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Summary 

Context 

• This Note reviews the relevant literature in relation to youth mental health 

services in Ireland, England, Scotland and Australia to assess the need for, and 

effectiveness of, mental health services targeted at young people (aged 12-25). 

• The mental health of young people is a growing concern with a worldwide 

prevalence of 13% of young people experiencing mental health issues. 

• Nationally representative research has shown that by age 24 over 1 in 2 young 

people in Ireland are likely to have experienced a mental disorder. 

• In most developed countries, Child and Adolescent Services (CAMHS) serve 

young people up to age 18 at which time care is transferred to Adult Mental 

Health Services (AMHS). This is also the case in Ireland.  

 

Policy problem 

• Although mental health problems are more prevalent among young people than 

any other age group, the evidence base indicates that service provision, for this 

cohort, is patchy and that mental healthcare utilisation greatly declines during 

this developmental period.   

• Critics of the CAMHS model contend that while an improvement on the 

previous approach, whereby mental health care was divided into pediatric (0-

17yrs) and adult, these services nonetheless struggle to manage the adult 

pattern of emerging serious mental illness, especially in the middle and later 

stages of adolescence. 

• Accessibility for young people to mental health services in Ireland is poor with 

the HSE not meeting many of its own targets. The available evidence indicates 

that the transition process from child to adult mental health services in Ireland is 

often haphazard and does not meet best practice guidelines. Irish research also 

suggests that despite having on-going mental health need, many young people 

are not being referred, or are refusing referral to adult services, with those with 

ADHD being most affected. 

• As with Ireland, in Scotland, England and Australia, issues of poor access to 

care and problems with oversight of the transition process for young people 

moving from child to adult services are evident.  
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Policy response 

• In response to the weakness and discontinuity in mental health services for 

young people, the youth mental health paradigm (or movement) has emerged 

in many countries worldwide.  This paradigm acknowledges the importance of 

targeted and developmentally-appropriate services for youth in the critical age 

group of 12–25 years.  

• In line with the youth mental health paradigm, new approaches to youth mental 

health service delivery have been developed, offering an alternative to existing 

specialist services that follow a CAMHS-AMHS split. Examples include 

Headspace in Australia and Jigsaw in Ireland. 

• Many of these youth mental health programmes offer integrated (one-stop-

shop) health care services which join up mental, physical and social care 

services, ideally in one location. 

• In developed countries, youth mental health services generally target young 

people at an enhanced primary care level to address common mental health 

issues in 12-25 year olds. However, a small number of youth mental health 

services operate at a specialist level for young people with severe and 

complex disorders.  

• Jigsaw is an early intervention mental health service which provides support to 

young people, aged 12–25 years in 13 communities across Ireland. An initial 

evaluation of the service indicated that it is accessible and that young people 

exhibited significantly less psychological distress following a therapeutic 

intervention with Jigsaw.  

• Headspace, an enhanced primary care model focusing on early intervention for 

common mental health problems for youths age 12-25, had a national network of 

118 centres across Australia by 2018.  Programme evaluations showed 

significant improvements in psychological distress and social and occupational 

functioning for substantial numbers of participants. Importantly, Headspace has 

been shown to be a highly accessible programme –treating 9000-1200 young 

people per month in Australia in 2013/2014. 

• Recent reviews of the evidence on integrated youth mental health programs 

have concluded that these programs are acceptable and accessible to young 

people and appear to lead to improvements in psychological symptoms and 

social and occupational functioning.  

• In Ireland, the 2017 report of the National Youth Mental Health Task Force  

recommended strengthening the provision of youth mental health services in 

schools, third level institutions and the wider in the community, rather than just 

in traditional mental health services. 
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Specialist youth mental health services vs CAMHS to AMHS approach 

• Arguments for specialised youth mental health services include: the heavy 

burden of mental health on young people and the risk of social and vocational 

exclusion, poor accessibility of traditional services, the failure of child and adult 

services to engage young people, and the frequency of transition problems 

leading to lack of continuity of care.  

• The positive mental health outcomes obtained by integrated youth healthcare 

programmes also strengthen the case for specialised youth services, but most 

of the evaluations were based on entry level primary care services and those 

with severe mental health problems often did not show improvements. 

• The arguments against adopting a youth model for specialist mental health 

services include: that changing to a specialist youth model would lead to 

fragmentation of current service links and a likely increase in transition 

problems. The positive outcomes of existing structures such as adolescent 

inpatient units and of properly planned and executed transitions also bolster the 

case to retain the CAMHS to AMHS model.   

• Proponents of the CAMHS/AMHS model are not uncritical of it however; calling 

for stronger partnerships and more joint working between CAMHS and AMHS. 

They also propose that the creation of a new youth sub-speciality within the 

adult service commencing at age 18 might help to improve transition problems 

and provide support for those currently not eligible for AMHS. 

 

Potential policy options 

• Based on this overview of the literature, three potential policy options to help 

bridge the gap between child and adult services and to meet the particular 

needs of young people were identified: 

 

1. existing integrated youth mental health services operating at an enhanced 

primary care level (e.g., Jigsaw in Ireland) could be further developed and 

specialised to cater effectively for the full range of youth mental issues; or 

2. separate specialist services for youth at secondary or tertiary level could be 

developed to cater for severe mental health issues among youth  

3. a new youth sub-speciality could be created within the adult service 

commencing at age 18 to help improve transition problems and provide 

support for those currently not eligible for AMHS.  
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Introduction 

The mental health of young people is of growing concern with a worldwide prevalence 

of 13.4% of children and adolescents experiencing mental health problems.1 Indeed, 

the WHO reports that mental health conditions, particularly depressive conditions, are 

the most frequent cause of disability in young people in all regions.2 Since the Second 

World War, there has been a substantial increase in psychosocial disorders among 

young people in most developed countries.3 The prevalence of mental illness in young 

people has been shown to be the highest of any age group.4,5 In developed countries, 

first onset of mental disorders usually occurs in childhood or adolescence6 with half of 

all mental illnesses beginning by age 14 and three-quarters by mid-20s.7 In Ireland, 

research conducted in nationally representative samples also reveals similarly high 

levels of mental illness among young people: 

• By the age of 13 years, 1 in 3 young people in Ireland is likely to have 

experienced some type of mental disorder. 

• By the age of 24 years, that rate has increased to over 1 in 2.8 

 

Although mental health problems peak during youth, the evidence base indicates that 

mental health services for young people are weakest and that mental healthcare 

utilisation declines during this key developmental period.9,10 McGorry  (2009) states 

                                                
1 Guilherme, V. et al. (2015) Annual Research Review: A meta‐analysis of the worldwide 

prevalence of mental disorders in children and adolescents. Annual Research Review 
Available here. 

2 WHO “Child and adolescent mental health” Available here. 

3 Rutter M., Smith D.J. (1995) “Psychosocial disorders in young people: Time trends and their 
causes.” John Wiley; Chichester. 

4 Gustavson, K. et al. (2018) Prevalence and stability of mental disorders among young adults: 
findings from a longitudinal study BMC Psychiatry BMC series – open, inclusive and trusted 
2018 18:65 Available here.  

5 Viana, MC. et al. (2012) Lifetime Prevalence, age and gender distribution and age-of-onset of 
psychiatric disorders in the São Paulo Metropolitan Area, Brazil: results from the São Paulo 
Megacity Mental Health Survey. Braz J Psychiatr. 34(3):249-60. Available here. 

6 Kessler et al. (2008) Age of onset of mental disorders: A review of recent literature Curr Opin 
Psychiatry. 20(4): 359–364. Available here. 

7 WHO “Child and adolescent mental health” Available here. 
8 Cannon, M. et al. (2013) The Mental Health of Young People in Ireland: A report of the 

Psychiatric Epidemology Research across the Lifespan (PERL) Group Department of 
Psychiatry Royal College of Surgeons Available here. 

9 Pottick, K.J. et al. (2008) US Patterns of Mental Health Service Utilization for Transition-Age 
Youth and Young Adults J Behav Health Serv Res. 35(4):373-89. Available here. 

https://onlinelibrary.wiley.com/doi/full/10.1111/jcpp.12381
http://www.who.int/mental_health/maternal-child/child_adolescent/en/
https://bmcpsychiatry.biomedcentral.com/articles/10.1186/s12888-018-1647-5
https://www.ncbi.nlm.nih.gov/pubmed/23429770
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1925038/
http://www.who.int/mental_health/maternal-child/child_adolescent/en/
http://www.rcsi.ie/files/psychiatry/20131009042046_PERL%20ResearchReport_041013_PRI.pdf
https://www.ncbi.nlm.nih.gov/pubmed/18026842
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that the disciplines of paediatrics and child psychiatry have tended to focus on younger 

children, with less attention paid to the mental health issues of mid-adolescents.11 He 

argues that this has meant that the recent surge in mental health problems between 

the ages of 15 and 25 is paired with the worst access to services.12  

 

 

Source: American Psychiatric Association (2013) Diagnostic and Statistical Manual of Mental 
Disorders 5th Edn. (DSM-5) Available here.  

 

In most developed countries, mental health care (as with physical health care) has 

traditionally been divided into pediatric (0-17 years) and adult services (18 years and 

above). McGorry et al. (2006) argues that this model may work well for general medical 

disorders, which become relatively less common in adolescence and young adulthood, 

but it is inappropriate for mental health services, as it creates weakness and 

discontinuity in the system just when it should be at its strongest to address the peak 

onset and burden of mental illness.13 In response to the perceived limitations of the 

child/adult model of mental health services, specific Child and Adolescent Mental 

Health Services (CAMHS) have been developed in many countries. Critics of the 

CAMHS model contend that while an improvement on the traditional model, these 

services nonetheless struggle to manage the developing adult pattern of serious 

mental illness which often emerges in the middle and later stages of adolescence.14,15 

                                                                                                                                          
10 Singh, S.P. (2009) Transition of care from child to adult mental health services: the great 

divide Curr Opin Psychiatry 22(4):386-90. Available here. 

11 McGorry, P. & Birleson, P. (2009) “Should youth mental health become a specialty in its own 
right?” BMJ  339:b3373. Available here. 

12 Ibid 

13 McGorry, P. et al. (2006) “Youth mental health services” InPsych2006. Australian 
Psychological Society.  

14 Ibid 

Box 1: What is a mental disorder? 

