“I think it’s made us realise that we need
to not just think oh we’ve got a bit of a
mental health issue, let us refer to a higher
level service /…/ but actually, can we just
manage this and if we ask a few more
questions, can we just manage this here
and now with an app or looking on a
website, or giving a bit of advice and
sometimes even just listening.”
(Mental Health Champion from an NHS setting)
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Executive Summary
In December 2017 the Department of Health (DH) and Department for Education (DfE) released the
Green Paper Transforming Children and Young People's Mental Health Provision, in which a number
of key proposals to improve the health and wellbeing of the younger population were set out. A large
focus was placed on prevention and early intervention and a recognition that it was not enough to
focus spending on children and young people with poor mental health once they presented with
symptoms. Public Health England (PHE) reported in 2015 that around 70% of children and adolescents
who experience mental health problems have not had appropriate interventions at a sufficiently early
age. Considering 50% of all adult mental health issues start before the age of 14 (NHS England 2016),
it is imperative that staff working with children outside of mental health services have the skills and
confidence to recognise and manage emotional wellbeing and mental health.
Norfolk & Waveney’s Local Transformation Plan was published in 2015, produced collaboratively by
Norfolk’s CAMHS Strategic Partnership on behalf of West Norfolk, South Norfolk, Norwich, Great
Yarmouth & Waveney and North Norfolk CCGs. The transformation plan aimed to complement and
deliver against the objectives and actions set out in the Norfolk Joint Health and Wellbeing Strategy
(2014-2017), Children’s Services Emotional Wellbeing and Mental Health Strategy and CAMHS
Strategies for Norfolk & Suffolk and the Early Help Strategy (2015-2016).
The Transformation Plan stated that frontline practitioners should be “equipped to build resilience
within children and young people to cope with emotions and respond to emerging issues and support
those who need help. They will be able to identify those who need more specialist help and to access
support and interventions at the earliest point” (2015, p.17). The intention stipulated was that every
universal setting would have a named lead, whose role would include providing information and
support as well as being the main point of call for CYPMH within that setting. The leads were to be
given a core training offer to ensure that this role could be carried out efficiently. In return, LINK would
provide each setting with support around mental health and wellbeing. The project would signpost to
mental health services available, working to ensure settings could access these effectively and in a
timely manner via the correct routes. The offer would also include the facilitating of local networks,
sharing best practice and enabling partnership work with other universal and early intervention
providers. The plan also stipulated that there would be ‘link workers’ in CAMHS available to offer
support to universal settings around emotional well-being and mental health (Gummerson, 2016).
In November 2017, all universal settings in Norfolk and Waveney were contacted with information
about the LINK offer and an invitation to attend an information sharing event for further information.
Six events were held across Norfolk and Waveney between December 2017- January 2018, where the
team introduced the project and collected feedback around the needs of each locality. Invitations to
sign up to the project and attend Mental Health Champion foundation training were sent out shortly
thereafter.
Several professionals from non-universal settings contacted the team to enquire about engaging with
the project. Recognising the importance of partnership work and the valuable contribution nonuniversal professionals bring to CYPMH, a new role -LINK Associate – was created so that professionals
could join the project even if they did not qualify to access the Mental Health Champion training. LINK
Associates were invited to locality meetings, subscribed to the LINK newsletter, and were also invited
to the LINK Celebration Conference, as well as a one-off specialist training day on trauma which was
organised when additional funding was made available to the project. Associates were seen to make
invaluable contributions to group discussions and service updates at locality meetings, as well as
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making their own services more visible and available to mental health champions who may otherwise
not be aware of their offer.
Before receiving any training, professionals were encouraged to feed back how they felt about the
current functioning of services in Norfolk and Waveney. The main points of discussion were noted and
analysed. This discussion allowed the upcoming training to be tailored to needs of the group as much
as possible, and later, the analysis allowed us to understand the local context from the point of view
of professionals working within it.
Professionals expressed a frustration with CAMHS services and felt that the system needed to offer
more support to families, access to more funds for staff and specialist teams, and enhance the support
they offer children and young people. There was also a clear desire for the referral process to be
improved and made clearer. Professionals also expressed a wish for a more communicative
relationship between and within services. Finally, professionals reported that they wanted more
access to mental health training and resources.
Throughout the Mental Health Champion training, and to follow up from training, professionals
completed three questionnaires. Results from theses questionnaires were analysed and compared
with a variety of statistical tests. Before receiving any LINK training, professionals working in
education, healthcare and alternative settings rated the mental health support in their settings
significantly differently. Despite this inconsistency, professionals working in all universal settings
provided consistent and positive evaluations of the LINK training. Additionally, when following up on
the longer-term experiences of mental health champions, most professionals reported positive
experiences and changes. These results suggest that the LINK training was successful and appropriate
for a multitude of settings and roles.
Finally, when comparing baseline and follow up questionnaire data, it was identified that professionals
felt that the mental health support in their setting improved after LINK training. This suggested that
the mental health support available in universal settings was enhanced by having a LINK Mental Health
Champion.
The results from the qualitative and quantitative evaluations indicate the LINK Project has been able
to make a significant and substantial difference to the mental health support available to children and
young people in their universal settings. The potential for further work is huge, with a team ready to
lead, and a movement of Mental Health Champions and Associates (current and future) ready to
demonstrate how health promotion and early intervention in children and young people’s mental
health is positive and powerful. It is hoped that LINK continues to be a driving force in the THRIVE
framework moving forward, engaging hundreds of professionals, and reaching thousands of children,
young people and their families.
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“I'm full praise for you. And I'm grateful for
the initiative. It's something that we've
been /…/ crying out for for many years and
haven’t had, but fortunately, is now there.
And I don't feel there's very many
situations that I'm going to be confronted
with, that I haven't got a point of contact
for now. Whereas before I was kind of kind
of stumbling almost in the dark and
couldn't find anything and what I did
wasn't very supportive, if I'm honest.”
(Mental Health Champion, Teacher at a Secondary School)
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1. Introduction
In December 2017 the Department of Health (DH) and Department for Education (DfE) released the
Green Paper Transforming Children and Young People's Mental Health Provision, in which a number
of key proposals to improve the health and wellbeing of the younger population was set out. A large
focus was placed on prevention and early intervention and a recognition that it wasn't enough to focus
spending on children and young people with poor mental health once they presented with symptoms.
Currently, 35-50% of people with a mental health disorder receives no help at all (Demyttenaere et al,
2004), and there is typically a delay of 10 years between first presentation and treatment. Public
Health England (PHE) reported in 2015 that around 70% of children and adolescents who experience
mental health problems have not had appropriate interventions at a sufficiently early age. Considering
50% of all adult mental health issues start before the age of 14 (NHS England 2016), it is imperative
that staff working with children outside of mental health services have the skills and confidence to
equip, recognise and manage emotional wellbeing and mental health.

1.1 Background
In 2015, NHS England and the Department of Health published Future in Mind. This report set out a
clear vision around the way services can support children and young people with their mental health
and emotional wellbeing, and how to do this in the most accessible, highest quality way possible. NHS
England subsequently published an implementation plan in the Five Year Forward View for Mental
Health, which included instructions for local authorities to create Local Transformation Plans (LTPs)
outlining the years up until 2020/2021 along with what these aimed to achieve. Health promotion,
early intervention and supporting children and young people were areas highlighted as key priorities
(2016).
Norfolk & Waveney’s Local Transformation Plan was published in 2015, produced collaboratively by
Norfolk’s CAMHS Strategic Partnership on behalf of West Norfolk, South Norfolk, Norwich, Great
Yarmouth & Waveney and North Norfolk CCGs. The transformation plan aimed to complement and
deliver against the objectives and actions set out in the Norfolk Joint Health and Wellbeing Strategy
(2014-2017), Children’s Services Emotional Wellbeing and Mental Health Strategy and CAMHS
Strategies for Norfolk & Suffolk and the Early Help Strategy (2015-2016).
One of the priority areas in the local transformation plan was Early Help and Prevention. The report
recognised that there was a wide offer of services and providers across Norfolk and Waveney, but that
the information about these services (especially when it came to being accessible to universal settings)
was at times sporadic and inconsistent. The report mirrored our later findings that professionals feel
that communicating with organisations can be difficult, with conflicting messages and inconsistencies
in how children, young people, families and professionals were being met, resulting in a sense that
services were disjointed and ill functioning (for more information on this, see “wishes and feelings”).
This was reiterated by Clarke & Mihill (2019) who found that there was a lack of clarity around referral
pathways and inconsistencies in practice.
Transforming Children and Young People’s Mental Health Provision built on previous publications and
aimed to ensure that CYP showing early signs of distress are able to access the right help in the right
setting. Schools were put at the heart of early intervention efforts to prevent presenting issues from
escalating further. The Green Paper outlined an approach comprising three key areas, one of which
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was for every school to have an identified lead to oversee the mental health and wellbeing provision
in their setting. Their role would include providing advice, consultations and signposting, with good
knowledge of, and strong links with, local specialist MH services. The paper also stipulated that all
staff in contact with CYP with mental health issues should be supported to increase their awareness
and confidence in delivering this work. The Mental Health Services and Schools Link Pilot report (2017)
underpinned this project as evidence to show the benefits of partnership work between schools and
mental health services. The report Mental Healthcare in Young People and Young Adults published by
the National Confidential Enquiry into Patient Outcomes and Deaths (2019) also recommended
clinical leads for children and young people in all acute general hospitals, who would act as links
between physical and mental health care, and identify and act on staff training requirements to meet
the mental health needs of their patients.
In 2018 Public Health England (PHE) published the Prevention Concordat for Better Mental Health
which emphasised taking a prevention-focused approach to improving the public’s mental health in
order to achieve a fairer and more equitable society. The concordat highlighted the need for joint
cross-sectoral action to deliver a preventative approach to mental health problems, as well as
promoting good mental health. There was a call to utilise the expertise of the wider community,
including staff in universal settings and people with lived experience of mental health issues, in order
to identify sustainable solutions and promote equality. There was a recognition that in order to enable
a sustainable approach, all organisations need to work collaboratively across and between disciplines
to enable improvements that suit local needs and assets.

