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Key statistics
�� The British Child and Adolescent Mental Health Surveys in 1999 and 2004 found that 1 in 10 children and young people 
under the age of 16 had a diagnosable mental disorder. Among the 5 to 10 year olds, 10% of boys and 5% of girls had a 
mental health problem while among the 11 to 16 year olds the prevalence was 13% for boys and 10% for girls.2,3

�� The most common problems are conduct disorders, attention deficit hyperactivity disorder (ADHD), emotional disorders 
(anxiety and depression) and autism spectrum disorders.2,3 

�� Rates of mental health problems in children and young people in the UK rose over the period from 1974 to 1999, 
particularly conduct and emotional disorders.9 In the absence of more recent data, it is unknown whether this trend has 
continued.

�� Mental health problems in children and young people cause distress and can have wide-ranging effects, including impacts 
on educational attainment and social relationships, as well as affecting life chances and physical health.13,14

�� Mental health problems in children and young people can be long-lasting. It is known that 50% of mental illness in adult 
life (excluding dementia) starts before age 15 and 75% by age 18.20 In addition, there are well-identified increased physical 
health problems associated with mental health.15–18

�� There are strong links between mental health problems in children and young people and social disadvantage, with children 
and young people in the poorest households three times more likely to have a mental health problem than those growing 
up in better-off homes.3

�� Parental mental illness is associated with increased rates of mental health problems in children and young people, with an 
estimated one-third to two-thirds of children and young people whose parents have a mental health problem experiencing 
difficulties themselves.24,25,57 

�� Mental health problems in children and young people are associated with excess costs estimated as being between £11,030 
and £59,130 annually per child.21 These costs fall to a variety of agencies (e.g. education, social services and youth justice) 
and also include the direct costs to the family of the child’s illness. 

�� There are clinically proven and cost-effective interventions. Taking conduct disorder as an example, potential life-long 
savings from each case prevented through early intervention have been estimated at £150,000 for severe conduct problems 
and £75,000 for moderate conduct problems.22
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Overview
Mental health problems in children and young people 
are common and account for a significant proportion 
of the burden of ill health in this age range. The World 
Health Organization (WHO) defines mental health as not 
simply the absence of disorder but ‘a state of wellbeing in 
which every individual realises his or her own potential, can 
cope with the normal stresses of life, can work productively 
and fruitfully, and is able to make a contribution to her 
or his community’.1 This broader definition is particularly 
appropriate in childhood and adolescence, as mental health 
is the foundation of healthy development and mental 
health problems at this life stage can have adverse and 
long-lasting effects. In this chapter we will focus mainly on 
mental disorders, the most severe end of the spectrum of 
problems. The use of the term ‘mental disorder’ should not 
be taken as an indication that the problem is entirely within 
the child as mental disorders can develop for a variety of 
reasons including a reaction to or interaction with external 
circumstances.

Rates and profile of mental health problems 
among children and young people 
The most recent British surveys carried out by the Office for 
National Statistics of children and young people aged 5–15 
years in 1999 and 20042,3 (referred to as the British Child 
and Adolescent Mental Health Surveys or B-CAMHS) found 
that 10% had a clinically diagnosable mental disorder 
(i.e. a mental health problem associated with significant 
impairment). Among the 5 to 10 year olds, 10% of boys and 
5% of girls had a mental disorder while among the 11 to 
16 year olds the prevalence was 13% for boys and 10% for 
girls. In these two surveys the prevalence of anxiety disorders 
was 2–3%, depression 0.9%, conduct disorder 4.5–5%, 
hyperkinetic disorder (severe ADHD) 1.5% and autism 
spectrum disorders 0.9%. Rarer disorders including selective 
mutism, eating disorders and tics disorders occurred in 0.4% 
of children. Conduct disorders, hyperkinetic disorder and 
autism spectrum disorders were more common in boys, and 
emotional disorders were more common in girls. 

Young people aged 16 and over are included in the Office 
for National Statistics surveys of adult psychiatric morbidity. 
As these surveys used different assessment methods and 
categories to the surveys of under-16s, direct comparison 
is more difficult. In the 2007 survey of adults in England,4 
in the 16–24-year-old age group 2.2% experienced a 
depressive episode, 4.7% screened positive for post-
traumatic stress disorder, 16.4% experienced anxiety 
disorder, 0.2% had a psychotic illness and 1.9% had a 
diagnosable personality disorder. 

