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Abstract

Background

Worsening youth mental health is an increasing concern worldwide, prompting efforts to find
efficacious interventions and care packages to support rapidly increasing prevalence rates of mental
health difficulties. The systematic review investigated the efficacy of online mindfulness-based
interventions (MBIs) for anxiety in young people. The empirical project explored variations in
packages of care received by young people accessing mental health services. Both papers sought to
inform discussions around helpful models of care for young people and explore possible ways
forward for youth mental health care.

Method

The systematic review meta-analysed 14 peer-reviewed studies of online MBIs for youth with self-
reported symptoms of anxiety. The empirical study was a secondary analysis of an existing dataset,
exploring the mental health care received by 222 young people with clinically severe and complex
mental health difficulties and social disability.

Results

The systematic review showed small effects in the direction of the reduction of anxiety
symptomology following a course of online MBI. The empirical study showed that young people with
more severe difficulties at baseline received more complex care, but that outcomes were
comparable across different care packages.

Conclusions

Findings from both the systematic review and empirical project provide tentative support for the
need for flexible, transdiagnostic approaches to youth mental health care. Findings from the
systematic review suggest online MBIs may be an affordable, accessible and scalable option for
milder presentations of anxiety in young people in the absence of an alternative intervention. The

empirical project highlights that young people with more complex presentations require more care



but that a specific model does not necessarily translate into better functional outcomes. Both papers
highlight the need for youth mental health care to be considered along a continuum, with support

provided based on individual stage of development and impairment.
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CHAPTER ONE

Introduction To Thesis Portfolio



Introduction To Thesis Portfolio

This chapter provides an overview of some of the key theories and concepts discussed throughout

the thesis portfolio.

Youth

‘Youth’ is best understood as a period of transition from the dependence of childhood to
adulthood’s independence and the United Nations (UN) defines this period as falling between the
ages of 15 and 24 (UN, 1981). Today, there are 1.2 billion young people who fall within this age
range, accounting for 16 per cent of the global population. By 2030, this number is projected to have
grown by 7%, to nearly 1.3 billion. It is now realised that several major morphological and functional
changes occur in the human brain during this period (Giedd et al., 1999) and that young people
experience rapid physical, cognitive and psychosocial growth, affecting how they feel, think, make
decisions, and interact with the world around them (World Health Organisation; WHO, 2022). Young
people's journey to maturity is thus accompanied by increased levels of instability and risk (Gibson,
2021). This journey consists of several key phases, with the period from puberty to mature
adulthood characterised by dramatic external changes in biological maturity, mirrored by less visible
changes in brain structure and function, in psychological development and in social and vocational
progress (Worthman & Trang, 2018). The challenge of evolving a sense of self, of individuating from
one's family of origin and establishing a life and family of one's own is daunting, and stress,
frustration, risk and loss are ambient within the ecosystem of growth (McGorry et al., 2022).
Youth mental health

Adolescence and the transition to adulthood is a dynamic and developmentally sensitive
period. Difficulties with mental health during this life stage disrupts a range of milestones, including
identity and relationship formation, educational and vocational attainment, financial independence,

and achieving autonomy (McGorry et al., 2022). Mental health problems are extremely common in



young people, with more than 50% impacted by the age of 25 (Copeland et al., 2011; Caspi et al.,
2020; Gibb et al., 2010) and accounting for 45% of the overall global burden of disease in those aged
10-24 years (Gore et al., 2011). Nationally, youth mental health has worsened since 2017, with one
in six young people being diagnosed with a mental health problem in 2020 compared to one in nine
in 2017 (Vizard et al., 2020). Youth mental health and mental health care generally, was not given
the ‘parity of esteem’ with physical health until relatively recently (Health and Social Care Act, 2012).
As a result, youth mental health services remain underfunded and underdeveloped and even in
developed nations, child and adolescent mental health services (CAMHS) are sparse or invisible,
except in a very small number of countries (Signorini et al., 2017).

To address this issue, the NHS Long Term Plan (NHS LTP; 2019), has stipulated that by the
financial year 2023 to 2024, an additional 345,000 children and young people aged 0 to 25 will be
able to access to support via NHS-funded mental health services and education-based mental health
support teams (MHSTs). Over the coming decade the goal, subject to resources, is to ensure that
100% of children and young people who need specialist care can access it (NHS, 2019). The COVID-
19 pandemic has had a noticeable impact on mental health since this plan was adopted, with
estimates putting the rise in both anxiety and depressive disorders at more than 25% during the first
year of the pandemic (WHO, 2022). Research from the Centre of Mental Health also shows that, in
England, 1.5 million children and young people under 18 will need new or additional mental health
support as a direct consequence of the pandemic (O’Shea, 2020). In light of this, a recent House of
Commons Health and Social Care Select Committee (HSC) report put forward recommendations to
address the growing mental health care needs of young people. It emphasised that children and
young people’s mental health is an all-society issue and that the problems can only be addressed by
Government departments, local government and the health system acting together to promote
good mental health and prevent new crises emerging (HSC, 2021).

Developing integrated frameworks for youth mental health is no easy task. Although there is

widespread agreement that current classification systems in psychiatry are insufficient for
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identifying illness and timely intervention (Cuthbert, 2014; Carpenter & van Os, 2011), thisis a
particular problem for young people. For example, throughout the course of the youth age span (12-
25), the evolution of syndromes may involve shifts across diagnostic boundaries (Shah et al., 2020).
Thus, there are increasing calls to adopt a broad “transdiagnostic” approach — one that views the
individual as located along a multidimensional and evolving continuum of illness — rather than a
traditional narrow view based on the historical concept of risk for development of a single and
categorically discrete adult-type “disorder” (McGorry & Nelson, 2019; Lahey et al., 2014).
Aims

The overall aim of this portfolio is to shine a spotlight on a particularly important aspect of
youth mental health, that of what interventions or packages of care may be of benefit to young
people and to investigate whether these need to be considered in the context of an “iliness
continuum” along which young people shift back and forth. Various models of mental health
continuum exist, with Keyes (2002) operationalising this as two points consisting of ‘languishing’ or
poor emotional health and functioning at one end, and ‘flourishing’, or good emotional health and
optimal functioning at the other. Efforts to translate clinical staging models used elsewhere in
medicine to mental health have aimed to locate individuals at points along this continuum based on
a combination of symptoms, neurocognition, and functioning (McGorry et al., 2010; Hickie et al.,
2013). The systematic review and empirical paper will focus on two different points along this
continuum. The systematic review will investigate whether the increasingly researched and
promoted area of mindfulness translates into an effective online intervention for milder
presentations of anxiety, one of the most commonly reported mental health difficulties in young
people (Bear et al., 2020). As such, the review aims to concentrate on young people who fall midway
along the continuum and who may be deemed at risk of developing more severe mental health
problems. The empirical focus will be more on clinical populations and investigate what components
of mental health care is of benefit to young people who are at the more extreme end of the

continuum and who present with more severe and socially debilitating mental health difficulties.
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CHAPTER TWO

Systematic Review

This paper has been prepared for submission to the Mindfulness journal. Please see Appendix A for

the journal’s guidance to authors.
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Abstract
Objective
Little is known about the use of online mindfulness-based interventions (MBIs) for young people
with anxiety. This review aimed to investigate the effectiveness of online MBIs for self-reported signs
of anxiety in young people.
Methods
A systematic review of peer-reviewed literature of controlled intervention studies was conducted in
PsycINFO, Scopus, Embase and MEDLINE databases. The effect size was calculated using Hedge's g.
The Cochran Q statistic and the 12 index were used for the study of heterogeneity. An analysis was
conducted using the random effects model.
Results
495 papers were identified, of which 14 were finally selected. Overall, findings from the meta
analysis demonstrated small but statistically significant effects at post-treatment (g =-0.23, CI95% [-
0.42, -0.05]) and follow-up (g = -0.21, CI95% [-0.32, -0.10]). However, there existed substantial
heterogeneity across studies for post treatment effects and overall effects diminished and were not
statistically significant when passive controls were removed.
Conclusions
Findings suggest tentative but promising outcomes for the use of online MBIs for mostly non-clinical
samples of young people with milder presentations of anxiety compared to a waitlist. Future
research could explore longer term effects of online MBIs and their use with clinical samples as well

comparison with more active controls.
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Introduction

Anxiety and youth

Young people experience substantial physical, emotional and social changes, making many
of them vulnerable to mental health problems. Globally, it is estimated that 1 in 7 (14%) of 10-19
year-olds experience a mental health problem (World Health Organisation; WHO, 2021). As in adults,
anxiety is one of the most prevalent diagnosed psychiatric conditions in youth worldwide (Bear et
al., 2020) with estimations of 3.6% of 10-14 year-olds and 4.6% of 15-19 year-olds experiencing an
anxiety disorder (WHO, 2021). Other studies have supported this by finding that anxiety disorders
tend to be the most prevalent group of disorders among young adults (Moffitt et al., 2010; Kessler et
al., 2009). In the UK, figures from 2018 indicated that over 30% of women and 14% of men aged 18-
24 were diagnosed with or had symptoms of anxiety, increasing from just over 8% and 4%
respectively in 2008 (Slee et al., 2021). The impact of anxiety on other mental health problems is
also of concern, with studies finding that anxiety disorders in young people strongly predicted later
instances of major depressive disorder (MDD) as well as suicide (Gustavson et al., 2018; Windfuhr et
al., 2008) and increased risk of poorer adult functioning (Copeland et al., 2014; Van Schalkwyk &
Silverman, 2019).
Mindfulness

Defining mindfulness is a widely discussed topic in scholarly circles (Chiesa, 2018). One
working definition of mindfulness is a process of openly attending, with awareness, to one’s present
moment experience (Kabat-Zinn, 2003). This process of awareness of present moment experience
contrasts with much of our daily life experience, in which we often find ourselves unintentionally
letting our minds wander (Killingsworth & Gilbert, 2010), running on automatic pilot (Bargh &
Chartrand, 1999) or suppressing unwanted experiences (Kang et al., 2013). Rooted in Buddhism,
mindfulness as a practice to alleviate mental health difficulties has gained widespread attention in

recent years, with a growing body of research supporting the psychological benefits of the method
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including its use in increased subjective well-being, reduced emotional reactivity, improved
regulation of behaviour, the management of chronic pain, reduced depression relapse rates in at-
risk individuals, improved substance abuse outcomes as well as reductions in symptoms of anxiety,
stress, insomnia, addiction, psychosis, hypertension, weight control and cancer-related symptoms
(Keng at al., 2011; Creswell, 2017; Goldberg at al., 2018; Zhang et al., 2021).

Mindfulness and Anxiety

Some studies have emphasised that paying attention to the present moment prevents
rumination and enables individuals to create distance between themselves and their thoughts
(Blanke et al., 2020). It has been proposed that mindfulness practice fosters a de-centred, and non-
reactive perspective that enables individuals to disengage from automatic, maladaptive response
patterns (Shapiro et al., 2006). Therefore, for individuals with anxiety, the increased self-awareness
may help by reducing the fearful and emotional reactions typically triggered by anxiety symptoms
(Baer, 2003). Additionally, mindfulness practice is thought to be beneficial for anxiety by enhancing
attentional self-regulation, which can help shift the attention away from anxiety-inducing thoughts
(Semple & Lee, 2011), and by fostering greater tolerance of unpleasant internal states, which may
help to reduce avoidance strategies (Bishop et al., 2004) that otherwise work to maintain anxiety.
Mindfulness Based-Interventions (MBIs)

Many researchers agree that the meditation practices taught during mindfulness courses
cultivate awareness and acceptance, which lower levels of anxiety, depression and stress (Greeson,
2008). Specific interventions that contain mindfulness as a core component have been developed,
the foremost of these being mindfulness-based stress reduction (MBSR), developed by Jon Kabat-
Zinn in 1979 (Kabat-Zinn, 2003) and mindfulness-based cognitive therapy (MBCT) developed by
Segal, Teasdale and Williams and based on MBSR (2002). MBSR was originally developed to treat
chronic pain but has since been adapted to treat a variety of mental health problems, including
anxiety (Virgili, 2015). A recent review and meta-analysis found that MBSR was significantly superior

to other control conditions in reducing anxiety symptoms in young people (Zhou et al., 2020). MBCT
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was originally developed as a relapse prevention for people with recurrent depression but has
similarly shown beneficial effects for reducing anxiety (Hoffman et al., 2010; Khoury et al., 2013;
Frostadottir & Dorjee, 2019). MBIs more generally have seen growing empirical support for their use
in the treatment of mental health problems, including anxiety and depression (Hofmann & Gomez,
2017; Dawson et al., 2020).

For the purposes of the current study, the term MBI will refer to interventions that
specifically applied some form of mindfulness as a core intervention component. This means that
“mindfulness-informed” interventions, such as dialectical behaviour therapy (DBT; Linehan, 1993)
and acceptance and commitment therapy (ACT; Hayes et al., 1999) where mindfulness is a key, but
not primary, component, will not be included in the search strategy. Thus, the current review aligns
with earlier reviews that have characterised MBIs as interventions that include the cultivation of a
present moment focus through the engagement in sustained meditation practice, as defined in
Crane and colleagues (2017) and implemented in Dunning et al. (2019) and Goldberg et al. (2022).
Online Interventions

Not least due to advancing technologies, interventions delivered online or virtually have
increased in popularity in recent years. This has been accelerated due to the COVID-19 pandemic,
which prompted a shift to digital platforms for businesses, education providers and health systems,
including mental health. Several studies have demonstrated the benefits of continuing to provide
mental health services virtually (Dores et al., 2020; Chew et al., 2020; Wind et al., 2020). Indeed,
online interventions have a number of advantages over face-to-face interventions. They are easily
accessible, without long waiting lists; are available 24/7 to people in their own environment, saving
traveling time and enabling people to work at their own pace; they permit users to remain
anonymous without needing to adopt a ‘patient’ role; do not necessarily require involvement of a
trained therapist; and are less costly (Andersson & Titov, 2014; Cuijpers et al., 2009). There is also
substantial popular interest, with apps promoting mindfulness-based meditations among the most

popular in the wellbeing market (Taylor et al., 2021).
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In terms of the effectiveness of online interventions in the treatment of mental health
difficulties, recent meta-analyses of the benefits of smartphone based mental health interventions
have shown promising results for the treatment of depression (Firth et al., 2017a) and anxiety in
adults (Firth et al., 2017b). Regarding their effectiveness for younger populations, several
randomised controlled trials (RCT) have also provided support for web-based interventions for
anxiety (Pennant et al., 2015; Podina et al., 2016; Rooksby et al., 2015). Further, a more recent
systematic review, which explored a variety of online modalities that were used to manage youth
mental health problems, found that 64% of the online interventions reviewed were effective in
managing depression, anxiety, psychological stress level, insomnia and psychological distress and
improving mental health well-being, life satisfaction, sleep quality, and quality of life among youth
(zhou et al., 2021).

Existing Systematic Reviews

There has been an explosion of literature in recent years suggesting that practices that rely
on promoting mindfulness are feasible, acceptable, and may benefit a variety of populations,
including youth (Baer, 2014; Zoogman et al., 2015). In terms of reviews, findings indicate MBIs to be
of benefit as measured by self-reported measures of psychological health and wellbeing (Querstret
et al., 2020; Goldberg et al., 2022) and in particular for child and adolescent populations, with
reductions in psychological symptoms and improvements in executive function and socioemotional
skills observed (Porter et al., 2022). In terms of anxiety in young people more specifically, a recent
systematic review and meta-analysis by Borquist-Conlon et al. (2019) found that MBIs demonstrated
positive and significant effects on anxiety for young people between the ages of 5 and 18 in five
studies (Hedge’s g = 0.62). Dunning and colleagues (2019) found a small significant effect on ‘anxiety
and stress’ based on a larger number of RCTs (Cohen’s d = 0.16) including 9 studies with active
controls (d = 0.18.) as did Odgers and colleagues (2020) who found a small beneficial effect of MBls

on anxiety post treatment (Cohen’s d = 0.26). Regarding online MBIs, a large recent systematic
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review of 97 RCTs including 17,464 adult participants demonstrated a significant small effect for
anxiety at pre to post (g=0.26) and at follow-up analysis (g=0.23) (Sommers-Spijkerman et al., 2021).
Rationale for the current review

Several gaps are evident in the reviews mentioned above. First, most reviews are focused on
adult populations or, where youth is the focus, have tended towards the younger end of the age
spectrum, with most only including participants up to 18 years of age. It has been shown that the
peak age of onset for most mental health problems occurs in adolescence and early adulthood
(Kessler et al., 2005), with the prevalence increasing with age. Therefore, the current review aimed
to include participants with a mean age of up to 25. Second, although existing systematic reviews
have demonstrated the effectiveness of MBIs (Lin et al., 2019), MBIs for youth (Borquist-Conlon et
al., 2019), online interventions for youth (Zhou et al., 2021) and online interventions for adult
populations (Spijkerman et al., 2016; Sevilla-Llewellyn-Jones et al., 2018) as well as the effectiveness
of online MBIs for depression (Reangsing et al., 2022), to our knowledge there has not been a
systematic review dedicated to the review of online MBIs and their effectiveness for the reduction of
anxiety for young people. This is the focus of the current review.
Review question

Are online MBIs effective in reducing anxiety for young people?

Method

Search Strategy

Multiple electronic databases were searched using the following search terms: adolescen*
OR "young people" OR teen* OR "young adult*" OR student or "young person*" AND mindfulness
AND online OR app OR digital OR virtual OR web AND "mental health" OR wellbeing OR well-being
OR depression OR anxiety with no limiters. The last search date was 30/01/2023 and there was no

imposed start date. The databases PsycINFO, Scopus, Embase and MEDLINE were searched. After
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duplicates were removed, these search terms resulted in 495 papers considered for review. To
maintain a minimal level of scientific rigour, only studies that were published in peer-reviewed
journals in English or that have an English language abstract were included. The International
Prospective Register of Systematic Reviews (PROSPERO) was searched to ensure no similar reviews
were either in progress or had been published. This review was registered with ID Number
CRD42023402107.
Selection of Studies

The first author screened all titles and abstracts of the 495 papers, resulting in 62 citations
being retained. Full text papers of any titles and abstracts that were considered relevant by the first
author were obtained where possible. The relevance of each study was assessed according to the
inclusion criteria stated in Table 2.1. Studies that did not meet the criteria were excluded, resulting
in 14 papers included in the final review (see PRISMA diagram in Figure 2.1 for more details). In
terms of outcomes, ‘stress’ was not considered to be the same as ‘anxiety’, as the former is caused
by an external trigger and the latter is defined by persistent, excessive worries that don’t go away
even in the absence of a stressor (American Psychological Association; APA, 2019). An outcome
measure was considered ‘validated’ if there was evidence of good psychometric properties, such as
internal consistency, test-retest reliability, criterion validity, construct validity, concurrent validity
and convergent validity.
Table 2.1

Inclusion Criteria

Population(s) Clinical and non-clinical populations with participants between the ages of 12
and 25 years

Intervention(s) Mindfulness-based interventions (interventions where mindfulness is the
primary component)

Comparators Controlled studies only (waitlist, no treatment, usual treatment, active
control)

Outcomes Any validated measure of anxiety as either primary or secondary outcome

Study Design Randomised control trials (studies where participants are randomly assigned
to either an experimental condition and at least one comparison or control
condition)

20



Setting The majority of the intervention (i.e. more than 50%) needs to have been
delivered online, either on the internet or through a smartphone application

Figure 2.1

PRISMA flow diagram (Moher et al., 2009)

c
'.9.. Records identified through
;.E database searching
= (n=920)
c
[
=
— Y
Records after duplicates removed
(n=495)
o
=
e
g Y
L%
v Records screened Records excluded
(n = 495) 7 (n=432)
Y
Full-text articles assessed Full-text articles excluded, with reasons
F for eligibility > (n=48)
3 (n=62)
a0 - Not a randomised controlled trial (n = 16)
= - No anxiety outcomes (n = 15)
- Article was a dissertation (n = 6)
- Mean age of participants did not fall
between 12 and 25 (n = 6)
) - Mindfulness not a core component (n = 3)
- Study not prepared in English (n = 1)
- v - Nocontrol arm (n =1)
- Studies included in
S I .
= quantitative synthesis
L= (meta-analysis)
(n=14)
N’

Data Extraction

The variables and categories to be included were decided after the complete reading of the
articles by the first author. A database was developed using Microsoft Excel software and Table 2.2
shows the variables and categories used. Data was extracted on two separate occasions by the first
author to minimise the risk of error and completed prior to quality assessment to reduce the risk of

reporting bias.
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Table 2.2

Data Extraction Summary.