A mental disorder (also commonly known as a mental illness or psychiatric 

disorder) has been defined by the American Psychiatric Association as: 

“a syndrome characterized by clinically significant disturbance in an individual's 

cognition, emotion regulation, or behavior that reflects a dysfunction in the 

psychological, biological, or developmental processes underlying mental 

functioning. Mental disorders are usually associated with significant distress in 

social, occupational, or other important activities.”  

https://www.psychiatry.org/psychiatrists/practice/dsm
https://www.ncbi.nlm.nih.gov/pubmed/19417667
http://www.bmj.com/bmj/section-pdf/186360?path=/bmj/339/7725/Head_to_Head.full.pdf
https://www.psychiatry.org/about-apa/vision-mission-values-goals
https://www.psychologytoday.com/us/basics/cognition
https://www.psychologytoday.com/us/basics/emotion-regulation
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Under the CAMHS to AMHS model, transfer of care from child and adolescent services 

to adult services usually occurs at about age 18. Research from developed countries 

indicates that seamless transition from CAMHS to AMHS is not the norm.16,17 Instead 

young people with mental health problems often find themselves without professional 

support or without a referral to an adult service. Alternatively, they may be referred, but 

the adult services are poorly equipped to meet their needs.18 

This Note aims to review the literature in relation to youth mental health services in 

Ireland, Australia, England and Scotland to assess the need for, and effectiveness of, 

mental health services targeted solely at young people (see Box 1 for information on 

the methods used). It examines the definition of youth mental health and provides an 

overview of mental health services for young people in these four countries.  Issues 

such as access to mental health services for young people and the transition process 

(including age of transfer) from child to adult mental health services are assessed. New 

approaches to youth mental health which have been developed in countries such as 

Ireland and Australia are also examined. Finally, the case for and against adopting 

specialist youth mental health services is considered and potential policy options to 

bridge the gap between child and adult services are presented.  

                                                                                                                                          
15 Seanad Public Consultation Committee Report on Children’s Mental Health Services (2017) 

Houses of the Oireachtas. Available here. 

16 Paul, M. et al. (2013) Transfers and transitions between child and adult mental health 
services The British Journal of Psychiatry  202, s36–s40. doi: 10.1192/bjp.bp.112.119198. 
Available here. 

17 Singh, S.P. & Tuomainen, H. (2015) “Transition from child to adult mental health services: 
needs, barriers, experiences and new models of care” World Psychiatry. 14(3): 358–361. 
Available here. 

18 Ibid 

https://data.oireachtas.ie/ie/oireachtas/committee/dail/32/seanad_public_consultation_committee/reports/2017/2017-10-18_report-on-children-s-mental-health-services_en.pdf
https://www.cambridge.org/core/services/aop-cambridge-core/content/view/0C95BB2E2584E5EC901BE87562926A43/S0007125000275016a.pdf/transfers_and_transitions_between_child_and_adult_mental_health_services.pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4592661/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC4592661/
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Definition of youth mental health 

Youth is an extended phase of the lifespan from early teens to the mid to late 20s and 

incorporates the developmental periods of adolescence and emerging adulthood.19 

Definitions of the term “young people” vary, but they are most commonly defined as 12-

25 year olds.20,21 The transition to adulthood is an extremely challenging period of life in 

which young people are maturing physically, personally, mentally and socially. There is 

growing recognition that it is a critical time in which mental health issues can develop.  

In recent years the term youth mental health has become part of the language of 

psychiatry and reflects the emergence of a new youth mental paradigm within the 

discipline.22,23 This movement is gaining momentum as evidenced in the establishment 

of the International Association of Youth Mental Health (IAYMH) in 2012. The mission 

of the IAYMH is to “to change the way the global community thinks about young people 

and their mental health…by ensuring youth mental health services are appropriate to a 

                                                
19 The International Declaration on Youth Mental Health (2011) Available here. 

20 McGorry, P. et al. (2006) “Youth mental health services” InPsych2006. Australian 
Psychological Society. 

21 Headstrong (2012) My World Survey: National Study of Youth Mental Health in Ireland. 
Available here. 

22 “Youth Mental Health: making the vision a reality in Ireland” A paper submitted to the Irish 
College of Psychiatry to launch the beginning of their chosen theme of Youth Mental Health in 
2013 Available here. 

23 Coughlan, H. & Doyle, M. (2015) Youth Mental Health in Ireland: a lot done, more to do? Irish 
Journal of Psychological Medicine 32(1): 5-8. Available here. 

Box 2: Note on Methodology 

This Note aims to synthesise the literature in relation to Youth Mental Health 

Services in Ireland, England, Scotland and Australia to assess the need for, 

and effectiveness of, mental health services targeted solely at young people 

(age 12-25).  This involved a desk-based review of existing literature and data 

sources and does not seek to present any new or primary research. To this 

end, the author has extensively reviewed existing reports and research 

including: Government policy documents, peer-reviewed journal articles, 

stakeholder commentary, and reports of administrative bodies. A systematic 

review of the literature was beyond the scope of this Note and therefore it 

cannot be considered exhaustive. 

https://www.iaymh.org/
https://www.stpatricks.ie/media/1250/international-declaration-on-youth-mental-health-new-leaflet-sept-2011.pdf
http://www.ucd.ie/t4cms/MyWorldSurvey.pdf
http://www.irishpsychiatry.ie/wp-content/uploads/2016/11/23.-irish-college-of-psychiatry_youth-mental-health-launch-paper_january2013-2.pdf
https://www.cambridge.org/core/services/aop-cambridge-core/content/view/47322B0B0033A59166F09C890792EE4A/S0790966714000688a.pdf/youth_mental_health_in_ireland_a_lot_done_more_to_do.pdf
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young person’s age and stage of development, and that young people have an active 

voice in determining what is best for them.”. Many countries around the globe have 

witnessed the emergence of the youth mental health paradigm, which acknowledges 

the importance of targeted services for youth in the critical age group of 12–25 years.  

New approaches to youth mental health – integrated 

services 

In recent years, new approaches to youth mental health service delivery have been 

piloted, offering an alternative to existing specialist services that followed a CAMHS-

AMHS split. These programmes seek to redefine service structures for young people 

up to age 25 years in response to emerging evidence on the unmet needs of young 

people with mental health problems and to reduce the need for detrimental transitions 

at critical points in a young person’s development.24 Examples include the Jigsaw 

initiative in Ireland, Headspace and Orygen Youth Health in Australia and Forward 

Thinking Birmingham (piloted as Youthspace) in the UK. Many of these programmes 

offer integrated (one-stop-shop) health care services which join up mental, physical, 

and social care services- usually in one location. This integrated approach aims to 

enable young people to have their needs met in an accessible, coordinated and holistic 

manner.25 A list of selected academic articles which provide an overview of some of 

these programmes are listed in the Appendix. 

The WHO framework for adolescent-friendly health services stipulates that services 

should be accessible, acceptable, appropriate, effective and equitable. Underpinned by 

this framework, Hetrick and colleagues (2017) developed key characteristics of 

integrated care services for young people (see Box 3 for a summary).  

A recent systematic review of evaluations of integrated youth healthcare models 

identified 18 services or networks of services in nine countries (e.g., Headspace, 

Australia, and Maisons des Adolescents, France). Most of the services which had a 

principal focus on mental health were characterised as being an enhanced blend of 

primary and more specialised secondary health services.26 The secondary healthcare 

aspects of these services involved a multidisciplinary team approach to enhance 

                                                
24 McGorry et al. (2013) “Designing youth mental health services for the 21st century: examples 

from Australia, Ireland and the UK” The British Journal of Psychiatry, 202 (s54) s30-s35. 
Available here. 

25 Hetrick, E. et al. (2017) Integrated (one-stop shop) youth health care: best available evidence 
and future directions Medical Journal of Australia 207 (10): S5-S18. Available here. 

26 Ibid 

https://www.jigsaw.ie/
https://headspace.org.au/
https://oyh.org.au/
https://www.forwardthinkingbirmingham.org.uk/
https://www.forwardthinkingbirmingham.org.uk/
https://apps.who.int/iris/bitstream/handle/10665/75217/9789241503594_eng.pdf;jsessionid=A4A3A8A6A42E4E8EB2297450308CEEA6?sequence=1
http://bjp.rcpsych.org/content/202/s54/s30.full
https://www.mja.com.au/journal/2017/207/10/integrated-one-stop-shop-youth-health-care-best-available-evidence-and-future
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primary care, tailored specifically to the health and social needs of young people. 

Whilst most youth mental health services operate at the enhanced primary care level, a 

small number operate at a specialist level (secondary or tertiary level) for young 

people with severe and complex disorders (e.g., Orygen Youth Health in Australia). 

 
Source: Adapted from Hetrick, E. et al. (2017) Integrated (one-stop shop) youth health care: 
best available evidence and future directions Medical Journal of Australia 207 (10): S5-S18. 
Available here. 

 

A recent review of integrated youth mental health services globally found that young 

people appreciated that these services were accessible, acceptable and appropriate. 

Aspects of these services that they valued included:27 

                                                
27 Hetrick, E. et al. (2017) 

Box 3: Key characteristics of integrated youth mental health services  

• Service should take a developmental and youth-centred approach which 

is comprehensive and holistic; addressing multiple issues in a seamless 

manner. 

• Services should be accessible in terms of location, hours of operation, 

low cost (preferably free) and should offer multiple entry points (including 

self-referral and drop-in services). They should also provide a timely 

response to all young people regardless of factors such as age, severity 

of problems, ethnicity, religion and previous care history. The duration of 

care should be flexible and re-entry should be enabled if needed. 

• Services should be evidence-based and ongoing evaluation is 

recommended. 

• The environment should be safe and youth friendly (e.g., informal and 

non-stigmatising and non-clinical in appearance). 

• Staff should be welcoming, respectful and skilled at working with young 

people and should facilitate informed and shared decision-making. 

• Service may also provide recreational activities and drop in or hangout 

spaces. 

• Services should ensure privacy and confidentiality.  

• Youth and family participation is encouraged.  

• Services should be integrated in the community. 

 

https://www.mja.com.au/journal/2017/207/10/integrated-one-stop-shop-youth-health-care-best-available-evidence-and-future
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• A convenient location (or being accessible on public transport); 

• Youth friendly and welcoming; 

• Staffed by young people; 

• Low cost; 

• Timely appointments; and 

• Wide range of integrated services in one place with non-mental health related 

signage. 

Most of the services also displayed characteristics that are generally associated with 

improving access, such as offering walk-in sessions and self-referral, being located 

centrally or close to public transport and providing designated drop-in spaces and 

activities.28  

See Box 4 for definitions of primary, secondary and tertiary healthcare.  

 

Source: A National Model of Care for Paediatric Healthcare Services in Ireland Chapter 13: 
CAMHS Available here; and Hetrick, E. et al. (2017) Integrated (one-stop shop) youth health 
care: best available evidence and future directions Medical Journal of Australia 207 (10): S5-
S18. Available here. 

Reviews of the evidence on integrated youth mental services have found that they are 

accessible and that young people are satisfied with the care received.29,30 The reviews 

also found that integrated youth mental health service are associated with 

                                                
28 Hetrick, E. et al. (2017) 

29 Hetrick, E. et al. (2017) 

30 Fusar-Poli, P. on behalf of the Healthy London Partnership (2019) Integrated Mental Health 
Services for the Developmental Period (0 to 25 years): A critical review of the evidence. 
Frontiers in Psychiatry 10: 355 Available here. 

Box 4: Levels of healthcare 

Primary care is healthcare provided in the community for people making first 

contact with a medical practitioner or clinic (e.g., GPs and community-based 

services such as psychology, speech and language).   

Secondary care refers to urgent and planned care provided by specialists in 

hospitals and clinics. It includes accident and emergency departments, 

outpatient departments, and specialist community CAMHS teams. 