Self-harm among young people is a major concern. In 
the 2004 B-CAMHS survey,3 the rate of self-harm in 5–10 
year olds was 0.8% in those with no disorder, rising to 6.2% 
in those with an anxiety disorder and 7.5% among the group 
of children with hyperkinetic disorder, conduct disorder 

or one of the less common disorders. The prevalence 
increased dramatically in adolescence with rates of 
1.2% in those with no disorder, rising to 9.4% in 
those with an anxiety disorder and 18.8% in those 
with depression. In a 2007 survey of young adults,4 6.2% 
of 16–24 year olds had attempted suicide and 8.9% had 
self-harmed in their lifetime. Suicide is the leading cause of 
death in young people. The suicide rate among 10–19 year 
olds is 2.20 per 100,000; it is higher in males (3.14 compared 
with 1.30 for females) and in older adolescents (4.04 among 
15–19 year olds compared with 0.34 among 10–14 year 
olds).5 Recent research has shown a significant fall in the rates 
among young men in the period 2001–2010.

Despite the increasing recognition of the importance of 
the early years as a focus for early intervention, there has 
been less research on the profile and rates of problems in 
the under-5s and they were not included in the B-CAMHS 
surveys. One study showed that the prevalence of problems 
for 3-year-old children was 10%, with 66% of parents 
sampled having one or more concerns about their child.6 A 
further study showed that 7% of children aged 3–4 years 
exhibited serious behaviour problems.7 Differentiating normal 
from abnormal behaviour in younger children can be difficult 
and a substantial proportion of children will ‘grow out of’ 
early childhood problems, particularly among the under-
3s. However, longitudinal studies suggest that 50–60% of 
children showing high levels of disruptive behaviour at 3–4 
years will continue to show these problems at school age.8 
Moreover, neurodevelopmental problems including language 
delay, ADHD and autism spectrum disorders are first manifest 
in the pre-school years.

Are mental health problems among children 
and young people becoming more common?
There is a popular perception that children and young people 
today are more troubled  and badly behaved than previous 
generations. Research looking over a 25-year period from 
1974 to 1999 found increases in conduct problems in young 
people, affecting males and females, all social classes and all 
family types.9 There is also evidence for a rise in emotional 
problems, but mixed evidence in relation to rates of 
hyperactivity. There were no differences in rates between the 
1999 and 2004 B-CAMHS surveys. 

However, evidence for a recent rise in levels of psychological 
distress is provided by data from the West of Scotland 
Twenty-07 study10 in which marked increases in GHQ 12 
‘caseness’ (a scoring system for mental health) were found 
in females between 1987 and 1999 and among both males 
and females between 1999 and 2006. In addition, self-harm 
rates have increased sharply over the past decade, as 
evidenced by rates of hospital admission11 and calls to 
helplines,12 providing further indications of a possible rise in 
mental health problems among young people. However, in 
the absence of up to date epidemiological data, it is uncertain 
whether there has been a rise in the rates of mental health 
problems and whether the profile of problems has changed.
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The impact of mental health problems
Mental health problems not only cause distress but can also 
be associated with significant problems in other aspects of 
life and affect life chances. In the B-CAMHS surveys cited 
earlier2,3 all forms of mental disorder were associated with an 
increased risk of disruption to education and school absence. 
Research on the longer-term consequences of mental 
health problems in childhood and adolescence have found 
associations with poorer educational attainment13,14 and 
poorer employment prospects,13,14 including the probability of 
‘not being in education, employment or training’ (NEET).13,14 
The mechanisms by which mental health problems in 
childhood and adolescence affect educational attainment 
and life chances are complex, but it is likely that at least some 
of the risk is attributable to the direct effects of the disorder 
itself.13 Social relationships can be affected both in childhood 
and adolescence and in adult life.13 Other increased risks 
include drug and alcohol use, particularly for young people 
with conduct disorder, ADHD and emotional disorder.13 

Conduct disorder and ADHD are also both associated with an 
increased risk of offending13 and conduct disorder in girls is 
associated with an increased risk of teenage pregnancy.13

The risks are not confined to psychosocial problems. There 
are also associations between mental health problems in 
childhood and adolescence and poorer physical health as 
well as the possibility of developing at-risk health behaviours. 
In the B‑CAMHS surveys,2,3 parents of children and young 
people with mental health problems were more likely to 
report that their child’s general health was poor. There are 
particular risks associated with some mental health problems, 
for example psychosis, which is associated with premature 
mortality in adult life,15 and anorexia nervosa,16 which can 
be life-threatening and lead to longer-term health problems. 
Adversity in childhood – including abuse and neglect, 
parental mental illness, parental drug and alcohol abuse, and 
domestic violence – has been shown to be associated with an 
increased risk of the major morbidities of mid-life, including 
heart disease and some cancers.17,18 It is thought that the 
development of mental health problems and at-risk health 
behaviours act as mediating factors in the link between early 
adversity and later-life problems. For example, it is known 
that young people with histories of conduct problems, 
depression and suicidality are 4–6 times more likely to 
smoke13 and 2–4 times more likely to use alcohol regularly.