Type Variable Category
Context Country of the samples
Sample Source of the sample Clinical
Non-clinical
Age Average
Gender Female percentage
Method Sample size Number of subjects
Drop-out Average
Measure Tools used
Follow-up No follow-up
Number of weeks/months
Anxiety Principal measure

Intervention

Setting

Experimental group intervention(s)
type

Control group intervention

Program name
Intervention duration
Session duration
Session frequency
Home practice

System of encouraged home practice

Compensation

Secondary measure

Internet-based mindfulness program
Mindfulness-based app
Mindfulness-based program with
virtual reality (VR)

Active

Waitlist

Placebo
Treatment as usual (TAU)
As stated

No. of weeks/days
No. of minutes

As stated

Yes

No

Not Specified

Yes

No

Not Specified

Yes

No

Risk of bias assessment

The National Institute for Health and Care Excellence (NICE) methodology checklist for

randomised control trials was used to assess study quality and is shown in Appendix B. The NICE

checklist is one of the recommended tools to be used for systematic reviews and meta-analyses

(zeng et al., 2015) and assesses four key areas of potential bias: a) selection; b) performance; c)
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attrition and d) detection. Each study was assessed to ascertain whether any of these biases exist
that could lead to an overestimation or underestimation of the true intervention effect. A second
reviewer (HR, trainee clinical psychologist) known to the researcher, but not one of the authors,
independently reviewed seven (50%) of the included studies to aid robustness of assessment.
Statistical analysis

A meta-analysis was conducted as part of the current review. As all of the studies were RCTs
and a majority (n = 13, 92.9%) used non-clinical community student samples of roughly the same age
(22.1), a waitlist control as a comparator (n =9, 64.3%), an intervention arm of the same length (n =
8, 57.1%) and all included validated measures of anxiety symptomology, a meta-analysis was
deemed an appropriate analysis to undertake. A meta-analysis allows results from individual
intervention studies to be combined to give an overall measure of the effect of one intervention
compared with another (Glass, 1976). The use of a meta-analysis for the current review enabled the
researcher to detect smaller differences than would an analysis of a single RCT. In addition, any
effect sizes detected would be more precise because the variability between participants is reduced
as their number increases (Boland et al., 2017). A random effects model was used based on the
assumption that although it varied from study to study, the true effect was centred on an overall
average effect. Analysis of the data was done using the R meta package (v4.17-0; Balduzzi et al.,
2019). As outcome data was continuous and used varying measurement tools, the effect size was
synthesized using Hedge’s g of standardized mean difference (SMD) with 95% confidence intervals
(Cls). Hedge’s g was selected given the sample of studies was below 20 and has been shown to be
preferable to Cohen’s d for this reason (Durlak, 2009; Ellis, 2010). Forest plots were generated for
both post-treatment effects and, where there was data available, follow up effects. For the study of
heterogeneity, the Cochran Q statistic and the 12 index were used. Finally, a funnel plot was used to

explore the presence of publication bias.
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Results

Study and sample characteristics

A total of 14 studies met inclusion criteria for the current review. Studies were published
between 2015 and 2022, with 10 (71.4%) conducted from 2020 onwards. Key characteristics of the
included studies are shown in Table 2.3. All studies were RCTs and over half (n =9, 64.3%), used a
waitlist control. All but one of the studies included participants from non-clinical samples and total
sample sizes ranged from 764 to 1349, with a mean sample size of 247. Approximately 72.7% of
participants across studies were female. The average age of participants across the studies where
this was reported was 22.1 (range 15-55) and the majority of participants where ethnicity was

reported (n =6, 42.9%) were ‘white’ (57.1%).
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Table 2.3

Key study characteristics.

Study Country Control SampleN, Ethnicity Attrition Mean age (range) Population Intervention Anxiety F/Up
Author (% female) white N (%) rate (post %) measure
(year) (primary or
secondary)
113 (75.2) 42 (37.2) 4 24.8 (NR) N/A
Ahmad et al. Full: 39 (74) Full: 13(33) ¢ s Full: 24.9 (NR) Non-clinical ternet-based o,
Canada WLC Part: 39 (71) Part: 12 (34) . mindfulness .
(2020) WLC: 35 (80) WLC: 17 (44) Partial: 3 Part: 24.1 (NR) students orogram (primary)
' ' WLC: 3 WLC: 25.4 (NR)
. 108 (79.6) 10 19.16 (NR) - Internet-based N/A
Dai et al. . Int: 52 (76.9) Non-clinical ) DASS-21
(2022) China WLC WLC: 56 (82.1) NR (NR) Int: 13 Int: 19.31 (NR) students mindfulness (primary)
WLC: 6.7 WLC: 19.02 (NR) program
Devillers- 76 (46) 20 NR (NR) - Internet-based N/A
Reolonetal. France  TAU Int: 38 (31.6) NR (NR) Int: 16.7 Int: 22.43 (NR) Non-clinical . ifuiness ~ DASS2! /
(2022) TAU: 38 (60.5) TAU: 20 Cont:21.83 (NR)  StUdents o eram (primary)
159 (78.6) 32(20.1) 6.33 22.55 (18-55) - Internet-based N/A
(Ezlo'\gg)" etal  onada  wicC Int: 79 (70.9) Int: 17 (21.5)  Int: 15 Int: 22.8 (18-54) sl\ltzré:rl:tr;lcal mindfulness ?pAr'imary)
WLC: 80 (86.3) WLC: 15 (18.8) WLC: 0 WLC: 22.3 (18-55) program
208 (70.2) 162 (77.9) 8.6 20.08 (18-49) im
Flett et al. New Placeb HS: 72 (66.7) HS: 59 (81.9) HS: 8.9 HS: 20.19 (18-41) Non-clinical Mindfulness- HADS
(2019) Zealand SM: 63 (71.4) SM: 48 (76.2) SM: 7.9 SM: 20.24 (18-49) students based app (primary)
Plac: 73 (72.6) Plac: 55 (75.3) Cont.: 10.7 Plac: 19.82 (18-25)
101 (69.31) 46.5 22.30 (NR) N/A
M: 27 (59.26) M: 59.3 M: 22.63 (NR) - Internet-based
:"2%"1; al- China  WLC M+txt: 24 (62.5) NR (NR) M+txt: 37.5  Me+txt: 21.88 (NR) S'\'tzr(;:r:'tr;'ca' mindfulness (Dp/iisnsq?ri)
M+m: 25 (84) M+m: 36 M+m: 22 (NR) program
WLC: 25 (72) WLC: 52 WLC: 22.64 (NR)
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Study Country Control SampleN, Ethnicity Attrition Mean age (range) Population Intervention Anxiety F/Up
Author (% female) white N (%) rate (post %) measure
(year) (primary or
secondary)
Lahtinen & 1349 (85.7) 29.7 18 (15-24+) Non-clinical Internet-based GAD7 3m
Salmivalli Finland  WLC Int: 667 (NR) NR (NR) Int: 41.5 Int: NR (NR) mindfulness .
(2020) WLC: 682 (NR) WLC:18.8  WLC: NR (NR) students — eram (primary)
321 (66.3) 67 22.8 (NR) Internet-based 3m
Mak et al. Hong WLC HAPA: 107 (NR) o (NR) HAPA: 65 HAPA: NR (NR) Non-clinical .o ° DASS-21
(2015) Kong Basic: 107. (NR) Basic: 59 Basic: NR (NR) students (primary)
WLC: 107 (NR) WLC: 78 WLC: NR (NR) program
365 (75) NR (73) 30.1 NR (18-21) 2-
Nguyen-Feng PC+M: 121 (NR) PC*M:NR(NR) pC+M:37.2  PC+M: NR (NR) Non-clinical Mtermetbased paoo o1 Bwks
USA Placeb ) T ' mindfulness
et al. (2017) M: 122 (NR) M: NR (NR) M: 33.6 M: NR (NR) students (primary) & 4-
Plac: 122 (NR)  Plac:NR(NR)  pjac: 19.7 Plac: NR (NR) program Swks
Orosa- f\4 (8?1 (NR) 21.0 38.9 /zxs (NIF\:)R (NR) Non-clinical Mindful STAI i
, pp: pp: 38. pp: on-clinica indfulness-
?Zlgazr;;e etal.  Spain wic IMBP: 23 (NR) NR (NR) IMBP: 49.0 IMBP: NR (NR) students based app (primary)
WLC: 30 (NR) WLC: 28.6 WLC: NR (NR)
, 124 (72.6) 25.8 25 (19-44) . . 3m &
:ﬁ‘z‘z’;;;')et Finland  TAU Int: 63 (77.8) NR (NR) Int: 30.2 Int: 24.5 (19-36) g;”;;'ts m'::;‘gssss (C:?Zn dary) 6
TAU: 61 (67.2) TAU: 21.3 TAU: 25.8 (19-44)
. 154 (76) 40 (26) 5.2 23.1 (NR) - Internet-based N/A
gg"zolft 3 Canada  wiC Int: 76 (75) Int: 17 (22.4)  Int:9.2 Int: 22.02 (NR) S'\'tz:;::tns'ca' mindfulness ?pAr'imary)
WLC: 78 (76.9)  WLC: 23 (29.5) WLC: 1.3 WLC: 24.18 (NR) program
. 177 (64.4) 122 (68.9) 8.5 NR (18-55+) . Internet-based im
Z:m(gg;slc;n et Uk WLC Int: 88 (64.8) Int: 63 (71.6)  Int: 12.5 Int: NR (18-55+) S'\'tzr&:r'\'tr:ca' mindfulness zzggfl'jary)
' WLC: 89 (64) WLC: 59 (66.3) WLC: 4.5 WLC: NR (18-55+) program
114 (73.7) 8.8 22.21 (NR) - . 2m
(s;gzgt) al. China  Active  M:57 (NR) NR (NR) M: 8.8 M: NR (NR) gﬁg:r'\';'cal Eg'::;‘:;gss' E:ﬁiDnZ any)
S:57 (NR) 5:8.8 S: NR (NR)
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Description of included studies

In terms of the experimental conditions in each study, intervention characteristics are shown
in Table 2.4. The majority of interventions (n = 8, 57.1%) were of eight weeks duration and used a
variety of outcome tools to measure anxiety, the most common of which was the Depression,
Anxiety, Stress Scale (DASS-2; Lovibond & Lovibond, 1995; n = 5, 35.7%) followed by the Generalised
Anxiety Disorder Assessment (GAD7; Spitzer et al., 2006; n = 3, 21.4%) and the Beck Anxiety
Inventory (BAI; Beck et al., 1988; n = 3, 21.4%). Other outcome measures used were the Hospital
Anxiety and Depression Scale (HADS; Zigmond & Snaith, 1983), the State-Trait Anxiety Inventory
(STAI; Spielberger et al., 1983) and the Patient Reported Outcomes Measurement System (PROMIS;
Irwin et al., 2010). Of the six measures used across the 14 studies, three measured symptoms within
the last week (HADS, PROMIS and DASS-21), one in the last two weeks (GAD7), one in the last month
(BAI) and one measured both symptoms of anxiety experienced “right now” and the propensity to
experience them more “generally” (STAI). All but two studies used a measure of anxiety as one of
their primary outcomes. In terms of intervention targets, twelve of the studies (85.7%) reported the
reduction of anxiety symptoms as one of their main objectives, with one aiming to improve ‘mental
health’ overall. Twelve studies (85.7%) also aimed to reduce symptoms of depression alongside
anxiety.

Seven of the studies (50.0%) made explicit reference to evidence-based MBIs such as MBSR
or MBCT in terms of the development of their interventions with the other half simply citing the use
of ‘mindfulness’ as the theoretical framework. Three of the interventions also incorporated
elements of cognitive behavioural therapy (CBT) into their mindfulness interventions (21.4%).
Intervention format varied between studies, some making use of pre-prepared online videos (n = 6,
42.9%), live videoconferencing (n = 5, 35.7%), smartphone applications (n = 5, 35.7%), audio
recordings (n =5, 35.7%), online discussion forums (n = 5, 35.7%), online logs/journals (n = 3, 21.4%),
or a combination of all or some of these. Except for two studies (14.3%) that involved two sessions

of in-person content that acted as introductory sessions to the intervention, all interventions were
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self-guided. The majority (n =9, 64.3%) used some form of reminder to prompt participants to
engage in the experimental condition, with most favouring email reminders. Only three of the
studies (21.4%) offered any form of participation credit but this was not contingent on adherence to
the intervention. All interventions involved home practice. Overall attrition rates ranged from 4% to

61%, with an average rate of 23.7%.
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Table 2.4

Key intervention characteristics.

Study Program Delivery Theoretical Intervention Delivered Session Session Total Home practice Comp.
Author name method(s) framework target by duration frequency length (method)
(year)
. Reducing
Mindfulness inlne symptoms of  Self-guided, . 3 modules
. videos, . ) Video released .
Ahmad et Virtual . . . depression, videoconf. Yes (email
. discussion Mindfulness ) conf. 20 per week 8 weeks . None
al. (2020) Community anxiety, and led by a MH . reminders)
forums, . mins over 4
(MVC) . stress professional
videoconf. weeks
Reducing
symptoms of
Mindfulness :ESi;iSSIon, Research
. Audio and and MBSR/ v, . .
Mindfulness ) stress and team for in- 6 sessions
. . ) video on MAP . . 2 daysa Yes (weekly
Dai et al. Living With . . improving person (2 lessons
app, 2in (Mindful . . week, 30— 6 weeks push None
(2022) Challenge mindfulness  sessions and ] per I
person Awareness . 40 min . notifications)
(MLWC) . ) level and self-guided session)
sessions Practice) .
perceived
social
support
Improve
Devillers-  Mindfulness . . mental .
Reolon et meditation g:lé?s) l;/rIgSR/Vmass health and Self-guided rlnoir?sr 20 Daily 17 days ::;gsdmearlsl) None
al. (2022) (MM) attentional
ability
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Study Program Delivery Theoretical Intervention Delivered Session Session Total Home practice Comp.
Author name method(s) framework target by duration frequency length (method)
(year)
Mindfulness O‘nllne Reducing Self-guided, . 3 modules
. Videos, . symptoms of . Video released .
El Morret Virtual . . Mindfulness/ . videoconf. Yes (email
. discussion depression, conf. 20 per week 8 weeks ) None
al. (2020) Community CBT . led by a MH . reminders)
forums, anxiety, and . mins over 4
(MVCQ) . professional
videoconf. stress weeks
Course
credit
Reducing offere
Flett ot al Theravada symptoms of 1 x session 10+ 30 d but
" Headspace App (audio) Tradition depression, Self-guided 10 min days Yes (none) not
(2019) . per day .
anxiety, and access tied to
stress app
adhere
nce
Initial in-
. person
2 X in-person Reduce groups led
groups + 7 . . 1.5hrs
depression, by facilitator 2 groups +
weeks of . . . (groups),
. anxiety, with MAin 2 home Yes (weekly text
Halletal. Mindfulness home-based . . 25-27 . .
. . . . Mindfulness  stress and counselling . practice 7 weeks reminders for2  None
(2018) intervention  audio-guided mins .
. sleep psychology, ) sessions groups)
mindfulness . (online
. dysfunction then self- . p/w
practice . audio)
guided
(online
audio)
e e e .
& L L MBSR/ . . (audio) 8- 7 x audio Yes (weekly
Salmivalli hyV|‘nv0|lnfc|k’ Audio, video MBCT dep.ressmn, Self-guided 20 mins 9 x video 8 weeks email reminder) d.but
(2020) urssi or ‘Tita anxiety, (vid) diplom
(translates to school a given
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Study Program Delivery Theoretical Intervention Delivered Session Session Total Home practice Comp.
Author name method(s) framework target by duration frequency length (method)
(year)
“mindfulness burnout and if
-based well- higher reques
being psychological ted
course” wellbeing
Enhanced
mindfulness
skills, mental 3 hour
Health wellbeing workshop
Action Web-based anql life ' , 39 mins 1 on'lme
Process ) satisfaction online session
Mak et al. Approach material, and lesson /w, 6 days Yes (weekly
) bp videos and MBSR . Self-guided B/W, > gweeks email None
(2015) (HAPA) . improved p/w, 20- p/w .
audio, ) . reminders)
enhanced logsheets mental 30 mins mindfulnes
mindfulness & health p/d daily s practice
outcomes mindfulne
(stress, ss
depression
and anxiety)
1t wk: 3
Present Reducing video
. modules
Nguyen- control Online symptoms of ond wk: 1 Yes (email
Feng et intervention  videos, Mindfulness  depression, Self-guided Unknown . ) 4 weeks . None
. . video and reminders)
al. (2017)  plus audio, logs anxiety, and audio
mindfulness stress 3rd/4ﬂ: wk:
audio
REM Volver a Reducing Codes
Orosa- casa App (audio anxiety and Total 200 8 stages Yes (none apart rovid
Duarteet ,, . PP . MBSR . y‘ Self-guided . with 3 8 weeks  from initial P
(‘Mindfulnes  and video) increasing mins . . . ed to
al. (2021) sections instruction)
s-Based empathy, get
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Study Program Delivery Theoretical Intervention Delivered Session Session Total Home practice Comp.
Author name method(s) framework target by duration frequency length (method)
(year)
Emotion self- the
Regulation. compassion, app
Going and free of
Home’) mindfulness charge
at the
end
App (text,
video, Self-guided, 3
Raevuori Meru Health  audio), MBSR/ Reduction of remote .
. . ) , 10-45 sequentiall
et al. Program discussion MBCT/ depression therapists mins delivered 8 weeks Yes (none) None
(2021) (MHP) board and CBT/BA symptoms for ad hoc ¥
modules
remote 1:1 support
support
Mindfulness O'nlme Reducing Self-guided, . 3 modules
. . Videos, symptoms of . Video released .
Ritvo et Virtual . . . . videoconf. Yes (email
. discussion Mindfulness  depression, conf. 20 per week 8 weeks . None
al. (2021) Community . led by a MH . reminders)
forums, anxiety, and . mins over 4
(MVC) . professional
videoconf. stress weeks
Affective 1 per week,
Simonsso Mindfulness ‘ Mindfulness/ polarlz.atlon, Mindfulness 90-105 20-30 mins
netal. rogram Videoconf. CBT reduction of  teacher, self- mins home 8 weeks Yes (none) None
(2021) prog anxiety and guided practice
depression p/d
Videoconf., 60 mins
Vindnss 0 [ ST eoont Y
Sunetal. for Growth Y MBSR/ y .p ' ., 5-40 v
online anxiety and by four RAs ) 2xweekly 4 weeks Yes(none) None
(2020) and ) MBCT . . . mins . .
. ” journal and depression trained in . video/audi
Resilience . . . video/aud
discussion mindfulness |
chat
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Assessment and overview of methodological quality

Studies varied in quality and assessment outcomes are shown in table 2.5. The majority (n =
13, 92.9%) were of medium to high quality overall, with one assessed as low-medium quality. These
ratings were assigned following assessments of the four areas of bias for each of the studies
mentioned earlier using the NICE methodology checklist, half of which were independently assessed
by a second reviewer. A clear strength of all studies was a clearly defined randomisation procedure,
usually by computer, and subsequent concealment of allocation (although this was unclear for one).
In addition, all but one study reported that groups were comparable at baseline. All groups were
identical in terms of treatment other than the intervention they received except for Raevuori et al.
(2021) who reported that they were unable to detail TAU (appointment type/ frequency) and were
concerned over the possibility that the intervention group received significantly less TAU compared
to the control group, among whom TAU was the only treatment. An obvious weakness for all studies
was the inability for all of them to blind participants, intervention administrators and in some
instances assessors to treatment allocation. Quality is more mixed when considering attrition rates,
with eight studies (57.1%) reporting more than 80% participation at final analysis and three (21.4%)
that did not report using an intent to treat (ITT) or per protocol (PP) analysis. All studies used a

validated measure of anxiety as an outcome and half of all studies included a follow-up.
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Table 2.5

Quality assessment outcomes per study.