Tertiary care is highly specialist care usually on referral from primary or 

secondary medical personnel (e.g., cardiac centres, plastic surgery clinics, 

CAMHS inpatient units and CAMHS day hospital services). 

https://www.hse.ie/eng/services/publications/clinical-strategy-and-programmes/child-and-adolescent-mental-health-services.pdf
https://www.mja.com.au/journal/2017/207/10/integrated-one-stop-shop-youth-health-care-best-available-evidence-and-future
https://www.frontiersin.org/articles/10.3389/fpsyt.2019.00355/full
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improvements in service users’ symptoms and social and occupational functioning, 

however robust randomised controlled trials of these programs have not been 

undertaken.31,32 

The policy context in Ireland 

A Vision for Change, published in 2006, is the national strategy for Mental Health in 

Ireland. It provides a number of recommendations in relation to child and adolescent 

mental services. For example, it recommends that CAMHS should provide mental 

health services to all young people aged 0-18 years. It recommends that child and 

adolescent mental health services should be provided by multidisciplinary Community 

Mental Health Teams (CMHTs) with two teams for each sector of approximately 

100,000 population. It also recommends that one further child and adolescent CMHT 

should be provided per catchment area of 300,000 population to provide liaison cover. 

The strategy does not specifically refer to a need for youth-oriented, specialist mental 

health services (with the exception of early intervention in psychosis services), but it 

does identify youth as a key life stage and the overall focus of the strategy is to provide 

accessible, community-based, specialist services for people with mental illness. An 

oversight group is responsible for the development of a new policy for mental health in 

Ireland and an updated mental health policy is due to be published by the Government 

shortly.33  

Connecting for Life 2015–2020 is Ireland’s national strategy to reduce suicide. The 

National Office for Suicide Prevention (NOSP) is responsible for driving the 

implementation of the Strategy.  The strategy identifies young people (aged 15-24) as 

a priority group as national and international research shows that they have an 

increased risk of suicide. The strategy also highlights that Ireland’s overall suicide rate 

is not high by comparison to other European countries. However, the suicide rate 

among young males and females is relatively high by European comparison (see 

Figure 1 for the most recent available data in this area).  

                                                
31 Ibid 

32 Hetrick, E. et al. (2017) Integrated (one-stop shop) youth health care: best available evidence 
and future directions Medical Journal of Australia 207 (10): S5-S18. Available here. 

33 PQ response (13th March 2019) by Jim Daly, TD, to PQ on  Mental Health Services. Available 
here. 

https://www.hse.ie/eng/services/publications/mentalhealth/visionforchange.html
http://health.gov.ie/blog/publications/connecting-for-life-irelands-national-strategy-to-reduce-suicide-2015-2020/
http://www.hse.ie/eng/services/list/4/Mental_Health_Services/NOSP
https://www.mja.com.au/journal/2017/207/10/integrated-one-stop-shop-youth-health-care-best-available-evidence-and-future
https://www.oireachtas.ie/en/debates/question/2019-03-13/18/
https://www.oireachtas.ie/en/debates/question/2019-03-13/18/
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Figure 1: Suicide death rate among young people (aged 15-19 years) in the EU 

Member States in 2015 

 
Source: Compiled by L&RS from Eurostat data Available here.  

 

The May 2016 Programme for a Partnership Government committed to promoting 

awareness and prevention in relation to youth mental health via the education system: 

“We need to promote awareness and prevention in our education system rather 

than reacting to incidents. In 2017, Well-being will be introduced as a subject in 

the new Junior Cert curriculum and this is a positive step in raising 

understanding and awareness amongst teenagers....For teaching staff also, we 

will invest in SafeTALK and ASIST courses” (p.67) 

The Programme for a Partnership Government also committed to establish a National 

Youth Mental Health Task Force to consider how to teach young people resilience and 

coping mechanisms and how to access support services:    

“A National Taskforce on Youth Mental Health will be established to consider 

how best to introduce and teach resilience, coping mechanisms, greater 

awareness to children and young people, and how to access support services 

voluntarily at a young age” (p.67) 
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A commitment to extend more informal and accessible youth mental health services 

such as Jigsaw was also made:  

“Accessible and informal mental health services can play a vital role in 

connecting with young people. We will extend these services, such as Jigsaw, 

which is free to access and does not require GP referral, which are more 

informal and attractive to young people.” (p.67) 

The 2017 report of the National Youth Mental Health Task Force aimed to build on 

Ireland’s existing mental health and suicide prevention strategies (A Vision for Change 

and Connecting for Life) by identifying additional youth-focused supports to broaden 

mental health service provision in Ireland.  

In general, it recommended strengthening the provision of youth mental health 

services in schools, third level institutions and in the wider community, rather than just 

in traditional mental health services. In regards to advocacy, one of the key 

recommendations of the Taskforce was that an independent National Youth Mental 

Health Advocacy and Information Service should be established.  

In relation to mental health services, the Taskforce recognised that there should be 

improved access to the appropriate level of mental health care in a timely manner and 

clear referral pathways across and between services for young people (aged 0-25 

years).  The Taskforce also acknowledged that transition from child to adult mental 

health services requires oversight and co-ordination and that the period between 16 

and 25 is as a time when many young people fail to access appropriate services and 

supports in a timely manner. They also made a number of recommendations to 

improve accessibility and alignment of mental health services including:  

• The HSE should establish a National Lead for Youth Mental Health and a Lead 

for Youth Mental Health in each Community Health Organisation (CHO) to co-

ordinate the provision of services and address gaps in service provision, 

including out of hours services.  

• The HSE should improve provision of mental health supports to young people 

at the primary care level to reduce the pressure on the tertiary referral services 

and improve waiting times. 

Efforts are also being made to enhance interagency collaboration in Ireland to improve 

transition outcomes for young people. In response to a Parliamentary Question tabled 

in May 2017, the Minister for Children and Youth Affairs Katherine Zappone, TD, stated 

that with respect to young persons with mental health issues (or special needs), a joint 

protocol for inter-agency collaboration has been published by Túsla and the HSE which 

clarifies the separate and distinct roles, responsibilities and legal requirements of both 

agencies. It aims to ensure joint and effective management of the transition of young 

https://health.gov.ie/wp-content/uploads/2017/12/YMHTF-Final-Report.pdf
http://oireachtasdebates.oireachtas.ie/debates%20authoring/debateswebpack.nsf/(indexlookupdail)/20170511~WRV?opendocument#WRV02050
http://oireachtasdebates.oireachtas.ie/debates%20authoring/debateswebpack.nsf/(indexlookupdail)/20170511~WRV?opendocument#WRV02050
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people with special needs and/or complex mental health issues to adult services. The 

Protocol also provides for an escalation process that can be used by Túsla or the HSE 

should an issue arise, or if there is an unresolved matter regarding access to 

appropriate, available services. 

 
Source: HSE National Service Plan 2019 

 

Three of the six key priorities for mental health in 2019, outlined in the HSE National 

Service Plan 2019, relate to young people, including enhancing Jigsaw and other early 

intervention services for young adults (see Box 5). 

Mental health services for young people in Ireland  

In Ireland, the CAMHS provides assessment and treatment for young people and their 

families who are experiencing mental health difficulties. It is a free specialist service for 

children and adolescents with serious emotional, behavioural or mental health 

difficulties that affect their ability to function in day to day activities.34 CAMHS services 

across Ireland are run by the HSE. Following a recommendation in the Vision for 

Change (2006) policy document for the development of comprehensive Child and 

                                                
34 http://ie.reachout.com/getting-help-2/face-to-face-help/services-explained/child-and-

adolescent-mental-health-services/  

Box 5: Priorities for young people’s mental health in Ireland for 2019  

1. Work to develop a seven day per week service for child and adolescent 

mental health services (CAMHS) to ensure supports for vulnerable 

young persons in line with Connecting for Life -Ireland’s National 

Strategy to Reduce Suicide 2015-2020. 

2. Enhance Jigsaw and other early intervention services specific to those 

aged 18 to 25 years identified as requiring particular community-based 

responses. 

3. Enhance access by older adolescents to specialist mental health 

services and, for those requiring acute admission, their continued 

appropriate placement and care in child and adolescent-specific 

settings. 

https://www.hse.ie/eng/services/publications/serviceplans/national-service-plan-2018.pdf
https://www.hse.ie/eng/services/publications/serviceplans/national-service-plan-2018.pdf
https://www.hse.ie/eng/services/publications/serviceplans/national-service-plan-2018.pdf
https://www.hse.ie/eng/services/publications/Mentalhealth/Mental_Health_-_A_Vision_for_Change.pdf
https://www.hse.ie/eng/services/publications/Mentalhealth/Mental_Health_-_A_Vision_for_Change.pdf
http://ie.reachout.com/getting-help-2/face-to-face-help/services-explained/child-and-adolescent-mental-health-services/
http://ie.reachout.com/getting-help-2/face-to-face-help/services-explained/child-and-adolescent-mental-health-services/
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Adolescent Mental Health Services (CAMHS) for young people up to the age of 18 

years, the age range for CAMHS was increased from 16 years up to 18 years.35  

Poor accessibility for young people in Ireland 

Accessibility for young people to mental health services internationally is poor and the 

same trend is evident in Ireland with the HSE not meeting many of its own targets. 36,37 

Nationally, as of December 2018, 2593 children were waiting for a CAMHS 

appointment with 314 waiting more than 12 months. This falls below the HSE’s own 

target that no young person should wait more than 12 months for a CAMHS 

appointment.38 The national rate of admissions of children to adult inpatient units in 

2018 (as a proportion of the total admissions of children to mental health inpatient 

units) was 30% which again falls below the HSE target of 5% for 2018.39  This equates 

to about 7 admissions of children to adult mental health inpatient units each month (84 

annually). Some targets were met however. For example, the HSE 2018 target of 72% 

for receiving a first appointment for CAMHS and being seen within 12 weeks was 

reached at 72.5% for 2018.40  

A similar picture of poor accessibility is apparent for young people accessing primary 

care psychology appointments, albeit the waiting list is even longer than CAMHS. In 

August 2018, 6266 children (aged 0-17) were waiting for a primary care psychology 

appointment, with 1607 children waiting over a year. This compares to 215 adults 

(aged 18-64) waiting over a year for primary care psychology appointment, which 

indicates that access is far better for adults (see Table 1).41 

 

 

 

                                                
35 HSE (2008) Child and Adolescent Mental Health Services Annual Report 2008. Available 

here. 

36 Coyne, I. (2015) Adolescents' and parents' views of Child and Adolescent Mental Health 
Services (CAMHS) in Ireland. J Psychiatr Ment Health Nurs. 22(8):561-9. doi: 
10.1111/jpm.12215. Available here. 

