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Mental health problems affect 10-20% of children and adolescents worldwide. Despite their relevance as a leading cause
of health-related disability in this age group and their longlasting effects throughout life, the mental health needs of
children and adolescents are neglected, especially in low-income and middle-income countries. In this report we review
the evidence and the gaps in the published work in terms of prevalence, risk and protective factors, and interventions to
prevent and treat childhood and adolescent mental health problems. We also discuss barriers to, and approaches for, the
implementation of such strategies in low-resource settings. Action is imperative to reduce the burden of mental health
problems in future generations and to allow for the full development of vulnerable children and adolescents worldwide.

Introduction

Children and adolescents constitute almost a third
(2-2 Dbillion individuals) of the world’s population and
almost 90% live in low-income and middle-income
countries (LMIC), where they form up to 50% of the
population.' For young people, neuropsychiatric disorders
are a leading cause of health-related burden, accounting
for 15-30% of the disability-adjusted life-years (DALYs)
lost during the first three decades of life.? Despite the
widespread recognition of the importance of mental
health promotion and prevention in children and
adolescents, there is an enormous gap between needs and
resource availability.’

The failure to address mental health problems, including
developmental and intellectual disorders, in children and
adolescents in low-resource settings is a public health
issue with wide-reaching consequences because such
failure also impedes the achievement of basic development

Key messages

+ Mental health problems affect 10-20% of children and
adolescents worldwide and account for a large portion of
the global burden of disease

+  Although only 10% of trials come from low-income and
middle-income countries (LMIC; where 90% of children
and adolescents live), sufficient evidence exists to justify
the set-up of services

+ The development of services is hampered by lack of
government policy, inadequate funding, and a dearth of
trained clinicians

» Support of child and adolescent mental health research is
needed, particularly in LMIC, including prevalence and
longitudinal studies, high-quality clinical trials, and
cost-effectiveness analyses

+ Early intervention and prevention offer the hope to avoid
later adult mental health problems and improve personal
wellbeing and productivity

goals in LMIC.* Moreover, because evidence shows that a
substantial proportion of mental health problems in adults
originate early in life,** the situation has longlasting effects

Search strategy and selection criteria

We searched PubMed, Embase, PsycInfo, and the Cochrane
Library of systematic reviews and clinical trials with the
following terms: “child”, “adolescent”, “mental”, “developing” or
“low- and middle-income country”, together with specific terms
for prevalence; risk, protective and resilience factors; prevention
and treatment strategies (webappendix p 19). Citation lists
from the studies and reviews retrieved were also hand-searched
for further studies. For prevalence studies, we selected original
studies addressing the global prevalence of mental disorders in
children and adolescents from representative non-referred
samples with diagnoses based on any version of the Diagnostic
and Statistical Manual of Mental Disorders or International
Classification of Diseases. For preventive studies, separate
searches were done for non-specific interventions (eg, early
childhood interventions, nutritional interventions, child or
youth development programmes), externalising disorders,
internalising disorders, and intellectual disabilities. Preventive
studies were included if they were randomised controlled trials
or non-randomised experiments with a concurrent control
group; if intervention occurred before the age of 18 years; and if
child or adolescent mental health outcomes were assessed.
Treatment studies for five groups of child and adolescent
mental disorders (externalising disorders [attention-deficit
hyperactivity disorder and conduct disorder]; internalising
disorders [depression and anxiety disorders]; early onset
schizophrenia; mental retardation or intellectual disabilities; and
autism or pervasive developmental disorders) were searched.
Studies were included only if they were randomised controlled
trials. We concentrated on papers published after 2000 (after
1980 for prevalence studies), and prioritised evidence
important for and relevant to low-income and middle-income
countries, and from systematic reviews and meta-analyses.
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beyond childhood and adolescence. Since mentalillnesses
are conceptualised as chronic disorders of young people’
and because a disproportionate number of young people
live in LMIC, to address mental health problems in early
developmental stages in these countries is a priority for
the global health agenda. Besides the arguments of how
societal costs can be reduced by early intervention, there is
also an ethical responsibility to the most vulnerable young
people, who can have their full developmental potential
thwarted. Action is urgently needed for children in
conflicts, disasters, forced labour, and who live on the
streets, or who are affected by trafficking—all of which are
frequent in LMIC.

