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Abstract
There are potent evidence-based psychological treatments for youth with mental health needs, yet they are rarely implemented in clinical practice, especially for youth with mental health disorders in the context of chronic physical illness
such as epilepsy. Implementation science, the study of the translation of research into practice, can promote the uptake of
existing effective interventions in routine clinical practice and aid the sustainable integration of psychological treatments
with routine health care. The aim of this report was to use four implementation science methods to develop a version of
an existing effective psychological treatment for mental health disorders [the Modular Approach to Treatment of Children
with Anxiety, Depression or Conduct Problems (MATCH-ADTC)] for use within paediatric epilepsy services: (a) literature
search; (b) iterative focus groups underpinned by normalisation process theory; (c) Plan–Do–Study–Act methods; and (d)
qualitative patient interviews. Findings: Three modifications were deemed necessary to facilitate implementation in children
with both mental health disorders and epilepsy. These were (a) a universal brief psychoeducational component addressing
the relationship between epilepsy and mental health; (b) supplementary, conditionally activated interventions addressing
stigma, parental mental health and the transition to adulthood; and (c) additional training and supervision. The intervention
needed relatively little alteration for implementation in paediatric epilepsy services. The modified treatment reflected the
scientific literature and the views of clinicians and service users. The multi-method approach used in this report can serve as
a model for implementation of evidence-based psychological treatments for children with mental health needs in the context
of other chronic illnesses.
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Epilepsy is one of the most common serious long-term illnesses in young people, with a lifetime prevalence of 1%
(Russ et al. 2012). Children with epilepsy are significantly
more likely than those without physical health disorders to
experience a multitude of severe and chronic mental health
disorders including depression, anxiety, attention-deficit
hyperactivity disorder and disruptive behaviour disorders
(Davies et al. 2003) which affect quality of life (Baca et al.
2011) and potentially impact the epilepsy itself (Hesdorffer
et al. 2012). Such mental health difficulties also impair educational attainment, are costly and have enduring effects
into adulthood (Fastenau et al. 2008; Murphy and Fonagy
2012). Despite decades of international research and policy
guidelines that emphasise the importance of identifying and
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addressing the mental health needs of youth with epilepsy
(Plioplys et al. 2007), and the availability of evidence-based
psychological treatments for mental ill-health, their mental
health needs continue to be undetected and undertreated
(Asato et al. 2014; Ott et al. 2003).
There are a number of potential explanations for the failure of implementation of effective psychological treatments
for mental health problems in children with epilepsy. These
explanations can be seen at the individual clinician, service and organisational levels. For example, clinicians who
are skilled in the treatment of epilepsy are typically medically trained neurologists and clinical nurse specialists; the
interventions for epilepsy are predominantly anticonvulsant
medications, surgical interventions and device implantations
(National Institute for Health and Care Excellence [NICE]
2012). The clinicians delivering psychological interventions
are typically psychologists or counsellors with little training
in the medical aspects of care. Therefore, many individual
clinicians do not have the requisite knowledge and skills to
treat both epilepsy and mental health problems. At the service level, services are contracted (and funded) to treat either
the neurological condition or the mental health condition.
Organisations addressing mental health are often entirely
separate from those treating physical health and epilepsy,
despite their widely accepted close relationship (World
Health Organisation [WHO] 2018). Despite these obstacles, there are many advantages to attempting to integrate
psychological treatment into the package of care offered by
paediatric epilepsy services. These include improved identification of mental health needs, better access to evidencebased psychological treatment, provision of patient-centred
care, avoiding fragmentation of health services, reducing
stigma associated with mental health treatment, optimising both mental health and physical health outcomes and
strengthening overall health systems (Patel et al. 2013). Integration is needed as psychological interventions targeting
the enhancement of health-related quality of life, medication adherence and comorbid mental health symptoms (for
example anxiety, depression and disruptive behaviour) have
been recommended as part of comprehensive epilepsy care
(Michaelis et al. 2018).
Integration of services could be obtained by having a
mental health specialist embedded in the team, as recommended for the treatment of diabetes (Young-Hyman et al.
2016) and illustrated by the national ‘Improving Access to
Psychological Therapies—long-term conditions’ programme
in the UK (McCrae et al. 2015). Although attractive in principle, accessing psychological therapies is often challenging
and there are insufficient therapists to meet current demands
(Mental Health Taskforce 2016), often resulting in long
waiting lists (Smith et al. 2018). An alternative approach
is to train existing clinical nurse specialists or neurologists
working in epilepsy services with a special interest in mental
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health to deliver evidence-based psychological interventions. This alternative approach has the advantage of the
clinician having expertise in both the physical and mental
health aspects of epilepsy and truly being able to deliver a
patient-centred approach to optimise health outcomes. However, clinicians are typically extremely busy and may not
wish to have additional responsibilities beyond their core
practice.
Regardless of whether a mental health specialist is
embedded in the epilepsy team or whether existing epilepsy
clinicians are trained to deliver psychological interventions, the question arises as to the optimal psychological
intervention for children with epilepsy and mental health
needs. There are established, evidence-based treatments
for the most common mental health disorders that arise in
conjunction with epilepsy including depression (Klein et al.
2007), anxiety (Higa-McMillan et al. 2016) and disruptive
behaviour disorders (Leijten et al. 2018). Although clinical
trials of the effectiveness of these treatments in children who
also have epilepsy are sparse, the evidence that does exist
suggests similar effectiveness of interventions for children
with chronic illness as those without (Bennett et al. 2015;
Corrigan et al. 2016; Law et al. 2019; Moore et al., 2019)
and therefore existing interventions should be the starting
point for addressing mental health needs in young people
with epilepsy.
One psychological therapy that shows promise is the
Modular Approach to Treatment of Children with Anxiety,
Depression or Conduct Problems (MATCH-ADTC) which
was created to combine procedures from the evidence-based
treatment manuals for depression, anxiety, behavioural difficulties and trauma into one system that can address multiple presenting difficulties (Chorpita and Weisz 2009). The
intervention has been shown to be effective in two trials
conducted by the developers (Chorpita et al. 2017; Weisz
et al. 2012) with the rate of improvement for youths in the
modular approach being significantly better than for those
in usual care at 2-year follow-up (Chorpita et al. 2013),
although there is some other recent indication that it may
not be superior to usual care (Weisz et al. 2019). Of critical
importance for sustained implementation, there is an excellent, empirically supported supervisory model to accompany
the intervention (Weisz et al. 2018) and factors affecting its
implementation in routine community settings have been
identified (Cheron et al. 2019). Additionally, practitioners
were satisfied by the intervention (Chorpita et al. 2015) and
continued to use it in routine practice after training and consultation ended (Palinkas et al. 2013; Thomassin et al. 2019).
Other psychological treatments for specific disorders, e.g.
the Incredible Years Parent Training (Menting et al. 2013)
or transdiagnostic approaches (Marchette and Weisz 2017)
incorporating evidence-based interventions, could also be
candidates for use in children with epilepsy and mental
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health disorders. However, the ability to address multiple
presenting problems is essential for young people with epilepsy who tend to have multiple mental health comorbidities
(Reilly et al. 2014). The modularity offered by MATCHADTC, accompanied by excellent training and patient materials, led us to conduct a preliminary evaluation of MATCHADTC in young people with epilepsy (Bennett et al. 2018).
This preliminary work indicated that it is feasible to deliver
MATCH-ADTC to this population in a self-help format
via the telephone (Bennett et al. 2018) and highlighted the
importance of the intervention being delivered flexibly
within epilepsy services using a patient-centred approach.
However, the preliminary work led to important questions
about how best to modify and optimise the intervention for
children with epilepsy for delivery within epilepsy services
by non-mental health specialists.