37 HSE Performance Profile October - December 2018 Quarterly Report Available here. 

38 Ibid 

39 HSE Performance Profile October 

40 HSE Performance Profile October 

41 HSE direct response (26th October  2018) to PQ 44430/18 asked by James Browne TD. 

http://www.hse.ie/eng/services/news/camhs2008.pdf
http://www.hse.ie/eng/services/news/camhs2008.pdf
https://www.ncbi.nlm.nih.gov/pubmed/25977175
https://scholar.google.com/scholar?hl=en&as_sdt=0%2C5&q=Adolescents%E2%80%99+and+parents%E2%80%99+views+of+Child+and+Adolescent&btnG=
https://www.hse.ie/eng/services/publications/performancereports/october-to-december-quarterly-report-2018.pdf


L&RS Note | Youth Mental Health: Is there a need for specialist service?                          17                                                                                      17   

 

 

Table 1: Numbers of adults and children waiting for a primary care psychology 

appointment in the Republic of Ireland in August 2018 

 

 

Total waiting list Waiting more 

than 12 weeks 

Waiting more 

than one year 

Adults (aged 18-64) 1099 682 215 

Children (aged 0-17) 6266 4625 1607 

Source: HSE direct response (26th October 2018) to PQ 44430/18 asked by James Browne TD 

Transition from child to adult services 

Research indicates that the transition process from child to adult mental health 

services in Ireland is often haphazard and does not meet best practice guidelines.42 For 

example, there is a lack of standardised practice in Ireland regarding the age boundary 

for transfer to adult services.43,44 Also there is a lack of written transition policies and 

protocols and formal interactions between child and adult services are rare.45 

The ITRACK study 

The ITRACK study led by Professor Fiona McNicholas in University College Dublin 

explored the process and predictors of transition from CAMHS to AMHS in the 

Republic of Ireland. Clinicians from nine CAMHS teams46 from the four HSE service 

areas identified 62 service users who had reached the transfer boundary (i.e. upper 

age limit for that CAMHS team) between January and December 2010.47  

Figure 2 provides an overview of the transfer outcomes for the 62 young people who 

had reached the transfer boundary. Forty seven (76%) of those identified were 

perceived by the CAMHS clinician to have an ‘on-going mental health service need’ 

                                                
42 McNamara, N. et al. (2013) Transition from child and adolescent to adult mental health 

services in the Republic of Ireland: An investigation of process and operational practice. Early 
Intervention in Psychiatry 8(3) DOI: 10.1111/eip.12073 Available here. 

43 McNicholas F, et al. (2015) “Who is in the Transition Gap? Transition from CAMHS to AMHS 
in the Republic of Ireland” Irish Journal of Psychological Medicine, Volume 32 Special Issue 
01, pp 61-69. Available here. 

44 McNamara, N. et al. (2013) Transition from child and adolescent to adult mental health 
services in the Republic of Ireland: An investigation of process and operational practice. Early 
Intervention in Psychiatry 8(3) DOI: 10.1111/eip.12073 Available here. 

45 Ibid. 

46 9 out of 60 CAMHS teams in Ireland agreed to participate in the study 

47 McNicholas F, et al. (2015) “Who is in the Transition Gap? Transition from CAMHS to AMHS 
in the Republic of Ireland” Irish Journal of Psychological Medicine, Volume 32 Special Issue 
01, pp 61-69. Available here. 

https://www.ncbi.nlm.nih.gov/pubmed/23826636
https://www.cambridge.org/core/services/aop-cambridge-core/content/view/1D5362ABA1575AC2082FDE3FDE42A209/S0790966715000026a.pdf/who_is_in_the_transition_gap_transition_from_camhs_to_amhs_in_the_republic_of_ireland.pdf
https://www.ncbi.nlm.nih.gov/pubmed/23826636
https://www.cambridge.org/core/services/aop-cambridge-core/content/view/1D5362ABA1575AC2082FDE3FDE42A209/S0790966715000026a.pdf/who_is_in_the_transition_gap_transition_from_camhs_to_amhs_in_the_republic_of_ireland.pdf


Oireachtas Library & Research Service | L&RS Note                                                  18                                                                                                        

   

and of these 15 young people (32%) were referred, 11(23%) refused, and 21 (45%) 

were not referred. The mean age of transfer from CAMHS to adult services was 17.7 

years old (range: 16-19). 

Of the 11 young people who refused referral, six of these cases continued in CAMHS 

beyond the transfer boundary for 49 weeks before the young person either disengaged 

(n = 5) or was discharged to their GP (n = 1). Three young people were discharged 

directly to their GP and a further two after a period of non-attendance at CAMHS. The 

majority (12, 57%) of the 21 young people who the CAMHS team chose not to refer to 

adult services continued in CAMHS for more than a year beyond the transfer boundary.  

Statistical analysis showed that young people with psychosis were more likely to be 

referred and those with ADHD less likely to be referred. 

The findings of the ITRACK study indicate that despite an age limit of 18 years for 

CAMHS in Ireland, many young people are staying on beyond the transfer boundary 

set by the service. The authors concluded that despite perceived on-going mental 

health need, many young people are not being referred, or are refusing referral to 

AMHS, with those with ADHD being most affected.  

Of the 62 service users in the ITrack study, 20 (32%) had ADHD. A case note review, 

published in 2018, further examined the transfer outcomes of these 20 young people 

with ADHD who were attending CAMHS and had reached the transfer boundary age.48 

Two-thirds of the young people with ADHD were on psychotropic medication and half 

had mental health co-morbidities, yet none were directly transferred to AMHS at the 

transfer boundary. A complex picture emerged over the period of the review of 

infrequent referral of from CAMHS to AMHS: nearly half were retained in CAMHS for 

an average of over 1 year, there were also high rates of refusal of referral to AMHS 

and service disengagement by young people. CAMHS clinicians perceived that adult 

services did not accept ADHD cases or lacked relevant services/expertise. The authors 

concluded that despite high rates of medication use and co-morbid mental health 

difficulties, there appears to be a complete absence of referral to publicly available 

AMHS for young people with ADHD transitioning from CAMHS in Ireland.49   

 

 

 

                                                
48 Tatlow-Golden, M. et al. (2018) Transitioning from child and adolescent mental health 

services with attention‐deficit hyperactivity disorder in Ireland: Case note review Early 

Intervention in Psychiatry. 12(3):505-512 Available here. 

49 Ibid 

https://onlinelibrary.wiley.com/doi/pdf/10.1111/eip.12408
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Figure 2: Transfer outcomes for 62 young people identified as having reached the transfer age boundary1 from CAMHS to 

AMHS during 2010 in the Republic of Ireland (ITRACK study)   

 
1The transfer age boundary is the upper age limit for attending CAMHS defined by each CAMHS team.  
Source: Reproduced with permission from McNicholas F, et al. (2015) “Who is in the Transition Gap? Transition from CAMHS to AMHS in the 
Republic of Ireland” Irish Journal of Psychological Medicine, Volume 32 Special Issue 01, pp 61-69 Available here.

https://www.cambridge.org/core/services/aop-cambridge-core/content/view/1D5362ABA1575AC2082FDE3FDE42A209/S0790966715000026a.pdf/who_is_in_the_transition_gap_transition_from_camhs_to_amhs_in_the_republic_of_ireland.pdf
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Jigsaw services in Ireland 

Jigsaw is an early intervention mental health service, established in 2008, which provides support 

to young people, aged 12–25 years, in 13 communities across Ireland. Jigsaw is not intended to 

supplant other forms of mental health care and support, but rather to complement and help 

integrate them.50 The core objectives of Jigsaw are to:51 

1. ensure young people have access to youth-friendly, integrated mental healthsupports in 

their community;  

2. build capacity of frontline workers and volunteers to support young people’s mental health; 

and;  

3. promote community awareness around mental health. 

 

A typical project is designed to have capacity to provide direct support for only about 5-6% of a 

community’s youth population aged 12-25 years in a given year which is deemed sufficient based 

on the population needs of a typical Jigsaw catchment area.52 An evaluation of Jigsaw found that 

the most common presenting issues for females were anxiety, family problems and isolation from 

others and the most common presenting issues for males were anxiety, anger and family 

problems. The most common referral sources were self (31%), parent (27%) and GP (12%), 

school (6%) and AMHS (4%).  The psychological distress of young people who engaged in a brief 

intervention with Jigsaw (1-6 sessions of goal-focused therapy) was assessed at the first and last 

session. Participants reported high levels of psychological distress pre-intervention and these 

levels were significantly lower post intervention. The authors concluded that although a lack of 

control group limits interpretation of the findings, the study provided “emerging evidence that 

Jigsaw is an accessible and effective service which plays a key role in the continuum of mental 

health care for young people in Ireland” (p. 71).53 

                                                
50 Clayton, R.C. & Illback, R.J. (2013) Economic justification of the Jigsaw model early intervention and 

prevention: Paper 1 Needs Analysis 2013 and Programme Description Headstrong- The National Centre 
for Youth Mental Health. Available here. 

51 O’Keefe, L. et al. (2015) Description and outcome evaluation of Jigsaw : an emergent Irish mental health 
early intervention programme for young people Irish Journal of Psychological Medicine, 32, 71–77. 
Available here. 

52 Clayton, R.C. & Illback, R.J. (2013) Economic justification of the Jigsaw model early intervention and 
prevention: Paper 1 Needs Analysis 2013 and Programme Description Headstrong- The National Centre 
for Youth Mental Health. Available here. 

53 O’Keefe, L. et al. (2015) Description and outcome evaluation of Jigsaw : an emergent Irish mental health 
early intervention programme for young people Irish Journal of Psychological Medicine, 32, 71–77. 
Available here. 

https://www.jigsaw.ie/jigsaw-services/get-in-touch/
https://www.jigsaw.ie/content/docs/Economic_Justification_Paper_1_-_Needs_Analysis_and_Programme_Description_v21.pdf
https://www.cambridge.org/core/journals/irish-journal-of-psychological-medicine/article/description-and-outcome-evaluation-of-jigsaw-an-emergent-irish-mental-health-early-intervention-programme-for-young-people/820D6F3F7845761D9711A9741C62FFEA
https://www.jigsaw.ie/content/docs/Economic_Justification_Paper_1_-_Needs_Analysis_and_Programme_Description_v21.pdf
https://www.cambridge.org/core/journals/irish-journal-of-psychological-medicine/article/description-and-outcome-evaluation-of-jigsaw-an-emergent-irish-mental-health-early-intervention-programme-for-young-people/820D6F3F7845761D9711A9741C62FFEA
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Mental health services for young people: England, Scotland 

and Australia 

This section provides a general overview of mental health services for young people in England, 

Scotland and Australia. Government policy in this area, access to mental health services, and 

transition from child to adult services are also examined. 

England 

In England, CAMHS is used as a term for all services that work with children and young people 

who have difficulties with their emotional or behavioural well-being. Local areas have a number of 

different support services available. These might be from the statutory, voluntary or school-based 

sector, such as an NHS trust, local authority, school or charitable organisation.54 Child and 

adolescent services are delivered through a four-tier approach which includes universal, targeted 

and specialist services55 (see Figure 3 for an overview). In England, services are commissioned by 

clinical commissioning groups and NHS England (particularly for the most specialist services).  

