of the MHST workforce should take, largely to do with whether the programme should
continue to evolve within its original remit of mild to moderate mental health problems, or expand
its scope to children and young people with more severe and complex support needs. For example,
some interviewees suggested that EMHPs be trained to work with children and young people with
additional complexities such as neurodiversity, special education needs or self-harming behaviours,
but while staying within the remit of mild to moderate need appropriate for low intensity

interventions. Other proposed a role for MHSTSs in addressing the gap in support for children falling
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between ‘mild to moderate’ mental health needs and thresholds for specialist services. It was
suggested that this could be achieved by following the model adopted by the IAPT programme,
which had trained both low-intensity and high-intensity therapists, the latter equipped to support

adults and children with more serious and complex needs:

“I’'ve been pushing hard for MHSTs to include high intensity therapists...And that to me is a
solution because it enables a career pathway for the EMHPs and builds on their experience of
working in schools and equips them with the competencies that they would require to treat.”

(National interview)

Those we interviewed in the national team also recognised the importance of communication and
learning for supporting the programme. They highlighted the need for MHSTs, education settings

and other stakeholders to learn from each other about how to adapt and improve the programme:

“For me it’s about building in that sustainability of the system going forward...Not just the
roll-out of the MHSTs in terms of numbers and coverage but quality and improvement and
learning from each other, you know, enabling and supporting MHSTs to learn from each

other about what works well.” (National interview)

The most frequently mentioned threat to the programme’s sustainability was funding. Several
members of the national programme team highlighted the continuing uncertainty about the funding
of MHSTs beyond 2024/25 which, we were told, was affecting recruitment to later waves of the
programme. Interviewees were concerned that competing political interests might take priority and
that funding would not be renewed, which would result in inequity of access to MHST services

across the cou ntry.

Evidence of progress towards desired outcomes and impacts

While it was not a goal of this evaluation to formally assess whether the Trailblazer programme was
achieving its desired outcomes, many participants were of the view was the programme was making

progress towards achieving its three key objectives:
e Better mental health and wellbeing amongst children and young people
e Children and young people feel better equipped and supported
e Schools and colleges feel better equipped and supported.

Participants reported seeing a variety of positive impacts from MHSTs. For example, the majority of

respondents to the second surveys (education settings survey: 76%; key informant survey: 77%)
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agreed having an MHST in their education setting had improved children and young people’s

understanding of mental health and wellbeing; this view was echoed by interviewees, who noted:

“The outcomes that the MHSTs are achieving, according to the data that has been analysed
and gathered so far, are really promising, the kind of outcomes that we would expect them
to be achieving based on the kind of research evidence for the interventions that they're
delivering...We know that they're actually making a difference to the lives of children and

young people they're supposed to be helping.” (National interview)

Most survey respondents (education settings: 75%; key informants: 82%) also agreed that school
and college staff were more knowledgeable and confident about mental health and wellbeing issues.
Just over half of respondents to the education settings survey (52%) agreed that referrals to
specialist mental health services were responded to more quickly. Notably, the majority of
respondents to the key informant survey agreed that children and young people were seeing
improvements in the mental health and wellbeing goals that they set for themselves (77%). Fewer
respondents to either survey agreed that the mental health and wellbeing of staff in education

settings was improving (education settings: 49%; key informants: 47%) (Figure 13).

The results of the second key informant survey also suggest that the MHST programme is embedding
new ways of working in education settings that contribute to a more positive mental health and
wellbeing culture, with most respondents agreeing that education settings were adopting and
improving their whole school/college approach to mental health and wellbeing (73%). Better
partnership working and collaboration was also evident with most respondents agreeing that MHSTs
were becoming an embedded element of the systems in which they worked (82%), and that there
was better joint working between education settings, mental health services and other local

partners (82%).
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Figure 13. Education settings views on the early impacts of mental health support teams
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Information from interviewees also suggested the programme was making progress towards its core
outcomes; however, one regional lead cautioned that the progress made by Trailblazers needed to

be viewed in the context of a weakened NHS mental health service:

“Everything was so underfunded and under resourced that anything anybody was going to

do at this point was going to be progress.” (Regional lead)

In addition to generally confirming and giving examples of the impacts described above,

interviewees in case study sites reported other positive outcomes, including:

e Greater sharing of good practice and networking between education settings in relation to

mental health and wellbeing (Site 2 and 5)

e More support for staff in education settings to pursue training and professional

development opportunities around mental health issues (Site 5)

e Improved support for families and parents in relation to their own mental health and

wellbeing (Site 5)
e Reductions in inappropriate referrals to specialist mental health services (Site 2)

e Positive feedback from children and young people, and/or parents and carers and/or staff in

education settings about the MHST service (Site 1, 3, 4 and 5)

e Staff in education settings having somebody to talk to about their own mental health issues

(Site 3)

e More positive and proactive mental health cultures in education settings, including reduced

stigma around mental ill-health (Site 1, 2 and 5).

An important area where Trailblazers had made progress was in establishing an infrastructure that
would facilitate joint working across the various partners involved. Central to this was building
relationships and establishing governance arrangements across diverse organisations and sectors
that, in several areas, had had relatively little (if any) prior experience of working together.
Interviewees were keen to emphasise that strengthening partnership working for children and
young people’s mental health should be seen as an important outcome of the programme. One

result of this was sites offering more joined-up mental health services for children and young people:

“What it’s enabled us to do is actually make sure that the pathways within the programmes
that we deliver are more joined up, so young people can access appropriate services from

MHST and then flow into other programmes that we deliver...It’s not just sitting there as a
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statutory service, it’s got a different feel and a different culture and | don't think that should

be underestimated.” (Case Study Site 2, management/governance)

Unintended consequences

There is some evidence that schools and colleges may be changing their patterns of investment in
mental health, potentially as a result of the Trailblazer programme. Almost three quarters (71%) of
respondents to the second education settings survey reported that their school or college had
invested more of their own resources in mental health services and support since joining the
Trailblazer programme. The most common examples given were additional investment in mental
health and wellbeing training for staff, followed by releasing staff time to focus on mental health and
wellbeing activities in the setting, and the appointment of new staff members to provide this
support. However, the qualitative comments suggested that at least some of this investment was a
response to the Covid-19 pandemic, rather than being an outcome of the programme. Five per cent
of respondents to the second education setting survey indicated that their setting had reduced its
existing mental health services because of the MHST being in place. Again, the qualitative comments
provided further insights, indicating that this disinvestment was mostly a result of budget constraints
linked to the Covid-19 pandemic. One example given suggested that, rather than simply disinvesting
in support, some education settings might be re-allocating resources to address gaps in support. The
education setting in question reported that it had prioritised supporting pupils with speech and

language difficulties, knowing that the MHST could cover emotional and mental health needs.

One consequence of rolling out the MHST programme in pockets across the country was an uneven
distribution of MHSTSs in comparison to mental health services that provide specialist care. Some
national interviewees suggested that the presence of MHSTs in sites had led to increased
identification of children and young people with mental health needs and a corresponding increase
in demand for services. However, specialist mental health support was not being expanded in the

same rapid and targeted manner as MHSTSs:

“And then | think it is that perfect storm of we've made significant gains, both in terms of
roll-out of MHSTs and the small specialist services, the MHSTs are very geographically
defined and actually rolling out in small areas whereas the wider specialist is a more even
growth across the country, still differential, still big ranges in proportion of children and
young people treated in different areas of the country but, by and large, it’s growing, it is
growing in all areas. So all of that makes for quite a complex web and background against

which we’re doing this roll-out.” (National interview)
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Chapter 11. Scoping a longer-term impact evaluation

Work undertaken for work package 3

The aim of work package 3 was to inform the design and development of a Phase 2 impact and
economic evaluation by providing analysis and advice that could be used by Department of Health
and Social care (DHSC), Department for Education (DfE) and National Institute for Health Research
(NIHR) policy, research management, programme and analytical officials (the ‘stakeholder group’) to
produce a practicable research specification. This work was informed by findings from the other
components of the early evaluation which provided insights into the way in which the Trailblazers
were being implemented in practice, the range of research questions that might be most relevant in
the future, the availability of administrative and other data (e.g. on finance, activity and user
outcomes) and the likely feasibility of finding appropriate comparators for Trailblazers and later

waves of the Green Paper programme.
The work in this component of the early evaluation comprised the following:

e Adesign and methods literature review of recent programme evaluations in England of

initiatives and pilots similar to the Trailblazers, undertaken in early summer 2020

e Aseries of papers containing advice and options on potential approaches to both the design
and commissioning of an outcome and economic evaluation of the Green Paper programme,

produced between March 2020 and May 2021
e Adraft theory of change, August 2020

e Commentary on DHSC and DfE preparatory work towards a specification for the outcome

and economic evaluation, May 2021

e Aseries of discussions between the evaluation team, and programme and analytical staff in
DHSC, DfE and NHS England and Improvement (NHSEI) between November 2020 and July
2021

o Aresponsive full proposal for an initial outcome evaluation, in April 2021.

As a result of this pattern of working, advice and recommendations for the development of a further
phase of evaluation emerged and evolved throughout the period from early 2020 to late summer
2021. Detailed work by the evaluation team on the approach to the Phase 2 evaluation stopped at

the end of July 2021 once DHSC, DfE and NIHR had together decided that they had received
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sufficient information, advice and critique from the research team, and were in a position to proceed

to produce a definitive specification that could be used to commission the Phase 2 evaluation.

Several of the principal documents that were produced by the evaluation team and submitted for

discussion to the programme team and Departmental analysts are listed in Box 10 below. These

documents can be found in Supplementary File 2.

Box 10. Key outputs from evaluation work package 3

1.

Mays N. Requirements for Phase 2 evaluation, 14 March 2020 — Document A

This note began the process of identifying what needed to be included in the Phase 2
evaluation, the difficulties likely to be encountered and some potential options.

Scherer M, Mays N. Review of recent national evaluations of similar schemes and implications
for Phase 2 impact and economic evaluation, 10 July 2020 — Document B

This report reviewed the approach and design of recent evaluations, assessed their feasibility,
and identified their advantages and disadvantages to contribute to the development of a
specification for the Phase 2 Green Paper programme evaluation.

Ettelt S, Fenton S-J. Children and Young People’s Mental Health Trailblazers — Theory of
change, August 2020 — Document C

This working document analysed the mechanisms of change and goals of the Trailblazers as a
basis for developing a theory of change for the Green Paper programme which could guide
the specification for the Phase 2 evaluation.

Singh K. Ideas for a Children and Young People’s Mental Health Trailblazers theory of change,
18 May 2021 — Document D

This working document related to the previous one on theory of change and brought together
the main elements relevant to a theory of change for the Green Paper programme without
going as far as to present a fully worked up theory. It was designed to contribute to evaluation
team discussions with DfE and DHSC programme and analytical staff aimed at developing an
‘official’ theory of change to inform future evaluation planning.

Mays N, Ellins J. Phase 2 outcome and economic evaluation of Children and Young People’s
Mental Health Trailblazer Programme: outline of design and commissioning options for the
stakeholder group meeting, 30 November 2020, 26 November 2020 — Document E

This report provided initial advice prepared for the two Departments and NIHR based on
insights gained in the early evaluation and background work assessing the feasibility of

different designs and methods for the Phase 2 evaluation. It was to be followed by more
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definitive advice in early 2021 explaining how the Phase 2 evaluation might best be
undertaken.

