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CV

I graduated as a medical doctor from the University of Copenhagen, Denmark in 2012.
After completing my basic clinical training, | started my specialist training in child
and adolescent psychiatry in 2013 at the Department of Child and Adolescent
Psychiatry, Aarhus University Hospital, Denmark. In 2017 | took a leave of absence
from my specialist training and started working at the Research Unit for Child and
Adolescent Psychiatry, Aalborg University Hospital, Denmark and in 2018 | was
enrolled as a PhD student at the Faculty of Medicine, Aalborg University, Denmark.

I have a keen interest in both advocacy and policy work within child and adolescent
mental health as well as post graduate training and I’ve served on the Executive Board
of the Danish Association for Psychiatric Trainees from 2015-2019 and from 2017-
2019 1 served as the 2" Child and Adolescent Psychiatry representative for the
European Federation of Psychiatric Trainees. From 2018-2020 and again from 2021 |
have been on the Executive Board of the Danish Association of Child and Adolescent
Psychiatry and since 2019 | have been the External Communications Officer for the
European Union of Medical Specialists (UEMS) section of Child and Adolescent
Psychiatry.

During my time as a PhD student | have taught medical students and students of
medicine with industrial specialization at the bachelor level and master level medical
students and psychology students. | have also presented my research at the 2019
ESCAP conference and the 2020 EPA conference and nationally to stakeholders from
across service sectors in child and adolescent mental health. Internationally I’ve been
involved in collaborations, publishing papers on the challenges faced by child and
adolescent psychiatry as a result of the COVID-19 pandemic.
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ENGLISH SUMMARY

Background: Mental disorders in children are common and childhood mental
disorders are often persistent, with more than half of lifetime mental disorders having
their onset before the age of 18. Mental disorders have a global impact on children’s
lives and are among the leading causes of disability adjusted life years (DALYS)
among young people. Despite the large influence mental disorders have on children’s
health, education and well-being, research indicates substantial underutilization of
child mental health services and significant delays in accessing specialized child and
adolescent mental health services (CAMHS). At the same time CAMHS is faced with
the challenge of balancing increasing demand with existing resources. Allocation of
resources within CAMHS should to a certain extent reflect the current referral
patterns, but research within this field is scarce so it is unclear if the limited resources
are distributed according to the need of the target population. A high rejection rate for
referrals from CAMHS also pose a challenge as it affects satisfaction with CAMHS
from both families, referring professionals and policy makers. Child mental health
services are often organized in accordance with a stepped care model and involve
multi-agency collaboration across healthcare, education and social services. This
organization of services reflects the global impact of childhood mental health
problems, but probably also contributes to the complexity of help-seeking. To
optimize service provision for children with mental disorders, there is a need for
current knowledge on help-seeking patterns and barriers to timely access to relevant
services.

Aim: The primary aim of this PhD project is to contribute to knowledge on help-
seeking patterns and barriers to accessing services for children and adolescents with
moderate to severe mental disorders. The PhD project consists of five studies with
three overall objectives.

1) To contribute to knowledge on referral patterns to CAMHS

2) To investigate help-seeking pathways and barriers to accessing services

3) To test the effect of the Development and Well-Being Assessment
(DAWBA) on referral decisions by CAMHS.

Methods: The PhD project consisted of four cross-sectional observational studies
investigating changes in referral patterns to CAMHS from 2005-2018 (Study 1),
parental help-seeking patterns prior to referral to CAMHS (Study Il), barriers to
accessing services (Study IIl) and current referral pattern to CAMHS and factors
associated with rejection of referrals (Study 1V). In addition, the effect of the DAWBA
as an adjunct to referral letters, on the accuracy of referral decisions by CAMHS was
tested in a randomized feasibility trial (Study V). All five studies were conducted at
the Child and Adolescent Psychiatric Department of the North Denmark Region and
the primary eligibility criteria for all studies was referral to outpatient services.
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Results: Referral patterns to CAMHS showed changes in distribution of referral
reasons and referral source over time and for referrals for neurodevelopmental
disorders there was an increase in the proportion of girls. A high proportion of children
had a recurrent need for referral to CAMHS with a third of all referrals in 2018 being
re-referrals.

More than half of children referred to CAMHS had parentally recognized mental
health problems for more than 5 years prior to referral and there was an association
between higher symptom severity at the time of referral and longer duration of mental
health problems. Parents reported numerous barriers to help-seeking for child mental
health problems with insufficient mental health literacy and challenges related to the
multi-agency collaboration of services as the most frequent barriers to timely access
to services. Help-seeking pathways differed by symptom duration and type of
symptoms with educational services playing a more prominent role in the help-
seeking pathway for children referred for assessment of a neurodevelopmental
disorder and for children with longer symptom duration prior to referral. A quarter of
referrals in 2018 were rejected and referrals for children placed in care and referrals
from general practitioners had a higher risk of being rejected. Findings from Study V
point to inappropriate destination of referrals or poor quality being the most likely
explanation for this association. Results from Study V also showed that the accuracy
of referral decisions by CAMHS in identifying children with a clinical need for
assessment improved when the DAWBA was used as an adjunct to standard referral
letters.

Conclusions: The findings from this PhD project confirm the complexity of help-
seeking for childhood mental disorders and point to several potential targets for
improvement of service provision for children with mental disorders. The use of the
DAWBA as an adjunct to standard referral letters has the potential to reduce rejection
rates by improving the quality of referrals, but the impact of using the DAWBA might
be greater if the DAWBA is applied earlier in the referral process.



DANSK RESUME

Baggrund: Bgrne- og ungdomspsykiatriske lidelser er almindeligt forekommende. De
har ofte et langvarigt forlgb, og over halvdelen af al psykisk sygdom debuterer far 18-
arsalderen. Psykiske lidelser pavirker store dele af bgrn og unges liv og er én af de
primaere arsager til gget sygdomsbyrde (DALYS) hos barn og unge. Til trods for den
store indvirkning, psykiske lidelser har pa barn- og unges helbred, uddannelse og
trivsel, peger forskning pa, at mange ikke modtager professionel hjelp, og at der er
store forsinkelser, i forhold til hvorndr bgrn med behov henvises til bgrne- og
ungdomspsykiatrien (BUP). Samtidig er BUP udfordret af at balancere stigende
henvisningstal med tilgeengelige ressourcer. Fordeling af ressourcer i BUP bar til dels
afspejle det aktuelle henvisningsmgnster, men der mangler forskning indenfor dette
omrade, og det er derfor uklart, om fordelingen af de begraensede ressourcer afspejler
det reelle behov. En anden udfordring for BUP er den hgje andel af henvisninger, der
afvises, hvilket pavirker tilfredsheden med BUP hos familier, henvisende instanser og
politiske beslutningstagere. Indsatser for bgrn og unge med psykiske problemer er
ofte baseret pa tveaerfagligt og tvaersektorielt samarbejde ud fra en model om gradueret
indsats. Dette afspejler de mange aspekter af barnets eller den unges liv, der pavirkes
af en psykisk lidelse, men de mange aktgrer bidrager formentlig ogsa til at ggre det
mere kompliceret for familier at finde den rette hjalp. For at sikre at systemet yder
den optimale hjeelp og statte til barn og unge med psykiske lidelser, er der behov for
opdateret viden om, hvilken hjelp der ydes til denne gruppe og hvilke potentielle
barrierer der hindrer at barn og unge med psykiske lidelser modtager rette hjelp til
rette tid.

Formal: Det primzre formal med dette ph.d.-projekt er at bidrage til viden om,
hvordan familier til bgrn og unge med moderat til sveer psykisk lidelse sager hjelp,
og hvilke barrierer de mgder i forhold til at fa adgang til relevante indsatser. Ph.d.-
projektet bygger pa fem studier med tre overordnede mal:

1) At bidrage til viden om henvisningsmgnstre til BUP

2) Atundersgge hvordan familier sgger hjelp, og hvilke barrierer der
eksisterer i forhold til at opna adgang til relevant stette og hjelp

3) At undersgge effekten af at anvende the Development and Well-Being
Assessment (DAWBA) som supplement til almindelige henvisninger pa
visitering af henvisninger til BUP.

Metode: Ph.d.-projektet bestod af fire tvaersnitsstudier, som undersggte &ndringer i
henvisningsmgnstre til BUP fra 2005-2018 (Studie 1), hvordan foraldre sggte hjzlp
til deres barn forud for henvisning til BUP (Studie II), barrierer i forhold til at fa
adgang til relevant stgtte og hjeelp (Studie I1l) og aktuelt henvisningsmgnster og
faktorer associeret med afvisning af henvisning af BUP (Studie 1V). Herudover blev
det i et randomiseret feasibility studie undersggt, om anvendelse af DAWBA som
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supplement til almindelig henvisning medfarer mere korrekt visitation af henvisninger
af BUP (Studie V). Alle fem studier blev udfart ved Bgrne- og Ungdomspsykiatrisk
Afdeling, Psykiatrien - Region Nordjylland, og det primare inklusionskriterie var
henvisning til ambulant bgrne- og ungdomspsykiatrisk vurdering.

Resultater: Der er sket &ndringer i henvisningsmgnsteret til BUP med hensyn til
fordeling af primeer henvisningsarsag og hvem der henviser, og for neuro-
udviklingsforstyrrelser er der sket en stigning i andelen af piger blandt
henvisningerne. En stor andel af bgrn med psykiske vanskeligheder har behov for
revurdering ved BUP, og genhenvisninger udgjorde en tredjedel af alle henvisninger
i 2018.

Over halvdelen af barn henvist til BUP havde haft psykiske vanskeligheder i mere
end 5 &r, og lengere symptomvarighed var koblet til sterre svaerhedsgrad af
symptomer pa henvisningstidspunktet. Foreldre rapporterede om mange barrierer i
forhold til at f& adgang til relevant stgtte til deres barn. De hyppigste barrierer var
manglende viden om bgrne- og ungdomspsykiatriske lidelser, og hvordan man sgger
hjeelp, samt udfordringer relateret til den tveerfaglige og tveersektorielle organisering
af indsatser pd omradet. Symptomvarighed og type af vanskeligheder havde en
indflydelse pa, hvordan familier sggte hjelp. Skolesystemet spillede en mere
fremtraedende rolle i forhold til bern, der blev henvist til vurdering af en neuro-
udviklingsforstyrrelse, og for bgrn med lengerevarende symptomer forud for
henvisning. En fjerdedel af alle henvisninger i 2018 blev afvist i visitationen af BUP,
og der var en gget risiko for afvisning, hvis henvisningen kom fra egen lage, eller
hvis det var en henvisning pa et anbragt barn. Resultaterne fra Studie V indikerer, at
den ggede risiko for afvisning for disse henvisninger primert skyldes manglende
oplysninger i henvisningen, eller at det blev vurderet, at BUP ikke var den rette instans
at henvise til. Resultaterne fra Studie V viste ligeledes, at anvendelse af DAWBA som
supplement til standardhenvisninger medfarte, at visitationen blev bedre til at
identificere, hvilke henviste barn og unge der havde behov for vurdering.