 

Figure 3: Child and Adolescent Mental Health Services in England  

Source: Compiled by L&RS from Parkin et al. (2019) Children and young people’s mental health – policy, 
services, funding and education. House of Commons Library Briefing Paper Number 07196 Available here. 

                                                
54 NHS website (2019) “Child and adolescent mental health services” Available here. 

55 Parkin et al. (2019) Children and young people’s mental health – policy, services, funding and education. 
House of Commons Library Briefing Paper, Number 07196 Available here. 

Tier 4: highly specialist inpatient 
and outpatient CAMHS services 

Tier 3: specialist CAMHS 
community support  for moderate to 
severe mental health needs 

Tier 2: targeted services provided by 
CAMHS workers in education, social 
care and health

Tier 1: universal services for all 
children (e.g., schools, GPs, Early 
Year services) 

https://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7196
http://www.nhs.uk/NHSEngland/AboutNHSservices/mental-health-services-explained/Pages/about-childrens-mental-health-services.aspx
https://researchbriefings.parliament.uk/ResearchBriefing/Summary/CBP-7196
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There are also regional examples of integrated youth mental health services in England including 

Forward Thinking Birmingham which caters for 0-25 year olds in Birmingham city and The Well 

Centre for 13 -20 year olds in the London Borough of Lambeth. However, no nationwide service 

was identified.  

Government Policy 

A 2015 Health select committee report concluded that there are “serious and deep ingrained 

problems” with the provision of CAMHS in England across all four tiers and that the existing 

fragmented arrangements for commissioning of services “make no sense and are dysfunctional”. 

In response to the Committees report, a taskforce was set-up by the Department of Health and 

NHS England to improve child and adolescent mental health care. The 2015 report of the taskforce 

Future in Mind, sets out a number of objectives which the Government seeks to meet by 2020 

including: 

• tackling stigma and improving attitudes to mental illness; 

• introducing more access and waiting time standards for services; 

• establishing ‘one stop shop’ support services in the community; and 

• improving access for children and young people who are particularly vulnerable. 

The report sets out how much of this can be achieved on a cost neutral basis through better 

working between the stakeholder organisations (NHS, local authorities, voluntary and community 

services, schools and other local services).  The Five Year Forward View for Mental Health, 

published in February 2016 by the Mental Health Taskforce to the NHS in England, called for the 

Future in Mind recommendations to be implemented in full. The report also sets out objectives to 

improve treatment for children and young people by 2020/21 including: 

• Waiting times should be substantially reduced, significant inequalities in access should be 

addressed and support should be offered while people are waiting for care. 

• By 2020/21, at least 70,000 more children and young people should have access to high-

quality mental health care when they need it. 

The Mental Health Taskforce also highlighted that meeting these objectives for children and young 

people will require a fundamental change in the way services are commissioned, placing greater 

emphasis on prevention, early identification and evidence-based care. They also recommended 

that the NHS England should continue to implement the whole system approach described in 

Future in Mind:      

“NHS England should work with partners to fund and implement the whole system 

approach described in Future in Mind, building capacity and capability across the system 

so that by 2020/21 we will secure measurable improvements in children and young 

people’s mental health outcomes.” (p. 9) 

In December 2017, the Department of Health and the Department of Education for England and 

Wales jointly published the Green Paper “Transforming children and young people’s mental health 

provision”. The Green paper highlighted access issues to mental health services noting that there 

were significant differences between referral times for treatment across different areas, ranging 

https://www.forwardthinkingbirmingham.org.uk/services
https://www.thewellcentre.org/
https://www.thewellcentre.org/
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/414024/Childrens_Mental_Health.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/02/Mental-Health-Taskforce-FYFV-final.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/664855/Transforming_children_and_young_people_s_mental_health_provision.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/664855/Transforming_children_and_young_people_s_mental_health_provision.pdf
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from around four weeks to 100 weeks. As a result, the Green Paper proposed introducing a new 

waiting time standard, alongside improving mental health support in schools. The key elements set 

out by the Government are contained in Box 6 below. 

 
Source: Department of Health and Department of Education for England and Wales (2017) Transforming 
children and young people’s mental health provision: a green paper Available here. 

 

The Joint Education and Health and Social Care Committee enquiry on the Government’s Green 

Paper on mental health criticised the lack of substantive plans to deal with transition from CAMHS 

to adult services in the Green Paper: 

“Young people are falling through the gaps and not receiving the services they need as 

they enter adulthood. It is disappointing that there are no substantive plans to deal with the 

transition from CAMHS to adult mental health services in the Green Paper.”  

Transition from child to adult services in England 

Singh and colleagues (2010) tracked the outcomes of 154 young people across six mental health 

trusts in England who crossed the CAMHS/AMHS boundary over one year. The quantitative 

analysis showed that 90 young people (58%) transferred to AMHS, whilst the remaining 64 young 

people (42%) were not referred or were not accepted by AMHS. Young people with a history of 

severe mental illness, those on medication or those who were admitted previously were more likely 

to transfer to AMHS. However, those with neurodevelopmental disorders, emotional/neurotic 

disorders and emerging personality disorder were less likely to transfer to adult care. The 

qualitative results showed that optimal transition, defined as adequate transition planning, good 

Box 6: Key proposals of the 2017 Green Paper for England and 

Wales: “Transforming children and young people’s mental health 

provision.”   

1. incentivise every school and college to identify a Designated Senior 

Lead for Mental Health to oversee the approach to mental health and 

wellbeing.  

2. fund new Mental Health Support Teams to provide specific extra 

capacity for early intervention and ongoing help. Their work will be 

managed jointly by schools, colleges and the NHS. These teams will 

be linked to groups of primary and secondary schools and to colleges, 

providing interventions to support those with mild to moderate needs 

and supporting the promotion of good mental health and wellbeing.  

3. trial a four week waiting time for access to specialist NHS children 

and young people’s mental health services. 

.  

 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/664855/Transforming_children_and_young_people_s_mental_health_provision.pdf
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information transfer across teams, joint working between teams and continuity of care following 

transfer, was experienced by less than 5% of those who actually transferred to adult services.56 

What is the age of transfer from specialist CAMHS to adult services? 

In England, the age children and young people move to another service can differ. For example, 

some transfer at 16, others at 18 or older.  A 2005 academic survey examined the transition 

protocols of the CAMHS in the Greater London area. Forty-two of the 65 teams contacted (65%) 

responded to the survey. The results indicated that the transfer boundary between CAMHS and 

AMHS varied from 16 to 21 years, with 18 years being the most common boundary age (n = 25).57 

Similarly, Singh et al.’s (2010) study of transition in six mental health trusts in England found that 

age 18 was the most frequent age that young people actually transferred from CAMHS to AMHS 

(range: 16-21 years). 

Scotland 

Similar to the English model, in Scotland, children and young people’s mental health services are 

delivered through a four-tiered model of care, from early intervention and prevention through to 

more specialist care.58 Services are delivered by NHS boards, councils, the voluntary sector and 

the private sector.  

In addition to specialist CAMHS, there also are regional examples of integrated youth mental 

health services in Scotland (e.g., The Junction which caters for young people in Leith and North 

East Edinburgh aged 12-21).  

Access to CAMHS  

A 2018 audit of children and young people’s mental health services in Scotland noted that the four 

-tier system is complex and fragmented, and access to services varies throughout the country. The 

audit notes that this complexity leads to a lack of oversight and creates barriers between the 

different service tiers making it difficult for young people to access the support they need:59 

Because services at different tiers are funded and provided by different organisations, this can lead 

to a lack of oversight of the whole system, and create boundaries between services to intervene 

early and specialist child and adolescent mental health services (CAMHS). This can mean that 

children and young people get bounced between services and professionals, adding to their 

anxiety, before they are able to access appropriate help.” (p.11)  

Access to mental health services has disimproved over time with 26 per cent of young people who 

started treatment in 2017/18 waiting over 18 weeks, compared to 15 per cent in 2013/14. This may 

                                                
56 Singh, S.P. et al. (2010) Process, outcome and experience of transition from child to adult mental 

healthcare: multiperspective study The British Journal of Psychiatry 197, 305–312. doi: 
10.1192/bjp.bp.109.075135 Available here. 

57 Singh, S.P. et al. (2008) Transitions of Care from Child and Adolescent Mental Health Services to Adult 
Mental Health Services (TRACK Study): A study of protocols in Greater London BMC Health Services 
Research 8:135. Available here. 

58 Mental Health Strategy 2017-2027 Available here.  

59 Audit Scotland (2018) Children and young people’s mental health Available here. 

https://the-junction.org/
https://pdfs.semanticscholar.org/8817/a73464d328e4b744440f0965533e032b9189.pdf?_ga=2.262493839.2092651724.1562062151-128785021.1562062151
https://bmchealthservres.biomedcentral.com/articles/10.1186/1472-6963-8-135
https://www.gov.scot/publications/mental-health-strategy-2017-2027/pages/5/
http://www.audit-scotland.gov.uk/uploads/docs/report/2018/nr_180913_mental_health.pdf
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be due to the increased referrals to specialist services which increased by 22% between 2013/14 

and 2017/18.60  

Transition from child to adult services in Scotland 

It is widely recognised that transition from child to adult services in Scotland is problematic and that 

services need to work together to support young people while moving into adult services.61 

Perceived barriers to effective transition that have been identified from interviews with mental 

health professionals in Scotland include: outdated transition guidelines, short transition period and 

the quality of transition varies based on multiple factors.62  

Age of transfer to adult services 

The Mental Health (Care and Treatment) (Scotland) Act 2003 requires all health boards to provide 

age-appropriate services to children and adolescents up to the age of 18, and this duty was due to 

be fully implemented by 2015.63 The majority of NHS Boards in Scotland offer most CAMHS 

services to people up to the age of 18. Although all health boards have been required to extend the 

upper age range of CAMHS, some services have noted that no additional resourcing was 

designated to manage the new range of provision.64 

The last Scottish strategy to focus exclusively on the mental health of children and young people 

was The Mental Health of Children and Young People: A Framework for Promotion, Prevention 

and Care (2005) (‘the Framework’). The Framework recommended that while “pragmatic but 

flexible use of [an individual’s] 18th birthday may be regarded as a reasonable referral guideline for 

new referrals to mainstream child and adolescent mental health services”, young people with 

significant mental health needs may benefit from services extending beyond this point.  

The Framework observes that there are risks of “discontinuities” in service provision when young 

people are required to transition to Adult Mental Health Services. It notes that young people looked 

after by a local authority (known as ‘looked after young people’) may remain in the child care 

system until there are 19 years old, and in some circumstances, until they are 21 years old. 

Similarly, offenders are considered ‘young’ until the age of 21. Accordingly, the Framework 

recommends that “Where liaison arrangements with child and adolescent mental health services 

are established for younger clients, it would seem arbitrary and unhelpful to exclude older young 

people while they remain in these settings”.  

Since the commencement of the 2003 Act and the publication of the 2005 Framework in Scotland, 

obligations placed on local authorities with respect to looked after young people have been altered 

by provisions of the Children and Young People (Scotland) Act 2014. Looked after young people 

now have the right to remain in their placement until 21 and local authorities have a duty to support 

                                                
60 Ibid 

61 Audit Scotland (2018) 

62 Van der Kamp, J. (2017) The transition between mental health services in Scotland Mental Health Review 
23(1): 12-24. Available here. 

