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Digital mental health interventions (DMHIs) offer promising solutions to address 

unmet mental health needs among children and young people, yet how to get 

DMHIs commissioned into the NHS can seem mystifying for innovators. This 

perspective paper draws on insights from a collaborative commissioning 

event focused on the Online Remote Behavioural Intervention for Tics 

(ORBIT) intervention, a digital behavioural therapy for young people with tic 

disorders, to explore the barriers and enablers to commissioning DMHIs in 

England. Key challenges identified include unclear commissioning pathways, 

limited clinical expertise, integration hurdles, and short-term funding models. 

Enablers included clinical advocacy, robust research evidence, and alignment 

with national frameworks. These insights highlight the importance of early 

collaboration between academics, developers, and policymakers in the 

product development cycle seeking to bridge the gap between innovation 

and implementation in digital mental health care.

KEYWORDS

digital mental health interventions, NHS commissioning, children and young people, 

tic disorders, implementation barriers and enablers, innovation adoption

1 Introduction

Digital mental health interventions (DMHIs) hold significant promise for improving 

access to support for mental health support for children and young people. They are often 

positioned as the solution to the growing demand for timely, effective, evidence-based 

mental health care which is not currently being met (1). Indeed, DMHIs offer the 

opportunity to provide effective mental health support at scale (2), reducing 

geographical boundaries, specialist clinician time and the need for families to travel to 

attend face-to-face appointments (3).
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Broadly, DMHIs are developed by two groups: industry, and/ 

or academic/clinical teams. Industry developers, often small- and 

medium-sized enterprises (SMEs), typically excel in technical 

development and commercialisation. However, industry sector 

developers may lack experience with clinicians and access to, or 

engagement with, service users. Industry developers also rarely 

conduct rigorous evaluations like randomised controlled trials 

(RCTs) unless they are awarded government grants, particularly 

as the National Institute for Health and Care Excellence (NICE) 

Evidence Standards Framework for digital health technologies 

requires that evidence for effectiveness must be shown, but does 

not require that this evidence is based on an RCT (4). NICE is 

an independent UK public regulatory body that develops 

evidence-based guidance and evaluates the clinical and 

economic value of health technologies to inform healthcare 

decision-making in the NHS.

Academic or clinical teams, by contrast, tend to address unmet 

clinical needs and produce evidence-based interventions with 

models for care integration, but often lack the skills and 

infrastructure to bring products to market. As a result, DMHIs 

with limited evidence are sometimes adopted in practice, while 

well-researched interventions remain stuck in development and 

unavailable to patients (5, 6). This results in patients missing 

out on effective, evidence-based interventions, while less robust 

products gain traction due to developers’ stronger skills in 

marketing and commercialisation. In England, government- 

funded initiatives like Health Innovation Networks (HINs) 

support both academic and industry innovators by offering 

guidance on procurement systems, aligning interventions with 

NHS priorities, and connecting innovators with commissioners.

Although England’s National Health Service (NHS) care is free 

at the point of use, commissioning digital interventions requires 

navigating complex regulatory and procurement frameworks to 

ensure public funds are spent appropriately and equitably. 

Following recent reforms, Integrated Care Boards (ICBs) now 

lead local service planning and funding, guided by Department 

of Health and Social Care (DHSC) priorities. Clinical leads, 

commissioners, and service managers also play key roles in 

evaluating interventions. In our view, decisions should be based 

on clinical and cost-effectiveness (including budget impact), user 

acceptability and engagement (7), regulatory compliance, and 

alignment with NHS priorities (8). In 2024, the British 

government set out three strategic shifts in the ten-year plan, to 

move from (1) hospital to community; (2) illness to prevention; 

and (3) analogue to digital (8). Alongside this, they developed a 

Strategic Commissioning Framework to support ICBs to 

strengthen their capability to drive these three priorities. Digital 

interventions play a key role in facilitating the realisation of 

these shifts, providing accessible care in non-clinical settings. 

Despite this, the commissioning and integration of such digital 

tools into routine care pathways remains complex. Innovators 

(both academic-led and industry) developing interventions for 

young people frequently encounter unclear pathways to 

adoption, fragmented commissioning structures, and limited 

opportunities to engage with decision-makers, even with the 

support of HINs. This lack of clarity in commissioning process 

has been highlighted within the DMHIs community as a barrier 

to adoption (9).

