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Background
Between the ages of 12 and 24 years, young people will pass through significant developmental stages as they enter the pubescent years, start secondary school and move to early adulthood, develop interpersonal relationships outside the family, develop their sexual identity, enter employment or pursue further study and develop the life skills for independent living. This process of maturation and development involves multiple social, cognitive, physical and emotional changes. 
It is normal for young people to experience some degree of emotional distress as they develop and mature, learning to successfully navigate the complexities of life. A strong family and social support network and a safe school environment are known protective factors that can prevent or minimise mental health problems. 
While most young Australians are physically and emotionally healthy, one in four young people will have a mental disorder. The majority will experience a mild or moderate level of impairment, while an estimated 17 per cent will experience a severe level of impairment (Australian Bureau of Statistics 2007). 
Most young people experiencing mental health distress will fully recover, others will experience episodic relapse and some will experience an enduring life course of illness and significant disability, particularly those who develop a psychotic disorder.
 

It is now known that the underlying predispositions for mental disorders are shaped during childhood and that 50 per cent of mental health disorders begin before age 14 years and continue into early adulthood (Sawyer et al. 2000). 

It is estimated that 50 per cent of people who develop a psychotic disorder will do so by the time they are in their early 20s (Kessler et al. 2007). The greatest risk of onset of eating disorders is in adolescence and young adulthood.
The Australian Bureau of Statistics reports that intentional self-harm is the leading cause of death among Australian children and young people aged 15–24 years, with 214 deaths by males and 110 by females in 2012 (Australian Institute of Health and Welfare 2013). Some children and young people are disproportionately affected by intentional self-harm and suicidal behaviour. These include Aboriginal and Torres Strait Islander young people, lesbian, gay, bisexual, trangender and intersex young people, young people in out-of-home care, young people with a disability, and young people living in rural and remote areas.
Aboriginal young people

The available data shows an overall picture of pronounced and increasingly poor mental health and social and emotional wellbeing for young Aboriginal people – 26 per cent of Aboriginal children aged 4–17 years are a high risk of suffering clinically significant emotional or behaviour difficulties (cited in Adermann and Campbell 2010). Youth suicide, anxiety and depression have increased among Aboriginal young people and rates of intentional self-harm among young Aboriginal people aged 15–24 years are 5.2 times the rate of non-Aboriginal young people (Australian Bureau of Statistics 2014). Young Aboriginal people are also disproportionally represented in the youth justice and child protection systems (Heffernan et al. 2014). 

Young people with a mental illness and co-occurring alcohol and other drug misuse

Alcohol and other drug use has a significant impact on the developing adolescent brain, and this can have social impacts for the young person and their family. An estimated 25 per cent of young people aged 16–25 years receiving specialist clinical mental health services in 2013–14 have a diagnosed mental illness and co-occurring drug or alcohol misuse problem (Department of Human Services unpublished).

Young people with a mental disorder were five times more likely than those without mental disorders to have misused drugs and around 1.5 times more likely to drink alcohol at least weekly (Australian Bureau of Statistics 2007).

Young people with a mental illness and co-existing disability

Young people with intellectual or pervasive developmental disability are at increased risk of developing co-occurring mental health difficulties and disorders (Barthwick-Duffy 1994; Cooper et al. 2007). Those with autism or Asperger syndrome are particularly vulnerable to mental health problems, such as anxiety and depression, especially in late adolescence and early adult life (Tantam 1991; Tantam and Prestwood 1999). 
Young people in the child protection service system
The early years of a child’s life in particular have a significant influence on their lifelong health. Many children taken into the child protection and out-of-home care system have experienced emotional, physical or sexual abuse, and major family discord which can have a profound impact on every aspect of development. A Victorian study (Milburn et al. 2008) of child protections clients who entered out-of-home care for the first time in one calendar year found 60 per cent of participants met the criteria for a major psychiatric diagnosis, with post-traumatic stress and adjustment disorders being the most common diagnostic types. The prevalence of mental health disorders in the sample was four times the Australian national average for children and adolescents. 
Mental illness and youth homelessness