1.2 Aims and objectives of the LINK project
Norfolk and Waveney’s 2015 Local Transformation Plan recognised that there was a wide variety of
training available to staff in educational settings, but that this was not ‘co-ordinated and consistent’
(p.15) and needed expanding to meet increasing demands. There was also a recognition that other
universal settings such as children centres, early help hubs and other community organisations did not
have the same access to this kind of training. The aim was to upskill professionals in all universal
settings in order to “build capacity within these settings to identify early signs, deal with emerging
issues and escalate when required” (p.15).
Furthermore, the Transformation Plan stated that frontline practitioners should be “equipped to build
resilience within children and young people to cope with emotions and respond to emerging issues and
support those who need help. They will be able to identify those who need more specialist help and to
access support and interventions at the earliest point” (2015, p.17). The intention stipulated was that
every universal setting would have a named lead, whose role would include providing information and
support as well as being the main point of call for CYPMH within that setting. The leads were to be
given a core training offer to ensure that this role could be carried out efficiently. In return, LINK would
provide each setting with support around mental health and wellbeing. The project would signpost to
mental health services available, working to ensure settings could access these effectively and in a
timely manner via the correct routes. The offer would also include the facilitating of local networks,
sharing best practice and enabling partnership work with other universal and early intervention
providers. The plan also stipulated that there would be ‘link workers’ in CAMHS available to offer
support to universal settings around emotional well-being and mental health (Gummerson, 2016).
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2. Local context
Norfolk and Waveney cover a large area of East of England with both urban and rural areas. In total,
approximately 300 000 children and young people up to the age of 25 live here. Mental health services
in the county are delivered under the CAMHS umbrella through a tiered system comprising Tier 1
(universal services), Tier 2 (mild to moderate mental health issues), Tier 3 (moderate to severe mental
health issues) and Tier 4 (in-patient services). Tier 1 is delivered by the local authority, Tier 2 is
delivered by a consortium of voluntary sector organisations and Tier 3 is delivered by the local NHS
mental health trust. Tier 2 and 3 are commissioned by the CAMHS strategic commissioners through
the local clinical commissioning groups (CCGs) (NCC, 2013).
A recent article in the Journal of Public Mental Health stated that factors adding to the local complexity
included “unclear service criteria, rising demand, contractual disputes, mistrust, lack of accountability
and transparency and disagreements in recent transformation initiatives”, making the CAMHS system
difficult to navigate and access by both service users and allied professionals trying to work with it
(Clarke and Mihill, 2019, p.102).

2.1 The voice of children and young people
In 2015, the Norfolk’s Health Related Behaviour Survey of Children and Young People (NCC) found that
5% of secondary school pupil scored ‘very low’ on the Warwick-Edinburgh Mental Wellbeing Scale1,
which reflected the national average. The survey also found that Year 10 pupils in Norfolk with
medium-low resilience scores were more likely to smoke, drink alcohol and less likely to have a healthy
diet. It also found that 5% of Norfolk school children reported having ‘cut or hurt themselves’ when
under emotional distress. The Norfolk Children and Young People Health and Wellbeing Survey was
commissioned by NCC Public Health and the Norfolk Safeguarding Children Board (NSCB) and
published in 2018. More than 10,000 of Norfolk’s children and young People aged 9-19 years shared
their feelings on topics including their emotional wellbeing and aspirations. The survey found that only
49% of primary students and 75% of secondary students scored ‘high’ (indicating good wellbeing)
mental wellbeing scores (p.17). 74% of primary students felt that people cared about them at least
‘quite a lot of the time’ (p.17), whereas only 64% of secondary aged students felt loved ‘often’ or ‘all
of the time’ (p.17). 34% of secondary aged students surveyed reported that they ‘rarely’ or ‘none of
the time’ felt optimistic about the future (p.17). 30% of female secondary aged students and just
under 20% of male secondary aged students reported worrying ‘a lot’ or ‘quite a lot’ about their
mental health (p.18).
In 2018-19, the Youth Advisory Boards (YABs) consulted over 15,000 young people on issues they
believe need addressing. The consultation was done across the seven districts and results were
collated to create a report which was published in 2019. From the responses, 44% of young people
felt that mental health was an issue that needed to be tackled. Among all other top ten priorities,
every subject had aspects of mental health involved. These included bullying (55%), lack of activities
and things to do (55%), negative stereotyping of young people (47%), anti-social behaviour (41%),
racial and religious discrimination (39%), smoking, drug and alcohol misuse (35%) and lack of advice
and guidance (31%) (YAB, 2019).

1

For more information about the Warwick-Edinburgh Mental Wellbeing scale, see
https://warwick.ac.uk/fac/sci/med/research/platform/wemwbs/about/
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Young Shoulders: a window on the emotional and mental wellbeing of children and young people in
Norfolk and Waveney was commissioned by Norfolk County Council and the NHS Clinical
Commissioning Groups of Norfolk, Great Yarmouth and Waveney, published by Rethink Partners in
2018. It found that young people thought schools played a vital role in offering support and advice
around mental health and wellbeing, and that it was often a ‘last chance of hope’ (p.10) in a system
that is both disjointed and confusing (Carson, 2018).
Nationally, in 2018 NHS Digital published the first Children and Young People’s Mental Health Survey
since 2004. Examining the prevalence of mental health issues in England, the survey reported that
12.8% of 5-19 year olds had at least one diagnosable mental health disorder, with emotional issues
such as depression and anxiety being the most prevalent (8.1%). Rates of poor mental health were
found to increase with age, and the prevalence of poor mental health in 5-15 years olds had increased
from 9.7% in 1999 to 11.2% in 2017. Of note is also that 24.1% children with a mental health disorder
had no contact with either professional services or informal support in relation to this.

2.2 Current challenges faced by professionals
Before receiving any training, professionals were encouraged to feed back how they felt about the
current functioning of services in Norfolk and Waveney. The main points of discussion were noted and
analysed. This discussion allowed the upcoming training to be tailored to needs of the group as much
as possible, and later, the analysis allowed us to understand the local context from the point of view
of professionals working within it.
Professionals expressed a frustration with CAMHS services and felt that the system needed to; offer
more support to families, access to more funds for staff and specialist teams and enhance the support
they offer children and young people. There was also a clear desire for the referral process to be
improved and made clearer. Professionals also expressed a wish for a more communicative
relationship between and within services. Finally, professionals reported that they wanted more
access to mental health training and resources. Similar feedback was found by Clarke and Mihill (2019)
from their work with senior leaders of CAMH services who reported that “there was consensus that
participants wanted to know more about what each organisation did and learn more about the system
from each other’s perspectives” (p.106).
Method
On the first day of Mental Health Champion training, after a short introduction, attendees were asked
to collectively discuss their ‘Wishes and Feelings’. This section of the training was developed to contain
discussions around the current functioning of the mental health services in Norfolk and Waveney.
Wishes and Feelings represented the thoughts, opinions and experiences of the professionals working
with children, young people and mental health services in the local area. This gave an insight into the
local context forming a basis for the training. During the discussions, main points were summarised
onto a flip chart. Involvement in the discussion was completely voluntary.
Analytical approach
The flip chart data was analysed using an inductive and thematic approach. The initial data was read
and familiarised before being summarised into tables. One table was formed for each session,
summarising the main points that were made and discussed. These tables were compared, and
similarities were identified. This comparison allowed the formation of several categories that were
later revised to ensure they were inclusive and representative of the data. These categories were
organised into groups, allowing the formation of six themes.
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Results and Discussion -Themes
Family Support
Professionals expressed a frustration with existing services, as they believed that parents and families
were routinely excluded from the treatments of their children and young people. This was thought to
have an impact on CYP, as important social aspects contributing to their mental health did not appear
to be considered by service providers. The professionals described this as leaving parents and families
unequipped to support children and young people with their recovery and unaware of how to
promote resilience. In relation to this, professionals also expressed a concern for the lack of support
available to the parents and families of CYP. Professionals felt that there was not enough information
available to them about how to support and involve parents when they, or their children, experienced
poor mental health. There was a clear wish for mental health services to acknowledge the importance
of parental support and how this could impact on children and young people engaging with CAMHS
services.
Conversely, professionals felt that some parents were able to obstruct vital access to services.
Discussions specifically related to children under the age of fourteen and issues of parental consent.
Professionals discussed real life cases in which parents provided embellished overviews of their child’s
situation, eventually leading to referrals into services being rejected. As a result, professionals
expressed a wish for clearer guidelines and policy on the permitted measures to be taken without
parental consent.

Resources
During the discussions it was clear that professionals had concerns over the resources available within
CAMHS. There were specific concerns regarding funding for staff and specialists, such as educational
psychologists. Discussions revealed that professionals thought that this constrained the time available
for individual service users. There was a clear wish for a better use of the limited resources and that
this responsibility should fall onto the commissioners being better informed.
They expressed frustration with short term pilot projects and the lack of long-term financial
investments in successful programmes and interventions. They also expressed frustration with the
lack of funding and investment in appropriate aftercare (post discharge) of children and young people,
particularly in schools.

Communication
During almost every discussion, professionals described feeling that there was a lack of
communication within and between services. They felt that information sharing was very one sided,
with universal settings providing all information about particular individuals without receiving
information back from CAMHS. This was thought to influence the success of referrals. For example,
they felt that the reasons for rejected referrals were not detailed enough to challenge. Also, whenever
referrals were successful, professionals described feeling that they were uninformed of a child or
young person’s progress within the service. Specifically, several professionals mentioned being
unaware that their children had received therapy and / or been discharged from services.
Professionals also felt that the communication between tiers was inadequate and that this impeded
the mental wellbeing of some children and young people who fell between different CAMHS tiers’
referral thresholds. They put forward a wish for internal referrals between tiers, if an individual did
not meet the threshold criteria for the specific service, or if their needs could be better accommodated
by an alternative tier.

13

Discussions suggested that the issues with confidentiality and information sharing were the result of
disparity between services’ information sharing guidelines. This led to a wish for open communication
between professionals and across settings.

Referrals
During the discussion professionals felt that there was a lack of clarity surrounding the referral system.
They felt that the guidelines for referrals were unclear, specifically as to which tiers and services were
appropriate to refer to. They were unsure about who could refer into the tiered system. Experiences
were reported that indicated that mixed messages were being given about this, particularly about
different advice being given by the same service, depending on who ‘answered the phone’. They felt
that the lack of opportunities to challenge rejected referrals and lack of further guidance impeded
their confidence in their ability to refer. As a result of these discussions, a clear wish arose for referral
specific training to improve confidence and increase the number of successful referrals.
Professionals also discussed feeling disappointed with the current threshold criteria required to access
services. Some felt that the thresholds were too high and that those below the threshold were not
taken as seriously as they felt they should be. It was felt that the current system does not
accommodate certain conditions, such as ASD, and that CAMHS and community paediatric services
did not work well together, often ‘bouncing’ children and young people between them. There was a
clear wish for the criteria to be more inclusive, to ensure that less children and young people fell
between tiers/services.
There was also confusion and disappointment with the tiered system and professionals felt that the
disparity between the individual tiers was impeding service users. They therefore wished for more
clarity around the referral criteria for the individual tiers.

Services available
Professionals felt that the services available to children and young people were flawed and difficult to
engage with. For example, they described experiences where CAMHS had been unresponsive to
queries and that the location of services were out of reach for some CYP. They expressed frustration
with the long waiting lists and lack of support for children and young people whilst awaiting services.
They described feeling obligated to support CYP beyond their professional capabilities while awaiting
a place in an appropriate service.
Professionals also described a general feeling of disappointment with what services offer once CYP
access them. For example, they felt that the number of talking therapy sessions offered was limited
and often insufficient to build a constructive rapport with a child or young person. They therefore
presented a clear wish for more effective and inclusive approaches to mental health support.
Professionals felt disappointed in the preventative measures in place and felt that the promotion of
good mental health had not so far been considered a priority. They felt that there is currently
insufficient money and resources allocated to the prevention of poor mental health. They expressed
a desire for appropriate tools for containment and to prevent escalation while awaiting specialist
services.