In this report we provide an overview of the evidence
and the research gaps in epidemiology, intervention, and
implementation strategies for child and adolescent
mental health in low-resource settings. We systematically
reviewed the published work from LMIC, and present
data from disadvantaged populations in high-income
countries (HIC) where needed and appropriate. We assess
the occurrence of mental health problems in LMIC and
their associated protective factors and risk factors. We
then present the evidence for preventive interventions
and the scarce number of studies for the treatment of
childhood mental health problems in LMIC. Finally, we
discuss the challenges of service implementation, and the

Age-speciﬁc risks

Preconceptional
« Unwanted pregnancy
« Inadequate child spacing
« Adolescent pregnancy
« Consanguinity

\ife-long risks

« Genetic background

« Problems in physical or mental
health of child or family

« Deficiencies in psychosocial or
educational environment

« Exposure to harmful substances
or toxins

« Exposure to violence, abuse,

or neglect
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Adolescence

« Family, peer, or
school problems

« Developmental-behavioural
problems

« Substance misuse

« Early sexual activity

« Risk taking behaviour

Prenatal or perinatal

« Inadequate prenatal care

« High-risk pregnancy

« Inadequate adaptation to
pregnancy or newborn

« Perinatal maternal
mortality

School age
« Family, peer, or school problems

« Inadequacies of schools or teachers

« Developmental-behavioural problems
« Risk-taking behaviour

Infancy or early childhood

« Inadequacies in nurturing and
stimulating qualities of
caregiving environment

« Developmental-behavioural

problems

Figure 1: The lifecycle approach to risk factors for mental disorders
Adapted with permission from reference 11.

economic and political aspects of promotion of child and
adolescent mental health worldwide.

Epidemiology

The assessment of the mental health needs of children
and adolescents is complex, encompassing epidemio-
logical data gathering, comparisons of data from different
areas, and input from people and agencies engaged in
the care of this population.® Knowledge of the prevalence
of mental health problems is often a first step to
determine the magnitude of the problem, but the
identification of positive and negative factors affecting
mental health can also inform early interventions that
can reduce the burden of these disorders.

Despite little research, epidemiological studies of the
prevalence of childhood and adolescence mental health
problems in LMIC show that such problems are common.
Our systematic review of original studies in non-referred
samples from LMIC showed prevalence of about 10-20%
in most of the 16 surveys identified, which is consistent
with findings from HIC.

The range of the reported prevalence, however, is very
wide (from 1-81% to 39-4%), and heterogeneity in the
methodological approaches used might have contributed
to these differences (webappendix pp 1-2).” Other possible
sources of discrepancy between results are different
exposures to risk factors and protective factors, and the
cultural context in which the mental health problems
occur. Culture defines and creates specific sources of
distress and impairment and affects how symptoms are
interpreted; efforts to compare the presentation of
symptoms across different cultures are hampered by the
difficulty of disentangling the effect of culture from that
of different methodological approaches.”

The co-occurrence of risk factors and protective factors
restricts the identification of the specific elements
responsible for the onset and continuity of mental health
problems. Early distal factors (ie, non-specific factors
that affect the likelihood of subsequent risks) work
together with proximal causes (which directly impinge
on the individual) through a probabilistic chain that is
conditioned by issues such as dosage, context, and
timing. The lifecycle approach (figure 1) provides a
model that maps relevant risk factors in a chronological
order, from the preconceptional period of one generation
to the next generation.

Life-long risk factors are shown at the centre of figure 1
and consist of the genetic background, problems in the
physical health and nutritional status of the child,” the
physical and mental health of carers,” loss of carers or
being orphaned,* being raised in institutions,”
deficiencies in the psychosocial and educational
environment,” exposure to harmful substances and
toxins,” violence,® armed conflict and war,** forced
displacement,” immigrant status,” natural disasters,*”
gender disparity,® severe physical punishment,” and
abuse or neglect.”
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Panel 1: Examples of interventions to prevent child and adolescent mental health problems in low-income and

middle-income countries

Non-specific interventions: universal and targeted

interventions in early childhood

* Benefits to child mental health have been shown from early
childhood interventions including: early stimulation
interventions;**** interventions to improve carer sensitivity
and responsiveness;”* integrated nutrition, health, and
stimulation programmes;* attendance at a high-quality
preschool;** and conditional cash transfers to families.®
These early interventions benefit children exposed to
various contextual and biomedical risks including
poverty,”® institutionalisation,* low birthweight,*®
stunting,* and iron-deficiency anaemia.*®

