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Public Petitions Committee

Inquiry into mental health support for young people in Scotland

The Institute for Mental Health, University of Birmingham 

EXECUTIVE SUMMARY 

Evidence provided in this written submission comes from research undertaken with: (i) total of 28 

General Practitioners (GPs) in 5 focus groups exploring their views and experiences of assessing, 

communicating with and managing young people at-risk of suicide in primary care; (ii) a survey of 70 GPs 

assessing their knowledge, clinical skills and confidence in assessing and managing suicidality in young 

people in primary care; (iii) meta-aggregation of 5 qualitative studies exploring young people’s experiences 

of participating in universal, school-based CBT prevention programmes for depression and/or anxiety; (iv) 

a meta-analytic review of 5 studies examining the effectiveness of Penn Resilience Programme (PRP) in 

reducing depression and anxiety in school-aged children aged 8-17; (v) Doctoral research examining mental 

health policy and service delivery for 16-25 year olds in the UK and Australia. This research included a case 

site in Scotland and was produced from 218 interviews with stakeholders including young people, staff 

working in clinical services, and policy makers in the UK and Australia; (vi) training developed for NHS 

England Commissioners in transition issues and youth mental health as part of the Children and Young 

People Health and Wellbeing Commissioning Development Programme; (vii) Images from a workshop run 

with eight students at the University of Birmingham about help seeking amongst young people with self-

harming behaviours or suicidal ideation and pathways to access mental health services. 

Dr Sarah-Jane is a Lecturer in Mental Health Policy with a specialist interest in youth mental health in 

the School of Social Policy and the Institute for Mental Health at the University of Birmingham, UK.  

Dr Maria Michail is a Senior Birmingham Fellow in the field of suicide prevention in children and young 

people in the School of Psychology and the Institute for Mental Health at the University of Birmingham, UK. 

mailto:m.michail@bham.ac.uk
mailto:fentonsh@bham.ac.uk


2 

1. If young people are feeling low and/or anxious, who would they ask for help and why?

Recent evidence published by NHS Digital (2018), shows that 48.5% of young people diagnosed with 

an emotional disorder sought help and support from a teacher; 33.4% from primary care; 25.2% from 

mental health specialists; and, 22.6% from educational support services. For informal sources of 

support, young people first seek help from friends and family and also the voluntary/third sector via e.g. 

helplines (Rickwood et al, 2007). 

School settings: According to recent data by NHS Digital (2018), teachers are the first point of contact 

for young people with an emotional disorder. We carried out a systematic review of studies (Bastounis et al, 

2016) examining the effectiveness of one of the most well-known school-based universal interventions for 

anxiety and depression, Penn Resilience Programme (PRP). Contrary to previous evidence, our research 

has shown that PRP is not effective in reducing depression and anxiety in students aged 8-17 and any 

large scale implementation is not recommended before revising its content and structure. Our research 

(Bastounis et al, 2017) in students’ views and experiences of participating in school-based universal 

interventions for anxiety and depression has highlighted that:  

1. Interventions focusing solely on depression are limited in their applicability, reduce students’

motivation and enthusiasm to participate, something which in turn might decrease the effectiveness

of these interventions.

2. Students value more programmes focusing on increasing their self-confidence, empathy, and social

skills.

3. Students prefer for these interventions to be delivered by experienced administrators with whom they

have established rapport (e.g. school staff).

Primary care: Primary care remain a crucial focus for youth mental health both in terms of negotiating access 

to CAMHS services, but also managing young people who may have experienced rejection from these services. 

Young people are more likely to seek professional help from GPs than any other professional when it comes 

to mental health problems (Rickwood et al, 2007). Primary care is the first point of contact for anyone with 

distress. We have included with this submission, a video of our IMH Youth Advisory Group talking about their 

experiences with GPs and what they expect from a primary care consultation (see attached). 

