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THE ROLE OF YOUTH MENTAL HEALTH SERVICES IN THE TREATMENT OF YOUNG 

PEOPLE WITH SERIOUS MENTAL ILLNESS: TWO-YEAR OUTCOMES AND ECONOMIC 

IMPLICATIONS 

ABSTRACT 

Aim: To evaluate the outcomes and economic case for a UK innovative youth-

specific mental health service for 16 to 25 year olds. 

Methods: A pre-, during- and post-treatment comparative design for twenty young 

people at high risk of developing psychosis who received two years’ treatment with 

the service, using outcomes that concurred with the service aims: changes in mental 

health,  employment rates and  service use.  

Results: 45% of those at risk and with symptoms of serious mental illness 

commencing treatment were not receiving mental health services at baseline.. 

Compared to service use prior to treatment at the youth-specific service,  hospital 

admissions, A&E and criminal justice system use appear to decrease over the two 

years of treatment and the year after treatment, with potential cost differences of 

£473,000.  Mental health improved or stayed the same, compared to baseline. 

Employment rates improved, although the sample size for this is very small. Potential 

cost differences associated with service users moving into employment over the two 

years are £148,000. The estimated cost over two years of  providing the youth-

specific mental health service to these young people was £106,000. 

Conclusions: Given the extensive long-term negative consequences and high costs 

of untreated mental illness in the 16 to 25 age group and the documented problems 

young people have in receiving appropriate services, this youth-specific, age-

appropriate service model appears to be successful, with improved outcomes and 
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cost differences in the short-term, and with encouraging implications for the longer 

term.  

 

Key words: Adolescent Health Services, Costs, Evaluation, Mental Health Services, 

Young Adult 
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THE ROLE OF YOUTH MENTAL HEALTH SERVICES IN THE TREATMENT OF YOUNG 

PEOPLE WITH SERIOUS MENTAL ILLNESS: TWO-YEAR OUTCOMES AND ECONOMIC 

IMPLICATIONS 

 

INTRODUCTION 

Mental health problems account for a significant proportion of the burden of ill-health for 

young people in the UK (1) and internationally (2). Prevalence of mental illness increases 

during adolescence and problems become more complex (3), with long-term morbidity and 

mortality among the highest of any age group (4). Recent societal changes such as the 

increase in youth unemployment and increasing instability of employment, poverty and 

insecure housing, all of which are among the known risk-factors for mental health problems 

in this age group (5-7)  may mean that young people are at increasing risk. 

 

The majority of mental illnesses start during adolescence and persist into adulthood (8, 9). 

They are associated with poor short- and long-term health, negative social, educational and 

economic outcomes for the young people themselves and for their family and carers, with 

financial costs to health and other services such as the criminal justice system (CJS) (8-14) . 

Mental illness is associated with behaviours likely to result in poorer physical health in 

adulthood, such as alcohol misuse, smoking, and substance use (15, 16).  

 

The peak onset of problems in this age group and the long-term consequences if untreated 

means there is both a need and a prima facie case for early intervention and prevention for 

young people (17). Despite this, current services do not serve this population well. 

Underdiagnosis or misdiagnosis (18), a reluctance to access services (19), negative 

attitudes about seeking professional help (20), discomfort with receiving a formal diagnosis 
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(21) and feeling that current services are inappropriate for their needs (19, 20, 22) have 

resulted in a mismatch between needs and service provision. The result is that many young 

people do not receive any clinical intervention. In 2004, only 25% of children in Great Britain 

with mental illness were in treatment (18) and this had not improved by 2010 (23). Of the 

minority who do access treatment, many drop out or do not engage (24-26) and there is an 

increase in disengagement from childhood to adolescence (27). Certain sub-groups are 

further underrepresented. For example, people from Black and Minority Ethnic (BME) 

backgrounds are less likely to access mental health services (28, 29). The recent cuts in the 

UK - not only to mental health services but also in social care and education - may 

disproportionately affect those who are already socially disadvantaged (30). Two recent 

reports by the Chief Medical Officer for England  (1, 31) recognise deficiencies in the way 

that current services respond to the mental health needs of young people, particularly the 

most vulnerable. 

 

Transition from child and adolescent mental health services to adult services may present a 

particular problem (32). At a time when young people are undergoing many other key 

transitions in their lives, they often ‘fall through the gap’ during this service transition. Closing 

the Gap, the UK government’s mental health policy statement for England (33), 

acknowledged both this problem and the consequences: it concluded that ’this “cliff-edge” 

situation must end.’  

