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The case for brief therapy in CAMHS

This paper reviews the evidence for use of brief therapy in child and adolescent 

mental health services (CAMHS).

Children’s services historically have some of the longest waiting times in mental 

health (BPS, 1993). With capacity likely to remain outstripped by the population 

demand for some years to come (Kelvin, 2005), brief interventions are still in demand

for reducing CAMHS waiting lists. This paper looks at evidence for the effectiveness 

of brief therapy with children and adolescents and their families. Relevant 

publications were sought through PsycLit with the terms BRIEF + THERAPY + 

(CHILD or ADOLESCENT) in Population, by hand searches of Clinical Psychology 

Review, Journal of Consulting and Clinical Psychology, Clinical Child Psychology 

and Psychiatry, Behavioural and Cognitive Psychotherapy, British Journal of 

Psychiatry, Psychiatric Bulletin, Child and Adolescent Mental Health, and Clinical 

Psychology Forum, and their predecessors where the title changed, between 1994 and 

2004, and by following up any other relevant references in the papers identified. 

Many families in CAMHS are seen for three sessions or fewer (Hoare et al.., 1996; 

Partridge et al., 1999; York, Anderson & Zwi, 2004). One group of researchers 

(Andrade, Lambert, & Bickman, 2000; Salzer, Bickman, & Lambert, 1999) reported 

that clinical outcome was unrelated to the number of sessions offered to children and 

families. According to Bloom (2001), the similar effectiveness of planned short-term 

therapy and time-unlimited therapy is one of the most frequently replicated findings in

the mental health literature. 
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In a review of the literature on single-session therapy, Bloom (2001) noted that a wide

range of therapeutic models have been used in a range of client groups to address 

problems as diverse as interpersonal conflicts, phobias, drug addiction, treatment 

compliance, eating disorders, and functioning following traumatic brain injury. Bloom

described seven controlled studies, four of them randomised. In all seven, single-

session psychotherapy was as effective as the comparison treatments, which in four 

studies took a more intensive form such as multiple sessions of psychotherapy 

(comparative treatments in the other two studies were bibliotherapy and group-based 

single sessions). 

One randomised controlled trial (RCT) and four uncontrolled studies cited by Bloom 

(2001) were carried out with children. The RCT (Littrell et al, 1992, cited by Bloom, 

2001) compared solution-focused therapy to two models of problem-focused therapy 

for secondary school children. There was little difference between the three 

approaches in their results, but the solution-focused approach required less time. 

About half the children reported that a single session was sufficient, with 54% 

reporting diminished concerns at 2-week follow-up, and 69% at 6-week follow-up. In 

uncontrolled studies, fifteen-minute sessions eliminated children’s habit coughs, with 

86% of improvements maintained when followed up after median of two years 

(Lokshin et al., 1991). When offered to mothers, single sessions improved the 

emotional and behavioural problems of children with psychiatric disorders (Coverley, 

Garralda, & Bowman, 1995). Family-oriented single sessions led to reports of reduced

problems and improved coping, family pride, and satisfaction with the intervention 

(Campbell, 1999; Hampson et al., 1999). 
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Other types of brief therapy, lasting one session or more, include solution-focused 

therapy, two-plus-one (2+1) therapy, consultation models, and brief CBT. Reviewing 

solution-focused therapy, Wheeler (2001) reported effective outcomes in seven out of 

13 RCTs, and good user satisfaction rates, though details of his analysis and the 

numbers of sessions offered were not published. 

In 2+1 therapy (Barkham, 1989), two therapy sessions are followed up with a third 

one month later, and can be combined with therapeutic approaches ranging from 

cognitive to psychodynamic. There is some evidence that brief therapy leaves adult 

users satisfied (Blakey, Sinclair, & Taylor, 1994) and can be as effective as standard 

care (Barkham, Moore, & Davis, 1992). In CAMHS the 2+1 model has doubled up as 

extended assessment (Heywood et al., 2003; Stallard & Sayers, 1998). Similarly, 

York et al. (2004) combined systematic assessments with brief therapy, with no 

treatment waiting list developing and a third of families needing three sessions or 

fewer (though note that this proportion is lower than that reported in audits of 

standard CAMHS treatments by Hoare et al., 1996, and Partridge et al., 1999). York 

et al. also offered 45-minute assessments which in some cases were a sufficient 

intervention. Hobday and Dickson (2003) reported some evidence of improvement 

following the delivery of self-help materials in 17-minute CAMHS assessments 

offered as “information surgeries”.