Saunders K. Using data from Mental Health Services Data Set (MHSDS) as part of a
quantitative evaluation of the Children and Young People’s Mental Health Support Teams
(CYPMHSTs), 25 November 2020 — Document F

A second paper for the 30 November 2020 stakeholder group meeting exploring options for
accessing, linking and using routine NHS mental health services data to evaluate programme
outcomes in a Phase 2 evaluation.

Mays N, Ellins J, et al. Impact and economic evaluation of Children and Young People’s Mental
Health Trailblazer Programme: proposal for initial evaluation of the 2018/19 Trailblazers, 20
April 2021 — Document G (proposal appendix removed since this is Document B)

A detailed, costed research proposal prepared by the evaluation team in response to a
request for a possible initial period of evaluation that could be undertaken ahead of the
commissioning of the full Phase 2 evaluation and which could provide findings by early 2023
to inform public spending decisions relating to the programme. Eventually, DfE and DHSC
decided that this rapid initial evaluation was not essential and they would proceed directly to
commission the longer full Phase 2 outcome and economic evaluation.

Singh K. Overview of evaluations relevant to Phase 2 Trailblazer evaluation, 10 May 2021 —
Document H

A further evidence review of other relevant previous evaluations to feed into DfE, DHSC and
NIHR development of a specification for the outcome and economic evaluation of the Green
Paper programme.

Ellins J, Saunders K, Mays N. Possible comparisons for phase 2 outcome and economic
evaluation of CYP MH Trailblazer programme, 5 May 2021 — Document |

A note prepared for DHSC describing the different possible comparisons that could be used to
assess the impact of the Green Paper programme, and the different insights that each would

give.

Summary of the evaluation team’s advice on a Phase 2 outcome and economic
evaluation

The overriding implication of the review of recent evaluations of pilot programmes with some

similarities with the Trailblazer programme (see Documents B and H), plus the emerging findings

from the early evaluation of the Trailblazers, was that robust outcome evaluation at scale involving

extensive primary data collection was likely to be difficult to undertake and might not succeed in
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comparing the Trailblazers with the status quo ante (see Documents A, E and F). Including an
economic dimension would further increase the practical challenge. The experience of the early
evaluation had shown that all aspects of the research such as accessing documents, obtaining
monitoring reports, collating routine activity data, requesting contact details of key contacts in local
sites were complex and protracted, before adding the difficulties generated by the Covid-19
pandemic. It was also time-consuming to set up and run focus groups with children and young
people themselves. The likelihood was that such problems would be even greater in the context of
an outcome evaluation which would also require collecting outcome and other quantitative data

directly from children and young people in education settings.

In November 2020, we therefore advised the programme team to build the evaluation in stages
rather than commission a single large ambitious evaluation, given the practical difficulties posed by
the pandemic and the challenges faced by previous evaluations (Documents E and F). The team
made methodological recommendations on the use of data and approaches that might balance
feasibility and methodological rigour. These particularly focused on approaches to identifying
‘controls’ (including by matching or deriving synthetic controls) to avoid the problem of regression to
the mean to which any simpler before-and-after outcome assessment would be vulnerable, plus the
challenges in the use of routine data, particularly related to the measurement and interpretation of
educational and health outcomes during 2020 and 2021. The impact of MHSTs on individual
students, their education settings or the areas where they live was also considered in this
methodological work. We additionally considered the appropriateness of using monitoring data
collected with the support of the Anna Freud Centre at University College London to evaluate the
effectiveness of the early MHST interventions. We also explored the possible use of Mental Health
Services Data Set (MHSDS) and National Pupil Database (NPD) data (and future data linkages, the

timing and accessing of which were uncertain) in longer-term outcome assessments.

As part of the early evaluation, we also aimed to identify reliable expenditure data related to the
MHSTSs but with mixed success. In the interim report, we were only able to raise questions about the
scale and nature of funding received by the Trailblazers and their MHSTs since we were not able to
identify good data (Ellins et al, 2021).%* There seemed to be very large variations between
Trailblazers and MHSTs in funding related to the population served but this could have been
artefactual. We were able to obtain routine data on overall CCG level children and young people’s
mental health expenditure for those CCGs with Trailblazers, but the budgetary information

specifically on the Trailblazers was impossible to interpret.
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Until July 2021, we were told that our advice on outcome and economic evaluation of the
programme was required to feed into ten-year spending decisions about the continuation of the
programme beyond 2022/23 that would need to be made in early 2023. Accordingly, in addition to
the advice outlined above, the evaluation team provided a pragmatic proposal for interim evaluation
in April 2021 in an attempt specifically to provide some relevant findings to inform such a decision
early in 2023 (see Document G). In the event, in July 2021, it became apparent that the programme
funding would be continued to 2023/24 and thus interim evidence to inform such a decision was no
longer needed. Instead, DfE and DHSC decided that a more ambitious, longer-term outcome

evaluation should be commissioned competitively and the NIHR was approached to identify funding.

The evaluation team then shifted attention to providing advice on the specification for this proposed
longer-term evaluation. Given that the decision had already been taken to continue funding MHSTs
to 2023/24, the justification for a full counterfactual impact and economic evaluation was
substantially weakened in that this decision was strong evidence that there was neither professional
nor policy equipoise regarding the merits of MHSTs. With this in mind, the team shifted its attention
to consider approaches to Phase 2 evaluation which would give insight into which parts of the
programme and which ‘types’ of MHSTs were likely to work best, for whom and in which
circumstances. Our final advice in July 2021 drew in part on a note we had already drafted in May
2021 which highlighted how different comparisons other than a pure counter-factual evaluation of
the programme against ‘usual practice’ might usefully be undertaken which would give different but

important insights into the performance of the programme and scope for improvements (Document

).

Implications of the early evaluation findings for a longer-term assessment of

programme impact

The early evaluation findings offer valuable broader learning for the design and delivery of a longer-

term assessment of the Trailblazer programme. Specifically:

e Akey challenge for the impact evaluation is the substantial heterogeneity between (and, it
appears, in some cases within) sites in terms of what has been implemented and how. This
points away from relying simply on an overall assessment of ‘programme impact’, and
towards comparisons within the programme. This approach makes good sense if the
Government’s long-term goal is for the three key elements of the programme to be available
across all areas in England. If this is the case, the primary aim of the evaluation should be to
understand what approaches work best and at what cost (plus why, and in what

circumstances), to inform future roll-out. This raises a question about which variables should
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be selected for comparison. Sites vary in several important respects including amount of
funding received; workforce composition; lead organisation; size of population covered by
each MHST and amount of MHST time allocated per education setting; different ways of
delivering support for whole school approaches etc. A longer-term evaluation is likely to
include at least some of the waves of the programme that followed the Trailblazers, and
therefore further mapping of differences in local models and approaches may be necessary
before decisions about what to compare can be made. It was intended that subsequent
waves of the programme would be afforded less scope for local interpretation in some key
respects (e.g. team composition). However, it is not clear whether and to what extent this

has occurred, and on what basis in terms of learning across the sites.

There is already a substantial, and growing, evidence-base about the effectiveness of the
standard interventions that MHSTSs are delivering (mainly, time-limited, low-intensity
cognitive behavioural therapy), and so there may be limited value in the evaluation creating
more micro-level, clinically related evidence of this kind. It would be more valuable for any
longer-term evaluation to focus on understanding which groups of children and young
people, and which mental health problems, the standard MHST intervention is less suitable
or beneficial for. As we have discussed in Chapters 6 and 7, MHSTs are still developing what
they offer and how they work so that they can support a wider range of children and young
people, including recruiting specialist roles and training staff to work with specific groups.
This provides fertile ground for exploring whether these diverse locally developed
approaches improve the accessibility and effectiveness of support for children and young
people whose mental health problems have historically been under-served, and at what
cost. Learning of this kind would be valuable not only for the programme, but for the

delivery of mental health services more generally.

Careful consideration will need to be given to which outcomes to measure, ensuring that the
evaluation includes outcomes that matter most to children, young people, parents and
carers. Some of the outcomes expected at the start of the programme may no longer be
realistic, especially those relating to service use. For example, the Green Paper noted a long-
term goal to reduce referrals to specialist mental health services (Department of Health and
Department for Education 2017).t The current programme logic model includes the
outcome: “Faster referral and access to specialist services when needed.” We do not
disagree with the importance of these outcomes, but rather are doubtful that they are
achievable within the lifetime of an impact evaluation given the substantial increase in

prevalence and acuity of mental health problems and support needs as a result of Covid-19.
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This points to the need for proxy and interim measures, in order to assess whether the
programme is progressing towards long-term goals and working as intended. This might
include, for example, tracking changes in the quality and appropriateness of referrals made
to specialist services. There is also the related issue of whether the presence of an MHST
within a school or college increases identification of mental health problems and, in so
doing, overall demand for support; we heard from some members of the national
programme team that there is evidence this is happening. Again, this suggests that the
programme’s impact on demand for and referrals to specialist services will be essential, but

complicated, to unpick.

It is important that the evaluation addresses the programme’s twin aims of prevention and
intervention. This means not just focusing on whether and how the programme is improving
support for children and young people with mental health problems, but also what impact it
is having across entire school and college populations. The latter will require careful work to
define the programme’s ‘ecological’ impacts, and when these might be expected to occur
since one would expect these whole school effects to be more diffuse and take longer to
become visible. Evaluators may find it easier to measure interim outcomes (such as changes
in staff members’ confidence to discuss and support children with mental health issues) than
track improvements in mental health and wellbeing at a whole school or college level that
could be attributed to programme-related activities. The early evaluation has shown that the
level and type of whole school support provided by mental health support teams varies
considerably, and so there may be value in exploring whether the ‘dose’ (what and how
much support is provided as a proportion of the total activities of the MHSTs) and ‘effect’

(the nature and extent of outcomes achieved) are related.
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Chapter 12. Discussion and conclusions

Summary of the main findings

The main findings of the early evaluation can be summarised as follows:

e The Trailblazers have achieved a great deal in a relatively short space of time. Setting up the
programme locally was a substantial and complex task, but by January 2020 (12 months
after the first cohort of EMHPs started their training) all 58 MHSTs were operational in some
form. While governance arrangements included representation (in almost all sites) across
health, education and the voluntary sector, there was a view that local governance and
leadership was not yet truly shared across these groups and that the way in which the
programme had been set up was dominated by the NHS as funder and by mental health

service providers and perspectives.

e Covid-19 had had a considerable impact on the mental health of children and young people,
as well as on staff in education settings, and parents and carers. Children and young people
described how home schooling during periods of lockdown had left them feeling
disconnected, de-motivated and sometimes without adequate support. Transitioning back
into the school environment had been difficult but, generally, focus group participants were
happy to be back in school with their friends and teachers. In terms of programme
implementation, the pandemic had affected MHSTs in establishing relationships with
education settings, extended training times for EMHPs, slowed the development of the
whole school approach and restricted activity and outcome data collection. MHSTs had to
adapt what they delivered and how, including moving to online support. It is likely that
MHST will continue with remote delivery for some elements of their work, although blended

with face-to-face approaches.

e Local service models and approaches differed substantially, as is to be expected given the
flexibility Trailblazers were given to adapt the programme to their local context and needs.
MHSTs were offering all three core functions, but many teams were spending a larger
proportion of time providing direct support to children and young people with identified
mental health problems. Several reasons were offered for this including being responsive to
education settings’ requests for direct support; difficulties supporting whole school
approaches remotely during Covid-19; and the influence of MHST lead organisations, several
of which were local specialist mental health service providers and more clinically oriented.