 

One possible solution to improving access, engagement and acceptability is age-

appropriate, youth-specific mental health services (34) and UK Government policy has 

recognised  needs in this area (35-37). Viner (38) found that age-appropriate inpatient 

services for 12 to 17 year olds in England improved attendance, retention and quality of 

care. However, according to Bailey (4) ‘in dramatic contrast to the numbers of adolescents 
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using services and their perceived special needs… there is a relative dearth of specific or 

discrete services for young people within all our health services’ (p18). Although youth-

specific models have been developed to an extent in other services, this has not been the 

case in psychiatric care (4), although a few have recently emerged in the UK. There are few 

data, particularly economic data, on services and outcomes for  youth mental health services 

in the UK (10, 39), which may be in part because of the rarity of this type of service model. 

Of the available published evaluations of youth mental health services in the UK, an 

evaluation of the Youthspace service for 16 to 25 year olds in Birmingham (40) found higher 

levels of engagement, attendance and acceptability. Results for youth advice services for 14 

to 25 year olds (41) showed an improvement in mental health and related stressors, in 

particular housing, with associated cost savings. In Australia, the evaluation of the 

headspace programme (42) found that it has been effective in promoting and facilitating 

improvements in some young people’s mental and physical health, alcohol and drug use, 

and their social and economic participation.  

 

Our study aims to evaluate the outcomes and economic costs for Tower Hamlets Early 

Detection Service (THEDS), an innovative youth-specific mental health service. 

 

 

METHODS  

Intervention 

THEDS was set up in 2009 to provide mental health education, support and services to 

young people aged 16 to 25 in Tower Hamlets, London, who may be at risk of psychotic 

illness. The main focus is preventing or delaying the onset of psychosis; however they also 

offer services to other young people who are in distress.  
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All young people who are referred or self-referred are offered a three-month brief 

intervention incorporating medical review by a psychiatrist, psychological assessments,  

information about how to keep mentally well, signposting to other services, and access to 

work and training opportunities. In the first 32 months of operation 147 assessments were 

carried out. Of those, 28% (n=41) were assessed as being at ultra-high risk (UHR) of 

developing psychosis, using the Structured Interview of Prodromal Symptoms (SIPS) and 

the Scale of Prodromal Symptoms (SOPS) measures, and were provided access to the 

service’s two-year intervention. This includes an allocated caseworker, access to 

psychological therapies, family intervention, biopsychosocial interventions and work and 

training support. Pre-, during- and post-treatment data were available for 20 of those young 

people and this comprises our sample.  

 

Tower Hamlets Borough has a high proportion – 55% compared to 14% nationally – of 

people from BME backgrounds (43), and in 2010 was the seventh most deprived local 

authority district in England out of 3,248 (44). Between 2009/10 and 2011/12 Tower Hamlets 

had the seventh highest, out of 32, standardised hospital admission rate for mental illness in 

London (45).  

 

.Analysis 

We utilised a pre-, during and post-treatment comparative design with each young person 

acting as their own control, a method used by Green et al (46). It was not possible to find a 

parallel (comparison) group because of differences in time of collection or characteristics of 

participants in available datasets, and because of practical and ethical issues in obtaining 

data about young people who do not use mental health services. We analysed data already 
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routinely collected by THEDS from 2010 to 2013. Ethical approval was obtained from the 

Caldicott Guardian of the NHS Trust in which THEDS is located. Data were anonymised. 

 

 

We used outcomes that concurred with THEDS’ aims in regard to the young people at high 

risk: improved mental health and prevention from increased severity, and improved 

employment. We also looked at differences in service use. 

 For mental health we compared Global Assessment of Functioning (GAF) severity category 

(47) at baseline to end of treatment. For service use, we compared number of Accident and 

Emergency (A&E) visits and hospital admissions in the three months pre-baseline to use 

during the two-year treatment and in the year after discharge. We compared CJS contact in 

the three months pre-baseline to contact during the two-year treatment period: data were not 

available for the year after discharge. To calculate service costs we applied relevant national 

unit costs to the difference in hospital admissions (48), use of A&E (49) and CJS (50). The 

data available for pre-baseline were for a three-month period. For comparison purposes this 

was multiplied by four to give an annual use (51).  For hospital admissions, we multiplied the 

unit cost by the average stay for adults in Tower Hamlets, which was 36 days in 2013 (45). 