Konklusioner: Fundene fra dette ph.d.-projekt bekrafter, at det er komplekst at sgge
hjeelp til bgrn og unge, der har en psykisk lidelse, og resultaterne peger pa flere
potentielle mél for at forbedre den indsats, der ydes til denne gruppe. Anvendelsen af
DAWBA som supplement til standardhenvisninger har potentiale til at reducere
andelen af henvisninger, der afvises af BUP, men effekten af DAWBA er maske
starre, hvis den anvendes endnu tidligere i henvisningsprocessen, pa stadiet for
henviser beslutter sig for, om vedkommende skal henvise til BUP.
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CHAPTER 1. INTRODUCTION

1.1. EPIDEMIOLOGY OF CHILD AND ADOLESCENT MENTAL
DISORDERS

Children and adolescents (0-17 years of age, henceforth referred to as children)
constitute a third of the world’s population® and the estimated prevalence of mental
disorder in this age group is 13.4%?2, with no differences between high-income and
low-income countries in prevalence®. Mental disorders are among the leading causes
of disability adjusted life years (DALYS) among young people in the Americas and
Europe* and severely impact children’s health, education and well-being®. It is also
well-documented that mental disorders have a high economic impact on society®”.
Childhood mental disorders are often persistent® and 50% of life time mental disorders
have their onset before the age of 14°. Despite this knowledge, investments in child
and adolescent mental health services do not match the resources needed to provide
services to all children with a need'®!! and only around one third of children with a
mental disorder in are in contact with specialized child and adolescent mental health
services (CAMHS)*2,

However, in recent decades there has been a steep increase in service-use for mental
disorders for children and adolescents®*® leading to substantial increases in diagnoses
and treatment>1415, In Denmark the proportion of children diagnosed with a mental
disorder before the age of 15 years doubled between 2010 and 20176 and there was a
nine-fold increase in dispensed psychotropic medication from 1996-2010%°. A recent
register-based study from Denmark by Dalsgaard et al. found that 15.0% had been
diagnosed with a mental disorder by the age of 18Y.

The dramatic increase in diagnosed mental disorders has led to concerns that children
today are more susceptible to developing mental disorders than previous generations?®
and others have expressed concerns that normal childhood behavior is being
medicalized resulting in overdiagnosing®®. However, it is important not to equate the
prevalence of diagnosed childhood mental disorders with the actual prevalence. To
receive a registered diagnosis, you have to make contact with CAMHS, so the increase
could also reflect that more children in need are now in contact with services.
Gyllenberg et al. (2018) investigated temporal changes in incidence of treated mental
disorders among Finnish adolescents comparing the calendar years 1999-2005 to
2009-2015 and found the largest absolute increase to be for emotional disorders and
ADHD. Time trend studies from the Nordic countries specifically investigating
changes in diagnosing of neurodevelopmental disorders (ADHD and autism spectrum
disorders (ASD)) have also found increasing rates of diagnosing, and this has been
most pronounced for girls?>-?2, However, a recent review of epidemiological surveys
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of ASD from 37 countries worldwide by Fombonne et al. (2021) found a robust male
to female ratio in both epidemiological and clinical samples over time?®.

When looking at epidemiological studies there is no evidence of increasing
externalizing mental health problems®!424 and the prevalence of neurodevelopmental
disorders have been found to be stable over time?*?*, There is however evidence of an
increase in the prevalence for internalizing mental health problems, especially for
adolescent girls>'4242, However, this increase alone cannot account for the rise in
diagnosed childhood mental disorders seen in the past decades.

There are other potential explanations for the observed increase. Greater public
awareness of mental disorders and increased knowledge among professionals in
primary settings (e.g. educational services, primary health care and social services) 26
might result in improved identification of mental health problems in children?.
Likewise, an increase in CAMHS resources®®?° and reduced stigma associated with
mental disorders®'® may result in increased help-seeking by families. Some have also
argued that there is an increasing demand among parents for having their child
assessed by CAMHS, due to provision of services for mental health problems in other
sectors being dependent upon the child having a CAMHS verified diagnosis?”.

1.2. THEORIES ON HELP-SEEKING

In order to access child mental health services, families or other key adults must know
when and where to seek help. Help-seeking can be divided into four overall steps: 1)
recognizing the problem, 2) deciding to seek help, 3) selecting a source for help and
4) accessing care 3. Rogler and Cortes defined help-secking pathways as “the
sequence of contacts with individuals and organizations prompted by distressed
person’s efforts and those of his or her significant others, to seek help as well as the
help that is supplied in response to such efforts” (p555)*. However, the view that
there is a linear progression to help-seeking has later been challenged by other help-
seeking models® like the family network-based model of access to children’s mental
health services and the gateway provider model®*, which both propose that multiple
influences dynamically affect how children with mental health problems access
services. Studies have also shown that families are often concurrently in contact with
several different services®*®.

Both the family network-based model and the gateway provider model emphasize that
the central agent, in gaining access to services, is not the afflicted child, but an adult
agent (gateway provider) acting on behalf of the child®*%. The family network-based
model is a reconceptualization of Pescolido’s Network-Episode-Model (NEM)* to fit
the special circumstances regarding help-seeking for mental health problems in
children and adolescents, mainly that family play a much more central role, than in
the help-seeking process of adults and the important role of schools in recognizing
and managing children’s mental health problems®.
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Figure 1: The Gateway Provider Model.
Replicated from Stiffman et al.: Building a model to understand youth service access: The Gateway
Provider Model**
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The gateway provider model is a synthesizes of the family network-based model and
decision theory®® with an addition of organizational dimensions34. As outlined in the
model of the gateway provider model in Figure 1 the need of the child, as well as
enabling and predisposing factors all contribute directly to service use, but the
gateway providers perception of these factors mediate their impact on service use.
The gateway provider’s perception and knowledge are in turn influenced by structural
characteristics in their environment. Overall, the gateway providers decision-making
with regards to providing services or a referral to services is influenced by their
perceptions, knowledge and environment®,

1.3. THE ORGANIZATION OF CHILD AND ADOLESCENT
MENTAL HEALTH SERVICES

The organization of child mental health services differs across Europe, but multi-
agency collaboration across healthcare, education and social services has been at the
center of many child mental health policies for the past decades®®. This is reflective of
the universal impact mental health problems have on children’s lives resulting in a
substantial number of contacts with all public sector services*. Services are often
organized according to a stepped care/graduated care model*! where milder cases of
mental disorders are treated in primary care settings (educational services, social
services and general practitioners) in close proximity to the child’s everyday life, and
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only children with moderate to severe mental disorders should be referred to
CAMHS*>43, As previously mentioned the family network-based model for help-
seeking emphasizes the important role of schools and as it has become evident that
there are large unmet needs and barriers to accessing services for child mental health
the role of schools in providing mental health services has gained increasing political
focus* and interventions aimed at common mental health problems are being tested
and implemented in school settings*>4®.

The Danish model for graduated care for children with mental disorders is outlined in
Figure 2 below and has many similarities with the Tier model from the UK*'. In both
models school mental health services play a prominent role on the lower steps/tiers.

Figure 2: The Danish model for graduated care for children with mental disorders.
Adapted from Sundhedsstyrelsen: Forlgbsprogram for bgrn og unge med ADHD*
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severe problems, promote mental health, aid early
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Step 2 Specialists working in the community and primary
care settings such as primary mental health workers,
allied health professionals, educational
psychologists and pediatricians.

They offer consultation to families and other
practitioners, outreach to identify severe/complex
needs, more in depth assessmentand training to
professionals working on Step 1.

Step 3 Services provided by multidisciplinary CAMHS or
private practicing child and adolescent psychiatrists.
They offer a specialized service for those with more
severe, complex and persistent disorders.

Step 4 Continuous follow-up of interventions from Step 1-3
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In Denmark, legislation stipulates that all referrals that are accepted to hospital based
healthcare (incl. CAMHS) are entitled to be assessed within 30 days*® and in 2018 the
average waiting time in CAMHS for the first appointment was 24 days®. However,
there are not the same regulations with regards to waiting times for other specialized
services in the graduated care model and lack of resources is an issue across services.
In a systematic review of studies on multiagency collaboration, Cooper et al.
identified a number of facilitating and inhibiting factors to ensuring positive outcomes
of multiagency child mental health services®®. The three most commonly cited
facilitating factors were good communication across professionals/services, joint
training and good understanding across professionals/services®®. The most commonly
cited barrier to multiagency collaboration was inadequate resourcing, followed by
poor communication across professionals/services, lack of valuing, respect and trust
and differing perspectives/cultures across professionals/services®. Parents generally
agree that multiagency collaborations are helpful and important in ensuring the right
help for children with mental health problems®, but it also places a number of
demands on the families, who have to obtain relevant information about the different
roles of different services®® and parents can be left with the frustrating feeling of
chasing service providers® resulting in delays in relevant treatment®3,

1.4. SERVICE-USE FOR CHILDHOOD MENTAL DISORDERS

Ideally all children and adolescents with an impairing mental disorder should receive
timely evidence-based interventions from relevant services, provided by professionals
with the right level of expertise®. However, numerous studies have reported
substantial underutilization of child mental health services!#1355-%8, Other studies have
shown that children referred to CAMHS for assessment have often had symptoms for
years prior to referral®35%6°,

A study by Reardon et al. from 2020 found that 64.5% of parents of children with
anxiety had sought help, but only 38.4% had received services for their child and less
than three percent had received evidence-based treatment®®,

In order to begin to close the treatment gap it is important to be aware of predictors
and barriers to service use.