To better understand the challenges and potential solutions to 

DMHIs, we hosted a one-day workshop targeted at NHS 

commissioners and key decision-makers - such as clinical leads 

and service managers. The event focused specifically on the 

ORBIT intervention - an online, remotely delivered behavioural 

therapy designed for young people with tic disorders. ORBIT 

offers a scalable and evidence-based digital solution to address 

gaps in access to specialist care for young people with tic 

disorders (10). An RCT demonstrated ORBIT’s clinical and 

cost-effectiveness (11–13), and the intervention recently 

underwent an Early Value Assessment (EVA) by NICE, 

resulting in conditional recommendation (14).

The workshop, held on 26th March 2025 at the University of 

Nottingham (UK), brought together NHS commissioners (n = 8), 

clinical (n = 1), regulatory (n = 2), commercialisation (n = 2), 

academic (n = 4), software development (n = 1), and lived 

experience (n = 1) experts, facilitated by 3 team members. 

Commissioners and decision-makers were invited via local HINs 

and professional networks. The event aimed to explore challenges, 

enablers, and best practices in commissioning digital mental 

health interventions, with a focus on cost-effectiveness and NHS 

adoption. Morning presentations aimed to brief attendees on the 

condition and intervention and care pathways, including 

information about tic disorders and sharing lived experience, with 

informal discussion encouraged through breaks. Afternoon 

roundtables focused on identifying barriers and solutions to 

adopting DMHI for young people. Where needed, travel and 

accommodation costs were covered for all attendees, including 

the lived experience member. Data were not formally analysed, 

but notes were taken and used to guide the team perspective.

This perspective summarises insights gained from the event, 

which were recorded via notes taken from key facilitators, who 

are co-authors of this paper. The perspectives and opinions of 

commissioners are often underrepresented in the academic 

literature. By sharing of our findings, we aim to bridge the gap 

between innovation and implementation, and offer practical 

considerations for researchers, developers, and policymakers 

seeking to ensure that effective digital tools reach the 

populations they are intended to support.

2 Barriers

Through our discussions as part of the workshop, three key 

barriers emerged to commissioning DMHIs.

2.1 Lack of clear pathways and expertise

The absence of established clinical pathways for both DMHI and 

for many mental health and developmental conditions (e.g., tic 

disorders) presents significant systemic challenges. Without national 

guidance (e.g., NICE Clinical Guidance), local commissioners and 

providers face uncertainty on how to best assess and treat 
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conditions, leading to inconsistent service provision and reluctance to 

innovate. This is compounded by challenges integrating public health 

expertise with commissioning decisions - expertise that could provide 

critical insights into prevalence, population-level demand, and the 

value of prevention and early intervention. In the case of tic 

disorders - where services are rarely commissioned locally - this 

ambiguity contributes to a perceived risk of “opening the 

Eoodgates”, where introducing new services might overwhelm 

systems. While this risk is sometimes valid, it is not universally 

realised, particularly in the context of low-intensity digital 

interventions but could perversely lead to service providers receiving 

fines if a surge in demand significantly increases their waiting lists.

The lack of clinical expertise in the disorder in many geographical 

areas was also noted as a barrier. Where a diagnosis is required for a 

young person to be eligible to access the digital tool in healthcare 

services, healthcare professionals can lack the training or expertise 

to conduct the full assessments needed to provide that diagnosis. 

This issue is especially pronounced in areas like tic disorders, where 

comprehensive diagnostic evaluations rarely occur and highlights 

the issue of clinical gatekeeping which may delay or obstruct access 

to early, scalable digital interventions, undermining their potential 

to alleviate pressure on overstretched services. An additional barrier 

in such cases is the absence of existing service pathways, meaning 

that funding a new intervention often requires creating a new 

budget line without clear opportunities to offset costs elsewhere. 

For tic disorders, young people often find themselves referred 

between several services and “jumping through hoops” for months 

or even years before tangible support is offered, because the 

pathway is not clear.

2.2 Implementation and integration

Commissioners may hesitate to adopt DMHIs that require 

complex IT integration, workforce training, or service redesign - 

especially given funding pressures and unclear commissioning 

roles. Information governance requirements vary widely across 

NHS Trusts, with each having its own criteria for cybersecurity, 

data privacy, and impact assessments. This leads to duplicated 

work for innovators, inconsistent expectations, and delays. 