* Nutritional interventions in early childhood have had mixed
results. Prevention of iron-deficiency anaemia in Chilean
infants improved behaviour and temperament at
12 months.® However, no benefits were reported for iron
supplementation, zinc supplementation, or both, for the
behaviour of 6-7-year-old Mexican children,*and
nutritional supplementation of stunted Jamaican children in
early childhood did not improve their behaviour at age
11-12 years® or their mental health at age 17-18 years.*

Interventions for behavioural disorders: universal

» School-based preventive interventions for children
aged 3-8 years involving teacher training, teaching a
class-wide social-emotional curriculum, or both, have
shown concurrent improvements in child problem
behaviours®*® and child competencies.®® Furthermore,
there is evidence that these interventions are well
accepted by teachers.®®” Integration of a brief
behavioural parent training intervention into health
services for 2-6-year-old children in Iran improved parent
reported practices and child abuse.” A community-based
preventive programme targeting drug use in China
successfully reduced drug use initiation in young men
aged 15-19 years.”

Interventions for behavioural disorders: selective

+  Benefits from child training interventions for children aged
7-14 years with behaviour problems were reported for
externalising problems”” and social skills.”*

Age-specific risks can be identified as early as the
preconceptional period, which spans the transition from
adolescence to adulthood of prospective parents. Research-
based evidence from LMIC links adolescent parenting,®
unintended pregnancy,” inadequate birth interval,” and
parental consanguinity® as preconceptional risk factors
for child mental health problems. Evidence exists that
reduced maternal haemoglobin during the prenatal and
perinatal period is related to poor education outcome of
offspring, which is measurable even when the child
reaches age 30 years.” Research is increasing into the
effect of maternal prenatal and perinatal physical and

Interventions for emotional disorders: universal

« Interventions involving structured activities have shown
benefits for children aged 7-14 years in war-affected
communities.” A school-based physical activity
intervention for 15-year-old students in Chile showed
benefits to anxiety and self-esteem but not to depression.”
A psychosocial intervention to prevent depression in
12-16-year-old adolescents in Mauritius showed short-term
benefits to depression, hopelessness, coping skills, and
self-esteem. Benefits to coping skills and self-esteem were
sustained at follow-up after 6 months.”

Interventions for emotional disorders: selective

« School-based and camp-based psychosocial group
interventions have generally, although not consistently,
shown benefits to child and adolescent mental health,
including internalising problems, behavioural difficulties,
and competencies. Interventions have targeted children
aged 7-18 years affected by conflict,”*** 10-15-year-old
children orphaned by AIDS,*and 8-15-year-old children
with substantial depressive symptoms.® For 5-6-year-old
children displaced by war, a combination of group
psychosocial intervention and home visits for mothers
improved maternal and child mental health.**

Interventions for intellectual disorders: universal

« Effective interventions to prevent cognitive deficits in
low-income and middle-income countries include maternal
and child nutritional and micronutrient supplementation,
immunisation programmes, reduction of exposure to
environmental toxins, prenatal and perinatal maternal
health interventions, malaria prevention, and early
stimulation programmes.**®# Other interventions with
potential to prevent intellectual disorders include accident
and injury prevention, child abuse prevention, and
interventions to prevent prenatal alcohol exposure.®

Interventions for intellectual disorders: selective

« Home-visit programmes to train mothers of 3-6-year-old
disabled children in early stimulation activities have shown
some benefits to child development.””

mental distress on child survival and health outcomes,
with particular attention to depression.**** Research into
the effects of other important and well known perinatal
risk factors such as low birthweight is sparse.”

Risk factors in infancy and early childhood have not been
widely studied. The early years of life are the period of
maximum brain growth and of formation of emotional
regulatory patterns that affect later mental health
outcomes.” More than 200 million children younger than
5 years in LMIC do not reach their developmental potential
because of stunting, inadequate stimulation, poor care and
home stimulation, iodine and iron deficiency, exposure to
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Panel 2: Design and adaptation of effective interventions to prevent child and
adolescent mental health problems in low-income and middle-income countries

*  Establish the extent of the problem and the perceived need for an intervention within
the community.®#

» Choose or design an intervention that targets risk factors and protective factors for
child and adolescent mental health in that setting.”>®

* Promote ownership of the intervention by the community; for example, by inclusion
of key stakeholders in the design or choice of the intervention.””®

* Promote buy-in to the intervention by all stakeholders before implementation
(eg, a study® reported difficulties with a school dropout intervention due to poor
teacher support).