Aims and Objectives
The current research aimed to optimise MATCH-ADTC
for use in children and young people with mental health
needs in the context of epilepsy within routine epilepsy
services, using implementation science methods. The
objective of this report is to describe the principles of
using these methods to modify the intervention with the
view that such principles are generalisable to the use of
any evidence-based psychological therapy in children with
a comorbid long-term condition.

Methods and Results
Four related implementation science methods were used
to develop a version of MATCH-ADTC delivered via the
telephone for use in children and young people with epilepsy that could be implemented within routine epilepsy

PPI Group 3 = Jan ‘18

HPAG Group 5 = Jul ‘18

PPI Group 1 = Sep ‘17

PPI Group 4 = Mar ‘18

PPI Group 2 = Nov ‘17

HPAG Group 2 = Jan ‘18

PPI Group 5 = May ‘18

PPI Group 6 = July ‘18

HPAG Group 1 = Nov ‘17

HPAG Group 3 = Mar ‘18

HPAG Group 4 = May ‘18

HPAG Group 6 = Sep ‘18

Iteraon 1:
Oct 2017 –
Dec 2017

Iteraon 2:
Jan 2018 –
Mar 2018

Not included:

Iteraon 3:
Apr 2018 –
Jun 2018

Iteraon 4:
July 2018 –
Sep 2018

- PPI Groups 1 & 2: ‘Roadmap of
Resources’ addition; Connection
between mental + physical (ill) health:
“Epilepsy not just a medical condition”;
Issue of ‘Stigma’; Consider
school/learning environment; Include
pictures.

- PPI Group 3 + 4: ‘Frequently Asked
Questions (FAQs) for epilepsy and
mental health’ addition; Consider
epilepsy–related ‘Interference’ modules;
treatment flexibility; Mental Health focus
of treatment.

- PPI Group 5: Collate resources within
Resources Roadmap and link to
research; Positive feedback on FAQs;
Addition of Special Cases relevant to this
population – e.g. ASD; Adapt
communication for different needs (e.g.
Intellectual Disabilities).

- HPAG Group 1: Intellectual Disabilities
content modification considerations;
Content needs to be in line with national
context; Integration of physical and
mental health; ‘Core’ components and
module options as required; Tackle
subject of Stigma.

- HPAG Groups 2 + 3: ESMY as ‘Core’
component, Conditionally Activated
modules with integration of epilepsyspecific examples throughout; FAQs
addition; ‘Stigma’ module to consider
both epilepsy and emotional/behavioural
issues; Treatment flexibility especially
pertinent due to Intellectual Disabilities.

- HPAG Groups 4 + 5: FAQs wording
amendments; FAQs + Resources
Roadmap delivered at beginning of
treatment; Training and competence
variation (and assessment) of therapist
delivering treatment.

- PDSA: Clarify Epilepsy/Behaviour link;
Streamline epilepsy-specific module
content.

- PDSA: Revise ESMY module content to
remove any repetition; ‘User Guide for
therapist’ addition; Include video
resources/ strategies.
- Literature review: Stigma is a ‘social’
consequence of epilepsy.

*PPI = Patient Public
Involvement group
(parents/ adult carers
and young people with
epilepsy/ mental health
conditions).
HPAG = Health
Professionals Advisory
Group.
PDSA = Plan Do Study
Act cycle/ Patient

- PDSA: ‘Relapse Prevention’ worksheet
addition; Self-review’ strategies addition.
- Evidence-base: efficacy of parent-led
interventions for child anxiety, content
modified accordingly.
- Qualitative Interviews: Understanding
families’ experiences of treatment,
modifications to MATCH-ADTC based on
feedback received.

Fig. 1  Summary of the development of the intervention across time using the four methods
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services. The methods were undertaken concurrently and
the process of intervention was iterative by design, with
the information yielded by each individual method feeding
into the execution and results of the others over the course
of one year. This process is documented in Fig. 1.

Literature Review
An informal review was conducted to identify key relevant
psychological treatment strategies considered important to
address the mental health of children with epilepsy. The
Medline, PsychInfo and Embase databases were searched
with the following terms (exploded): Epilepsy + Mental
Health (Anx, Dep, Conduct disorders) + Child (/adolescent) + Illness Perceptions. ‘Illness perceptions’ was
included as a search term based on the importance of the
‘common sense model of illness’ (Leventhal et al. 1980)
which helps understand reactions and responses to illness.
The focus was on quantitative research and was confined to
the English Language. The target result was to identify key
psychological interventions that may need to be incorporated into the MATCH-ADTC intervention. Searches were
conducted for literature published between 2007 and 2017.
Prominent researchers in the fields of epilepsy and child
mental health were contacted to ensure that all recent relevant research was identified. The literature searches and
contact with researchers identified five key areas that were
identified as important for incorporation into a specific
version of MATCH-ADTC for young people with epilepsy.
The first area was psychoeducation. Psychoeducation is
incorporated into a range of effective psychological interventions in both physical and mental health (e.g. Barsevick
et al. 2002; Tursi et al. 2013) and the original MATCHADTC provides education about the nature of anxiety,
depression and behavioural problems. Additional psychoeducation about the close relationship between epilepsy
and mental health (e.g. Davies et al. 2003) was therefore
considered a necessary addition to the intervention. The
second area highlighted in the research literature was the
importance of both epilepsy-related and mental healthrelated stigma and its associated impact on well-being and
mental health (e.g. Jacoby and Austin 2007; Kaushik et al.
2016). Third, the literature and contact with researchers
highlighted the need to incorporate an option of parentdelivered therapy for the anxiety module with younger or
developmentally delayed children (e.g. Smith et al. 2014;
Thirlwall et al. 2013); the behavioural module within
MATCH-ADTC is largely parent-led already. However,
the literature also highlighted that parents of children with
epilepsy were at high risk of suffering from anxiety and
depression (Reilly et al. 2018) and therefore the fourth
area of importance was to address parents’ own mental
health needs within the modified approach. Finally, the
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literature review and contact with researchers identified
the particular challenges facing adolescents with epilepsy
with transition to adulthood (and adult services) including
the consumption of alcohol, sleep deprivation and feeling
different from peers, for example being unable to drive
(Camfield et al. 2012).