However, our research (Michail et al, 2016; 2017) has identified significant gaps in GPs’ specific knowledge 

and clinical skills required for the assessment and management of vulnerable young people (especially those 

who might be at-risk of suicide) in primary care. Significant barriers experienced by GPs include lack of 

specialist training and education in youth mental health, particularly youth suicide prevention; organisational 

constraints such as increased workload, time limited consultations; and, difficulties in accessing secondary 

mental health services (e.g. CAMHS), dysfunctional referral pathways and lack of communication with 

mental health providers. One example of this, refers to CAMHS bouncing back to GPs who feel ill-equipped 

to manage vulnerable young people in primary care. 

2. Do young people know the different ways they can get help for their low mood and/or anxiety?

Research by Fenton (2016) looking at policy and service delivery for 16-25 year olds in the UK and Australia, 

found that of the 68 young people interviewed, 55 had needed an informal advocate (a friend or family 

member) to engage with mental health services for the first time. Reasons for this included not being able to 

identify when they were unwell and not knowing where to go for help. Overall 80% of the young people in the 
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study needed an informal advocate to first engage with mental health services; 15% first accessed services 

through Accident and Emergency departments sometimes having been taken there by the police, so only 

around 5% of the young people interviewed engaged with health services about their mental health on their 

own in the first instance.  

Literacy about where to seek help for mental health needs to go hand in hand with anti-stigma and 

awareness raising campaigns that educate young people about their mental health and wellbeing. 

We recently run a workshop at the University of Birmingham with eight students to explore help-seeking 

pathways to care for young people. Of the eight students who took part, many have experienced mental health 

issues including those with experience of CAMHS and specialist inpatient services (Appendix A, B). The 

following settings were commonly accessed for help and support and were perceived as facilitators to 

accessing mental health services (Appendix A): 

1. Charities (particularly local ones), community or faith based organisations.

2. Online environments including social media, online forums etc.

3. Schools or education settings

4. Friends or family members (supporting the finding regarding informal advocacy and the need for

facilitators of access for young people).

Of note was the complete absence of health professionals from the young people’s understandings of the 

facilitators of access to health services.  

The second of the flipcharts (Appendix B) demonstrates what happens if no support is available to the young 

people, and here the primary identified coping strategy for managing such rejection was self-harm (top left of 

image). This links to research findings from work by Fenton (2016) about risk escalation and self-harm as a 

means to elicit appropriate support from services (summarised below). 

3. If a young person has been referred to CAMHS, but rejected from accessing these services, were

they directed to other kinds of support?

In Fenton’s study (2016), young people who experience rejection from service or excessive waiting times (be 

that CAMHS, or dismissive attitudes from GPs or other providers) describe this as interminable; unbearable; 

rejecting or dismissive; persecutory, and in some cases this experience directly fuelled or resulted in risk 

escalation in order to negotiate access to services in order to respond to their mental distress. This presents a 

huge challenge to existing service structures trying to meaningfully engage with this age group. 

There was evidence of palpable frustration in the narratives of young people about the need to ‘meet 

thresholds’ and that they were ‘not severely unwell enough’ and would have to wait for services. For young 

people who (developmentally and emotionally) may not have patience (which is not a quality necessarily 

associated with young adulthood) and who struggle to wait for help, what this led to was risk escalation as a 

way of managing delays to treatment.  

“I think it’s because it can get worse. and because i think being young as well, like you don’t realise that you 

get through things, you think that it’s never going to end like how you feel, so then it’s more likely that 

people will end up doing things that they would regret, like hurting themselves when they could, they don’t 

realise that they can get help and get through it”  

(Quote from Scottish young person taken from Fenton, 2016). 
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The work by Fenton (2016) concluded that service design predicated on young people needing to wait 

patiently in line until things became unbearable or precipitating a crisis to elicit an appropriate response by 

way of access to a service, risks permanent or lasting damage to young people or worse, the consequences 

may be fatal. 

Our work in primary care settings (Michail et al, 2016) has identified that CAMHS referrals regularly bounce 

back to GPs, who, however, feel ill-equipped to manage vulnerable young people in primary care.  

4. In Scotland, anyone over the age of 16 can consent to medical treatment or intervention without

needing their parent or guardian's consent. Should this age be increased to 18 years old?