In the absence of emotional support, a place to live and other material support provided by parents or supportive friends, young people with a severe mental illness are at very high risk of homelessness. Evidence suggests that mental health disorders (particularly depression, anxiety and post-traumatic stress disorders) are also increased by the experience of homelessness. Many young people experiencing homelessness have both mental health and alcohol and other drug problems, but may actively avoid services or struggle to access them. Young people leaving care are particularly vulnerable to homelessness. 
Other priority groups

Other groups known to be at heightened risk of poorer mental health than the general community include young refugees who have experienced traumatic histories in their home country and gay, lesbian, bi-sexual, transgender and intersex young people who are at risk of experiencing discrimination, abuse and bullying (most often in schools) and heightened risk of self-harm and suicide (Department of Health 2014). 
Impact of having a parent with a mental illness

While many parents who have a mental illness are capable parents, mental illness can affect the whole family and the parent–child relationship. It is estimated that of children whose parent has a mental illness, 40 per cent to 60 per cent are at higher risk of developing mental illness compared with their peers (Maybery et al. 2006). Some parents with a mental illness may, in difficult times, be less able to maintain a protective relationship with their children. When unwell, they may be emotionally unavailable and not able to respond to their child’s developmental needs. Any disruptions to a child’s development may lower their threshold for showing stress and increase their risk of stress-related physical and mental illness. 

Challenges and opportunities
Whole-of-system response

Many young people who have a mental illness present with a range of issues all at one time, such as failure to achieve academically and risk of early school departure, poor physical health, drug misuse or dependency, homelessness or risk of homelessness and heighted risk of law-breaking behaviour. These issues (which both contribute to and exacerbate mental illness) can result in significant life-long social and economic disadvantage if left unaddressed. They also heighten the risk of suicide in this vulnerable group. 

Responding to these issues is broader than health. The mainstream youth and social support service systems (including schools and employment services), have a critical role to play in both reducing the prevalence of mental illness in young people, as well as supporting improved health, social and economic outcomes for those with an emerging or existing mental illness. 
Improving access 

It is estimated that just under a quarter of young people with a mental disorder had used a public or private mental health service in a given 12-month period. Even among young people with the most severe mental health problems, only 51 per cent received professional help in a 12-month period – this figure fell to 18 per cent for young people with milder levels of impairment (Australian Bureau of Statistics 2007). 

Young people aged 12–25 years may have poor help-seeking behaviour due to the sometimes slow and insidious emergence of problems, lack of early identification by primary health professionals, individual or family denial of problems, and stigma and fear of mental health services. This is compounded by young people and families not knowing where and how to get help and their uncertainty about the boundaries between normal psychological, emotional and behavioural changes associated with transitions into adulthood and the early signs and symptoms of mental health problems. Opportunity exists to make it easier for young people to access information and support for mental illness, including uses of social media.

Building on a strong foundation

Victoria’s child and adolescent, youth mental health and adult mental health services provide a strong foundation on which to build an integrated service response for young people aged 12–24 years. This includes established referral pathways between Commonwealth funded headspace centres
 across Victoria to ensure young people with more severe mental health disorders are fast tracked to specialist treatment and care and general practice more broadly.

Mental health clinicians in the specialist mental health service system take a holistic approach to the treatment and care of young people and their families. Integral to this approach is a close working relationship with the young person’s carer/s, family, general practitioner or paediatrician, and school to ensure an integrated response to the young person’s broader health and social needs. 
Three priority groups are the focus for specialist youth mental health services. They are young people and their families:

· with emerging and potentially severe and complex mental health problems who require treatment and support early in illness and episode
· with mild to moderate problems who require consultation and shared care arrangements with primary health, welfare (including child protection and homelessness services), student support and vocational services to assist in the management of their care. This includes clarifying diagnosis and early management planning to ensure that mental health and related problems are accurately identified and interventions are age and developmentally appropriate

· who are highly vulnerable and require priority access. This includes young people who have experienced trauma, abuse, neglect and family violence, and homelessness who typically present with complex psychosocial problems. These young people need an integrated care response and can also fall into either of the categories above.

Policy and program options

The strategic aim is to build a system of recovery-oriented mental healthcare that is fully integrated with alcohol and other drug services and coordinated with responsive primary health, education, employment, welfare and youth-focused social support services.