Focus Groups
Patient–public involvement (PPI) and co-production are
essential for implementation to ensure the research and clinical strategies meet the needs of the population served and
are key to consideration of patient preferences which is a
fundamental aspect of evidence-based practice (Bombard
et al. 2018; Sackett et al. 1996). Therefore, six iterative focus
groups of children and young people were held. These were
chaired by ED (parent and study lead for PPI) and comprised 10 self-selected parents/carers and 5 young people
(age 6–14 years; 3 males) with epilepsy and experience of
mental health services who had received treatment for epilepsy. Details of the contributors are described in Table 1,
with representation across developmental age, epilepsy type
and mental health needs.
Topics covered included issues of engagement, questionnaire completion and delivery of the intervention across the
age range. Parent and child groups were held separately. Normalisation Process Theory (NPT) was used as a framework
to guide discussion topics about the mental health needs of
children with epilepsy, modifications to the MATCH-ADTC
intervention and barriers to implementation. NPT proposes
that ‘complex interventions become routinely embedded
(implemented and integrated) in their organisational and
professional contexts as the result of people working, individually and collectively, to implement them’ (Murray et al.
2010). It describes four constructs that lead to interventions
or work practices becoming “normalised”, that is becoming
embedded into routine practice: coherence (‘sense making’),
cognitive participation (building relationships with stakeholders), collective action (the operational work of putting
the new intervention into practice) and reflexive monitoring (appraising the new practice), each of which have four
further sub-constructs (Murray et al. 2010). For example,
we asked questions about how the intervention is different
from previous treatments received, their understanding of
the purpose and value of the MATCH-ADTC intervention,
and their views about how it could be implemented within
epilepsy services.
The children and young people and parent focus groups
made a number of important, specific suggestions to improve
the intervention. An illustration of these can be seen in
Table 2. Of note, children, young people and parents considered that from the start of the intervention, it was essential for therapists to help families separate the child from
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Table 1  Summary of Participant characteristics across the three methods
Child demographics

PPI Group (n = 9 families; 5 young people; 10 parents; 2 grandparents)

Qualitative Interviews (n = 7 interviews
with n = 8 parents)

Sex
Age range
Epilepsy types

2 Female, 7 male
6–14
Range of seizure types including focal
and generalised
Range of seizure frequencies from
monthly to multiple daily
Dravet syndrome (n = 1)

5 Female, 2 male
5–16
Range of seizure types including focal
and generalised
Range—seizure free over a year to multiple daily seizures
Genetic related (n = 1)

Plan–Do–Study–Act Cycles

7 Female, 5 male
5–18
Range of seizure types
including focal and generalised
Range—seizure free over
a year to multiple daily
seizures
Genetic epilepsies (n = 3)
Special educational needs? 8
7
11
Physical:
Physical:
Physical:
Additional diagnoses
Vision problems (n = 1), kidney dysfunc- Cerebral Palsy (n = 2), autoimmune con- Hemiplegia (n = 2)
recorded in clinical
Cerebral Palsy (n = 2)
dition (n = 1), hemiplegia (n = 2)
tion (n = 1)
record?
Leukodystrophy (n = 1)
Neurodevelopmental:
Specific learning difficulties:
Neurodevelopmental:
ASD (n = 2), ADHD (n = 1)
Dyslexia (n = 2)
ASD (n = 3), ADHD (n = 1)
Neurodevelopmental:
ADHD (n = 3), ASD (n = 3)

ADHD Attention-Deficit Hyperactivity Disorder, ASD Autism Spectrum Disorder
Table 2  Amendments to the intervention based on suggestions from the Research Advisory Group
PPI RAG suggestion

Amendment based on suggestion

Did not like the original ‘MESY’ acronym

Changed the name of the additional epilepsy-specific module to
‘ESMY’ (‘Epilepsy-Specific Module for Youth)
Included epilepsy-specific examples and modifications throughout the
manual
Have one session at the start (ESMY) which explores the link between
epilepsy and mental health and then begin the mental health treatment
Created a ‘Frequently Asked Questions’ handout
Several amendments were made to this handout based on further discussion and suggestions by the group
Created a ‘Roadmap of Resources’ handout. Several amendments were
made to this handout based on further discussion and suggestions by
the group
Direct quotes from this discussion, i.e. “Epilepsy is not just a medical
condition” and “You are not your epilepsy” were incorporated into
the therapist script for the assessment session
Added autism and ADHD to the ‘special cases’ sections in the manual
Included information in the ‘Roadmap of Resources’
Created a parental mental health module and included a progressive
muscle relaxation within this
Videos were added to supplement the handouts and worksheets
Added a section in the therapist user guide which explicitly states
that the intervention needs to be tailored to the child and family and
provides suggestions on how to do this
Included consideration of anger in the ‘Learning to Relax’ module
Created a form for families to complete at the start of therapy giving
their preferences regarding terminology, how to be addressed and
additional comments

Epilepsy-specific content within all of the modules will ensure it is
relevant and families will feel it is tailored to them
Epilepsy treatment is “already in place” and therefore they would
prefer if the therapy could start as soon as possible without weeks of
epilepsy information at the beginning
After diagnosis—did not know what resources were available, felt
overwhelmed with information, many had to teach themselves and
collate their own information from a variety of sources