63 Murphy, R. (2016) Child and Adolescent Mental Health –Trends and Key Issues SPICe  Available here.  

64 Ibid 

https://www.legislation.gov.uk/asp/2003/13/contents
http://www.gov.scot/Publications/2004/12/20383/48315
http://www.gov.scot/Publications/2004/12/20383/48315
http://www.legislation.gov.uk/asp/2014/8/contents/enacted
https://www.researchgate.net/publication/322727011_The_transition_between_mental_health_services_in_Scotland
http://www.parliament.scot/ResearchBriefingsAndFactsheets/S5/SB_16-76_Child_and_Adolescent_Mental_Health_Trends_and_Key_Issues.pdf
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care leavers up to the age of 26. Murphy (2016) notes that this change could alter best practice in 

delivering mental health services to looked after young people and care leavers in this age range. 

Australia 

In Australia, state and territory governments fund and deliver public sector mental health services 

that provide specialist care for people with severe mental illness. The state and territories of 

Australia provide child and adolescent mental health services (CAMHS) and adult mental health 

services (AMHS) for people with severe and complex mental health disorders. Similar to other 

developed countries, transfer of care from child to adult services usually occurs at age 18. 

Australia is experiencing a new wave of mental health reform within which transformational change 

in youth mental health is one of the key growth areas. Reform of mental health services for young 

people is being funded by the Australian Government in response to the high prevalence of mental 

health problems among young people and their low usage of mental health care services.65    

Reform is occurring at both the primary and specialist care levels within the complexities of the 

federal/state governmental system. Two programmes which exemplify this new approach to youth 

mental health delivery are:66 

• Headspace; and 

• Orygen Youth Health 

Headspace is an enhanced primary care model which focuses on early intervention for common 

mental health problems, whilst Orygen Youth Health delivers specialised early intervention to a 

broader range of diagnostic groups, including young people with complex or more severe mental 

health needs. 

Headspace  

Headspace, the National Youth Mental Health Foundation (www.headspace.org.au/), is an 

enhanced primary care model for youth mental healthcare in Australia. It was established by the 

Australian federal government in 2006, with the mission to promote and support early intervention 

for young people aged 12–25 years with mental health difficulties. The major part of its mandate 

was to establish youth-friendly, highly accessible centres that target young people's core health 

needs (mental, physical and social) by providing a multidisciplinary enhanced primary care 

structure or ‘one-stop shop’, with close links to locally available specialist services and schools and 

many other community-based organisations. Australia started with 10 centres in 2007 and had 

scaled up to a national network of 110 centres by 2018.67 These centres are not designed to 

substitute for existing primary care services, but rather to complement them by encouraging young 

people to access an enhanced form of primary care as early as possible. McGorry and collegues 

(2013) state that Headspace’s:   

                                                
65 Rickwood, D.  et al. (2019) Australia’s innovation in youth mental health care: The Headspace centre 

model. Early Intervention in Psychiatry 13 159-166. Available here. 

66 McGorry et al. (2013) “Designing youth mental health services for the 21st century: examples from 
Australia, Ireland and the UK” The British Journal of Psychiatry, 202 (s54) s30-s35. Available here.  

67 Rickwood, D.  et al. (2019) Australia’s innovation in youth mental health care: The Headspace centre 
model. Early Intervention in Psychiatry 13 159-166. Available here. 

file://///oireachtas.local/dfs/staff/OSullivanD/documents/www.headspace.org.au/
https://onlinelibrary.wiley.com/doi/epdf/10.1111/eip.12740
http://bjp.rcpsych.org/content/202/s54/s30.full
https://onlinelibrary.wiley.com/doi/epdf/10.1111/eip.12740
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“provision of a youth-friendly environment is vital as this is rarely available in standard 

primary care or the specialist mental health systems, and provides a soft entry point that is 

more appealing and effective in attracting distressed or struggling young people into the 

service without labelling or prematurely medicalising the problem.”68 

Evaluations of Headspace 

In January 2013, the Australian Government Department of Health (DoH) commissioned a 

consortium of researchers to evaluate the effectiveness of Headspace.69 The results of the 

evaluation indicated that Headspace is an accessible program. During the 2013/14 financial year, 

67 headspace centres provided 194,968 occasions of service to 45,195 young people with mental 

health or other issues (approximately 9,000-12,000 clients per month). 

Overall, the psychological distress of almost half of headspace clients decreased (47%): 13.3% 

experienced a clinically significant reduction in psychological distress, 9.4% a reliable reduction 

and 24.3% an insignificant reduction. Almost 29% of young people experienced no change in their 

psychological distress level and psychological distress increased for almost one in four young 

people (24.3%). Young people identifying as Aboriginal or Torres Strait Islander were over-

represented in the groups whose psychological distress increased clinically. The results also 

showed that those who attended a higher number of care sessions were over-represented among 

those who exhibited improvements in psychological distress. 

Suicidal ideation and prevalence of self-harm were analysed to further examine young peoples’ 

mental health outcomes. Suicidal ideation reduced significantly even among the group of young 

people who recorded a non-significant reduction or no reduction in psychological distress (i.e. 

suicidal ideation fell for this latter group by more than 16 percentage points; from 64% to 47.8%). 

Self-harm also decreased for all groups, except those who experienced a significant increase in 

psychological distress. These findings highlight the potential protective role that Headspace may 

have against extreme adverse mental health outcomes.70 

The young people treated by Headspace whose mental health improved, also benefited from a 

range of positive economic and social outcomes. The number of days that Headspace clients were 

unable to work or study dropped significantly by 4.5 days per month for those who showed 

significant reductions in psychological distress. There was also a strong reduction in the number of 

days cut back through mental health issues among headspace clients that improved clinically, from 

9.4 days per month at presentation to Headspace on average down to 3.1 at the final observed 

visit. 

Findings in relation to government investment show that the average cost of a Headspace 

occasion of service (help over the phone, online or face-to-face) is $339 (2013/14 financial year). 

However, there is considerable variation in average costs per occasion of service at the centre 

                                                
68 McGorry et al. (2013) “Designing youth mental health services for the 21st century: examples from 
Australia, Ireland and the UK” The British Journal of Psychiatry, 202 (s54) s30-s35. Available here.  
69 Hilferty, F., et al. (2015) “Is headspace making a difference to young people’s lives? Final report of the 

independent evaluation of the headspace program” (SPRC Report 08/2015). Sydney: Social Policy 
Research Centre, UNSW Australia. Available here. 

70 Ibid 

http://bjp.rcpsych.org/content/202/s54/s30.full
https://headspace.org.au/assets/Uploads/Evaluation-of-headspace-program.pdf
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level, ranging from $136 to over $1,000. The evaluators concluded that high unit costs could 

indicate inefficiency; however, to draw firm conclusions about this requires further investigation at 

the centre level. 

In relation to psychological distress and accessibility outcomes, the evaluators concluded that:71 

“headspace is a highly accessible, complex program, serving a diverse range of vulnerable 

young people with high levels of psychological distress and a range of social, emotional 

and health problems. While some evaluation findings are mixed, results show that there are 

small improvements in the mental health of headspace clients relative to two matched 

control groups.” (p. 6) 

In regards to economic and social benefits the evaluators concluded that:72  

“Economic and social benefits from improved mental health functioning are delivered 

through a number of positive outcomes, and to the extent that these can be attributed to 

headspace treatment, add value to the headspace investment. The strongest economic 

benefits arise from a significant reduction in the number of days lost due to illness, the 

number of days cut down, and the reduction in suicide ideation and self-harm.” (p. 6) 

A number of other studies have examined changes in young people’s mental health and wellbeing 

following attendance at Headspace early intervention services. For example, Rickwood and 

colleagues (2015) examined changes in psychological distress and social and occupational 

functioning in young people attending 55 headspace centres across Australia for mental health 

problems. The authors analysed routine data collected from over 24,000 headspace clients (aged 

12-25 years) at their first visit between 1 April 2013 and 31 March 2014, and at 90-day follow-up.  

From presentation to last assessment, over one-third of clients (36%) exhibited significant 

improvements in psychological distress and a similar proportion (37%) showed significant 

improvements in social and occupational functioning. Sixty per cent of clients showed significant 

improvement on one or both measures.73 In contrast, 13% showed significant deterioration in 

psychological distress and 20% showed significant deterioration in social and occupational 

functioning over the 3-month period. The researchers also found that young people whose 

psychological distress and psychosocial functioning improved over time had attended a greater 

number of service sessions.  

Similar levels of change over time in psychological distress and occupational functioning were 

demonstrated in two recent studies of young people with emerging mental disorders receiving care 

at Headspace clinics in Sydney, Australia..74,75 One of these studies also found that improvements 

                                                
71 Hilferty, F., et al. (2015) 

72 Hilferty, F., et al. (2015) 

73 Rickwood, D.J. (2015) Changes in psychological distress and psychosocial functioning in young people 
accessing headspace centres for mental health problems Med J Aust 202 (10): 537-542 Available here. 

74 Shane, P. et al. (2018) Variability in clinical outcomes for youths treated for subthreshold severe mental 
disorders at an early intervention service Psychiatric Services 69(5). Available here.   

75 Lorfino, F. et al. (2017) Delineating the trajectories of social and occupational functioning of young people 
attending early intervention mental health services in Australia: a longitudinal study. BMJ Open 8(3). 
Available here. 

https://www.mja.com.au/journal/2015/202/10/changes-psychological-distress-and-psychosocial-functioning-young-people
https://ps.psychiatryonline.org/doi/10.1176/appi.ps.201700046
https://bmjopen.bmj.com/content/8/3/e020678
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in clinical and functional outcomes were positively associated with the number of sessions with a 

psychologist or psychiatrist.76 Whilst the other study identified trajectories whereby those with mild 

impairment in social and occupational functioning tended to improve over time, whilst those with 

substantial impairment in functioning tended to remain impaired.77 These studies both had longer 

follow-up periods, but smaller sample sizes than Rickwood’s national study.  

Overall, these evaluations indicate that the Headspace initiative is associated with improved 

outcomes for substantial numbers of participants, although many participants showed no 

significant change in psychological distress or psychosocial functioning over time. As preventing 

further deterioration is an objective of early intervention services, preserving clinical or social 

functioning among ‘at risk’ patients may still hold merit, whilst recognising that improving outcomes 

is the primary goal.78 A repeated finding across the evaluations was that those who attended more 

care sessions were more likely to exhibit improvements. Additionally, the evaluation of Headspace 

commissioned by the Australian Government identified broader economic benefits of the 

programme. For example, the evaluators observed significant reductions in the number of work or 

study days lost or cut back due to mental health problems. They also found significant reductions 

in suicidal ideation and self-harm highlighting the protective role of Headspace against adverse 

mental health outcomes. Headspace was also shown to be an accessible program (treating 9000-

12,000 clients per month in Australia) which is important given the chronic issue of access to 

mental health services for young people in developed countries. 