The extent to which children, young people and families had been involved in shaping the
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design and approach of their local MHSTs was highly variable, and some areas had made

more progress in creating opportunities for influence than others.

Despite the challenges presented by Covid-19, MHSTs had developed and were offering a
wide variety of activities and resources to support education settings to develop whole
school approaches to mental health and wellbeing. In three of the five case study areas,
support for whole school approaches was being led by a specialist partner organisation or
specially recruited positions within MHSTs, with EMHPs generally playing a relatively minor
role. There was some frustration about the lack of attention given to capturing MHSTs’
whole school activities in the programme’s data collection and reporting system. In relation
to MHSTs’ third core function, education settings welcomed the advice and help teams were
giving them to access other sources of support (e.g. for children and young people with
more acute problems). However, continued difficulties accessing specialist services,
including what was considered unacceptably long waiting times, was a major concern for

schools and colleges.

Engagement of schools and colleges was felt to be critical to the success of the programme,
as was the senior mental health lead role. Levels of engagement were variable, and it was
suggested that some education settings needed more help to prepare for the programme
and make the most of the support on offer from their MHST. In light of this, there was some
disappointment about the delayed roll-out of the senior mental health leads training. Many
education settings reported that constraints of time and competing commitments meant
that mental health leads could not always engage with their MHST as much as they would

have liked and this was a barrier to implementation and success.

The majority of education settings reported that their MHST was responsive to their needs
and all welcomed the funding of additional capacity for in-house mental health support. At
the same time, however, there was a widespread view that teams were not able to meet
some of the most urgent unmet needs. Several limitations in the MHST model were
identified, relating to levels of experience and skill-mix within teams; the type of
interventions that EMHPs had been trained to deliver and their lack of suitability for some
groups and some mental health problems; and MHSTs’ service scope. Particular concerns
were raised about gaps in support for children whose needs were not ‘mild to moderate’ but
also not serious enough to meet local referral criteria for specialist mental health support, or
who needed support while they waited (often weeks, even months) for an appointment with

specialist services. Many participants reported that the gap between the formal scope of
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MHSTs and that of specialist services was widening due to the impact of Covid-19 on mental

health prevalence and demand for support.

In the case study sites, MHSTs were developing ways to improve their reach and
effectiveness. This included additional training for team members to tailor approaches to
children and young people with, for example, neuro-diversity; recruiting specialist roles to
work with specific groups or communities, or lead targeted activities; and more direct
support being provided by experienced therapists within teams. While some teams held a
firm boundary around mild-to-moderate, others were already expanding their scope and
supporting children with more acute and complex needs. There were different views within

the national team about what the scope of MHSTSs’ direct support function should be.

The majority of Trailblazers reported staffing challenges, with turnover of EMHPs identified
as a particular concern. Challenges recruiting senior team members were also common.
While there had been initial concerns about senior staff being recruited from other local
mental health services, given the potential for this to create staffing shortages elsewhere in
the local system, many had come to the view the movement of staff between services was
positive inasmuch as it had helped build understanding and relationships. The degree of
integration between MHSTs and specialist NHS services varied between areas, and some
teams reported a tension between working closely with other services and establishing a
clear and distinctive identity within the diverse landscape of mental health providers in their

area.

Children and young people were not always aware that there was an MHST in their school,
or what it did. Those who had had direct contact with the team (either receiving one-to-one
support or through involvement in group or whole school activities) had a better
understanding of MHSTs, their experiences of this contact had been universally positive, and
they were able to articulate more clearly how the school cared for their emotional
wellbeing. Several examples were given of ways in which schools were promoting and
supporting wellbeing for all pupils, and these were valued — both because they were seen as
evidence that their school looked after their wellbeing, and because children and young
people had learned techniques to help them cope with stressful situations and manage

difficult experiences and feelings.

The programme appears to be making progress towards some of its key goals. Schools and
colleges reported improvements in children and young people’s mental health and

wellbeing, and improvements in knowledge among staff, children and young people. Several
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local stakeholders reported that the programme was strengthening relationships and
collaboration between education settings, mental health services and other local partners.
Some schools and colleges reported positive early effects including staff feeling more
confident talking to children and young people about mental health issues; being able to
access advice about mental health issues more easily; and having quicker access to support
for children and young people with some mental health problems. In terms of wider impact,
many education settings reported that they had invested in more mental health support
since joining the programme, although it was unclear whether this was a direct result of the
programme or a response to the increasing numbers of children and young people with

mental health problems as a result of Covid-19.

Discussion and implications of the findings for decision-makers

A key finding of this early evaluation is that there is substantial variation between the Trailblazers in
what they are implementing and how. This is to be expected given that it was an explicit intention of
the programme that Trailblazer sites test out “different models of delivering the teams”.: We have
also observed some aspects of the programme where there is little variation; for example, in the
vast majority of Trailblazer sites, the MHST service was being delivered by the local NHS children and
young people’s mental health service provider (in a small number of cases, in collaboration with a
voluntary sector partner). This may be one factor accounting for the view held by several
participants that health perspectives and approaches had dominated within the programme,
something we discuss in more detail below. In terms of this early evaluation, this variation provided
an opportunity to explore the different ways that MHSTs had been set up and were operating, and
to examine the influence of contextual and other localised factors on this. For the longer-term
evaluation, however, it will substantially complicate efforts to capture programme activities and link

these to observed outcomes, a challenge also reported by the TaMHS evaluation.®

The Green Paper stated that “The precise rollout [of the programme] will be determined by the
success of the trailblazers”.* This does not appear to have happened in practice; key decisions were
taken about roll-out — for example, to standardise the workforce composition of, and funding
allocation for, subsequent waves of MHSTs — long before learning from the Trailblazers was
available. Certainly, the Trailblazers have generated lessons and insights for implementation,
although there may be limits on the generalisability of their experiences given that these initial sites
were chosen for particular characteristics thought likely to drive rapid progress, and not for their
‘representativeness’ (see ‘The Children and Young People’s Mental Health Implementation

Trailblazer programme’ in Chapter 1 for details about Trailblazer site selection criteria). As we have
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noted previously,® it is not clear what function the Trailblazers was fulfilling. In this sense, the
programme can be seen as another example of the ambiguous nature of ‘piloting’ that has been

observed in relation to other national policy programmes.®®

There is a clear and strong rationale for the Trailblazer programme’s investment in mental health
prevention and support within education settings. Children spend more time in schools and colleges
than any other setting outside their home and, as noted by the former Children’s Commissioner,
“Consistently, children have been particularly positive when they can access the treatment in and
around their school” & Schools and colleges universally welcomed investment in ‘in-house’ support,
which came at time when many settings were witnessing substantial increases in mental health
problems, among not only pupils, but also parents, carers and staff. Moreover, despite the
challenging and changing circumstances in which the programme was being implemented, solid
progress had been made in setting up the Trailblazers and establishing the 58 MHSTs in these areas.
That key elements of the programme design — notably those relating to workforce — were modelled
on the Improving Access to Psychological Therapies (IAPT) programme may, at least in part, account
for the relative speed at which the national team was able to get underway following publication of
the Green Paper. However, important lessons from the IAPT experience do not appear to have been
heeded, and so opportunities to anticipate key implementation challenges and address these at the

programme design stage were missed.

Chief among these was the issue of retaining EMHPs once recruited, something that had been widely
reported for the equivalent IAPT roles (the Children’s Wellbeing Practitioner and Psychological
Wellbeing Practitioner), and earlier still for another para-professional role in the mental health
workforce: primary care mental health workers.6”%8 In the current study, reduced team capacity due
to vacant EMHP posts was one of the biggest challenges described by Trailblazers. The need for
strategies to encourage retention, including opportunities for EMHPs to develop and progress within
their role, was widely highlighted (something, we are aware, the programme’s national partners are
now seeking to address). There is evidence from some of the case study sites of a lack of integration
between processes for collecting and reporting routine outcome measures and the planning and
provision of support to children and young people. Again, this echoes issues previously raised about

the children’s IAPT programme, and children’s mental health services more generally.®7°

While this evaluation was not designed to assess the impact of the Trailblazer programme, we did
ask participants to share their views about the nature and extent of progress being made. Our
findings show that some of the desired early outcomes, as defined in the programme theory of

change, are appearing. For example, many schools and colleges responding to our education settings
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surveys reported that, as a result of their mental health support team, staff were feeling more
confident and knowledgeable about mental health and wellbeing issues, and better able to respond
to children who have mental health problems. It is also clear that schools and colleges themselves
are critical to the success of the programme. Education settings are not simply a base from which
MHSTs deliver a service, they are partners in bringing about cultures, practices and environments
that support children’s mental wellbeing. It is for this reason that the senior mental health lead role,
and the staff time and other resources that schools and colleges can draw on to help MHSTs
establish themselves and work effectively are crucial. The multiple pressures and competing
priorities that schools and colleges currently face, therefore, could potentially limit the extent of the

programme’s impact.

The launch in June 2021 of the grant scheme for senior mental health leads training was a positive
development, but more attention needs to be given not only to the issue of engaging education
settings (which is a key theme within national programme implementation) but also preparing and
enabling them. Investment in the ‘education side’ of the programme is dwarfed by NHS funding for
MHSTSs, but without a supportive and receptive environment, MHSTs’ achievements will be
unnecessarily limited. A further challenge is that that there is still limited evidence about what works
in developing and embedding a whole school approach to mental health, with understanding about
the core components of the approach and inter-dependencies between these (and therefore how
implementation can be most effectively approached and sequenced) particularly lacking. As Brown

and colleagues’ comment:

“...despite widespread global support for whole school approaches, schools frequently
report lack of clarity over how to deliver them (Quinlan & Hone, 2020), with significant
variation in terminology and an absence of evidence-based guidance on implementation
(Hunt et al., 2015)...questions remain on what structures and processes are needed to

embed effective practices into school routines in a sustainable way.””?

The Trailblazer programme has the potential to make an important contribution to filling this gap, by
capturing learning from all sites about how to implement whole school approaches, what is required
of education settings, ways of building effective relationships (both within the school or college
environment and with external services), and what support education settings need and how this
can be best provided. Consideration should be given as to how this learning can be shared with the
organisations providing training courses for senior mental health leads, so that training content and

resources can be updated as new insights emerge.
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There was a strong view from those who participated in our research that, for the programme to
have maximum impact, it must enhance mental health provision for children and young people
where this is needed most. Addressing longstanding inequalities in access to mental health support
is becoming even more important, given what is becoming clear about the differential impact of
Covid-19 on the mental health of different sub-groups of children and young people. The pandemic
has disproportionately affected children and families from disadvantaged and vulnerable groups,
who were already at higher risk of developing mental health problems and less likely to be able to
access appropriate support.’>’3 As roll-out of the programme continues, a strong focus on
addressing such inequalities is imperative. A common theme in our findings was that low-intensity
CBT-informed interventions were not always appropriate and effective, and EMHPs often lacked the
knowledge and/or skills to adapt these for different groups and needs. This had resulted in gaps in
support, including for children with special educational needs and neuro-diversity, children who
were self-harming, children from ethnic minority groups, and children whose mental health
problems are linked to their family or social circumstances (for example, financial hardship, domestic
or other forms of abuse, or living in care). There is much more still to be understood about the fit
between what MHSTs are offering and what support children and young people want and need
when they are experiencing problems with their mental health, building on the insights from this
early evaluation. The views and experiences of children and young people, both those who have
been supported by an MHST, and those with mild to moderate mental health problems who haven’t

accessed this support, will be critical for developing this understanding.