* Use evidence-based interventions with inbuilt cultural flexibility. For example, use
interventions that build on existing practices and strengths.®~

*  Assess the feasibility and acceptability of the intervention for staff within the setting
before implementation (eg, are sufficient resources and time available?).

* Ensure the intervention is acceptable and is perceived as relevant by participants to
promote engagement. For example, assess the extent to which the intervention fits in
with prevailing attitudes, beliefs, and current practices.®®

* Pilot and assess the intervention in the new setting, with quantitative and qualitative
methods, and use the data to inform any modifications to the intervention before
wider implementation.

 Integrate interventions into existing services and use existing staff to promote
sustainability (eg, integrate interventions into school settings, health-care services,
social services, and community services).

* Provide intervention staff with systematic training and provide ongoing monitoring
and support for staff.

violence, HIV/AIDS, malaria, intrauterine growth
retardation, or heavy metal exposure.”* Maternal mental
health,” family history of mental health problems, and lack
of appropriate child care® are additional risk factors.

Important evidence exists that mental health risk factors
specific to the school age period (from ages 5 to 18 years,
with variable definitions across countries) are prevalent in
LMIC. A representative study of 3005 adolescents in
Mexico City showed that 68% had had at least one type of
chronic adversity.” Risk factors such as perceived obesity,*
academic difficulties, bullying in school,? family
dysfunction,” child labour,* physical and sexual abuse,”**
use of tobacco, alcohol, and drugs,* pathological use of the
internet,” teenage pregnancy,” and use as a soldier during
childhood® have been shown to jeopardise the mental
health of children, adolescents, and adults.

Many children who experience adverse conditions in
their early years, however, grow up to become healthy
adults. The idea of resilience differs from the general
notion of risk and protective factors because it aims to
incorporate innate qualities and differences in an
individual that enable them to overcome adversity.” Some
of these qualities—for example, behavioural and emo-
tional self-regulation—have proved to contribute to the
mental health and academic achievement of children.”
Characteristics of a child’s carer system, including
emotionally responsive and competent parenting as well
as carer resources such as education, mental health, and

relational history (ie, attachment and peer network), are
direct proximal predictors of resilience in children.”

Interventions

The incorporation of preventive strategies to reduce the
effect of mental health problems needs the adoption of a
framework that goes beyond the traditional disease
model.” Whereas universal interventions are directed at
all children in a particular locality or setting, selective and
indicated interventions focus on children who are at high
risk for development of a mental health problem because
of the presence of either proximal risk factors or
subclinical symptoms. One of the major challenges of
selective and indicated interventions is the characterisation
of children and adolescents at whom the interventions
should be targeted, which should take into account not
only the limited availability of resources, but also the
hazards of false-positive identification of at-risk
individuals. Panel 1 shows examples of strategies to
prevent mental health problems in children and
adolescents in LMIC (see webappendix pp 3-17 for full
details) and panel 2 provides recommendations of how to
design and adapt these interventions.

Most preventive interventions implemented in early
childhood in LMIC target overall child development
rather than child mental health. However, increasing
evidence shows that some of these early interventions
can benefit the mental health of children both
concurrently and in the long term. An early stimulation
programme for stunted children in Jamaica with 2 years
of home visits reduced anxiety, depression, and attention
deficit, and enhanced self-esteem at age 17-18 years.* In
Mauritius, 2 years of high-quality preschool from age
3 years reduced conduct disorder and schizotypal
symptoms at 17 years of age and criminal offences at age
23 years®—these benefits were greatest for children who
were undernourished at 3 years.

Undernutrition and micronutrient deficiencies are
highly prevalent in LMIC, and are associated with
behavioural deficits;* however, the results of studies into
the effects of supplementation on child behaviour and
mental health have been mixed. Other non-specific
interventions used in many LMIC that have the potential
to improve child and adolescent mental health include
healthy schools initiatives, life skills education, and youth
development programmes;*-* however, these approaches
have not been rigorously assessed.