Helpful to have the therapist consider the positive aspects of the child
early on in treatment
Important to include information on autism and ADHD
Stress is the most important issue to address for parental mental health
Helpful to have information presented in more than one way
Children with epilepsy have many comorbidities so it is important the
therapist is able to accommodate for these
YP group indicated that anger was a dominant emotion they felt
Strong feelings regarding the therapist’s use of terminology (i.e. seizures vs fits) and how they are addressed by the therapist (i.e. mum
vs. Ms. Smith)
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the disorder and to provide links to additional resources.
There was a consensus that while many families wish to
receive information about the multiple difficulties associated
with epilepsy including, but not limited to, mental health
problems, other families may find too much information
overwhelming so links to reputable resources would enable
individual families to see additional information in their own
time at their own pace. There were extended discussions
about the stress of parenting a young person with mental
health needs in the context of epilepsy and it was considered
essential for there to be a method by which such parental
stress could be addressed within the treatment when it was
a barrier to progressing with their treatment (e.g. the parent
was too depressed to be able to implement the behavioural
strategies). There was also consensus about the need to provide additional support to some families whose children
were growing up and transitioning to adult services and
adulthood.
Six iterative focus groups of health professionals working
in epilepsy services were also held. These were chaired by
SV, a consultant paediatric neurologist, and comprised 12
epilepsy/mental health/child specialists working in health
and education (five males). Professionals were selected to
represent psychiatry, neurology, psychology, paediatrics,
clinical nurse specialists, primary care, intellectual disability specialists, transition support workers and special
educational needs teaching staff. The topics were the same
as the PPI groups and the health professionals focus group
provided input into the specific recommendations made by
the children, young people and parent focus groups. Additionally, they considered the obstacles to implementation of
the traditional MATCH-ADTC protocol (or any modified
version) and the appropriateness of MATCH-ADTC considering the developmental and chronological ages of the
patients typically seen in epilepsy services that go up to the
age of 18 years. They highlighted the importance of transition to adulthood (and, relatedly, adult services) as a time of
critical importance and viewed it as essential that the intervention should be able to take such transition into account.
Like the PPI focus groups, the health professionals group
was also guided by NPT. The Normalisation Process Theory Toolkit (May et al. 2011) was used. This has statements
defining each NPT variable (e.g. key individuals drive the
intervention forward ‘whether or not key individuals are able
and willing to get others involved in the new practice’) and
a sliding bar for each statement allowing them to be rated
according to the extent to which the statement is true or not
true for the intervention/implementation in question (not at
all—completely). A summary report with radar charts is produced which allows the user to identify areas of strength and
potential weakness with the long-term sustainability of the
intervention. The only area of weakness concerned organisational support for the perceived additional time that it would
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take services to address mental health needs alongside physical health ones as the mental health treatment sessions are
not built into the job plans of the epilepsy nurses. In addition
to the content of the intervention, the group considered that
the traditional psychology supervision model, which is typically one hour a week, individually or in groups, was incompatible with the way that epilepsy nurse specialists work. It
was agreed that a better model would be ‘supervision on
demand’ whereby expert supervision from the research or
clinical team was available whenever the therapist ran into
difficulties, with a minimum of one scheduled supervision
session per month.

Plan–Do–Study–Act (PDSA) Cycles
Plan–Do–Study–Act (PDSA) methods (Berwick 1998)
were used to make iterative tests of change to the MATCHADTC materials with twelve patients receiving the version
of the MATCH-ADTC intervention. This is a key quality
improvement method that is highly individualised and aims
to maximise the feasibility and acceptability of interventions through providing a framework for developing, testing and implementing change (Taylor et al. 2014). Twelve
patients (age 5–18 years; 8 white British; 5 males) with
epilepsy and mental health needs were referred for treatment by paediatric epilepsy services at a national specialist hospital. They received a version of the MATCH-ADTC
intervention and provided goal-based outcome (GBO) data
as part of the usual clinical service. The full chronological
and developmental age ranges were represented, as were the
type of epilepsy and mental health needs. Epilepsy types
included seizures with focal onset and generalised seizures;
genetic epilepsies were included. Many of the children had
additional diagnoses, such as cerebral palsy and leukodystrophy. Two had undergone neurosurgery. Six patients had
been diagnosed with learning problems, ranging from specific learning difficulties to severe intellectual disability. Two
had been noted to have characteristics of Autism Spectrum
Disorder prior to the intervention. Presenting difficulties
included behavioural difficulties, anxiety and depression.
Each iteration of the intervention involved a PDSA
cycle which comprised ‘Plan’—planning the intervention
or changed that will be implemented, ‘do’—conducting
the change/intervention, ‘study’—investigating the extent
to which the intervention/change worked and ‘act’—acting
on the findings to make changes to the intervention until
the results are in line with the original aims. In order to
complete the ‘study’ phase of each cycle, weekly GBO data
routinely used in mental health research and practice were
collected for each participant to assess whether or not the
intervention had been effective (Law and Jacob 2013). Each
family set up to three goals for therapy and rated how much
they thought they have moved towards these goals on a scale

Clinical Child and Family Psychology Review
Fig. 2  Summary of Plan–
Do–Study–Act Cycles for the
12 patients who started the
intervention

DO

PLAN
To further inform the development of the MICE
intervention including Epilepsy-Specific Module for
Youth (ESMY)

12 families had up to 22 weekly sessions of MATCHADTC via the telephone with the young person and/or
their parents/carers

To use patient experience and feedback to adapt the
existing modules to incorporate epilepsy-specific
examples and modifications to account for learning
difficulties

MATCH-ADTC protocol was followed and any
deviations or additions to the protocol based on the
patient were noted

To hold focus groups with a Patient Public Involvement
Research Advisory Group (PPI-RAG) to further aid
intervention development

ACT

STUDY

Created: Roadmap of Resources and Frequently
Asked Questions handouts
Added: psychoeducation about mental health and
epilepsy; detailed description of how patient is required
to monitor and example monitoring sheet; visual
reward chart examples; SMART goals instructions
worksheet; ‘Checklist of Strategies’ to send to patients
each week; ‘praising yourself’ section; self-review
section
Comorbidities were considered throughout the manual
and the user guide

of 0–10, where 10 is the goal has been completely met and
0 is no progress has been made.
The PDSA cycles produced for each of the 12 patients
who started the intervention are summarised in Fig. 2 These
were informed by considerations of the effectiveness of the
intervention through visual inspection of weekly scores on
the GBO measures for nine participants. The mean goal rating at session 1 was 1.11 (SD = 0.31) and at the final session, it was 6.58 (SD = 1.78), where 10 = goal fully met. Of
the remaining three, one completed an assessment only, one
completed an assessment and one intervention session, and
one completed six sessions but did not complete measures.

