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Investing in youth mental health is a best buy
Patrick D McGorry, Rosemary Purcell, Ian B Hickie and Anthony F Jorm

The logic and plan for achieving early intervention in youth mental health in Australia
“Mental illnesses are the chronic diseases of the young.”1

M

ental and substance use disorders are among the most
important health issues facing Australians.2,3 They are
easily the key health issue for young people in their
teenage years and early 20s and, if these disorders persist, the
constraints, distress and disability they cause can last for decades.
Epidemiological data indicate that 75% of people suffering from an
adult-type psychiatric disorder have experienced its onset by 24
years of age,4 with the onset for most of these disorders — notably
mood, psychotic, personality, eating and substance use disorders
— mainly falling into a relatively discrete time band from the early
teens to the mid 20s, and reaching a peak in the early 20s.

Mental and substance use disorders in young people:
high tide and rising?
In Australia, the prevalence of mental health problems among
children aged 4–12 years lies between 7% and 14%, rises to 19%
among adolescents aged 13–17 years,5 and increases again to 27%
among young adults aged 18–24.6 Therefore, up to one in four
young people in Australia are likely to be suffering from a mental
health problem, most commonly substance misuse or dependency,
depression
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55% of the burden of disease in the 15–24-years age
group.8 There is also some evidence that the prevalence may have
risen in recent decades.9
Given the exquisite developmental sensitivity of this phase of
life, where psychological, social and vocational pathways and
independence are being laid down, it is not surprising that mental
disorders, even relatively brief and milder ones, can derail and
disable, seriously limiting or blocking potential. Associated with
mental disorders among youth are high rates of enduring disability,
including school failure, impaired or unstable employment, and
poor family and social functioning, leading to spirals of dysfunction and disadvantage that are difficult to reverse.
Another important subgroup have disabling illnesses that developed in childhood, such as autism, attention deficit hyperactivity
disorder, conduct disorder, or behavioural complications of intellectual disability. These may persist into adolescence and adulthood, where their initial effects are compounded.10 Clearly, this
group must be identified and provided with skilled and sustained
intervention, beginning in childhood and extending for as long as
necessary.
The influential report on the global burden of disease estimated
the peak age for the maximum negative impact of a disabling
illness, in social and economic terms, to be 22 years.11 This is
because society has invested heavily in young people to enable
them to reach this age intact. If a disabling illness prevents them
fulfilling their potential, and at the same time they may require
long term care over many decades, this is a social and economic
disaster. The importance of young people for society will increase