The poor suitability of standard CBT-informed approaches for working with diverse populations was

already well known before the development of the Trailblazer programme,’”®

raising a question
about whether equity was adequately taken into account in the design of the programme. Relatedly,
it is unclear whether MHSTSs are expected to provide direct support to children with all types of mild
to moderate mental health problems, or should be prioritising and focusing on children who have
the particular mental health problems for which CBT-informed approaches are most effective.
Similar issues have been raised in relation to IAPT services about which, it has been suggested, the

limited focus on depression and anxiety, is “at the expense of missing the clinical heterogeneity and

precise therapeutic need of those referred.””®

What came through strongly in our case study research was that MHSTs were aware of and
acknowledged their limitations, and were thinking about how they could improve their reach and
effectiveness. We heard, for example, that several areas had developed training for MHST staff on
how to communicate with and support children with neuro-diversity. While locally designed training

can be beneficial inasmuch as it is grounded in the local context, there is evidently some duplication
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of effort and investment. This leads us to ask whose role it is to address MHSTs’ ongoing training and
development needs: local areas, regional teams or the programme’s national partners? While the
national partners may not wish to provide additional training directly, they could create training and
development resources for areas to adapt for local delivery. Alternatively, there could be more

sharing of resources and approaches between sites, facilitated by regional teams.

Equipping teams to work inclusively with diverse groups and communities is an activity to which
children and young people, parents and carers, could valuably contribute. This would go some way
to addressing the programme’s involvement deficit, by expanding what have hitherto been very
limited opportunities for these groups to influence key decisions about what is provided and how.
Another area where involvement is warranted is in decisions about the extent and targeting of
remote support in post-Covid service delivery models. There is much still to be learned about
digitally delivered support, above all which children and young people these interventions are most
suitable for and the conditions under which they work best. The limitations of digital support are
widely acknowledged, linked to a range of factors including inequalities in technology and internet
access.””’® There is also the question of whether children and young people want to be supported in
this way. Research undertaken before the pandemic found that children would prefer a combination

of face-to-face and digital support.”

This suggests that the blended model which Trailblazers expect
to be adopting post-Covid may well be the right one. The possibility that digital approaches will be
encouraged (or even pushed) for financial reasons was identified by a small number of respondents,
mirroring concerns raised more widely.® Given this potential risk, it is critical that children and
young people, parents and carers are directly involved in decisions about the ways that MHSTs will
provide support in the future. Evidence from the IAPT programme that higher levels of remote
contact (in the form of telephone support) increased stress and burnout among low-intensity

therapists points to important workforce considerations that should also be borne in mind in such

decisions.>®

A related issue concerns MHSTSs’ scope and, in particular, whether in their direct support function
teams hold a firm boundary around ‘mild to moderate’ mental health needs or not. The Impact
Assessment for the Green Paper described three levels of mental health need: pre-diagnosable; mild
to moderate needs; and diagnosable conditions that meet thresholds for NHS specialist mental
health support.®! The problem with this simple categorisation is that it fails to capture the reality of
children’s mental health problems, which are far more likely to present as “messy scenarios” than as
“obvious mental health problems” # It also does not acknowledge a fourth group of children and
young people: whose needs are beyond the ‘mild to moderate’ level which MHSTs have been set up

to support, but which are not severe enough to meet the eligibility criteria for specialist help.
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Participants in our study reported that this group — described by McGorry® as the “missing middle” —
is growing in number, consistent with the findings of other recent analysis.®* Some articulated
concern and frustration about the ongoing difficulties children and their parents in this situation
faced trying to access support, and the pressures this could place on school and college staff
(including mental health and pastoral leads) to help those children manage their distress and stay in
education. This may be where MHSTSs’ signposting and onward referral function comes into play, but
for teams to fulfil this bridging role, there must be services available to which they can signpost or

refer children, and our findings suggest that this is not necessarily the case.

While some of the MHSTSs in our case study areas were trying to hold a firm boundary around their
scope, others gave examples of supporting children and young people with more complex or acute
needs (with decisions about providing support often made on a case-by-case basis, rather than
through a formal amendment of referral criteria). This included providing interim support for
children and young people with serious mental health problems who were waiting to be seen by
specialist services. Similar issues about working beyond scope and with people whose mental health
problems are more complex than those covered in training, have been reported for other low-
intensity workers in the mental health workforce.?**%2 What became clear through our later
interviews was that there was a lack of clarity and agreement within the national team about
whether the programme should be funding direct support for children only with mild to moderate
needs, or if the expansion of support to other groups was permissible, or even desirable. This points
to a fundamental question for the programme: to whom should MHSTs be providing direct support?
This question needs to be answered nationally because of the ramifications it has for (among other
things) workforce recruitment and training, likely demand and prioritisation of needs for support,
and level of funding required. On the specific issue of training, the British Psychological Society has

proposed that:

“It is important there is a clear pathway for children and young people who present with
more complex or severe mental health and wellbeing needs. EMHPs should refer young
people with more severe needs to specialist provision, but they also need to be appropriately
trained to identify and manage more complex needs within the school environment on a day-

to-day basis.”*

Without additional capacity or funding, it is possible that any expansion of scope in relation to direct
support may be at the expense of MHSTs’ two other core functions. We have already noted that
many MHSTs are spending proportionally more of their time delivering interventions. Covid-19 has

undoubtedly acted as a barrier to MHSTs’ working with, and physically in, education settings to
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develop whole school approaches, but this is unlikely to be the only reason for some MHSTs’
apparent tilt towards supporting young people with identified mental health needs. The way that
the programme was designed and set up (both nationally and locally) was felt by some to have given
primacy to NHS/health interests and perspectives. The lack of focus in the programme’s data
collection and reporting processes on capturing whole school activities and their impacts was given
as one example of this perceived orientation towards clinical approaches (although it should also be
acknowledged that whole school activities may be intrinsically more difficult to describe and

measure in management information systems).

This is another example of the tendency which has been observed for NHS organisations to play the
dominant role in partnership working arrangements, particularly where the funding for such
arrangements comes largely or solely from NHS budgets.®>%¢ It also points to a tension at the heart
of the programme between the goals of prevention and intervention, and the need for partners at
all levels to work to keep these in balance. This tension is not unique to the programme; the strong
orientation of the mental health system towards treating those with immediate needs, and the
relative lack of investment and focus on ‘upstream’ mental health prevention, has been widely
observed.”?”8 The children and young people who participated in our study told us how important
it was to them that their school actively promoted and cared for their wellbeing, especially given the
impacts of Covid-19 and the difficulty (for some) of coming back into school after long periods at
home during lockdown. The insights from these focus groups are clear evidence of the value of a
whole school approach, as is recent evidence about the impact of the pandemic on the wellbeing of
parents and education professionals.?>°° Moreover, there is evidence that universal and targeted
approaches (i.e. prevention and intervention) are complementary and mutually beneficial, and so
the most effective model for supporting young people’s mental health in education settings is one
that incorporates both these elements.?* Notwithstanding the point above about the current lack of
evidence about how best to implement a whole school approach there are, therefore, potentially
far-reaching and long-lasting benefits to education settings developing positive cultures and
practices that promote emotional wellbeing and literacy, build resilience and foster a sense of

connectedness.’?%3

It is noteworthy that, in three of our five case study sites, support for education settings to introduce
or develop a whole school approach was being provided either by a specialist local partner or
specialist role within the MHST. Our findings suggest that this is reflective of MHSTs’ growing
understanding of what works in engaging and working with education settings. But equally it also
risks un-coupling MHSTs’ prevention and intervention functions, which may make it harder still to

keep these in balance. This is an issue that could usefully be explored in a longer-term evaluation, as
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is the question of whether EMHPs feel their training has equipped them with the confidence and
skills to work with education settings on whole school approaches (something that was not explicitly

addressed in this study).

Strengths and limitations of the study

This was an early evaluation of the Trailblazer programme, to be followed by a longer-term study to
assess the programme’s outcomes and impacts. It employed a variety of data collection methods,
integrated with programme and publicly available data, to try to offer a rounded assessment of
implementation and early progress in the programme’s Trailblazer sites. The study combined an
overview of views and experiences across the 25 Trailblazer areas with more detailed insights from
case study sites, allowing for both breadth and depth of analysis. A two-staged process of data
collection allowed for an initial phase of more exploratory fieldwork, from which themes and issues
were identified for more in-depth investigation in the fieldwork that followed. The team worked
flexibly and responsively, both to changing circumstances as the Covid-19 pandemic unfolded, and to
other challenges that arose (for example, using researcher time to undertake interviews with the
programme’s national and regional leads, when it became clear that a sixth case study site could not
be secured in the time available). Strong stakeholder engagement, including involvement of young
people with lived experience of mental health issues, helped the research team to keep the
programme’s multiple facets, levels and interest groups in mind as the study was designed, research

tools were developed, and throughout the analysis process.

Efforts were made to secure participation from all of the Trailblazers and to ensure a variety of roles,
perspectives and organisational locations were accessed in the case study research. This was
challenging, especially given the tremendous pressure that many people were facing in their work
and personal lives as a result of the pandemic, and it is positive that at least one response was
received from all 25 sites to all four surveys. Despite our efforts, some groups were less well
represented in the study than others, and it is very likely that the study has not captured the full
range of perspectives on and experiences of the programme. For example, we conducted fewer
interviews with school and college staff, individuals working in specialist children’s mental health
services and local authorities in case study sites than we had hoped for. Our study design did not
include research with families, but we did create an opportunity for parents and carers consenting
for their child to take part in a focus group to share their views on mental health promotion and

support within their child’s school. However, we gathered very little information through this.

We sought to compile information about local models and approaches across all 25 Trailblazer sites

from documentation provided by the national programme team (which included sites’ original
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expressions of interest and project plans) and through our key informant survey. However, we were
not able to gather sufficiently detailed and up-to-date information for/from each site with which to
reliably compare or develop a typology of Trailblazers. Thus, the question still remains about
whether there are distinctive types of local models and approaches, the factors that might account
for differences between areas and whether any are associated with better or worse outcomes for
children and young people, parents or staff. We had also intended to report service activity data —
including information about the demographic characteristics of children and young people being
supported by MHSTs. But both the data itself and its interpretation were not straightforward. There
were substantial gaps in the data provided by the national team (in large part because reporting had
been suspended in some Trailblazer sites at different periods of time during the pandemic) and we
did not have sufficient information to establish clear denominators (e.g. to assess whether the
proportion of children from ethnic minority backgrounds being seen by MHSTs was comparable to

the overall population in participating schools and colleges).

When the study was designed, a decision was taken not to include research with children and young
people who had received direct support from MHSTs. This was driven by concerns about the
feasibility of securing appropriate permissions and undertaking such research in what was then
expected to be a rapid study timescale. However, we did undertake focus groups with children and
young people in schools and colleges where MHSTs were working, and the findings from these
groups offer valuable insights for the programme and on which further research could build.
Relatedly the many delays encountered — which significantly extended the study timescale —
impacted in a number of ways. In particular, the first round of surveys went live several months later
than was originally planned and some months after MHSTs had become operational. Given this, we

were not able to capture a baseline position for the programme as had been intended.