Lack of skills and resources
Professionals discussed feeling that they did not have adequate knowledge in mental health to assist
children and young people in their own settings. Professionals expressed a wish for mental health
14

training to allow them to confidently identify mental health issues that require referrals. Professionals
gave examples of when they felt uncertain of what reaches the threshold for intervention. For
example, professionals discussed their uncertainty around whether challenging behaviours were
related to a mental health issue. They often felt that what they perceived as a potential mental health
issues were considered behavioural issues by services. Professionals wished to be more aware of the
specialist services available, and also to be able to signpost children and young people to appropriate
resources.
There was a wish for provisions to promote staff wellbeing, such as techniques to enhance self-care
and clinical supervision. The lack of clinical or peer supervision was discussed in almost every training,
and many professionals, particularly from education, expressed that this would have the potential to
enable the support of the mental health and wellbeing of the students they work with. Funding was
seen as the biggest obstacle to implementing supervision.

3. Design and implementation
3.1 Staffing arrangements
In order to bring expertise from across the age range, the LINK team comprises the Youth Mental
Health Team from MAP (11-18s) as well as a senior practitioner and a 4-11s lead from Point1 (Ormiston
Families). The aim has been to reflect the multidisciplinary nature of the project itself, and as such the
team has, at various points, been made up of psychology graduates, youth workers, school staff,
occupational therapists, CBT practitioners, specialist public health and mental health nurses. In
addition to clinical staff, the team is also supported by an administrator.

3.2 Recruitment of participants
Mental Health Champions
In November 2017, all universal settings in Norfolk and Waveney were contacted with information
about the LINK offer and an invitation to attend an information sharing event for further information.
Six events were held across Norfolk and Waveney between December 2017- January 2018, where the
team introduced the project and collected feedback around the needs of each locality. Invitations to
sign up to the project and attend foundation training were sent out shortly thereafter.

LINK Associates
Several professionals from non-universal settings contacted the team to enquire about engaging with
the project. Recognising the importance of partnership work and the valuable contribution nonuniversal professionals bring to CYPMH, a new role -LINK Associate – was created so that professionals
could join the project even if they did not qualify to access the Mental Health Champion training. LINK
Associates were invited to locality meetings, were able to receive the LINK newsletter, and were also
invited to the LINK Celebration Conference as well as a one-off specialist training day on trauma which
were organised when additional funding was made available to the project. Associates were
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considered to make invaluable contributions to group discussions and service updates at locality
meetings, as well as making their services more visible and available to mental health champions who
may otherwise not be aware of their offer.

3.2.1 Challenges and barriers to recruiting Mental Health Champions
As mentioned previously, many professionals from universal settings reported having previous
negative experiences of working with CAMHS, and of engaging with previous projects which had been
piloted and then discontinued. There was a fair amount of scepticism around the sustainability of LINK
as a project, and whether it was worth investing tie and energy into something that was seen to have
been commissioned simply because CYPMH is currently high on the political agenda. The LINK team
has worked very hard to establish trust, as a project run by a CAMHS consortium, to create a vision
where, as frontline practitioners, we are all in it together, working to achieve better outcomes for
children and young people. It certainly has helped to refer back to the frontline work carried out by
the team, and reflecting on our own experiences of working within a complex system. The team has
also been keen to highlight the core of the project as a movement, made up by the Mental Health
Champions themselves, and whose momentum can be carried outside of the CAMHS system, simply
by continuing partnership work and sharing of best practice.
Many professionals who have expressed an interest in joining LINK have also reported being unable
to do so because of time restraints. Health professionals often refer to high caseloads and clinics which
cannot be left, thus being unable to attend two full training days. Teaching staff also find it difficult to
find cover in their settings, partly due to funding issues. Some professionals have also reported feeling
unsupported by senior leadership teams. One GP practice did not think CYPMH was a priority and
would not allow a nurse practitioner the time off to attend training. She subsequently used her annual
leave to attend our training and become a Mental Health Champion. One school also reported that by
accepting training in CYPMH, the leadership team felt that this would be seen as a recognition that
their staff was lacking in knowledge around this topic, and they did not want this to happen. Therefore,
training for their staff was declined.
Targeting health professionals has been one of the priorities for the project, in particular since the
interaction with other staff (from education and children’s centres) has been seen as an invaluable
part of the foundation training. Hearing from doctors and nurses about their experience (and often
lack of training and knowledge) in supporting their younger patients with mental health issues has
been very enlightening to non-health professionals who would normally send their CYP to the GP as a
first point of call. The team has worked very hard to liaise with larger GP consortia and commissioning
groups locally, but has been asked on several occasions to postpone due to other topics being
prioritised. The team has also repeatedly extended the training offer to health visitors who form part
of the county’s Tier 1 offer as a universal service; however, despite several dozen professionals signing
up expressions of interest, only one health visitor has attended the training. Feedback from interested
health visitors has been that they have been told CYPMH does not fall within their remit.
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3.3 Outline of LINK offer
3.3.1 Mental Health Foundation Training
Foundation training was developed by staff and senior leaders from MAP and Ormiston Families. Two
days training was considered appropriate for the learning required for all prospective champions to
achieve a baseline knowledge which would enable them to carry out a lead role. Following the
information sharing events leading up to the development of the training, it was decided that
professionals would be called CYP Mental Health Champions once completing the training, as many
staff, from both school and health settings, had voiced their reluctance to undertake the training if
they would have to become formal ‘leads’ when they often were already leading on safeguarding,
SEN, pastoral, specific health issues or other aspects in their settings. A ‘champion’ role meant that
they were happy to disseminate information and be the main point of call for advice, support and
referrals, as well as training up colleagues to ‘share the burden’ of providing mental health and
emotional wellbeing support to CYP and their families. Although requests were made to provide tailormade training to specific sectors and professional groups, training was only offered as a multidisciplinary event, enabling staff from health, education and other universal settings to meet, network
and share best practice whilst all attending the same baseline training. As Clarke & Mihill (2019) found
elsewhere, this “allowed positive reflection across the system and a rare opportunity to reflect
together and acknowledge the importance of each others’ roles” (p.4).
Training was split into two parts. Day 1 was theory-based, focussing on positive aspects of mental
health and wellbeing, the CAMHS system in Norfolk and Waveney, local services, child and adolescent
development, communication and information sharing. Day 2 was action-based, focussing on
common mental health issues and how to support these in universal settings, risk assessment,
confidentiality, referring into various services and self care. During foundation training, delegates
were also given information packs containing referral pathways to different mental health providers,
various resources and signposting leaflets to other services like Just One Number and ChatHealth.
The first round of foundation training was launched in April 2018. In order to ensure equal access, one
to two spaces per settings was offered depending on the size of the setting. Training days were also
held across all localities, covering East, West, North, South, Central and Waveney, in order to enable
as many professionals as possible to attend. Day 1 and Day 2 were held on different weekdays (two
weeks consecutively) in order to minimise disruption to professionals’ day to day commitments.
In 2018, 247 professionals attended foundation training to become Mental Health Champions. By
September 2019, 363 professionals in total had completed foundation training.

Number of settings with a Mental Health Champion across Norfolk and Waveney.
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3.3.2 Specialist Training Sessions

It was important that LINK was not seen as a standalone two-day training, but rather as an ongoing
project to engage with. During foundation training, it was made clear that one of LINK’s main aims
was to maintain contact with mental health champions, through consultations, newsletters, locality
meetings and further training on specific topics. The foundation training created a robust baseline
from which all further training could be pitched. Champions were asked to attend at least one
further training session a year, but no upper limit to number of training days was set, to enable
champions to tailor upskilling to their own particular needs.
The word cloud above details the topics that recently qualified mental health champions requested
as specialist training options after completing foundation training (the larger the word, the more
frequently requested).
Attachment, anxiety and self-harm were the three most popular requests for specialist training. The
number of topics suggests that the specialist trainings are relevant and important to professionals in
universal settings. The project used its connections across CAMHS and the voluntary sector to
ensure all specialist training days were facilitated by experts in their field. This also enabled
organisations to meet with mental health champions face to face, being available to answer any
queries about their services and referral pathways, and also provided a platform for services to
promote any relevant projects within their own organisations.
The table below shows what topics have been offered so far as specialist training via LINK. Due to
the nature of the project, all training has been offered free of charge in order to enable as many
professionals as possible to upskills themselves around CYPMH. Several topics have already been
offered multiple times since the project’s launch. Rounds of foundation training and specialist
training are offered on an alternating, termly basis.
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Anxiety

Self harm

Low mood/
depression

LGBTQ+ and mental
health

Emotional resilience
in early year settings

ADHD/ADD

Exam Stress and
relaxation for young
people

Non-violent
resistance

Understanding
attachment
relationships

Young carers and
mental health

Trauma and the
power of empathy

Bereavement

3.3.3 LINK Locality Meetings
LINK Locality Meetings were set up with the aim of staying in touch with Mental Health Champions
and also, by inviting Associates, promoting partnership work across sectors and services. It was hoped
that the positive relationships created in the meetings would role model the kind of connections that
could be established whenever supporting children and young people with their mental health.
Locality meetings were run in each locality once a term, and followed a loose agenda of disseminating
CAMHS service updates, new or relevant resources, upcoming training (both internal and external)
and events, and finally a chance to bring difficult cases to the group. This gave the opportunity for
group reflection, often with CAMHS and Early help professionals present who were able to contribute
to the ‘unpicking’ and reflecting on cases. The meetings also offered a safe space for practitioners to
‘offload’ with peers offering advice or containment. Many champions reported that speaking about
their experiences of supporting CYP with mental health in a group setting made them feel less isolated
and also more aware of services or resources available to support them. The LINK team was also able
to take some concerns voiced about CAMHS processes to the relevant senior leaders within those
services, creating another route for champions to feel empowered and listened to.
The value of these meetings has been evidenced by how willing Mental Health Champions and
Associates have been to keep engaging with LINK, taking time out of busy schedules to attend locality
meetings and specialist training sessions. With a clear will and drive to sustain this momentum, this
demonstrates that we can build trust and partnership across services and sectors and work together
as building blocks of a united CAMHS system.

3.3.4 LINK Resource and signposting database
Many practitioners recognised that the resources currently used to support children and young people
with their mental health were outdated and not the latest evidence-based practice. Professionals
from both health and education reported using handouts that were several decades old, and as
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mentioned previously, expressed a wish to find out more about current, relevant and evidence-based
resources. Therefore, a LINK Database was set up, with the aim of uploading resources commonly
used by the LINK team themselves, as well as signposting to both local and national services. Mental
Health Champions were given login details after completing the foundation training, and were
encouraged to share any resources they knew to be particularly good (and sometimes they had
created these themselves) so that the team could upload these and further encourage sharing of best
practice across the LINK community.

3.3.5 Termly newsletter
The team releases a termly newsletter with updates around CYP mental health, training and events,
and ‘case studies’ of good practice as submitted by Mental Health Champions. This is to inspire other
practitioners to think about small ways in which they could increase support for children and young
people in their settings. The newsletter also contains a ‘self care’ section to encourage champions and
associates to look after themselves as much as they are looking after others.

3.3.6 Advice and support onsite and via email (LINK inbox)
Although the team is not able to offer clinical advice on individual children or young people, champions
are able to contact LINK via the email address for general support around mental health issues in their
settings, referrals into services and signposting to other organisations and resources. This way of
accessing support has been very popular, with the team answering several dozen enquiries every
week. The team has also been able to offer brief sessions on specific topics to larger clusters of
professionals in their settings.