Study Author (year)

Ahmad et al. (2020)

Dai et al. (2022)
Devillers-Reolon et al. (2022)
El Morr et al. (2020)

Flett et al. (2019)

Hall et al. (2018)

Lahtinen & Salmivalli (2020)
Mak et al. (2015)
Nguyen-Feng et al. (2017)
Orosa-Duarte et al. (2021)
Raevuori et al. (2021)

Ritvo et al. (2021)
Simonsson et al. (2021)

Sun et al. (2020)

Selection Performance Attrition  Detection
- S (=] o

Q - 2 5 7} K] > ) o- <
4 2 o e o = © £ ° o

Y= © o c © 0. ]
c © 5 S = = w8 S @ S o S
O Qo s € o o = —_ g = £ -
T & n £ s S L a ®C p © o o i)
2 g ¢ Sn T g s < s 8 = S T, v S
1S ] 0 " g " "E a .0 L 5 c < 2 et [e] a
O u® 2= .= S ® £ o S o c 3 9 o
T O O S 3 ¢ =S O £ T X e = ] s
& o6 = o8 2w & 2 S = ® = w ¢ a as
€ O® o O o ® <5 7. = > € < <
Y Y Y Y N N Y Y Y N N
Y Y Y Y N N Y Y Y N N
Y Y N Y N N Y Y Y N/A N
Y Y Y Y N N Y Y Y N N
Y Y Y Y N N/A Y N Y N Y
Y Y Y Y Unclear Unclear N N Y Unclear N
Y Y Y Y N N N Y Y N Y
Y Unclear Y Y N N N Y Y N Y
Y Y Y Y Unclear N/A N Y Y Unclear Y
Y Y Y Y Unclear Unclear N Y Y Y N
Y Y Y Unclear N N N Y Y N Y
Y Y Y Y N N Y Y Y N N
Y Y Y Y Unclear Unclear Y N Y Unclear N
Y Y Y Y N N Y Y Y N/A Y

Overall
Quality
Rating

MedHigh
MedHigh
Medium
MedHigh
MedHigh
LowMed
MedHigh
Medium
MedHigh
MedHigh
Medium
MedHigh
Medium
High
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Overview of results/outcomes

Results including means, standard deviations and sample size for each of the studies are
shown in Table 2.6 for post-treatment and, where this was conducted, follow-up. The post-
treatment mean scores for Dai et al. (2019) were not reported so an effect size was calculated and
manually inputted for later analysis. Overall, findings show that the majority of studies at post-
treatment (g =-0.23, 95% CI [-0.42, -0.05]) and follow-up (g =-0.21, 95% CI [-0.32, -0.10])
demonstrated statistically significant differences between the intervention and control arms in
terms of reductions in self-reported anxiety of mostly non-clinical youth populations. However, the
pooled effect of these was small and there existed substantial heterogeneity across studies for post
treatment effects. Individual SMDs that reported a reduction in anxiety symptomology (n = 10,
71.4%) ranged from -0.01 to -0.92 at post-treatment and from -0.06 to -0.36 for six of the seven
studies (85.7%) who conducted follow-up assessments. Additional analyses, which included the
exclusion of the lower quality study, did not affect the post-treatment effect to any large degree.

Further analyses demonstrated that, when passive controls were removed, these effects diminished.
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Table 2.6

Study results.

Int. Int. Int. Cont. Cont. Cont. Int. FU Int. Int. Cont. Cont. Cont.

post post post post post post Mean FU FUn FU FUSD FU

Mean SD n Mean SD n SD Mean n
Ahmad et al. (2020) 10.2 11.1 37 14.2 12.6 38 NA NA NA NA NA NA
Dai et al. (2022) 1.23 NA 52 2.11 NA 56 NA NA NA NA NA NA
Devillers-Reolon et al. (2022) 413 3.24 38 3.55 3.24 38 NA NA NA NA NA NA
El Morr et al. (2020) 10.06 7.8 68 18.19 13.18 80 NA NA NA NA NA NA
Flett et al. (2019) 5.74 4.14 72 6.05 3.47 75 5.87 413 67 6.56 4.81 67
Hall et al. (2018) 5.48 5.48 42 11.83 10.25 12 NA NA NA NA NA NA
Lahtinen & Salmivalli (2020) 5.94 4.62 365 7.31 5.02 507 6.25 5.26 216 7.37 4.99 453
Mak et al. (2015) 6.27 6.63 58 5.67 7.26 48 6.46 6.6 37 5.72 7.64 24
Nguyen-Feng et al. (2017) 1.53 0.49 76 1.44 0.42 98 1.35 041 74 1.43 0.43 89
Orosa-Duarte et al. (2021) 20.48 12.53 31 26.77 12.35 30 NA NA NA NA NA NA
Raevuori et al. (2021) 7.86 3.91 44 6.91 3.94 48 6.81 3.77 37 7.05 3.89 42
Ritvo et al. (2021) 12.29 10.84 69 14.61 12.37 77 NA NA NA NA NA NA
Simonsson et al. (2021) 9.81 3.54 79 11.7 3.72 86 9.57 3.76 77 10.9 3.45 85
Sun et al. (2020) 6.08 3.99 52 6.13 4.26 52 5.54 3.48 52 7.04 4,75 47
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The forest plot for the meta-analysis of post-treatment scores is shown in Figure 2.2. In
terms of heterogeneity, the Q statistic was statistically significant (Q [13] = 43.2898, P = <.0001)
which indicates that heterogeneity was greater than expected due to chance. The 12index was

74.5%, indicating a substantial degree of heterogeneity. The majority (n = 8, 57.1%) of studies’

individual SMDs are to the left of the vertical axis or ‘line of no effect’, indicating that these studies

demonstrated a difference between the intervention and control groups in terms of a reduction in

anxiety symptomology. Five of these studies showed a statistically significant effect, with the largest

of these from Hall et al. (2018). Four studies demonstrated an increase in anxiety scores. Raevouri et

al. (2021) was also the only sample to include a clinical population. The diamond representing the

pooled effect is to the left of the axis and is statistically significant (g = -0.23, 95% ClI [-0.042, -0.05]).

Figure 2.2

Forest plot for baseline and post-treatment and effect sizes.

Study SMD [95% CI]
Ahmad etal. (2020) —a— -0.33 [0.79, 0.12]
Dai et al. (2022) - -0.66 [-1.04,-0.27]
Devillers-Reolon et al. (2022) I—-—-—| 0.18 [-0.27, 0.63]
El Morr etal. (2020) —a— ' -0.73 [-1.07,-0.40]
Flettetal. (2019) —-— -0.08 [-0.40, 0.24]
Halletal. (2018) o -0.92 [-1.59,-0.26]
Lahtinen & Salmivalli (2020) HlH -028[-0.42,-0.15]
Mak etal. (2015) |—|—| 0.09 [-0.30, 0.47]
Nguyen-Feng et al. (2017) H-—— 0.20 [-0.10, 0.50]
Orosa-Duarte etal. (2021) e -0.50 [-1.01, 0.01]
Raevuori et al. (2021) ——a—— 024 [-0.17, 0.65]
Ritvo et al. (2021) ——— -0.20[-0.52, 0.13]
Simonsson et al. (2021) —— -0.52[-0.83,-0.21]
Sun et al. (2020) l—-—i -0.01 [[0.40, 0.37]
RE Model poemeemes -.— ------- { -023[-0.42,-0.05]
T T | | T 1
-2.00 -1.00 0.00 050 1.00

Standardized Mean Difference
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Seven studies (50%) conducted follow-up assessments, which ranged from one month to six
months post -intervention, with a median of three months (n = 3, 42.9%). Efforts were made to
reduce this variability by selecting follow-ups of equal length if there was more than one to choose
from, however this was not possible for four of the studies. The forest plot for the meta-analysis for
follow-up scores is shown in Figure 2.3. In terms of heterogeneity, the Q statistic was not statistically
significant (Q [6] = 3.4388, P = .75) and the IZ2index was 0.00%, indicating heterogeneity may not be
present. More of the studies at follow-up demonstrated sustained or improved anxiety scores
compared to post-treatment, with four studies showing the same or increased effect in this direction
and two studies demonstrating a statistically significant difference. The pooled effect shows a
statistically significant, if small, effect in the same direction (g = -0.21, 95% Cl [-0.32, -0.10]).

Figure 2.3

Forest plot for follow-up effect sizes.

Study SMD [95% CI]
Flettetal. (2019) l—-——| -0.15[-0.49, 0.19]
Lahtinen & Salmivalli (2020) —— -0.22 [-0.38, -0.06]
Mak etal. (2015) = i 0.10[-0.41, 0.62]
Nguyen-Feng et al. (2017) I—'——| -0.19 [-0.50, 0.12]
Raevuori etal. (2021) : | -0.06 [-0.50, 0.38]
Simonssonetal. (2021) ! -0.36 [-0.67,-0.05]
Sun etal. (2020) = . ! -0.36 [-0.76, 0.04]
RE Model - : -0.21 [-0.32,-0.10]
| | | | 1
-1.00 -0.50 0.00 0.50 1.00

Standardized Mean Difference
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Figure 2.4 shows the funnel plot for the meta-analysis. The reasonable degree of symmetry
of the studies on either side of the effect line shows that publication bias is unlikely to be present. A
formal test of funnel plot asymmetry (Egger et al., 1997) was used to examine the association
between the overall estimated post-test intervention effect and the standard error of the
intervention effect, which was not found to be significant (P = .47).
Figure 2.4

Funnel plot for publication bias.
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Additional analyses

A sensitivity analysis was conducted, in light of the substantial heterogeneity observed for
post-treatment effects, by excluding the one study of poorer quality (. The higher likelihood of bias
resulting from lower quality trials has meant many meta-analyses exclude them. Systematic bias can

contribute to error, which could favour either the experimental or the control/comparison
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treatment and some researchers have found outcomes of treatment efficacy have been exaggerated
when low quality trials have been included (Conn & Rantz, 2003; Moher et al., 1998). Confounding
between quality dimensions and other important aspects of the studies could therefore exist (Juni et
al., 1999). In terms of heterogeneity for post-treatment, the Q statistic was statistically significant (Q
[12] = 39.1544, P = <.0001) and the I2index was 73.41%, indicating a substantial degree of
heterogeneity, both of which were similar to the heterogeneity observed in post-treatment
outcomes prior to the exclusion of Hall et al. (2018). The pooled effect was again statistically
significant (P = .03), with a similar overall effect as before (g = -0.20, 95% CI [-0.38, -0.03]),
suggesting minimal impact of the exclusion of the low quality study.

A moderator analysis was also conducted which excluded all passive controls. The use of
passive controls can expose studies to a variety of threats to internal validity such as expectancy
effects and demand characteristics. The presumed solution to these threats adopted by many in the
research community has been to use active controls, in which the control group participates in an
alternative intervention not designed to target the core outcome of interest (Au et al., 2020). In the
current study, passive controls comprised all nine studies that used a waitlist control. This left five
studies with active controls. The test for moderators was significant (QM [1] = 14.2132, P = .0002),
demonstrating very clear evidence of moderation. The forest plot for the meta-analysis for passive
controls is shown in Figure 2.5. In terms of heterogeneity, the Q statistic was statistically significant
(Q[8] = 18.5208, P = .02) and the I?index was 59.89%, indicating a moderate degree of
heterogeneity. The pooled effect was statistically significant (P = <.0001), with a small to medium
overall effect size (g =-0.41, 95% CI [-0.59, -0.23]). The forest plot for the meta-analysis for active
controls is shown in Figure 2.6. In terms of heterogeneity, the Q statistic was not statistically
significant (Q [4] = 2.4948, P = .65) and the I2index was 0.00 %, indicating a lack of heterogeneity.
The pooled effect was not statistically significant (P = .25), with an effect size of g = 0.10, 95% Cl [-

0.07, 0.26].
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Figure 2.5

Forest plot for passive controls effect sizes.
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Figure 2.6

Forest plot for active controls effect sizes.

Study SMD [95% CI]
Devillers-Reolon et al. (2022) = 1 0.18[-0.27,063]
Flettet al. (2019) B = -0.08 [-0.40, 0.24]
Nguyen-Feng etal. (2017) : i i 0.20[-0.10, 0.50]
Raevuori et al. (2021) = = i 0.24[-0.17,065]
Sun et al. (2020) ! l { -0.01[-0.40, 0.37]
RE Model I---H 0.10[-0.07, 0.26]
| I | i | | I |
-0.60 -0.20 0.20 0.60

Standardized Mean Difference

Discussion

This manuscript used systematic review methodology to investigate whether online MBls

were effective in reducing self-reported anxiety in young people. Application of inclusion criteria to

the results of the searches identified 14 papers for inclusion in this review, albeit a small number

given the recent expansion of research in this area. Nevertheless, a robust and focused search

strategy was carried out that enabled the first author to obtain a reasonable number of specific

studies that allows confidence in the conclusion that all relevant research was included in this review

and that conclusions arising from this review can be based on a synthesis of all available evidence.
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Overall, there appears to be a small but statistically significant effect in terms of the effectiveness of
online MBIs in reducing self-reported symptoms of anxiety across the included studies. However,
online MBIs’ effectiveness reduces when compared with active controls, suggesting that these
interventions fare no better than other comparable interventions but are at least better than no
intervention at all.
Effect direction

Findings from the meta-analysis show that the majority of studies at post-treatment and
follow-up demonstrated differences between the intervention and control arms in terms of
reductions in self-reported anxiety, but that the pooled effect of these was small. Five studies were
statistically significant at post-treatment, with Hall et al. (2018) demonstrating the largest effect,
although with a wide Cl and thus should be interpreted with caution. Two studies were statistically
significant at follow-up, with Simonsson et al. (2021) and Sun et al. (2022) demonstrating the largest
effects. Only Lahtinen & Salmivalli (2020) demonstrated statistically significant, albeit small, effects
at both post-treatment and follow-up. Four studies showed effects in the other direction and
reported increases in anxiety symptomology at post treatment, although none of these were
statistically significant. It should be noted that anxiety was not the sole intervention target of any of
these four studies, with one stating that their aim was to improve ‘mental health’ generally and
another focused primarily on the reduction of depressive symptoms. This study was also the only
included study to use a clinical sample of young people. The number of studies reporting an increase
reduced to just one at follow-up. Only Mak et al. (2015) demonstrated worse outcomes at both post-
treatment and follow-up, the reasons for which will be considered later.

The overall small effects reported in this study aligns with similar effect sizes reported in
other reviews that have pooled the effects of MBls on anxiety symptoms (Krusche et al., 2013;
Dunning et al., 2019; Odgers et al.,2020; Sommers-Spijkerman et al., 2021). In terms of individual
study effect, Lahtinen and Salmivalli (2020) had the most precise estimate of SMD compared to

other studies, as shown by the narrow Cl. One obvious reason for this is the substantially higher
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number of participants in the study compared to the others. The most pronounced effect at post-
treatment according to SMD was evidenced in Hall et al. (2018), followed by Dai et al. (2022). This
could be due to the presence of in-person elements in both studies in addition to receiving weekly
reminders from the research team. Other interventions that used group-based elements were either
totally virtual, anonymous or both.
Intervention comparison

In terms of the theoretical frameworks used for the interventions themselves, studies that
used protocols or techniques derived from MBSR or MBCT principles faired just as well as
interventions that used bespoke mindfulness packages at both post-treatment and follow-up. This
aligns with previous reviews, one of which found that over 42% of included studies were mixed or
hybrid interventions, encompassing elements of both MBSR and MBCT as well as other mindfulness-
based exercises (Sommers-Spijkerman et al., 2021). Further and similar to other studies exploring
the effectiveness of online MBIs, the majority of studies compared interventions to a waitlist control
group. When passive control groups alone are compared to online MBIs, the latter’s effects are
increased. However, when active controls are compared these effects reduce, suggesting effects of
online MBIs are not superior to other comparable interventions.
Outcomes

Anxiety symptom thresholds remained largely consistent across the studies, with mean

VT I ”

scores all falling within either the “low”, “normal” or “mild” range at baseline, post-intervention and,
for those that included them, follow-up. The only exception was Sun et al. (2022) whose baseline
mean scores fell within the “moderate” range for both intervention and control participants,
although only just, and these fell within the “mild” range at post-intervention and follow-up. As
such, the small effects observed may also be due to the relatively low baseline of most participants
in the included studies. There is also variability amongst the various measurement tools in the

current review, both in terms of length (varying from seven to 40 items) and in terms of the nature

of questions. The BAI, for example, places a heavier emphasis on somatic experiences compared to
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other measures, with 15 of its 21 items specifically assessing this. There does not, however, appear
to be an association with outcome between studies that used different measures.
Quality rating of studies

There were some instances of bias that lowered the methodological quality of some studies.
One area of bias that was particularly noteworthy for some studies was attrition. Significant dropout
was reported by Hall (2018), Mak et al. (2015) and Orosa-Duarte et al. (2021) and six studies
reported that less than 80% of participants were included in the final analysis, although this was
somewhat mitigated by the use ITT or PP analysis for all but one of them. Mak et al. (2015) also
reported poor overall retention rates at post-assessment and 3-month follow-up, and was also the
only study to not show an effect at either timepoint. The attrition rates reported in the studies is
similar to the average attrition rates for digitally delivered MBIs found in other studies, with a
reported range of between 8% and 60% attrition (Spijkerman, 2016) comparable to the range
reported in the current review. Moreover, purely app-based interventions have been found to have
slightly higher retention rates, ranging from 58% to 92% (Rooksby et al., 2015). The current review
tentatively supports this, albeit with limited data, with the three of the five studies that utilised apps
in their interventions reporting lower attrition rates for these arms compared to other arms (Flett et
al., 2019; Orosa-Duarte et al., 2021).

Another area of bias relates to that fact that all but one of the interventions were developed
by the researchers themselves, thereby introducing the potential for bias in terms of their
evaluation. Earlier reviews of MBIs for youth have similarly highlighted this as a potential issue
(Dunning et al., 2019). Further, as is the case with most psychological intervention RCTs, participants
and administrators were not blinded to treatment allocation and so performance bias cannot be
ruled out for any of the included studies. Additionally, all outcome measures were self-reported and
therefore introduced the possibility of social desirability bias for all studies. Lastly, the self-guided

element of many of the interventions also introduced the risk of confounding variables that were
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difficult if not impossible to control for in terms of effect, such as life events and external stressors
or simply the passage of time between the beginning and end of treatment.
Strengths, Limitations and Future Research

The decision to include only randomised controlled trials in the current review was based on
the prevailing view that RCTs are considered the reference standard for driving practice (Tarnow-
Mordi et al., 2017). This is due to the fact that randomisation reduces bias and provides a rigorous
tool to examine cause-effect relationships between an intervention, allowing attribution of any
differences in outcome to the study intervention that is not possible with any other study design
(Hariton & Locascio, 2018). The use of a waitlist control is common in psychotherapy research
(Steinert et al., 2017) and in controlled studies that have compared mindfulness-based therapy in
particular (Hofman et al., 2010). The inclusion of five active controls was shown to affect the
comparability of the effect sizes of the studies as previously mentioned, suggesting that online MBls
may be a useful intervention in the absence of other interventions but not necessarily instead of
them. This is supported by existing research that finds wait list control groups typically yielding the
largest effects (Barth et al., 2013).