1.4.1. PREDICTORS OF SERVICE USE

There is no clear association between socio-economic status and service use for child
mental disorders®. Several parental factors (parental psychopathology, problem
perception, perception of need, and parental burden) predict service use®61-63,
Problem perception by other important adults, like teachers, is also associated with
service use®%4. The findings that problem perception among key adults predicts
service use are in line with the gatekeeper model proposed by Stiffman et al.(2004)3.
Parentally perceived stigma associated with mental health problems® and negative
perceptions of CAMHS® are associated with reduced help-seeking by parents.
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Hintzpeter et al. (2015) found the impairment of the child to be the strongest predictor
for service use®’. Other child factors predictive of service use are severity of
symptoms®8, persistency of the disorder® and comorbidity®®. However, Merikangas et
al. (2011) found that only half of adolescents with severely impairing mental health
problems had any service contact®® and Lempinen et al. (2009) found the same to be
true for children with comorbid disorders®. In a study by Ford et al. (2005) 61.6% of
children who had symptoms of a mental disorder for more than three years were not
in contact with services®”.

Therefore, in addition to knowing what predicts service use, we also need knowledge
on the barriers to service access.

1.4.2. BARRIERS TO ACCESSING SERVICES

There are a number of studies investigating barriers to accessing mental health
services among both adolescents”®™ and parents’>”. Studies have been conducted
both in community samples and among service users’®"2,

Inareview from 2010 by Gulliver et al. investigating barriers to help-seeking in young
people perceived stigma and embarrassment related to having a mental health
problem, poor mental health literacy and a preference for self-reliance were identified
as the most prominent barriers to help-seeking™. Schnyder et al. (2019) also identified
stigma and poor mental health literacy as the main barriers among adolescents’. Other
identified barriers were concerns regarding confidentiality, lack of accessibility,
concerns about characteristics of service provider and fear about the help-seeking
process itself’°.

Children and adolescents rarely seek professional help for mental health concerns
independently™. As parents are most frequently the key gateway provider in the help-
seeking process of minors®, it is just as important to investigate parental perceptions
of barriers to help-seeking’. Several studies have highlighted the parental perception
that help-seeking for child mental health problems feels like a continuous fight to
access services®®6274, Barriers to accessing services are reported by the majority of
parents of children in contact with services®? and Sayal et al. (2015) found that similar
barriers were reported by parents of children with mental health problems who were
not in contact with services®2. Based on these findings, barriers reported by parents of
children referred to CAMHS will most likely be similar to barriers encountered when
actively seeking help.

A review by Reardon et al. from 2017 identified 44 studies (20 quantitative, 22
qualitative) investigating parental perceptions of barriers’>. However only 3
quantitative studies were conducted in a European setting, focusing either on a
specific mental disorder (ADHD or conduct disorder)® or a specific ethnic group?.
A later published study by Iskra et al. (2018) investigated parentally perceived barriers
to accessing CAMHS or a Headspace center in Australia’ and later studies have also
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investigated parentally reported barriers specific to help-seeking for anxiety disorders
in children®®7477. Demand on services was reported as a barrier across studies from
several countries, with waiting times and difficulties obtaining a referral as common
barriers among service users’>”®. Views and attitudes towards services were also a
common theme for parent perceived barriers, and were often shaped by previous
contacts with the mental health system?2. Parents reported feeling ignored, dismissed
or blamed by professionals and, in line with adolescents, also reported perceived
stigma related to mental health problems as a prominent barrier’?. Also, in line with
findings from studies of barriers for adolescent help-seeking, lack of knowledge about
both mental health problems and the mental health system were frequently reported
barriers in studies of parent perceived barriers’.

The final barrier to accessing CAMHS is obtaining a referral for assessment and
having it accepted by CAMHS.

1.5. REFERRALS TO CAMHS

Allocation of resources within CAMHS should, to a certain extent, reflect the type
and amount of referral problems?. In order to do so it is important to have updated
knowledge on referral patterns to CAMHS, but studies in this area are scarce?®. The
organization of CAMHS differs across countries*”-"® with regards to how children are
referred and what percentage of referrals are rejected without the child being seen*"@,
In Denmark, as in many other European countries’, referral to CAMHS requires a
formal referral from a medical doctor or other professionals working with children. It
has been suggested that the quality of information passed on in the referral process to
specialized mental health care affect the quality of care provided by specialized
services and interventions to improve the referral process might therefore also lead to
enhanced quality of care®®. In most European countries general practitioners (GPs) are
the main gatekeepers to CAMHS?647.788182 [t educational services also play an
important role in the referral process®>76478 However, the majority of literature on
barriers to the referral process has focused on referrals from GPs® and very little is
known about barriers to referrals from other settings. A review by O’Brien et al. of
GPs’ perceptions of barriers to managing child mental health problems identified
several barriers to the referral process®4. There was a lack of knowledge among GPs
about how child mental health services were organized®. In addition, unavailability
of services was highlighted as a barrier, as was lack of communication with CAMHS
and a desire for clearer referral criteria and better feedback on referrals®. The review
also identified a lack of assessment tools developed specifically for children and
adolescents as a barrier to identifying or diagnosing mental health problems, which is
a prerequisite for referring the child onwards to more specialized services®. Both
parents and professionals who refer children to CAMHS have expressed frustration
with high rejection rates by CAMHS"4,
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1.5.1. REJECTION OF REFERRALS TO CAMHS

Referral decisions are made by specialists in CAMHS based on the information in the
referral letter. The decision to refer a child to CAMHS should be appropriate and the
referral letter should include all relevant information®. In Denmark the rejection rate
for CAMHS has been stable at 20-25% for the last decade 27, This is in line with
rejection rates for CAMHS in other Scandinavian countries and the UK 28287, \ery
few studies have investigated factors associated with referrals being rejected by
CAMHS. Studies from the UK have found that referrals from GPs ® and teachers #’
were associated with significantly higher odds of rejection, as were referrals for
emotional and behavioral difficulties #’. The most commonly stated reason for
rejection is that the referral does not meet referral criteria (i.e. moderate-severe mental
disorder), but missing information in the referral is also often stated as the reason for
rejection?”#". However, to the PhD candidate’s knowledge no previous studies have
been conducted investigating what proportion of rejected referrals in fact do fulfill
referral criteria for CAMHS. General practitioners do not agree that they make
referrals for children not in need of specialized assessment®, but they are constrained
by limited time for consultations and a lack of systematic tools, both when assessing
children and adolescents with mental health problems and when writing referrals®.
Studies on interventions aimed at improving the referral process to CAMHS are
therefore highly relevant. However, research on interventions to improve
appropriateness of outpatient referrals is scarce’®%, To the best of the PhD candidates
knowledge only two studies with small sample size have previously reported
interventions aimed at lowering referral rates and improving appropriateness of
referrals to CAMHS®%, Both investigated the effect of joint consultations with
CAMHS specialists and found a positive effect on quality of referrals and a reduction
in numbers of referrals®,

Research on clinical judgement has demonstrated that among specialists in mental
health lack of comprehensiveness in the assessments is often a problem in routine
clinical practice®. Hence, this is most likely an even bigger problem in primary care
setting, where the professionals do not have the same amount of training in child
mental health. Therefore, it is quite possible that a proportion of referrals are rejected
because of deficient assessment by the referring professional or missing information
in the referral letter leading to delays in accessing appropriate services for the affected
child. A way to remedy this, without taking up more resources from the referring
professionals, could be to systematically employ a web-based diagnostic interview,
specifically developed for assessment of childhood mental disorders, as a supplement
to standard referral letters. This could potentially be a help to the specialists making
referral decisions in better determining whether presenting problems are consistent
with the referral criteria for CAMHS®2. In addition to improving referral decision
making, more objective measures as a supplement to referral letters could facilitate
more effective allocation of cases accepted by CAMHS®2% and might lead to an
improvement in the quality of care provided®.
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1.6. WEB-BASED DIAGNOSTIC INTERVIEWS

Web-based diagnostic interviews are a reliable, inexpensive, accessible and time-
efficient way of assessing mental health problems®. They have been shown to be valid
in assessing symptoms in primary care settings without taking up additional time from
the responsible professional®. A number of studies have demonstrated that many find
it easier to provide sensitive information in a web-based interview than face-to face
with a medical doctor or other professional®-%. Web-based interviews also have
several advantages for the informants. They are available around the clock, so they
can complete them at a convenient time®*%, They also allow for informants to pause
and think when answering questions without having to keep a professional
waiting®*, potentially leading to more accurate answers®. Overall studies have
found patients’ reactions to web-based diagnostic interviews to be positive®94,
Web-based diagnostic interviews provide a valuable source of information to
clinicians, but clinical judgment is still necessary in weighing information from all
sources and computer generated reports should be coupled with clinical judgment®.

There are a number of web-based diagnostic interviews available for assessment of
mental health problems in children ¥. One of these is the Development and Well-
being Assessment (DAWBA)® which has been translated into Danish®.

1.6.1. THE DAWBA

The DAWBA is a web-based diagnostic interview, developed to identify mental
disorders as defined by ICD-10' and DSM-5' applicable to 2-17 year olds®%2, |t
has a parent version, and for children aged 11-17 there is also a self-report interview®.
In addition, there is a briefer teacher questionnaire covering conduct, emotional, and
hyperactivity symptoms and any resultant impairment®, The DAWBA is constructed
with a mix of structured closed questions and open-ended questions about different
mental health symptoms and their impact®. If an informant completes a structured
section, the section will be followed by open-ended questions where informants can
give more detailed information about the specific symptoms and examples of how
they impact the child’s life!®3, Based on the structured sections in the DAWBA a
computer algorithm assesses the likelihood that the reported symptoms and
impairment meets the criteria for one or more specific mental disorders'®, The
completed DAWBA is then reviewed by an experienced clinician who brings all the
available information together and decides to accept or overturn the diagnoses
proposed by the algorithm®. The clinician may also add diagnoses not proposed by
the algorithm.

Parents find the DAWBA easy to complete, and CAMHS clinicians find the
information in the DAWBA useful'®, Studies have found considerable agreement of
diagnoses based on the DAWBA and diagnoses given after standard clinical
assessment®8106.107,
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In a randomized controlled trial, Angold et al. compared the DAWBA with the
Diagnostic Interview Schedule for Children (DISC) and the Child and Adolescent
Psychiatric Assessment (CAPA) and concluded that the DAWBA was completed
more rapidly and generated fewer diagnoses than both the DISC and the CAPA with
the DAWBA identifying the more severe cases!®®, This makes the DAWBA a good
candidate for use as an adjunct to the referral letter in deciding what referrals should
be accepted by CAMHS. This use of the DAWBA has previously been proposed by
Ford et al.(2013)* but has not been examined in a clinical trial before.