3.3.7 Social media presence –Twitter
Engaging with professionals through social media has been another way for the LINK Project to
disseminate up to date evidence, events, resources and more. It has also been a way for champions
to showcase good practice and advertise events in their local areas, which could then be reposted by
the LINK account. Through Twitter, LINK connected with CYPMH services, organisations, professionals
and academic institutions elsewhere in the country and beyond. It has also been an effective way of
promoting partnership work, with local services making contact to set up meetings and attending
various LINK events.

3.3.8 LINK Celebration Conference
Organised with the help of a one-off additional funding stream originating from the East of England
Clinical Network, the conference aimed to bring high-quality experts in the field of CYPMH to
professionals who may not otherwise be able to access these. Speakers included a topic expert from
the PSHE Association as well as the chair of the Children and Young People’s Mental Health Coalition.
Throughout the day, young people were also speaking to the audience of their experience of living
with mental health issues, drawing back the focus to CYP and placing the voices of CYP in the centre
of our practice. The conference also included workshops relating to specific skills like behaviour
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management, social change, self care and peer supervision, enabling Mental Health Champions and
Associates to upskill themselves in topics relevant to them.

3.3.9 Overview of LINK offer

Foundation
Training

Specialist
training

(Two days)

(half days)

Mental Health
Champions

Mental Health
Champions

Locality
Meetings
Mental Health
Champions and
Associates

Resource and
signposting
database

Termly
Newsletter

Mental Health
Champions

Mental Health
Champions and
Associates

Consultations
onsite or via email
Mental Health
Champions

LINK Project
Offer
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Twitter account
Mental Health
Champions,
Associates, Public

“I think the specialised sessions that they do
are really good, but also the locality meetings
that they have are very beneficial as well. It's a
really good opportunity to speak quite openly
to other professionals and to just have that bit
of support….I think it is that information
sharing. It’s almost like problem solving. So if
you've got something that you're unsure
about having a professional around table that
you can discuss that with and they can
perhaps signpost you and give you other ideas
of what happened. ”
(Mental Health Champion from a Children’s Centre)
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4. Impacts and outcomes
4.1 Quantitative evaluation
Method
Each professional attending the mental health champion foundation training was asked to complete
a baseline questionnaire at the beginning of their first day, before receiving any training (Appendix
1). This group consisted of 365 professionals, 47% of which had completed some form of mental health
training in the past. Professionals voluntarily enrolled onto the training for a variety of reasons, all of
which have been summarised below.

Reason

N

Percent of Cases

Taking first steps to improving CYPMH

196

55.2%

Building joint working relationships

162

45.6%

Scaling up Provision

113

31.8%

Sharing best practice

194

54.6%

Improving CAMHS referrals

120

33.8%

Other

23

6.5%

Total (N=365, multiple responses possible)

808

227.6%

This baseline questionnaire allowed professionals to report details of their professional role(s) and
associated universal settings. The final section of this questionnaire contained nine questions that
were to be compared to the final questionnaire. These questions were in 4-point Likert scale format
and asked professionals to state the extent to which they agreed with statements that related to the
mental health support in their setting. Statements specifically considered topics such as knowledge of
mental health, support from specialist colleagues and satisfaction with referrals into services.
Professionals who completed the foundation training were asked to complete a post-evaluative
questionnaire at the end of their second day, once the training was complete (Appendix 2). Some
professionals were unable to complete the training programme, and some chose not to submit a postquestionnaire, so the number of professionals in this group dropped to 337. This post evaluative
questionnaire required professionals to report their role and location of work. Professionals were also
required to rate the usefulness of the training, and how it affected their confidence when supporting
colleagues that were dealing with CYPMH concerns and when dealing with such concerns themselves.
Finally, professionals were asked to suggest any improvements that could be made in future trainings,
and to report topics that they would like to see as a LINK specialist training.
Finally, an online questionnaire was emailed to all mental health champions roughly a year after the
first MHC training day (Appendix 3). This follow-up questionnaire was anonymous, and participation
was strictly voluntary. A total of 76 mental health champions volunteered to complete this
questionnaire. The aim of this questionnaire was to evaluate the experience as a mental health
champion and to report on any noteworthy experiences within the LINK project. A section of this
questionnaire contained the same Likert scale questions as seen at the end of the baseline
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questionnaire. This allowed for a standardised comparison of mental health support in universal
settings before and after MHC training.
To ensure confidentiality and to avoid collecting unnecessarily identifiable information, extensive
demographic information was not collected from professionals. However, professionals were asked
to report details of their specific universal setting, as this was considered important and influential
(Appendix 4).

4.1.1 Baseline Questionnaire Data
Design
To further understand the context in which the mental health champion training was taking place, and
to acknowledge the needs and opinions of all universal settings involved in training, an independent
measures design was adopted to identify whether professionals’ evaluations of their setting’s mental
health support varied by setting. The independent variable, ‘Universal Setting’, was split into
‘Education’, ‘Healthcare’ and ‘Other’. ‘Education’ included professionals working in nurseries, schools
and colleges. ‘Healthcare’ included professionals working in GP practices and other environments in
which professional roles were healthcare related. ‘Other’ included those working in alternative
provisions and those that could not be categorised as within an education or healthcare setting.
Nine dependent variables were measured, each with one four-point Likert Scale Question (Appendix
5). Each question required professionals to indicate their level of agreement with a statement that
related to the mental health support available in their setting. Integer values, between one and four,
were assigned to each response - higher values represented higher levels of agreement.

Results and Discussion
As a result of normality testing (Appendix 6), Kruskal-Wallis was determined to be the most
appropriate test to identify significant differences between universal settings in the baseline data.
Nine Kruskal-Wallis tests indicated that, in five out of the nine statements, there was a significant
difference in evaluations of mental health support between universal settings (Appendix 7).
Specifically, there was a significant difference in agreement to statements 5,6,7,8 and 9 but no
significant difference in agreement to statements 1-4. This means that there was disparity between
professionals working in education, healthcare and other settings regarding their; satisfaction with
referrals into CAMHS, support from specialist colleagues, use of whole setting initiatives, prioritisation
of mental health and CYP’s confidence in the available services. This would suggest that the local
mental health support is not consistent across universal settings.
Several Mann Whitney U tests were run to determine which universal settings agreed significantly
more with statements (Appendix 8). It was identified that those working in education agreed with
statements 7, 8 and 9 significantly more than those working in a healthcare setting and with statement
9 significantly more than those working in ‘other’ settings. Those categorised as working in ‘other’
universal settings agreed with statement 6 significantly more than those working in education, and
with statement 8 significantly more than those working in healthcare.
Due to the nature of the statements, the significantly higher levels of agreement with statements 7, 8
and 9 from those working in education, suggest that the mental health support in education is more
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inclusive and is considered at a higher priority than the support in healthcare and alternative settings.
The significantly higher levels of agreement with statement 6, suggest that those working in
alternative provisions felt significantly more supported by external specialist colleagues than those
working in education. This may reflect the local context in education, healthcare and alternative
universal settings.

4.1.2 Post Evaluative Questionnaire data
Design
To further understand how appropriate the mental health champion training was for those in different
universal settings, an independent measures design was adopted to identify whether professionals’
evaluations of the training varied by setting. The independent variable, ‘Universal Setting’, was split
into ‘Education’, ‘Healthcare’ and ‘Other’. ‘Education’ included professionals working in nurseries,
schools and colleges. ‘Healthcare’ included professionals working in GP practices and alternative
environments when their professional roles were healthcare related. ‘Other’ included those working
in alternative provisions and those that could not be categorised as working in education or
healthcare.
Three dependent variables were measured, each with one five-point Likert Scale question. The first
dependent variable, usefulness, was measured with a Likert Scale question that required professionals
to indicate how useful the foundation training was (on a scale from 1-5; ‘not at all useful’ to ‘very
useful’. The second dependent variable, confidence with CYP, was measured with a Likert Scale
question that required professionals to indicate how much more confident the training has made
them in dealing with CYPMH concerns (On a scale from 1-5; ‘no more confident’ to ‘much more
confident’). The third dependent variable, confidence supporting colleagues, was measured with a
Likert Scale question that required professionals to indicate how much more confident the training
has made them in supporting colleagues with their professional MH concerns (On a scale from 1-5;
‘no more confident’ to ‘much more confident’).

Results and Discussion
The mean averages for all evaluations were relatively positive (Appendix 9). Specifically, those in all
universal settings rated the usefulness of training at an average of 4.75/5. Additionally, those in all
universal settings reported an average evaluation of 3.32/5 for confidence with CYP, suggesting that
they felt moderately more confident dealing with CYPMH concerns after training. Lastly, those in all
universal settings reported an average evaluation of 3.31/5 for confidence with colleagues, suggesting
that the training allowed them to feel moderately more confident supporting colleagues dealing with
CYPMH concerns.
As a result of normality testing (Appendix 10), Kruskal-Wallis was determined to be the most
appropriate test to analyse the differences in evaluations between universal settings. Three Kruskal
Wallis tests revealed that there were no significant differences in the training evaluations between
universal settings (Appendix 11). This is an extremely noteworthy result as it suggests that the training
was consistent and that it was received similarly by professionals from different universal settings.
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4.1.3 Follow Up Questionnaire
Results from the Follow Up questionnaire indicated that mental health champions had positive
experiences working with LINK. Where applicable, most professionals agreed that becoming a mental
health champion had made the referral process easier and enhanced the support they gave CYP and
colleagues around CYPMH. There was also positive feedback relating to LINK specialist trainings and
locality meetings. Responses to this section on the questionnaire have been summarised in the graph
below.

Collective responses to questions on the Follow Up questionnaire highlighted specific improvements
that mental health champion training had made to professionals’ MH support. For example, since
becoming a mental health champion,






89.5% of professionals felt that the support they gave CYP with MH issues had improved
85.5% of professionals felt that the support they gave colleagues regarding CYP MH had
improved
84.2% of professionals felt that the support they gave parents regarding CYP MH had
improved
47.4% of professional reported an increase in the amount of CYP they supported with MH
issues.

These results suggest that engaging with LINK has successfully improved the mental health support
offered by professionals that were involved.

4.1.4 Analysis of Baseline vs. Follow Up Questionnaires
Design
An independent measures design was adopted to identify whether being a mental health champion
had altered the mental health support available in universal settings. An independent variable,
‘Mental Health Champion Status’, was split into ‘Baseline’ and ‘Follow Up’ depending on whether
individuals had received the mental health champion foundation training. The Baseline level consisted
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of professionals without foundation training. The Follow Up level consisted of professionals sometime
after they had received the foundation training.
Eight dependent variables were measured using the 4-point Likert Scale questions in the final section
of the Baseline and Follow Up questionnaires (Appendix 5) 2. Each dependent variable related to one
question from this section. As seen previously, each of these questions required professionals to
indicate their level of agreement with a statement that related to the mental health support available
in their setting. Integer values, between one and four, were assigned to each response; higher values
represented higher levels of agreement.

Results and Discussion
The collective responses to each of the statements have been reported for the Baseline and Follow
Up questionnaires (Appendix 12). This information has also been summarised in the graph below.