This length of stay is for all ages and it may be higher for young people: for under 18-year 

olds in 2007 length of inpatient stay was 116 days in one UK study (46). For the CJS unit 

cost a mean cost has been used for all offences excluding homicide. 

 

For each young person we looked at their employment status (employed/not employed) at 

baseline and over the two years of treatment. The cost of employment gained was estimated 

using the human capital approach, which has been widely used in other economic 

evaluations of mental health interventions research  (e.g. 52). We used the national 

minimum wage and  assumed an average full-time working week of 35 hours and that there 
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are 48 working weeks in one year. We use a definition of part-time as half-time. Additionally 

we looked at potential tax revenues and reduced unemployment-related state benefits for 

employment gained. For benefits, we used a mean of Job Seekers allowance (JSA) and 

Income Support (IS) because we did not know which of the two the young people were 

receiving. It is possible to get JSA or IS if working part-time and on a low income so we did 

not assume that the part-time workers were no longer on those benefits when calculating 

costs. Costs were discounted for year two and year three using the UK government HM 

Treasury discount rate of 3.5% (53). 

   

The annual cost of providing THEDS was derived from estimates provided by THEDS for a 

snapshot caseload of 100 young people at UHR of psychosis using the two-year treatment 

programme.  

 

RESULTS 

Participants 

The sample size is 20 young people. The mean age was 21 years, range 18 to 27. Of these, 

59% were male, and 82% were from a BME background, mainly Bangladeshi or British 

Bangladeshi. All had mental health symptoms at baseline as measured by having a GAF 

score of less than or equal to 70, were considered at UHR of developing psychosis, 

according to the SIPS/SOPS criteria, did not transition to psychosis, and completed two 

years of treatment. The most common ICD mental health diagnosis reported is major 

depressive disorder; others include anxiety disorder, substance use disorder and specific 

personality disorder. 60% were unemployed at baseline, 45% had a history of self-harm, 

40% used alcohol and/or cannabis and 45% had experienced domestic abuse either as a 

child, an adult or both. 
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Unmet need 

Just under half (45%) of those commencing two-year treatment at THEDS – all of whom 

were judged to be at UHR of developing psychosis and who were showing symptoms of 

mental illness - were not receiving mental health services during the previous three months.  

 

 

Mental health 

As can be seen from table 1, 75% of those with mental health symptoms at baseline showed 

an improvement in mental health at the end of two years’ treatment, 25% stayed within the 

same severity category and none showed worse mental health. 

 

 

<TABLE 1> 

 

 

Employment  

At baseline 60% (n=12) were unemployed. Five of those were employed by year 1 and a 

further two moved from unemployment to employment by year 2. Two were enabled to 

remain in employment from baseline to year 1, and five from year 1 to year 2 (table 2). 
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<TABLE 2> 

 

 

Service use 

Service use - hospital admissions, A&E, and CJS - was lower after one year’s treatment 

compared to baseline. After two years of treatment, service use remained lower and for 

some services was further reduced (table 3).  For the year after treatment ended, A&E uses 

and hospital admissions were zero. We do not have post-treatment information on use of 

CJS.  

 

<TABLE 3> 

 

 

Costs 

Reduction in service use is associated with total cost differences of £473,120. Of this, 70% 

(£332,095) is associated with reduction in use of NHS services: A&E and hospital inpatient 

services (table 4). Improved employment compared to baseline is associated with total cost 

differences of £148,305; however this is based on a very small sample size. This compares 

to a cost of £106,174 over the period for providing THEDS services for these 20 young 

people.  

 

 .  
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<TABLE 4> 

 

 

 

DISCUSSION 

These results suggest that, consistent with previous research (18, 23), there is a great deal 

of unmet need for services among young people with mental health needs, with 45% of 

those assessed as being at UHR of developing psychosis, and already with symptoms, not 

receiving any mental health services in the three months before baseline (although there is a 

possibility that they were receiving mental health services at some point prior to this). It also 

shows the success of this service model in identifying and recruiting young people in need. 