The current review included RCTs that for the most part did not recruit from selected clinical
populations, except for Raevuori et al. (2021) which required International Statistical Classification of
Diseases and Related Health Problems (ICD-10; WHO, 2019) diagnosis of a major depressive
disorder. The small, pooled effect size found in the current review that focused on predominantly
non-clinical samples aligns with those found in earlier reviews of web-based psychological
interventions for young people, with one study finding improvements in anxiety with small effect
sizes in general populations (Pennant et al., 2015), and can thus be considered a relative strength of
the study. A small effect size in a predominantly non-clinical sample as in the current review could
still be relatively meaningful in terms of reducing the risk of developing more severe anxiety for

general populations. Online MBIs may not be as helpful for clinical populations, however, which the
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increase in anxiety symptomology in Raevuori et al. (2021) appears to suggest, although further
research with these populations would provide more evidence.

The pooled mean age of the meta-analysis was 22.5 years and most samples used university
students, with only one study including participants below the age of 18. This does limit the
generalisability of the results but does provide data for one of the stated objectives of the current
review which was to incorporate studies of participants aged beyond 18 years old as has been the
case in previous reviews. Future research could seek to review studies that have conducted research
into school-age populations, for example. Further, although the preponderance of females in the
included studies aligns with existing evidence regarding the higher proportion of women than men
who receive support for mental health problems in western nations (Wang et al., 2005; Rapee, 2012;
McManus et al., 2016), this further limits the generalisability of the findings to a wider and more
gender-balanced population.

The degree of heterogeneity present between the studies included in the current review
poses additional questions regarding the precise mechanisms of the small effects observed. Future
research could therefore take into account potentially moderating variables such as sample size,
measure of outcome, duration of intervention and mode of delivery. More rigorous attention to
personal characteristics of samples may also aid in the isolation of specific variables associated with
outcome. Subgroup analysis and meta regression may be required to investigate this further in order
to investigate possible differences between the studies and other factors that may influence the
effect. Similar studies have found this to be useful (Pennant et al., 2015), where significant subgroup
differences were observed when studies of anxiety were separated by age and severity.

Each study had varying lengths of follow-up and half of included studies reporting no follow-
up at all. Although the variability in follow-up measurements is noted in a similar systematic review
and meta-analyses (Sommers-Spijkerman et al., 2021), it remains unclear whether the tentatively
encouraging effects in the current review of online MBIs shown at 3 months post-intervention are

sustained over longer periods and thus future research could include longer term follow-ups. The

47



considerable variability in attrition and retention rates for each of the included studies also warrants
control in future studies. One final limitation concerns the absence of a second reviewer during
study selection. The Cochrane Collaboration recommends using two or more members of the review
team, working independently, to screen studies (Higgins et al., 2011). Although a second reviewer
was recruited to screen for bias of the selected studies and thus provided inter-rater reliability for
this stage of the review, the omission of them in the selection process is an obvious limitation.
Clinical implications and conclusions

The current review contributes to existing literature regarding the clinical effectiveness of
online MBIs for younger populations with self-reported symptoms of anxiety. Small effects in the
direction of the reduction of anxiety symptomology following a course of online MBI suggest initially
promising outcomes. The small effect observed in the current review is consistent with findings from
similar meta-analysed studies and the relatively low mean baseline scores also meant that most
participants did not meet clinical thresholds in terms of symptom severity, thus providing tentative
evidence that online MBIs may be a useful intervention for young people who may not otherwise
meet criteria or who are not referred for more specialised mental health care. The stronger effects
present when active controls are removed also suggest online MBIs could be useful for those who
are on a waitlist but that they may not be as effective when compared to other psychological
interventions. However, the over-representation of female, university-age students limit the
generalisability of these conclusions and raises questions as to whether the small effects observed

would still be present in clinical and in younger, more representative samples.
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Bridging Chapter

The systematic review explored the clinical effectiveness of online MBIs for younger
populations with self-reported symptoms of anxiety. Findings suggest that their use may be of
benefit in reducing anxiety of non-clinical samples with mild baseline symptom severity. The
relatively low-intensity, affordability and accessibility of online MBIs could therefore be added to the
growing toolkit of self-help methods that can promote better overall mental health such as
improving self-awareness, looking after one’s physical health and developing and nourishing social
connections (Mind, 2017).

Mental health exists on a complex continuum, with experiences ranging from an optimal
state of well-being to debilitating states of great suffering and emotional pain (WHO, 2022). In order
to address another key point along this continuum, the following empirical paper will shift focus
towards an understanding of what components of mental health care might be pertinent to young
people with more severe and complex mental health difficulties. The data used for this paper will be
from the PRODIGY (prevention and treatment of long-term social disability amongst young people
with emerging severe mental illness with social recovery therapy) trial (Fowler et al., 2021). This
pragmatic, multicentre, single-blind, superiority RCT aimed to evaluate a new approach to early
intervention with young people with social disability and severe and complex mental health
problems. The approach, known as social recovery therapy (SRT), was implemented over a period of
9 months and was compared with enhanced standard care (ESC), with the primary hypothesis being
that, for young people who are socially disabled and severe and complex mental health problems,
SRT plus enhanced standard care would be superior to enhanced standard care alone in improving
social functioning. Participants between the ages of 16 and 25 years who had persistent social
disability, a history of social impairment problems and the presence of severe and complex mental
health problems were recruited between 2012 and 2017. In terms of outcomes, there was a general

pattern of large and clinically significant improvements over time in both arms. However, there was
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no evidence for the clinical superiority or cost-effectiveness of SRT as an adjunct to ESC (Berry et al,

2022).
Although PRODIGY was an RCT, the current study will not be using the data in this way. For

the purposes of the following empirical project, both arms of the trial will be combined into one

group and the data used as a quantitative longitudinal cohort study. Variations in ESC, in particular,

will be explored to see whether these were associated with baseline and outcome variables.
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ABSTRACT

Objective

There is an increasing demand to identify possible models of care that better serve the needs of
young people and help prevent further deterioration of their mental health. This study aimed to
explore variations in Enhanced Standard Care (ESC) offered as part of the PRODIGY trial and explore
how these were associated with baseline and outcome variables.

Methods

The current study utilised a large, pre-existing dataset of young people (N = 222) with complex
presentations of mental health difficulties and social disability, defined operationally as below 30
hours of ‘structured activity’ per week. Variations in packages of care received over a 9 month
period were explored, along with associations with baseline characteristics and outcomes.

Results

Three care packages were identified (Primary/Community, Specialist and Comprehensive). Young
people with more severe symptomatic difficulties at baseline received more complex packages of
care. However, functional outcomes were similar across the different care packages.

Conclusions

Findings demonstrate substantial heterogeneity in what care people received. The level of input an
individual receives does not appear to affect the degree of social recovery they experience, with
similar outcomes observed across all three care packages. Symptom severity and risk, rather than

functioning, looks to be a marker of how much care individuals receive.
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INTRODUCTION

Youth mental health and social disability

Most socially disabling chronic and severe mental health problems begin in adolescence,
with 75% of all severe and chronic mental illnesses emerging between the age of 15 and 25 years.
Further, between 3% and 5% of adolescents present with complex mental health problems
associated with social disability (Kessler et al., 2005; Kim-Cohen et al., 2003). Social disability in
young people with severe mental health problems can be operationally defined as low activity, or
time spent, in social and economic domains (Hodgekins et al., 2015). These domains include
socialising with friends and family, employment, education and engagement in leisure activities. It
has been shown that poor social and occupational functioning in young people by way of withdrawal
from and/or avoidance of these domains is a good predictor of longer-term mental health difficulties
(Fowler et al, 2010). Young people who have a combination of severe and persistent mental health
needs and who are socially disabled present with problems that have the highest lifelong burden
(Knapp et al., 2016).

Several UK guidelines have highlighted the importance of managing severe and complex
mental health problems in young people, particularly in those at risk of social disability, including
those for social anxiety (National Institute for Health and Care Excellence; NICE, 2013), depression
(2019) and psychosis and schizophrenia (2013). These best practice guidelines are based on single
diagnoses or a ‘family’ of disorders. However, research has shown that most young people referred
to services show high rates of diagnostic co-morbidity (Garland et al., 2001; Weisz et al., 2012). As
such, many young people with co-morbid mental health difficulties in addition to poor functioning
arguably fall between the gaps of services or are treated for only one difficulty. As such, current best
practice, where the focus is primarily on symptom reduction, may not adequately meet the needs of
young people with complex presentations.

Current youth mental health policy
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Nationally, there is an acknowledged need to reform mental health services for young
people. Focus on youth mental health has been highlighted by various government reviews such as
Future in Mind (2015), the Five Year Forward View for Mental Health (2016) and the NHS Long Term
Plan (2019). However, A report by the Care Quality Commission (CQC) in 2018 highlighted that many
children and young people experiencing mental health problems don’t get the kind of care they
require, and that the system is complicated, with no easy or clear way to get help or support (Care
Quality Commission, 2018). Local transformation models have been enacted to address these issues,
such as the Norfolk Youth Service, which aims to provide pragmatic, assertive and “youth friendly”
services that transcend traditional service boundaries (Wilson et al., 2018). This includes new ways
of working with the third sector and education system. There are early signs that these local
transformation models are working for some areas (Rocks et al., 2020). However, clearly more still
needs to be done, with COVID-19 additionally demonstrating the necessity of a more coherent and
flexible youth mental health service (Holmes et al., 2020).

The PRODIGY trial

The economic costs of not addressing mental health problems associated with social
disability at an early stage are high (Mangalore & Knapp, 2007). Compared to their peers, young
people with mental illness are nearly twice as likely not to be in education, employment or training
(O’Dea et al., 2014), reducing both the workforce and tax base, increasing the burden on the
working population, raising expenditure on long term health care and reducing economic growth
(Rechel et al., 2009). Thus, numerous studies have attempted to develop interventions that support
social and functional recovery for young people with complex mental health difficulties, rather than
focusing solely on symptomatic outcomes (Fowler et al., 2010; 2018). The PRODIGY (prevention and
treatment of long term social disability amongst young people with emerging severe mental illness
with social recovery therapy) trial (Fowler et., 2021), aimed to explore the effectiveness of a novel
intervention, Social Recovery Therapy (SRT), which has previously found to be effective in young

people with psychosis (Fowler et al., 2018), in improving time spent in structured activity as a
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measure of functional outcome for a cohort of young people. Participants in the PRODIGY trial were
recruited from primary and secondary youth and adult NHS mental health services, third sector,
youth, and education organisations and were required to be aged 16-25 years with persistent social
disability and severe and complex mental health problems. Exclusion criteria were the presence of
active psychotic symptoms or history of psychosis; severe learning disability; non-English speaking,
or disease or physical problems likely to undermine participation. Initial findings found no evidence
for the clinical superiority or cost-effectiveness of SRT as an adjunct to Enhanced Standard Care
(ESC) over a period of 9 months (Berry et al, 2022). However, large improvements in primary and
secondary outcomes were shown in both the SRT and ESC arms of the trial.

The present study

The present study involves a more in-depth analysis of ESC received by all participants in the
PRODIGY trial. ESC involved a summary of the baseline assessment and signposting to a Best Practice
Manual, which summarised routinely available evidence-based good practice. The aim of ESC was to
signpost participants and their referring clinician to evidence-based medical, psychological, and
psychosocial treatments that were already available within mental health services. ESC was
heterogenous across trial participants and included provision of short-term individual and family
psychological therapies, medication management, support and monitoring within primary or
secondary mental health services. Participants could also have received a range of education, social,
training, vocational and youth work interventions from a variety of statutory and non-statutory
service providers.

As there were no differences in outcome between the two arms of the trial, and as such no
added benefit over and above ESC, the current study sought to analyse data for all participants in
the PRODIGY trial by combining data from the two arms for secondary analysis. Combining trial data
for secondary analysis where no differences between intervention and control groups were
identified maximises the use of research data and reduces research waste and follows previous

research that has successfully employed this methodology (Fowler et al., 2012). The findings from
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this analysis were then used to identify packages of support which may address gaps in current
service provision for young people with complex mental health problems and social disability.
Optimising standard care to ensure targeted delivery of existing interventions may improve
outcomes for young people (Berry et al, 2022). The complex nature of child and adolescent mental
health services (CAMHS) and by consequence the service transformations taking place make
evaluation challenging (Rocks et al., 2018). The current study therefore afforded an opportunity to
explore a large, heterogenous dataset to identify variations in the packages of care received by
young people with complex mental health problems and social disability. The study examined
differences in baseline characteristics and outcomes between groups receiving different care
packages. For the purposes of the current study, a ‘care package’ was defined based on the ‘input’
that a young person received. This input may have been from health professionals (such as a GP,
psychologist, psychiatrist or nurse) but also included other forms of care such as friends and family

or support from third sector organisations.

RESEARCH QUESTIONS

1. What care packages did young people receive as part of ESC during the PRODIGY trial?

2. Were there any baseline differences between young people who received different packages
of care as part of ESC during the PRODIGY trial?

3. Was there a difference in functioning at 9 months between the groups receiving different

care packages?
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METHOD

Design

PRODIGY was a pragmatic, single-blind, superiority randomised controlled trial that was
conducted in three UK centres: Sussex, Manchester and East Anglia. The current study was a
secondary analysis of the trial data. For the purposes of the study both arms of the trial were
combined and the data used as a quantitative longitudinal cohort study, with assessment points at
baseline and 9 months. This was acceptable given the lack of statistically significant differences
between the two groups.
Participants

Participants were recruited from child, adolescent and adult primary and secondary care
mental health services and from youth, social, education and third-sector services. Eligible
participants completed baseline assessment measures, were randomised to the intervention or
control arm of the trial and were followed up over the following 24 months. Participants were
recruited between 2012 and 2017 and were aged between 16 and 25 years with persistent social
disability, defined as less than 30 hours per week of structured activity with social impairment for at
least 6 months. In addition, participants had severe and complex mental health problems, defined as
either meeting at-risk mental states (ARMS) criteria for psychosis on the Comprehensive Assessment
of At-Risk Mental States (CAARMS; Yung et al., 2005) (46%) or the presence of severe non-psychotic
mental health problems indicated by a Global Assessment of Functioning (GAF) score of equal to or
less than 50 and persisting for at least 6 months (54%). Exclusion criteria were current or historical
psychosis, severe learning disability, presence of disease, physical problems, or non-English speaking
to a degree that interfered with the capacity to consent to and participate in the research.

In total, 270 participants were recruited for the PRODIGY study, with 135 randomised per
trial arm to either ESC+SRT or ESC-alone. Out of this total, 222 were included in the current study,

with the remaining 48 having insufficient data recorded at 9 months. The majority (57%) of these
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participants were between 16 and 19 years of age, with a mean age of 20 years. There was a
majority of male (58%) compared to female (42%) participants and the majority of participants were
white (91%), single (86%), heterosexual (78%) and unemployed (71%), although a significant
proportion were students (23%). In terms of accommodation, the majority of participants lived in
rented properties (55%), while a smaller but significant proportion lived in owner-occupied
accommodation (35%). With regards social functioning, approximately 71% of participants were
defined as ‘very low functioning’ (engaging in less than 15 hours per week of structured activity).
Almost half of all participants (48%) also met criteria for ARMS.

Measures

The Health Service Resource Use Questionnaire (HSRUQ; Thornicroft et al., 2006) is an
adapted version of the Client Socio-Demographic and Service Receipt Inventory — European Version
(Chisholm et al., 2000), and was used to identify and define the three packages of care received by
participants at 9 months. The HSRUQ includes data on health and social care professional contact,
inpatient and A&E admissions and attendances, police contact, social security benefits, medication,
support services/groups and support from family and friends. This measure was administered
retrospectively at 9 months by research assistants in the PRODIGY trial, who were blind to group
allocation, to explore what care participants had received over the preceding 9 month period. The
measure asked participants to say whether they had accessed any of the support named above and
the frequency or total time spent receiving this.

The Structured Clinical Interview for Diagnostic and Statistical Manual of Mental Disorders,
Version Four (SCID; Spitzer et al., 1992) and the CAARMS (Yung et al., 2005) were used to define the
presence of mental health difficulties and identify the presence of comorbidities at baseline to see if
this was associated with what level of care participants received. The SCID is an interviewer-led
outcome measure that uses a decision tree approach to identify the presence or absence of
‘disorders’, as defined in the diagnostic and statistical manual of mental disorders (5th ed.; DSM-S5;

American Psychiatric Association, 2013) within the last month and over a person’s lifetime. The
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CAARMS is also interviewer-led and measures the intensity, frequency, duration and recency of
subthreshold psychotic symptoms and is used to group respondents into varying levels of risk.

In addition to interview-based outcomes, several self-reported measures were used to
determine whether certain baseline variables were associated with particular care input. These
included the 24-item Belief Core Schema Scale (BCSS; Fowler et al., 2006) which concerns
participants’ beliefs about the self and others that are assessed on a five-point rating scale (zero to
four); the Beck Depression Inventory (BDI-1I; Beck et al., 1996), a 21-item, self-report rating
inventory that measures characteristic attitudes and symptoms of depression; the Acceptance &
Action Questionnaire (AAQ-1I; Bond et al., 2011), a seven item self-report questionnaire that uses a
Likert-type scale that runs from 1 (never true) to 7 (always true), to determine the level of
psychological flexibility; and the Schizotypal Symptoms Inventory (SSI; Hodgekins et al., 2012), a 20
item self-report measure assessing subthreshold psychotic phenomena across a five point Likert
scale from ‘not at all’ to ‘all of the time’. The addition of these measures enabled self-reported
perspectives to be taken into account alongside the interview-based outcome measures, as some
studies have demonstrated comparable strength in self-reported outcomes and practitioner-led
clinical interviews being able to identify the presence of particular mental health difficulties (Kaplan
et al., 1994; Stuart et al., 2014; Steketee et al., 1996).

Poor social and occupational functioning is a well-established risk factor for the later
development of later mental health difficulties (Hartmann et al., 2019). As such, structured activity
(SA) in the Time Use Survey (TUS; Short, 2006) was used as the main outcome variable of the current
study in terms of functional outcome. The TUS was originally developed by the Office for National
Statistics (ONS) for the UK 2000 Time Use Survey, a study investigating how the general population
of the UK spend their time and provided a measure of average hours per week spent in SA (i.e.,
work, education, housework and childcare and sport and leisure activities) over the previous month.
This study showed that, on average, adults between the ages of 16 and 64 spend 63.49 hours in SA

per week. A cut-off of 30 hours per week can be used to differentiate those with and without social
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disability. This was suggested following a further study that compared hours in SA in three clinical
groups at different stages of psychosis. Initially the clinical cut-off was 45 hours, but a lower cut-off
was recommended as potentially useful for determining those with more severe levels of social
disability and thus increasing the specificity of the TUS (Hodgekins et al., 2015).

There is a plethora of evidence regarding the protective effects of social support on mental
health (Ichiro & Berkman, 2001; Khan and Husain, 2010; Eisman et al., 2015; Li et al, 2021). For
example, a recent systematic review of pathways to care in ARMS found that, in addition to mental
health professionals and primary care, family were found to be key pathway agents (Allan et al.,
2020). Therefore, TUS socialising data was also explored to see whether there was an association
between care package and the level of social support participants received at baseline.

Procedure and Analysis Plan

In order to explore what care packages young people received as part of ESC during the
PRODIGY trial, the initial phase of the study began by reviewing the data from the HSRUQ at 9
months to explore what care participants had received during this time. Care was organised into
groups according to the type of support participants received. Care packages were initially ordered
into seven categories, each varying in level of complexity and service input. These categories were
defined as Primary only, Secondary only, Community only, Primary and Secondary, Primary and
Community, Secondary and Community and Primary, Secondary and Community. These groups were
subsequently collapsed into three main care packages based on level of input — Primary/Community,
Specialist and Comprehensive (see results section for further details).