In particular, we need to focus on:

· the needs of Aboriginal young people and their families given growth in this demographic group within the Aboriginal population and their heightened vulnerability
·  inter-relationship between poor mental health, family violence and vulnerable young people

· inter-relationship between mental health and physical health
· co-occurring alcohol and substance misuse, including impact poly-drug misuse

· reducing homelessness among young people experiencing mental illness
· improving education attainment and employment of young people with a mental illness
· suicide prevention, with a focus on high risk groups including Aboriginal youth and same–sex attracted and gender diverse young people.

Areas for consideration include:

Building a stronger specialist youth mental health service capacity

· Develop integrated specialist youth mental health services to deliver many of the aspects of traditional adult services, but tailored to the specific developmental needs and phases of illness experienced by those aged 12(25. This response could include:

· Develop a single ‘youth triage’ intake and assessment point for mental health and, where feasible, youth alcohol and other drug responses, tailored to adolescent and young adult-specific needs and culture.
· Expand established youth early intervention services to be more inclusive of young people and their families with a broader range of problems and ensure services are easy and inviting to access by young people and their families, including outreach services and after school and weekend appointments.

· Develop youth-specific mobile multidisciplinary teams that provide an intensive community-based crisis response and home treatment over extended hours for young people aged 16–25 years who are difficult to engage using less intensive treatment approaches (by expanding the age range of the Intensive Mobile Youth Outreach Service).

· Build capacity of the mental health workforce to provide specialist treatment and care for young people with emerging personality disorders and eating disorders as well as tailored support to young people with a severe mental illness co-existing intellectual disability, acquired brain injury or pervasive developmental disability.

· Strengthen the capacity of the mental health service system to provide consultation support (including specialist assessment) and shared care to primary healthcare, student wellbeing and support and youth welfare services to assist these service settings to identify early and appropriately support young people with emerging or existing mental ill-health.

· Enhance the operational relationship between specialist services and headspace, in the interests of developing more seamless care and strengthen the capacity of headspace clinicians to work with young people with more severe and complex problems. Opportunities for co-location and integration of common functions, such as triage and shared intake processes, could be trialled and tested for broader applicability. 
· Strengthen capacity of the specialist mental health service system to support dependent children and young people who have a parent with a mental illness, building on Families where a parent has a mental illness initiative and other proven family-focused interventions.

· Implement proven strategies to address homophobia and transphobia in mainstream youth services, schools and youth mental health services in order to create safe environments for same–sex attracted and gender diverse young people is an identified area for priority focus.
· Maintain or further develop priority referral and access protocols to identify early and appropriately support young people with behavioural problems and mental illness involved in the child protection, intellectual disability, homelessness and youth justice service systems. 
· Consider co-locating specialist clinical services in selected youth welfare services as well as provide active in-reach to youth homelessness, out-of-home care and youth justice services. The aim is to provide non-stigmatised, early intervention response that supports help seeking in the early stages of problems and first episode illness, as well as provide fast tracked access to specialist treatment and care for those experiencing a psychiatric crisis and/or suicidal ideation. 

· Support specialist mental health services to work closely with refugee communities and their support agencies, guided by specialist services, such as Foundation House and the Victorian Transcultural Psychiatry Unit, to ensure that young refugees have easy access to mental health treatment and care when required.

Key enablers that need to be considered include:

· Continue to develop evidence-based practice that references and leverages social media and other forms of communication and engagement with young people.

· Develop a funding and service model that supports more flexible delivery of care, adapted to the specific needs of this cohort.
Key questions
1. Are the key barriers to good mental health and disadvantage associated with poor mental health for young people adequately described? How else can this be understood?

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

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

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

5. How do we integrate mental health programs generally or programs focussed on young people in particular into a system of care?
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� Psychotic disorders include, for example, schizophrenia, schizophreniform disorder, schizoaffective disorder, brief psychotic disorder, bipolar disorder, and major depression with psychotic features.


� headspace centres provide a youth mental health primary care platform for young people aged 12(25 years with mental health concerns or mild to moderate problems.
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