In HIC, proven interventions for prevention of
behavioural disorders include parent training in
behaviour management, teacher training in classroom
management, psychosocial interventions with children,
or all three. All these approaches have been used in
LMIC. Preventive interventions have been successfully
integrated into schools,*®” health-care settings,” and
community services;”” this integration into existing
services is likely to be important for the scale-up and
sustainability of interventions.
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Four school-based interventions to prevent emotional
disorders in older children and young adolescents in LMIC
all showed benefits.”*7## Additionally, there are several
studies of interventions for conflict-affected children. A
systematic review” of interventions for children affected by
violence in LMIC showed that most interventions were
beneficial by reduction of negative symptoms, increase of
protective factors, or both, with effect sizes of 0-27-0-54.
However, the overall quality of the studies was poor. Four
additional studies were identified by our review.”** Overall,
although various approaches have shown some benefits to
child and adolescent mental health, published work
suggests that there is a gap in research into gender-specific

interventions, and that effective interventions for
adolescent males are needed.
Previous reviews describe how prevention and

amelioration of young children’s exposure to risk factors
(eg, undernutrition, inadequate cognitive stimulation,
iodine deficiency, and iron deficiency) can prevent
cognitive deficits.”® There is little evidence of the
effectiveness of selective interventions for children with
established intellectual disabilities. Training of parents in
enrichment activities is commonly used in community-
based rehabilitation programmes, but few controlled
studies have been done and small sample sizes make the
results difficult to interpret.

Ideally, early interventions would prevent the onset of
childand adolescentmental health problems. Nevertheless,
once diagnosed, more complex and targeted treatment
interventions are usually required. General health
surveys™® suggest that local data have a decisive role in
modifying professional practice in LMIC—a report on
four health priorities (malaria, contraception, diarrhoea,
and tuberculosis) noted that health-care providers believe
that research done and published in their own country is
more likely to change their clinical practice compared with
research from HIC.” The evidence is most needed where
the least knowledge is currently available; although almost
90% of all children and adolescents live in LMIC, only
about 10% of randomised controlled mental health trials
for this population come from LMIC (figure 2). Of these
studies, almost all trials assessed psychopharmacological
interventions. The lack of high quality studies assessing
psychosocial or combined treatments for childhood
mental health problems is confirmed by our review. This
deficiency is all the more relevant because these
interventions require culture-specific evidence.

Although no randomised controlled trials of psycho-
social interventions for childhood externalising problems
were identified in LMIC, reports from disadvantaged
populations in HIC can provide indirect evidence of
effectiveness. A study” in low-income urban African-
American communities showed that peer-identified
teacher opinion leaders enhanced the dissemination and
implementation of school-based mental health
programmes by promotion of increased teachers’ self-
reported use of recommended strategies of attention-
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Figure 2: The 10-90% divide in research into treatment for childhood and adolescence mental health disorders
RCTs=randomised controlled trials (between 2001 and 2010). HIC=high-income countries. LMIC=low-income and

middle-income countries.

deficit hyperactivity disorder management compared
with mental health providers alone. In another study”
done in an underserved community in the Appalachian
region of the USA, a combined psychosocial intervention
effectively reduced hyperactivity symptoms and early
aggressive and delinquent behaviour.

For internalising problems, group cognitive behavioural
therapy was effective for the treatment of obsessive-
compulsive disorder in Brazilian children and
adolescents.” A multisystemic therapy in a predominantly
African-American population reduced rates of attempted
suicide significantly more than did emergency hospital
admittance.” In addition to the preventive interventions
for children and adolescents affected by conflict, some
evidence is also available for the treatment of post-
traumatic stress disorder in LMIC; participation in a
group intervention led by supervised schoolteachers
reduced symptoms in war-traumatised high school
students in Kosovo."