1.7. SUMMARY AND RATIONALE FOR THIS RESEARCH

More than half of lifetime mental disorders have their onset before the age of 18 and
childhood mental disorders are often persistent and have a global impact on affected
children’s lives. The involvement of many professionals across service sectors in
providing child mental health services is reflective of the global impact of mental
disorders but it also contributes to the complexity of help-seeking for childhood
mental health problems and studies have documented long delays in accessing
services and low provision of evidence-based treatment to children with mental
disorders. We therefore need research that sheds light on how families of children
with mental disorders seek help and what challenges they encounter in their help-
seeking in order to identify areas for improvement in service provision.

Currently CAMHS is faced with the dilemma of, on the one hand experiencing
dramatic increases in referral rates, which are exerting a strain on available resources,
while on the other hand research continues to document a substantial unmet need for
CAMHS. In order to properly plan services for children with mental disorders, we
need updated knowledge on referral patterns to CAMHS that goes beyond simply
documenting increasing numbers of referrals, but also helps us to understand the
potential reasons behind the increase. Simultaneously high rejection rates for referrals
to CAMHS pose a challenge, as this affects satisfaction with services and might result
in delays in access to relevant interventions which could prevent deterioration in the
child’s mental health. Despite a political focus on high rejection rates by CAMHS in
Denmark, these have remained high at 20-25% in the last decade?”?°.

Research on referral decisions by CAMHS as well as investigations of interventions
aimed at improving the quality of referrals are scarce. Efforts should also be made at
increasing our understanding of why almost a quarter of referrals to CAMHS are
rejected and to test interventions that aim to improve the referral process and thus
reduce the rejection rate.
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The overarching aim of this PhD project was to investigate help-seeking patterns and
barriers to accessing timely and appropriate services for children and adolescents with
moderate to severe mental disorders. The thesis focuses on a clinical population of
children referred to outpatient CAMHS.

The objectives of the PhD project were threefold.

1) To investigate changes in referral patterns to CAMHS over time.

The intent of this investigation was to provide updated knowledge on the
referral pattern to CAMHS, including changes in distribution of age, sex and
primary referral reason as well as referral source for children referred to
CAMHS (Study I).

2) To investigate help-seeking pathways prior to referral to CAMHS and
barriers to accessing services, including factors associated with referrals
being rejected by CAMHS (Study 11-1V).

3) To test the effect of the DAWBA as an adjunct to standard referral letters on
referral decisions by CAMHS (Study V).

Study I:

Aim: To investigate changes in referral patterns to outpatient CAMHS from 2005-
2018.

The hypotheses were that there would be:
1) An increase in referrals for emotional disorders.
2) An increase in the proportion of girls referred for neurodevelopmental

disorders.
3) Anincrease in referrals from educational services.

Study II:
Aim: To investigate parental help-seeking patterns prior to a child being referred to
outpatient CAMHS and if these differed by 1) duration of mental health problems or
2) type of symptoms.
Hypotheses:

1) Educational services play a more prominent part in help-seeking pathways

for children referred for neurodevelopmental disorders than children referred
for emotional disorders.
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2) Children referred for neurodevelopmental disorders have longer symptom
duration prior to referral to CAMHS.

Study I11:

Aim: To investigate parent perceived barriers to accessing services for their child’s
mental health problems.

The study was an exploratory study, with no hypotheses formulated in advance. It was
guided by the following research questions:

1) Are parent reported barriers to accessing services associated with the age of
the child?

2) Are parent reported barriers associated with type of symptoms or severity of
the child’s mental health problem?

3) Is there an association between duration of the child’s mental health
problems and parent reported barriers to accessing services?

Study 1V:

Aim: To provide a descriptive overview of the current referral pattern to outpatient
CAMHS and investigate what characteristics are associated with rejection of referrals.

The study was an exploratory study, with no hypotheses formulated in advance. The
study was guided by the following research questions:

1) What are the characteristics of referrals to CAMHS?
2) What characteristics are associated with rejection of referrals by
CAMHS?

Study V:
Aim: To test the effect of the DAWBA as an adjunct to standard referral letters on the
accuracy of referral decisions by specialists in CAMHS. Secondarily to investigate
what proportion of children referred fulfill referral criteria for CAMHS.
Hypothesis:
1) The use of the DAWBA will lead to more accurate referral decisions made
by CAMHS.

2) The use of the DAWBA will lead to a reduction in rejection rates by
CAMHS, mainly from GPs.
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CHAPTER 3. METHODS

3.1. SETTING

All five studies in the thesis were conducted at the Child and Adolescent Psychiatric
Department of the North Denmark Region, which provides multidisciplinary
specialist mental health services to children aged 0-17 with moderate to severe mental
health problems. The center is one of six hospital based CAMHS in Denmark. It is
the only hospital based CAMHS in the North Denmark Region, with a catchment area
covering both urban and rural areas with around 114,000 inhabitants aged 0-17%°°.
Referrals are generally processed within days of being received, to ensure that the
accepted referrals are seen within 30 days. In 2018 more than 95% of accepted
referrals at the study center were seen for their first appointment within this
timeframe®. Hospital based CAMHS in Denmark is tax-funded and free of charge to
the patients. CAMHS is a specialist health service, and access is dependent on a
referral from a professional from primary settings like GPs, educational psychologists
and case workers in social service or from a medical doctor from another specialist
health service.

3.2. PARTICIPANTS

The primary eligibility criteria for all studies in this Ph.D. project was referral to
outpatient services at the study center, regardless of whether the referral was
afterwards rejected by CAMHS.

The flowchart in Figure 3 shows how participants in Study I-1V are related. Study |
included all outpatient referrals to the study center in 2018 (0-17 years) and compared
them to referral data from 2005 and 2010. Participants for study I1-111 were recruited
among families who had a child aged 2-17 referred to the study center from July to
December 2018. The age limitation was set, to account for the parent version of the
Strengths and Difficulties Questionnaire (SDQ)*° used in these two studies, not being
validated for children under the age of 2%, Study Il included all participants who
completed the Children’s Services Interview!'? while Study Il only included
participants with a parental role (biological, step or foster parent). In Study IV, all
children referred for assessment of a mental disorder in 2018 were included.
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Flowchart for Study I-1V

Figure 3
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Figure 4: Flowchart for inclusion of participants in Study V (Study V)

Eligible for the study
N=570

Randomized to the SDQ Randomized to the DAWBA
N=287 N=283
Declined participation, n=01(31.7%) , Declined participation, n=68 (24.0%)
Non-respoanders, n= 104 (36.2%) ) v Non-responders, n= 108 (38.2%)
Consented to participate Consented to participate
N=92 (32.1%) N=107 (37.8%)
L] L)
Completed the SDQ before Completed the DAWBA before
referral decision referral decision
N=76 (26.5%) N=84 (29.7%)
] )
Completed the KSADS-COMP Completed the KSADS-COMP
N=58 (20.2%) N=65 (22.9%)

Figure 4 shows the flowchart for inclusions to Study V. Children aged 6-17 were
eligible to participate in Study V if they were referred to the study center a random
week of the month from March 2019 to March 2020. Due to the paucity of previous
studies of referral process interventions in CAMHS, it was not possible to make
justified assumptions on how big an impact the use of DAWBA could have on
CAMHS referral decisions, and therefore a sample size calculation was not performed
for Study V. Participants were recruited every month of the year to account for
variation in referral patterns throughout the year and to ensure that study participants
were as representative as possible for the clinical population. The age limitation was
set to account for the web-based Kiddie Schedule for Affective Disorders and
Schizophrenia (KSADS-COMP)*3, which was used for the reference standard in the
study, not being validated for use in children younger than 6 years of age.

3.3. STUDY DESIGNS AND METHODS

Study I-1V were all cross-sectional observational studies, whereas Study V was a
randomized feasibility trial.

Study I+1V were based on a systematic review of referral letters to outpatient CAMHS
from 2018. In Study | all referrals from 2018 were compared to referral data from
BupBasen® for 2005 and 2010.

In Study H+I1I information from referral letters were combined with background
information on the participating families as well as parent reported SDQ scores and
information from the Children’s Services Interview.

In Study V participants were randomized to two groups (DAWBA or SDQ) ina 1:1
randomization stratified by sex.
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DAWBA group: Informants (parents and children > 11 years) were asked to fill out
the DAWBA. The DAWBA was afterwards rated by a medical doctor or a research
psychologist with a minimum of 4 years of clinical experience in CAMHS. The
CAMHS specialist making the referral decision had access to both the referral letter
and the clinician rating of the DAWBA including the SDQ.

SDQ group: Informants (parents and children > 11 years) were asked to complete the
SDQ. The CAMHS specialist making the referral decision (accept/reject) had access
to the referral letter and the SDQ.

The SDQ was collected from all participants in order to ensure information on impact
of the child mental health problems for both groups. Also, this ensured that both
groups had to complete a questionnaire in order to be included in the study, making
the conditions for inclusion more similar. For both groups, the CAMHS specialist also
had access to information from previous assessments in the electronic patient record
if the child had previously been assessed.

3.4. PROCEDURES

All referral letters to outpatient CAMHS from 2018 as well as all referral letters for
children included in Study V were systematically reviewed using an ad hoc form
developed for this research project. Data extraction was performed by 3 graduate level
psychology students and the PhD candidate. The form can be found in Appendix A.

For Study II, Il and V families were invited to participate at the time the CAMHS
center received a referral for the child. A letter explaining the study along with a
consent form was sent to a primary caregiver of the referred child using e-Boks which
is asecure digital mailbox linked to a personal registration number. e-Boks is routinely
used in communication between public sector services and citizens in Denmark. For
Study Il and Il two reminders of the study invitation were sent to all eligible
participants, whereas only one reminder was sent in Study V due to the short
timeframe for eligibility (3 days).

