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Position Statement on Queensland Youth Mental Health

ClearThinking Queensland is dedicated to improving the lives of young people at risk of serious mental health problems.  Our purpose is to provide leadership, advocacy and support for research and educational initiatives that will lead to the discovery of new and improved best practices in the assessment and treatment of serious mental illness.

Our Position
On the matter of Queensland’s youth mental health, ClearThinking Queensland believes:

· all young people aged between 12 and 25 years should have easy access whenever needed to comprehensive mental health assessment at the earliest time possible;

· youth mental health service provision is a specialist field that requires dedicated facilities and specific consideration within health planning and policy;

· young people should have a choice of age appropriate health facilities and specialists who understand the specific needs of young people with mental health problems;  

· early intervention in mental health care provides the greatest opportunity for young people to avoid lifelong disability;

· mental health services for young people must consider the context of the young person and services should work with and support their family and social networks; 
· substantially greater investment in clinical research is crucial if Queensland is to effectively meet the growing demand for youth mental health services;

· participation of this generation of young people in cutting edge research will considerably improve the quality of assessment and treatment they receive whilst enabling the discovery of new treatments for the next generation;

· clinical research infrastructure for youth mental health should be innovative and different, but also able: to build bridges with existing health and youth services including those in the not-for-profit sector; to establish new pathways to care; to strengthen continuity of care via service linkage; to create opportunities for efficiencies and dissemination of best practice; and to avoid fragmentation or duplication of effort; 

· young people must be centrally involved in all stages of development and planning of any youth mental health facility or service; and

· health services are integral to strong communities and they must be willing and active participants in the development of the communities they serve.
Our Recommendations

1. Establish a Centre of Clinical Excellence for Youth Mental Health, which will discover, pilot, and evaluate new ways to deliver quality and cost-effective mental health services for young people throughout Queensland.

2. Commission the Centre to conduct an independent review of the mental health needs of young people between the ages of 12 and 25 years and provide recommendations on how 

to best address unmet need.  The review will include assessment of existing facilities and services at the level of local health and hospital networks throughout Queensland and the role of research and innovation in providing effective, high quality staff training, and service provision to young people.

3. Development of a State youth mental health policy on the basis of the review recommendations. 

Background
The State Government has the exciting opportunity to do something that will fundamentally change the prospects of some of the most vulnerable young people living in Queensland: To invest in new organisational capability that can build knowledge and resources for addressing one of our community’s most costly problems – youth mental health.

The transition from childhood to adulthood is a critical period for developing enduring adaptive and non-adaptive behaviour, at a time when the brain is in a highly plastic state undergoing major re-modelling by experience-based learning (Spear, 2000; Dahl et al, 2004). Despite becoming physically stronger, mentally more able with added resilience and independence, young people have increased rates of reckless accidents, violence, risky sexual behaviour, and in particular mental health and substance use problems. One in two Australians experience a mental disorder sometime in their life (Slade et al, 2009): 75% of these disorders have an onset before the age of 25 years (Kessler et al, 2005).

Young people between the ages of 12 and 25 years carry the highest but least recognised burden of disability due to mental disorder. More than 50% of young people experience at least one psychiatric disorder at some stage (Gibb et al, 2010): the majority of these disorders are recurrent (Gibb et al, 2010; Kessler et al, 2011). Mental disorder accounts for nearly all of the non-fatal disease burden in young people (Fig 6, p58, Victorian Human Services, 1999). The prevalence of mental disorder in young people appears to be increasing, with one-in-four developing a diagnosable psychiatric disorder in any one year (Slade et al, 2009). This increase has been ascribed to social factors such as changes in family life, prolongation of adolescence due to earlier peri-pubertal and later adulthood milestones (Dahl et al, 2004), and earlier substance use, in particular alcohol abuse, the adolescent brain being uniquely sensitive to alcohol’s neurotoxic effects (Monti et al, 2005; White & Swartzwelder, 2004).

Of grave concern is evidence of low service utilisation despite the high disorder prevalence. Less than one-in-four young people with a mental disorder receive any sort of assistance (Slade et al, 2009). Only three in 100 young people with a psychiatric disorder access specialist community mental health services (Sawyer et al, 2000). Although many of these young people do not think they need mental health care, their suffering should not be under-estimated. Between 5% and 10% of young people make at least one serious attempt to kill themselves (Evans et al, 2005), which translates locally into thousands of young people living in Queensland making a serious attempt to end their life, each and every year, almost all with untreated psychiatric disorder.

The result of leaving mental disorder untreated is that the benefits of early intervention are lost, allowing 40% of early stage mental health problems, which initially wax and wane, to progress to chronic entrenched adult illness with much less chance of recovery (Catts, 2010). 

The scale of this unmet need demands much greater funding of youth mental health services generally. But simply pumping up the capacity of existing services is economically unsustainable. Without innovation this would require at least a 10-fold increase in current youth mental health service budgets, and even these massive resources would not support development of more efficacious treatment. Not to invest at all is also unsustainable. A recent World Economic Forum study estimated that in 2010 mental disorder already accounts for the largest share (37%) of the total healthy life years lost to chronic (‘non-communicable’) diseases (Bloom et al, 2011). A European health economics report focusing on the costs of brain disorders showed that their costs alone eclipse those associated with cancer, cardiovascular disease and diabetes put together, with mental disorder as the main cost driver (Smith, 2011). By 2030 mental illness by itself will account for 35% of the total disease-related loss in economic productivity globally. This staggering and escalating burden can only be contained by devoting resources for research into prevention.