Qualitative Interviews Methods and Results
Eleven families (13 parents) of the twelve who received
the intervention were approached via email, telephone or
letter to invite them to take part in a qualitative interview;
one family was not approached due to known changes in
family circumstances. Three families did not respond and
one family declined participation due to lack of time. Of
the five who did not take part in an interview, four had not
completed the intervention (two required an interpreter and
a further two had recently undergone neurosurgery). Seven
families expressed interest and were given the opportunity to ask questions before deciding whether to take part.
Informed consent was taken either in person or over the
phone, depending where the interview took place. Overall,
eight parents from these seven families agreed to take part in
the study (seven mothers, one father). The interviews were
developed to understand the experiences of the patients in

Bimonthly focus groups were held with both the PPIRAG and HPAG who suggested amendments and
provided feedback on MATCH-ADTC

Feedback on psychoeduation needed: resources about
epilepsy, understanding relationship between mental
health and epilepsy, parent support groups
Feedback on intervention materials: good responses to
visual reward systems, difficulty using the monitoring
sheet and determining SMART goals, many strategies
to remember and implement, use of weekly self-review
during follow-up, acknowledging comorbidities
Many of the parents/carers were highly self-critical

depth and included open-ended questions and non-directive
prompts to encourage parents to bring up issues that they felt
were relevant to them. The interview guide was piloted with
three members of the research team and the PPI focus group
to ensure the clarity of the questions and prompts. Parents
were free to pause or stop the interview at any time and they
were given the option to receive the transcript of the conversation (only 2 families requested this). Two researchers
conducted all interviews. Neither of the interviewers delivered the MATCH-ADTC treatment to the participants taking part in the current study. All transcripts were analysed
using inductive thematic analysis following the guidelines
developed by Braun and Clarke (2006).
Parents shared an array of views in relation to the
treatment received. Firstly, they described receiving evidence-based modular psychological therapy in the form
of MATCH-ADTC as life changing. This concept was a
central theme linked to six further themes capturing their
perceptions of the acceptability and relevance of MATCHADTC: life before MATCH-ADTC (focused on the lack of
effective treatment options and support before receiving
MATCH-ADTC), strengths of MATCH-ADTC (aspects
of the treatment parents praised), challenges of MATCHADTC (features of the treatment that were perceived as difficult or challenging), behavioural strategies which helped
(key processes through which MATCH-ADTC decreased
the child’s difficulties), importance of the therapeutic alliance and psychosocial impact on the child and family (see
Fig. 3). These themes mirrored those found in our earlier
qualitative work using a version of MATCH-ADTC in this
patient group (Bennett et al. 2018). Overall, parents in all
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minimum of monthly supervision was therefore developed
to ensure fidelity to the MATCH-ADTC model as well as
facilitating delivery within busy services. A ‘user guide’
was also developed that makes it explicit how to use the
manual for nurses and other health professionals unfamiliar
with the delivery of mental health interventions. The training course was video-taped and made available online with
all the materials to facilitate continued learning and training
of new staff.

Relationship Between the Methods
Fig. 3  Main themes identified in qualitative interviews of 7 families
who completed the intervention

iterations of the intervention described MATCH-ADTC as
a treatment that changed the quality of life of both the child
and the family. The treatment seemed appropriate despite
initial iterations having no content adapted for children with
epilepsy. Considering changes that needed to be made to the
intervention, one parent in the first iteration acknowledged
some barriers associated with telephone delivery, but they
still praised the flexibility offered by phone sessions. Future
iterations therefore included the option for face-to-face
and/or Skype appointments. Though MATCH-ADTC was
considered extremely beneficial, parents also discussed the
aspects of the treatment that they found challenging, particularly the intensive nature of the intervention. Interestingly,
these factors were recognised as inherent features of such
a comprehensive treatment, rather than problematic situations that had to be changed to improve MATCH-ADTC.
We therefore ensured that the assessment included clear and
honest advice to families about the amount of time and effort
required to undertake the intervention.

Additional Factors to Consider
The literature review, focus groups, PDSA cycles and interviews indicated a need to personalise the intervention for the
individual and context by (i) anglicising the language, (ii)
using epilepsy-specific examples where possible (e.g. when
discussing anxiety), (iii) making it explicit that the pace of
the intervention and delivery may need to be adjusted on a
case-by-case basis depending on the child’s intellectual ability and mode of delivery (telephone vs. face-to-face) and (iv)
allowing the anxiety intervention to be delivered via parents
when appropriate and preferred.
In order for the mental health intervention to be delivered within neurological services, the focus groups raised
the issue of the need for additional training and supervision for staff. A five-day training course accompanied by a
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In order to optimise the learning arising from the methods,
careful consideration was given to the timing of the literature
review, focus groups, PDSA cycles and qualitative interviews. The literature review was conducted at the outset of
the study. Weekly team meetings ensured that issues raised
by the PDSA cycles and qualitative interviews were subsequently incorporated into the agendas for the focus groups
and the emerging priorities from the focus groups subsequently influenced the PDSA cycles. The qualitative interview schedules were not explicitly changed by the findings
from the focus groups or PDSA cycles. Combining NPT
with PDSA cycles, a literature review, focus groups and
qualitative interviews allowed the identification of potential
barriers to implementation from the outset and was illuminating as there was a high level of consensus and substantial overlap. This multi-method approach to implementation ensured the voices of the patients, their families and
the professionals across the disciplines were heard which
is necessary for successful implementation. Use of several
methods also allowed us to consider important aspects of
implementation that may not have been considered had we
only used one. For example, four of the five patients who
did not participate in the qualitative interviews did not complete the treatment. However, we were able to reflect on their
experiences of treatment through the use of PDSA cycles;
two of these young people had recently undergone neurosurgery and two required interpreters.

Implications for the Implementation
of Psychological Therapies in Youth with Long‑Term
Conditions
Implementation science methods aim to bridge the gap
between research and clinical practice. The issue of implementation needs to be considered from the outset of designing a psychological therapy and some interventions are
easier to implement than others depending on factors such
as treatment complexity, duration and training requirements.
Modular interventions such as MATCH-ADTC have considerable advantages over non-modular interventions for the
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treatment of mental health disorders, including potential
improvements in efficiency and effectiveness (Chorpita et al.
2005). One of the arguments for a modular design is that it
should facilitate incremental improvements and ‘provides
an explicit framework for adaptation without automatically
dictating the adaptation of an existing protocol’ (Chorpita
et al. 2005, p. 153). The current study provides an example of such adaptation. It was not necessary to design an
entirely new treatment for young people with epilepsy but
instead a protocol with empirical support was adapted within
a year with additional modules developed to address the specific needs of young people with epilepsy. Modularity can
facilitate the development of adaptations of psychological
interventions for people with other chronic conditions, for
example young people with cancer and low mood where it
is clear that ‘one size doesn’t fit all’ (Coughtrey et al. 2019)
and who might need a specific module to address issues
such as learning to understand and describe low mood in the
context of cancer (Reed-Berendt et al. 2019).

Summary of Key Points
Together, the four methods identified that the following were
required to optimise the use of MATCH-ADTC in children
and young people with mental health needs in the context
of epilepsy.
1.