 

THEDS aims to intervene early to improve or prevent the increasing severity of mental 

illness and 75% of those receiving THEDS services showed improvements in mental health 

by end of treatment, while none worsened. This can be set in the context of the literature on 

the persistence of mental illness which suggests that  between 50% and 75%  of mental 

illness at this age persists or recurs in adulthood (8, 9, 54-57). THEDS has achieved its aim 

of improving mental health and preventing its increasing severity for a high-risk group and 

this is particularly positive because of the difficulties this age group have in accessing and 

engaging with services.  Furthermore, THEDS has a high number of service users from BME 

backgrounds who may have additional difficulties with accessing services (28, 29). 

 

Unemployment is a risk-factor for mental illness (6, 7) and THEDS also aims to support 

young people to remain in, or enter, employment. The high baseline unemployment rate in 

the THEDS sample (60%, compared to 31% of those young people referred to Youthspace 
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(40) and 20% for the population in this age group overall (58)) emphasises the high need of 

the THEDS users, linked partly to the economically deprived nature of this area of London.  

Employment improved over treatment time, although the sample size is small. 

 

Use of A&E, hospital admissions and CJS all decreased over the time of treatment and were 

zero by the end of treatment. One year after THEDS treatment ended, use of all NHS 

secondary services including A&E and hospital admissions remained at zero and none of the 

20 individuals had returned to either THEDS or other mental health services within a year of 

leaving THEDS. It could be that participants lacked access to mental health services but as 

they are able to re-refer to THEDS if they need to do so, this seems an unlikely explanation. 

Emergency and hospital inpatient service use by young people with untreated mental ill 

health is high (13, 14) and it can be postulated that without treatment at THEDS it would 

have remained high. Research by Byford et al (59) has shown that an improvement in GAF 

score reduces mental health service costs and this also seems to be the case here. 

 

Overall potential cost reductions for the 20 young people who completed treatment 

amounted to £621,425 over the two years’ treatment, and, where we have data, for the year 

after, with approximately half  relating to reduction in NHS service use: A&E and hospital 

admissions. This compares to the cost of providing THEDS for these young people of 

£106,174. Long-term costs are not given here because it is not known how long the 

improved mental health and other changes might be sustained. The finding that one year 

after treatment had ended, and in the absence of any more treatment, the young people had 

not returned to secondary services is nevertheless encouraging, and the literature on the 

long-term outcomes and costs of untreated mental illness (10, 12-14, 60-62) suggests that 

longer-term savings might be achieved.  
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Strengths and limitations 

Data availability for this type of service and age group is extremely limited, resulting in a 

number of limitations. Our sample size is small (20 young people, with a smaller sub-sample 

for employment) and based on data availability which raises questions about both sample 

bias and the extent to which our results can be generalised. Furthermore, we only had data 

for three-month service use prior to entering THEDS; for comparison purposes we multiplied 

this by four to give annual use. Although this is a method used elsewhere, it assumes that 

service use was constant over that time, which may not be the case; we have no way of 

knowing if this produces an over- or underestimate. Conversely, a strength is the richness of 

the data. As youth-specific mental health services are still an emerging area, particularly in 

the UK, there are few sources of data, especially for before and after treatment. We have a 

range of outcome or impact data, taken at different time points.  

 

 

We have taken a before-and–after approach for practical reasons and it would have been 

preferable additionally to have had a parallel comparison group. However, this proved 

impossible in this case: data for those not accessing THEDS or similar youth-specific 

services are hard to obtain and much other research in this area, including service 

evaluations, has not differentiated this age group specifically. We have drawn on the 

literature to consider what the outcomes might have been without THEDS treatment, but 

emphasise that further investigation is needed.  

 

 

Conclusion 

Results from the THEDS youth-specific mental health service show improvements in mental 

health and employment and reduced service use for young people aged 16 to 25 who 

received two years’ treatment, with associated cost differences in the short-term and 
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encouraging implications for the longer-term. This is a group in high need: at ultra-high risk 

of developing psychosis, many not previously accessing mental health services, living in an 

economically deprived area, having personally high levels of unemployment and with 

histories or abuse, self-harm and substance use. The documented problems that many 

young people have in receiving appropriate services means that, bearing in mind the study 

limitations, THEDS is a service model that appears to be successful. The role of age-

appropriate services in mental health to address both the extent and long-term 

consequences of mental illness in young people and the treatment gap should certainly be 

explored further.  