Mental health problems in children and young people 
are often persistent; this is particularly true for conduct 
disorder, hyperkinetic disorder and autism spectrum 
disorders.19 Although emotional disorders have a better 
prognosis, they are not always benign, and again may 
persist.19 The persistence of child  and adolescent-onset 
disorders into adult life is of particular concern. The Dunedin 
study,20 which followed up a large cohort of children 
through to adulthood, found that half of the adults in 
the study who had a psychiatric disorder at age 26 had 
first had problems prior to age 15, and three-quarters 
had problems before age 18; these rates were even higher 
among adults in contact with mental health services.

As well as the impact on the individual child and family, 
mental health problems in children and young people also 
result in an increased cost to the public purse. Mental 
health problems during childhood and adolescence in 
the UK result in increased costs of between £11,030 
and £59,130 annually per child.21 Taking conduct disorder 
as an example, lifetime costs of a one-year cohort of 
children with conduct disorder (6% of the child population) 
have been estimated at £5.2 billion, with each affected 
individual being associated with costs around 10 times that 
of children without the disorder.22 Costs falling on the public 
sector are distributed across many agencies. The cost of 
crime attributable to adults who had conduct problems in 
childhood is estimated at £60 billion a year in England and 
Wales, of which £22.5 billion a year is attributable to conduct 
disorder and £37.5 billion a year to sub-threshold conduct 
disorder.23

Risk factors and associations
Research from around the world has found that the risk 
of developing a mental health problem is strongly 
increased by social disadvantage and adversity.

In the 2004 B-CAMHS survey,3 the prevalence of mental 
disorder was higher in children and young people: 

�� in lone-parent (16%) compared with two-parent families 
(8%) 

�� in reconstituted families (14%) compared with families 
containing no stepchildren (9%)

�� whose interviewed parent had no educational 
qualifications (17%) compared with those who had a 
degree-level qualification (4%)

�� in families with neither parent working (20%) compared 
with those in which both parents worked (8%)

�� in families with a gross weekly household income of less 
than £100 (16%) compared with those with an income of 
£600 or more (5%)

�� in families where the household reference person was in 
a routine occupational group (15%) compared with those 
with a reference person in the higher professional group 
(4%)

�� living in areas classed as ‘hard pressed’ (15%) compared 
with areas classed as ‘wealthy achievers’ or ‘urban 
prosperity’ (6% and 7% respectively).

Parental mental illness is known to be associated with a 
higher rate of mental health problems in children and young 
people,24,25 as are parental substance misuse26 and parental 
criminality.27,28 Violence between parents also increases the 
risk of children and young people developing mental health 
problems, as well as increasing the risk that the children may 
experience abuse and neglect.29,30 

Children and young people who have experienced severe 
adversity such as abuse and neglect are at particularly high 
risk of developing a mental health problem, as are looked-
after children and young people in contact with the criminal 
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justice system (see Chapters 11 and 12 of this report). Severe 
bullying and experiences of discrimination can also act as risk 
factors for the development of mental health problems.

Physical illness, disability and developmental co-morbidities 
also act as risk factors for mental health problems. Living 
with long-term physical illness or disability raises the risk of 
developing a mental health problem. Young people living 
with a long-term physical illness are twice as likely to suffer 
from emotional or conduct disorders.31 Children and young 
people with learning disabilities and children and young 
people with ASD are at greatly increased risk of developing a 
co-morbid mental health problem. 

Research has shown that being among the youngest in the 
school year is associated with educational disadvantage and 
in the 1999 B-CAMHS survey being among the youngest 
in the school year group was found to be associated with a 
slightly greater risk of mental disorder.58

Ethnicity and mental health
The 1999 and 2004 B-CAMHS surveys2,3 found differences 
in the rates of mental disorder across different ethnic 
groups. However, as there were only a small number of 
ethnic minority children and young people in the studies 
and the information gathered from non-English speaking 
informants was more limited than that obtained from English 
speaking informants, interpreting the results was difficult. 
With this caveat in mind, in the 2004 B-CAMHS survey 

the rates of disorder were found to vary by ethnic group – 
children and young people categorised as Indian had a rate 
of approximately 3%; children and young people in the 
Pakistani/Bangladeshi group a rate of just under 8%; children 
and young people in the black group a rate of around 9%; 
with the highest rate in the white group at approximately 
10%. The low rate of problems in young people of Indian 
heritage has been replicated in a more recent study.59 

To date, there has been relatively little research on the 
relationship between ethnicity and child mental health.60 The 
most recent census of England and Wales in 2011 found an 
increase in ethnic diversity. There is a need for better research 
evidence on the prevalence of child mental health problems 
in minority ethnic groups as well as looking at service 
utilisation and whether particular groups experience barriers 
to receiving a service, in addition to understanding why some 
groups and communities may be more resilient.