As a result of normality testing (Appendix 13), Mann Whitney U was determined to be the most
appropriate test to compare responses from Baseline and Follow Up questionnaires. Eight MannWhitney U tests revealed that there was a significant difference in the level of agreement to all
statements that were compared (Appendix 14). Specifically, professionals reported significantly higher
levels of agreement with all statements in the Follow Up questionnaire, as compared to the Baseline
questionnaire. This means that professionals agreed more with the statements after they had received
mental health champion training.
Due to the nature of the statements, the significant increase in agreement suggests that LINK MHC
training positively influenced mental health support in the universal settings of attendees. Specifically,
engaging with LINK appeared to have enhanced:


Knowledge of CYPMH

2

Statement seven was discarded from the analysis due to a minor oversight in the production of the Follow Up questionnaire. This
allowed comparisons of Likert Scale questions 1-6 and 8-9 in Baseline and Follow Up questionnaires.
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Confidence identifying poor MH and associated risks
Awareness of the MH support available to CYP
Confidence in the MH support available to CYP
Feelings of support from colleagues and external MH services
Satisfaction with referrals into CAMHS
Prioritisation of MH within universal settings

These results indicate that engaging with LINK has the potential to make a significant and substantial
difference to the mental health support available to children and young people in their universal
settings.

4.2 Qualitative evaluation
Method
In an online questionnaire, following up from LINK mental health champion training, professionals
indicated whether they were happy to be contacted with further questions. Whilst 25 professionals
indicated that they would be happy to be contacted, 18 left viable contact information. These
professionals were contacted by telephone, in a random order3. They were informed that we would
like to complete a telephone interview that would last approximately 5-10 minutes. If they were
willing to participate, an appropriate time for the interview was arranged. This screening process
yielded an opportunity sample of 13 professionals4.
Interviews were conducted by two impartial interns from the UEA and professionals were encouraged
to provide open and honest feedback. Before any interview questions were asked, professionals were
informed that the interview would be recorded and that anonymised transcripts may be used in a
report. They were then asked if they were still willing to complete the interview and informed that
they were able to refuse to answer any questions that they did not feel comfortable answering.
Following the obtainment of verbal informed consent, a semi-structured interview containing five
open-ended questions was conducted. This was based on a pre-set interview schedule (Appendix 1).
Interviewers probed any content that they believed was relevant to the report or that would
encourage an extensive discussion. Following completion of the interview, professionals were asked
again if they consented to their anonymised transcripts being used in a report, and if they were happy
for transcripts to be accompanied by their professional role and universal setting.

3

In the circumstance that professionals were unable to answer the initial phone call, a voicemail was left informing them of the reason for
the call and contact details were left if they wished to participate in a telephone interview
4
Although mental health champions were selected at random, one professional provided responses on their follow up interview, that
were thought to be of particular importance. The LINK team decided that this interview was necessary to further follow up and
understand their responses
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“I find it the most useful course I've done in
years and it has benefited the children at our
school so, so much because mental health
that we're dealing with in schools as teachers
is on the increase hugely. If I hadn't been able
to do it, the families, it wouldn't have gone
unnoticed, but they probably wouldn't have
been dealt with so effectively and with so
much knowledge behind it. So, I think I have
loved it. And I'm a real advocate for this. And
it's a passion of mine. So, I am, I will keep
always pushing it.”
(Mental Health Champion, Teacher at an infant school)
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Analytical Approach
The 13 interviews were transcribed and analysed using an abbreviated grounded theory approach. To
allow familiarisation with the data, the interviews were listened to and read several times. After this,
interviews were coded and similarities between responses were reported. Similarities were grouped
into codes and pruned using memos. To ensure that these initial codes were representative of the
data, the interview data was compared and matched with codes. This process was repeated several
times to create more focussed and representative codes. This process yielded four categories that
were thought to accurately capture the data. These categories have been presented and discussed
below.

Results & Discussion
The analysis identified four core categories that captured the thoughts and opinions of professionals
regarding the LINK project: Expressing Appreciation, Stimulating Effective Change, Frustrating
Obstacles and Preserving support. Professionals were grateful for the LINK project and how it had
stimulated change in their settings. However, they felt that there were several external barriers that
prevented them from providing children and young people with the best mental health support.
Finally, professionals expressed a desire for support from LINK to be maintained and enhanced in the
future. They often provided examples of what this support might look like.

Expressing Appreciation
This category demonstrates that many of the professionals took opportunities to positively reflect on
their experiences as LINK Mental Health Champions. They expressed an appreciation for the training
and for the involvement that followed. Firstly, professionals described the initial two-day training as
‘useful’, ‘interesting’ and ‘informative’. They described feeling comfortable with the ‘approachable’
and ‘knowledgeable’ course providers. One particular mental health champion provided a favourable
summary of their training:
“I would really, really recommend it to anybody, you know, within my role...I thought the staff were
brilliant, the people that actually did the two day training. I wish it's been longer. That's a bit selfish.
Just because there's always so much to learn and so much, so much that you want to take from, from
professionals...But yeah, no only positive things. I can only give positive feedback. It was a really good
experience.” (Wellbeing Support Officer at a Secondary School)
Professionals described being impressed with the communications and opportunities that followed
the initial training. Specifically, they described appreciation for the open-ended communication with
LINK team members, and the consistent information sharing. They also described the LINK online
resources and specialist trainings as ‘useful’ and ‘valuable’. This is evident in professionals’ responses,
when asked about their experience with LINK so far:
“My best experience with Link is the amount of information that's now being shared, and the
availability of that, and effectively, it's improved the support that we're able to offer to our students.”
(Progress Mentor at a Sixth Form/College)
“I especially like the fact that I can email somebody for general advice and I also think it's really helpful
that I can access more specific training.” (Early Help Social Worker at a Nursery/Primary School)
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“So after doing the training I found that they're pretty good at keeping in touch, and they are able to
offer good opportunities for training and workshops, which has all been very positive. Lots of resources
online as well...That's been really helpful.” (Senior Family Practitioner at a Children’s Centre)
One professional specifically expressed an appreciation for the support from LINK and described
how this granted them the confidence to apply themselves to their role as a mental health
champion:
“If I do come across a problem, then I can go straight to the LINK help people. You know I've got them
as a resource, which is amazing to know that that’s there. But I have yet to use it. It's given me the
confidence to get out, knowing that the support is going to be there...But if I thought that that wasn’t
going to be there, then I probably wouldn’t be as willing to do it; to step out and apply the things that
I have learnt.” (Sexual Health Advisor, NHS setting)
Another professional described gaining power from the training. They described thinking, before the
training, that there was ‘so much mental illness’ and that no one was doing anything about it. After
training, they reported thinking that ‘there is a lot that can be done’ about mental illness. They
expressed their appreciation for this change in perspective and described the training metaphorically,
as a defibrillator:
“It’s a bit like...defibrillators to the general public: It powers people and it puts things back into
functioning. I think not just for professionals, but even for communities it could be useful. You don’t
need to understand the brain really to be able to, to use those tools, you just need to prepare and
realise that actually everyone can do something.” (Sexual Health Advisor, NHS setting)
In summary, professionals had mostly praise for the LINK project and their experiences as mental
health champions. Professionals openly expressed appreciation for the initial and specialist trainings,
the approach to communication and information sharing and the newly found confidence that they
experienced as a result of their enhanced knowledge of mental health. This would suggest that the
training was appropriately delivered and that the mental health champions felt well supported
following training.

Stimulating Effective Change
This category represents the action that professionals described taking in response to their mental
health champion training. Professionals offered examples of changes that they had made in their
setting after training, to take steps toward providing better mental health support. Many of the
professionals described feeling that the training informed and stimulated such changes, and that the
knowledge they had gained contributed to their success in improving mental health. The following
excerpt gives an insight into why training stimulated professionals to make effective changes.
“I think it’s just changed our whole perception of young people and how they tick and how some of the
ways they might he presenting actually make us have to think outside the box a bit and manage them
in a different way.” (Sexual Health Advisor, NHS setting)
One professional described some initiatives that they had introduced in their setting to enhance
parental awareness and to reduce the stigma of mental health in children and young people. They
described these initiatives as successfully ‘breaking down some barriers’ and outlined the impact that
the LINK training had on these developments:
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“If I hadn't done my training, then none of it would have happened essentially. So that has
been the driving force, like right, we've dedicated two days, maybe a night to train for this, and we've
actually got to make sure everything's in play and use it effectively.” (Teacher at an Infant School)
Professionals also described using different and more effective support systems since becoming
mental health champions. For example, one professional described changing their approach when
they encountered a minor mental health issue:
“I think it’s also made us realise that we need to not just think, oh we’ve got a bit of a mental health
issue - let us refer to a higher level service, like MAP or one of those - That actually, can we just
manage this and if we ask a few more questions, can we just manage this here and now, with an app
or a, looking on a website, or giving a bit of advice and sometimes even just listening.” (Sexual Health
Advisor, NHS setting)
The knowledge they had acquired during training allowed them to manage without referrals, which
meant that their young people could access effective help sooner. Alternatively, other professionals
described changing the route they took when making referrals. This included making referrals directly
into higher tiers, as opposed to GPs and other universal settings, and using ‘direct contacts’ when
making referrals:
“We do referrals now, directly to point one and CAMHS. I'd probably say that is one of the bigger
changes.” (Wellbeing Support Officer at a Secondary School)
“The contacts that we've been given, [name withheld] I think it is, at CAMHS now we're able to access
that [referrals] a lot quicker, and more effectively.” (Progress Mentor at a Sixth Form/College)
As well as stimulating large-scale changes in settings, professionals described how their training
stimulated change in their approach to supporting individual children and young people. For example,
one mental health champion described using the knowledge acquired during training to assess and
deescalate a situation with a young person that was demonstrating ‘serious suicidal ideations’. They
described carrying out a formal assessment, liaising with colleagues and family members and
signposting to appropriate services - something that they felt they would not have thought to do
before:
“I was able to speak to, speak to the mother on the phone and say, okay, so what's been done?
Would you like to liaise with the GP? Would you like to bring that young person back in and I will be
able to do an assessment? I never thought I would be able to do an assessment. I never thought
about doing a proper assessment form before, I've just kind of given them the information...and said,
like, this is what you need to do...I certainly never thought of doing those things before.” (Sexual
Health Advisor, NHS setting)
To summarise, professionals described applying the knowledge that they gained during training to
spark effective changes in their universal settings. They formed new initiatives and changed their
approaches to mental health support and advice. This would suggest that the training encouraged
mental health champions to fulfil their roles and to apply their understanding effectively.