Once care packages had been defined, group differences between them were then explored
and compared, according to baseline variables. These included baseline demographics including
gender, age and ethnicity as well as the baseline outcome measures mentioned above. A one-way
ANOVA was used to analyse continuous variables and a Chi-Squared test was used for categorical
variables. Post-hoc analyses using the Hochberg’s GT2 pairwise test procedure were carried out in

addition to the Games-Howell procedure. The Hochberg test was selected due to the difference
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between the sample size of the care packages and the Games-Howell test was selected as it’s use is
recommended alongside any other tests because of the uncertainty of knowing whether the
population variances are equivalent (Field, 2018). An ANCOVA was performed to adjust for
statistically significant outcomes found in these analyses and to reduce within-group error variance
and eliminate confounds.
Ethical Considerations

Permissions were granted from the trial team to use the PRODIGY dataset for further
analysis following completion of the trial, which itself received ethics approval from the former East
of England Cambridgeshire and Hertfordshire National Research Ethics Service Committee for
recruitment to an internal pilot (12/EE/0311) and the Preston Research Ethics Committee (REC)
North West (15/NW/0590) for recruitment to the definitive trial. The Primary Supervisor of this
project was a co-applicant and local Principal Investigator (Pl) for the Norfolk site on the PRODIGY
trial.

The current research was carried out in accordance with the British Psychological Society’s
(BPS) Code of Human Research Ethics guidelines (BPS, 2021) and complied with United Kingdom
General Data Protection Regulation (UK GDPR) and Data Protection Act (DPA, 2018). The researcher
was only able to access anonymised data via a secure database in accordance with the original trial
protocol for data collection and sharing. Informed consent was obtained from participants at the

beginning of the PRODIGY trial which included the future use of anonymised data.
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RESULTS

What care packages did young people receive as ESC during the PRODIGY trial?

Table 4.1 provides a breakdown of the type of care that comprised each of the initial seven

categories and the number of visits for each.

Table 4.1

Baseline care packages

Care Package Type of Service N Total No.  Avg. No.
of Visits of Visits
per N
1 - Primary Only GP 15  105.17 7.01
2 —Secondary Only  Psychological Therapies, Case 18 172.67 9.59
Manager/Care Coordinator/Social
Worker/Mental Health Nurse,
Psychiatrist, A&E attendance, Mental
Health Admission
3 — Community Only Housing Services and Support, Youth 15 110.17 7.34
Services and Support, Employment
Support, Educational Services and
Support, Telephone Support,
Statutory Services, Financial Services
and Support, Social Support Groups
4 — Primary and Any combination of 1 and 2 43  785.83 18.28
Secondary
5 — Primary and Any combination of 1 and 3 24  547.75 22.82
Community
6 — Secondary and Any combination of 2 and 3 23 422.08 18.35
Community
7 — Primary, Any care involving 1, 2 and 3 84  2403.52 28.61
Secondary and
Community
222 5287.60 19.66




For the purposes of inferential analysis, the seven categories were collapsed into three main
care packages of varying ‘input level’. This decision was made following examination of the HSRUQ
data. For example, if participants only saw their GP, they would be sorted into the
‘Primary/Community’ category and if they saw their GP as well as receiving support from a CAMHS
service, they were sorted into the ‘Specialist’ category. If they also received third sector support,
they would be grouped into the ‘Comprehensive’ category. It was deemed more clinically
appropriate to organise categories in this way rather than simply organising the data into the
number of services a participant was receiving. This categorisation also aligned more with existing
models of mental health care in England at the time of the PRODIGY trial, with the three new
categories more accurately reflecting the varying complexity of care a young person might receive
within the pre-Integrated Care System of tiered NHS mental health care (primary, secondary and
tertiary). Further, formulating the data in this way allowed for the categories to be more equitable in
terms of sample size. See Figure 4.1 below for a diagrammatic representation of the above and Table
4.2 for the sample sizes and number of visits participants received within each category.

Figure 4.1

Collapse of Care Categories

SE 4 - Primary
Community and
Only Secondary

5 - Primary 6 - Secondar
and 2 - Secondary N v

Community I Community

1- Primary
Only

Primary/Community

7 - Primary,
Secondary and Comprehensive
Community
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Table 4.2

Number of visits per care package at baseline

Care Package N Total Average
Visits Visits Per N
Primary/Community 54 763.09 14.13
Specialist 84 1380.58 16.44
Comprehensive 84 2403.52 28.61
222 5287.60 19.66

Were there any baseline differences between young people who received different packages

of care as part of ESC during the PRODIGY trial?

Following the definition of the three care packages, between-group differences were

compared according to demographic and baseline variables and are shown in Tables 4.3

(continuous variables) and 4.4 (categorical variables), along with statistical significance.

Table 4.3

Statistical outcomes for continuous baseline variables by care package

Baseline Variable Care Package N M SD Range  ANOVA
Age Primary/Community 54 19.63 2.67 9
Specialist 84 19.07 2.54 9 p =0.05
Comprehensive 84  20.04 2.60 9
TUS Structured Activity Primary/Community 54 10.80 8.37 28.66
Specialist 84 10.82 8.68 29.03 p=0.95
Comprehensive 84 11.16 7.53 28.24
Primary/Community 51  8.53 6.81 2400 p=0.02
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Baseline BCSS Negative  Specialist 82 9.49 6.74 23.00

Self Comprehensive 84 1148 5.36 22.00
Primary/Community 54 5.09 4.01 16.00

Baseline BCSS Positive
Specialist 80 5.65 5.25 24.00 p=0.79

Self
Comprehensive 82 5.40 4.28 21.00
Primary/Community 54  7.33 6.15 21.00

Baseline BCSS Negative
Specialist 83 841 6.57 24.00 p=0.10

Other
Comprehensive 83 9.59 5.42 24.00
Primary/Community 54  8.81 5.54 24.00

Baseline BCSS Positive
Specialist 83 9.36 6.09 24.00 p =0.03

Other
Comprehensive 83 7.11 4.72 21.00
Primary/Community 54  10.0 18.5 83.1

TUS Direct Socialising Specialist 84 134 18.2 77 p=0.28
Comprehensive 82 15.2 19.6 105
Primary/Community 54 21.1 24.5 84

TUS Indirect Socialising  Specialist 84 175 27.5 105 p=0.52
Comprehensive 84 159 22.1 85.5
Primary/Community 54 32.74 9.59 38.00

AAQ-II Specialist 84 3564 9.54 38.00 p=0.01
Comprehensive 83 37.73 8.60 42.00
Primary/Community 52 29.71 12.84 50.00

SSI Specialist 80 3095 14.19 61.00 p=0.04
Comprehensive 84  35.13 12.78 63.00
Primary/Community 52 25.31 13.02 52.00

BDI-II P =<.001
Specialist 80 29.91 12.81 56.00
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Comprehensive 82 3351 10.89 54.00

Table 4.4

Statistical outcomes for categorical baseline variables by care package

Baseline Variable Care Package N % Chi-Square

Primary/Community 16 29.6%

Gender (female) Specialist 32 38.1% p=0.01
Comprehensive 46 54.8%
Primary/Community 1 1.9%

Ethnicity (non-white) Specialist 11 13.1% p =0.08
Comprehensive 8 9.5%

Comorbidities (>3) Primary/Community 31 57.4%
Specialist 50 59.5% p=0.48
Comprehensive 56 66.7%

Primary/Community 21 38.9%

At-Risk Mental State Specialist 39 46.4% p = 0.002
Comprehensive 59 70.2%
Primary/Community 6 11.1%
HSRUQ Friends and Relatives
Specialist 14 16.7% p = 0.07
socialising / companionship (“Yes”)
Comprehensive 22 26.2%

There were significant between-group differences highlighted on the following variables: age,
gender, meeting ARMS criteria, BCSS Negative Self Schema, BCSS Positive Other Schema, AAQ-II, SSI,
and BDI-1l scores. There was a significant difference in Baseline Negative Self schema scores between
the Primary/Community and Comprehensive care packages following the Hochberg GT2 test (p =

0.026) and Games-Howell test (p = 0.027). Hochberg’s GT2 procedure showed a significant
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difference in scores between the Comprehensive and Specialist groups for Baseline Positive Other
schema (p = 0.025) and was similarly confirmed by the Games-Howell procedure (p = 0.023).
Identical tests were carried out for the three additional outcome measures that showed significant
difference between care packages and these showed a significant difference in baseline AAQ-II (p =
0.007) and BDI (p = <0.001) scores between the Primary/Community and Comprehensive groups.
Only the Games-Howell procedure revealed a significant difference in baseline scores between the
Primary/Community and Comprehensive care packages for the SSI (p = 0.048).

Due to the number of statistical tests conducted during the analysis of baseline differences and
different packages of care, it was necessary to perform a multiple correction test to adjust the p-
values and correct for the potential occurrence of false positives or Type 1 errors. Thus, the eight
statistically significant p-values (0.000887, 0.002, 0.009, 0.009, 0.020, 0.025, 0.039 and 0.05) were
corrected using the Benjamini Hochberg adjustment, due to the variation in sample sizes, adjusting
the significance level to p = 0.009. Based on this, only gender, ARMS status, BDI and AAQ-Il remained
significant. Thus, the results suggest that there were more females and individuals meeting ARMS
criteria in the comprehensive care package group. This group also scored higher on the BDI-Il and

the AAQ-1l compared to the other care package groups.

Is there a difference in functioning outcomes on the TUS at 9 months between groups receiving
different care packages?
Table 4.5

Time Use Structured Activity at baseline and nine months

Care Package N  Baseline M Baseline SD Range Im M 9m SD Range
Primary/

54 10.80 8.37 0.38-29.04 22.76 19.88 0.20-86.02
Community
Specialist 84 10.82 8.68 0.05-29.08 20.54 14.72  0.37-65.35
Comprehensive 84 11.16 7.53 0.70-28.94 22.05 18.21  0.00-69.92
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A one-way ANCOVA was performed to determine whether there was a significant difference
between TUS scores at 9 months between the three care package groups, controlling for baseline
TUS, gender, BDI, AAQ-Il and ARMS status as covariates. There was no significant effect found
between care package and TUS scores after controlling for these variables, F(2, 219) =0.183, p =
0.83. This is shown graphically in Figure 4.2. Figure 4.3 further demonstrates the similarity of TUS

scores between the care packages at nine months when adjusting for the variables mentioned

above.

Figure 4.2

TUS scores for each care package at baseline and nine months.

24.00 . .
——  Primary/Community
——  Specialist

Comprehensive
21.00

18.00

15.00

No. of hours in SA

12.00

Baseline 9 months

Covariates appearing in the model are evaluated at the following values: Stratifier At Risk Mental States status = .4742, Baseline
Cender = 1.5915, Baseline BDI Depression Total = 30.2113, Baseline AAQII Total = 35.7606
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Figure 4.3
Care package differences at nine months.

Estimated Marginal Means of 9 months TUS Structured Activity

30.00

20.00

10.00

Estimated Marginal Means

Primary/Community Specialist Combrehensive

Level of input at 9m

Covariates appearing in the model are I d at the following values: Baseline TUS Structured Activity = 11.2593, Baseline AAQII
Total = 35.7606, Baseline BDI Depression Total = 30.2113

Error bars: 95% CI

DISCUSSION

The study aimed to explore variations in care received by young people as part of ESC using data
from the PRODIGY trial. Between-group differences in baseline variables and outcomes were
compared between three care packages (Primary/Community, Specialist and Comprehensive).
Analyses revealed that there were statistically significant differences between groups receiving
different care packages in terms of gender, ARMS status as well as scores on the BDI and AAQ-II. As
such, those with more severe presentations at baseline appeared to receive more complex care.
Functional outcomes at 9 months were comparable across the different care package groups.

The study confirmed substantial variation in ESC and thus the results emphasise the highly
heterogenous nature of care and support that young people with equally diverse characteristics and
presentations receive. Tentative observations can me made about the type of young people that
may present with certain levels of complexity and the degree of input they receive. For example,
those receiving more intensive and multi-faceted care appear to be more severe in terms of their
mental health presentation at baseline, with more participants who meet criteria for ARMS, have

less psychological flexibility and show higher signs of depression receiving more complex care.
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In terms of baseline characteristics, far fewer females appeared in the Primary/Community care
package than in the other two care packages, where there was more of an even split. This fits with
the most recent ‘Adult Psychiatric Morbidity Survey’, which showed no significant differences
between men and women in terms of prevalence rates of more severe mental health difficulties,
such as psychosis (McManus et al., 2016). However, the fact that females seem underrepresented
within the Primary/Community care package may indicate that men may be less inclined to seek
support outside of primary care. Men are less likely to access psychological therapies than women
for example, where only 36% of referrals to NHS talking therapies are for men (Mental Health
Foundation, 2021). Further, males tend to disengage from services at a higher rate than women (Kim

et al., 2019) which may indicate why their presence declines as the level of care increases.

Those receiving more complex care had more severe scores on the BDI-Il and AAQ-Il and higher
rates of ARMS. One explanation for this could be the presence of risk. Those with higher rates of
ARMS may have been referred to early intervention in psychosis (EIP) services, for example, where
access and waiting time standards aim to provide care for at least 60% of those at risk of developing
psychosis or experiencing their first episode within two weeks of referral (NICE, 2016). This may also
explain some of the higher instances of visits reported in the Comprehensive care group, which were
over double the number those in the Primary/Community group received. However, this also
highlights how other mental health difficulties or those with multiple comorbidities not meeting
criteria for ARMS may not be offered a timely, multi-dimensional care package currently being
offered to those who are at risk of developing psychosis. Indeed, the single disorder approach
employed by existing models of care risks excluding many presentations of mental health disorders,
such as anxiety and depression, that fail to meet criteria or that present as a mixed symptomology
(Cross et al., 2014).

Another component concerning risk is suicide. The link between suicide and mental health
problems is well known, with one study reporting that over 90% of people who died by suicide also

experienced a psychiatric disorder (Lonnqvist, 2000) and another showing that one in three young

84



people seeking care have already experienced suicidal thoughts (Scott et al., 2012). Depression is
strongly related to both suicidal ideation and attempt (Bradvik, 2018) and higher scores on the BDI-I
may therefore also point to the elevation of suicide risk. Similarly, higher rates of psychological
inflexibility from higher scores in the AAQ-Il could indicate the presence of cognitive rigidity, which
has also been shown to predict suicidality (Miranda et al., 2012). Risk assessment is a central
component of current practice in mental health services, with some even noting a ‘risk
preoccupation’ (Royal College of Psychiatrists; RCP, 2010). Findings may therefore represent a

tendency for services to offer care based on elevated signs of risk.

It should be noted that the use of outcome tools such as the AAQ-II and BDI-Il are prone to error
and may be misleading, with some finding that changes in scores on self-administered depression
guestionnaires often differ from patients' own views of changes in their mood (Hobbs et al., 2021).
Further, a study evaluating the psychometric properties of the AAQ-Il suggested that certain items
were more effective than others in discriminating among levels of psychological inflexibility and
warned that a failure to attend to differences in the information contributed by certain items may
lead to incorrect conclusions if the AAQ-Il is simply summed and interpreted in a total score (Ong et
al., 2019). Outcome measures such as these are widespread in mental health services (Collins, 2019).
However, the measuring of symptoms in this way may neglect other important aspects of

individuals’ lives that may be contributing to their mental health difficulties and functioning.

Strengths and weaknesses

The analysis of the PRODIGY dataset afforded a cost-efficient way to make full use of a large
amount of data that has already been collected to address potentially important new research
questions, such as those addressed in the current study, and to provide a more nuanced assessment
of the initial results. The current study sought to investigate what variables were associated with
different packages of care young people received throughout the course of a 9 month period. To this

end, the project achieved its aim in that tentative assumptions can be made regarding how mental

85



health care is offered in England, with those presenting with higher scores on these measures
receiving more input and the positive and equitable outcomes suggesting this was a successful

framework for allocating care.

In terms of limitations, the fact that all participants experienced severe mental health problems
at baseline suggests there could be other variables not accounted for in this project that may be
affecting the type of care individuals receive, with functional outcomes seemingly unaffected. For
example, although not the objective of this project, other studies have highlighted other predictors
of better or worse outcomes, such as emotional processing (Kee et al., 2003), neurocognition (Milev
et al., 2005) and poor introspective accuracy (Silberstein & Harvey, 2019). In terms of
methodological limitations, the lack of a power calculation to determine the optimal sample sizes for
the study and to specify the probability of a type 2 error is missing. Retrospective analyses of power
could therefore be conducted with a view to emphasise that the findings in the current study are a

‘true’ representation of the data.

Conclusions

Findings from the current study demonstrate substantial heterogeneity in what care young
people were receiving even though all participants were experiencing severe and complex mental
health difficulties and high levels of social disability. Further, the level of input an individual receives
does not appear to affect the degree of social recovery they experience, with similar outcomes
observed across all three care packages. This suggests that symptom severity and risk, rather than
functioning, looks to be a marker of how much care individuals receive. Findings suggest that those
with more complex needs received a more complex package of care and the positive and equitable
outcomes suggested this was a successful framework for allocating care. This can not be conclusively
determined from the existing data, however, and more research is needed to explore this, which
could include using the care packages identified in this study to explore longer term trends by

investigating outcomes at 15 and 24 month:s.
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Discussion and Critical Evaluation

Overview

The thesis portfolio sought to identify possible care packages and interventions that may
support the mental health of groups of young people that may present along two different points
along a continuum of mental health difficulty. The systematic review explored a low-intensity,
targeted intervention for anxiety in youth using a meta-analytic approach. Findings suggest that
online MBIs could be useful for non-clinical populations of young people with mild self-reported
signs of anxiety, with an overall small but statistically significant effect size reported at post-
treatment and follow-up. The empirical project explored a large existing dataset of young people
with complex and severe mental health difficulties and social functioning difficulties to explore
variation in packages of care received and variables associated with this. Findings from the empirical
paper suggest that there was substantial heterogeneity in the amount and type of care received,
with functional outcomes comparable across three different care packages.

Although there is widespread agreement that current classification systems in psychiatry are
insufficient for identifying illness and timely intervention (Cuthbert, 2014; Carpenter & van Os,
2011), this is a particular problem for young people. Current models of care do not take into account
the heterogeneity and developmental complexity of youth generally and youth mental health more
specifically. Current pathways impose barriers for access too, with receipt of care usually based on
the attainment of rigid symptom thresholds and risk levels. However, it has been demonstrated that
young people often present for care with significant functional impairment and distress, even
though their symptoms are subsyndromal (Hamilton et al., 2011; Scott et al., 2009). Further,
throughout the course of the youth age span (12-25 years), the evolution of syndromes may involve
shifts across diagnostic boundaries and categorisation of psychological difficulties is complicated by
frequent symptom overlap across diagnostic categories, high rates of clinical comorbidity, and

developmental changes in symptom prevalence over time (Chu et al., 2016; Shah et al., 2020). This
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means that individuals observed repeatedly during the development of a severe mental difficulty
can acquire multiple diagnoses over time, which is sometimes perceived as comorbidity (Loftus et
al., 2016) rather than the reality of heterotypic continuity (Lahey et al., 2014). As such, findings from
both papers support the understanding of youth mental health as highly heterogenous and the
decisions around what care might best support whom highly individualised.
Systematic Review and meta-analysis findings

Overall, findings from the meta-analysis demonstrated statistically significant differences
between the intervention and control arms in terms of the reduction in self-reported anxiety of
mostly non-clinical youth, but that the pooled effect of these was small and effects reduced when
interventions were compared to active controls. Online MBIs may be a useful intervention in the
management of milder presentations of anxiety and provide an easily accessible, affordable method
for young people who may not have yet reached clinical thresholds of existing mental health care
systems or who may be on a waitlist. This is also important in making evidence-based treatment
more accessible to those who are unable (e.g. due to mobility or geographic limitations) or unwilling
(e.g. due to perceived stigmatization or low acceptance) to receive in-person treatment (Banos et al.,

2022).