Although this process has been somewhat standardised by the 

NHS Digital Technology Assessment Criteria (DTAC), a 

standard that we and our partners are closely aligning, it has 

not removed all variability. DMHIs must also integrate with 

existing electronic patient record systems (where available) to 

ensure clinical activity is properly documented. This integration 

is often challenging, and providers must be equipped to support 

NHS sites. Initiatives like the Innovator Passport aim to 

streamline these processes and reduce variation across Trusts (15).

2.3 Locally-decided commissioning and 
lack of dedicated funding

Even if an intervention is considered clinically important and 

well evidenced, commissioners may not have allocated budgets to 

spend. Many ICBs are under financial pressure and are stretching 

relatively small budgets across a wide range of conditions and 

populations. Furthermore, planning is complex and variable 

with each ICB having its own local priorities, budget constraints 

and timescales in which budgets need spending. Even with 

support from HINs it can be difficult to scale across regions, as 

what gets funded in one area may not be accepted in another. 

Such regional disparities in funding can also exacerbate the 

“postcode lottery” of inequitable service provision across 

regions. Furthermore, funding may sometimes only be available 

on a short-term basis (e.g., one financial year). Like most 

interventions, DMHIs require sustained financial support (16), 

including for on-going licencing, integration with existing 

systems, ensuring compatibility with updated software, and 

evaluation. Commissioners may be unable or unwilling to 

commit to funding contracts beyond a short time frame, which 

in turn may make it difficult to realise the benefits of the 

intervention, particularly if they are not immediate or unlikely 

to be realised within the current financial year. Even if benefits 

are realised, it still does not guarantee that any budget would be 

available in the next year. As well as hampering the ability to 

demonstrate cost-effectiveness, this short-term funding approach 

may result in patients having to stop a DMHI that they are 

benefitting from.

3 Enablers

Our workshop was designed to focus on solutions, rather than 

barriers, in order to provide positive action points that can be 

taken forward. Subsequently, several key enablers were identified.

3.1 Clinical buy-in

Commissioners noted the importance of clinical champions to 

advocate for the adoption of a DMHI. Commissioners stated that 

when clinicians show strong support for the need to use an 

innovation to solve a provision problem, they listen. However, it 

was also acknowledged that since the COVID-19 pandemic, 

clinician endorsement alone is no longer sufficient if the case is 

not supported by cost-effectiveness evidence.

Commissioners noted that to get a “foot in the door”, 

innovators may wish to explore individual funding requests, 

which is a formal request made to the local ICB to fund a 

treatment, service, or intervention that is not routinely available 

through standard NHS commissioning pathways. These funding 

requests are reviewed by an expert panel, including clinicians, 

and competitor quotes can be gained by the committee to 

ascertain value for money and best fit. These requests are 

typically made by clinicians and can provide a test-case to 

evidence to the ICB the utility of providing the DMHI to their 

patient group which may help facilitate more sustainable 

financial commitment, though are only approved on a case-by- 

case basis.
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3.2 Research and real-world evidence

The importance of research-based evidence - including RCTs 

demonstrating clinical and cost-effectiveness - was noted as 

important to supporting commissioning decisions. However, it 

is worth acknowledging that many DMHIs currently 

commissioned by the NHS have been adopted without RCT 

evidence. This suggests that while RCTs are valued, other factors 

such as compelling value propositions, strategic alignment, and 

effective stakeholder engagement may play a more inEuential 

role in real-world commissioning decisions. Importantly, 

commissioners noted that they considered the “whole service” 

impact when exploring benefits of interventions. Examples of 

what counted as meaningful clinical and service impact focussed 

on a broad range of outcomes, including symptom and service 

use reduction, as well as improved presenteeism in school or 

work for parents. Although the ORBIT intervention is 

positioned in secondary care, commissioners noted that 

demonstrating a reduction in use of primary and emergency 

care services was also important. They highlighted that 

interventions supporting the parent alongside the young person, 

and those that support patients awaiting a diagnosis are 

particularly important.

Alongside research evidence, commissioners noted the 

importance of case studies where NHS Trusts had implemented 

the intervention and demonstrated improvements to patient 

outcomes and their local budgets. In our workshop, our patient 

and public involvement (PPI) member shared their lived 

experience of their child’s tic disorder and their struggle to get 

support. Commissioners commented how powerful this voice 

was and the importance of including this when developing a 

business case or sales pitch.