Frustrating Obstacles
This category represents the barriers and challenges that professionals described as interfering with
their mental health champion work. Professionals expressed frustration with many factors, external
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to LINK, that acted against the mental health support that they could offer children and young people.
For example, the majority of professionals were frustrated with the waiting lists and thresholds
attached to tier 2 and 3 services and felt that this acted as a barrier against their mental health
champion work. This is evident in professionals’ responses, when asked about the barriers and
challenges they face in their practice:
“If a student isn't at crisis point - that is, has actually attempted to commit suicide, they [CAMHS]
won't touch anybody. That's the impression that we got, because they have been kind of lifted, the
criteria have been lifted so high now it's difficult to, kind of, break into that.” (Progress Mentor at a
Sixth Form/College)
“So I do feel that it's really nice to have more confidence and know how to write better referrals but
they're not always accepted. And it's about that kind of bouncing back into my lap, and I'm left
holding them and supporting them anyway that I can really. So sometimes that can to feel a little bit
overwhelming.” (Early Help Social Worker at a Nursery and Primary School)
“I mean LINK training is very good at helping us understand what makes a good referral but the timing
to try and get to the services is still a bit of a barrier. It is still putting a lot of pressure on schools to
monitor the children until we can get more professional help.” (Thrive Practitioner at a Primary School)
Professionals described difficulty in supporting children and young people when they were waiting for
referrals to be accepted and after referrals had been rejected. One professional described how long
waiting times were particularly frustrating in circumstances where mental health issues progressed
and spiralled;
“When we do get external agencies involved, this is across the board and education with time lag. It is
between us putting in a referral and anything actually happening, you know, can be, you know, up to
two years. Quite, quite often by the time, you know, somebody does get around to being able to see
them [CYP], those issues have either gone far beyond what they were originally, or the issues have
changed completely.” (Deputy Head and SENCO at Junior School)
Professionals also expressed frustration with the lack of time available for mental health support in
their own setting. They described other roles and priorities as ‘competing’ with the support they could
offer children and young people. Professionals described an expectation to delegate their time toward
a variety of roles, which in turn reduced the amount of time they could tailor to mental health support:
“It [mental health support] competes with all the other roles, safeguarding roles and other roles that I
do, my general job and you know time given to literature and inspections, things like that.” (Sexual
Health Advisor, NHS setting)
“We don't have a neglect champion in school, so if anyone's going to take on another role it's going to
be that. But yeah, it [having another mental health champion] would help me but it's not going to
happen. No one’s got the time.” (Early Help Social Worker at a Nursery and Primary School)
Professionals often attributed their time pressures to a lack of staff funding. Professionals felt that if
there was more money available, that they would be able to balance roles appropriately and mental
health support would receive more time:
“You know sort of as a junior school, we're probably the poorest part of the educational system for
funding...In an ideal world, we would probably have one or two TAs that would have that [mental
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health and well-being] as their primary role...but we just simply don't have the staff for that.” (Deputy
Head and SENCO at Junior School)
To summarise, professionals felt that there were several external factors that prevented them from
providing extensive mental health support. These factors included the waiting times and thresholds
of tier 2 and 3 services, as well as a lack of time, staff and funding in universal settings. Professionals
expressed a frustration with these obstacles and felt that they could offer better mental health
support in the absence of such barriers.

Sustaining Support
This category demonstrates the conditions that professionals proposed, to allow the effective mental
health support of children and young people to continue. Professional described the type of support
they needed from LINK to successfully continue their work as a mental health champion. Many
professionals felt that they were ‘already receiving support’ through specialist trainings, locality
meetings and other LINK events. Professionals felt these events were “a really good opportunity to
speak quite openly to other professionals and to just have that bit of support” (Senior Family
Practitioner at a Children’s Centre). Professionals were pleased that they were receiving this support
and keen for it to continue in the future:
“LINK, this morning, or was it last evening, sent me an email, saying they’re kind of having a meeting
soon, to bring everybody together, and they’re also having ongoing training as well, so they’re offering
ongoing support which is just fantastic.” (Progress Mentor at a Sixth Form/College)
“I think more of the same would be just amazing. I don’t know that there is anything else you could
actually do, because it is so good.” (Sexual Health Advisor, NHS setting)
“Very chuffed the other day to receive the invitation to the conference, and in correspondence to that
I also received an update on all the courses that are coming up next year. So, incredibly grateful for
that continued support.” (Wellbeing Support Officer at a Secondary School)
Professionals expressed the importance of this support continuing and remaining free of charge. One
professional described the LINK project as ‘something that can be granted with one hand and taken
away with another’ and felt that ‘if it wasn’t going to be a long term thing, then I think then it would
immediately retract that confidence to do what you want to do’. This suggests that the support
children and young people receive from mental health champions relies on the availability of LINK’s
long-term support. Another professional felt that if LINK began charging for their services, it would
have a negative effect on the support they were able to offer:
“We have no budget to pay for any training next year, it’s all got to be done in house. So, if, if it would
start charging, it would essentially stop us. And that's obviously huge.” (Teacher at Infant School)
Whilst many professionals described feeling content with the support they were already receiving,
others envisioned new ideas for support. For example, one professional requested some specialist
training to be tailored toward younger age brackets, allowing professionals to support mental health
to a more inclusive age range:
“A lot of them [specialist trainings] were sort of for, older children at school, high school age, which
was great, because a lot of the people on the training worked in those environments, but it would just
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be nice to have something that was catered towards the younger children, and how we can support
their emotional well-being in early stages.” (Manager at Nursery/Pre School)
Another professional proposed that mental health champions receive some form of clinical
supervision with LINK. They felt that this would allow professionals time to discuss and reflect on their
role, as some universal settings are unable to facilitate this opportunity. The following excerpt gives
an insight into how this type of support would benefit them:
“Proper regular supervision. It doesn’t really happen in schools. I mean we do talk regularly...but
obviously they’re not mental health champions, they haven’t done the same training as me. So
ultimately, the child or the family still ends up in my care. And I don’t think they [schools] can give me
habitual supervision around the mental health role really.” (Early Help Social Worker at a Nursery and
Primary School)
To summarise, professionals took the opportunity to offer examples of how LINK could preserve the
support offered to mental health champions. Some professionals felt that the locality meetings and
specialist trainings already provided enough support, and they described ways in which LINK could
ensure this was maintained. Conversely, some professionals thought that changes could be made to
enhance the support offered. These changes included tailoring specialist trainings to more age ranges
and offering a clinical supervision to professionals. These proposals may be useful to consider when
organising support for future mental health champions.
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“It think [the training]’s a bit like cardiac, what
do you call those machines? Defibrillators to
the general public. It powers people and it
puts things back into functioning. I think not
just for professionals, but even for
communities it could be useful. You don’t
need to understand the brain really to be able
to, to use those tools, you just need to
prepare and realise that actually everyone can
do something. So yeah I think it’s really been
good.”
(Mental Health Champion, NHS setting)
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5. Sustainability and development
5.1 Critical Success Factors for LINK
Continued frontline work for current LINK Team
The Youth Mental Health Team delivers the LINK Project part time and continues to do frontline work
delivering psychosocial group work in schools as well as providing one-to-ones to young people on the
Point1 waiting lists. There are a number of benefits to the team remaining anchored in frontline clinical
work; maintaining an understanding of the challenges faced by professionals, as well as staying
committed to being child- and young person-centred. Considering the needs of CYP has been used as
a foundation for all advice and support given to Mental Health Champions. Working this way has also
helped establish trust with professionals from universal settings, in that the team is working in a
similar context to them, and understand many of the challenges they face in their day to day frontline
work.

The context of MAP
Working within the context of MAP has been critical to the success of the LINK Project. MAP’s staff
are multidisciplinary and are split into Advice, Youth Work (Community and Participation), Therapeutic
and Project teams. All MAP teams work closely together in some form, and Mental Health Champions
have benefitted from the links between projects (for example, by signposting to YABs or Early Action
Network within schools, or training delivered by the Youth Activist Network during the LINK
Celebration Conference). The breadth of projects across MAP cover some of the most pressing issues
for young people right now, including transforming mental health services, building stronger
communities and supporting youth voice.

The context of children and young people’s services in Norfolk and Waveney
The team has worked tirelessly to meet with other services who provide support around CYPMH in
the county and beyond. Team members have regularly spent time with other tiered services to form
a better understanding of their work, and to continuously explore possibilities for partnership work,
as well as feeding back the experiences of universal staff about interacting with these services. Inviting
other services to attend locality meetings as well as having them deliver specialist training sessions,
have further bridged the gap between universal and specialist services. The team has been impressed
by the willingness of other services to engage with the project, further highlighting the motivation to
work cross-sectorally throughout the county. Working in partnership with other CAMH services and
VSOs have also enabled these to create a direct link to universal settings, giving them a platform to
advertise their own work.
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5.2 Potential for service development
Co-production with young people
In the most recent round of Mental Health Champion foundation training, we invited young people to
attend so that they could provide feedback on how accurately the training reflected young people’s
needs and to identify areas for improvement or expansion. To date, one young person has been able
to attend and has provided the team with detailed feedback. We are currently working with the Youth
Participation Team at MAP to create a working group of young people who will be able to develop this
process further. We are also working with NSFT Youth members to create video recordings of young
people’s own stories around mental health, in order to add a truly authentic aspect to our youngpeople centred training delivery.

Partnership work with Mental Health Teams in Schools and Senior Leadership MH training
In August 2019 it was announced that the county had received funding for two Mental Health Support
Teams to provide an enhanced Targeted service to CYP in education settings. These teams will be
linked to groups of primary and secondary schools and to colleges, providing interventions to support
those with mild to moderate needs and supporting the promotion of good mental health and
wellbeing. The teams are meant to build on, and increase support already in place, not replace it.
There is great potential therefore, for these teams to work with Mental Health Champions, and engage
with the LINK Project to quickly embed themselves in an established network of professionals working
to support children and young people’s mental health and emotional wellbeing.
In the Mental Health Green Paper DfE Update, it was announced that Designated Senior Lead for
Mental Health roles would be introduced to oversee the approach to mental health and wellbeing in
schools. This will ensure that mental health is embedded within schools as part of a whole-school
approach; execute systemic plans, and enable school-wide teacher development. This will go a long
way to tackle some of the barriers identified in this report through working with frontline education
staff. There would seem to be a potential here for incorporating this kind of work into the existing
LINK offer.

National network of LINK teams
The LINK Team has benefitted greatly from partnership work with LINK (known as Mental Health in
Schools) Hertfordshire, and has been in regular contact with their strategic lead. Last year, contact
was also made with Bristol Council who is running a similar project, and the team was recently in
correspondence with another project in Wigan, who has met with another one in Stockport. We are
currently in the process of setting up a national network of LINK teams, in order to enable sharing of
best practice and the potential for a national database of resources and training providers.

Peer supervision roll-out
Following on from consultations with our Mental Health Champions, it has become clear that the lack
of supervision (other than management, or safeguarding supervision) is a huge issue for many
professionals, particularly in educational settings. The main barrier to accessing clinical supervision
has been identified as lack of funding. However, peer supervision is something that can be
implemented with minimal additional cost. Benefits of peer supervision include reciprocal learning
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through sharing of experiences, increased skills and responsibility for self assessment and decreased
dependency on expert supervisors (Benshoff, 1992). Having a group of professionals take part in peer
supervision can compensate for potential lack of knowledge, adds another level of accountability and
creates a higher level of thinking through the input of different (and sometimes differing) perspectives
and ideas. A successful peer supervision package has been rolled out elsewhere in the country, and
the LINK team is currently in the process of receiving ‘train the trainer’ training on peer supervision,
in the hope of rolling this out as a specialist training topic. A peer supervision workshop was piloted
at the recent celebration conference to overwhelmingly positive feedback.