Empirical paper findings

The empirical paper aimed to explore what care packages young people received as part of
ESC using data from the PRODIGY trial and to investigate whether packages of care were associated
with outcomes, with a view to assist in the emerging discussions around helpful models of care for
young people. Following the creation of three main care packages (Primary/Community, Specialist
and Comprehensive), analyses revealed that those with more severe difficulties at baseline received
more complex care packages, although mental health difficulties were poor across the sample as a
whole. Social recovery was not found to be markedly dissimilar across the varying levels of care that

participants received, suggesting that the level of social disability someone is experiencing does not
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necessarily align with how much care they receive and that care was allocated according to a
person’s risk level and symptom severity.
Strengths and Limitations

Combined, the two papers shine a spotlight on two points along the ‘continuum’ of mental
health difficulty and add further evidence to the growing literature surrounding how care is received
and whether or not this care is effective for young people. The pooled effect size found in the
systematic review aligned with similar studies of digital interventions for young people and provides
tentative support for their modest effectiveness for anxiety, albeit only when compared with a
passive control condition. The empirical study afforded an opportunity to conduct a secondary
analysis of a large amount of data to explore different packages of care young people received. The
project offered some evidence as to how care is allocated in England and provided important
findings concerning the degree to which this care pertains to risk and symptom severity, rather than

functioning.

In terms of limitations, the seeming ineffectiveness of online MBls when compared to an
active control, relatively short follow-up periods, variability in attrition and retention rates and lack
of generalisability in terms of age and gender necessitates further study and a broader demographic
scope. For the empirical project there appeared to be important questions that emerged from the
data more than there were answers. Although not the objective of this empirical project, future
research could explore potential predictors of outcomes, as these were seemingly unaffected by the
level care that was received. There were also some methodological limitations for both papers,
namely the absence of a second reviewer during study selection of the systematic review and a lack

of power calculation to specify the probability of a type 2 error in the empirical project.

In addition, it is important to note that both the systematic review and empirical paper rely
on self-reported measures of various symptomology in terms of outcomes. This is concerning, since
outcomes such as these reveal only a snapshot of what an individuals’ difficulties might be and may

not align with the outcomes service users themselves desire (Collins, 2019). The limitations of self-
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reported outcome measures are well documented (Odgers et al., 2020) and recent reviews have
emphasised the importance of using multiple informants and methods when assessing mental
health difficulty, especially given the vast ways it can present in individuals (Spence et al., 2018; Etkin
et al., 2021). Moves towards a more formulation-based and holistic approach are happening, for
example in how risk is assessed (Hawton et al., 2022). Future research could therefore endeavour to
include a multi-dimensional perspective when evaluating outcomes which may in turn provide more
robust evidence of their effectiveness, with self-reported outcome tools used as helpful additions

rather than standalone indicators of the presence or absence of mental health difficulties.

Clinical implications

The systematic review explored the effectiveness of online MBIs. In terms of specific
interventions, NHS Talking Therapies services currently offers disorder-specific interventions, usually
cognitive behaviour therapy (CBT), for common mental health problems (NHS, 2018) and certainly
CBT currently receives the most empirical support, for example for anxiety treatment in adults
(Carpenter et al., 2018; Hofman & Smits, 2008). However, for those with co-occurring difficulties,
which is the norm rather than the exception for many young people (McGrath et al., 2020), the
prospects of recovery may be affected by the use of standard talking therapies that do not target all
relevant symptoms. NICE currently only recommends MBIs for children and young people with mild
depression (2019). Online MBIs could therefore be recommended for young people with milder
presentations of mental health difficulty and who may be waiting for other therapies currently
offered.

The use of digital technologies offers a scalable solution to facilitate multidimensional
assessment at entry into care and for ongoing monitoring, which can promote a change in care plan
that is tailored to the individual’s needs (Boswell et al., 2015; Falconer et al., 2018), with young
people then receiving more timely care that prevents the progression of iliness and its associated
risk of poorer outcomes (lorfino et al., 2021). Indeed, this may also address difficulties associated

with access, with a recent study by Reardon and colleagues (2020) highlighting that less than 3% of
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families in a UK community study recall receiving evidence-based care. This, alongside widening
access to waitlist interventions such as online MBIs and existing evidence-based interventions
(Bertie & Hudson, 2021), may help plug the gap for mental health interventions across as broad a
spectrum as possible for young people.

Developing care packages and treatment frameworks for youth mental health is no easy task
and there are increasing calls to adopt a more “transdiagnostic” clinical staging approach — one that
views the individual as located along a multidimensional and evolving continuum of illness — rather
than a traditional narrow view based on the historical concept of risk for development of a single
and categorically discrete adult-type “disorder” (McGorry & Nelson, 2019; Lahey et al., 2014).
Disorders that, traditionally, represent the fully-formed, prototypical and relatively late-stage
syndromes that are managed in adult health systems (McGorry et al., 2006). With its focus on two
points of a continuum, the thesis portfolio suggests a flexible framework such as this could be useful
for understanding and treating youth psychopathology, one that takes into account more complex
phenomena, such as the fluctuating features, heterotypy, and impairment frequently seen in youth
(Shah, 2019).

A clinical staging framework proposes that the emergence of earlier stages of mental health
difficulties represents a modifiable risk factor to progression to later and more serious stages of a
mental health difficulty, thereby changing the focus of the clinician from treating the current
episode to being mindful of the longer-term trajectory of illness (Cross et al., 2014). This includes the
potential to predict the onset of new clinical and functional outcomes, including multidimensional
factors, to justify the early allocation of more intense and specific interventions for those at greater
risk, as evidenced by Capon and colleagues (2022). Clinical stage may therefore be a key marker to
assist clinicians in identifying those with underlying risk with the aim of addressing subthreshold
difficulties to prevent them from becoming full threshold problems and to adjust the interventions

based on severity (Capon et al., 2022).
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The theoretical utility of a staging model, particularly if adopted in youth primary care
services, has been recently outlined as a promising step towards better identification and treatment
of disorders (Patel et al., 2018; Raballo et al., 2017; Van Os et al., 2023). Indeed, significant delays in
receiving care have been shown to be attributable to the reduced ability of services to rapidly deliver
specialist mental healthcare for youth in need after a first primary care consultation (Fusar-Poli,
2019). As such, some have argued that if the available treatments were reconfigured and assembled
into a practical therapeutic toolbox for use in primary care settings, where most people are already
seeking help and where they would receive their treatment, prospects for recovery could be greatly
improved (Perez & Jones, 2021). Gender differences in help seeking may also be relevant here, in
that the empirical project highlights that young men may not seek help as much outside of primary
care settings. Therefore, it would also be important to consider potential gender disparities in terms
of how care is configured, promoted and ultimately accessed, particularly in primary care or

community settings.

Conclusions

Findings from the two papers are pertinent to current trends regarding the prevalence of
mental health problems in young people. Among people younger than 25 years old, mental health
problems, especially anxiety and mood disorders, account for 45% of the global burden of disease
(Gore et al., 2011). Further, 75% of adult-pattern mental disorders emerge by the age of 25 (Jones,
2013). With regards to the focus of the individual papers, over a lifetime, more than one in four
people will experience an anxiety disorder with the majority of individuals experiencing clinically
significant symptoms of anxiety before they reach adulthood (Hudson et al., 2019a,b; Kessler et al.,
2007), and about 1% of the population will develop psychosis and schizophrenia (National Institute
for Health and Care Excellence; NICE, 2014). Clearly, there is a global need to identify better models
of care to meet the needs of young people with these mental health difficulties.

Shifts away from a traditional and diagnostically entrenched approach to mental health

difficulties, that may focus too heavily on symptom severity and risk level, to a more flexible, multi-
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dimensional approach may be advantageous. A clinical staging approach to youth mental health care
may offer a way forward, with individuals placed on a continuum that enables clinicians to select
more effective treatments, one of which could be alternative, digitally delivered therapies, with the
ultimate aim of reducing the risk of progression to more severe forms of mental health difficulties
and offering a multi-dimensional, personalised treatment based on clinical need (McGorry et al.,
2006; Cross et al., 2014). Whatever model and treatment are selected, their aim should be to enable
the identification and management of care needs that will enable all young people to strive towards

a flourishing, rather than languishing, future.
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e Tables should always be cited in text in consecutive numerical order.

e For each table, please supply a table caption (title) explaining the components of the table.

e Identify any previously published material by giving the original source in the form of a
reference at the end of the table caption.
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Electronic Figure Submission

e Supply all figures electronically.

e Indicate what graphics program was used to create the artwork.

e For vector graphics, the preferred format is EPS; for halftones, please use TIFF format.
MSOffice files are also acceptable.

e Vector graphics containing fonts must have the fonts embedded in the files.

e Name your figure files with "Fig" and the figure number, e.g., Figl.eps.

Line Art

e Definition: Black and white graphic with no shading.

¢ Do not use faint lines and/or lettering and check that all lines and lettering within the figures
are legible at final size.

e Alllines should be at least 0.1 mm (0.3 pt) wide.

e Scanned line drawings and line drawings in bitmap format should have a minimum
resolution of 1200 dpi.

e Vector graphics containing fonts must have the fonts embedded in the files.

Halftone Art

e Definition: Photographs, drawings, or paintings with fine shading, etc.
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Combination Art
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e Combination artwork should have a minimum resolution of 600 dpi.

Color Art
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e |If black and white will be shown in the print version, make sure that the main information
will still be visible. Many colors are not distinguishable from one another when converted to
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necessary distinctions between the different colors are still apparent.

o If the figures will be printed in black and white, do not refer to color in the captions.

e Color illustrations should be submitted as RGB (8 bits per channel).

Figure Lettering

e To add lettering, it is best to use Helvetica or Arial (sans serif fonts).

o Keep lettering consistently sized throughout your final-sized artwork, usually about 2-3 mm
(8-12 pt).

e Variance of type size within an illustration should be minimal, e.g., do not use 8-pt type on
an axis and 20-pt type for the axis label.

e Avoid effects such as shading, outline letters, etc.

e Do not include titles or captions within your illustrations.

Figure Numbering

e Allfigures are to be numbered using Arabic numerals.

e Figures should always be cited in text in consecutive numerical order.

e Figure parts should be denoted by lowercase letters (a, b, c, etc.).

e If an appendix appears in your article and it contains one or more figures, continue the
consecutive numbering of the main text. Do not number the appendix figures,"Al, A2, A3,
etc." Figures in online appendices [Supplementary Information (SI)] should, however, be
numbered separately.

Figure Captions

e Each figure should have a concise caption describing accurately what the figure depicts.
Include the captions in the text file of the manuscript, not in the figure file.

e Figure captions begin with the term Fig. in bold type, followed by the figure number, also in
bold type.

¢ No punctuation is to be included after the number, nor is any punctuation to be placed at
the end of the caption.

e Identify all elements found in the figure in the figure caption; and use boxes, circles, etc., as
coordinate points in graphs.

o Identify previously published material by giving the original source in the form of a reference
citation at the end of the figure caption.

Figure Placement and Size

e Figures should be submitted within the body of the text. Only if the file size of the
manuscript causes problems in uploading it, the large figures should be submitted separately
from the text.

e When preparing your figures, size figures to fit in the column width.

e For large-sized journals the figures should be 84 mm (for double-column text areas), or 174
mm (for single-column text areas) wide and not higher than 234 mm.

e For small-sized journals, the figures should be 119 mm wide and not higher than 195 mm.

Permissions

If you include figures that have already been published elsewhere, you must obtain permission from
the copyright owner(s) for both the print and online format. Please be aware that some publishers
do not grant electronic rights for free and that Springer will not be able to refund any costs that may
have occurred to receive these permissions. In such cases, material from other sources should be
used.

Accessibility

In order to give people of all abilities and disabilities access to the content of your figures, please
make sure that

e Allfigures have descriptive captions (blind users could then use a text-to-speech software or
a text-to-Braille hardware)
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e Patterns are used instead of or in addition to colors for conveying information (colorblind
users would then be able to distinguish the visual elements)

e Any figure lettering has a contrast ratio of at least 4.5:1
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Supplementary Information (SI)

Springer accepts electronic multimedia files (animations, movies, audio, etc.) and other
supplementary files to be published online along with an article or a book chapter. This feature can
add dimension to the author's article, as certain information cannot be printed or is more
convenient in electronic form.

Before submitting research datasets as Supplementary Information, authors should read the
journal’s Research data policy. We encourage research data to be archived in data repositories
wherever possible.

Submission

e Supply all supplementary material in standard file formats.

e Please include in each file the following information: article title, journal name, author
names; affiliation and e-mail address of the corresponding author.

e To accommodate user downloads, please keep in mind that larger-sized files may require
very long download times and that some users may experience other problems during
downloading.

e High resolution (streamable quality) videos can be submitted up to a maximum of 25GB; low
resolution videos should not be larger than 5GB.

Audio, Video, and Animations

e Aspectratio: 16:9 or 4:3

e  Maximum file size: 25 GB for high resolution files; 5 GB for low resolution files

e  Minimum video duration: 1 sec

Supported file formats: avi, wmv, mp4, mov, m2p, mp2, mpg, mpeg, flv, mxf, mts, mdv, 3gp
Text and Presentations
e Submit your material in PDF format; .doc or .ppt files are not suitable for long-term viability.
e Acollection of figures may also be combined in a PDF file.
Spreadsheets
e Spreadsheets should be submitted as .csv or .xlsx files (MS Excel).
Specialized Formats
e Specialized format such as .pdb (chemical), .wrl (VRML), .nb (Mathematica notebook), and
.tex can also be supplied.
Collecting Multiple Files
e Itis possible to collect multiple files in a .zip or .gz file.
Numbering

o If supplying any supplementary material, the text must make specific mention of the
material as a citation, similar to that of figures and tables.

e Refer to the supplementary files as “Online Resource”, e.g., "... as shown in the animation
(Online Resource 3)", “... additional data are given in Online Resource 4”.

¢ Name the files consecutively, e.g. “ESM_3.mpg”, “ESM_4.pdf".

Captions
e For each supplementary material, please supply a concise caption describing the content of
the file.

Processing of supplementary files
e Supplementary Information (SI) will be published as received from the author without any
conversion, editing, or reformatting.
Accessibility
In order to give people of all abilities and disabilities access to the content of your supplementary
files, please make sure that
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e The manuscript contains a descriptive caption for each supplementary material
e Video files do not contain anything that flashes more than three times per second (so that
users prone to seizures caused by such effects are not put at risk)
Back to top
Integrity of research and reporting
Ethical standards
Manuscripts submitted for publication must contain a statement to the effect that all human and
animal studies have been approved by the appropriate ethics committee and have therefore been
performed in accordance with the ethical standards laid down in the 1964 Declaration of
Helsinki and its later amendments.
It should also be stated clearly in the text that all persons gave their informed consent prior to their
inclusion in the study. Details that might disclose the identity of the subjects under study should be
omitted.
These statements should be added in a separate section before the reference list. If these
statements are not applicable, authors should state: The manuscript does not contain clinical studies
or patient data.
The editors reserve the right to reject manuscripts that do not comply with the above-mentioned
requirements. The author will be held responsible for false statements or failure to fulfill the above-
mentioned requirements
Conflict of interest
Authors must indicate whether or not they have a financial relationship with the organization that
sponsored the research. This note should be added in a separate section before the reference list.
If no conflict exists, authors should state: The authors declare that they have no conflict of interest.
Back to top
Editing Services
English
How can you help improve your manuscript for publication?
Presenting your work in a well-structured manuscript and in well-written English gives it its best
chance for editors and reviewers to understand it and evaluate it fairly. Many researchers find that
getting some independent support helps them present their results in the best possible light. The
experts at Springer Nature Author Services can help you with manuscript preparation—
including English language editing, developmental comments, manuscript formatting, figure
preparation, translation, and more.
Get started and save 15%
You can also use our free Grammar Check tool for an evaluation of your work.
Please note that using these tools, or any other service, is not a requirement for publication, nor
does it imply or guarantee that editors will accept the article, or even select it for peer review.
Back to top
Ethical Responsibilities of Authors
This journal is committed to upholding the integrity of the scientific record. As a member of the
Committee on Publication Ethics (COPE) the journal will follow the COPE guidelines on how to deal
with potential acts of misconduct.
Authors should refrain from misrepresenting research results which could damage the trust in the
journal, the professionalism of scientific authorship, and ultimately the entire scientific endeavour.
Maintaining integrity of the research and its presentation is helped by following the rules of good
scientific practice, which include*:
e The manuscript should not be submitted to more than one journal for simultaneous
consideration.
e The submitted work should be original and should not have been published elsewhere in any
form or language (partially or in full), unless the new work concerns an expansion of
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previous work. (Please provide transparency on the re-use of material to avoid the concerns
about text-recycling (‘self-plagiarism’).

e Asingle study should not be split up into several parts to increase the quantity of
submissions and submitted to various journals or to one journal over time (i.e. ‘salami-
slicing/publishing’).

e Concurrent or secondary publication is sometimes justifiable, provided certain conditions
are met. Examples include: translations or a manuscript that is intended for a different
group of readers.

e Results should be presented clearly, honestly, and without fabrication, falsification or
inappropriate data manipulation (including image based manipulation). Authors should
adhere to discipline-specific rules for acquiring, selecting and processing data.

e No data, text, or theories by others are presented as if they were the author’s own
(‘plagiarism’). Proper acknowledgements to other works must be given (this includes
material that is closely copied (near verbatim), summarized and/or paraphrased), quotation
marks (to indicate words taken from another source) are used for verbatim copying of
material, and permissions secured for material that is copyrighted.

Important note: the journal may use software to screen for plagiarism.

e Authors should make sure they have permissions for the use of software,
questionnaires/(web) surveys and scales in their studies (if appropriate).

e Research articles and non-research articles (e.g. Opinion, Review, and Commentary articles)
must cite appropriate and relevant literature in support of the claims made. Excessive and
inappropriate self-citation or coordinated efforts among several authors to collectively self-
cite is strongly discouraged.

e Authors should avoid untrue statements about an entity (who can be an individual person or
a company) or descriptions of their behavior or actions that could potentially be seen as
personal attacks or allegations about that person.

e Research that may be misapplied to pose a threat to public health or national security
should be clearly identified in the manuscript (e.g. dual use of research). Examples include
creation of harmful consequences of biological agents or toxins, disruption of immunity of
vaccines, unusual hazards in the use of chemicals, weaponization of research/technology
(amongst others).

e Authors are strongly advised to ensure the author group, the Corresponding Author, and the
order of authors are all correct at submission. Adding and/or deleting authors during the
revision stages is generally not permitted, but in some cases may be warranted. Reasons for
changes in authorship should be explained in detail. Please note that changes to authorship
cannot be made after acceptance of a manuscript.

*All of the above are guidelines and authors need to make sure to respect third parties rights such as
copyright and/or moral rights.

Upon request authors should be prepared to send relevant documentation or data in order to verify
the validity of the results presented. This could be in the form of raw data, samples, records, etc.
Sensitive information in the form of confidential or proprietary data is excluded.

If there is suspicion of misbehavior or alleged fraud the Journal and/or Publisher will carry out an
investigation following COPE guidelines. If, after investigation, there are valid concerns, the author(s)
concerned will be contacted under their given e-mail address and given an opportunity to address
the issue. Depending on the situation, this may result in the Journal’s and/or Publisher’s
implementation of the following measures, including, but not limited to:

e If the manuscript is still under consideration, it may be rejected and returned to the author.

e If the article has already been published online, depending on the nature and severity of the
infraction:

- an erratum/correction may be placed with the article
- an expression of concern may be placed with the article
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- or in severe cases retraction of the article may occur.
The reason will be given in the published erratum/correction, expression of concern or retraction
note. Please note that retraction means that the article is maintained on the platform, watermarked
“retracted” and the explanation for the retraction is provided in a note linked to the watermarked
article.

e The author’s institution may be informed

e A notice of suspected transgression of ethical standards in the peer review system may be

included as part of the author’s and article’s bibliographic record.