The international literature consistently recommends that innovation strategies in mental health should target the prevention and early intervention needs of young people (eg, Kessler et al, 2005): That clinical research must include early adolescence to capture peri-pubertal brain changes (ie, have a lower age limit no higher than 12 years) but also include early adulthood when late brain maturation and critical social role development occur (ie, have an upper age limit of 25 years). There is strong evidence that youth mental health research should not be bundled up with adolescent health generally because this dilutes the focus on mental health despite it causing the greatest disease burden in this age group. Illustrative of this side-lining is the 41 page national report on youth health in which only two pages are devoted to mental health and there is only a single page on substance use (Australian Institute of Health and Welfare, 2008). Furthermore, though the research strategy should be informed by perinatal and childhood development, it should be clearly separated from these fields because the disease epidemiology (eg, Kessler et al, 2011), and assessment and treatment approaches, are substantially different. That is, a specialist focus on youth mental health is necessary to ensure a high intensity research and service provision environment.

The research strategy must integrate service provision, health practitioner training, and research work if it is to deliver best practice assessment and treatment whilst conducting cutting edge research that is relevant to clinical practice. That is, it must be co-managed by universities and health services in an Academic Health Science Centre model (Dzau et al, 2010), a model that efficiently integrates existing research infrastructure and personnel with service management and provision expertise. The research strategy must be embedded locally. Research into methods of improving service delivery and clinical practice is strongly context-dependent. Without a local Queensland-based Centre of Clinical Excellence, there will be no mechanism for translation of discovery research into routine clinical practice. And there will be no opportunity for the research strategy to play a community development role. Impact at a regional level can best be achieved through well-developed decentralised State-wide functions.

All of the attributes listed above are incorporated into the Research Centre model described in a companion ClearThinking document. 

Stan Catts 20 December 2011

References

Australian Institute of Health and Welfare (2008) Making Progress: The Health, Development and Wellbeing of Australia’s Children and Young People. Cat. No. PHE 104 AIHW: Canberra

Bloom DE, Cafiero ET, Jane-Llopis E, Abrahams-Gessel S, Bloom LR, Fathima S, Feigl AB, Gaziano T, Mowafi M, Pandya A, Prettner K, Rosenberg L, Seligman B, Stein A, Weinstein C (2011) The Global Economic Burden of Non-communicable Diseases. World Economic Forum: Geneva.

Catts SV (2008) Identifying the young person at risk of psychosis. Medicine Today 9, 61-66.

Dahl RE. (2004) Adolescent brain development: A period of vulnerabilities and opportunities. Ann NY Acad Sci, 1021, 1-22.

Dzau VJ, Ackerly DC, Sutton-Wallace P, Merson MH, Williams S, Krishnan RK, Taber RC, Califf RM. 2010 The role of academic health science systems in the transformation of medicine. The Lancet  375, 949-53. DOI:10.1016/S0140-6736(09)61082-5. 

Evans E, Hawton K, Rodham K, Deeks J. The prevalence of suicidal phenomena in adolescents: A systematic review of population-based studies. Suicide and Life-threatening Behavior, 35,3, 239-250.

Gibb SJ, Fergusson DM, Horwood LJ. (2010) Burden of psychiatric disorder in young adulthood and life outcomes at age 30. Brit J Psychiat. 197, 122-127.

Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. (2005) Lifetime prevalence and age-of-onset distributions and DSM-IV disorders in the National Comorbidity Survey Replication. Arch Gen Psychiat. 62, 593-602.

Kessler RC, Avenevoli S, Costello J, Georgiades K, Green JG, Gruber MJ, He J-P, Koretz D, McLaughlin KA, Petukhova M, Sampon NA, Zaslavsky Am, Merikangas KR. (2011) Prevalence, persistence, and sociodemographic correlates of DSM-IV disorders in the National Comorbidity Survey Replication Adolescent Supllement. Arch Gen Psychiat. (epub).

Monti PM, Miranda R, Nixon K, Sher KJ, Swartzwelder HS, Tapert SF, White A, Crews FT. (2005) Adolescence: Booze, brains and behavior. Alcoholism: Clinical and Experimental Research, 29, 2, 207-220.

Sawyer MG, Arney FM, Baghurst PA, Clark JJ, Graetz BW, Kosky RL, Nurcombe B, Patton GC, Prior MR, Raphael B, Rey J, Whaites LC, Zubrick SR. (2000) Mental Health of Young People in Australia. Commonwealth Department of Health and Ageing: Canberra.

Slade T, Johnston A, Teesson M, Whiteford H, Burgess H, Pirkis J, Saw S. (2009) The Mental Health of Australians 2: Report on the 2007 National Survey of Mental Health and Wellbeing. Department of Health and Ageing, Canberra.

Smith K. (2011) Trillion-dollar brain drain. Nature, 478, 15. 

Spear LP.(2000) The adolescent brain and age-related behavioral manifestations. Neurosci Biobehav Rev 24, 417-463.

Victorian Human Services (1999) Victorian Burden of Disease Study: Morbidity. Victorian Government: Melbourne.

White AM & Swartzwelder HS. (2004) Hippocampal function during adolescence: A unique target of ethanol effects. Ann NY Acad Sci, 1021, 206-220.

“Every parent in Queensland needs to know there is a 1 in 3 chance their son or daughter will have a mental health problem by the age of 25.” Professor Patrick McGorry

“If the rates of untreated psychiatric disorder in our young people applied to cancer or cardiovascular disease, there would be community outrage.” Professor Stan Catts
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