with the ageing of the population. The Australian Treasury’s
Intergenerational report has pointed out that population ageing will
lead to decreasing workforce participation and increasing government expenditure on income support.12 Increasing the participation of younger people is important to ameliorate these trends.
Mental disorders are an important factor in limiting economic and
social participation, and it has been argued that improving mental
health can reduce unemployment and welfare dependency.13,14
Mental health care systems are weakest where they
need to be strongest
During the 1990s, federal, state and territory governments made
progress in improving supports and services for people affected by
mental disorders, but the reform process has stalled recently.3 At
the same time, expectations for better care were raised by increasing community awareness,15-17 and by enhancements of care,
particularly in general practice settings.18-20 As a result of the
morbidity peaking in the age range 12–25 years, and other
sociological and cultural factors (including the adverse effects of
co-occurrence of offending behaviour and substance misuse in this
age group), youth mental health emerged as the most obvious area
of failure. This is an international failure, which has recently also
come to prominence in the United States, where the same
challenges we have identified for Australia confront clinicians,
researchers and service planners. Unmet need is the rule rather
than the exception, and most responses to mental health problems
occur across a diverse range of services.21,22
The community has clearly recognised the central role of early
intervention strategies for young people with emergent mental
disorders.2,3 By contrast, state and territory governments around
Australia have hitherto failed to acknowledge youth mental health
as a discrete, unified program area. Public mental health services in
Australia continue to follow a traditional paediatric versus adult
model of care — mirroring mainstream physical health care —
despite a completely different pattern of peak onset and burden of
disease. Adolescent mental health is typically embedded within
child-oriented service settings and structures and is truncated in
the mid to late teens, while adult mental health services are
focused on late-stage disease in mid-life. Consequently, there is
maximum weakness and discontinuity in the system just where it
should be at its strongest.
Some will contend that mental health services for prepubertal
children are also poorly structured and funded, and furthermore
that many of the wellsprings and risk factors for the later surge in
adolescent and adult-onset disorders operate earlier in childhood.
Both of these perspectives are valid, although the second is part of
the prevention agenda, and the full force of morbidity flowing
from childhood risk factors (and which requires a treatment
response) appears after a latent period in most cases. Furthermore,
such arguments in no way weaken the imperative to address the
most glaring omission in public mental health policy — the lack of
a specialised stream of care focused on early intervention in youth
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mental health. We contend it represents the best value for money
for new investment in the mental health arena.
Services for young people affected by mental health and related
substance use disorders tend to be threadbare and split across
multiple levels of government, multiple program areas, and myriad
cash-strapped service providers. In addition, spending in the area
remains poor, and service access and tenure are actively withheld
in most specialist mental health and substance misuse service
systems until high levels of risk or danger are reached, or severe
illness, sustained disability and chronicity are entrenched. While
primary care services encounter many young people with mental
disorders, the detection and treatment rates are extremely low and
poorly supported by specialist services.23,24
The consequences of this structural weakness in both primary
care and specialist services, as well as the under-resourcing and
poor coordination, are enormous. Just when mental health services
are most needed by young people and their families, they are often
inaccessible or unacceptable in design, style and quality. Numerous young people with distressing and disabling mental health
difficulties struggle to find age-appropriate assistance (see Rickwood et al, page S35 and Hickie et al, page S47). Young people with
moderately severe non-psychotic disorders (eg, depression, anxiety disorders and personality disorders), and those with comorbid
substance use and mental health issues, are particularly vulnerable. Without access to appropriate treatment, many young people
present in repeated crisis to overstretched hospital emergency
departments, or their parents and carers are left to pick up the
pieces (see Leggatt, page S61). For many of these young people, if
they survive (and many do not), their difficulties eventually
become chronic and disabling. Urgent action is required to address
this crisis, and a clearer and more substantial focus on youth
mental health is needed.
Responding to genuine unmet need: innovation, reform
and investment
Early, effective intervention, targeting young people aged 12–25
years, is a community priority,3 and is required if we wish to
reduce the burden of disease created by these disorders. A strong
focus on young people’s mental health has the capacity to generate
greater personal, social and economic benefits than intervention at
any other time in the lifespan and is therefore one of the “best
buys” for future reforms.
We propose that four service levels are required to fully manage
mental illness among young people. These levels include:
• Improving community capacity to deal with mental health problems in young people through e-health, provision of information,
first aid training and self-care initiatives (eg, see Burns et al
[page S31] and Kelly et al [page S26]).
• Primary care services provided by general practitioners and
other frontline service providers, such as school counsellors,
community health workers, and non-government agency youth
workers.
• Enhanced primary care services provided by GPs (ideally working
in collaboration with specialist mental health service providers in
co-located multidisciplinary service centres) as well as team-based
“virtual” networks (see Hickie et al, page S47, and McGorry et al,
page S68).
• Specialist youth-specific (12–25 years) mental health services providing comprehensive assessment, treatment and social and vocational recovery services (see McGorry, page S53).
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Fortunately, some of these elements are already in place or
actively being developed.
The National Youth Mental Health Foundation (headspace),
focusing on 12–25 year olds, promises to be a significant advance
(see McGorry et al, page S68). headspace is further developing
partnerships between primary care and specialist mental health
service providers, to create more comprehensive and integrated
service platforms for young people with emerging mental health
and related substance use disorders. The treatment needs of this
group are too complex for primary care services alone, but not
complex enough to warrant intervention from specialist mental
health services.
However, growth and reform at the state-funded specialist
mental health service level to mirror this community-based investment in youth mental health is an essential parallel process (see
McGorry, page S53). The development of youth-specific specialist
mental health services for young people aged 12–25 years is a vital
pillar for the service system that would strengthen existing child
and adolescent, adult and aged persons’ services with a major new
stream of care, and would provide access to integrated mental
health, substance use, and vocational recovery supports and
services.
Fears have been expressed that such new investment would
somehow reduce or limit investment in mental health services for
younger children. There is no reason to suppose that disinvestment would occur, and it is doubtful that anyone in child and
adolescent psychiatry would seek to undermine efforts to enhance
investment in adolescent mental health, a major part of their
professional domain. It is quite respectable to make arguments in
support of strengthening of services in this area too, and for
prevention programs targeting key risk factors for later disorders,
such as abuse and neglect. This should not be framed as an either–
or argument. While priorities do need to be set, this should be
done on the basis of the best available evidence and likely costeffectiveness, rather than reactive counter-advocacy, based on the
assumption of a zero sum game in mental health, with winners and
losers.
Early intervention in youth mental health is a best buy
It is now accepted at both the state and federal level, as well as in
the wider community, that much greater investment is required in
mental health care in Australia (http://www.coag.gov.au). Such
investment has been delayed, partly because of a lack of confidence that it would result in health gain. Since the early 1990s, it
has been proposed that early case identification and intensive
treatment of first episodes of illness constitute a core preventive
strategy with an excellent chance of reducing prevalence, cost and
morbidity by preventing progression of illness. Achieving this
would also minimise the “collateral damage” to social, educational,
and vocational functioning.25 Evidence in support of this proposition has been building steadily through research into psychotic
and severe mood disorders over the past decade.26-28 This evidence
now represents “proof of concept” and, while, so far, it is strongest
for low-incidence conditions, the next phase needs to extend this
focus to high-incidence conditions and embed the strategy into
mental health strategies for the wider Australian community. The
contributions to this Supplement describe the logic and plan for
how this can be achieved in Australia.
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