Strategies for intervention and prevention
Risk factors for developing a mental health problem can 
operate at a societal level, at a community level and at the 
level of the individual and their family. Similarly, strategies 
to improve the mental health of children and young 
people can be employed at multiple levels. In this chapter 
we concentrate primarily on interventions targeted at the 
individual child or young person and their family. This is 
not to deny the importance of developing strategies to 
tackle the social determinants of poor health. Government 
policy and actions should effectively address inequalities to 

promote population mental health as well as prevent mental 
ill health and promote recovery when problems develop.32 In 
focusing primarily on what might be thought of as ‘clinical 
interventions’, we are not intending to overlook the important 
role that school and community play in the lives of children 
and young people and the potential for intervention through 
these domains.33

The past two decades have seen major developments in 
research evaluating the effectiveness of treatments for the 
mental health problems of childhood and adolescence34,35 as 
well as an increasing interest in strategies for prevention. 

Case study

PreVenture – school-based programme to 
reduce teenage substance misuse in London

PreVenture is a school-based drug and alcohol prevention 
programme that helps teenagers to learn coping skills 
in order to better manage personality traits associated 
with risk for addiction. The programme uses psycho-
educational manuals within interactive group sessions 
with students aged 13–16 years. The group sessions focus 
on motivational factors for risky behaviours and provide 
students with coping skills to aid their decision making in 
situations involving anxiety and depression, thrill seeking, 
aggressive and risky behaviour (e.g. theft, vandalism and 
bullying), drugs and alcohol misuse. Students identified as 
being at elevated risk of engaging in risky behaviours are 
given a two-session intervention workshop and followed 
up every 6 months for 2 years. School-based facilitators 
included teachers, school counsellors and pastoral staff.

Studies to evaluate the effectiveness of the programme 
in more than 20 London schools (located in densely 
populated, low-income areas of London as well as 
suburban areas) demonstrated that brief school-based 
targeted interventions can prolong survival as a non-drug 
user over a 2-year period. The success of this programme is 
likely to be due to its selective nature in that only high-risk 
youth with known personality risk factors for early-onset 
substance use were targeted. This selective approach 
allowed delivery of interventions that were brief and 
personally relevant, and focused on risk factors directly 
related to the individual’s risk for substance use.

These studies are the first to demonstrate that teacher-
delivered and personality-targeted brief coping skills 
interventions can reduce substance use over a 2-year 
period, not only in those being treated but also spreading 
to the rest of the school. Although designed to prevent 
substance misuse, analyses have shown that the 
interventions concurrently reduce or prevent common 
emotional and behavioural problems in adolescents.61,62,63,64

‘I have learned that I don’t have to go with whatever I first 
think of and that I should try to do more stuff to help me 
with what I want to do when I am older.’
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Effective 0 to 5 early years intervention 
programmes and outcomes 
As outlined in the chapter on preconception and pregnancy 
(see Chapter 5), there is particular interest in this period of 
the life span as a focus for prevention.

The Evidence2Success project36 for the National Institute for 
Health and Care Excellence (NICE) Public Health Intervention 
Advisory Committee on the social and emotional wellbeing 
of vulnerable children aged 0–5 years looked at programmes 
that target one or more key developmental outcomes in 
infancy (0–2 years) and early childhood (3–5 years), aiming 
to achieve positive relationships (reduce risk of maltreatment) 
and behaviour (increase in pro-social behaviour), emotional 
wellbeing (self-regulation and free from depression and 
anxiety) and educational skills and attainment, particularly 
readiness for school. 