Auditing of settings
Although the analysis in this report has been able to show improvements in the way Mental Health
Champions perceive mental health support in their settings, we have not yet looked at how specific
(and what) changes have been embedded in settings since having a champion. A next phase for LINK
therefore, might be to implement an audit, or follow-up, for each setting, to explore and support what
concrete measures can be put into place to enable further (measurable) improvements. A framework
such as CASCADE as developed by Anna Freud5 may be adapted to be applied to various universal
settings in order to standardise this further.

Refresher training for Mental Health Champions
Some Mental Health Champions have expressed an interest in a follow-on training that builds on the
foundation training. This would be more general than our specialist training sessions which focus on
specific topics or areas of CYPMH, and may be able to offer practitioners to stay up to date with the
latest research and evidence on CYPMH more broadly, as well as exploring some of the topics in the
foundation training more deeply. There is also potential for the LINK team to collaborate with
specialist CAMHS in order to bring further expertise to this kind of delivery.

5.3 Thrive
Children and young people’s mental health services have historically been delivered under a CAMHS
umbrella and organised under a ‘tiered system’. As seen in this report and elsewhere, the system has
been recognised to be overly complex, often resulting in children and young people falling ‘outside’
of the tiers with little to no access to relevant healthcare. A recent report by the Care Quality
Commission (CQC) on the local NHS CAMHS found that “there is fragmentation at every point from
planning and commissioning to oversight and regulation. These obstacles prevent those working at a
local and regional level from realising the vision of joined-up, personalised care and support” (2018).
Future in Mind, the report by the government’s Children and Young People’s Mental Health Taskforce
(2015) recognised that a review of the existing framework was needed urgently, with an aim to create
a system without tiers.
The Thrive model has been described in the NHS Long Term Plan as the new approach to young
people’s mental health services and the best way to support the transition to adult services (DHSC,
2019). As identified previously in this report, the current tiered structure of mental health services
often creates gaps for young people. The THRIVE Framework provides a set of principles for creating
5

https://www.annafreud.org/media/7537/a4-layout-casscade-300518a-spread-view.pdf
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coherent and resource-efficient communities of mental health support for children, young people and
families (Wolpert et al, 2015).

Source: Wolpert et al, 2015

Following the recent recognition in Norfolk & Waveney that there is a real potential to improve the
current CAMHS system, the vision has been to move away from the current tiered approach of service
delivery, and to embrace the Thrive model, which takes a much more child centred approach (Rethink,
2019). The vision has set out a series of principles that the system will follow, and describes services
as being clustered in four main areas:
• Universal
• Core community mental health (including bringing together tier 2 and 3 services)
• Neuro-developmental pathways
• Inpatient
The Thrive model will be used for care planning and delivery across the system. This process is just
beginning and system partners are in the process of translating the model into workable systems
within their organisations.
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6. Conclusion
6.1 Summary and recommendations
Engaging with professionals through LINK is inspiring work. Observing the shift from the beginning of
each Mental Health Champion’s journey, where uncertainty, scepticism and feelings of isolation are
often present, to a relationship based on trust, partnership and hope, is a positive sign for the future.
The cross-sectoral training sessions and locality meetings have enabled a platform for a shared
approach, as opposed to the more common previous work which has often taken place in silos. This
paves the way beautifully for the upcoming THRIVE implementation. We hope that this momentum
of joint up working for children and young people’s mental health and wellbeing is sustained through
“hope, excitement, inspiration, caring, camaraderie, sense of urgent purpose and sheer joy in creating
something meaningful together” (Cooperrider et al, pg 331, 2005).
The results from the qualitative and quantitative evaluations indicate the LINK Project has been able
to make a significant and substantial difference to the mental health support available to children and
young people in their universal settings. The potential for further work is huge, with a team ready to
lead, and a movement of Mental Health Champions and Associates (current and future) ready to
demonstrate how health promotion and early intervention in children and young people’s mental
health is positive and powerful. It is hoped that LINK continues to be a driving force in the THRIVE
framework moving forward, engaging hundreds of professionals, and reaching thousands of children,
young people and their families.

6.2 A note on social change
Social change is defined as the pursuit of social and environmental change through creating changes
in policies, regulations and laws, as well as changes in cultural norms, behaviours and attitudes that
serve a greater society-wide purpose than offering individual support. This definition views change as
a transformation of society and communities and includes actions that enforce changes within one
social area onto other sectors. Sometimes this includes preventative action (Harari, 2011; Shelia
McKechnie Foundation, 2018).
According to the Sheila McKechnie Foundation report from 2018, social change is most effectively
created through action that empowers people to shift their perspective, as opposed to fixing and
managing problems on behalf of the individual. In this manner, the training and supportive resources
provided by the LINK Project has been designed to inform professionals about child and adolescent
mental health in a manner in which they feel equipped with relevant knowledge. From the foundation
and specialist training, LINK has aimed to aid professionals in practical problem-solving, as well as
enabling them to cascade information with the possibility to change their setting’s attitudes, norms
and cultural structures surrounding mental health, as well as encouraging professionals to actively
listen to the young people in their charge.
According to outcomes evidenced in this report, the LINK Project has met its aim to empower staff
with increased mental health knowledge, providing updated information regularly, keeping
communication lines open to access for help and advice and holding regular locality meetings. There
has been a shift in the response and attitudes from staff towards CYP mental health. It is hoped that
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through the empowerment of mental health champions, the LINK Project is influencing positive social
change within universal settings, specialist services and the wider communities. It is our ambitious
hope that there will be a wider ripple effect, from changing the attitudes towards mental health and
helping children and young people understand their mental health, equip young people with the
knowledge and skills needed to manage and balance one’s own mental health and wellbeing, as well
as building up resilience for life’s challenges. As a result, this may enable the next generation of adults
to feel empowered and more able to face their own personal challenges as well as the national and
global challenges that are arising within their future (Kahneman, 2011; Time To Change Consortium ,
2008; Young Minds, 2017). Various successful worldwide social movements, both historical and
present recognise the importance of mental health care and the building of resilience as well as
recognising the individual strengths and skills brought by each person (Corbett, 2017; Ellis, 2017;
Engler & Engler, 2016; Extintion Rebellion, 2019; Green, 2018). In helping and empowering Mental
Health Champions to take on an empowered viewpoint, the LINK project forms a part of a larger
system transformation, paving the way for further social change.
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Appendices
Appendix 1

Name:
Date of event:
Venue name:
Locality of event:
Your professional role:
Your universal setting:


GP Practice



Children's Centre



Nursery/Pre-School



Infant School



Junior School



Primary School



Secondary School



Sixth Form/College



Other Health Provider



Alternative Provision



Other:

Age group you work with:


0-4 year olds



4-11 year olds



11-18 year olds



0-11 year olds



4-18 year olds



0-18 year olds

How many children and young people attend your setting?
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0-200



200-500



500+

What are your main reason for becoming a mental health champion?


Taking first steps to improving CYPMH



Build joint working relationships



Scaling up provision



Sharing best practice



Improving CAMHS referrals



Other:

Have you had Mental Health training previously?


Yes



No
If yes, what? Duration?

Mental health support in your setting:
Strongly agree, agree, disagree or strongly disagree
1. I have adequate knowledge of CYPMH to enable me to support CYP with MH issues in my
setting
2. I know what mental health support is available in my setting
3. I feel confident in managing risk around the identification and referral of CYP with MH
issues
4. I feel well supported by specialist colleagues within my setting (e.g. Ed Psychologists,
school nurse, counsellor)
5. I feel satisfied with the way referrals into CAMHS have been handled over the last year
6. I feel well supported by specialist MH services outside my setting
7. Children and young people's mental health is reflected within 'whole school/setting'
policies and initiatives
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8. Children's and young people's mental health is afforded a high priority by the senior
leadership team
9. I feel that children and young people in my setting have confidence in the MH support that
is available to them
Any other comments?
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Appendix 2
Name:
Date of Event:
Venue:
Professional role:
Where you work:
1. On a scale of 1-5, how useful did you find the content of this training event?
1=Not at all useful, 5=Very useful
2. On a scale of 1-4, how much more confident do you feel in dealing with mental health concerns in the
children/young people you work with?
1=No more confident, 4=Much more confident
3. On a scale of 1-4, how much more confident do you feel in supporting your colleagues in dealing with
mental health concerns in the children/young people that they work with?
1=No more confident, 4=Much more confident
4. How can we improve upon this foundation training?
5. What topics would you like to see delivered as part of the specialist training?
6. Do you have any other comments to make?
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Appendix 3

Professional role:
Month and year you attended the Mental Health Champion Foundation training:
Universal setting:
Baseline comparisons:
1.

I have an adequate knowledge of CYP MH to enable me to support CYP with mental health issues in
my setting

2.

I know what mental health support is available in my setting

3.

I feel confident in managing risk around the identification and referral of CYP with mental health
issues

4.

I feel well supported by specialist colleagues within my setting (e.g. educational psychologists, school
nurses, counsellors)

5.

I feel satisfied with the way referrals into CAMHS have been handled over the last year

6.

I feel well supported by specialist mental health services outside my setting

7.

Children and young people’s mental health is afforded a high priority by the senior leadership team

8.

I feel that children and young people in my setting have confidence in the mental health support that
is available to them

Working with LINK:
Strongly agree/Agree/Disagree/Strongly disagree/’N/A’
1.

Since attending the Mental Health Champion foundation training, I have been able to better support
CYP with mental health issues

2.

Since attending the Mental Health Champion foundation training, I have been able to better support
my colleagues with CYP mental health issues

3.

If you have referred into CAMHS, has this been made easier since attending mental health champion
training?

4.

If you have attended specialist training, has this increased your knowledge around particular mental
health topics?

5.

If you have attended locality meetings, has this made you feel better supported in your work with
children and young people’s mental health?
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Since attending the Mental Health Champion foundation training, I have been able to better support CYP with
mental health issues (please tick all that apply)
1.

Provided advice and support in my setting

2.

Provided signposting to other services

3.

Provided signposting to online resources

4.

Made referral into CAMHS services (HCP, Point1, Tier 3)

5.

Undertook risk assessment

6.

By accessing the LINK website

7.

Other:
b. If ticking any of the above, has this improved since becoming a Mental Health Champion?
o

No, I would have done the same prior to joining the LINK Project

o

Yes, I feel slightly more confident and knowledgeable around helping children and young
people

o

Yes, I feel significantly more confident and knowledgeable around helping children and
young people

Since becoming a Mental Health Champion, how many children or young people have you supported with
their mental health issues?
Is this number lower, higher or the same as before joining the LINK Project?
o

Lower

o

Higher

o

The same

Since becoming a Mental Health Champion, have you supported your colleagues to help children and young
people with their mental health? If yes, please tick all that apply:


I have worked with colleagues to help spot the signs of poor mental health



I have encouraged my colleagues to be more curious about mental health



I have signposted colleagues to other services



I have signposted to online resources



I have helped a colleague write a referral into specialist services



I have used the LINK website to support a colleague



Other:
If ticking any of the above, has this improved since becoming a Mental Health Champion?
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o

No, I would have done the same prior to joining the LINK Project

o

Yes, I feel slightly more confident and knowledgeable around supporting colleagues with
children and young people’s mental health

o

Yes, I feel significantly more confident and knowledgeable around supporting colleagues with
children and young people’s mental health

Since becoming a Mental Health Champion, have you supported parents or carers to help children and young
people with their mental health? If yes, please tick all that apply:
o

I have worked with parents/carers to help spot the signs of poor mental health

o

I have encouraged parents/carers to be more curious about mental health

o

I have signposted parents/carers to other services

o

I have signposted to online resources

o

I have helped parents/carers write a referral into specialist services

o

I have used the LINK website to support a parent/carer

o

Other:

If ticking any of the above, has this improved since becoming a Mental Health Champion?
o

No, I would have done the same prior to joining the LINK Project

o

Yes, I feel slightly more confident and knowledgeable around supporting parents/carers with
children and young people’s mental health

o

Yes, I feel significantly more confident and knowledgeable around supporting parents/carers
with children and young people’s mental health

Have you accessed support via the LINK email?