  



16 
 

ACKNOWLEDGEMENTS 

We would like to thank the NHS Confederation for funding this study, although we 

emphasise that views expressed are those of the authors and are not necessarily those of 

the funding body. We would also like to thank Tower Hamlets Early Detection Service for 

allowing us access to their data and for their expert input. We would also like to 

acknowledge with thanks the young people on whose lives the evaluation was based.  

  



17 
 

REFERENCES 
 
1. Chief Medical Officer. Annual Report of the Chief Medical Officer 2012. Our Children 
Deserve Better: Prevention Pays. London: Department of Health, 2013. 
2. Kessler RC, Aguilar-Gaxiola S, Alonso J, Chatterji S, Lee S, Ormel J, et al. The 
global burden of mental disorders: An update from the WHO World Mental Health (WMH) 
Surveys. Epidemiology and Psychiatric Sciences. 2009;18(01):23-33. 
3. Costello EJ, Mustillo S, Erkanli A, Keeler G, Angold A. Prevalence and development 
of psychiatric disorders in childhood and adolescence. Arch Gen Psyc. 2003;60(8):837-44. 
4. Bailey S. Bridging the Gaps: Health Care for Adolescents. London: Royal College of 
Paediatrics and Child Health, 2003. 
5. Mental Health Foundation. Making the link between mental health and youth 
homelessness: A pan-London study. London: Mental Health Foundation, 2006. 
6. Prince's Trust. Macquarie Youth Index. London: Prince's Trust, 2014. 
7. World Health Organization and Calouste Gulbenkian Foundation. Social 
determinants of mental health. Geneva: WHO. 2014. 
8. Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE. Lifetime 
prevalence and age-of-onset distributions of DSM-IV disorders in the National Comorbidity 
Survey Replication. Arch Gen Psyc . 2005;62(6):593-602. 
9. Kim-Cohen J, Caspi A, Moffitt TE, Harrington H, Milne BJ, Poulton R. Prior juvenile 
diagnoses in adults with mental disorder: developmental follow-back of a prospective-
longitudinal cohort. Arch Gen Psyc . 2003;60(7):709-17. 
10. Beecham J. Annual Research Review: Child and adolescent mental health 
interventions: a review of progress in economic studies across different disorders. J Child 
Psychol Psychiatry. 2014. 
11. Cosgrave EM, Yung AR, Killackey EJ, Buckby JA, Godfrey KA, Stanford CA, et al. 
Met and unmet need in youth mental health. J Ment Health. 2008;17(6):618-28. 
12. Goodman A, Joyce R, Smith JP. The long shadow cast by childhood physical and 
mental problems on adult life. Proceedings of the National Academy of Sciences. 
2011;108(15):6032-7. 
13. Snell T, Knapp M, Healey A, Guglani S, Evans-Lacko S, Fernandez JL, et al. 
Economic impact of childhood psychiatric disorder on public sector services in Britain: 
estimates from national survey data. J Child Psychol Psychiatry. 2013;54(9):977-85. 
14. Suhrcke M, Puillas D, Selai C. Economic aspects of mental health in children and 
adolescents. . In: WHO Regional Office for Europe, editor. Social cohesion for mental 
wellbeing among adolescents. Copenhagen: WHO; 2008. p. 43-64. 
15. Bush T, Richardson L, Katon W, Russo J, Lozano P, McCauley E, et al. Anxiety and 
depressive disorders are associated with smoking in adolescents with asthma. J Adolesc 
Health. 2007;40(5):425-32. 
16. Children and Young People's Health Outcomes Forum. Report of the Children and 
Young People's Health Outcomes Forum - Mental Health Sub-Group. 2012. 
17. McGorry PD, Killackey E, Yung A. Early intervention in psychosis: concepts, 
evidence and future directions. World Psychiatry. 2008;7(3):148-56. Epub 2008/10/07. 
18. Green H, McGinnity A, Meltzer H, Ford T, Goodman R. Mental health of children and 
young people in Great Britain 2004. Basingstoke, Hampshire: Palgrave Macmillan. 
http://www.ic.nhs.uk/webfiles/publications/mentalhealth04/MentalHealthChildrenYoungPeopl
e310805_PDF.pdf; 2005 31 August 2005. 
19. Gulliver A, Griffiths KM, Christensen H. Perceived barriers and facilitators to mental 
health help-seeking in young people: a systematic review. BMC Psychiatry. 2010;10:113. 
20. Rickwood D, Deane F, Wilson C, Ciarrochi J. Young people's help-seeking for mental 
health problems. Australian e-Journal for the Advancement of Mental Health. 2005;4(3). 
21. Brown JSL, Cochrane R, Hancox T. Large-Scale Health Promotion Stress 
Workshops for The General Public: A Controlled Evaluation. Behavioural and Cognitive 
Psychotherapy. 2000;28(02):139-51. 



