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Background

There are numerous factors that contribute to onset of mental illness in children. These include developmental factors such as prenatal brain damage, genetic factors, low intelligence and difficult temperament; poor social skills and low self-esteem; those within the school context, such as bullying and failure to achieve academically; community and cultural factors such as low socioeconomic status or discrimination; and poor parenting, child abuse and family violence.

Underlying predispositions for mental disorders are shaped during childhood and 50 per cent of mental health disorders begin before age 14 years. It is estimated that 14 per cent (around one in seven) children and adolescents aged 4–14 years in Australia had a mental health problem and only one in four are seen by a mental health professional (Sawyer et al. 2000). 
Attention deficit hyperactivity disorder, conduct disorder, anxiety and depression are the leading causes of disease burden among children (Australian Institute of Health and Welfare 2008; 2009). Possible consequences in adulthood for children with untreated conduct disorder include personality disorders; depression; alcoholism; drug dependency; poor educational and occupational attainment and law-breaking behaviour. 
Eating disorders in children are no longer considered rare. It is estimated 4 per cent of children aged 10–14 years may have a diagnosed eating disorder. Studies have found diagnosable levels of anorexia and bulimia nervosa are foreshadowed by elevated symptoms of these disorders up to two years earlier, suggesting an insidious onset and an opportunity for secondary prevention (Major 2000). 
The strengths of the family are very important to promote resilience and coping, and inadequate or coercive parenting practices contribute to the development of behavioural and emotional problems in children. Exposure to family violence is a significant risk factor for child psychopathology. All children are affected emotionally by witnessing parental violence or directly experiencing violence and it can have a profound and lasting effect on their development and damage their healthy self-identity and capacity for establishing trusting relationships. 
Many children taken into the child protection and out-of-home care system have experienced emotional, physical or sexual abuse, and major family discord. It is estimated the prevalence of mental health disorders in this vulnerable group is four times the Australian national average for children (Sawyer et al. 2007). As result of exposure to or from directly experiencing violence and abuse in the home, children are more likely to experience depression (cited in Australian Domestic and Family Violence 2013), post-traumatic stress and anxiety disorders (Dehon and Weems 2010), as well as substance abuse and violent and offending behavior in later life.

For Aboriginal and Torres Strait Islander children, the overall picture is of pronounced and increasingly poor mental health and social and emotional wellbeing – 26 per cent of Aboriginal children aged 4–17 years are a high risk of suffering clinically significant emotional or behaviour difficulties (cited in Aderman and Campbell 2010).

While many parents who have a mental illness are capable parents, mental illness can affect the whole family and the parent–child relationship. It is estimated that of children whose parent has a mental illness, 40 per cent to 60 per cent are at higher risk of developing mental illness compared with their peers (Maybery et al. 2006). Severe mental illness and psychiatric disability is associated with less responsive, sensitive and competent parenting; significantly greater mental illness in children particularly disruptive behaviour disorders; insecure infant attachment; and lower quality of mother-child relationships (cited in Maybery et al. 2009).  
Challenges and opportunities

Mental health treatment and support for children is delivered across a range of professional groups and service sectors, including general practice, private and public paediatric and medical services and specialist public mental health services. This gives us significant opportunities to strengthen secondary prevention and early intervention responses.

A number of innovative specialist mental health services seek to early identify and improve access to treatment and support for children with emerging or existing behavioural problems, such as school-based interventions for conduct disorders, and family-focused interventions in specialist clinical mental health services are part of core practice.
Planning has commenced to build a new child subacute prevention and recovery care unit, which will replace the Austin Statewide Child Inpatient Unit. This service will provide an intensive family intervention response and will support children experiencing significant trauma, including those in out-of-home care. 
A specialist neurodevelopmental psychiatric and paediatric eight-bed unit is being built at the new Monash Children’s Hospital for children aged 0–12 years. This unit will provide support for children with severe mental illness and complex presentations, including those who may need an emergency response, assessment and/or short stay hospitalisation. This unit will also act as a statewide referral, treatment and advisory service supporting child and adolescent mental health services and paediatric services across the state in the management of children with complex neurodevelopmental, neuropsychiatric and psychiatric presentations. 