Other initiatives have been launched to provide
evidence-based information to overcome the 10-90%
divide in treatment of childhood and adolescence mental
health problems; the WHO mhGAP intervention guide™
includes methods for the assessment and management
of various disorders in childhood and adolescence. The
manual also contains specific guidelines for the
management of developmental and behavioural
disorders, such as family orientation, advice to teachers,

www.thelancet.com Published online October 17,2011 DO0I:10.1016/50140-6736(11)60827-1
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For the Integrated
Management of Childhood
llness see http://www.who.int/
child_adolescent_health/topics/
prevention_care/child/imci/en/
index.html

and community-based rehabilitation. The integrated
services programme of the World Psychiatric Association
Presidential Programme on Child Mental Health
provides two sets of evidence-based techniques to address
internalising and externalising problems in school-age
children.” These two manuals discuss how to imple-
ment brief interventions, and constitute a valuable
resource that can be further used for the implementation
of integrated, evidence-based systems of care according
to local needs.”” An additional resource is the review of
the treatment of attention-deficit hyperactivity disorder,
which was part of the Public Library of Science series of
packages of care for mental, neurological, and substance
disorders in LMIC.

Discussion

We have shown that the prevalence of mental health
problems in children in LMIC is similar to those in HIC.
Because most children live in LMIC, these proportions
have a public health importance. We have also shown
that although there are large gaps in research into
effective prevention and treatment of these disorders,
sufficient evidence from LMIC and from resource-poor
settings in HIC exists to justify the set-up of services that
can make these interventions available to a large number
of children who need them.

Despite these findings, the published work has several
limitations and gaps exist in research into child and
adolescent mental health. Although, clearly, child and
adolescent mental health problems are common, future
studies should address the imprecision of prevalence
estimates to allow for improvement in services planning.
Meta-regression approaches can help to detect reasons
for variability between estimates—for example, the
definitions of impairment and severity vary across
surveys. More consistent prevalence could be recorded
with the same methodology or instrument (webappendix
pp 1-2). Multinational child and adolescent studies
applying standardised methods based on the
International Classification of Diseases criteria could be
undertaken in different cultures, as is done for adults.*
Importantly, intellectual and developmental disorders
should be included in these studies (their exclusion
might have led to an underestimation of the prevalence
of mental health problems in many of the surveys
reviewed in our report). Dimensional scales have also
proved to be valuable to assess mental health problems
both in HIC and in LMIC."*

Not much research has been done on resilience and
protective factors in LMIC. In view of the increased
exposure to many risk factors in these countries, the
study of such positive elements can inform the design of
interventions that aim to prevent or reduce risk factors at
specific times in life. Because most risk factors were
identified in cross-sectional or case-control studies,
prospectively assessed cohorts are also needed to confirm
and further understand the developmental trajectories of

child and adolescent mental health problems from at-risk
states to full blown presentations.

Methodologically sound assessments of the effective-
ness of interventions to prevent or treat mental health
problems in LMIC are sparse for all groups of disorders,
and for the assessment of indigenously developed
interventions. Heterogeneity between LMIC should
also be taken into account when interpreting data. Most
evidence for prevalence and preventive strategies comes
from middle-income countries (webappendix pp 1-17).
For the treatment studies, for example, 58 of a total of
670 randomised controlled trials for child and adolescent
mental health problems were from middle-income
countries and only one came from a low-income
country. Regional differences within LMIC should also
be considered.

Scaling up of interventions so that they can benefit
large populations requires systems that can sustain such
an expansion. Attempts to integrate child mental health
into existing systems have yielded important lessons.
Jordans and colleagues described several challenges in
the implementation of interventions for children in low-
income settings—integration needs a high degree of
intersectorial collaboration, which is not easy;
interventions that work in one area may not work in
another because of cultural differences; where schools
are the entry-point for intervention, children who do not
attend might be missed; and the cost-effectiveness of
such a model has not been determined.

Recognition that mental and physical health are
indivisible is crucial®—infectious diseases, malnutrition,
and poor obstetric practices all have an effect on a child’s
mental health. Additionally, maternal depression and
lack of psychosocial stimulation affect infant growth and
cognitive and socioemotional development.”™ Integration
of child mental health with other paediatric and primary
care services such as the Integrated Management of
Childhood Illness and the Mother and Child Health
Programmes might benefit both child mental health
outcomes and physical outcomes.