18 
 

22. Lavis P, Hewson L. "How many times do we have to tell you?". Young Minds 
Magazine. 2010:30-1. 
23. Centre for Economic Performance Mental Health Policy Group. How Mental Health 
Loses out in the NHS London:LSE, 2012. 
24. Essau CA. Frequency and patterns of mental health services utilization among 
adolescents with anxiety and depressive disorders. Depression and Anxiety. 
2005;22(3):130-7. 
25. Farrell LJ, Barrett PM. Prevention of Childhood Emotional Disorders: Reducing the 
Burden of Suffering Associated with Anxiety and Depression. Child and Adolescent Mental 
Health. 2007;12(2):58-65. 
26. Ford T, Hamilton H, Meltzer H, Goodman R. Predictors of service use for mental 
health problems among British schoolchildren. Child and Adolescent Mental Health. 
2008;13(1):32-40. 
27. Evans-Lacko S, dosReis S, Kastelic E, Riley A. Mental Health Service Use Before 
and After Diagnosis of Early-Onset Bipolar Disorder. Journal of Behavioral Health Services & 
Research. 2011;38(3):398-413. 
28. Chahal K, Ullah A. Experiencing ethnicity: discrimination and service provision. York: 
Joseph Rowntree Foundation. 2004. 
29. Street C, Stapelkamp C, Taylor E, Malek M, Kurtz Z. Minority voices: research into 
the access and acceptability of services for the mental health of young people from black 
and minority ethnic groups. London: Young Minds. 2005. 
30. Wahlbeck K, McDaid D. Actions to alleviate the mental health impact of the economic 
crisis. World Psychiatry. 2012;11(3):139-45. 
31. Davies SC. Annual Report of the Chief Medical Officer 2013, Public Mental Health 
Priorities: Investing in the Evidence London: Department of Health, 2014. 
32. Singh SP, Paul M, Ford T, Kramer T, Weaver T, McLaren S, et al. Process, outcome 
and experience of transition from child to adult mental healthcare: multiperspective study. Br 
J Psychiatry,  2010;197(4):305-12. Epub 2010/10/05. 
33. Department of Health. Closing the Gap: Priorities for essential change in mental 
health. London: Department of Health, 2014. 
34. McGorry P, Hazell P, Hickie I, Yung A, Chanen A, Moran J, et al. The 'youth model' 
in mental health services. Australas Psychiatry. 2008;16(2):136-7. Epub 2008/03/13. 
35. Department of Health. New Horizons: towards a shared vision for mental health 
London: 2009. 
36. Department of Health and Department for Education and Skills. National Service 
Framework for Children Young People and Maternity Services: The Mental Health and 
Psychological Well-being of Children and Young People: Standard 9. London: Department of 
Health, 2007. 
37. Her Majesty's Goverment. Every Child Matters. London: The Stationery Office, 2003. 
38. Viner RM. Do adolescent inpatient wards make a difference? Findings from a 
national young patient survey. Pediatrics. 2007;120(4):749-55. Epub 2007/10/03. 
39. Shepperd S, Doll H, Gowers S, James A, Fazel M, Fitzpatrick R, et al. Alternatives to 
inpatient mental health care for children and young people. Cochrane Database Syst Rev. 
2009(2):CD006410. 
40. Singh S, Birchwood, M. Early Intervention In Young People’s Mental Health: 
‘Evidence based development of an innovative young people’s mental health service and an 
understanding of facilitators and barriers to its wider implementation’. 2012. 
41. Balmer N, Pleasence P. The Legal Problems and Mental Health Needs of Youth 
Advice Service Users: The Case for Advice London: Youth Access, 2012. 
42. Muir K, Powell, A., Patulny, R., Flaxman, S., McDermott, S., Oprea, I., Gendera, S., 
Vespignani, J., Abello, TSD and Katz, I. Independent Evaluation of headspace: the National 
Youth Mental Health Foundation. Sydney, Australia: Social Policy Research Centre, 
University of New South Wales, 2009. 
43. Office for National Statistics. Ethnicity and National Identity in England and Wales 
2011. London: ONS, 2012. 