3.3 Clinical targets and frameworks

The value of receiving NICE guidance or recommendation 

was highlighted as a key enabler for the adoption of a DMHI. 

However, approval from NICE alone was not sufficient to 

guarantee uptake. In addition to NICE endorsement, other 

frameworks and standards were also cited as inEuential. For 

instance, Integrated Care Boards (ICBs) are required to meet the 

Mental Health Investment Standard annually, which mandates 

that their investment in mental health services must grow at a 

rate that matches or exceeds the growth of their overall NHS 

funding allocation (17). Another important framework 

mentioned was the i-THRIVE Framework, an implementation 

model designed to transform the way mental health services are 

delivered to young people in the UK (18). Digital therapies, 

such as ORBIT, align with the i-THRIVE Framework by 

delivering timely, needs-led support directly to children and 

families in their own communities through accessible digital 

therapy. Additionally, the importance of aligning with the 

government’s “Three Shifts” was highlighted. ICBs are required 

to ensure their commissioning strategies reEect these shifts, and 

they will be evaluated on how well they deliver against the 

shifts. DMHIs that demonstrate clear alignment with these 

standards and frameworks are more likely to gain traction with 

commissioners, as they support strategic priorities, ensure 

compliance with national expectations, and contribute to the 

delivery of integrated, needs-led mental health care.

3.4 Timing

Timing was also considered to be a critical key in 

commissioning decisions, particularly when aligned with 

financial cycles such as year-end underspend. Commissioners 

often look for opportunities to allocate remaining budgets 

efficiently before the close of the financial year. This can make 

interventions with a clearly defined endpoint particularly 

attractive. Commissioners reEected that a common practice was 

to have an individual funding request approved for a set 

number of sessions, only for additional funding requests to 

follow. DMHI that contain a set number of modules/ 

engagement may be reassuring to commissioning panels, 

eliminating the risk of financial creep and making it a 

compelling option for time-sensitive or end-of-year investment.

4 Discussion

The workshop highlighted the complexities, fragmented and 

variable nature of commissioning DMHI within the UK NHS. 

Funding for digital mental health, particularly for young people, 

is often limited. Implementation challenges such as workforce 

training, IT integration, and information governance further 

delay adoption, even for evidence-based tools. Without a 

standardised commissioning pathway for DMHIs, especially 

those targeting young people, innovators may struggle to 

identify who the decision-makers are and how best to position 

their intervention. Importantly, the workshop identified that 

there is no clear single route in, and that often building a local 

case of need/proof of efficacy within an individual service might 

be an easier first step to implementation. However, this lacks the 

consistency and future-proofing that would be gained by more 

dedicated national funding which would support wider adoption 

with more security of provision for future years.

Our workshop highlighted the critical role of engaging 

commissioners throughout the entire lifecycle of a DMHI. Early 

involvement during the prototype development phase helps 

ensure that the intervention is appropriately designed for 

integration with existing systems and IT infrastructure, while 

also accommodating the inevitable variability across NHS 

Trusts. It also facilitates the incorporation of key performance 

metrics aligned with service effectiveness, acceptability, and 

statutory targets set by NHS Trusts. During the research phase, 

commissioner engagement helps align outcome measures with 

real-world service evaluation priorities. Finally, involving 

commissioners in the early stages of commercialisation supports 

the development of targeted strategies that enhance the 
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likelihood of successful implementation and adoption into routine 

practice. However, the current fragmented, localised “Trust by 

Trust” or “ICB by ICB” approach to evidence, governance, and 

procurement presents a significant challenge for companies. This 

highlights the need for a more collective approach to developing 

common standards, sharing evidence, and distributing risk 

across the system.

Organisations such as HINs can play an important enabling 

role to facilitate early conversations with commissioners, but 

they cannot fully mitigate the underlying system-level challenges 

that impede the adoption of digital innovation in mental health 

care. Additionally, the commissioners that attended our event all 

commented on how powerful our PPI lived experience voice 

was, noting this should be included in developing our business 

case and marketing materials, which highlights the importance 

of continued PPI, even beyond the research and 

development stage.

Ultimately, the successful implementation of DMHIs depends 

on a collaborative, cross-sector approach that brings together 

innovators, commissioners, service providers, and patient and 

public members. Strengthening these partnerships is essential to 

overcoming systemic barriers and ensuring that digital 

innovations can be effectively embedded into mental health 

care pathways.
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