Of the 100 programmes identified, 25 yielded relevant 
positive outcomes and 11 of these were found to 
be based on strong, reliable evidence. The benefit-
to- cost ratio was based on the calculations provided by 
the Washington State Institute for Public Policy.37 These 
programmes are currently implemented in the UK primarily 
through children’s centres, Child and Adolescent Mental 
Health Services (CAMHS) or other specialist units. They fall 
into the following five categories: 

�� pre-school curricula to enhance children’s readiness 
for school, in particular skills in language and literacy (e.g. 
Early Literacy and Learning Model with a benefit-to-cost 
ratio*1of $3.60) 

�� parenting group programmes to improve children’s 
behaviour (e.g. Incredible Years BASIC with a benefit-to-
cost ratio of $4.20) 

�� parent and child therapy programmes to improve 
children’s relationships with their parents/carers (e.g. 
parent–child interaction therapy with a benefit-to-cost 
ratio of $7.37) 

�� home-visiting programmes to improve children’s 
relationships with their parents/carers (e.g. Nurse-
Family Partnership with a benefit-to-cost ratio of $3.23)

�� intensive child and family support programmes to 
improve behaviour and children’s relationships with 
their parents/carers (e.g. multidimensional treatment 
foster care with a benefit-to-cost ratio of $5.20).

There are several additional programmes without adequate 
cost-effectiveness studies but with strong evidence of 
efficacy. These include: 

�� the detection and treatment of postnatal depression 
(e.g. group cognitive behavioural therapy and individual 
counselling for depression of perinatally identified cases)38

�� improving relationship quality in the first year of life 
(e.g. video feedback interactive programmes)39–41 

*	  Benefit-to-cost ratios are calculated from the ratio of the monetary gain 
that follows from an intervention against the costs of setting up and 
providing the intervention.

�� specific child maltreatment prevention programmes 
based on family therapy and social learning principles 
which achieve increased maternal educational attainment 
and parent involvement in school as well as decreased 
family problems.42

Treatments for mental health problems of 
childhood and adolescence
The upsurge of research evaluating the effectiveness of 
treatments for mental health problems of childhood and 
adolescence has allowed the potential to introduce evidence-
based practice (EBP) in CAMHS across the country.43

EBP in mental health, as in other medical specialties, involves 
three components: 

�� taking account of the best available research into the 
intervention 

�� patient preference

�� the individual patient’s context (which in mental health 
is complex and includes the family system, school, any 
co-occurring physical illness, any safeguarding concerns, 
history of abuse or neglect, and any history of substance 
misuse or involvement with the criminal justice system). 

Although the intervention offered is important, the 
therapeutic alliance between the clinician and the child/
young person and family is also a potent determinant of 
outcomes in mental health.44 There is evidence that EBP is 
statistically superior to usual care.45 Experimental work 
also demonstrates that the major benefit from EBP to child 
mental health services is in value, conceived of as the ratio of 
the outcome that matters to patients to the cost of delivering 
that outcome.46 Using EBP has been shown to reduce 
costs by up to 35%47 and duration of treatment by up 
to 43%.48

Intervening early in the course of disorder can reduce the risk 
of later disorder and has the potential to generate savings for 
services and society. For example, recent neurobiological 
research has shown that depression leaves its mark on 
the developing brain, and undiagnosed or untreated 
depression in young people creates a more treatment-
resistant form of the illness.49 The case for prevention 
is even clearer for conduct disorder. Potential savings 
(including intangibles) from each case prevented through 
early intervention have been estimated at £150,000 for 
severe conduct problems and £75,000 for moderate conduct 
problems.22

Below we provide a broad-brush summary of the literature 
on evidence-based treatments for two of the most common 
mental health problems as illustrative examples.

Evidence-based treatments for conduct 
disorders
Psychosocial therapies are the mainstay of treatment 
for conduct disorders and are both clinically and cost-
effective. Up to the age of 11, conduct disorders are best 



Annual Report of the Chief Medical Officer 2012, Our Children Deserve Better: Prevention Pays� Chapter 10 page 7

Mental health problems in children and young people

treated through modification of parenting practices. There 
are numerous programmes with dozens of studies. Parent 
training delivered in group formats is highly cost-
effective. In more severe cases of conduct disorder, parent–
child interaction therapy, which helps parents to modify their 
behaviour with their child in real time, appears to be quite 
efficacious. The key factor is improving positive parenting. 
The maintenance of these gains is less clear and the 
programmes make substantial demands on families, creating 
a significant problem in relation to dropout, particularly 
among high-risk groups. Social and cognitive problem-solving 
interventions with the child may be helpful in increasing self-
control and maintaining gains.