Study I+I1l: After consenting to participate a primary caregiver completed an
electronic questionnaire with background information and the extended version of the
SDQ as well as the Children’s Services Interview, which was conducted via telephone
by a research psychologist or the PhD candidate, who both have clinical experience
in CAMHS. Responses obtained by telephone from the primary caregiver were
simultaneously recorded by the interviewer in a standard electronic form set up in
REDCap**. For Section b (see Appendix b) parents who endorsed ‘reluctance to ask
for help’ or any of the specifically listed obstacles to accessing help, where asked to
expand on why they endorsed the specific question and these responses were recorded
as free text answers in the form. Participants were only included in the studies if they
completed the Children’s Services Interview.
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Study V: All eligible participants were randomized to either filling out the DAWBA
or the SDQ prior to the study invitation being sent. All parents were asked to complete
the assigned assessment instrument (SDQ/DAWBA), and if the child was >11 years
there was also a self-report version for the child. The assigned assessment instrument
was completed using a link for an electronic version of the instrument. To be included
in the SDQ group in the study at least one informant had to complete the SDQ. To be
included in the DAWBA group at least one informant had to complete the SDQ and a
minimum of one diagnostic section of the DAWBA. The assigned assessment
instrument had to be completed before a referral decision was made by CAMHS,
giving the family approximately three days to complete the assessment instrument
from the time of the invitation for the study. All participating families were asked to
complete a psychiatric diagnostic interview (KSADS-COMP) after inclusion in the
study. The clinicians conducting the KSADS-COMP interviews were not informed of
the content of the DAWBA/SDQ or the content of the referral letter and referral
decision prior to the interview. However, in some cases the families revealed this
information during the interview. The KSADS-COMP interviews were conducted as
face-to-face interviews, apart from the participants included in March 2020 (n=11),
where interviews were conducted via secure video calls, due to COVID-19
restrictions.

3.5. MATERIALS

Table 1 gives an overview of data sources for the research project and what
information was obtained from each source. Below is a more thorough description of
the different sources.

BupBasen: Data on referrals from 2005 and 2010 for Study | came from BupBasen,
which was a quality assurance database for CAMHS in Denmark, separate from the
national patient registers. From 2004 to 2010 all public hospital based CAMHS in
Denmark systematically reported referral data (sex, age, municipality, referral source
and primary referral diagnosis) to BupBasen®. Data coverage for BupBasen has been
calculated by comparing data from BupBasen to the National Patient Registry®®15, In
2005 referral data was reported to BupBasen for 83 % of all referrals to the study
center!S, In 2010 BupBasen the coverage was 98.1% 8.

The Children’s Services Interview was used to collect data on help-seeking pathways
and barriers to accessing services in Study Il+111. The interview starts with a section
of open-ended questions about any service use for mental health concerns, followed
by a section enquiring about parental perception of barriers to help-seeking*?. If a
parent endorses a barrier, they are asked to specify how they experienced the specific
barrier*2 and this information was written down by the interviewer. The last section
of the interview is a structured screen to check for any service contacts that the
informant might have forgotten in the unstructured section®'2, The primary caregiver
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was interviewed about service contacts for the last two years prior to referral but were
enquired about barriers for the full duration of their help-seeking. The Children’s
Services Interview has been shown to generate moderately valid and reliable data on
service use!'2. The interview guide was translated into Danish for this PhD project
following standard guidelines'®. Two independent forward translations were
conducted, one by a bilingual lay-person and one by a CAMHS clinician, followed by
aconsensus translation agreed upon by the two. Next the Danish version was reviewed
by professionals within healthcare, CAMHS, social services and educational services
to ensure that no relevant services in a Danish context were omitted. Following this
an independent back-translation was conducted by an authorized translator and this
was shared with the copy-right holder of the Children’s Services Interview, and any
inconsistencies were settled. To establish when and how the families initially sought
help, two questions were added asking “How old was your child, the first time you
sought help for these difficulties?” and “Who/what professional did you first contact
to get help for your child?”. Minor adaptions were made to the questions in the
interview guide regarding perception of services (section b), to adapt it to the current
study setting. The full version of the Children’s Services Interview used in this study
can be found in Appendix B.

The extended version of the Strengths and Difficulties Questionnaire (SDQ)'° was
used as a measure of symptom severity in Study Il, 11l and V. It is a validated 25 item
behavioral and emotional assessment tool with an impact supplement®°, It generates
a total difficulties score and subscale scores for emotional problems, conduct
problems, hyperactivity/inattentiveness problems, peer problems and a prosocial
score as well as an impact score'?. The SDQ has satisfactory to strong psychometric
properties**”%° and is well-validated*’. Danish norms for SDQ scores exist'?°.
Problem scores and impact scores above the 80th percentile are considered above the
norm and scores above the 90" percentile as “High”. For the prosocial score values
below the tenth percentile are considered “Low” and values below the 20" percentile
are considered below the norm?%,
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The Development and Well-being Assessment’s (DAWBA) usefulness as an adjunct to
standard referral letters in aiding referral decisions was tested in the randomized
feasibility trial in Study V. The DAWBA is described in more detail in chapter one.
The DAWBA has been validated® and clinician diagnoses based on the DAWBA
have shown good reliability’®, The extended version of the SDQ is administered
initially in the electronic version of the DAWBA interview utilized in this study. The
clinician’s summary of the DAWBA including diagnostic codes (ICD-10 and DSM-
5) decided by the rating clinician and all free text responses by the informant(s) was
made available to the CAMHS specialist making the referral decision. Study V did
not test the accuracy of the DAWBA in diagnosing mental disorders, but strictly tested
whether the clinician’s summary of the DAWBA and free text responses as an adjunct
to standard referral letters was an aid for CAMHS specialists in correctly deciding if
children fulfilled referral criteria for CAMHS or not.

The computerized Kiddie Schedule for Affective Disorders and Schizophrenia
(KSADS-COMP)® was used in Study V as the reference standard for correct referral
decision in conjunction with a high impact score from the SDQ. K-SADS-Present and
Lifetime (K-SADS-PL)'?! is a semi-structured diagnostic interview and is considered
a gold standard for assessment of psychopathology in children and adolescents!??, The
KSADS-COMP is a web-based version of the K-SADS-PL which has been updated
to reflect DSM-5 diagnostic criteria and also provides associated ICD-10 diagnostic
codes'®. Good convergent validity has been demonstrated for KSADS-COMP,
This study utilized the clinician administered version of the KSADS-COMP that has
recently been translated into Danish. The translation was undertaken by the Research
Unit for Child and Adolescent Psychiatry, Aalborg University Hospital and the PhD
candidate had a central role in the work. The KSADS-COMP interview was
administered to one or both parents and to the child. When the child was placed in
care a foster parent or a primary contact person from the residential home provided
“parent” information. For children younger than 11 years, the parent(s) was
interviewed first and for children >11 years, the child was interviewed first. The
KSADS-COMP interview was included in the data analysis if at least one informant
completed the full interview.

3.6. DEFINITIONS OF VARIABLES

In the following constructed variables for the research project are defined.

Primary referral diagnosis was defined as the ICD-10 diagnostic code assigned based
on the referral letter. For all accepted referrals this was assigned by the CAMHS
specialist making the referral decision. If the referral was rejected, the referral
diagnosis stated on the referral letter was taken as the primary referral diagnosis. In
case of multiple referral diagnoses on a rejected referral, the primary referral diagnosis
was decided based on the referral letter by the PhD candidate who is a 5" year child
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and adolescent psychiatric trainee. Primary referral diagnoses were grouped as
emotional disorders (affective disorders, anxiety disorders and eating disorders),
neurodevelopmental disorders (attention deficit disorders (ADHD/ADD), autism
spectrum disorders (ASD) and tics disorders) and other disorders (psychosis, conduct
disorders, attachment disorders, personality disorders, and unspecified mental health
problems). The groupings in neurodevelopmental and emotional disorders were made
based on age of onset of symptoms and type of symptoms. Neurodevelopmental
disorders have their onset in childhood'?® and more often display externalizing
symptoms whereas emotional disorders become increasingly more prevalent from
early adolescence!?* and predominantly display internalizing symptoms. This was
suspected to influence help-seeking pathways. The grouping of neurodevelopmental
disorders together is also supported by the diagnostic categories in ICD-10' and
DSM-5, The grouping of “other” disorders was based on these diagnoses being
relatively rare among referrals.

Previously assessed was defined as a child who had previously been assessed for a
mental disorder, either by a child and adolescent psychiatrist or by a pediatrician with
a special interest in child and adolescent psychiatry. A child was defined as previously
assessed if the medical record indicated that the child had previously been assessed
by the study center or if it was indicated in the referral letter that the child had been
assessed for a mental disorder by another CAMHS or by a private practicing
pediatrician or child and adolescent psychiatrist.

Delay in time-to-referral in Study Il was defined as the time from parentally
recognized child mental health problems until the first-time the child was registered
with a referral to the study center.

Symptom duration in Study I1+111 was defined as the parentally reported duration of
the child’s mental health problems until the current referral (time of inclusion in the
study) to CAMHS.

Primary vs. Specialized services: Service contacts were categorized as specialized if
access was dependent on referral or decision by a professional to involve the specific
service (i.e. educational psychologists, psychosocial interventions by social services,
specialist healthcare services). In contrast services were categorized as primary if
parents had free access to them (i.e. teachers, contact with a case worker from social
services, GPs).

Correct referral decision: A correct referral decision in Study V was defined as a
referral for a child with a clinical need for assessment being accepted or a referral for
a child not fulfilling criteria of clinical need being rejected. Clinical need was defined
as one or more mental disorders based on the KSADS-COMP interview and a high
impact score on the SDQ (above the 90" percentile compared to the Danish norm).
This approach was taken, because previous research has established that combining
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diagnostic criteria and a measure of impairment is the most robust approach for
defining clinical need*?.

3.7. STATISTICAL ANALYSES

Descriptive statistics are reported as N (%) for all categorical variables. For
continuous variables that are not normally distributed the median (interquartile range
(IQR)) is reported whereas the mean (SD) is reported for continuous variables which
do display a normal distribution. For categorical variables, either the Chi-squared test
or Fisher’s Exact test was applied. Fisher’s Exact test was applied for 2x2 contingency
tables in the studies with smaller N (Study II, Il and V) whereas Chi-squared was
applied when testing for differences in categorical variables across more than two
groups and across two groups in Study | and IV which had a high number of
participants. ANOVA was used when testing for differences in continuous variables
across more than two groups (Study I1). Otherwise t-test was applied to continuous
variables. In the studies with smaller sample sizes t-test with bootstrap?® using 100
repetitions was used for continuous variables.