Equality, diversity and inclusion

This study has addressed equality, diversity and inclusion in several key respects:
Study scoping, focus and delivery

e Underpinning study design and delivery has been a strong commitment to stakeholder
involvement, including involvement of the University of Birmingham Institute of Mental Health
Youth Advisory Group from the inception of the study through to reporting. As well as their
overall advisory role, the Youth Advisory Group — young people with lived experience of mental
health issues — co-produced the focus group research, including co-designing the recruitment
and consent processes, and the format and content of the group discussions, as well as co-

facilitating some of the groups. The primary aim of the innovative digital recruitment and
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consent process co-designed with Youth Advisory Group was to address long-reported
shortcomings in conventional approaches to securing young people’s participation in research,
including barriers that particularly affect seldom heard groups.®* See Chapters 4 and 9 for more

details.

Detailed work was undertaken to develop descriptive and statistical profiles for the Trailblazer
areas. This was both to characterise the Trailblazers in relation to national averages and to
support the development of criteria for case study site selection to ensure diversity in relation to
key dimensions such as geography (a range of geographical areas, including areas with more and
less rurality); population (ethnicity and levels of deprivation); and mental health prevalence and

service performance. See Chapter 3 for more details.

Trailblazer sites were asked to identify a wide range of people involved in the programme in
their area to participate in the study, and were encouraged to include MHSTs, schools and
colleges, mental health service providers, commissioners, local authority services, voluntary
sector organisations and public health. A range of strategies were employed to maximise
participation: including offering a range of options for interviews (group, individual, telephone,
video); giving project leads the option to self-complete a survey or do this over the telephone
with a member of the evaluation team; use of reminders; asking local project leads and regional
teams to encourage participation; and extending fieldwork deadlines. In the case study research,
groups that were under-represented in the initial interviews were subsequently targeted and
prioritised to try and ensure a balance of different interests and perspectives. See Chapter 4 for

more details.

All the research tools included questions relating to equality, diversity and inclusion (see
Supplementary File 1). In particular, we were keen to understand the extent to which and how
considerations relating to improving accessibility and support for under-served groups had
informed programme design and delivery, both nationally and locally. In both surveys and
interviews, we explored which groups of children and young people, and which mental health
conditions, mental health support teams were not as effective at reaching or supporting, so as to
identify continuing gaps in services; in Chapter 11 we also propose that this be a key focus of the
impact evaluation to follow. This was felt to be particularly important in the second phase of
data collection, given emerging evidence about how Covid-19 had disproportionately affected
children and young people whose mental health was already at greater risk before the

pandemic. See Supplementary File 1 and Chapter 11 for more details.
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e We sought information from the national programme team to explore further the profile of
children and young people receiving support from mental health support teams, including
characteristics such age, gender and ethnicity. Service activity data were provided, but as we
noted above, issues in the completeness and quality of these data limited the insights that could
be reliably drawn from them. We also requested information about the demographic profile of
EMHP trainees, in view of evidence about the importance of workforce diversity for delivering
culturally appropriate mental health support;® unfortunately, this was not provided. See

Chapter 6 for more details.
Research team

e The research team consisted of researchers from four organisations (University of
Birmingham, RAND Europe, London School of Hygiene and Tropical Medicine, and University
of Cambridge) incorporating interests and expertise that spanned policy evaluation, applied
health research, mental health policy, qualitative research, participatory research, statistics
and health economics. The team comprised a mix of backgrounds in relation to gender, age

and research experience and, to a lesser degree, ethnicity.

e From the outset the senior leads sought to foster inclusive ways of working, with team
members invited to contribute to all elements of the study from design, through data
collection and analysis, to reporting and dissemination. Fortnightly team meetings and bi-
monthly half day meetings were held throughout the study to support team-working, ensure
that team members were well supported and to collectively plan and problem solve. All

researchers were supported by the principal investigator and senior team members.

Conclusions

The findings presented in this report show that substantial progress has been made in implementing
the Trailblazer programme, in very challenging circumstances, and that there is a great deal of
optimism about what the programme has the potential to achieve. At the same time, there are also
a number of issues and challenges which will need to be considered and addressed as the roll-out of
the programme continues. There have been substantial and unprecedented changes in the wider
context since the programme started. Covid-19 has further increased inequalities in mental health
and access to support, and gaps between services appear to be widening. Critical decisions will need
to be taken about what, if any, role MHSTs should have in providing support to children and young
people beyond the remit that the programme was designed to address. There is also the question of
how the programme can continue to retain a dual focus on mental health promotion (e.g. through

the development of whole school approaches) and early intervention, and what additional support

169



or resources might help educational partners and settings maximise the opportunities offered by the
programme. Alongside strategies for workforce creation and training, more work is needed to
ensure that trained staff are retained and can develop in their roles. Given the importance and scale
of the Trailblazer programme, it is positive that a longer-term impact evaluation is planned. The
findings presented in this report, we hope, provide a solid foundation on which this next evaluation

can build.
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Appendix 1. Children and Young People’s Mental Health Trailblazer
programme timeline

Date Milestone

December 2018 58 MHSTSs across 25 2018/19 Trailblazer sites announced (including 12 sites
also running four-week waiting time pilots).

January 2019 220 Education Mental Health Practitioner (EMHP) trainees commence
training programmes across seven Higher Education Institutions. EMHP
supervisors receive specific training to equip them in their role.

January 2019 Publication of the NHS Long Term Plan. It commits to continued
investment in children and young people’s mental health (CYPMH)
including the funds to roll-out MHSTs up to 2023/24. MHSTs will contribute
to the ambition of at least 345,000 more children and young people aged
0-25 being able to access support via NHS-funded mental health services.

February 2019 Just over 1,000 schools and colleges confirmed as participating in 2018/19
Trailblazer sites.

July 2019 125 more MHSTs announced in 58 areas across the country (Waves 1 and
2). 48 of these are new areas announced for 2019/20; the remainder are
2018/19 areas expanding their MHSTs.

September/October | Training begins for Wave 1 2019/20 MHST EMHPs.

2019

December 2019 - MHSTs within the first Trailblazer cohort (those announced in December

April 2020 2018) start to become operational*.

January 2020 Training begins for Wave 2 2019/20 MHST EMHPs, now across 13 Higher
Education Institutions.

Spring 2020 Covid-19 pandemic. Where in place, the majority of MHSTs adapted — and
in some cases expanded — services so they could continue to support
schools and colleges, and children and young people experiencing mild to
moderate mental health issues, during the pandemic.

May 2020 NHSE publishes the areas selected to develop a further 104 MHSTs during

2020/21 (Waves 3 and 4). This brings the total number of MHSTs to over
280, of which over 180 are either operational or in development in schools
and colleges with further cohorts underway.

August — December
2020

MHSTs within the first wave (Wave 1) of 2019/20 sites begin to become
operational. Most Wave 1 EMHPs have delays to training due to the impact
of Covid 19 pandemic. However, the majority of Wave 1 EMHPs are
qualified by December 2020.

August 2020

Wellbeing for Education Return announced: £8m in grants to local
authorities, with nationally led training for local authority leads and a
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package of training and resources provided to support education staff
respond to the impact of COVID-19 and lockdown.

September 2020 Review of training needs for senior mental leads in schools and colleges
commissioned (completed early 2021).
November 2020 Wave 3 2020/21 EMHP trainees begin their training at university, delayed

2 months due to Covid19 pandemic.

January - March
2021

MHSTs within the second wave (Wave 2) of 2019/20 sites become
operational.

January - Feb 2021

Wave 4 2020/21 site EMHP trainees begin their training at university.

March 2021

The Government announces an additional £79 million of funding for
mental health support for children and young people.

May 2021

More than £17 million announced to improve mental health and wellbeing
support in schools and colleges. This included funding worth £9.5 million to
train a senior mental health lead in the next academic year and a £7
million Wellbeing for Education Recovery programme.

13 July 2021

Publication of the interim report from the early evaluation of the Children
and Young People’s Mental Health Trailblazer programme.

22 July 2021

The NHS publishes the Mental health Clinically-Led Review of Standards
report which set out the final recommendations on new mental health
standards (drawing on the findings from the four week wait pilots). A
consultation is simultaneous launched to give patients, clinicians and the
public an opportunity to respond to the findings and recommendations.

September 2021

Wave 5 EMHPs begin their training at university.

October 2021

Schools and colleges are invited to begin applying for a training grant,
worth £1200 for each school or college, covering or contributing towards
the cost of senior mental health lead training.

2021/22 sites publicly announced (Waves 5 and 6).

January 2022

Wave 6 EMHPs begin their training at university.

8 February 2022

An additional £3 million is committed to extend senior mental health lead
training so that all schools and colleges that wish to access training before
the end of May 2022 are able to do so.

22 February 2022

Building on the work of the four week wait pilots in the Trailblazer sites,
publication of the Mental health clinically-led review of standards: Models
of care and measurement consultation response.

31 March 2022

End of Wellbeing for Education Return/Recovery programmes.

11 May 2022

Waves 7 and 8 announced.
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12 May 2022 DfE announces £7 million to further extend senior mental health lead
training to more schools and colleges, bringing total funding for 2022/23 to
£10m.

12 May 2022 Data on coverage of the MHST programme, delivery of senior mental
health leads training to schools and colleges, and the impact of the
Wellbeing for Education Return/ Recovery programmes is published by the
DfE (Transforming Children and Young People’s Mental Health
Implementation Programme: Data Release).

September 2022 Wave 7 EMHPs begin their training at university.

Date Expected Milestone

January 2023 Wave 8 EMHPs expected to begin their training at university.
May 2023 2023/24 sites expected to be announced (Waves 9 and 10).
September 2023 Wave 9 EMHPs expected to begin their training at university.
January 2024 Wave 10 EMHPs expected to begin their training at university.

* ‘Operational’ is defined as education mental health practitioners having successfully completed their training and sites,
through quarterly monitoring returns, providing assurance that service delivery is underway. It may be some MHSTs
continue to work up to full capacity to support all the education settings they intend beyond this date.
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Appendix 2. Mental health support team operating principles

1. There should be clear and appropriate local governance involving health and education
The MHST project board/oversight group should include representatives from health and
education backgrounds working collaboratively. As a minimum, governance should include
representation from the leadership of local NHS funded mental health care providers, education
leaders from MHST education settings, commissioners, local authorities, children and young
people, families and carers. Governance could also helpfully include representation from
voluntary, community and social enterprise organisations (VCSE), Public Health England, school
and college heads or principals, and/or governors and representatives from the wider education
sector. Governance arrangements should have clear feedback and escalation processes in place.

2. MHSTs should be additional to and integrated with existing support
MHSTs are trained to deliver specific mental health support to children and young people and to
support schools and colleges. The team’s contribution should always be considered additional
and complementary to existing support available in education settings and the wider
community. The MHSTs should work with the mental health support that is already provided by
existing professionals, such as school or college-based counsellors, educational psychologists,
school nurses, pastoral care, educational welfare officers, voluntary, community and social
enterprise organisations, local authority provision, primary care and NHS CYPMH services.

3. The approach to allocating MHST time and resources to education settings should be
transparent and agreed by the local governance board
The allocation of MHST time and resources should be agreed by the governance board, in
partnership with education settings and should be broadly based on pupil and student numbers.
This could be adjusted for disadvantage or inequality or other factors known to influence
prevalence such as age, gender and other demographic indicators if the governance board
agrees there is a case to do so.

4. MHST support should be responsive to individual education settings needs, not ‘one size fits
all’
MHSTs should work with the senior mental health lead in each education setting to scope and
design — within the skills, capabilities and capacity of the MHST staff — the support offer, gaining
an understanding of the characteristics relevant to the particular setting and needs of their
children and young people.