A core module for everyone that provides education
about mental health disorders and their relationship
with epilepsy, enables a formulation of the maintenance of mental health disorders within epilepsy, separates the child from the disorder and provides links to
additional resources.
2. Additional ‘interference’ modules in keeping with the
structure of MATCH-ADTC. These interference modules would be utilised when progress with psychological treatment was being impeded either at the service
or patient level. The modules were as follows:
i. Stigma: Techniques to address stigma associated with
mental health and epilepsy-related stigma (e.g. Heijnders and Van Der Meij 2006)
ii. Parental Mental Health: Focus groups, PDSA cycles,
interviews and the literature highlighted that parenting
a child with epilepsy and mental health difficulties can
be stressful (Reilly et al. 2018) and parental anxiety
and depression were recognised as potential barriers
for some families that needed to be addressed for successful implementation of the intervention.
iii. Transition to adulthood: Such transition-related issues
were considered as potential barriers to the implementation of the mental health intervention in this popu-

lation and therefore necessary to address within the
modified intervention when they arose.

Conclusions
In conclusion, the multiple methods indicated that the interventions within the standard psychological treatment were
largely suitable for use in a paediatric epilepsy service once
the language had been anglicised and epilepsy relevant
examples incorporated when possible, consistent with good
clinical practice and flexible and personalised use of manuals (Hamilton et al. 2008). A clear model for training and
supervision to ensure successful implementation by nonmental health specialists also emerged. This model, in conjunction with ensuring appropriate practical organisational
support including time and technology resources, is likely to
be important for overcoming some of the service and organisational barriers in implementation of evidence-based mental health interventions within physical health services in
general. Our modified intervention will now be evaluated in
a large, randomised controlled trial within epilepsy services
(Trial Register number ISRCTN57823197).
The methods used in this study—literature review, focus
groups with patients and practitioners, PDSA cycles and
qualitative interviews—were complementary and generalisable and could be used to facilitate the implementation
any psychological intervention (particularly modular ones),
for young people with mental and physical health needs.
The findings indicate that clinicians can be reassured that
standard protocols can be applied and modified, if necessary, with appropriate input from colleagues, patients and
the broader literature. Such an approach will hopefully facilitate increased use of these standard protocols for children
with chronic illness whose mental health needs are currently
being neglected.
Acknowledgements MICE Research Study Team comprising R.S, S.B,
H.C, I.H, A.C, S.V, R.M.M and Sarah Byford, Bruce Chorpita, Caroline Doré, Peter Fonagy,Tamsin Ford, Colin Reilly, Jonathan Smith
and Terence Stephenson (email: gos-tr.MICE@nhs.net). We would like
to thank ClaireHenderson and Anne Jacoby for expertise relating to
stigma. All research at Great Ormond Street Hospital NHS Foundation Trust and UCLGreat Ormond Street Institute of Child Health is
made possible by the National Institute for Health Research (NIHR)
Great Ormond StreetHospital Biomedical Research Centre. The views
expressed are those of the authors and not necessarily those of the
NHS, the NIHR or theDepartment of Health. We would like to express
our sincere thanks to the anonymous reviewer for their thoughtful and
constructivecomments on an earlier version of this manuscript.
Authors Contributions RS was the joint lead co-applicant, designed
the study and wrote the first draft of the manuscript for publication.
SB was the Project Management lead, co-ordinated different components, designed the study and was the therapist for the majority of
patients. AC contributed to the overall design of the study and was

13

Clinical Child and Family Psychology Review
the qualitative and PDSA consultant. AW led the Focus Groups and
conducted the PDSA cycles. FW contributed to the PPI Focus Groups
and qualitative interviews. HC was the joint lead co-applicant and epilepsy specialist lead. IH was the Great Ormond Street Hospital and
psychiatric and clinical lead and designed the study. AS conducted
and analysed qualitative interviews. JR led on Normalisation Process
Theory. JS conducted the literature review and monitored iterations of
modules. ED was the Chair of Patient Public Involvement Groups. SV
chaired the Health Professionals Focus Groups. RM-M was the Health
Psychologist and lead of the qualitative interviews, the literature review
and the co-ordination of different strands. All authors reviewed and
approved the final manuscript.
Funding This work was supported by the NIHR Programme Grant for
Applied Research (Grant Reference Number RP-PG-0616-20007). The
views expressed are those of the author(s) and not necessarily those of
the NIHR or the Department of Health and Social Care. The funding
body had no role in the design of the study and collection, analysis and
interpretation of data and in writing the manuscript.

Compliance with Ethical Standards
Conflict of interest BC is the President of PracticeWise, LLC. There
are no other conflicts of interest.
Ethical Approval All procedures performed in studies involving human
participants were in accordance with the ethical standards of the institutional and/or national research committee (This study was approved
by East of England—Essex ethics committee—reference number 18/
EE/0040) and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards. The study methods were carried
out in accordance with relevant guidelines and regulations.
Informed Consent Consent was obtained from participants and/or their
legal guardians where required.
Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References
Asato, M. R., Caplan, R., & Hermann, B. P. (2014). Epilepsy and
comorbidities—What are we waiting for? Epilepsy & Behavior,31,
127–128.
Baca, C. B., Vickrey, B. G., Caplan, R., Vassar, S. D., & Berg, A.
T. (2011). Psychiatric and medical comorbidity and quality of
life outcomes in childhood-onset epilepsy. Pediatrics,128(6),
e1532–1543.
Barsevick, A. M., Sweeney, C., Haney, E., & Chung, E. (2002). A
systematic qualitative analysis of psychoeducational interventions