It was not possible to obtain data that would allow for the conduction of attrition
analysis for study I, 1l and V, but as an approximation the study samples were
compared to all referrals from 2018 (Study 1) to investigate for representativeness of
the samples.

Linear regression was used to investigate changes in referral source over time in Study
I. Logistic regression was used to examine for changes in proportion of primary
referral diagnosis over time in Study | and to test the specific association of parentally
perceived barriers’ association with age, primary referral diagnosis, symptom duration
and SDQ impact score in Study 1. In Study 11 all logistic regression analyses were
tested with bootstrapping*?” using 200 repetitions due to the small numbers in some
of the groups. In Study IV logistic regression was used to examine for factors
associated with a referral being rejected by CAMHS.

Post-hoc pairwise comparison tests were conducted in Study | to investigate for
changes from 2005-2010 and 2010-2018. Also, subgroup analyses were conducted for
the four major referral reasons (affective disorders, anxiety disorders, DF80-89
disorders and DF90-98 disorders).

To examine for why a specific barrier was endorsed in Study Ill, the free text
responses of specifications of barriers to help-seeking given by parents were
systematically examined by two independent coders using semantic thematic
analysis'?®. This qualitative method was selected, despite the data not fulfilling the
criteria for qualitative data, as it is not verbatim transcriptions, to better understand
the different reasons as to why parents perceived different barriers to exist. The
analysis was conducted from a realist/essentialist perspective using an inductive
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approach. The thematic analysis was conducted across all free text responses to each
guestion item in the interview guide independently, identifying potential themes for
endorsing each specific barrier. To be identified as a theme in the initial search a
specific reason for endorsing a barrier had to be specified by at least five different
primary caregivers. Following this the themes were reviewed and refined by each
coder. Any differences in identified themes between the two coders were discussed
and a consensus agreement was reach on prominent themes, which was defined as the
most frequently identified themes. Following the initial thematic analysis of data from
each individual question item the themes identified for the individual items were
revisited and common over-arching themes across the different barriers were
identified.

To check for reliability of the data extraction from the referral letters 20 randomly
selected referral letters reviewed by each of the graduate level students were also
reviewed by the PhD candidate. Reliability of the data extraction from the referral
letters was calculated using an average of Cohen’s Kappa for all extracted variables
comparing each graduate student to the PhD candidate.

When calculating sensitivity, specificity, positive predictive values (PPV) and
negative predictive values (NPV) for the referral decision in each of the two
randomized arms in Study V, the referral decision was compared to the constructed
reference standard for clinical need (KSADS-COMP diagnosis+ high SDQ impact
score).

The level of statistical significance was set at 5% for all analyses. All statistical
analyses were executed using Stata Statistical Software: Release 15. College Station,
TX: StataCorp LLC.

3.8. ETHICAL CONSIDERATIONS AND APPROVALS

The studies were conducted in compliance with the Helsinki Declaration?®. The
Danish Patient Safety Authority approved the review of referral letters from 2018 (ref-
number 3-3013-2794/1). Authorization for access to data from BupBasen was granted
by The Danish Clinical Quality Program— National Clinical Registries (RKKP). For
the studies which included parents as informants (Il, 11l and V) written consent for
participating in the study was obtained from both parents in cases with shared custody
of the child even if only one parent actively participated in the study as an informant.
This was to ensure that both parents received information about a study involving
information about their mutual child. In Study V, which also included the referred
child as an informant, all children older than 15 years of age also gave written consent
themselves in accordance with Danish legislation.

In Study V, clinical raters had access to diagnostic information from the DAWBA
prior to the outpatient clinic. Therefore, there were fixed procedures for how to act, if
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a rater became aware of symptoms or conditions posing an acute threat to the referred
child. If a child included in Study V had their referral rejected by CAMHS the family
received a written summary of the diagnostic conclusions from the KSADS-COMP
interview along with recommendations on what services to contact to ensure
appropriate help for the child’s mental health problems. If the clinical rater of either
the DAWBA or the KSADS-COMP became aware of conditions which required
involvement of social services to support either the child or the family, then the family
was informed that a letter of concern would be sent to social services.

The research project was reported to the Danish Data Protection Agency in accordance
with Danish research legislation (ref-number 2019-58, ref-number 2018-109, ref-
number 2018-186). The North Denmark Region Committee on Health Research
Ethics deemed that no further ethical approval was required as the studies did not
involve active treatment or collection of biological material.
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CHAPTER 4. RESULTS

This chapter will present a summary of the main findings from Study I-V.

4.1. CHARACTERISTICS OF THE STUDY SAMPLES

Table 2 is a summary and comparison of the characteristics of the study populations
in Study I-V. Across all the studies the majority of the referred children were boys
(54.2-60.8%), and the median age of the referred children ranged from 12.8-13.8 years
of age. Just over a third (37.6%) of all outpatient referrals in 2018 had previously been
assessed for a mental disorder, but this proportion was statistically significantly
smaller in Study I1-V (24.8-30.4%).

In all study populations general practitioners were the primary referral source (49.2-
61.3%) followed by educational psychologists (21.9-34.4%). Neurodevelopmental
disorders were the most common primary referral reason constituting more than 50%
in all the studies.

Results marked in bold in Table 2 indicate factors where the individual study samples

showed statistically significant differences from all referrals to the study center in
2018.
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4.2. TEMPORAL CHANGES IN REFERRAL PATTERNS TO
OUTPATIENT CAMHS

Figure 5: Changes in referrals to CAMHS from 2005-2018 (Study 1)

Data from the National Database for Child

Data source

2005
Estimated total N

N=57!
for referrals (<18 years) >78

Data reported for 83.0%
of total N for referrals

and Adolescent Psychiatry (BupBasen)

l

2010

N=1249

Data reported for 98.1%
of total N for referrals

Data from systematic review
of referral letters

2018

N=2237

Data reported for 99.8%
of total N for referrals

Study population
Children< 18 years

N=1225

N=2233

4.8% of referred children
referred >1 time

Unique children in the

study population N=458

rejected by CAMHS

N=374

H 18.3 % of referrals

Unique children accepted
for assessment/treatment

12.7% of referred
children referred >1 time

N=1087

35.6% of referrals
rejected by CAMHS

N=700

13.1% of referred
children referred >1 time

N=1975

23.7% of referrals
rejected by CAMHS

N=1507

Data completeness
98.1%

Il Data completeness

99.8%

Data completeness
83.0%

Estimated total N

for new unique children
seen at the CAMHS
center

N=450 N=1510

:

Study I showed that the overall number of referrals to outpatient CAMHS in the North
Denmark Region increased 3.9 times from 2005-2018, with 3.4 times increase in
unique children referred for assessment or treatment by CAMHS (Figure 5).

From 2005-2018 there were statistically significant changes in the referral pattern to
outpatient CAMHS. Overall, there was an increase in proportion of referrals from GPs
(9.4%, p<0.001) and educational psychologists (9.1%, p<0.001). In 2018 GPs were
responsible for 83.4% of referrals for affective and anxiety disorders and 38.7% of
referrals for disorders of psychological development (DF80-89 disorders) and
behavioral and emotional disorders with onset usually occurring in childhood and
adolescence (DF90-98 disorders). Educational psychologists referred 5.5% of
children referred for affective and anxiety disorders and 40.5% of referrals for DF80-
89 disorders and DF90-98 disorders in 2018.
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Distribution of primary referral diagnosis also changed between 2005, 2010 and 2018.
Table 3 shows the changes in proportion of referrals for the four main primary referral
diagnoses. For affective disorders and anxiety disorders, there was a statistically
significant decrease from 2005 to 2010 (OR 0.44, 95%CI 0.32-0.60 and OR 0.55,
95%CI 0.33-0.91 respectively) followed by a statistically significant increase from
2010 to 2018 (OR 142, 95%Cl 1.12-1.80 and OR 3.66, 95%CIl 2.59-5.18
respectively). The opposite pattern was observed for DF80-89 disorders and DF90-98
disorders with a statistically significant increase in the proportion of referrals from
2005 to 2010 (DF80-89 OR 1.76, 95%CI 1.35-2.29 and DF90-98 OR 1.95, 95%ClI
1.55-2.44) followed by a decrease from 2010 to 2018 (DF80-89 OR 0.65, 95%CI 0.55-
0.76 and DF90-98 OR 0.80, 95%C1 0.69-0.92).

Table 3 also shows the changes in sex distribution and referral age. More girls were
referred for DF80-89 disorders (24.0% vs. 14.1%, p=0.05) and DF90-98 disorders
(33.0% vs. 22.1%, p=0.02) in 2018 compared to 2005. The median referral age
increased from 2005-2018 with 1.9 years for girls referred for anxiety disorders
(p=0.01) and for referrals for DF80-89 disorders there was an increase in age for both
sexes (girls 6.6 years, boys 2.2 years, p<0.01).

The girls referred for DF90-98 disorders were statistically significantly older than the
referred boys throughout the time period, but there was a decrease in the median age
difference throughout the period from 2.9 years in 2005 to 1.6 years in 2018. For
DF80-89 disorders, there was a statistically significant sex difference in median
referral age only in 2018 (girls 13.5 years vs. boys 10.1 years, p<0.001).
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Table 3: Temporal changes in age and sex distribution for the four most common

referral diagnoses to outpatient CAMHS (Study I)
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4.3. SYMPTOM DURATION PRIOR TO REFERRAL TO CAMHS

More than half (54.1%) of the children referred to CAMHS in Study I+l had
parentally recognized mental health problems for more than five years prior to their
current referral to CAMHS (Table 4), and only 10.1% were referred within the first
year of the parent recognizing the child’s symptoms.