There are several factors that have worked against the development of an effective child mental health system to date. They include:

· the segregated nature of key parts of the system of care for children, particularly healthcare, education and social services, making it difficult to address whole-person needs of the child and their parents/families

· equity of access to services of adequate quality and responsiveness
· inadequate investment in specialist child mental health services

· stigma associated with a mental disorder, which negatively impacts help-seeking behaviour by parents/carers.

Intervening early in disorder pathways capitalises on the neural plasticity of the young brain. Long-term benefits accrue to the child and family by shortening episodes, decreasing the severity of the disorder and reducing the likelihood of relapse. Prevention and early intervention produce long-term benefits for the community by reducing subsequent mental illness in the adult population.
Research indicates that family-focused interventions for most childhood disorders are more effective than child-alone interventions (Maybery and Reupert 2008). Evidence exists that when parental psychopathology is present, family treatment is more effective than child-alone treatment. Behavioural family interventions have been found to have the strongest empirical support in improving parenting practice.

Research suggests a need for a combination of a variety of complementary models of intensive mental health care provision, including intensive outreach services, crisis intervention teams and age appropriate day patient and inpatient provision. 
Policy and program options

While there are a number of innovative, targeted mental health services for children and parents, the fragmented nature of the current delivery system means many children and families, particularly those who are most disadvantaged, may not receive the services they need when they need them.

Better coordinated and integrated approaches to service models and collaborative ways of working are the best way to meet the physical health, emotional and wellbeing needs of vulnerable children and families. 

We propose a multilevel, multisystem strategy that focuses on preventing, behavioural issues and the development of mental health disorders in children at risk of experiencing behaviour problems, while also intervening early to support children and the families with emerging or established mental health disorders.  
This approach would involve identifying strategic directions in the areas of:

· promotion
· primary and secondary prevention 
· early intervention, including new approaches as well as augmenting or enhancing proven mental health interventions
· research/evaluation into child mental health to build a more robust evidence base on what works, including research on appropriate treatments and long-term evaluation of effects of early intervention on secondary prevention.
Promotion
Promotion of mental health and addressing social determinants of health are essential components in improving the wellbeing and mental health of individuals and populations alike. Strategies that could be considered include:
· targeted mental health awareness campaigns and embedding mental health in other health promotion activities targeted to children and parents
· a single point-of-contact service for mental health resources, information and referral to make it easy for parents to make informed choices and access timely support
· distribution of information and resources to support mental health literacy in early childhood services, schools, child and family services and other appropriate service settings that support parents and/or children, coupled with training in mental health literacy.
Primary and secondary prevention
Prevention of mental disorders, where possible, by reducing risk factors (such as child abuse and neglect) and building protective factors and resilience in young people, families and communities, is a proactive approach to reducing the prevalence of behavioural problems and mental health disorders in children.
While not all mental health disorders that have their onset in childhood can be prevented, evidence-based primary and secondary prevention interventions should form part of an overall strategy that includes improving access to mental health treatment and care. 

Currently, there are multiple services and settings that use different forms of prevention. These range from whole-of-population approaches to improve mental health and wellbeing, resilience and health literacy, through to prevention activities targeted to risk and protective factors. 
Despite the existence of a number of resources for targeted interventions, uptake, availability and prioritisation of these resources is inconsistent across the state. Further, for prevention programs to be effective, they must be appropriate for the setting and audience, including factors such as age, gender and cultural background. Given this, Victoria needs to adopt more consistent and accurate approaches, with a clearer understanding of outcomes sought. 
Suggested areas for consideration include:

· addressing the social determinants of mental health in at-risk communities, with the focus on homelessness, poverty, unemployment and racism
· universal mental health screening initiatives, offered within the school system and/or be linked to established programs such as prenatal visits, well-baby/well-child examinations, and during child immunisation programs with family physicians or paediatricians

· systemic use of risk assessment tools for early post-partum period for postnatal depression
· extend evidence-based parenting and family support interventions to reduce the prevalence of preventable emotional and behavioural issues in children, targeted to at-risk families, communities and populations

· culture-specific prevention initiatives that support cultural connections of Aboriginal and Torres Strait Islander children and new settlement groups
· improved access to mental health education, training and resources and tailored, proven prevention programs by primary health, early childhood and education settings, and child and family services, and child protection and out-of-home care services
·  continued investment in perinatal mental health support services.