13

for depression in patients with cancer. Oncology Nursing
Forum,29(1), 85–87.
Bennett, S., Coughtrey, A. E., Heyman, I., Greally, S., Clarkson, H.,
Bhattacharyya, T., et al. (2018). Guided self-help for mental
health disorders in children and young people with chronic neurological conditions: A qualitative evaluation. European Journal
of Paediatric Neurology,22(4), 620–631.
Bennett, S., Shafran, R., Coughtrey, A., Walker, S., & Heyman, I.
(2015). Psychological interventions for mental health disorders
in children with chronic physical illness: A systematic review.
Archives of Disease in Childhood,100(4), 308–316.
Berwick, D. M. (1998). Developing and testing changes in delivery of
care. Annals of Internal Medicine,128(8), 651–656.
Bombard, Y., Baker, G. R., Orlando, E., Fancott, C., Bhatia, P.,
Casalino, S., et al. (2018). Engaging patients to improve quality
of care: A systematic review. Implementation Science,13(1), 98.
Braun, V., & Clarke, V. (2006). Using thematic analysis in psychology.
Qualitative Research in Psychology,3(2), 77–101.
Camfield, P., Camfield, C., & Pohlmann-Eden, B. (2012). Transition
from pediatric to adult epilepsy care: A difficult process marked
by medical and social crisis. Epilepsy Currents,12(3), 13–21.
Cheron, D. M., Chiu, A. W., Stanick, C. F., Stern, G., Donaldson,
A. R., Daleiden, E., et al. (2019). Implementing evidence-based
practices for children’s mental health: A case study in implementing modular treatments in community mental health. Administration and Policy in Mental Health and Mental Health Services
Research,46(3), 391–410.
Chorpita, B. F., Daleiden, E. L., & Weisz, J. R. (2005). Modularity in
the design and application of therapeutic interventions. Applied
and Preventive Psychology,11(3), 141–156.
Chorpita, B. F., Daleiden, E. L., Park, A. L., Ward, A. M., Levy, M. C.,
Cromley, T., et al. (2017). Child STEPs in California: A cluster
randomized effectiveness trial comparing modular treatment with
community implemented treatment for youth with anxiety, depression, conduct problems, or traumatic stress. Journal of Consulting
and Clinical Psychology,85(1), 13–25.
Chorpita, B. F., Park, A., Tsai, K., Korathu-Larson, P., Higa-McMillan,
C. K., Nakamura, B. J., et al. (2015). Balancing effectiveness with
responsiveness: Therapist satisfaction across different treatment
designs in the Child STEPs randomized effectiveness trial. Journal of Consulting and Clinical Psychology,83(4), 709–718.
Chorpita, B. F., & Weisz, J. R. (2009). MATCH-ADTC: Modular
approach to therapy for children with anxiety, depression,
trauma, or conduct problems. Satellite Beach, FL: PracticeWise.
Chorpita, B. F., Weisz, J. R., Daleiden, E. L., Schoenwald, S. K.,
Palinkas, L. A., Miranda, J., et al. (2013). Long-term outcomes
for the Child STEPs randomized effectiveness trial: A comparison of modular and standard treatment designs with usual
care. Journal of Consulting and Clinical Psychology,81(6),
999–1009.
Corrigan, F. M., Broome, H., & Dorris, L. (2016). A systematic review
of psychosocial interventions for children and young people with
epilepsy. Epilepsy & Behavior,56, 99–112.
Coughtrey, A. E., Shafran, R., Su, M. T., Allcott-Watson, H., Christie,
D., & Hough, R. (2019). Health Professionals’ perspectives on
the nature of distress and low mood in young people with cancer.
Journal of Adolescent and Young Adult Oncology,8(2), 190–196.
Davies, S., Heyman, I., & Goodman, R. (2003). A population survey of
mental health problems in children with epilepsy. Developmental
Medicine and Child Neurology,45(5), 292–295.
Fastenau, P. S., Shen, J., Dunn, D. W., & Austin, J. K. (2008). Academic underachievement among children with epilepsy: Proportion exceeding psychometric criteria for learning disability and
associated risk factors. Journal of Learning Disabilities,41(3),
195–207.

Clinical Child and Family Psychology Review
Hamilton, J. D., Kendall, P. C., Gosch, E., Furr, J. M., & Sood, E.
(2008). Flexibility within fidelity. Journal of the American Academy of Child & Adolescent Psychiatry,47(9), 987–993.
Heijnders, M., & Van Der Meij, S. (2006). The fight against stigma:
An overview of stigma-reduction strategies and interventions.
Psychology, Health & Medicine,11(3), 353–363.
Hesdorffer, D. C., Ishihara, L., Mynepalli, L., Webb, D. J., Weil, J.,
& Hauser, W. A. (2012). Epilepsy, suicidality, and psychiatric
disorders: a bidirectional association. Annals of Neurology,72(2),
184–191.
Higa-McMillan, C. K., Francis, S. E., Rith-Najarian, L., & Chorpita,
B. F. (2016). Evidence base update: 50 years of research on treatment for child and adolescent anxiety. Journal of Clinical Child
& Adolescent Psychology,45(2), 91–113.
Jacoby, A., & Austin, J. K. (2007). Social stigma for adults and children
with epilepsy. Epilepsia,48, 6–9.
Kaushik, A., Kostaki, E., & Kyriakopoulos, M. (2016). The stigma of
mental illness in children and adolescents: A systematic review.
Psychiatry Research,243, 469–494.
Klein, J. B., Jacobs, R. H., & Reinecke, M. A. (2007). Cognitive-behavioral therapy for adolescent depression: A meta-analytic investigation of changes in effect-size estimates. Journal of the American
Academy of Child & Adolescent Psychiatry,46(11), 1403–1413.
Law, E., Fisher, E., Eccleston, C., & Palermo, T. M. (2019). Psychological interventions for parents of children and adolescents with
chronic illness. The Cochrane Database of Systematic Reviews,4,
CD 009660. https://doi.org/10.1002/14651858.CD009660.pub4.
Law, D., & Jacob, J. (2013). Goals and goal based outcomes (GBOs).
London: CAMHS Press.
Leijten, P., Gardner, F., Landau, S., Harris, V., Mann, J., Hutchings, J.,
et al. (2018). Research Review: Harnessing the power of individual participant data in a meta-analysis of the benefits and harms of
the Incredible Years parenting program. Journal of Child Psychology and Psychiatry,59(2), 99–109.
Leventhal, H., Meyer, D., & Nerenz, D. (1980). The common-sense
representation of illness danger. In S. Rachman (Ed.), Contributions to medical psychology (Vol. II, pp. 7–30). New York:
Pergamon Press.
Marchette, L. K., & Weisz, J. R. (2017). Practitioner Review: Empirical evolution of youth psychotherapy toward transdiagnostic
approaches. Journal of Child Psychology and Psychiatry,58(9),
970–984.
May, C. R., Finch, T., Ballini, L., MacFarlane, A., Mair, F., Murray,
E., et al. (2011). Evaluating complex interventions and health
technologies using normalization process theory: Development
of a simplified approach and web-enabled toolkit. BMC Health
Services Research,11, 245.
Mental Health Taskforce (2016). Five Year Forward View for Mental
Health. Retrieved September 10, 2019, from https://www.engla
nd.nhs.uk/wp-conten t/upload s/2016/02/Mental -Health -Taskfo rceFYFV-final.pdf.
Menting, A. T., de Castro, B. O., & Matthys, W. (2013). Effectiveness
of the Incredible Years parent training to modify disruptive and
prosocial child behavior: A meta-analytic review. Clinical Psychology Review,33(8), 901–913.
McCrae, N., Correa, A., Chan, T., Jones, S., & de Lusignan, S. (2015).
Long-term conditions and medically-unexplained symptoms: Feasibility of cognitive behavioural interventions within the Improving Access to Psychological Therapies Programme. Journal of
Mental Health,24(6), 379–384.
Michaelis, R., Tang, V., Goldstein, L. H., Reuber, M., LaFrance, W.
C., Jr., Lundgren, T., et al. (2018). Psychological treatments for
adults and children with epilepsy: Evidence-based recommendations by the International League Against Epilepsy Psychology
Task Force. Epilepsia,59(7), 1282–1302.