Orygen Youth Health 

Orygen Youth Health is a youth mental health program based in Melbourne, Australia. Orygen 

Youth Health in Australia was established in 2002 and evolved out of the Early Psychosis 

Prevention and Intervention Centre (EPPIC) model to deliver specialised early intervention 

services to a broader range of diagnostic groups (e.g., mood disorders, and borderline personality 

disorder).79 It has two main components: a specialised youth mental health clinical service; and an 

integrated training and communications program.  

The clinical care program is part of the public mental health system in Melbourne, Australia. The 

service targets young people aged 15 to 25 with severe and/or complex mental illness and has a 

focus on early intervention and youth specific approaches. This service seeks to bridge the gap 

between CAMHS and AMHS in the Melbourne area.80   

                                                
76 Shane, P. et al. (2018) Variability in clinical outcomes for youths treated for subthreshold severe mental 

disorders at an early intervention service Psychiatric Services 69(5). Available here.   

77 Lorfino, F. et al. (2017) Delineating the trajectories of social and occupational functioning of young people 
attending early intervention mental health services in Australia: a longitudinal study. BMJ Open 8(3). 
Available here. 

78 Shane, P. et al. (2018) Variability in clinical outcomes for youths treated for subthreshold severe mental 
disorders at an early intervention service Psychiatric Services 69(5). Available here.   

79 McGorry et al. (2013) “Designing youth mental health services for the 21st century: examples from 
Australia, Ireland and the UK” The British Journal of Psychiatry, 202 (s54) s30-s35. Available here. 

80 Settipani, C.A. et al. (2019) Key attributes of integrated community-based youth service hubs for mental 
health: a scoping review International Journal of Mental Health Systems 13, Article number: 52. Available 
here. 
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The clinical program is comprised of three parts:  

• Acute services (including a 16-bed inpatient unit). 

• Continuing care - specialised care for young people experiencing severe and/or complex 

mental illness, including psychotic (including young people at ‘ultra-high risk’ of psychosis), 

mood, personality, substance use, eating, and neurodevelopmental disorders. 

• Training and consultation - support for health professionals and teams to improve their 

understanding of youth mental health, and to promote the capacity of services to support 

young people in the community. 

Multidisciplinary teams composed of psychiatrists, psychologists and other mental health clinicians 

deliver individually tailored services such as mental health assessment and care, crisis 

management, psychotherapy, medication, family support, inpatient care, group work, and 

vocational and educational assistance. The Orygen’s clinical program treats around 1000 clients 

per annum (of the more than 4000 who are referred). 

Evaluations of only one clinical part of the broader Orygen Youth Health service were identified: 

the Intensive Mobile Youth Outreach Service - an early intervention strategy for young people who 

do not engage with office-based mental health services. A structured audit was conducted of a 

random sample of 51 clinical files of difficult to engage, ‘high-risk’ young people, seen by the 

Intensive Mobile Youth Outreach Service between September 2000 and September 2004.81 This 

outreach service was associated with a significant reduction in both the number of clients requiring 

hospital admission and the number of days spent in hospital compared with the previous 9 months 

of office-based mental health treatment. 

Schley and colleagues (2012) analysed data from standardised measures on client engagement, 

suicidality, hostility, well‐being and functioning from difficult‐to‐engage, ‘high‐risk’ young people 

seen by the Intensive Mobile Youth Outreach Service in Melbourne, Australia.82 Data was obtained 

at referral, after initial assessment and at discharge from the service. All outcome measures 

showed significant improvement at discharge compared to referral. Improved client engagement 

was achieved after initial assessment and remained steady at discharge. Higher overall 

engagement following assessment was associated with decreased hostility risk and greater well‐

being and functioning at discharge.83 

These two evaluations provide emerging evidence of the effectivenes of the intensive outreach 

aspects of Orygen Youth Health, although it is difficult to draw firm conclusions as there were no 

control groups in these studies. Evaluation of the other clinical aspects of Orygen Youth Health are 

also needed. 

                                                
81 Schley, C. et al. (2012) Does engagement with an intensive outreach service predict better treatment 

outcomes in ‘high‐risk’ youth? Early Intervention in Psychiatry 6(2): 176-184. Available here. 

82 Ibid 

83 Schley, C. et al. (2012) 
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Should youth mental health become a separate speciality? 

There has been some debate over whether youth mental health, should become a speciality in its 

own right. This section provides an overview of the arguments for and against youth mental health 

becoming a separate speciality. 

Arguments for a specialist youth service  

The calls for a separate youth mental health speciality is underpinned by a growing body of 

epidemiological evidence revealing the heavy burden of mental health illness on young people.84 

Studies have identified high rates of mental disorders and related disability among young people in 

the 12-25 age group85,86 and have shown that 75% of adults with a mental disorder will have had 

onset of that disorder before 25 years of age87. Left untreated these disorders are likely to recur 

and lead to both negative outcomes for individuals and wider society.88,89,90,91 Such findings 

highlight the high rates of continuity of mental health problems and the additional risk of social and 

vocational exclusion.  Such evidence of the impact of mental health problems on young people, 

families and communities strengthens the argument that youth is a critical period to focus efforts 

on early intervention which is a key pillar of the youth mental health model.92 

The case for a specialist youth mental health service is also strengthened by the new 

developmental concept of emerging adulthood.93 It refers to a period which is distinct from 

childhood or independent adulthood and has developed its own cultural norms. It suggests that the 

transition from childhood to adulthood takes place over an extended time period from mid teens to 

the mid to late twenties.94 In a 2009 paper in the British Medical Journal, Prof. Patrick McGorry 

argued that emerging adults require treatment models that differ substantially from those 

                                                
84 Coughlan, H. & Doyle, M. (2015) Youth Mental Health in Ireland: A lot done, more to do? Irish Journal of 

Psychological Medicine 32(1) 5-8. Available here. 

85 Guilherme, V. et al. (2015) Annual Research Review: A meta‐analysis of the worldwide prevalence of 
mental disorders in children and adolescents. Annual Research Review Available here. 

86 WHO “Child and adolescent mental health” Available here. 

87 Jones, P.B. (2013) Adult mental health disorders and their age at onset The British Journal of Psychiatry 
202, s5–s10. doi: 10.1192/bjp.bp.112.119164 Available here. 

88 Gibb, S.J. et al. (2010) Burden of psychiatric disorder in young adulthood and life outcomes at age 30 Br J 
Psychiatry. 197(2):122-7. doi: 10.1192/bjp.bp.109.076570 Available here. 

89 Clayton, R.R. & Illback, R.J. (2013) Economic burden and cost to Government of youth mental ill-health 
Headstrong. Available here. 

90 WHO (2015) Maternal, newborn, child and adolescent health: Adolescents and mental health Available 
here. 

91 Jones, P.B. (2013) Adult mental health disorders and their age at onset The British Journal of Psychiatry 
202, s5–s10. doi: 10.1192/bjp.bp.112.119164 Available here. 

92 Rickwood, D.  et al. (2019) Australia’s innovation in youth mental health care: The Headspace centre 
model. Early Intervention in Psychiatry 13 159-166. Available here. 

93 Coughlan, H. & Doyle, M. (2015) Youth Mental Health in Ireland: A lot done, more to do? Irish Journal of 
Psychological Medicine 32(1) 5-8. Available here. 

94 Arnett, J.J. (2000) Emerging Adulthood: A Theory of Development From the Late Teens Through the 
Twenties American Psychologist Available here. 
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appropriate for children and older adults. He contends that child psychiatry has focused on 

younger children, with attention declining from mid-adolescence, which means that the surge in 

mental health issues between the ages of 15 and 25 is coupled with the worst access to services.  

Proponents of the youth mental health model argue that services should be informed by the best 

available epidemiological evidence and organised based on need rather than long-held service 

structures with a problematic age cut-off of 16-18 years.95,96  McGorry (2009) argues that investing 

further in the existing paediatric/adult model will fail to strengthen the ‘already fragile field of 

psychiatry’. In fact, he argues that the age of 18 is a poor boundary for service transition, stating 

that:  

“Epidemiological evidence, developmental perspectives, safety, cost effectiveness, and, not 

least, the preferences of young people and their families should guide the selection of 

transition zones in mental health care, rather than second order legal or educational 

traditions.” (p. 835) 

The arguments for a specialist service mental health for 12-25 years olds are further bolstered by 

evidence indicating that the accessibility and appropriateness of mental health services during this 

key developmental period is poor.97,98  Research indicates that child and adult services fail to 

engage most young people and that the transition process between child and adult services is 

often dealt with poorly.99,100,101 De Girolamo and colleagues (2011) argue that to reduce suffering 

from mental disorders and increase productivity, we must build effective stigma-free systems of 

care for children and young people up to the mid-20s which means developing a new, specific 

youth mental health model:102 

“creating a novel youth mental health model overlapping with but discrete in culture and 

expertise from systems or younger children and older adults” (p. 8) 

                                                
95 Coughlan, H. & Doyle, M. (2015) Youth Mental Health in Ireland: A lot done, more to do? Irish Journal of 

Psychological Medicine 32(1) 5-8. Available here. 

96 McGorry et al. (2013) “Designing youth mental health services for the 21st century: examples from 
Australia, Ireland and the UK” The British Journal of Psychiatry, 202 (s54) s30-s35. Available here. 

97 Pottick, K.J. et al. (2008) US Patterns of Mental Health Service Utilization for Transition-Age Youth and 
Young Adults J Behav Health Serv Res. 2008 Oct;35(4):373-89. Available here. 

98 Singh, S.P. (2009) Transition of care from child to adult mental health services: the great divide Curr Opin 
Psychiatry 22(4):386-90. Available here. 

99 Coyne, I. (2015) Adolescents' and parents' views of Child and Adolescent Mental Health Services 
(CAMHS) in Ireland. J Psychiatr Ment Health Nurs. 22(8):561-9. doi: 10.1111/jpm.12215. Available here. 
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health services: a qualitative thematic synthesis BMC https://doi.org/10.1186/s12888-017-1538-1 Available 
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A 2017 systematic review examined whether integrated youth health care services are effective for 

addressing mental health problems among young people.103 Eighteen services, targeting a broad 

segment of the population (age 12-25 years approx.) were included in this review. The review 

found that these services are accessible with many young people who may not otherwise have 

sought help accessing these mental health services. The young people reported high levels of 

satisfaction and perceived the services to be accessible and appropriate (e.g., youth friendly 

environment and staff). 