Strengthening early intervention responses
Suggested areas for consideration include: 

· responding holistically to the needs of children with medical and mental health conditions
· greater collaboration between mental health and paediatric services. The understanding of bio-medical and neuropsychiatric models of child development and child disorders and the effects of trauma and chronic ill health is growing. Future planning needs to reflect this. 

· integrating specialist child mental health services with public paediatric services, particularly in rural areas, to improve service access and responsiveness to the holistic health needs of the child and family 

· providing more specialist mental health support for paediatricians and collaborative mental health/paediatric practice to strengthen the capacity of paediatric wards to respond to the mental health needs of children
· the neurodevelopmental psychiatric and paediatric eight-bed unit facility at the Monash Children’s Hospital could provide: 
· the opportunity for specialist joint training in child psychiatry and paediatrics 
· create a hub with capacity to support regional paediatric facilities and child and adolescent mental health services to collaborate in the provision of assessment and acute mental health treatment and care to children 
· foster clinical translational research in child neuropsychiatry.
Improve access to specialist community-based child mental health services

Areas for consideration include:

· strengthen specialisation in the specialist mental health service system to ensure staff have the expertise and capability to respond holistically to infants and children. Distinguishing between developmentally normal behaviours, temperamental variations and clinically significant problems in very young children can be difficult and requires specialist skills  
· strengthen investment in evidence-based specialist child mental health assessment and treatment services, including first-onset programs for major disorders and child-centred and family-based interventions
· provide intensive home-based, family-focused psychiatric services for children 5–12 years with high-risk complex needs and their families as an alternative to hospitalisation. A service model of this kind could provide opportunities to work closely with ChildFIRST, family services and child protection where child neglect and safety is identified as a risk
· ensure adult specialist mental health services routinely identify vulnerable dependent children of parents with mental illness and initiate appropriate community supports as a preventive measure, including referral to child and adolescent mental health services
· introduce new targets to ensure allocation of resources achieves agreed children’s mental health indicators and outcomes.

Specialist consultation and support to child and family services 

Consideration could be given to:

· increasing the capacity of the specialist child mental health services to provide targeted consultation and support to Early Parenting Centres, enhanced and non-enhanced maternal child health services and other relevant services to enable these services to work more effectively with new mothers to nurture the mother–baby bond and prevent further negative impact on the child’s development.  

Child protection and out of home care

Children in out-of-home care should not experience barriers to intensive mental healthcare if they need it. Given their experience of displacement and trauma, it is best to provide mental health assessment and treatment through an outreach consultation and support, in collaboration with Take Two and child protection services. 
Consideration could be given to:


· supporting child and adolescent mental health services, child protection and Take Two services to work collaboratively to collectively identify and support vulnerable families, with a focus on providing intensive, early intervention support.
· Implement a dedicated mental health program for children in the child protection system on entry to the system, including comprehensive multidisciplinary assessment and involvement of biological parents and carers.

Key questions
1. Are the key barriers to good mental health and disadvantage associated with poor mental health for children adequately described? How else can this be understood?

2. Are there particular outcomes that we should focus effort on for children? 

3. How can we improve these outcomes for children (having regard to what we know about the barriers and harms experienced by children? What do we know works? 

4. Do the options for consideration focus effort where it is most needed and most effective? Are there other options that should also be considered? 

5. How do we integrate mental health programs generally or programs focussed on children in particular into a system of care?
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