In young people aged 12 and older, interventions tend 
to be less effective. However, with this group even small 
effect sizes can imply relatively large social and economic 
benefits. Paradoxically, the highest-risk adolescents show 
greatest improvement. In this context perhaps more than any 
other, rigorous adherence to treatment protocols appears 
to be particularly important. All effective treatments 
for conduct disorder involve the family. Multisystemic 
therapy, brief strategic family therapy and functional family 
therapy appear effective for moderate-to-severe cases. 
Multidimensional treatment foster care is an approach 
practised in the USA and now being trialled in the UK for the 
most severely affected young people who are already in care. 
Cognitive behavioural therapy, although most commonly 
practised, has a limited evidence base. Social and problem-
solving skills training, also commonly used, lacks evidence 
of generalisation of improvements. Anger management, 
frequently used with some optimism, has had some positive 
trials but its value across contexts is questionable. In the 
USA, medication is increasingly used in the treatment of 
conduct disorder and, in particular, risperidone is used in the 
management of aggression. NICE has recently included this in 
the guideline on treatment for conduct disorder for use in the 
management of explosive aggression as a short-term (up to 6 
weeks) adjunct in combination with other approaches.50

Evidence-based treatments for depression
There are effective treatments for depression in children and 
young people.34 Cognitive behavioural therapy for depression 
has been shown to be effective in both individual and 
group settings, but is most likely to be helpful in the acute 
phase of the disorder and in individuals who are motivated. 
Using cognitive behavioural therapy principles in general 
case management (e.g. careful monitoring of problems and 
lifestyle, providing practical suggestions about sleep, hygiene 
and diet) appears to achieve good results. Interpersonal 
psychotherapy and family therapy are also effective, and 
attachment-based family therapy has been shown to be 
helpful for quite severe suicidal ideation.

Medication in the form of selective serotonin reuptake 
inhibitors (SSRIs), especially fluoxetine, is effective in the 
treatment of depression, and maintenance doses may 
be able to reduce the likelihood of recurrence. However, 
controversy surrounds their use because some SSRIs appear 

to increase the risk of suicide in this population. Therefore, 
NICE recommends that they should be administered with 
care by child and adolescent psychiatrists51 and reserved for 
moderate-to-severe depression. There is evidence supporting 
the use of adjunctive psychosocial treatments, which may 
speed up response to treatment and decrease suicidality. 

State of services
Despite the existence of an evidence base, now 
formalised by NICE in a suite of guidelines that are relevant 
to children and young people’s mental health, there are 
problems in access to evidence-based treatments. 

The final report of the National CAMHS Review in 200852 
found that, although there had been considerable 
investment in services since 2004, there was variation in 
access to services and in implementation of evidence-based 
interventions. More recently, however, there has been 
disinvestment in CAMHS, particularly in local authority 
expenditure.53 There are also frequent anecdotal reports 
of services having long waiting lists and of thresholds being 
too high in terms of referrals of children and young people 
with less severe problems not being accepted. The multi-
agency nature of services and complex commissioning 
arrangements allow the potential for a lack of co-ordination 
or integration between agencies which, particularly at a time 
of shrinking budgets, may mean that children and young 
people fall through the net. There may also be reluctance 
for agencies to invest in interventions when they 
themselves may not benefit from any savings accrued, 
for example by providing early intervention.

There is room for some optimism in that there has been some 
investment in the Children and Young People’s Improving 
Access to Psychological Therapies (CYP IAPT) programme,54 
which is attempting to address some of the shortfalls in 
access to evidence-based treatments, particularly in relation 
to cognitive behavioural therapy and parenting programmes, 
and which by the end of year 3, in 2015, should reach 60% 
geographical coverage. However, as noted, this is against a 
backdrop of austerity. 
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Case study

Specialist day service for young people with 
complex mental health needs – Greater 
Manchester West Mental Health NHS 
Foundation Trust

This nurse-led service provides a variety of treatment 
options and consultation to colleagues in ‘specialist’ 
CAMHS teams, young people aged 14–18 and their 
families/carers. Operating for almost 3 years, the service 
offers an alternative to specialist inpatient admission and 
supports early transition from hospital to home, ensuring 
that young people are treated in the least restrictive 
environment.

Other members are co-opted into the project as required 
to provide, for example, sessional input from a dietician 
and art therapist. It provides a day service for six young 
people and an extensive outpatient and outreach facility, 
and conducts individual, group and multi-family group 
sessions depending on client need. 

Most of the young people present with enduring mental 
health problems such as psychosis, eating disordered 
behaviour and self-harm. In some instances, inpatient 
admission can be counter-therapeutic and using day and 
outpatient provision can reduce issues of dependency and 
contagion.