The intervention studies we reviewed also support the
argument that child and adolescent mental health
services are not restricted to the health sector, and that
several other agencies are affected by mental health
issues and have an important role in supporting mental
health.™ These systems include education, social care,
and criminal justice. For example, in LMIC the onset of
impulse control disorders and substance misuse leads to
the early cessation of education, which results in long-
term marginalisation of the individual and a burden on
society.™ Although collaboration between agencies
presents opportunities for joint work, such an approach
raises important challenges. A common language for
child mental health has to be developed between
professionals from various backgrounds; networking and
communication between agencies has to be fostered;
innovative mechanisms to train and supervise the
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non-specialist workforce and frontline staff have to be
developed; and joint ownership should not prevent the
emergence of strong local leaders who can work together
and also influence national and international policy in
this neglected area. The development of community-
based approaches to care that incorporate good child
mental health practices is feasible in LMIC.® Programmes
fostering participation by young people and incorporating
a rights-based focus lead to healthy behaviours.™

The Atlas of Child and Adolescent Mental Health
Resources presented information for 66 countries and
reported thatless than a third of countries had an individual
or government entity with sole responsibility for child
mental health programming; furthermore, funding for
child mental health services was rarely identifiable in the
countries’ budgets. The dependence on non-govern-
mental organisation support for the development of
services can allow governments to neglect the need to
incorporate child mental health services in their national
budgets."" The failure of governments to support services
has led to a disproportionate reliance on out-of-pocket
expenditures to support child and adolescent mental health
in LMIC."™ The privatisation of mental health services in
LMIC with poorly developed and inadequate funding has
further compounded the difficulty of development of
systems of care!” The demanded co-payments have
hampered access to care, and the movement of the most
experienced clinicians to the private sector has drained
valuable resources from the public sector. Other issues in
the provision of mental health services in LMIC, including
stigma, lack of trained workforce, and priorities for
research in mental health are reviewed in detail in this,
and previous, Lancet Series on global mental health.

To develop child mental health services in LMIC, one
needs to understand the decision-making processes and
intersectorial competition to develop specific economic
arguments to gain the attention of policy makers and
affect resource allocation.” For example, if provision of
community-based child mental health services results in
a reduced school drop-out rate and an enhanced ability
to join the workforce and be self-supporting, then these
benefits can be conveyed to governments and foster a
change in resource allocation and not increase the cost
of services.

Economic research has documented the long-term
consequences of childhood mental health problems in
HIC, both in terms of achievement scores and
education,” and adult health and labour market
outcomes." The economic argument for early investment
in disadvantaged children was put forward when
Carneiro and Heckman™ investigated the rate of return
from investment at different times of life and showed
that early prevention is often more cost effective than
later remediation. Webappendix p 18 shows an extension
of the original idea™—that investments made in the
womb have a higher return than those made at later
ages; the returns from earlier investments can be reaped

Panel 3: Global child and adolescent mental health: evidence and recommendations

Epidemiology: available evidence

Mental disorders affect 10-20% of children and adolescents worldwide
Heterogeneity in prevalence studies prevents direct comparisons between countries
or meta-analytic approaches

Risk factors for mental disorders identified in LMIC are similar to those found in HIC;
research on resilience is still scarce in LMIC

Epidemiology: future directions

Prevalence studies should ideally be connected with, and serve as a basis to plan services
Nationally representative surveys from LMIC and multinational standardised
prevalence studies should be done

Assessment of risk factors and protective factors with a developmental approach
enables connection with intervention models

Intervention: available evidence

An increasing number of preventive strategies have been successfully tested in
many LMIC

Whereas 90% of the children and adolescents live in LMIC, only 10% of the mental
health randomised trials come from these countries

Packages and manuals (such as the mhGAP guide) are available for the management
of childhood mental disorders in LMIC

Intervention: future directions

Culturally appropriate and scalable interventions still need to be developed further
and tested to close the 10-90% gap

Additional randomised clinical trials on psychosocial treatments are needed, with
harmonised measurements and outcomes to ease comparisons across studies
Future intervention studies should collect data for cost-effectiveness analyses

Implementation: available evidence

Less than a third of countries have an entity in charge of mental health programmes
for children and adolescents

Initial experience suggests that integration with existing, community-based systems
is feasible

Investments in children and adolescents yields high returns in terms of developmental
potential realised, adult disorder prevented or less severe, and economic advantage
for healthy individuals

Implementation: future directions

Early interventions and rehabilitative or curative interventions need to develop
side-by-side, which can be made efficient by task sharing

Partnership with physical health programmes and agencies outside the health sector
(eg, education, social care, criminal justice) is advised

Awareness programmes and mobilisation of potential stakeholders should be
considered as part of any child and adolescent mental health service development

LMIC=low-income and middle-income countries. HIC=high-income countries.

over long periods, and since capabilities (cognition, and
physical and mental health) show both self-productivity
and cross-productivity,

For the Atlas of Child and
Adolescent Mental Health
Resources see http://www.who.
int/mental_health/resources/

” an early investment has many

positive effects. The crucial role of promotion of good
health early in life and the importance of prevention is
made clear in a recent economic framework for analysing
the effects of interventions.” The framework assesses
distributional and heterogeneous effects of interventions,
and allows these differential effects to be a function of
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early capabilities, consistent with evidence from pre-
ventive strategies.”