Yes



No
If you have accessed support via the LINK email, did you feel you were given appropriate advice?
o

Yes

o

No

o

N/A

If yes, please state how. If no, please state why:
Have you attended any LINK locality meetings?
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Yes



No

If yes, what did you find most useful about the locality meetings?
Have you read the LINK newsletter?


Yes



No
If yes, what did you find most useful about the newsletter?

How has being a Mental Health Champion changed your approach to CYP Mental Health?
Have you noticed any wider changes to the culture around mental health in your setting?


Yes



No
If yes, please state what
Why do you think this is?

What, if anything, has prevented you from attending locality meetings and specialist training?
What difficulties have you encountered when trying to achieve your role as Mental Health Champion?
What, if anything, can be done to improve the LINK Project?
Would you be happy to be contacted by phone for a short follow up interview about your experience with
Link?


Yes



No
If you are happy to be contacted, could you please provide your name, email address and contact
number and specify the best days/times to contact you?
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Appendix 4

Universal setting

Baseline

Post

Follow Up

(multiple responses possible)

(N=365)

(N=337)

(N=76)

Nursery/Pre School

52

44

8

Infant School

52

51

9

Junior School

55

50

8

Primary School

128

119

29

Secondary School

53

47

13

Children’s centre

27

26

2

Alternative Provision

19

13

1

Sixth form/College

7

6

3

SEN/Complex needs School

5

5

2

GP practice

18

18

3

Other health provider

2

2

1

Other

4

4

1
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Appendix 5
Statement

Strongly
Agree

I have adequate knowledge of CYPMH to enable me to support
CYP with MH issues in my setting
I know what mental health support is available in my setting
I feel confident in managing risk around the identification and
referral of CYP with MH issues
I feel well supported by specialist colleagues within my setting
(e.g. Ed Psychologists, school nurse, counsellor)
I feel satisfied with the way referrals into CAMHS have been
handled over the last year
I feel well supported by specialist MH services outside my
setting
Children and young people's mental health is reflected within
'whole school/setting' policies and initiatives
Children's and young people's mental health is afforded a high
priority by the senior leadership team
I feel that children and young people in my setting have
confidence in the MH support that is available to them
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Agree

Disagree

Strongly
Disagree

Appendix 6
The data was assessed for normality using Z-Skew and Z-Kurtosis values. Z-Kurtosis values were
outside the proposed 2limits for statements one and seven in the healthcare condition. Z-Skew values were
outside the proposed 2limits for statement four in the healthcare condition and statement eight in the
education condition. The Z-skew and Z-Kurtosis values for these statements have been summarised in the
table below. This implies that the data are not normally distributed and that non-parametric tests are required
to analyse it.

Z-Skew and Z-Kurtosis for statements outside the proposed ±2 limits
Condition
Z-Skew
Statement One - Healthcare
Statement Four - Healthcare

2.741282

Statement Seven - Healthcare
Statement Eight - Education

Z-Kurtosis
-2.08489

-2.05879
-3.79751
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Appendix 7
Statement

KruskalWallis
H
0.477

351

0.788

I know what mental health support is available in my setting
I feel confident in managing risk around the identification and referral of
CYP with MH issues
I feel well supported by specialist colleagues within my setting (e.g. Ed
Psychologists, school nurse, counsellor)
I feel satisfied with the way referrals into CAMHS have been handled over
the last year
I feel well supported by specialist MH services outside my setting
Children and young people’s mental health is reflected within ‘whole
school/settings’ policies and initiatives
Children's and young people's mental health is afforded a high priority by
the senior leadership team

5.036
1.960

352
340

0.081
0.375

0.633

338

0.729

6.252

290

0.044

7.000
9.557

311
343

0.030
0.008

14.372

329

0.001

I feel that children and young people in my setting have confidence in the
MH support that is available to them

14.545

336

0.001

I have adequate knowledge of CYPMH to enable me to support CYP with
MH issues in my setting

(Note*: Significant p-values have been highlighted in bold)
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N

p*
(α=.05)

Appendix 8
Statement
*
6
7

8

9

Conditions
Education vs.
Other
Education vs.
Healthcare
Education vs.
Healthcare
Healthcare vs.
Other
Education vs.
Healthcare
Education vs.
Other

Education
140.60

Mean Rank
Healthcare

Other
173.23

MannWhitney U
3774.00

p**
(α=.01)
0.009

Effect Size
-0.1544

152.13

99.83

1377.50

0.008

-0.1534

153.22

79.50

1198.50

0.000

-0.2184

175.000

0.001

-0.4229

1576.00

0.006

-0.1633

3781.50

0.004

-0.1646

19.29
147.14

33.73

97.06

158.94

119.01

(Note*: with the alpha Bonferroni correction, statement five was no longer significantly different between any
categories)
(Note**: Significant p-values have been highlighted in bold)
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Appendix 9
Scale
Usefulness
Confidence with CYP
Confidence with colleagues

Education
4.66
3.32
3.28
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Mean Evaluation (1-5)
Health
Other
4.75
4.83
3.25
3.38
3.25
3.40

Total
4.75
3.32
3.31

Appendix 10
The data was assessed for normality using Z--Skew and Z-Kurtosis values. Z-kurtosis values were outside the ±
2 limits for the Useful Scale in Education, Healthcare and Other universal settings. Z-Kurtosis values were also
outside the pre-set limit for the Confidence with CYP and Supporting Colleagues scales in Education.
Additionally, Z-skew values were outside the ±2 limits for the Useful Scale in Education and Other universal
settings. The Z-skew and Z-Kurtosis values for these statements have been summarised in Table A. These
results imply that the data are not normally distributed and that non-parametric tests are required to analyse
the data.
Z-Skew and Z-Kurtosis values for statements outside the proposed 2limits
Condition
Z-Skew
Useful Scale - Education
-14.9558
Useful Scale - Healthcare
-2.44192
Useful Scale - Other
-7.06065
Confidence with CYP - Education
-5.12875
Confidence Supporting Colleagues - Education
-4.90054
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Z-Kurtosis
15.59945
9.376869

Appendix 11
Scale
Useful
Confidence with CYP
Confidence with Colleagues

Kruskal-Wallis
H
1.005
0.741
0.920
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Education
271
271
272

N
Healthcare
20
20
20

Other
41
41
40

p
(α=.05)
0.605
0.690
0.631

Appendix 12

Statement
1
2
3
4
5
6
7
8
9

Questionnaire
Baseline
Follow up
Baseline
Follow up
Baseline
Follow up
Baseline
Follow up
Baseline
Follow up
Baseline
Follow up
Baseline
Follow up
Baseline
Follow up
Baseline
Follow up

Percentage of Responses
Disagree
Agree

Strongly
Disagree
3.1
2.8
0.9
0.9
4.4
3.9
6.5
6.1
13.1
12.7
10.0
10.3
1.2

38.7
33.3
20.7
18.2
51.8
44.2
45.6
42.3
57.6
54.6
61.7
57.8
21.3

2.3
2.4
3.3
4.0

15.8
14.7
36.2
32.7

Strongly Agree

53.6
56.2
63.6
62.1
40.9
45.7
41.4
42.5
27.9
30.6
28.0
30.9
62.1

4.6
7.7
14.8
18.7
2.9
6.3
6.5
9.0
1.4
2.0
0.3
1.1
15.5

51.8
50.5
52.0
52.6

30.1
32.5
8.5
10.7

*

Note*: Question seven was not included in the follow up questionnaire due to a small oversight in the
construction of the survey
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Appendix 13
The data were assessed for normality using Z-Skew and Z-Kurtosis values. Z-kurtosis values were outside
the ± 2 limits for Follow up Statements one and three. Additionally, Z-skew values were outside the ±2 limits
for Follow up Statements two, eight and nine, and Baseline Statement eight. The Z-skew and Z-Kurtosis values
for these statements have been summarised in the table below. These results imply that the data are not
normally distributed and that non-parametric tests are required to analyse the data.
Z-Skew and Z-Kurtosis values for statements outside the proposed ±2 limits
Statement
Z-Skew
Z-Kurtosis
Follow Up One
3.092287
Follow Up Two
-2.30816
Follow Up Three
2.626232
Baseline Eight
-3.84223
Follow Up Eight
-3.30544
Follow Up Nine
-2.27641
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Appendix 14
Statement

Mean Rank
Baseline Follo
w Up
198.32
286.4
3

MannWhitne
yU
7833.5

N1

N
2

35
1

76

p*
(α=.05
)
0.000

203.57

265.1
2
295.7
9

9529.0
0
6046.5
0

35
2
34
0

76

0.000

74

0.000

195.58

249.8
5

8815.0
0

33
8

71

0.000

I feel satisfied with the way referrals into
CAMHS have been handled over the last
year
I feel well supported by specialist MH
services outside my setting
Children's and young people's mental
health is afforded a high priority by the
senior leadership team

167.75

203.2
9

6451.5
0

29
0

56

0.007

183.87

218.0
2
233.6
6

8668.5

68

0.008

10792.
5

31
1
34
2

74

0.030

I feel that children and young people in
my setting have confidence in the MH
support that is available to them

193.78

233.9
8

9469.5
0

32
9

72

0.003

I have adequate knowledge of CYPMH to
enable me to support CYP with MH issues
in my setting
I know what mental health support is
available in my setting
I feel confident in managing risk around
the identification and referral of CYP with
MH issues
I feel well supported by specialist
colleagues within my setting (e.g. Ed
Psychologists, school nurse, counsellor)

188.28

203.06

(Note*: Significant p-values have been highlighted in bold)
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Direction of
Significance

Higher level
of
agreement
in Follow Up
form

Appendix 15
MAP values


Being Young Person Centred We believe in being flexible and offering choice. We listen to and
are led by a young person’s holistic needs. We advocate for a young person’s rights. We
involve young people. We develop new and innovative services to ensure we meet the
changing needs of young people.



Valuing Each Individual MAP respects and celebrates the differences between people. We
believe that each person has their own individual assets, strengths, needs and unique
experiences. We want people to express who they are, to be authentic. We value trust. We
also encourage staff and volunteers to work with passion and commitment.



Being Professional We believe that young people should get the best services at the highest
quality. We believe our staff and volunteers should be well trained and supported. We believe
all our services should be based on best and reflective practice with proven outcomes. We
believe in being realistic and consistent.



Working for Social Justice We believe that we have a wider social responsibility within our
community. We work to inform and influence local and national health and social policy. We
believe in campaigning with disadvantaged and marginalised young people. We believe in
promoting rights and responsibilities and challenging prejudice and oppression.
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