5. Children and young people should be able to access appropriate support all year (not just
during term time)
The MHST service provider will ensure that children, young people and their families and carers
who require interventions during educational holidays receive them, where possible from an
MHST. Where this is not possible, the MHST should make the necessary arrangements to ensure
the continuity of treatments where this is clinically indicated. The location of support given out
of term will be determined by the resources available to the MHST.

6. MHSTs should co-produce their approach and service offer with users
MHSTSs approach should be planned, developed and delivered in true partnership with children
and young people, and their families and carers, to adequately reflect the needs of the
individual, their support network, the education setting needs and the wider community.
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7. MHSTs should be delivered in a way to take account of disadvantage and seek to reduce
health inequalities
MHSTs should work to consider ways in which health needs and inequalities are addressed and
that take account of disadvantage. They may need to develop specific protocols for working with
particular groups to achieve this.
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Appendix 3. Demographic and mental health service profiles for the
Trailblazer sites

This appendix presents demographic, mental health and service profiles for each of the 25
Trailblazer sites, which have been produced using nationally available (public) data. The profiles
provide an overview of demographic and mental health service information for each Trailblazer site,
alongside national and Trailblazer averages. These profiles were intended to summarise salient and
comparable data with which to characterise the 25 areas, and (where possible) compare them to the
national picture. They were previously published as a Technical Appendix to the interim report.*®

Methodology

Data were gathered for the lead CCG for the programme in Trailblazer sites and the main NHS
provider of specialist children and young people’s mental health services in the area. We used data
reported closest to December 2018, to create a snapshot of population characteristics and service
performance at the time that the Trailblazer sites were announced. NHS data were used rather than
local authority data because some Trailblazers span more than one local authority area.

While the data reported closest to December 2018 were used, there was variation in the
collection/publication date of collated data, both within and across indicators. This limitation of data
has been acknowledged by other researchers investigating children and young people’s mental
health services.”’

Table 13 outlines the indicators used to develop these profiles, and the sources of this data. Table 14

provides a summary of the data across the 25 areas and profiles for each site, organised in
alphabetical order, are shown in Table 15.
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Table 13. Indicators and sources of data used to compile the demographic and mental health service profiles

Area Indicator Source Link (all at | Notes
28/04/21)
Ethnic Black and Minority Ethnic Public Health Link
diversity Population (%), by CCG England Finger
(2018/19) Tips data.
Deprivation | Index of multiple deprivation | Public Health Link Larger number indicates higher deprivation. This is a measure of relative deprivation and
(2019), by CCG England Finger combines information on seven domains of deprivation: income; employment; education,
Tips data. skills and training; health and disability; crime; barriers to housing services; and living
environment.
Rural/urban | Rural/urban classification of | Office for Link There are no data reported for Greater Manchester Health and Social Care Partnership. All
CCGs including population in | National three predecessor CCGs (Central, North and South Manchester) were classified
England Statistics ‘predominantly urban’ so we have defined Greater Manchester Health and Social Care
Partnership as ‘predominantly urban’.
Mental Estimated prevalence of Public Health Link The metrics used here appear to be the most appropriate indicators that are available on
health need | emotional disorders: % GP England Finger the Public Health England Fingertips database at the CCG level closest to the time in which
registered population (aged | Tips data. the programme was set up. For example, other data available are at the local
5-16), by CCG (2017/18) authority/region level but not CCG (e.g. % of school pupils with social, emotional and mental
health needs’).
Estimated prevalence of Public Health Link
common mental disorders: England Finger
% of population 16 & above, | Tips data.
by CCG (2018/19)
The percentage of referrals Children’s’ Link “The percentage of CYP who, in 2018/19, had their referral for mental health services
to NHS CYPMHS that are Commissioner, (excluding learning disabilities and autism services) closed before treatment. According to
closed before treatment, by | The state of the NHS documentation associated with the data” (The state of children’s mental health
CCG (2018/19) children’s services: Data tables, Children’s Commissioner, 2020)*

! https://www.childrenscommissioner.gov.uk/report/the-state-of-childrens-mental-health-services/ (Data tables)
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https://fingertips.phe.org.uk/search/ethnicity#page/3/gid/1/pat/44/par/E40000003/ati/154/are/E38000004/iid/93267/age/1/sex/4/cid/4/tbm/1/page-options/car-do-0_car-ao-1
https://fingertips.phe.org.uk/search/deprivation%20index#page/3/gid/1/pat/44/par/E40000003/ati/154/are/E38000004/iid/93553/age/1/sex/4/cid/4/tbm/1/page-options/car-do-0_car-ao-1
https://geoportal.statistics.gov.uk/datasets/d247bded1f4f45ab8c61e05be4303934/explore
https://fingertips.phe.org.uk/cypmh#page/3/gid/1938133090/pat/46/par/E39000018/ati/152/are/E38000004/iid/91578/age/246/sex/4/cid/4/tbm/1/page-options/car-do-0_car-ao-1
https://fingertips.phe.org.uk/profile-group/mental-health/profile/common-mental-disorders/data#page/3/gid/1938132720/ati/154/iid/93495/age/164/sex/4/cid/4/tbm/1
https://www.childrenscommissioner.gov.uk/report/the-state-of-childrens-mental-health-services/
https://www.childrenscommissioner.gov.uk/report/the-state-of-childrens-mental-health-services/

Area Indicator Source Link (all at | Notes
28/04/21)
Average waiting time mental health “The average waiting time (in days) between referral and second contact for CYPs accessing
between referral to NHS services report mental health services between April 2018 and March 2019 (excluding learning disabilities
CYPMHS and second contact, | (2020) - and autism services). Note that this number only includes people who have had two
in days, by CCG (2018/19) (2018/19 data contacts. Data were provided by the NHS as part of a bespoke request (data now published
taken from here: http://digital.nhs.uk/mhldsreports)” (The state of children’s mental health services:
data tables) Data tables, Children’s Commissioner, 2020)?
Total number of children “The percentage of Children and Young People in contact with Mental Health (MH) services
referred to NHS CYPMHS as in 2018/19 for each CCG. This number excludes CYPs who were in contact for learning
a proportion of the under-18 disabilities or autism services only. Number of CYP in contact in each CCG were provided by
population, by CCG the NHS as part of a bespoke request (data now published here:
(2018/19) http://digital.nhs.uk/mhldsreports). CYP (under 18) population estimates from the ONS
were used to determine the denominators” (The state of children’s mental health services:
Data tables, Children’s Commissioner, 2020)?
Mental health spend per “2018/19 Mental Health (MH) spend per Child and Young Person (CYP) for 2017/18. Spend
child, by CCG (2018/19) numbers exclude learning disabilities and eating disorders. MH spend per CCG was derived
CCG spend on children’s from the Mental Health Five Year Forward View Dashboard.? CYP (under 18) mid-2017
mental health as a population estimates from the ONS were used as the denominators in the calculation of
percentage of total CCG spend per child by Clinical Commissioning Group” (The state of children’s mental health
budget (2018/19) services: Data tables, Children’s Commissioner, 2020)?
Financial Financial performance of NHS Link Averages have not been calculated.
standing of | provider trusts: plan Improvement,
provider 2018/19 (£000) Performance
trust Financial performance of of th.e NHS Averages have not been calculated.
provider

provider trusts: Variance to
plan for 2018/19 (£000)

sector for the
year ended 31
March 2019
(2019)

2 https://www.england.nhs.uk/publication/mental-health-five-year-forward-view-dashboard/.
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http://digital.nhs.uk/mhldsreports
https://www.england.nhs.uk/wp-content/uploads/2020/08/performance-of-the-nhs-provider-sector-quarter-4-1819.pdf

Area Indicator Source Link (all at | Notes
28/04/21)
Quality of Provider in SOF segment 3 or | NHS Link “NHS Improvement’s Single Oversight Framework (SOF) is used to identify where NHS
services 4 during the year Improvement, providers may benefit from, or require, improvement support across a range of areas. This
Consolidated includes overseeing and supporting providers in improving their financial sustainability and
NHS provider compliance with sector-wide controls such as agency caps...Where NHS Improvement
accounts identifies a significant concern that requires mandated support to the trust, and NHS
2018/19 Improvement has found a breach, or suspected breach, of the applicable licence conditions
(2019) the trust is placed in segment 3 or 4...A trust subject to special measures, whether for
quality or financial reasons, is placed in segment 4.” Where a trust meets segment 3 or 4
criteria, the theme is reported (e.g. finances, quality, etc). (NHS Improvement, 2019).3
The score for each trust is based on an assessment across five domains: quality of care,
finance and use of resources, operational performance, strategic change and leadership and
improvement capability. SOF segment 3 is “providers receiving mandated support for
significant concerns”; segment 4 is “providers in special measures”.
CQC Trust rating: overall CQC website NA Rating taken from general inspection closest to the latter half of 2018.
CQC Trust rating: Specialist cQc NA The rating for specialist community MH services CYP was taken from the general inspection
community mental health website/trust report closest to the latter half of 2018 (the same inspection in which the overall CQC rating
services for children and inspection was taken). This was not possible for three sites: Greater Manchester, Bromley and North
young people (Specialist reports Kent. For Bromley and North Kent, the rating was taken for the inspection specifically of

community MH services CYP)
overall

specialist community MH services CYP (as opposed to the general inspection report). For
Greater Manchester, no rating is available for Greater Manchester Mental Health NHS
Foundation Trust pre-2019 as specialist community mental health services for children and
young people was added as a core service to the trust only in April 2018.

3 https://www.england.nhs.uk/wp-content/uploads/2019/09/Consolidated_NHS

Provider_Accounts_Web_Accessible.pdf
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Table 14. Summary demographic and mental health profile for the Trailblazer sites (* aggregated from values for merged CCGs)

Trailblazer site Year National Average Trailblazer site average
Black and Minority Ethnic Population (%), by CCG 2018/19 14.6% 18.7%
Index of multiple deprivation (by CCG) 2019 21.7 22.2
Esti . - % GP regi ; 16

stimated prevalence of emotional disorders: % GP registered population (aged 5-16; 2017/18 3.6% 3.6%
by CCG)
Esti i 1 % of i 1

stimated prevalence of common mental disorders: % of population (aged 16 and 2018/19 16.9% 17.6%
above; by CCG)
The percentage of referrals to NHS CYPMHS that are closed before treatment (by CCG) | 2018/19 34.0% 30.1%
Average waiting time between referral to NHS CYPMHS and second contact, in days 2018/19 53 59
(by CCG)

; - 1

Total nu.mber of children referred to NHS CYPMHS as a proportion of the under-18 2018/19 3.6% 3.52%
population (by CCG)
Mental health spend per child (by CCG) 2018/19 £59.22 £68.75
CCG spend on children’s mental health as a percentage of total CCG budget 2018/19 0.92% 1.03%
Financial performance of NHS CYPMHS provider trusts: plan 2018/19 (£000) 2018/19 N/A N/A

i i i : i 2018/1
;r(;zz\)r;lal performance of NHS CYPMHS provider trusts: Variance to plan for 2018/19 2018/19 N/A N/A
Provider in SOF segment 3 or 4 during the year (by NHS CYPMHS provider) 2018/19 SOF 3: 28% of providers SOF 3: 12% of providers

SOF 4: 9% of providers SOF 4: 0% of providers
CQC Trust rating: overall (by NHS CYPMHS provider) 2017/18 Outstanding: 6% Outstanding: 16%
Good: 60% Good: 76%
Requires improvement: 31% Requires improvement: 8%
Inadequate: 3% Inadequate: 0%