More evidence on cost-effectiveness is needed, starting
from the addition of cost analysis to existing effectiveness
studies and the inclusion of the effects of social and
economic policy on mental health.”>* Notably, only two
of the many interventions identified in our report are
accompanied Dby cost-benefit ratios; and because
evidence suggests an increased effectiveness of long
and intensive interventions, to take costs into account is
imperative. Assessment of interventions should also
account for spillover effects, both within the household
and locally,” which is especially important because of
the high cost of improvement of the health of people
with mental health problems, and the fact that such
benefits are not usually accounted for by the DALY
methodology.”

The findings from the Atlas of Child and Adolescent
Mental Health Resources™ suggest that governmental
child mental health policies are scarce worldwide. LMIC
lack the policies to guide system implementation, thus
hampering service development, and undermining
efforts to ensure accountability for the manner in which
resources for programme development are allocated. The
UN resolution on a World Fit for Children” endorses the
commitment that “every child has the right to develop his
or her potential to the maximum extent possible to
become physically healthy, mentally alert, socially
competent, emotionally sound and ready to learn”. LMIC
too often identify their ratification of the UN Convention
on the Rights of the Child as proof of their commitments
to child and adolescent mental health services and to
child and adolescent wellbeing in general. However,
evidence suggests that endorsement of the Convention is
not correlated with the development of specific policies
or programmes to support child and adolescent mental
health services.™

The World Report on Violence and Health™ identified
abuse and neglect in the early years of life as leading to
emotional difficulties and mental health problems and
urged for the protection of children from harm.
Subsequently, the UN Convention on the Rights of
Persons with Disability” was adopted, which includes
provisions for those affected by mental illness and can
affect country-level advocacy for the development of child
mental health services and for the humane treatment of
those with mental health problems. The effect of the UN
Convention on the Rights of Persons with Disability has
not yet been assessed.

As well as political will,” the key to the development of
child and adolescent mental health policy is the education
of the population about the need for such services in
order to improve the quality of life for individuals,
families, and communities. The World Psychiatric
Association Presidential Programme on Child Mental
Health, a collaboration between the World Psychiatric
Association, WHO, and the International Association for

Child and Adolescent Psychiatry and Allied Professions,
developed and field-tested an awareness manual.” This
instrument is a valuable guide that helps communities
and individuals who want to promote child mental health
to develop advocacy programmes leading to policy.

Last, it is striking that the major international non-
governmental organisations and UN agencies, with the
exception of WHO, fail to acknowledge or only
infrequently focus on child mental health. These entities
work in settings where children are at risk or have mental
distress and disorder. The aversion to embrace more
formal child mental health interventions in favour of
psychosocial approaches too often leads to a failure to
alleviate personal suffering or ameliorate the potential
for community or societal disruption. Furthermore, the
lack of specific interventions leads to long-term negative
effects on educational attainment, chronic disability, and
lost productivity. Broad psychosocial strategies need to be
coupled with targeted interventions in the organisation
of mental health systems. Child and adolescent policy
development is as dependent on the mobilisation of
potential stakeholders as it is on the mobilisation of
financial resources."”

The promotion of child and adolescent mental health is
a worldwide challenge, but a potentially rewarding one.
Accumulating evidence suggests that early interventions
can provide long-term health and socioeconomic benefits
by prevention of the onset of mental health problems and
their development into chronic disorders. Panel 3
summarises this evidence and presents recommendations
for the promotion of child and adolescent mental health.
These issues are even more relevant in LMIC, where the
proportion of children and adolescents in the population
is high and the resources are scarce. The situation in
LMIC also presents a window of opportunity, because
many LMIC are currently going through a demographic
transition, and intervention today is likely to result in a
decreased burden in the future.
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