Brief consultation models have aimed to empower clients to address their own 

problems, using social constructionist and systemic models. Single session 

consultations with adults (Jones, Moss, & Holton, 1997; Partridge et al., 1995), using 

a reflecting team and with options of further follow-up if necessary, have been 
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described as leading to massive reductions in waiting time and minimal need for 

further treatment, without extra cost in psychology time. Heywood et al. (2003) 

described a manualised 2+1 consultation-based therapy for children and families. 

Parent-rated child problems reduced over the three sessions, family satisfaction 

ratings were high, and only 24% of families referred needed further contact with the 

service afterwards. 

Brief therapy based on CBT also has good outcomes. These include brief CBT for 

adults (Kenardy et al., 2003; Lovell, Richards, & Bower, 2003), extended single-

session CBT (lasting up to three hours) for specific phobias in 7-17 year-olds (Öst et 

al., 2001), and CBT in general. In a survey of eight psychology departments, the only 

department with no waiting list was the one that offered nothing but CBT (Turton, 

1993). Cognitive therapists would argue that, as a time-limited therapy, CBT may be 

more effective than some other models in matching capacity to demand, though the 

total contact time over a course of therapy may not be briefer than other approaches 

described here.

The main benefit of brief therapy is likely to be in treating less severe difficulties. 

Many of the problems treated in the above brief therapy studies were relatively mild 

and not typical of the more complex problems seen in CAMHS (Allison et al., 2000; 

Campbell, 1999; Hampson et al., 1999; Heywood et al., 2003; Loshkin et al., 1991; 

Parkin et al. 2003; Stallard & Sayers, 1998). One study which did find a dose effect in

CAMHS, with symptoms improving from the eighth session onwards, and continuing 

to improve after 21 sessions, reported worse symptoms after 1-2 sessions than after no

sessions (Angold et al., 2000). It is possible that the lack of a dose effect in other 
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studies is an indication not of the good quality of brief therapy, but of the poor quality

of both standard therapy and brief therapy (Andrade et al.., 2000). On the other hand, 

in Stallard and Sayers (1998), clinicians rated 49% of the problems they assessed as 

moderate and 14% as severe, and the problems included in Heywood et al..’s (2003) 

study differed little from regular CAMHS referrals according to clinicians’ ratings 

and child and parent questionnaires. Wheeler (2001) reported the use of solution-

focused brief therapy with, among other problems, suicidality, with a 66% reduction 

in serious incidents, compared to a 10% reduction in a control group.

Clearly careful attention is needed to ensure that brief therapy is not of inferior 

quality, irrelevant for clinical problems seen in CAMHS, or likely to lead to burnout, 

user dissatisfaction, or rereferrals. But the available evidence suggests that several 

brief therapy models show promise in treating problems effectively and efficiently 

within the space of a few planned sessions, or even one session. 

6



Brief Therapy in CAMHS

References 

Allison, S., Roeger, L., Dadds, V. & Martin, G. (2000). Brief therapy for children’s 

mental health problems: Outcomes in a rural setting. Australian Journal of Rural 

Health, 8, 161-166.

Andrade, A. R., Lambert, W. & Bickman, L. (2000). Dose effect in child 

psychotherapy: Outcomes associated with negligible treatment. Journal of the 

American Academy of Child and Adolescent Psychiatry, 39, 161-168. 

Angold, A., Costello, E. J., Burns, B. J., Erkanli, A. & Farmer, E. M. Z. (2000). 

Effectiveness of nonresidential specialty mental health services for children and 

adolescents in the “real world”. Journal of the American Academy of Child and 

Adolescent Psychiatry, 39, 154-160. 

Barkham, M. (1989). Exploratory therapy in two-plus-one sessions 1 – Rationale for a

brief psychotherapy model. British Journal of Psychotherapy, 6, 81-88.

Barkham, M., Moorey, J. & Davis, G. (1992). Cognitive-behavioural therapy in two-

plus-one sessions: A pilot field trial. Behavioural Psychotherapy, 20, 147-154. 

Blakey, R., Sinclair, J. & Taylor, R. (1994). Patient satisfaction with short clinical 

contact. Clinical Psychology Forum, 69, 13-15. 

7



Brief Therapy in CAMHS

Bloom, B. R. (2001). Focused single-session psychotherapy: A review of the clinical 

and research literature. Brief treatment and crisis intervention, 1, 75-86. 

Bower,P. & Gilbody, S. (2005). Stepped care in psychological therapies: Access, 

effectiveness and efficiency. British Journal of Psychiatry, 186, 11-17. 

British Psychological Society (1993). Report on DCP survey of waiting lists in NHS 

clinical psychology services: 1992. Clinical Psychology Forum, 53, 39-42. 

Campbell, A. (1999). Single session interventions: An example of clinical research in 

practice. Australian and New Zealand Journal of Family Therapy, 20, 183-194. 