CQC Trust rating: specialist community mental health services for children and young 2015- Outstanding: 9% Outstanding: 17%
people overall (by NHS CYPMHS provider) 2018 Good: 65% Good: 67%

Requires improvement: 24%

Requires improvement: 17%

Inadequate: 2%

Inadequate: 0%
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Table 15. Individual Trailblazer demographic and mental health service profiles

Trailblazer Site Year Berkshire West Bromley Buckinghamshire Camden
Lead CCG NHS Berkshire West NHS Bromley CCG NHS NHS Camden CCG
CCG Buckinghamshire
CCG
Provider Berkshire Healthcare Oxleas NHS Oxford Health NHS | Tavistock and Portman NHS
NHS Foundation Trust Foundation Trust Foundation Trust Foundation Trust
Black and Minority Ethnic Population (%), by CCG 2018/19 14.0% 15.7% 13.5% 33.7%
Index of multiple deprivation (by CCG) - larger 2019 11.8 14.2 10.0 20.1
scores indicate higher deprivation
Rural/urban classification (by CCG) 2019 Predominantly urban Predominantly urban Urban with Predominantly urban
significant rural
Estimated prevalence of emotional disorders: % GP | 2017/18 3.2% 3.2% 3.1% 3.6%
registered population (aged 5-16; by CCG)
Estimated prevalence of common mental 2018/19 14.3% 15.1% 13.3% 19.4%
disorders: % of population (aged 16 and above; by
CCG)
The percentage of referrals to NHS CYPMHS that 2018/19 30% 12% 22% 16%
are closed before treatment (by CCG)
Average waiting time between referral to NHS 2018/19 66 80 47 48
CYPMHS and second contact, in days (by CCG)
Total number of children referred to NHS CYPMHS | 2018/19 3.1% 2.5% 3.4% 2.7%
as a proportion of the under-18 population (by
CCG)
Mental health spend per child (by CCG) 2018/19 £74.39 £60.84 £40.27 £140.18
CCG spend on children’s mental health as a 2018/19 1.41% 1.02% 0.78% 1.82%
percentage of total CCG budget
Financial performance of NHS CYPMHS provider 2018/19 2,397 2,965 1,939 1,034

trusts: plan 2018/19 (£000)
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Trailblazer Site Year Berkshire West Bromley Buckinghamshire Camden

Financial performance of NHS CYPMHS provider 2018/19 3,685 2,968 (8,480) 1,682

trusts: Variance to plan for 2018/19 (£000)

Provider in SOF segment 3 or 4 during the year (by | 2018/19 No No No No

NHS CYPMHS provider)

CQC Trust rating: overall by NHS CYPMHS provider 2017- Good Good Good Good

(date of inspection) 2018 (05 June to 12 July (27 February - 2 March (5 Mar 2018) (13 August to 19
2018) 2017) September 2018)

CQC Trust rating - Specialist community MH 2015- Good Good Good Good

services for CYP overall by NHS CYPMHS provider 2018 (Dec 2015) (26 to 28 Apr 2016) (Jan 2016) (Oct 2018)

(date of inspection)
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Trailblazer site Year Doncaster & Rotherham Gloucestershire Greater Manchester Haringey
Lead CCG NHS Doncaster CCG NHS Gloucestershire CCG Greater Manchester NHS Haringey CCG
Health and Social Care
Partnership (Manchester
CCG)
Provider Rotherham, Doncaster Gloucestershire Health Greater Manchester Barnet, Enfield and
and South Humber NHS | and Care NHS Foundation Mental Health NHS Haringey Mental Health
Foundation Trust Trust Foundation Trust NHS Trust
Black and Minority Ethnic Population (%), 2018/19 4.7% 4.6% 33.4% 39.5%
by CCG
Index of multiple deprivation (by CCG) - 2019 30.3 14.9 40.0 28.0
larger scores indicate higher deprivation
Urban/rural classification (by CCG) 2019 Predominantly urban Urban with significant Predominantly urban Predominantly urban
rural
Estimated prevalence of emotional 2017/18 3.9% 3.4% 4%* 3.9%
disorders: % GP registered population
(aged 5-16; by CCG)
Estimated prevalence of common mental 2018/19 19.1% 14.6% 22.2% 22.3%
disorders: % of population (aged 16 and
above; by CCG)
The percentage of referrals to NHS 2018/19 34% 39% 32% 22%
CYPMHS that are closed before treatment
(by CCG)
Average waiting time between referral to 2018/19 29 72 60 72
NHS CYPMHS and second contact, in days
(by CCG)
Total number of children referred to NHS 2018/19 3.55% 3.52% 5.15% 2.66%
CYPMHS as a proportion of the under-18
population (by CCG)
Mental health spend per child (by CCG) 2018/19 £74.74 £69.09 £67.66 £82.23
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Trailblazer site Year Doncaster & Rotherham Gloucestershire Greater Manchester Haringey

CCG spend on children’s mental health asa | 2018/19 1.08% 1.13% 0.97% 1.34%
percentage of total CCG budget

Financial performance of NHS CYPMHS 2018/19 8,358 3,102 2,292 (3,346)
provider trusts: plan 2018/19 (£000)

Financial performance of NHS CYPMHS 2018/19 2,082 1,967 5,991 3,164
provider trusts: Variance to plan for

2018/19 (£000)

Provider in SOF segment 3 or 4 during the 2018/19 No No No Yes - SOF 3 for quality,
year (by NHS CYPMHS provider) finance

CQC Trust rating: overall by NHS CYPMHS 2017- Good Good Good Requires Improvement
provider (date of inspection) 2018 (11 Jan to 15 Feb 2018) (22 March 2018) (18 Sept 2017) (25 to 28 Sep 2017)
CQC Trust rating: Specialist community MH 2015- Good Good Not available prior to Good
services for CYP overall by NHS CYPMHS 2018 (Jan 2017) (March 2018) 20194 (25 to 28 September
provider (date of inspection) 2017)

4 No rating is available for Greater Manchester Mental Health NHS Foundation Trust pre-2019 as specialist community mental health services for children and young people
was added as a core service to the trust only in April 2018.
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Trailblazer site Year Hertfordshire Hounslow Liverpool Newcastle
Lead CCG NHS Herts Valley CCG NHS Hounslow CCG NHS Liverpool CCG NHS Newcastle
Gateshead CCG

Provider Hertfordshire West London NHS Trust Alder Hey Children's NHS Cumbria,
Partnership University Foundation Trust Northumberland, Tyne
NHS Foundation Trust and Wear NHS

Foundation Trust

Black and Minority Ethnic Population (%), 2018/19 14.6% 48.6% 11.1% 10.0%

by CCG

Index of multiple deprivation (by CCG) - 2019 11.9 21.5 42.4 29.1

larger scores indicate higher deprivation

Rural/urban classification (by CCG) 2019 Predominantly urban Predominantly urban Predominantly urban Predominantly urban

Estimated prevalence of emotional 2017/18 3.1% 3.5% 4.1% 3.9%*

disorders: % GP registered population

(aged 5-16; by CCG)

Estimated prevalence of common mental 2018/19 13.7% 18.3% 21.7% 19.0%

disorders: % of population (aged 16 and

above; by CCG)

The percentage of referrals to NHS 2018/19 45% 41% 22% 28%

CYPMHS that are closed before treatment

(by CCG)

Average waiting time between referral to 2018/19 44 75 52 78

NHS CYPMHS and second contact, in days

(by CCG)

Total number of children referred to NHS 2018/19 3.28% 2.46% 2.75% 2.83%

CYPMHS as a proportion of the under-18

population (by CCG)

Mental health spend per child (by CCG) 2018/19 £50.02 £43.08 £71.89 £89.33

CCG spend on children’s mental health asa | 2018/19 0.90% 0.77% 0.83% 1.17%

percentage of total CCG budget
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Trailblazer site Year Hertfordshire Hounslow Liverpool Newcastle
Financial performance of NHS CYPMHS 2018/19 2,135 7,457 32,192 3,524
provider trusts: plan 2018/19 (£000)
Financial performance of NHS CYPMHS 2018/19 2,235 3,669 17,984 4,242
provider trusts: Variance to plan for
2018/19 (£000)
Provider in SOF segment 3 or 4 during the 2018/19 No Yes - SOF 3 for No No
year (by NHS CYPMHS provider) operational performance,

quality
CQC Trust rating: overall by NHS CYPMHS 2017- Good Good Good Outstanding
provider (date of inspection) 2018 (23 Janto 9 Feb 2018) | (8 August to 15 Oct 2018) (6 to 28 Feb 2018) (16 April to 26 July 2018)
CQC Trust rating: Specialist community MH 2015- Good (Sept 2015) Requires improvement Requires improvement Outstanding
services for CYP overall by NHS CYPMHS 2018 (Feb 2017) (April 2017) (July 2018)

provider (date of inspection)
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Trailblazer site Year North Kent North Kirklees North Staffordshire Northumberland

Lead CCG Swale CCG NHS North Kirklees CCG NHS North Staffordshire NHS Northumberland
CCG CCG

Provider North East London NHS South West Yorkshire North Staffordshire Cumbria,

Foundation Trust Partnership NHS Combined Healthcare Northumberland, Tyne
Foundation Trust NHS Trust and Wear NHS
Foundation Trust

Black and Minority Ethnic Population (%), 2018/19 3.8% 25.3% 3.5% 1.6%

by CCG

Index of multiple deprivation (by CCG) - 2019 28.4 28.7 17.5 22.1

larger scores indicate higher deprivation

Rural/urban classification (by CCG) 2019 Predominantly rural Predominantly urban Urban with significant Predominantly rural
rural

Estimated prevalence of emotional 2017/18 3.7% 3.8% 3.6% 3.7%

disorders: % GP registered population

(aged 5-16; by CCG)

Estimated prevalence of common mental 2018/19 17.80% 19.20% 16.00% 16.10%

disorders: % of population (aged 16 and

above; by CCG)

The percentage of referrals to NHS 2018/19 28% 21% 43% 38%

CYPMHS that are closed before treatment

(by CCG)

Average waiting time between referral to 2018/19 32 43 56 61

NHS CYPMHS and second contact, in days

(by CCG)

Total number of children referred to NHS 2018/19 4.46% 2.68% 4.74% 3.16%

CYPMHS as a proportion of the under-18

population (by CCG)

Mental health spend per child (by CCG) 2018/19 £66.97 £39.32 £49.60 £78.41
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Trailblazer site Year North Kent North Kirklees North Staffordshire Northumberland
CCG spend on children’s mental healthasa | 2018/19 1.18% 0.71% 0.67% 0.96%
percentage of total CCG budget

Financial performance of NHS CYPMHS 2018/19 3,503 644 2,023 3,524
provider trusts: plan 2018/19 (£000)

Financial performance of NHS CYPMHS 2018/19 4,907 2,533 1,553 4,242
provider trusts: Variance to plan for

2018/19 (£000)

Provider in SOF segment 3 or 4 during the 2018/19 No No No No

year (by NHS CYPMHS provider)