Of the 30.4% (n=76) referrals in Study Il who had previously been assessed for a
mental disorder (Table 2), 81.6 % (n= 62) had previously been assessed by the study
center. Delay in time-to-referral depicted in Figure 6 was calculated as the time from
first parental recognition of the child’s mental health problem until first ever
registered referral to the study center. Neurodevelopmental disorders had the earliest
median age of parentally recognized mental health problems (ASD 3.4 years (IQR
1.0-7.0), ADHD/ADD 4.0 years (IQR 2.0-6.0)) with symptoms of emotional disorders
emerging later in childhood. Compared to children referred for emotional disorders,
children referred for neurodevelopmental disorders had a statistical significantly
longer delay in time-to-referral to CAMHS (2.8 years (IQR 1.0-6.5) vs. 6.0 years (IQR
3.4-8.5), p<0.00.1). There was no statistically significant sex difference in reported
age of onset of symptoms (p=0.99) or delay in time-to-referral (p=0.27) for
neurodevelopmental disorders. However, parents reported significantly earlier onset
of symptoms (5.0 years (IQR 03.0-10.1) vs. 12.3 years (IQR 8.0-13.8 years), p<0.001)
and longer delays in time-to-referral (6.8 years (IQR 2.4-8.1) vs. 2.2 years (IQR 0.6-
4.6 years) p=0.002) for boys referred for emotional disorders compared to girls.
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Figure 6: Age-of-onset of mental health problems and delay in time-to-referral to

CAMHS (Study 1)
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4.4. HELP-SEEKING PATHWAYS FOR CHILDREN WITH MENTAL
DISORDERS

The most common first help-seeking contact was educational services (57.5%), but
this differed according to symptom duration. Healthcare services were the most
common (40.0%) first help-seeking contact for children referred within the first year
of onset of symptoms, whereas only 15.9% of children with mental health symptoms
for more than five years initially sought help from healthcare services (Table 4). There
was also an association between primary referral reason and first help-seeking contact,
with more children referred for neurodevelopmental disorders having educational
services as their first help-seeking contact, compared to children referred for
emotional disorders (67.2% vs. 44.8%, p=0.03) (Table 4).

Symptom duration was associated with referral source with more children with shorter
symptom duration referred by healthcare services (84.0% (<1 year) vs. 60.2% (1-5
years) vs. 48.9% (>5 years), p<0.001) and fewer referred by educational services (<16
% (<1 year) vs. 28.4% (1-5 years) vs. 42.9% (>5 years), p=0.001) (Table 4).

The majority of families in Study Il had been in contact with educational services
(94.0% primary, 73.6% specialized), primary healthcare services (81.2%), and social
services (56.4% primary, 59.6% specialized) in the two years prior to referral. As seen
in Table 4, there were some associations between symptom duration and help-seeking
pathways. Longer symptom duration was associated with a higher proportion of
families being in contact with specialized educational services (p<0.001) and with
social services (p=0.04 for primary and p=0.05 for specialized). Shorter symptom
duration was associated with a higher proportion of families being in contact with
non-specialized healthcare (p=0.004) and non-specialized MHS (p=0.002) before
referral.
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Help-seeking contacts also differed according to primary referral diagnosis (Table 5).
Fewer children referred for a neurodevelopmental disorder had contact with primary
healthcare (p<0.001), and primary and specialized MHS (p=0.001) prior to referral
compared to the group referred for an emotional disorder. However, more children
referred for a developmental disorder had contact with specialized educational
services in the two years prior to referral (p<0.001).

The results from the systematic review of the content of referral letters in Study IV
(Table 6) cannot be compared directly to the results from the Children’s Services
Interview in Study I, but they also show significant differences in descriptions of
previous support and interventions in the referral letters associated with primary
referral diagnoses. Psychosocial interventions aimed at the child were much more
frequently described in referrals for emotional disorders (41.2% for affective disorders
and 42.0% for anxiety disorder) compared to referrals for neurodevelopmental
disorders (18.6% for ASD and 16.9% for ADHD). In contrast description of contact
with educational psychologists, part time support teacher in class or enroliment in full
time special needs educational programs (specialized educational services) were much
more common in referrals for neurodevelopmental disorders than in referrals for
emotional disorders. More than one in five (22.7% ASD, 22.0% ADHD/ADD) of
referrals for neurodevelopmental disorders mentioned the child being in full time
special needs educational programs compared to 12.3% for referrals for anxiety
disorders and 7.1% of referrals for affective disorders.
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Table 5: Help-seeking pathways’ association with referral reason (Study II)

Neurodevelopmental Emotional disorders P-value
Disorders
N % N %
140° 67°

Sociodemographic characteristics
Age, median (IQR) 11.3  (9.0-14.0) 146 (13.1-16.6)  <0.001
Sex 112 (80.0) 14 (20.9%) <0.001
Psychiatric history
Referred child previously assessed 39  (27.9) 17  (25.4) 0.74
by CAMHS
Parent reported SDQ score N=134° N=66°
(above the norm)
Emotional problem 86 (64.2) 51 (77.3) 0.06
Conduct problem 91 (67.9) 27 (40.9) <0.001
Hyperactivity 98 (73.1) 22 (33.3) <0.001
Social problem 110 (82.1) 54 (81.8) 0.96
Pro social (below the norm) 60 (44.8) 20 (30.3) 0.02
Total problem 122 (91.0) 53 (80.3) 0.04
SDQ impairment 119 (88.8) 53 (80.3) 0.13
Help-seeking pathways
First contact N=137¢ N=67
Educational services 92 (67.2) 30 (44.8) 0.03
Healthcare services 16 (11.7) 23 (34.3) 0.03
Social services and MHS 9 (6.6) 6 (9.0) 0.37
Other 20 (14.6) 8 (11.9) 0.96
Contacts in the previous 2 years N=140 N=67
Number of sectors contacted 28 (0.9 3.1 (0.9 0.01
(mean, SD)
Number of sectors the family 20 (0.8) 18 (1.2 0.19
received specialized services from,
mean (SD)
Educational services
Primary 135  (96.4) 62 (92.5) 0.30
Specialized 118 (84.3) 38 (56.7) <0.001
Healthcare services
Primary 98 (70.0) 67 (100.0) <0.001
Specialized 31 (22.1) 9 (13.4) 0.19
Mental Healthcare Services (MHS)
Primary 6 (4.3 14 (20.9) <0.01
Specialized 43 (30.7) 37 (55.2) <0.01
Social services
Primary 81 (57.9) 32 (47.8) 0.18
Specialized 87 (62.1) 33 (49.3) 0.10
Referral N=140 N=67
Referral source
- Healthcare Services 55 (39.3) 60 (89.6) <0.001
- Educational Services 68 (48.6) <4 (<6.0) <0.001
- MHS or Social services 17 (12.1) <4 (<6.0) 0.22

#The 9 participants with both neurodevelopmental- and emotional disorder as referral reason are not
included in this analysis. "SDQ data missing for 7 participants. °3 missing, due to informant not knowing
the child at the time of first help-seeking contact (children placed in care).

53



PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

ferral

Imary re

Content of referral letters for the four most common pr

Table 6

diagnoses (Study V)

suelidllalp pue s10)isiA yyjesy ‘sysidessyy ysaads sidessyy euojednano ‘sidesayjoishyd papnipul sjeuoissajold yyeay pal||y,

(827) w1 €7 6 (6T) v {ooz) 15 SUONEespI [EPPINS pUe WleY-f|8s -

(Ts) o9t (1) 6t (s8) 8T (z1r) SOt suoneapl [epRIng - -

(6% st (Tg) 12 (e€) ¢ (82) ot Wuey-as -
SUol1eap! |epIRINS pUe Wiey-§3as

(£€) et (0or) Tr (1) sv (ee1) ve [esnyai jooyas s19jdwo)y -

(7'€T) 89 (£11) 8F (521) 1€ (081) ov shep awos uo adussqyY -

(Tz7) set (c07) €8 (87) 9 (ty) T swajqoud Jwapesy -
Sujjooyas uo oedw)

(Tg9) TeE (£789) 182 (Ts1) €€ (er) 1T Sunseyeapufoy -

(e7) ¢g (o7) 1€ (781) 6€ (Svr) /€ [9A8 Jlwspedy -
|eAs| aniuod jo uondussag

(597) GET (#'9z) 80T (6'527) ss (e41) vy Jo10p [eAP3N -

(€¥T) €L (£€0) 16 (€€) £ (01) v ¢S|euoissajold yajeay pallly -
a1edyyeay

(s€) st [tardIc (87) 9 (07) s swaied pue pjiyd sy yroq ioy - -

(To1) 8 (£11) 8K (v) ot (s6) vT swesedsypioy -

(679T) 98 (981) 9L (ozv) 68 (z1r) SOt Py sy iogy -
|e1posoyahsy

(0zz) it (£27) €6 (ez1) 9T (T7) 81 uoneanpa spaau jeads swn |n4 - -

(zzr) w9 (£'T1T) 8 (ev) 6 (915) 5 ssep ul Jayoeal Loddns awn ueg -

(sov) 90z (ezv) €61 (e61) Tr (vr) /€ panjonut1siojoyphsd jeuoneonpy - -

(69) <t (re) e (0g) /1 (€9) o1 Jaypean wolj uonusne eNxy -
|ooyas uj
(8'68) 15¥ (Tv6)  S8€ (0s4) 65T (8729) €/1 (a4e0y1jEaY pUE [RPOSOYDAS ‘|O0YIS) pauIqUIo)
suopuaniajulfuioddns snoinaig

(%647) 605 (rze) e0v (o11) TIE (ov1) ssz
% N % N % N % N
aav/aHay asy Japlosip Aapxuy 1apios|p sAndayy

54



CHAPTER 4. RESULTS

4.5. SYMPTOM SEVERITY AT THE TIME OF REFERRAL TO
CAMHS

Parent reported SDQ scores at the time of referral were collected in Study 11/111 and
Study V. In total, parent reported SDQ scores were available for 402 children referred
to CAMHS. At the time of referral to CAMHS 86.2% (n=270) scored above the norm
for total difficulties score and 87.6% (n=352) scored above the norm for the impact
score.

As seen in Table 4, there was an association in Study Il between symptom duration
and parent reported SDQ scores, for several factor scores as well as for the total
difficulties score and impact score. Longer symptom duration was associated with
higher SDQ total difficulties scores with 62.5% (<1 years) vs. 86.9% (1-5 years) vs
90.8% (>5 years), p=0.003, scoring above the norm as well as a higher proportion
scoring above the norm for impact 70.8% (<1 year) vs. 84.5% (1-5 years) vs. 90.0%
(<5 years), p=0.04).

4.6. BARRIERS TO ACCESSING SERVICES FOR CHILD MENTAL
HEALTH PROBLEMS

In Study III “reluctance to ask for help from professionals” was reported by 41.0%
(n=100) of all participating parents. Prominent themes in the thematic analysis
relating to this question were difficulties differentiating mental health problems from
normal developmental problems and parents needing time to accept that they needed
professional help for their child. Some parents expressed that the need to ask
professionals for help, made them feel like they had failed as parents.