There was evidence of young people accessing CAMHS services prior to 18 in Fenton’s study (2016), part of 

which was located in Scotland, only because their confidentiality had been assured. Increasing the age for 

consent would be an active barrier to seeking or engaging in treatment for some young people, and there 

would need to be justification for the removal or such rights of vulnerable children and young people and 

some thought given to how to improve access for that group if a change were to be made. 

The issue of confidentiality and consent in mental health services is critical to get right in adolescence and 

early adulthood – but giving young people the option to choose rather than limiting their ability to do so is 

likely to yield better results in terms of engagement in services. Family and cultural factors, in particular 

stigma within certain BME communities was raised by the young people in the recent workshop run with 

University of Birmingham students and consequently appears several times as an identified area of concern 

on their flipcharts (Appendix B). There are cultural nuances in relation to help-seeking behaviours in 

adolescence that need to be carefully considered in relation to the issue of confidentiality and consent to 

treatment. 

5. If a young person has experience of moving from receiving children's mental health services to adult

mental health services, what was that like?

Evidence about moving between CAMHS and AMHS services is mixed. From existing research studies we know 

that different terms of reference, different diagnoses, different service structures (including referral criteria), 

and communication across the CAMHS AMHS boundary, have all been seen to influence transition 

experiences. The work of Fenton (2016) helped to show that communication about the boundary and staff 

construction of the ‘other service’ was also a factor that influenced young people’s experience of transition 

and their successful engagement in this process.  

“I think that’s because I was self-harming and not that I was self-harming to get an appointment quicker 

but it did speed it up. So, it was just another thing that irritates me about the system I think, but yeah, so 

then I kind of felt like I may as well just carry on then if I’m going to get quicker appointments, what’s the 

incentive for me to stop do you know what I mean” (…) “the doctor like wrote to [consultant] and she 

basically didn’t want to see me until I was like rock bottom so you kind of have to get worse to get the help. 

And you have to, I don’t know if you harm yourself you get an appointment quicker”  

(Quote from Scottish young person taken from Fenton, 2016). 
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One of the key things to reflect upon when thinking about the CAMHS to AMHS transition however, is that 

although this is a critical transition for clinicians, young people by the nature of their developmental stage and 

age, have a multitude of other life transitions happening at the same time (Appendix C). The CAMHS to AMHS 

transition was not reported as the most stressful or significant event necessarily when discussing other access 

or service issues with young people, and often the ‘step up’ or ‘step down’ between acute and other services 

was considered to be more significant (Fenton, 2016). 

The reasons for the existing difficulties in the CAMHS to AMHS transition relate to a complex process 

whereby young people are transitioning not necessarily along like diagnostic pathways as they do in physical 

health i.e. from a paediatric diabetes to and adult diabetes service. This means there is considerable 

complexity at this interface that is strongly influenced by service design, policy and other structural 

constraints, as can be evidenced by the ‘transition tracker’ (see attached document) that was developed 

to chart young people’s journeys through service. 

Respondent: Yeah, it was upsetting and it was scary because it was kind of like, everyone thinks, oh, you 

know everything’s fine, you know, we don’t have to worry and I’m kind of thinking I’m gonna go exactly 

right back to being 16 and alone. Because I’m doing this because I’m petrified they’re gonna like lock me up 

when I turn 18 or something. Cos that’s what it felt like they were saying, you go into adult services and you 

don’t get out, and they’re a lot tougher, and it was like, what are they going to do to me? So it was like, I 

felt like that was my only option was to lie, because I really felt like I would be like locked up somewhere” 

[Later in the interview] 

“Interviewer: Ok. And how have you found moving between children and adult services, because you’ve had 

that big gap? 

Respondent: Definitely not as scary as it was made out to be.  

Interviewer: Yep. So you wish actually that you’d been referred on and that you’d been able to continue 

during that phase? 

Respondent: Mmm hmm, definitely, because I think maybe if I’d stayed on the path I was going I wouldn’t 

have had to come back so many times, I mean I’ll never know, um but I definitely know at 18 I wasn’t ready 

to be discharged because I was still doing all the things that I was being sent there for, so, I know I’ll never 

be able to get that back  

(Quoted extract from a Scottish young person who had deliberately pretended to be well in order to be 

discharged when approaching the CAMHS to AMHS divide - taken from Fenton, 2016). 
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