What is an acceptable child and adolescent 
mental health service?
An adequate service must be able to offer comprehensive 
assessment by clinicians who are skilled in engaging children 
and young people and who have a good understanding 
of how mental health problems manifest at different 
developmental stages and ages. Intervention should be 
based on careful formulation of evidence and practice and 
be collaborative between families and practitioners, and the 
effects should be systematically monitored using appropriate 
outcomes measures, with intervention being modified on 
the basis of the outcomes. Services should be able to report 
treatment outcome in at least 50% of cases on the basis of a 
standardised patient or carer-rated measure.55

The service must be able to offer a range of evidence-based 
treatments for the most common child and adolescent mental 
health problems including:

�� treatment for ADHD including medication and psychosocial 
treatments

�� interventions for suicidality and self-harm

�� cognitive behavioural therapy and other evidence-based 
treatments for anxiety (including obsessive compulsive 
disorder and social phobia) by clinicians trained to at least 
CYP IAPT practitioner criteria 

�� parent training groups for oppositional and conduct 
disorders 

�� family therapy including evidence-based approaches for 
conduct problems

�� cognitive behavioural therapy and interpersonal therapy for 
depression and medication where appropriate. 

Services should also have arrangements in place to ensure 
provision of specialist interventions/services for less 
common problems where there may not be a sufficient 
critical mass of patients presenting to an individual team to 
warrant provision. The ‘commissioning footprint’ in terms 
of population mass required to support such interventions/
services may be larger than that of a single clinical 
commissioning group (CCG) and require collaboration across 
CCGs and, in some cases, local authorities. Examples of such 
interventions/services include psychodynamic psychotherapy; 
specialist eating disorder teams who are able to offer a range 
of interventions including eating disorder-focused family 
therapy for anorexia nervosa; dialectical behaviour therapy 
or other evidence-based treatment for young people who 
repeatedly self-harm; and treatments for young people with 
psychoses. As self-harm and anorexia are both common 
reasons for admission to hospital, the provision of such 
services also has the potential to reduce the need for hospital 
admission as well as improving outcomes. In addition, there 
should be access to what are sometimes called crisis/home-
treatment services providing intervention aimed at reducing 
the need for hospital admission.

Services must take active steps to increase access, including 
multiple access points, telephone advice and psycho-education, 
and carry out ethnic monitoring to show accessibility to diverse 
communities. Services should offer web-based interventions 
for parents to ensure immediate help, adequate signposting 
and low-intensity evidence-based interventions. School-based 
services should be available, but these also must be evidence 
based. They must, in addition, be alert to the possibility of 
these children and young people being stigmatised and must 
take steps to protect them from this. 

There should be joint agency protocols across health 
(including adult mental health services), education and 
social care in relation to joint working, referrals between 
agencies and the management of risk, including safeguarding 
concerns. Where possible, interventions for adults in the 
family and those for the child should be integrated, as families 
with complex needs have the poorest outcomes. Parents 
contribute to the delivery of therapy for their child, but 
deserve to have their own needs attended to in turn. Above 
all, all those attending CAMHS have a right to feel listened to 
and appropriately responded to, not solely according to the 
diagnosis but in terms of their personal need. 

Conclusion
Mental health problems in children and young people are 
common, can be long-lasting and affect life chances as well 
as being costly for the individual and society. In order to 
improve the mental health of England’s children and young 
people, action is needed on multiple levels – from societal 
to the level of the individual – both to build resilience and to 
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effectively intervene when problems develop. Fortunately, 
there are effective measures and interventions. The 
challenge is ensuring implementation. 

What we still need to find out
Since the start of the 21st century there has been a 
considerable increase in the quantity and quality of outcomes 
research in child and adolescent mental health, but despite 
this there remain many areas where research knowledge is 
insufficient to guide practice. Future efforts in research and 
practice will need to address the following issues if we are to 
meet the ideal of reaching and treating all children and young 
people with mental health problems:

�� For some mental health disorders of children and young 
people there is still a lack of clarity about diagnostic 
criteria. This makes it difficult to conduct research and to 
interpret it in order to determine which treatments have 
the best evidence for effectiveness and cost-effectiveness, 
which ultimately has implications for services ‘in the field’.

�� It is known that modifying the child’s family environment 
can yield substantial positive outcomes, and behavioural 
genetic studies have shown that social and environmental 
influences play a key role in triggering genetic 
vulnerabilities (increasing the likelihood of disorder 
developing) or, conversely, protecting against genetic 
predispositions. Future research will need to make 
sophisticated assessments of environmental influence to 
help us to better understand how the social environment 
may counteract genetic risk – which may lead to the 
development of better preventive and therapeutic 
interventions – and whether vulnerability to environmental 
influence can indicate whether a given psychosocial 
intervention may be suitable or unsuitable for a given child.