The 2017 review also found positive outcomes for most in terms of improved psychiatric 

symptoms, and social and occupational functioning.104 Some young people, such as those who 

presented with more severe mental health issues and those who received fewer treatment 

sessions, did not show improvements. The reviewers did not find this finding surprising as 

integrated services are generally an entry-level enhanced primary care model. They asserted that 

more intensive engagement and further integration with more specialist care may be needed to 

help those with more severe symptoms. The reviewers also stated that a key benefit of these 

services is that they are attracting and engaging under-served groups. The reviewers concluded 

that these services addressed the “major design flaw” of current services where there is 

discontinuity at age 18 between child and adolescent and adults services, resulting in many young 

people falling through the gap. The authors also concluded that “further investment in definition of 

service standards, frameworks, governance and outcome evaluation is needed to develop service 

delivery models that will address the full spectrum of difficulties with which young people 

present”.105  

The 2017 review of integrated services highlighted the positive outcomes obtained by these 

services, but also that these services have generally adopted an enhanced primary care model 

that does not appear to fully meet the needs of those with severe problems. Thus, these integrated 

youth models would need more definition, intensive treatment approaches and specialisation; or a 

more specialist service at secondary or tertiary level (along the lines of Orygen Youth Health in 

Australia) would be required, if youth mental health is to become a separate speciality bridging the 

gap between child and adult mental health services.106 

Arguments against a specialist youth service 

There is limited academic commentary which explicitly argues against adopting a youth model for 

specialist mental health services. The main arguments in the literature are briefly outlined in this 

section. Some of the empirical research findings which support the existing CAMHS to AMHS 

model are also considered.  

In a 2009 article in the British Medical Journal, the Australian child and adolescent psychiatrist, 

Prof. Peter Birleson, argues that adopting a youth model for specialist mental health services 
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would fragment current service links and is likely to increase transition problems.107 He stated 

that:   

“replacing current specialist mental health services for 0-17 year olds (paediatric psychia-

try) and 18-64 year olds (adult psychiatry) with three subspecialties for 0-11 year olds, 12-

24 year olds, and 26-64 year olds ignores current models of service planning, reduces the 

critical mass of child and adolescent mental health services needed to adopt evidence 

based practice, and complicates mental health services.” (p. 834) 

Birleson (2009) also contended that as half of mental health disorders begin by age 14 years, and 

75% have onset by 24 years of age, more investment in prevention and intervention early in life 

would seem prudent provided efficacy and cost benefit can be established. He suggested that new 

mental health prevention and early intervention services are most effectively provided through 

universal platforms (such as schools and primary health) to make them accessible, not by adding 

new specialist mental health services. Also, he stated that we need systems of care that can 

identify problems early and channel them to the lowest effective level of care, reserving specialist 

services for those with the most severe difficulties. He argued that developing these new systems 

will require interdepartmental planning and partnership, not the development of a new specialist 

service for youth.   

In a 2008 academic article, Birleson and Vance argued that the current problem that young people 

have accessing care in the AMHS system could be improved with additional funding and culture 

change, rather than creating a new service system.108 They also point to risks in establishing new 

services for 12–25-year-olds, as the 12–17-year-old population has different developmental needs 

from 18–25-year-olds. In particular, they contend that the younger group are at risk of 

‘adultification’ by being grouped together with young adults, and this risk needs to be actively 

managed. 

Birleson (2009) also pointed out that current psychiatry subspecialties have developed to meet the 

needs of different populations, as paediatric mental disorders are heterogeneous, often 

accompanied by other conditions and continue into adolescence. In addition, children and 

adolescents are legally and socially dependent on their parents or guardians, so services must be 

developmentally appropriate and family centred. He stated that child and adolescent mental health 

services manage this by using multimodal interventions to address biological, psychological, and 

social domains concurrently in partnership with parents and families. He also highlighted that 

treatment is developmentally nuanced and is contextually linked with other services for 0-17 year 

olds (such as education, paediatrics, child protection, and juvenile justice). These arrangements he 

feels should not change. 

The case for retaining the paediatric services and adult services model is also bolstered by 

evidence of positive outcomes from existing service structures.109 There is evidence that 
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adolescent inpatient units reduce psychiatric symptoms and improve social functioning.110 Also, 

randomised controlled trials show that prevention is feasible with childhood psychiatric disorders, 

such as conduct disorder, which emphasises the importance of early intervention.111,112 Studies 

indicate that young people who actually experience planned and purposeful transition process that 

addresses their psychosocial and medical needs, report an improvement in their mental health and 

functioning.113 Although, purposeful planned transition has been shown to be very rare it does 

appear to be effective. Therefore, improving transition policies and procedures may be needed 

rather than discarding the CAMHS-AMHS model.  

Birelson (2009) asserts that the optimal time for transition between services seems to be the age 

of legal consent—18 years and that earlier transition complicates care. Similarly, Lamb & Murphy 

(2013) argue that creating younger age cut-offs could create the need for earlier transitions that do 

not match those of other agencies such as school and social care, leading to fragmentation of key 

multi-agency links.114 Those that argue that the CAMHS/AMHS model should be retained are not 

uncritical of it however. Both, Birleson (2009) and Lamb & Murphy (2013) call for stronger 

partnerships and more joint working between CAMHS and AMHS. They also both suggest that the 

creation of a new youth sub-speciality within the adult service commencing at age 18 might help to 

improve transition problems and provide support for those currently not eligible for AMHS. Birleson 

(2009) proposes that this youth sub-speciality would offer continuing care for vulnerable youth with 

developmental problems, those with disabling non-psychotic disorders, and youth at high risk who 

need outreach services. Finally, he stated that:115 

“Integrating and strengthening our current system of care, by building primary and 

secondary mental health care within other sectors, and building collaborations for youth 

makes more sense than subdividing child and adolescent services.” (p. 835) 

One aspect of the youth mental health model which has received criticism is the focus on early 

intervention in psychosis. In a 2011 media article in the Psychiatric Times, US psychiatrist, Allen 

Frances, criticised the introduction of a network of Early Psychosis Prevention and Intervention 

Centres (EPPIC) in Australia as ‘premature’ based on the research evidence. Founded by 

Professor Patrick McGorry, EPPIC services, which have been embedded into the Headspace 
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model in Australia, aim to facilitate the early identification and treatment of psychosis among young 

people.116 In his 2011 article, Frances highlights the difficult in accurately identifying which patients 

will become psychotic and which will not, which could lead to harm for young people who undergo 

unnecessary treatment:     

“Unfortunately, McGorry is a false prophet whose visions are offered at least a few decades 

before their time. Australia, led astray by his impractical hopes, is about to embark on a 

vast and untried public health experiment that will almost surely cause more harm to its 

children than it prevents.”   

Some mental health specialists in Australia also argued that he was “overstating the evidence” in a 

push for funding from the Australian Government for early intervention services for young people at 

risk of psychosis.117 Despite these criticisms, the evidence base and focus on early intervention in 

psychosis has grown in recent years.118,119,120  This is exemplified in Ireland by the publication by 

the HSE in May 2019 of a model of care for a national clinical programme for early intervention in 

psychosis.121  

Conclusion and policy options 

 

Mental health problems are a heavy burden on young people worldwide and there is clear 

evidence of poor access and unmet need in all countries examined. Research also demonstrates 

that best practice guidelines for transition, from child to adult services, are not adhered to and 

transition is poorly planned and executed. This leads to sub-optimal experiences of transition, or 

young people either not being referred or refusing referral to adult services. To address these 

issues, youth mental health services which seek to engage young people in the 12-25 age group 

by using a ‘youth friendly’ approach have been developed in many countries.  Evaluations of these 

youth mental health models have found some evidence of improvements in psychological distress, 

social and occupational functioning and have identified wider socio-economic benefits. These 

models generally provide enhanced primary care services and are not intended to supplant 

existing services, rather to provide an accessible entry point for young people to services at early 

stage. 

This Note shows the need for changes to mental health services for young people, in order to 

address the long-standing problems in Ireland and other developed countries. In Box 7, three 
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potential policy options (identified from this overview of the literature) which seek to bridge the gap 

between child and adult services are presented.  

Some experts argue that a separate youth speciality sitting between child and adult services 

(which could potentially supplant existing services for young people) should be adopted. This 

approach could potentially be developed in one of two ways: existing youth mental health services 

operating at an enhanced primary care level (e.g., Jigsaw in Ireland) could be further developed 

and specialised to cater effectively for the full range of severity of youth mental health problems, or 

a separate specialist service focusing on young people with severe and /or complex issues (similar 

to Orygen Youth Health model in Australia) could be established. It is envisaged that both of these 

(related) options would utilise a youth-oriented, accessible, early-intervention approach in line with 

the youth mental health paradigm. Critics of the specialist youth model contend that a new 

specialist youth mental health service would lead to further transition problems and fragmentation 

of existing service links. Although existing integrated youth mental health programmes are 

generally accessible and have shown positive outcomes for many young people, they are less 

effective at tackling severe mental health problems. This suggests that much greater definition and 

specialisation of the existing youth mental health model would be needed, and evaluation of same, 

before any new models could take over the specialist care of adolescents and young adults with 

severe mental issues. The need for robust randomised controlled to assess the impact of 

integrated youth mental services has also been recommended.122 Another recommendation from 

the literature has been the need for early intervention youth models to use more intensive and 

longer-term treatments particularly to treat those with substantial impairment in functioning.123 

A different proposal is that a new youth sub-speciality could be created within the adult service 

commencing at age 18 to help to improve transition problems and provide support for those 

currently not eligible for AMHS. This could offer continuing care for vulnerable youth with 

developmental issues, those with non-psychotic disorders (e.g., certain mood disorders) and those 

at high risk of developing mental health issues who need outreach services. The approach seeks 

to widen access and provide continuity of care for those who get lost in the transition gap. Again 

this approach would require further definition and piloting to test acceptability and effectiveness. 

While less radical, it has the potential to improve access and transition issues, if the diverse needs 

of young people with mental health problems, currently not being catered for by adult services, are 

taken into account. 
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Appendix – selected academic papers describing youth mental 

health services 

Fusar-Poli, P. on behalf of the Healthy London Partnership (2019) Integrated Mental Health 

Services for the Developmental Period (0 to 25 years): A critical review of the evidence. Frontiers 

in Psychiatry 10: 355 Available here. 

Hetrick, E. et al. (2017) Integrated (one-stop shop) youth health care: best available evidence and 

future directions Medical Journal of Australia 207 (10): S5-S18. Available here. 

McGorry et al. (2013) Designing youth mental health services for the 21st century: examples from 

Australia, Ireland and the UK The British Journal of Psychiatry, 202 (s54) s30-s35. Available here.  

O’Keefe, L. et al. (2015) Description and outcome evaluation of Jigsaw: an emergent Irish mental 

health early intervention programme for young people Irish Journal of Psychological Medicine, 32, 

71–77. Available here. 

Rickwood, D.  et al. (2019) Australia’s innovation in youth mental health care: The Headspace 

centre model. Early Intervention in Psychiatry 13 159-166. Available here. 

Box 6: Policy options 

1) Existing youth mental health services operating at an enhanced 

primary care level (e.g., Jigsaw) could be further developed and 

specialised to cater effectively for the full range of youth mental 

issues;   

2) A separate specialist service for youth at secondary and/or tertiary 

level could be developed, targeting young people with severe and/or 

complex mental health problems (similar to the Orygen youth health 

model in Australia);  

3) A new youth sub-speciality could be created within the adult service 

commencing at age 18 to help improve transition problems and 

provide support for those currently not eligible for the adult. service.  
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