19 
 

44. Greater London Authority. English Indices of Deprivation 2010: A London 
Perspective. London: GLA, 2011. 
45. Tower Hamlets Clinical Commissioning Group. Mental Health  Joint Strategic Needs 
Assessment for Tower Hamlets. Part Two: Facts and Figures. London: Tower Hamlets CCG, 
2013. 
46. Green J, Jacobs B, Beecham J, Dunn G, Kroll L, Tobias C, et al. Inpatient treatment 
in child and adolescent psychiatry--a prospective study of health gain and costs. J Child 
Psychol Psychiatry. 2007;48(12):1259-67. Epub 2007/12/21. 
47. American Psychiatric Association. Diagnostic and statistical manual of mental 
disorders. 5th ed. Arlington, VA: American Psychiatric Publishing.; 2013. 
48. Curtis L. Unit Costs of Health and Social Care. Kent: PSSRU, 2013. 
49. Department of Health. NHS reference costs: financial year 2011 to 2012 London: 
Department of Health. 2012. 
50. Home Office.  Revisions made to the multipliers and unit costs of crime used in the 
Integrated Offender Management Value for Money Toolkit London. London: Home Office, 
2011. 
51. Henderson C, Knapp M, Fernández J-L, Beecham J, Hirani SP, Cartwright M, et al. 
Cost effectiveness of telehealth for patients with long term conditions (Whole Systems 
Demonstrator telehealth questionnaire study): nested economic evaluation in a pragmatic, 
cluster randomised controlled trial. BMJ. 2013;346:f1035. 
52. Park AL, McCrone P, Knapp M. Early intervention for first-episode psychosis: 
broadening the scope of economic estimates. Early Interv Psychiatry. 2014. Epub 
2014/04/18. 
53. HM Treasury. The Green Book: appraisal and evaluation in central government. 
London: The Stationery Office, 2014. 
54. Costello EJ, Egger H, Angold A. 10-year research update review: the epidemiology of 
child and adolescent psychiatric disorders: I. Methods and public health burden. J Am Acad 
Child Adolesc Psychiatry. 2005;44(10):972-86. Epub 2005/09/22. 
55. Fombonne E, Wostear G, Cooper V, Harrington R, Rutter M. The Maudsley long-
term follow-up of child and adolescent depression. 1. Psychiatric outcomes in adulthood. Br 
J Psychiatry. 2001;179:210-7. Epub 2001/09/05. 
56. Gladstone TR, Beardslee WR. The prevention of depression in children and 
adolescents: a review. Can J Psychiatry. 2009;54(4):212-21. Epub 2009/03/27. 
57. Pine DS, Cohen P, Gurley D, Brook J, Ma Y. The risk for early-adulthood anxiety and 
depressive disorders in adolescents with anxiety and depressive disorders. Arch Gen 
Psychiatry. 1998;55(1):56-64. Epub 1998/01/22. 
58. Office for National Statistics. Young People Not in Education, Employment or 
Training (NEET). London: ONS, 2014. 
59. Byford S, Sharac J, Lloyd-Evans B, Gilburt H, Osborn DP, Leese M, et al. 
Alternatives to standard acute in-patient care in England: readmissions, service use and cost 
after discharge. Br J Psychiatry. 2010;53:s20-5. Epub 2010/08/04. 
60. Cartwright-Hatton S. Treating anxiety in early life. Br J Psychiatry. 2013;203(6):401-
2. 
61. Knapp M, King D, Healey A, Thomas C. Economic outcomes in adulthood and their 
associations with antisocial conduct, attention deficit and anxiety problems in childhood. J 
Ment Health Policy Econ. 2011;14(3):137-47. 
62. Knapp M, Snell T, Healey A, Guglani S, Evans-Lacko S, Fernandez JL, et al. How do 
child and adolescent mental health problems influence public sector costs? Interindividual 
variations in a nationally representative British sample. J Child Psychol Psychiatry. 2014. 
Epub 2014/09/30. 
 
 
 

 



20 
 

 


	Brimblecombe _Youth mental health services_2016_cover
	Brimblecombe _Youth mental health services_2015_author