CQC Trust rating: overall by NHS CYPMHS 2017- Good Requires Improvement (6 Good Outstanding
provider (date of inspection) 2018 (30 Oct to 3 Nov 2017) Mar to 11 Apr 2018) (2 Oct to 2 Nov 2017) (16 April to 26 July 2018)
CQC Trust rating: Specialist community MH 2015- Good Requires Improvement Good Outstanding
services for CYP overall by NHS CYPMHS 2018 (10-12 Oct 2017) (May 2018) (2 Oct to 2 Nov 2017) (July 2018)

provider (date of inspection)
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Trailblazer site Year Nottinghamshire Oxfordshire South Tyneside South Warwickshire
Lead CCG NHS Nottingham North and NHS Oxfordshire CCG NHS South Tyneside NHS South
East CCG CCG Warwickshire CCG
Provider Nottinghamshire Healthcare Oxford Health NHS Cumbria, Coventry and
NHS Foundation Trust Foundation Trust Northumberland, Tyne Warwickshire
and Wear NHS Partnership NHS Trust
Foundation Trust
Black and Minority Ethnic Population (%), 2018/19 6.2% 9.3% 4.1% 7.0%
by CCG
Index of multiple deprivation (by CCG) - 2019 17.0 11.8 31.5 11.9
larger scores indicate higher deprivation
Rural/urban classification (by CCG) 2019 Predominantly urban Predominantly rural Predominantly urban Predominantly rural
Estimated prevalence of emotional 2017/18 3.5% 3.3% 4.0% 3.1%
disorders: % GP registered population
(aged 5-16; by CCG)
Estimated prevalence of common mental 2018/19 16.0% 14.0% 19.1% 13.3%
disorders: % of population (aged 16 and
above; by CCG)
The percentage of referrals to NHS 2018/19 43% 30% 25% 22%
CYPMHS that are closed before treatment
(by CCG)
Average waiting time between referral to 2018/19 60 84 90 52
NHS CYPMHS and second contact, in days
(by CCG)
Total number of children referred to NHS 2018/19 3.10% 4.71% 6.20% 4.25%
CYPMHS as a proportion of the under-18
population (by CCG)
Mental health spend per child (by CCG) 2018/19 £47.69 £46.42 £118.95 £50.66
CCG spend on children’s mental health asa | 2018/19 0.77% 0.82% 1.38% 0.74%

percentage of total CCG budget
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Trailblazer site Year Nottinghamshire Oxfordshire South Tyneside South Warwickshire

Financial performance of NHS CYPMHS 2018/19 7,422 1,939 3,524 2,154

provider trusts: plan 2018/19 (£000)

Financial performance of NHS CYPMHS 2018/19 3,035 (8,480) 4,242 2,660

provider trusts: Variance to plan for

2018/19 (£000)

Provider in SOF segment 3 or 4 during the 2018/19 No No No No

year (by NHS CYPMHS provider)

CQC Trust rating: overall by NHS CYPMHS 2017- Good Good Outstanding Good

provider (date of inspection) 2018 (9 Oct to 14 Nov 2017) (5 Mar 2018) (16 April to 26 July (06 Aug to 04 Oct 2018)
2018)

CQC Trust rating: Specialist community MH 2015- Good Good Outstanding Good

services for CYP overall by NHS CYPMHS 2018 (Jan 2018) (Jan 2016) (July 2018) (Dec 2018)

provider (date of inspection)
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Trailblazer Site Year South West London Stoke on Trent Swindon Tower Hamlets West London
Lead CCG NHS Wandsworth CCG NHS Stoke on Trent Swindon CCG NHS Tower NHS West
CCG Hamlets CCG London CCG
Provider South West London & North Staffordshire Oxford Health NHS | East London NHS West London
St George's Mental Combined Healthcare Foundation Trust Foundation Trust NHS Trust
Health NHS Trust NHS Trust

Black and Minority Ethnic Population (%), | )51 ¢/14 28.6% 11.0% 10.0% 54.8% 33.4%

by CCG

Index of multiple deprivation (by CCG) -

larger scores indicate higher deprivation 2019 16.6 33.7 11.7 27.9 223

Rural/urban classification (by CCG) 2019 Predominantly urban Predominantly urban Urban with Predominantly Predominantly
significant rural urban urban

Estimated prevalence of emotional

disorders: % GP registered population 2017/18 3.2% 4.0% 3.5% 4.2% 3.5%

(aged 5-16; by CCG)

Estimated prevalence of common mental

disorders: % of population (aged 16 and 2018/19 18.8% 20.1% 15.2% 22.8% 19.2%

above; by CCG)

The percentage of referrals to NHS

CYPMHS that are closed before treatment 2018/19 33% 46% 16% 38% 26%

(by CCG)

Average waiting time between referral to

NHS CYPMHS and second contact, in days 2018/19 43 54 46 41 90

(by CCG)

Total number of children referred to NHS

CYPMHS as a proportion of the under-18 2018/19 3.22% 4.71% 3.79% 2.71% 2.32%

population (by CCG)

Mental health spend per child (by CCG) 2018/19 £69.09 £63.49 £48.19 £69.53 £108.80
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Trailblazer Site Year South West London Stoke on Trent Swindon Tower Hamlets West London

CCG spend on children’s mental health as a 2018/19 0.97% 0.92% 0.87% 1.24% 1.20%

percentage of total CCG budget

Financial performance of NHS CYPMHS

2018/1 2 2,02 1 2

provider trusts: plan 2018/19 (£000) 018/19 476 023 939 9,03 7,457

Financial performance of NHS CYPMHS

provider trusts: Variance to plan for 2018/19 23,412 1,553 (8,480) 4,218 3,669

2018/19 (£000)

Provider in SOF segment 3 or 4 during the Yes - SOF 3 for

year (by NHS CYPMHS provider) 2018/19 No No No No operational
performance,

quality
CQC Trust rating: overall by NHS CYPMHS 2017- Good Good Good Outstanding Good
provider (date of inspection) 2018 (26 February to 06 (02 Oct to 02 Nov (05 Mar 2018) (20 Mar to 18 Apr | (08 August to 15
April 2018) 2017) 2018) Oct 2018)
T ing: iali ity MH R i

CQC' rust rating: Specialist community 2015- Good Good Good Outstanding ' equires

services for CYP overall by NHS CYPMHS 2018 (May 2018) (02 Oct to 02 Nov (Jan 2016) (Sept 2016) improvement

provider (date of inspection) y 2017) P (Feb 2017)
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Appendix 4. Evaluation levels of investigation

e.g. to what extent, and in what ways, are
senior mental health leads and MHSTs
working in collaboration; how integrated are
support teams into education settings and
with existing sources of school/college-
based mental health support; are, and how
are, senior leads and MHSTs facilitating
(further) progress towards whole-school
approaches; are support teams enhancing,
or displacing, current sources of mental
health support within education settings;
what are the resource implications of
implementation for schools and colleges?

Wider local
system

e.g. how accessible and effective were
school/college-based mental health
services prior to the introduction of CYP and
MHSTs; what kind of services and th('ei.r
support are children and young people families
receiving from MHSTs; who is being
targeted and reached; how is equality of
access for vulnerable and under-served
groups being addressed?

e.g. which organisations are involved in
designing and leading delivery; to what
extent, and how, are MHSTs improving
links and joint working between
education settings and NHS
CAMHS/other local providers of children
and young people’s mental health
services; what impact is the programme
having on patterns and the
appropriateness and quality of referrals
into CAMHS?

e.g. how are the teams composed
and operating; what functions are
they delivering; have they got the
right balance of skills/isthe MHST
training programme appropriately
equipping the new workforce; are
they adequately supervised and
supported; what is the staff
experience?

Reproduced from the study protocol. The full protocol is available at https://fundingawards.nihr.ac.uk/award/NIHR130818
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Appendix 5. Additional sources of data that informed the analysis

Scoping
interviews

Scoping interviews to gather information about the rationale, design,
implementation and aspirations for the Trailblazer programme were undertaken
between January and March 2019, the findings from which informed the
evaluation design and protocol. These interviews were carried out with 23 key
informants, including members of the national programme team, policymakers
and experts involved in the design of the national Trailblazer programme, as well
as wider stakeholders (e.g. national voluntary sector organisations and
professional bodies). This was supplemented by a review of programme and
relevant national policy documentation.

Familiarisation
visits

Members of the evaluation team went on in-person visits to three schools (one
primary, one secondary, one special school), and attended Trusted Adult
training sessions, in Sandwell, West Midlands. These were used to obtain a
better understanding of emotional and mental health-related issues from the
perspective of education settings and, in particular, the insights from these visits
informed the development of the research tools.

Trailblazer The national programme team provided a range of documentation for each of

document the 25 Trailblazer sites including, for example, expressions of interest to

review participate in the programme, project plans, financial specifications, governance
and management structures, and local needs assessments. The number and type
of documents reviewed for each Trailblazer varied. A structured data extraction
template was developed for the review to ensure that data were recorded in a
systematic and consistent way.

Programme On a quarterly basis, Trailblazers report service activity data for their MHSTs and

monitoring provide a general update on progress using a structured template (which

data prompts for information on a range of topics including workforce, governance,
issues and challenges, risks and mitigations, and whole school approach).
Individual quarterly returns for each Trailblazer were shared with the evaluation
team, although it should be noted that quarterly reporting was suspended for
several months in 2020 due to the Covid-19 pandemic (as a part of an NHS-wide
pause on ‘non-essential’ monitoring).

Department A baseline survey of mental health provision in the education settings

for Education | participating in the Trailblazer sites was carried out by the Department for

baseline Education between March and June 2019. This survey was distributed to

provision individuals acting as the MHST coordinator for their setting, many of whom

survey and (63%) reported that they also held the mental health lead role. A total of 693

experience education settings responded: of which 69% were primary schools, 21% were

surveys secondary schools, and 10% were ‘other’ settings. Raw data and a summary

report of analysed findings were shared with the evaluation team.

Between February and May 2021, the Department for Education surveyed
education settings participating in Waves 1 and 2 of the programme (the sites
that went live in 2019/20) about their experiences of working with mental
health support teams. A summary report of analysed findings was shared with
the evaluation team. A total of 540 responses were received (29%): of which
70% were primary schools, 21% were secondary schools, and 9% were ‘other’
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settings. The findings were used by the evaluation team to compare experiences
between Trailblazer schools and those involved in the immediate subsequent
waves of the programme.

Financial data
on the funding
received by
Trailblazer
sites

The national programme team shared financial specifications for the
Trailblazers, with the exception of Greater Manchester, showing the overall
amount of funding that each site received from NHS England in 2018/19,
2019/20 and 2020/21. Details of the proposed staffing composition of MHSTs at
the inception of the programme (number of whole-time equivalents and a
breakdown by role and banding) was also provided. A more detailed breakdown
of funding allocations was requested, in order to understand the substantial
variation in amounts Trailblazers received (which could not be straightforwardly
accounted for by the number of MHSTs being funded), but this was not
provided.

Mental health
and service
profiles from
administrative
data

A demographic and mental health service profile was compiled for each
Trailblazer, drawing on routinely available data. These profiles were intended to
summarise salient and comparable data with which to characterise the 25 sites,
and (where possible) compare them to the national picture. Data to create these
profiles were collected from a variety of sources, including: Public Health
England’s Children and Young People’s Mental Health and Wellbeing Profiling
Tool (on the Fingertips website), consolidated NHS provider accounts for
2018/19, the Children’s Commissioner’s 2020 report on the state of children’s
mental health services in England and individual NHS trust websites. Data were
gathered for the lead CCG in each Trailblazer site and the main NHS children and
young people’s mental health service provider in the area, for the reporting
period closest to the time that the Trailblazers were announced (December
2018). NHS data were used rather than local authority data because some
Trailblazers span more than one local authority area. The profiles, and a detailed
description of the data sources used, can be found in Appendix 3. A summary of
the analysis is presented in Chapter 3.
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