Coverley, C. T., Garralda, M. E. & Bowman, F. (1995). Psychiatric intervention in 

primary care for mothers whose schoolchildren have psychiatric disorder. British 

Journal of General Practice, 45, 235-237. 

Goldberg, D. & Campbell, F. (1997). Empowerment: A three-session intervention. 

Child Psychology and Psychiatry Review, 2, 34-37.

Hampson, R., O’Hanlon, J., Franklin, A., Pentony, M., Fridgant, L. & Heins, T. 

(1999). The place of single session family consultations: Five years’ experience in 

Canberra. Australian and New Zealand Journal of Family Therapy, 20, 195-200. 

8



Brief Therapy in CAMHS

Heywood, S., Stancombe, J., Street, E., Mittler, H., Dunn, C. & Kroll, L. (2003). A 

brief consultation and advisory approach for use in child and adolescent mental health

services: A pilot study. Clinical Child Psychology and Psychiatry, 8, 503-512.

Hoare, P., Norton, B., Chisholm, D. & Parry-Jones, W. (1996). An audit of 7000 

successive child and adolescent psychiatry referrals in Scotland. Clinical Child 

Psychology and Psychiatry, 1, 229-249. 

Hobday, A. & Dickson, C. (2003). Information surgeries: A waiting list management 

initiative. Clinical Psychology, 23, 5-8.

Howard, K. I., Kopta, S. M., Krause, M. S. & Orlinsky, D. E. (1986). The dose-effect 

relationship in psychotherapy. American Psychologist, 41, 159-164.

Jones, E., Lucey, C. & Wadland, L. (2000). Triage: A waiting list initiative in a child 

mental health service. Psychiatric Bulletin, 24, 57-59.

Jones, S., Moss, D. & Holton, R. (1997). A consultation service to adults referred and 

having mental health problems. Clinical Psychology Forum, 105, 21-26.

Kelvin, R. G. (2005). Capacity of tier 2/3 CAMHS and service specification: A model

to enable evidence based service development. Child and Adolescent Mental Health, 

10, 63-73. 

9



Brief Therapy in CAMHS

Kenardy, J. A., Dow, M. G. T., Johnston, D. W., Newman, M. G., Thomson, A. & 

Taylor C. B. (2003a). A comparison of delivery methods of cognitive-behavioral 

therapy for panic disorder: An international multicenter trial. Journal of Consulting 

and Clinical Psychology, 71, 1068-1075.

Loshkin, B., Lindgren, S., Weinberger, S. & Koviach, J. (1991). Outcome of habit 

cough in children treated with a brief session of suggestion therapy. Annals of 

Allergy, 67, 579-582.

Lovell, K., Richards, D. A., & Bower, P. (2003). Improving access to primary mental 

health care: Uncontrolled evaluation of a pilot self-help clinic. British Journal of 

General Practice, 53, 133-135.

Öst, L-G., Svensson, L., Hellström, K. & Lindwall, R. (2001). One-session treatment 

of specific phobias in youths: A randomzied clinical trial. Journal of Consulting and 

Clinical Psychology, 5, 81-824. 

Parkin, A., Frake, C. & Davison, I. (2003). A triage clinic in a child and adolescent 

mental health service. Child and Adolescent Mental Health, 8, 177-183.

Partridge, I., Redmond, C., Williams, C., Black, J. & Richardson, G. (1999). 

Evaluating family therapy in a child and adolescent mental health service. Psychiatric

Bulletin, 23, 531-533. 

10



Brief Therapy in CAMHS

Partridge, K., Bennett, E., Webster, A. & Ekdawi, I. (1995). Consultation with clients:

An alternative way of working in adult mental health. Clinical Psychology Forum, 

83, 26-28.

Salzer, M. S., Bickman, L. & Lambert, E. W. (1999). Dose-effect relationship in 

children’s psychotherapy services. Journal of Consulting and Clinical Psychology,67,

228-238.

Stallard, P. & Sayers, J. (1998). An opt-in appointment system and brief therapy: 

Perspectives on a waiting list initiative. Clinical Child Psychology and Psychiatry, 3, 

199-212.

Turton, B. (1993). Dealing with referrals: Tired of waiting? Clinical Psychology 

Forum, 55, 24-27.

Wheeler, J. (2001). A helping hand: Solution-focused brief therapy and child and 

adolescent mental health. Clinical Child Psychology and Psychiatry, 6, 293-306. 

York, A., Anderson, Y. & Zwi, M. (2004). 8 months to 8 weeks: Developing and 

managing a new way of working in a child and adolescent mental health service. 

Mental Health Review,9, 15-19. 

11


	This is a pre-publication version of the following article:
	The case for brief therapy in CAMHS
	The case for brief therapy in CAMHS