�� Too many studies on which our current evidence base 
rests have significant methodological flaws, such as 
small sample sizes, failures of replication, or differences 
in outcome between research and clinical settings. This 
means that it is often difficult or impossible to generalise 
findings from research into everyday practice. These 
problems need to be tackled if we are to truly understand 
which interventions are most effective for the mental 
health problems of children and young people.

�� We also need to carry out studies with longer follow-
up periods, to help us to assess, for example, how long 
pharmacological treatments for ADHD or depression 
should be continued once remission has been achieved, 
or the relative benefits of short-term and extended 
psychological interventions.

�� As mentioned above, we need to collect data on both 
what services are offered to children in mental health 
services and what the outcomes of these interventions are. 
We are currently lacking a way of integrating information 
nationally as well as locally across services. For example, 
we have no way of relating the outcomes of health service 
interventions to educational or often even social service 
interventions, yet where children present with mental 
health problems is more likely to be the consequence 

of circumstance rather than the characteristics of their 
presenting problem. 

�� At present, many children and young people do 
not respond adequately to even the best-evidenced 
treatments. We need to find out more about sub-groups 
who do not respond to treatment, and to explore whether 
better results could be achieved by alternative means – in 
terms of both different treatments and different settings 
in which treatment is provided (as outlined below). This 
could help us to develop care pathways for children and 
adolescents who present with different mental health 
problems, starting with simpler interventions and moving 
on to more complex interventions (or combinations of 
interventions) if the initial ones do not achieve a good 
outcome.

�� At present, some interventions are being offered that have 
not been adequately evaluated (for example, systemic 
therapies). We need to evaluate these treatments more 
fully and to identify the effective elements that they 
contain, as it is possible that they may help the ‘poor 
responders’ to existing evidence-based treatments.

�� We also need more information (from both research and 
practice) about the adverse outcomes of treatments. 
In the case of pharmacological treatments, it is already 
accepted that such adverse effects must be monitored 
and reported, and these reports help to guide marketing 
authorisations and prescribing decisions. The possibility of 
adverse outcomes from psychological therapies needs to 
be investigated and reported with the same diligence.

�� We need to understand more about alternative settings 
in which treatments may be implemented, especially for 
those children and young people who are not currently 
reached by existing services. This should include not just 
physical locations such as schools and community centres, 
but also social contexts, for example involving community 
leaders, peers and near-peers (that is, young people who 
are slightly older than the young service users).

�� As unmet need is so high, we need to develop innovative 
methods of service delivery (e.g. the internet, the media 
and improving mental health literacy in the wider 
community) in the contexts of prevention and intervention. 
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Key messages for policy
�� Improving the mental health outcomes of England’s children and young people requires action at multiple levels from the 
societal to the individual.

�� The B-CAMHS surveys should be repeated to provide more up-to-date information in order to aid planning of healthcare 
services. In view of the recognition of the importance of the early years as a focus for intervention, the survey should 
be extended to the under-5s. The new survey should also address the need for better evidence on the mental health of 
children and young people from ethnic minorities.

�� The investment in and focus on children and young people’s mental health should be proportionate to the associated 
health burden. 

�� Government policy and actions should effectively address inequalities to promote population mental health, prevent mental 
ill health and promote recovery.

�� Policy to support parents as well as strengthening parenting skills has the potential to yield benefits in relation to physical 
and mental health. Measures can range from indirect (e.g. alleviating aspects of family adversity which may negatively 
affect parenting) to direct (e.g. delivery of parenting interventions).

�� Services should ensure that where parents have a mental illness both services and interventions are available which take 
account of their needs and role as a parent.

�� Service design should recognising the role and importance of schools in relation to children and young people’s health in 
terms of both the potential of schools to foster the development of resilience and providing opportunities for the delivery of 
interventions aimed at improving mental health.

�� Healthcare needs to support developing better mental health informatics to support evidence-based commissioning by 
understanding patterns of prevalence and need as well as aiding the monitoring of outcomes.

�� Healthcare systems need to ensuring integration across all parts of the system so that the mental health needs of children 
and young people can be met in the most effective and efficient way and that children and young people do not fall 
through the net.

�� Healthcare professionals need to eEnsuring implementation of evidence-based and outcome-based approaches to 
intervention is encouraged in all parts of the system. 

�� Efforts need to be made to support the delivery of effective CAMHS by addressing workforce and training issues and 
shortfalls in resources.
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