Fundamental errors
Authors have an obligation to correct mistakes once they discover a significant error or inaccuracy in
their published article. The author(s) is/are requested to contact the journal and explain in what
sense the error is impacting the article. A decision on how to correct the literature will depend on
the nature of the error. This may be a correction or retraction. The retraction note should provide
transparency which parts of the article are impacted by the error.
Suggesting / excluding reviewers
Authors are welcome to suggest suitable reviewers and/or request the exclusion of certain
individuals when they submit their manuscripts. When suggesting reviewers, authors should make
sure they are totally independent and not connected to the work in any way. It is strongly
recommended to suggest a mix of reviewers from different countries and different institutions.
When suggesting reviewers, the Corresponding Author must provide an institutional email address
for each suggested reviewer, or, if this is not possible to include other means of verifying the identity
such as a link to a personal homepage, a link to the publication record or a researcher or author ID in
the submission letter. Please note that the Journal may not use the suggestions, but suggestions are
appreciated and may help facilitate the peer review process.
Back to top
Authorship principles
These guidelines describe authorship principles and good authorship practices to which prospective
authors should adhere to.
Authorship clarified
The Journal and Publisher assume all authors agreed with the content and that all gave explicit
consent to submit and that they obtained consent from the responsible authorities at the
institute/organization where the work has been carried out, before the work is submitted.
The Publisher does not prescribe the kinds of contributions that warrant authorship. It is
recommended that authors adhere to the guidelines for authorship that are applicable in their
specific research field. In absence of specific guidelines it is recommended to adhere to the following
guidelines™:
All authors whose names appear on the submission
1) made substantial contributions to the conception or design of the work; or the acquisition,
analysis, or interpretation of data; or the creation of new software used in the work;
2) drafted the work or revised it critically for important intellectual content;
3) approved the version to be published; and
4) agree to be accountable for all aspects of the work in ensuring that questions related to the
accuracy or integrity of any part of the work are appropriately investigated and resolved.
* Based on/adapted from:
ICMJE, Defining the Role of Authors and Contributors,
Transparency in authors’ contributions and responsibilities to promote integrity in scientific
publication, McNutt at all, PNAS February 27, 2018
Disclosures and declarations
All authors are requested to include information regarding sources of funding, financial or non-
financial interests, study-specific approval by the appropriate ethics committee for research
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involving humans and/or animals, informed consent if the research involved human participants,
and a statement on welfare of animals if the research involved animals (as appropriate).
The decision whether such information should be included is not only dependent on the scope of the
journal, but also the scope of the article. Work submitted for publication may have implications for
public health or general welfare and in those cases it is the responsibility of all authors to include the
appropriate disclosures and declarations.
Data transparency
All authors are requested to make sure that all data and materials as well as software application or
custom code support their published claims and comply with field standards. Please note that
journals may have individual policies on (sharing) research data in concordance with disciplinary
norms and expectations.
Role of the Corresponding Author
One author is assigned as Corresponding Author and acts on behalf of all co-authors and ensures
that questions related to the accuracy or integrity of any part of the work are appropriately
addressed.
The Corresponding Author is responsible for the following requirements:
e ensuring that all listed authors have approved the manuscript before submission, including
the names and order of authors;
e managing all communication between the Journal and all co-authors, before and after
publication;*
e providing transparency on re-use of material and mention any unpublished material (for
example manuscripts in press) included in the manuscript in a cover letter to the Editor;
e making sure disclosures, declarations and transparency on data statements from all authors
are included in the manuscript as appropriate (see above).
* The requirement of managing all communication between the journal and all co-authors during
submission and proofing may be delegated to a Contact or Submitting Author. In this case please
make sure the Corresponding Author is clearly indicated in the manuscript.
Author contributions
In absence of specific instructions and in research fields where it is possible to describe discrete
efforts, the Publisher recommends authors to include contribution statements in the work that
specifies the contribution of every author in order to promote transparency. These contributions
should be listed at the separate title page.
Examples of such statement(s) are shown below:
¢ Free text:
All authors contributed to the study conception and design. Material preparation, data collection
and analysis were performed by [full name], [full name] and [full name]. The first draft of the
manuscript was written by [full name] and all authors commented on previous versions of the
manuscript. All authors read and approved the final manuscript.
Example: CRediT taxonomy:
¢ Conceptualization: [full name], ...; Methodology: [full name], ...; Formal analysis and investigation:
[full name], ...; Writing - original draft preparation: [full name, ...]; Writing - review and editing: [full
name], ...; Funding acquisition: [full name], ...; Resources: [full name], ...; Supervision: [full name],....
For review articles where discrete statements are less applicable a statement should be included
who had the idea for the article, who performed the literature search and data analysis, and who
drafted and/or critically revised the work.
For articles that are based primarily on the student’s dissertation or thesis, it is recommended that
the student is usually listed as principal author:
A Graduate Student’s Guide to Determining Authorship Credit and Authorship Order, APA Science
Student Council 2006
Affiliation
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The primary affiliation for each author should be the institution where the majority of their work
was done. If an author has subsequently moved, the current address may additionally be stated.
Addresses will not be updated or changed after publication of the article.
Changes to authorship
Authors are strongly advised to ensure the correct author group, the Corresponding Author, and the
order of authors at submission. Changes of authorship by adding or deleting authors, and/or
changes in Corresponding Author, and/or changes in the sequence of authors are not accepted after
acceptance of a manuscript.

e Please note that author names will be published exactly as they appear on the accepted

submission!

Please make sure that the names of all authors are present and correctly spelled, and that addresses
and affiliations are current.
Adding and/or deleting authors at revision stage are generally not permitted, but in some cases it
may be warranted. Reasons for these changes in authorship should be explained. Approval of the
change during revision is at the discretion of the Editor-in-Chief. Please note that journals may have
individual policies on adding and/or deleting authors during revision stage.
Author identification
Authors are recommended to use their ORCID ID when submitting an article for consideration or
acquire an ORCID ID via the submission process.
Deceased or incapacitated authors
For cases in which a co-author dies or is incapacitated during the writing, submission, or peer-review
process, and the co-authors feel it is appropriate to include the author, co-authors should obtain
approval from a (legal) representative which could be a direct relative.
Authorship issues or disputes
In the case of an authorship dispute during peer review or after acceptance and publication, the
Journal will not be in a position to investigate or adjudicate. Authors will be asked to resolve the
dispute themselves. If they are unable the Journal reserves the right to withdraw a manuscript from
the editorial process or in case of a published paper raise the issue with the authors’ institution(s)
and abide by its guidelines.
Confidentiality
Authors should treat all communication with the Journal as confidential which includes
correspondence with direct representatives from the Journal such as Editors-in-Chief and/or
Handling Editors and reviewers’ reports unless explicit consent has been received to share
information.
Back to top
Compliance with Ethical Standards
To ensure objectivity and transparency in research and to ensure that accepted principles of ethical
and professional conduct have been followed, authors should include information regarding sources
of funding, potential conflicts of interest (financial or non-financial), informed consent if the
research involved human participants, and a statement on welfare of animals if the research
involved animals.
Authors should include the following statements (if applicable) in a separate section entitled
“Compliance with Ethical Standards” when submitting a paper:

e Disclosure of potential conflicts of interest

e Research involving Human Participants and/or Animals

¢ Informed consent
Please note that standards could vary slightly per journal dependent on their peer review policies
(i.e. single or double blind peer review) as well as per journal subject discipline. Before submitting
your article check the instructions following this section carefully.
The corresponding author should be prepared to collect documentation of compliance with ethical
standards and send if requested during peer review or after publication.
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The Editors reserve the right to reject manuscripts that do not comply with the above-mentioned
guidelines. The author will be held responsible for false statements or failure to fulfill the above-
mentioned guidelines.

Back to top

Competing Interests

Authors are requested to disclose interests that are directly or indirectly related to the work
submitted for publication. Interests within the last 3 years of beginning the work (conducting the
research and preparing the work for submission) should be reported. Interests outside the 3-year
time frame must be disclosed if they could reasonably be perceived as influencing the submitted
work. Disclosure of interests provides a complete and transparent process and helps readers form
their own judgments of potential bias. This is not meant to imply that a financial relationship with an
organization that sponsored the research or compensation received for consultancy work is
inappropriate.

Editorial Board Members and Editors are required to declare any competing interests and may be
excluded from the peer review process if a competing interest exists. In addition, they should
exclude themselves from handling manuscripts in cases where there is a competing interest. This
may include — but is not limited to — having previously published with one or more of the authors,
and sharing the same institution as one or more of the authors. Where an Editor or Editorial Board
Member is on the author list they must declare this in the competing interests section on the
submitted manuscript. If they are an author or have any other competing interest regarding a
specific manuscript, another Editor or member of the Editorial Board will be assigned to assume
responsibility for overseeing peer review. These submissions are subject to the exact same review
process as any other manuscript. Editorial Board Members are welcome to submit papers to the
journal. These submissions are not given any priority over other manuscripts, and Editorial Board
Member status has no bearing on editorial consideration.

Interests that should be considered and disclosed but are not limited to the following:

Funding: Research grants from funding agencies (please give the research funder and the grant
number) and/or research support (including salaries, equipment, supplies, reimbursement for
attending symposia, and other expenses) by organizations that may gain or lose financially through
publication of this manuscript.

Employment: Recent (while engaged in the research project), present or anticipated employment by
any organization that may gain or lose financially through publication of this manuscript. This
includes multiple affiliations (if applicable).

Financial interests: Stocks or shares in companies (including holdings of spouse and/or children) that
may gain or lose financially through publication of this manuscript; consultation fees or other forms
of remuneration from organizations that may gain or lose financially; patents or patent applications
whose value may be affected by publication of this manuscript.

It is difficult to specify a threshold at which a financial interest becomes significant, any such figure is
necessarily arbitrary, so one possible practical guideline is the following: "Any undeclared financial
interest that could embarrass the author were it to become publicly known after the work was
published."

Non-financial interests: In addition, authors are requested to disclose interests that go beyond
financial interests that could impart bias on the work submitted for publication such as professional
interests, personal relationships or personal beliefs (amongst others). Examples include, but are not
limited to: position on editorial board, advisory board or board of directors or other type of
management relationships; writing and/or consulting for educational purposes; expert witness;
mentoring relations; and so forth.

Primary research articles require a disclosure statement. Review articles present an expert synthesis
of evidence and may be treated as an authoritative work on a subject. Review articles therefore
require a disclosure statement. Other article types such as editorials, book reviews, comments
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(amongst others) may, dependent on their content, require a disclosure statement. If you are
unclear whether your article type requires a disclosure statement, please contact the Editor-in-Chief.
Please note that, in addition to the above requirements, funding information (given that funding is a
potential competing interest (as mentioned above)) needs to be disclosed upon submission of the
manuscript in the peer review system. This information will automatically be added to the Record of
CrossMark, however it is not added to the manuscript itself. Under ‘summary of requirements’ (see
below) funding information should be included in the ‘Declarations’ section.

Summary of requirements

The above should be summarized in a statement and included on a title page that is separate from
the manuscript with a section entitled “Declarations” when submitting a paper. Having all
statements in one place allows for a consistent and unified review of the information by the Editor-
in-Chief and/or peer reviewers and may speed up the handling of the paper. Declarations include
Funding, Competing interests, Ethics approval, Consent, Data, Materials and/or Code availability and
Authors’ contribution statements. Please use the title page for providing the statements.

Once and if the paper is accepted for publication, the production department will put the respective
statements in a distinctly identified section clearly visible for readers.

Please see the various examples of wording below and revise/customize the sample statements
according to your own needs.

When all authors have the same (or no) competing interests and/or funding it is sufficient to use one
blanket statement.

Examples of statements to be used when funding has been received:

e Partial financial support was received from [...]

o The research leading to these results received funding from [...] under Grant Agreement
Nol...].

e This study was funded by [...]

e This work was supported by [...] (Grant numbers [...] and [...]

Examples of statements to be used when there is no funding:
e The authors did not receive support from any organization for the submitted work.
No funding was received to assist with the preparation of this manuscript.
No funding was received for conducting this study.
No funds, grants, or other support was received.
Examples of statements to be used when there are interests to declare:

¢ Financial interests: Author A has received research support from Company A. Author B has
received a speaker honorarium from Company Wand owns stock in Company X. Author C is
consultant to company Y.

Non-financial interests: Author C is an unpaid member of committee Z.

o Financial interests: The authors declare they have no financial interests.

Non-financial interests: Author A is on the board of directors of Y and receives no compensation as
member of the board of directors.

e Financial interests: Author A received a speaking fee from Y for Z. Author B receives a salary
from association X. X where s/he is the Executive Director.

Non-financial interests: none.

e Financial interests: Author A and B declare they have no financial interests. Author C has
received speaker and consultant honoraria from Company M and Company N. Dr. C has
received speaker honorarium and research funding from Company M and Company O.
Author D has received travel support from Company O.

Non-financial interests: Author D has served on advisory boards for Company M, Company N and
Company O.
Examples of statements to be used when authors have nothing to declare:

e The authors have no relevant financial or non-financial interests to disclose.
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e The authors have no competing interests to declare that are relevant to the content of this
article.

e All authors certify that they have no affiliations with or involvement in any organization or
entity with any financial interest or non-financial interest in the subject matter or materials
discussed in this manuscript.

e The authors have no financial or proprietary interests in any material discussed in this
article.

Authors are responsible for correctness of the statements provided in the manuscript. See also
Authorship Principles. The Editor-in-Chief reserves the right to reject submissions that do not meet
the guidelines described in this section.
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Appendix B: NICE Methodology Checklist for Randomised Controlled Trials

Methodology checklist: randomised
controlled trials

Checklist

publication

Study identification

Include author, title, reference, year of

Guideline topic:

Review question no:

Checklist completed by:

Circle or highlight one
option for each
question

A. Selection bias (systematic differences between the comparison groups)

Al

An appropriate method of randomisation
was used to allocate participants to

treatment groups (which would have Yes

balanced any confounding factors equally
across groups)

No

Unclear

N/A

A2

There was adequate concealment of
allocation (such that investigators,

clinicians and participants cannot Yes

influence enrolment or treatment
allocation)

No

Unclear

N/A

A3

The groups were comparable at baseline,

including all major confounding and Yes

prognostic factors

No

Unclear

N/A

Based on your answers to the above, in your opinion was selection bias present? If so,
what is the likely direction of its effect?

Low risk of bias Unclear/unknown risk High risk of bias

© NICE 2022. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and-

conditions#notice-of-righ

Page 9 of 81

ts).

The guidelines manual: appendices B-1
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Likely direction of effect: .

B. Performance bias (systematic differences between groups in the care
provided, apart from the intervention under investigation)

Bl

The comparison groups received the same care apart from
the intervention(s) studied

Yes

No

Unclear |[N/A

B2

Participants receiving care were kept 'blind' to treatment
allocation

Yes

No

Unclear |[N/A

B3

Individuals administering care were kept 'blind' to treatment
allocation

Yes

No

Unclear |[N/A

what is the likely direction of its effect?

Based on your answers to the above, in your opinion was performance bias present? If
SO,

Low risk of bias Unclear/unknown risk High risk of bias

Likely direction of effect: .

C. Attrition bias (systematic differences between the comparison groups with
respect to loss of participants)

© NICE 2022. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page
10 conditions#notice-of-rights). of 81

The guidelines manual: appendices B-I

C1

All groups were followed up for an equal length of time (or
analysis was adjusted to allow for differences in length of
follow-up)

Yes

No

Unclear N/A

C2

a. How many participants did not complete treatment in each

group?

b. The groups were comparable for treatment completion
(that is, there were no important or systematic differences
between groups in terms of those who did not complete
treatment)

Yes

No

Unclear [N/A

a. For how many participants in each group were no outcome data available?

C3

b. The groups were comparable with respect to the
availability of outcome data (that is, there were no important
or systematic differences between groups in terms of those

for whom outcome data were not available).

Yes

No

Unclear|N/A
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Based on your answers to the above, in your opinion was attrition bias present? If so,
what is the likely direction of its effect?

Low risk of bias Unclear/unknown risk High risk of bias

Likely direction of effect: .

© NICE 2022. All rights reserved. Subject to Notice of rights (https://www.nice.org.uk/terms-and- Page
11 of conditions#notice-of-rights). 81

The guidelines manual: appendices B-1

D. Detection bias (bias in how outcomes are ascertained, diagnosed or verified)

D1|The study had an appropriate length of follow-up Yes|No|Unclear [N/A

D2|The study used a precise definition of outcome Yes|No[Unclear [N/A

D3 A valid and reliable method was used to determine the Yes|No|Unclear [N/A
outcome

Investigators were kept 'blind' to participants' exposure to the
intervention

Investigators were kept 'blind' to other important confounding
and prognostic factors

D4 Yes|No|Unclear [N/A

D5 Yes|No|Unclear [N/A

Based on your answers to the above, in your opinion was detection bias present? If so,
what is the likely direction of its effect?

Low risk of bias Unclear/unknown risk High risk of bias

Likely direction of effect: .

Notes on use of Methodology checklist:
randomised controlled trials

The studies covered by this checklist are designed to answer questions about the
relative effects of interventions such as drugs, psychological therapies, operations or
placebos.
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Appendix C: British Journal of Clinical Psychology guidelines for authors

AUTHOR GUIDELINES

Sections
1. Submission
2. Aims and Scope
3. Manuscript Categories and Requirements
4. Preparing the Submission
5. Editorial Policies and Ethical Considerations
6. Author Licensing
7. Publication Process After Acceptance
8. Post Publication
9. Editorial Office Contact Details

1. SUBMISSION

Authors should kindly note that submission implies that the content has not been published
or submitted for publication elsewhere except as a brief abstract in the proceedings of a
scientific meeting or symposium.

New submissions should be made via the Research Exchange submission portal. You may
check the status of your submission at any time by logging on to submission.wiley.com and
clicking the “My Submissions” button. For technical help with the submission system, please
review our FAQs or contact submissionhelp@wiley.com.

All papers published in the British Journal of Clinical Psychology are eligible for Panel A:
Psychology, Psychiatry and Neuroscience in the Research Excellence Framework (REF).

Data protection:

By submitting a manuscript to or reviewing for this publication, your name, email address,
and affiliation, and other contact details the publication might require, will be used for the
regular operations of the publication, including, when necessary, sharing with the publisher
(Wiley) and partners for production and publication. The publication and the publisher
recognize the importance of protecting the personal information collected from users in the
operation of these services, and have practices in place to ensure that steps are taken to
maintain the security, integrity, and privacy of the personal data collected and processed.
You can learn more at https://authorservices.wiley.com/statements/data-protection-

policy.html.

Preprint policy:

133


https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_1._SUBMISSION
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_2._AIMS_AND
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_3._MANUSCRIPT_CATEGORIES
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_4._PREPARING_YOUR
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_5._EDITORIAL_POLICIES
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_6._AUTHOR_LICENSING
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_7._PUBLICATION_PROCESS
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_8._POST_PUBLICATION
https://bpspsychub.onlinelibrary.wiley.com/hub/journal/20448260/homepage/forauthors.html#_9._EDITORIAL_OFFICE
https://wiley.atyponrex.com/journal/bjc
https://submissionhelp.wiley.com/
mailto:submissionhelp@wiley.com
https://authorservices.wiley.com/statements/data-protection-policy.html
https://authorservices.wiley.com/statements/data-protection-policy.html

This journal will consider for review articles previously available as preprints. Authors may
also post the submitted version of a manuscript to a preprint server at any time. Authors
are requested to update any pre-publication versions with a link to the final published
article.

2. AIMS AND SCOPE

The British Journal of Clinical Psychology publishes original research, both empirical and
theoretical, on all aspects of clinical psychology:

o clinical and abnormal psychology featuring descriptive or experimental studies

e aetiology, assessment and treatment of the whole range of psychological disorders
irrespective of age group and setting

e biological influences on individual behaviour

e studies of psychological interventions and treatment on individuals, dyads, families
and groups

For specific submission requirements, read the Author Guidelines.

