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Although it is clear that a variety of child mental health treatments are efficacious, with formal trials showing effect sizes of around 0.6 to 0.8 for several psychological therapies, there is still considerable doubt about the effectiveness of child and adolescent mental health services (CAMHS) in everyday practice (Weisz, Huey & Weersing, 1998). Methodologically, the best way to address this doubt would be to carry out a multicentre trial, randomly assigning consecutive referrals either to CAMHS for treatment as usual, or to no active treatment at all.  It is doubtful, however, whether such a trial would be politically feasible, even if it were accepted that uncertainty about effectiveness made such a trial ethically justifiable.  Furthermore, there is an increasing interest in child mental health services in demonstrating the effectiveness of each service, year in, year out.  No one would argue that it was appropriate to carry out randomised trials in every service every year if this involved allocating  a substantial number of families to no treatment at all.  There is a pressing need, therefore, to develop alternatives to the randomised trial that can be used for routine effectiveness monitoring.
One alternative to randomisation to no treatment at all is randomisation to a waiting list  (e.g. Scott et al., 2001).  This is undoubtedly a useful approach, but it could plausibly overestimate treatment effects.  For example, being placed on a waiting list may lead parents to believe that their children cannot get better by themselves, or that they need to continue to report symptoms so that their children can receive the treatment that they have been waiting for.  If parents do over-report symptoms at the end of a period on a waiting list, this will lead investigators to over-estimate how much difference active treatment made.  Another obvious disadvantage of the ‘waiting list’ approach is that it is dependent on the existence of politically undesirable waiting lists.
Another observational design that has been used to investigate clinical effectiveness is the comparison of treated children with other children who were offered treatment but did not attend their allocated sessions (e.g. Weisz et al., 1998).  Parents who do not bring their children for treatment are unlikely to be a random sample of parents, though the resultant bias could act in either direction.  Is non-attendance due to unmotivated parents whose children would have been expected to do worse even if they had been treated?  Or do families choose not to attend the treatment they were offered because the parents can see that their children are already improving markedly without treatment?  The one bias will make treated children seem to be doing particularly well, while the other will make treated children seem to do particularly badly.

A third observational design involves testing for dose-response relationships to see if more treatment sessions leads to greater improvement (e.g. Andrade, Lambert & Bickman, 2000).  However, if children with the hardest-to-treat conditions get more treatment session, this will lead to misleading conclusions.

Fourthly, when a clinic is operating in the catchment area of a longitudinal epidemiological study, it is possible to use the data from the epidemiological study on the outcomes of children who have mental health disorders.  Some of these children receive treatment from the clinic and some receive no treatment – it is possible to compare these two groups of children using multivariate statistics to adjust for severity and relevant risk factors (e.g Angold et al., 2000).  This powerful approach is obviously only feasible when there is a large-scale high-quality epidemiological study going on in just the right place at just the right time.

To get round this limitation, the youthinmind algorithm for calculating added value was developed to use information from national rather than local epidemiological surveys.  Several British surveys have shown what happens when children with mental health problems do not receive any help over the course of the next few months or years: typically they improve to some extent, with the magnitude of this ‘spontaneous’ improvement depending mainly on the initial level and type of the mental health problems, but perhaps also influenced by ‘complexity factors’ such as family type and physical health.  Based on this data, the youthinmind algorithm predicts how much spontaneous improvement would have occurred in a group of children seen by a mental health clinic, and compares the real and predicted change in order to generate an ‘added value’ score.  This use of national normative data is obviously convenient in many ways.  To use a paediatric analogy, it would be very inconvenient if every growth clinic had to collect its own normative data on expected change in height over a year; it is much more convenient to use national or international normative data on height velocity.  Judging clinical changes against normative data will probably only be useful when the norms adjust for relevant background factors – primarily age and gender in the case of height velocity charts.  Most child mental health professionals imagine that it is more complicated adjusting for relevant background factors in the case of mental health than in the case of growth.  This may not be so, since British studies of the outcome of child mental health services have not even been able to demonstrate that measures of case complexity have any predictive effect (Byrne et al., 1999; Garralda, Yates & Higginson, 2000).
The potential applicability of a norm-based approach was demonstrated by a comparison of change in the Strengths and Difficulties Questionnaire (SDQ) score in two samples: children who participated in the 1999 British child mental health survey, and children seen by Croydon and Brixton CAMHS (Goodman, Byrne, Nikapota and Ford, submitted).  Despite matching for initial SDQ scores and diagnoses, the clinic attenders improved by about 0.2 standard deviation units more than the community controls, whether judged by parent or teacher report.  The Croydon and Brixton CAMHS are highly regarded services; a similar assessment of a failing CAMHS elsewhere did not demonstrate that the children attending this clinic improved more than the community controls.   While accepting that clinic and community samples may differ in all sorts of unmeasured ways that could bias the estimate of added value, the approach embodied by the youthinmind algorithm seems worth pursuing for four reasons.  Firstly, there is a pressing need for routine outcome measurement.  Secondly, all the alternative approaches have marked limitations of their own.  Thirdly, norm-based measures of change (such as growth charts) have been extremely valuable in other health settings.  Finally, the pilot Croydon-Brixton study suggests that it is possible to measure added value in practice, and that this does vary with the quality of the service.
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