Moore, D. A., Nunns, M., Shaw, L., Rogers, M., Walker, E., Ford, T.,
et al. (2019). Interventions to improve the mental health of children and young people with long-term physical conditions: linked
evidence syntheses. Health Technology Assessment (Winchester,
England),23(22), 1–164. https://doi.org/10.3310/hta23220.
Murphy, M., & Fonagy, P. (2012). Mental health problems in children
and young people. In Annual Report of the Chief Medical Officer
2012, Our Children Deserve Better: Prevention Pays. London:
Department for Health.
Murray, E., Treweek, S., Pope, C., MacFarlane, A., Ballini, L., Dowrick, C., et al. (2010). Normalisation process theory: A framework
for developing, evaluating and implementing complex interventions. BMC Medicine,8, 63.
National Institute for Health and Care Excellence. (2012). Epilepsies:
Diagnosis and Management. Clinical Guideline (NICE Clinical
Guideline No. 137.). Retrieved May 5, 2019, from https://www.
nice.org.uk/guidance/cg137.
Ott, D., Siddarth, P., Gurbani, S., Koh, S., Tournay, A., Shields, W. D.,
et al. (2003). Behavioral disorders in pediatric epilepsy: Unmet
psychiatric need. Epilepsia,44(4), 591–597.
Palinkas, L. A., Weisz, J. R., Chorpita, B. F., Levine, B., Garland, A.,
Hoagwood, K. E., et al. (2013). Continued use of evidence-based
treatments after a randomized controlled effectiveness trial: A
qualitative study. Psychiatric Services,64(11), 1110–1118.
Patel, V., Belkin, G. S., Chockalingam, A., Cooper, J., Saxena, S., &
Unützer, J. (2013). Grand challenges: Integrating mental health
services into priority health care platforms. PLoS Medicine,10(5),
e1001448.
Plioplys, S., Dunn, D. W., & Caplan, R. (2007). 10-year research
update review: Psychiatric problems in children with epilepsy.
Journal of the American Academy of Child & Adolescent Psychiatry,46(11), 1389–1402.
Reed-Berendt, R., Shafran, R., Langdon, D., Christie, D., Hough, R., &
Coughtrey, A. (2019). Experiences of low mood in young people
with cancer: A qualitative study. Journal of Pediatric Oncology
Nursing,36(6), 424–435.
Reilly, C., Atkinson, P., Das, K. B., Chin, R. F., Aylett, S. E., Burch,
V., et al. (2014). Neurobehavioral comorbidities in children with
active epilepsy: A population-based study. Pediatrics,133(6),
e1586–1593.
Reilly, C., Atkinson, P., Memon, A., Jones, C., Dabydeen, L., Das, K.
B., et al. (2018). Symptoms of depression, anxiety, and stress in
parents of young children with epilepsy: A case controlled population-based study. Epilepsy & Behavior,80, 177–183.
Russ, S. A., Larson, K., & Halfon, N. (2012). A national profile of
childhood epilepsy and seizure disorder. Pediatrics,129(2),
256–264.
Sackett, D. L., Rosenberg, W. M., Gray, J. M., Haynes, R. B., & Richardson, W. S. (1996). Evidence based medicine: What it is and
what it isn’t. BMJ,312, 71–72.
Smith, A. M., Flannery-Schroeder, E. C., Gorman, K. S., & Cook, N.
(2014). Parent cognitive-behavioral intervention for the treatment
of childhood anxiety disorders: A pilot study. Behaviour Research
and Therapy,61, 156–161.
Smith, J., Kyle, R. G., Daniel, B., & Hubbard, G. (2018). Patterns
of referral and waiting times for specialist Child and Adolescent Mental Health Services. Child and Adolescent Mental
Health,23(1), 41–49.
Taylor, M. J., McNicholas, C., Nicolay, C., Darzi, A., Bell, D., & Reed,
J. E. (2014). Systematic review of the application of the Plan-DoStudy-Act method to improve quality in healthcare. BMJ Quality
& Safety,23(4), 290–298.
Thirlwall, K., Cooper, P. J., Karalus, J., Voysey, M., Willetts, L.,
& Creswell, C. (2013). Treatment of child anxiety disorders
via guided parent-delivered cognitive–behavioural therapy:

13

Clinical Child and Family Psychology Review
Randomised controlled trial. The British Journal of Psychiatry,203(6), 436–444.
Thomassin, K., Marchette, L. K., & Weisz, J. R. (2019). Practitioners’
use and evaluation of transdiagnostic youth psychotherapy years
after training and consultation have ended. Administration and
Policy in Mental Health and Mental Health Services Research.
https://doi.org/10.1007/s10488-019-00962-x.
Tursi, M. F. D. S., Baes, C. V. W., Camacho, F. R. D. B., Tofoli, S. M.
D. C., & Juruena, M. F. (2013). Effectiveness of psychoeducation
for depression: A systematic review. Australian & New Zealand
Journal of Psychiatry,47(11), 1019–1031.
Young-Hyman, D., De Groot, M., Hill-Briggs, F., Gonzalez, J. S.,
Hood, K., & Peyrot, M. (2016). Psychosocial care for people with
diabetes: A position statement of the American Diabetes Association. Diabetes Care,39(12), 2126–2140.
Weisz, J. R., Bearman, S. K., Ugueto, A. M., Herren, J. A., Evans, S.
C., Cheron, D. M., et al. (2019). Testing robustness of child STEPs
effects with children and adolescents: A Randomized Controlled
Effectiveness Trial. Journal of Clinical Child & Adolescent Psychology. https://doi.org/10.1080/15374416.2019.1655757.
Weisz, J. R., Chorpita, B. F., Palinkas, L. A., Schoenwald, S. K.,
Miranda, J., Bearman, S. K., et al. (2012). Testing standard and

13

modular designs for psychotherapy treating depression, anxiety,
and conduct problems in youth: A randomized effectiveness trial.
Archives of General Psychiatry,69(3), 274–282.
Weisz, J. R., Ugueto, A. M., Herren, J., Marchette, L. K., Bearman,
S. K., Lee, E. H., et al. (2018). When the torch is passed, does
the flame still burn? Testing a “train the supervisor” model for
the Child STEPs treatment program. Journal of Consulting and
Clinical Psychology, 86(9), 726–737.
World Health Organization. (2018). Management of physical health
conditions in adults with severe mental disorders: WHO guidelines. Geneva: World Health Organization. Retrieved June 21,
2019, from https://www.who.int/mental_health/evidence/guide
lines_physical_health_and_severe_mental_disorders/en/.
Publisher’s Note Springer Nature remains neutral with regard to
jurisdictional claims in published maps and institutional affiliations.