The Journal is catholic with respect to the range of theories and methods used to answer
substantive scientific problems. Studies of samples with no current psychological disorder
will only be considered if they have a direct bearing on clinical theory or practice.

The following types of paper are invited:

e papers reporting original empirical investigations;

o theoretical papers, provided that these are sufficiently related to empirical data;

e review articles, which need not be exhaustive, but which should give an
interpretation of the state of research in a given field and, where appropriate,
identify its clinical implications;

e Brief Reports and Comments.

3. MANUSCRIPT CATEGORIES AND REQUIREMENTS

Papers describing quantitative research should be no more than 5000 words (excluding the
abstract, reference list, tables and figures). Papers describing qualitative research (including
reviews with qualitative analyses) should be no more than 6000 words (including quotes,
whether in the text or in tables, but excluding the abstract, tables, figures and references).
Brief reports should not exceed 2000 words and should have no more than one table or
figure. Any papers that are over this word limit will be returned to the authors. Appendices
are included in the word limit; however online appendices are not included.

In exceptional cases the Editor retains discretion to publish papers beyond this length
where the clear and concise expression of the scientific content requires greater length (e.g.,
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explanation of a new theory or a substantially new method). Authors must contact the
Editor prior to submission in such a case.

Refer to the separate guidelines for Registered Reports.

All systematic reviews must be pre-registered and an anonymous link to the pre-registration
must be provided in the main document, so that it is available to reviewers. Systematic
reviews without pre-registration details will be returned to the authors at submission.

4. PREPARING THE SUBMISSION

Free Format Submission

British Journal of Clinical Psychology now offers free format submission for a simplified and
streamlined submission process.

Before you submit, you will need:

Your manuscript: this can be a single file including text, figures, and tables, or
separate files - whichever you prefer (If you do submit separate files, we encourage
you to also include your figures within the main document to make it easier for
editors and reviewers to read your manuscript, but this is not compulsory). All
required sections should be contained in your manuscript, including abstract,
introduction, methods, results, and conclusions. Figures and tables should have
legends. References may be submitted in any style or format, as long as it is
consistent throughout the manuscript. If the manuscript, figures or tables are
difficult for you to read, they will also be difficult for the editors and reviewers. If
your manuscript is difficult to read, the editorial office may send it back to you for
revision.

The title page of the manuscript, including a data availability statement and your co-
author details with affiliations. (Why is this important? We need to keep all co-authors
informed of the outcome of the peer review process.) You may like to use this

template for your title page.

Important: the journal operates a double-anonymous peer review policy. Anonymise
your manuscript and prepare a separate title page containing author details. (Why is
this important? We need to uphold rigorous ethical standards for the research we consider for
publication.)

An ORCID ID, freely available at https://orcid.org. (Why is this important? Your article, if
accepted and published, will be attached to your ORCID profile. Institutions and funders
are increasingly requiring authors to have ORCID IDs.)

To submit, login at https://wiley.atyponrex.com/journal/BJC and create a new
submission. Follow the submission steps as required and submit the manuscript.
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If you are invited to revise your manuscript after peer review, the journal will also request
the revised manuscript to be formatted according to journal requirements as described
below.

Revised Manuscript Submission
Contributions must be typed in double spacing. All sheets must be numbered.

Cover letters are not mandatory; however, they may be supplied at the author’s discretion.
They should be pasted into the ‘Comments’ box in Editorial Manager.

Parts of the Manuscript

The manuscript should be submitted in separate files: title page; main text file;
figures/tables; supporting information.

Title Page
You may like to use this template for your title page. The title page should contain:

i.  Ashortinformative title containing the major key words. The title should not contain
abbreviations (see Wiley's best practice SEQ tips);
ii.  Ashort running title of less than 40 characters;
iii.  The full names of the authors;
iv. The author's institutional affiliations where the work was conducted, with a footnote
for the author’s present address if different from where the work was conducted;
v.  Abstract;
vi.  Keywords
Vii. Data availability statement (see Data Sharing and Data Accessibility Policy);
viii.  Acknowledgments.

Author Contributions

For all articles, the journal mandates the CRediT (Contribution Roles Taxonomy)—more
information is available on our Author Services site.

Abstract

Please provide a structured abstract under the headings: Objectives, Methods, Results,
Conclusions. For Articles, the abstract should not exceed 250 words. For Brief Reports,
abstracts should not exceed 120 words.

Articles which report original scientific research should also include a heading 'Design'
before 'Methods'. The 'Methods' section for systematic reviews and theoretical papers
should include, as a minimum, a description of the methods the author(s) used to access the
literature they drew upon. That is, the abstract should summarize the databases that were
consulted and the search terms that were used.
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Keywords
Provide appropriate keywords.
Acknowledgments

Contributions from anyone who does not meet the criteria for authorship should be listed,
with permission from the contributor, in an Acknowledgments section. Financial and
material support should also be mentioned. Thanks to anonymous reviewers are not
appropriate.

Practitioner Points

All articles must include Practitioner Points - these are 2-4 bullet points, following the
abstract, with the heading ‘Practitioner Points'. These should briefly and clearly outline the
relevance of your research to professional practice.

Main Text File

As papers are double-anonymous peer reviewed, the main text file should not include any
information that might identify the authors.

Manuscripts can be uploaded either as a single document (containing the main text, tables
and figures), or with figures and tables provided as separate files. Should your manuscript
reach revision stage, figures and tables must be provided as separate files. The main
manuscript file can be submitted in Microsoft Word (.doc or .docx) or LaTex (.tex) format.

If submitting your manuscript file in LaTex format via Research Exchange, select the file
designation “Main Document - LaTeX .tex File” on upload. When submitting a LaTex Main
Document, you must also provide a PDF version of the manuscript for Peer Review. Please
upload this file as “Main Document - LaTeX PDF.” All supporting files that are referred to in
the LaTex Main Document should be uploaded as a “LaTeX Supplementary File.”

LaTex Guidelines for Post-Acceptance:
Please check that you have supplied the following files for typesetting post-acceptance:

e PDF of the finalized source manuscript files compiled without any errors.

e The LaTeX source code files (text, figure captions, and tables, preferably in a single
file), BibTex files (if used), any associated packages/files along with all other files
needed for compiling without any errors. This is particularly important if authors
have used any LaTeX style or class files, bibliography files (.bbl, .bst. .blg) or packages
apart from those used in the NJD LaTex Template class file.
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e Electronic graphics files for the illustrations in Encapsulated PostScript (EPS), PDF or
TIFF format. Authors are requested not to create figures using LaTeX codes.

Your main document file should include:

e Ashort informative title containing the major key words. The title should not contain
abbreviations;

e Abstract structured (objectives/methods/results/conclusions);

e Up to seven keywords;

e Practitioner Points: Authors will need to provide no more than 2-4 bullet points,
written with the practitioner in mind, that summarize the key messages of their
paper to be published with their article;

e Main body: formatted as introduction, materials & methods, results, discussion,
conclusion;

e References;

e Tables (each table complete with title and footnotes);

e Figure legends: Legends should be supplied as a complete list in the text. Figures
should be uploaded as separate files (see below).

Supporting information should be supplied as separate files. Tables and figures can be
included at the end of the main document or attached as separate files but they must be
mentioned in the text.

e As papers are double-anonymous peer reviewed, the main text file should not
include any information that might identify the authors. Do not mention the authors’
names or affiliations and always refer to any previous work in the third person.

e The journal uses British/US spelling; however, authors may submit using either
option, as spelling of accepted papers is converted during the production process.

References

This journal uses APA reference style; as the journal offers Free Format submission,
however, this is for information only and you do not need to format the references in your
article. This will instead be taken care of by the typesetter.

Tables

Tables should be self-contained and complement, not duplicate, information contained in
the text. They should be supplied as editable files, not pasted as images. Legends should be
concise but comprehensive - the table, legend, and footnotes must be understandable
without reference to the text. All abbreviations must be defined in footnotes. Footnote
symbols: 1, £, §, €, should be used (in that order) and *, **, *** should be reserved for P-
values. Statistical measures such as SD or SEM should be identified in the headings.

Figures
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Although authors are encouraged to send the highest-quality figures possible, for peer-
review purposes, a wide variety of formats, sizes, and resolutions are accepted.

Basic figure requirements for figures submitted with manuscripts for initial peer review, as
well as the more detailed post-acceptance figure requirements.

Legends should be concise but comprehensive - the figure and its legend must be
understandable without reference to the text. Include definitions of any symbols used and
define/explain all abbreviations and units of measurement.

Supporting Information

Supporting information is information that is not essential to the article, but provides
greater depth and background. It is hosted online and appears without editing or
typesetting. It may include tables, figures, videos, datasets, etc.

Wiley's FAQs on supporting information.

Note: if data, scripts, or other artefacts used to generate the analyses presented in the
paper are available via a publicly available data repository, authors should include a
reference to the location of the material within their paper.

General Style Points
For guidelines on editorial style, please consult the APA Publication Manual published by

the American Psychological Association. The following points provide general advice on
formatting and style.

¢ Language: Authors must avoid the use of sexist or any other discriminatory
language.

e Abbreviations: In general, terms should not be abbreviated unless they are used
repeatedly and the abbreviation is helpful to the reader. Initially, use the word in full,
followed by the abbreviation in parentheses. Thereafter use the abbreviation only.

e Units of measurement: Measurements should be given in Sl or Sl-derived units.
Visit the Bureau International des Poids et Mesures (BIPM) website for more
information about S| units.

o Effect size: In normal circumstances, effect size should be incorporated.

e Numbers: numbers under 10 are spelt out, except for: measurements with a unit
(8mmol/l); age (6 weeks old), or lists with other numbers (11 dogs, 9 cats, 4 gerbils).

Wiley Author Resources

Manuscript Preparation Tips: Wiley has a range of resources for authors preparing
manuscripts for submission available here. In particular, we encourage authors to consult
Wiley's best practice tips on Writing for Search Engine Optimization.

Article Preparation Support: Wiley Editing Services offers expert help with English
Language Editing, as well as translation, manuscript formatting, figure illustration, figure
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formatting, and graphical abstract design - so you can submit your manuscript with
confidence.

Also, check out our resources for Preparing Your Article for general guidance and the BPS
Publish with Impact infographic for advice on optimizing your article for search engines.

5. EDITORIAL POLICIES AND ETHICAL CONSIDERATIONS

Peer Review and Acceptance

Except where otherwise stated, the journal operates a policy of anonymous (double-
anonymous) peer review. Please ensure that any information which may reveal author
identity is anonymized in your submission, such as institutional affiliations, geographical
location or references to unpublished research. We also operate a triage process in which
submissions that are out of scope or otherwise inappropriate will be rejected by the editors
without external peer review. Before submitting, read the terms and conditions of
submission and the declaration of competing interests.

We aim to provide authors with a first decision within 90 days of submission.

Further information about the process of peer review and production can be found in ‘What
happens to my paper? Appeals are handled according to the procedure recommended
by COPE. Read Wiley's policy on the confidentiality of the review process.

Clinical Trial Registration

The journal requires that clinical trials are prospectively registered in a publicly accessible
database and clinical trial registration numbers should be included in all papers that report
their results. Authors are asked to include the name of the trial register and the clinical trial
registration number at the end of the abstract. If the trial is not registered, or was registered
retrospectively, the reasons for this should be explained.

Research Reporting Guidelines

Accurate and complete reporting enables readers to fully appraise research, replicate it, and
use it. Authors are encouraged to adhere to recognised research reporting standards.

We also encourage authors to refer to and follow guidelines from:
e Future of Research Communications and e-Scholarship (FORCE11)

e The Gold Standard Publication Checklist from Hooijmans and colleagues
e FAIRsharing website

Conflict of Interest
The journal requires that all authors disclose any potential sources of conflict of interest.

Any interest or relationship, financial or otherwise that might be perceived as influencing an
author's objectivity is considered a potential source of conflict of interest. These must be
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disclosed when directly relevant or directly related to the work that the authors describe in
their manuscript. Potential sources of conflict of interest include, but are not limited to:
patent or stock ownership, membership of a company board of directors, membership of
an advisory board or committee for a company, and consultancy for or receipt of speaker's
fees from a company. The existence of a conflict of interest does not preclude publication. If
the authors have no conflict of interest to declare, they must also state this at submission. It
is the responsibility of the corresponding author to review this policy with all authors and
collectively to disclose with the submission ALL pertinent commercial and other
relationships.

Funding

Authors should list all funding sources in the Acknowledgments section. Authors are
responsible for the accuracy of their funder designation. If in doubt, please check the Open
Funder Registry for the correct nomenclature: https://www.crossref.org/services/funder-

registry/

Authorship

All listed authors should have contributed to the manuscript substantially and have agreed
to the final submitted version. Authorship is defined by the criteria set out in the APA
Publication Manual:

“Individuals should only take authorship credit for work they have actually performed or to
which they have substantially contributed (APA Ethics Code Standard 8.12a, Publication
Credit). Authorship encompasses, therefore, not only those who do the actual writing but
also those who have made substantial scientific contributions to a study. Substantial
professional contributions may include formulating the problem or hypothesis, structuring
the experimental design, organizing and conducting the statistical analysis, interpreting the
results, or writing a major portion of the paper. Those who so contribute are listed in the
byline.” (p.18)

Data Sharing and Data Accessibility Policy

The British Journal of Clinical Psychology recognizes the many benefits of archiving data for
scientific progress. Archived data provides an indispensable resource for the scientific
community, making possible future replications and secondary analyses, in addition to the
importance of verifying the dependability of published research findings.

The journal expects that where possible all data supporting the results in papers published
are archived in an appropriate public archive offering open access and guaranteed
preservation. The archived data must allow each result in the published paper to be
recreated and the analyses reported in the paper to be replicated in full to support the
conclusions made. Authors are welcome to archive more than this, but not less.
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All papers need to be supported by a data archiving statement and the data set must be
cited in the Methods section. The paper must include a link to the repository in order that
the statement can be published.

It is not necessary to make data publicly available at the point of submission, but an active
link must be included in the final accepted manuscript. For authors who have pre-registered
studies, please use the Registered Report link in the Author Guidelines.

In some cases, despite the authors’ best efforts, some or all data or materials cannot be
shared for legal or ethical reasons, including issues of author consent, third party rights,
institutional or national regulations or laws, or the nature of data gathered. In such cases,
authors must inform the editors at the time of submission. It is understood that in some
cases access will be provided under restrictions to protect confidential or proprietary
information. Editors may grant exceptions to data access requirements provided authors
explain the restrictions on the data set and how they preclude public access, and, if possible,
describe the steps others should follow to gain access to the data.

If the authors cannot or do not intend to make the data publicly available, a statement to
this effect, along with the reasons that the data is not shared, must be included in the
manuscript.

Finally, if submitting authors have any questions about the data sharing policy, access
the FAQs for additional detail.

Open Research initiatives.

Recognizing the importance of research transparency and data sharing to cumulative
research, British Journal of Clinical Psychology encourages the following Open Research
practices.

Sharing of data, materials, research instruments and their accessibility. British Journal of Clinical
Psychology encourages authors to share the data, materials, research instruments, and
other artifacts supporting the results in their study by archiving them in an appropriate
public repository. Qualifying public, open-access repositories are committed to preserving
data, materials, and/or registered analysis plans and keeping them publicly accessible via
the web into perpetuity. Examples include the Open Science Framework (OSF) and the
various Dataverse networks. Hundreds of other qualifying data/materials repositories are
listed at the Registry of Research Data Repositories (http://www.re3data.org). Personal
websites and most departmental websites do not qualify as repositories.

Publication Ethics
Authors are reminded that the British Journal of Clinical Psychology adheres to the ethics of

scientific publication as detailed in the Ethical principles of psychologists and code of

conduct (American Psychological Association, 2010). The Journal generally conforms to the
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Uniform Requirements for Manuscripts of the International Committee of Medical Journal
Editors (ICJME) and is also a member and subscribes to the principles of the Committee on
Publication Ethics (COPE). Authors must ensure that all research meets these ethical
guidelines and affirm that the research has received permission from a stated Research
Ethics Committee (REC) or Institutional Review Board (IRB), including adherence to the legal
requirements of the study county.

Note this journal uses iThenticate's CrossCheck software to detect instances of overlapping
and similar text in submitted manuscripts. Read Wiley's Top 10 Publishing Ethics Tips for
Authors. Read Wiley's Publication Ethics Guidelines can be found.

ORCID

As part of the journal’'s commitment to supporting authors at every step of the publishing
process, the journal requires the submitting author (only) to provide an ORCID iD when
submitting a manuscript. This takes around 2 minutes to complete. Find more information
here.

6. AUTHOR LICENSING
WALS + standard CTA/ELA and/or Open Access for hybrid titles

You may choose to publish under the terms of the journal’s standard copyright agreement,
or Open Access under the terms of a Creative Commons License.

Standard re-use and licensing rights vary by journal. Note that certain funders mandate a
particular type of CC license be used. This journal uses the CC-BY/CC-BY-NC/CC-BY-NC-

ND Creative Commons License.

Self-Archiving Definitions and Policies: Note that the journal’s standard copyright agreement
allows for self-archiving of different versions of the article under specific conditions.

BPS members and open access: if the corresponding author of an accepted article is a
Graduate or Chartered member of the BPS, the Society will cover will cover 100% of the APC
allowing the article to be published as open access and freely available.

7. PUBLICATION PROCESS AFTER ACCEPTANCE

Accepted Article Received in Production

When an accepted article is received by Wiley's production team, the corresponding author
will receive an email asking them to login or register with Wiley Author Services. The
author will be asked to sign a publication license at this point.

Proofs

143


http://www.icmje.org/urm_main.html
http://www.publicationethics.org/resources/code-conduct
http://www.wileyauthors.com/ethics
http://authorservices.wiley.com/ethics-guidelines/index.html
http://olabout.wiley.com/WileyCDA/Section/id-828034.html
http://olabout.wiley.com/WileyCDA/Section/id-828034.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/licensing-info-faqs.html
https://authorservices.wiley.com/author-resources/Journal-Authors/open-access/author-compliance-tool.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/open-access-agreements.html
https://authorservices.wiley.com/author-resources/Journal-Authors/licensing/self-archiving.html
http://www.wileyauthors.com/

Once the paper is typeset, the author will receive an email notification with full instructions
on how to provide proof corrections.

Please note that the author is responsible for all statements made in their work, including
changes made during the editorial process - authors should check proofs carefully. Note
that proofs should be returned within 48 hours from receipt of first proof.

Early View

The journal offers rapid publication via Wiley's Early View service. Early View (Online Version
of Record) articles are published on Wiley Online Library before inclusion in an issue. Before
we can publish an article, we require a signed license (authors should login or register

with Wiley Author Services). Once the article is published on Early View, no further changes
to the article are possible. The Early View article is fully citable and carries an online
publication date and DOI for citations.

8. POST PUBLICATION

Access and Sharing
When the article is published online:

e The author receives an email alert (if requested).

e The link to the published article can be shared through social media.

e The author will have free access to the paper (after accepting the Terms &
Conditions of use, they can view the article).

e For non-open access articles, the corresponding author and co-authors can
nominate up to ten colleagues to receive a publication alert and free online access to
the article.

Promoting the Article

To find out how to best promote an article, click here.

Wiley Editing Services offers professional video, design, and writing services to create
shareable video abstracts, infographics, conference posters, lay summaries, and research
news stories for your research - so you can help your research get the attention it deserves.

Measuring the Impact of an Article

Wiley also helps authors measure the impact of their research through specialist
partnerships with Kudos and Altmetric.

9. EDITORIAL OFFICE CONTACT DETAILS
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For help with submissions, please contact: Hannah Wakley, Associate Managing Editor
(bjc@wiley.com) or phone +44 (0) 116 252 9504.
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