55



PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Figure 7: Percentage of parents reporting barriers to help-seeking for their child’s

mental health problems (Study I11)
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Figure 7 shows the percentage of parents who endorsed specific barriers related to
their own worries as well as barriers related to services and cooperation with
professionals.

A fifth of the participating parents endorsed the barriers “worried about the child
having a record” (n=54, 22.1%) and “worried about what others think if they seek
help” (n=49, 20.2%). These concerns were based on worries about the child being
labelled and subsequent stigmatization and negative consequences of this
stigmatization. Parents also worried that others would judge their parenting skills if
they sought professional help.

The most commonly endorsed barrier was “lack of information about where to seek
help” (n=147, 60.3%). Parents felt it required a lot of resources from them to navigate
the system to find the appropriate help and support. They missed information about
who to contact to access help and what their rights were and often felt that services
“passed the ball around”.

Two barriers related to cooperation with professionals were also reported by the
majority of parents namely “professionals do not listen” (n=146, 59.8%) and
“professionals refuse to initiate intervention/provide referral” (n=131, 53.7%). Both
barriers were reported across service sectors and different groups of professionals.
Many parents specified that they felt blamed by professionals for their child’s mental
health problems and parents often felt like their observations were less valued than
observations made by professionals.

Just under half of the interviewed parents reported “lack of communication between
services” and “services unavailable” as barriers to accessing services. With regards to
lack of communication, one challenge was information getting lost in transition
between services. Many parents also reported that a large overturn of professionals
involved in their child’s case was a barrier, due to insufficient hand-over. There were
also challenges related to professionals not having access to information collected by
other services (i.e. GPs not having access to information from social services or
educational services), leaving the parents with the responsibility of being carriers of
information between different services. Unavailability of services was due to long
waiting times for some services as well as lack of flexibility from services. Parents
also reported access to some services being dependent on previous assessment by
CAMHS, but referrals to CAMHS often being rejected.
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CHAPTER 4. RESULTS

There was no association between the age of the referred child and parent perceived
barriers to help-seeking and only the barrier “worried about what others think if they
seek help” showed an association with referral reason with an adjusted OR 0.21
(95%CI 0.05-0.88) for emotional disorders compared to neurodevelopmental
disorders. As seen in Table 7 longer symptom duration prior to referral was associated
with an increased risk of reporting several barriers (worried about the child being
removed, lack of information about where to seek help and bad previous experience
with professionals). Parent rated SDQ impact score above the norm was associated
with an increased risk of reporting “worried about what others think if they seek help”,
“worried about confidentiality”, “no one can help”, “professionals do not listen” and
“lack of communication between services” (Table 7).

4.7. FACTORS ASSOCIATED WITH REJECTION OF REFERRALS
FROM CAMHS

Rejection rates from the study center varied over time. In 2005, 19.4% of all referrals
were rejected, compared to 33.9% in 2010 and 24.0% in 2018 (Table 2).

Table 8 shows factors associated with rejection of referrals from CAMHS. Referrals
for children placed in care were more likely to be rejected by CAMHS compared to
referrals for children living at home (Adj. OR 2.54, 95%CI 1.61-4.00) and referrals
from GPs had a 3.29 (95%CI 2.35-4.61) increased risk of being rejected. Several
factors were associated with a decreased risk of rejection of referrals by CAMHS.
Compared to first time referrals, children who had previously been assessed for a
mental disorder had a decreased risk of having their referral rejected (Adj. OR 0.71,
95%CI 0.52-0.98). Being referred by an educational psychologist was also associated
with decreased risk of rejection (Adj.0.30, 95%CI 0.21-0.45) as were several primary
referral diagnoses. With regards to previous support/interventions described in the
referral letter, only part time support teacher (Adj. OR 0.53, 95%CI 0.30-0.95), and
healthcare interventions (Adj. OR 0.60, 95%CI 0.37-0.99 for allied health
professionals and Adj. OR 0.41, 95%CI 0.18-0.89 for medical doctor) were associated
with decreased risk of rejection. Lastly descriptions of previous psychological testing
of cognitive level in the referral letter was associated with decreased risk of rejection
by CAMHS (Adj. OR 0.34, 95%CI 0.23-0.50).
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Table 8: Logistic regression model: Factors associated with rejection of referrals by
CAMHS (Study IV)- continued next page

Rejected (unadjusted) Rejected (adjusted)*
OR 95%ClI Adj. OR 95%ClI
Living situation
Lives with parent(s) Reference Reference
Placed in foster care or residential home 2.24 (1.56-3.21) 2.54 (1.61-4.00)
Previous contact for mental health
problems
First time referral Reference Reference
Previously rejected 1.12 (0.81-1.57) 1.23 (0.85-1.78)
Previously assessed 0.74 (0.57-0.96) 0.71 (0.52-0.98)
Referral source
General practitioner 3.35 (2.65-4.24) 3.29 (2.35-4.61)
Other medical doctor 0.67 (0.45-0.99) 0.64 (0.40-1.02)
Educational psychologists 0.26 (0.20-0.35) 0.30 (0.21-0.45)
Social worker 0.86 (0.54-1.39) 0.81 (0.48-1.38)
Primary referral diagnosis
Affective disorder 0.54 (0.38-0.77) 0.37 (0.25-0.55)
Anxiety disorder 1.29 (0.94-1.76)  1.00 (0.70-1.45)
Reactions to severe stress and adjustment 0.28 (0.14-0.57) 0.23 (0.11-0.46)
disorder
Eating disorder 0.84 (0.50-1.39) 0.52 (0.30-0.90)
Autism spectrum disorder 0.41 (0.31-0.56) 0.54 (0.38-0.76)
ADHD/ADD 0.93 (0.73-1.18) 1.18 (0.90-1.55)
Other 2.12 (1.52-2.94) 1.76 (1.22-2.54)
Previous support/interventions
In school
No support Reference Reference
Extra attention from teacher 0.66 (0.41-1.04) 1.18 (0.65-2.15)
Educational psychologist involved 0.53 (0.41-0.68) 0.96 (0.68-1.36)
Part time support teacher in class 0.32 (0.20-0.54) 0.53 (0.30-0.95)
Full time special needs education program 0.50 (0.36-0.68) 0.86 (0.56-1.30)
Psychosocial
No interventions Reference Reference
For the child 0.61 (0.47-0.80) 0.83 (0.61-1.13)
For the family/parents 0.69 (0.48-0.99) 0.98 (0.65-1.49)
For both the child and the family/parents 0.79 (0.41-1.53) 1.56 (0.75-3.22)
Healthcare
No support Reference Reference
Allied health professionals 0.48 (0.30-0.77) 0.60 (0.37-0.99)
Medical doctor 0.67 (0.51-0.89) 0.41 (0.18-0.89)

Allied health professionals + medical doctor ~ 0.31 (0.15-0.67) 0.70 (0.51-0.95)
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Description of cognitive level of functioning

None Reference Reference

Cognitive testing 0.31 (0.24-0.40) 0.34 (0.23-0.50)
Impact on schooling

No description Reference Reference

Academic problems 0.49 (0.35-0.69) 0.81 (0.55-1.18)
Absence on some days 0.72 (0.52-0.98) 0.90 (0.63-1.27)
Complete school refusal 0.55 (0.37-0.82) 0.85 (0.54-1.35)
Self-harm and suicidal ideations

No description Reference

Self-harm without suicidal ideations 1.04 (0.66-1.62) 0.83 (0.50-1.40)
Suicidal ideations 0.69 (0.49-0.98) 0.80 (0.54-1.19)

*Adjusted for age, sex, placement in care, previous contacts for mental health problems, referral source,
primary referral diagnosis, previous support/interventions, description of cognitive level, impact on

schooling and self-harm/suicidal ideations

Table 8: Logistic regression model: Factors associated with rejection of referrals by
CAMHS (Study IV)- continued from previous page

4.8. THE EFFECT OF THE DAWBA ON REFERRAL DECISIONS

In Study V the effect on referral decisions by CAMHS of the DAWBA as an adjunct
to referral letters was tested in a randomized feasibility trial. At baseline the DAWBA
group differed from the SDQ group only with regards to fewer children being placed
in care (<% vs. 11.8%, p=0.03) and statistically significantly fewer having “other” as
their primary referral reason (6.0% vs. 17.1%, p=0.04). Most participating parents in
the DAWBA group, completed the entire DAWBA interview (90.5%, n=76) whereas
only 65.4% (n=40) of participating children>11 years completed the entire DAWBA
interview.

Study V found that almost all (95.9%, n=118) of children referred to CAMHS fulfilled
the diagnostic criteria for a mental disorder and 79.7% (n=98) fulfilled criteria for two
or more disorders based on the KSADS-COMP interview. This finding was true both
for children accepted and rejected by CAMHS. When comparing primary referral
diagnosis with KSADS-COMP diagnoses 88.2% of children referred for a
neurodevelopmental disorder and 82.9% of children referred for an emotional disorder
fulfilled criteria for a matching disorder on the KSADS-COMP.

Combining mental disorder with report of high impact on functioning on the SDQ as
ameasure for clinical need of assessment, 82.1% of the referred children had a clinical
need. The proportion of referrals with one or more mental disorders and high impact
did not differ when analyzed by referral source (83.1% for referrals from GPs vs.
80.4% for referrals from other sources, p=0.71)) or by placement in care (77.8% for
children placed in care vs. 82.5% for children living at home, p=0.66).
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Rejection rates in the DAWBA group were lower than in the SDQ group (21.2% vs.
32.9%, p=0.11) but the difference was not statistically significant. For referrals from
GPs specifically there was also no statistically significant difference in rejection rates
between the two groups (46.7% (SDQ) vs. 28.3% (DAWBA), p=0.09).

Table 9: Sensitivity, specificity, PPV and NPV for CAMHS referral decisions with
and without the DAWBA (Study V)

Full sample Referred from Other referral
GP source

SsbDQ DAWBA  SDQ DAWBA SDQ DAWBA
N=58 N=65 N=35 N=42 N=23 N=23

Sensitivity 0.63 0.83 0.53 0.76 0.78 0.95
Specificity* 0.30 0.42 0.50 0.50 - 014
Positive predictive 0.81 0.86 0.89 0.87 0.74 0.86
value

Negative predictive 0.14 0.36 0.18 0.33 - 0.50
value*

*Specificity and negative predictive value could not be calculated for referrals from other referral sources

As seen in Table 9 sensitivity for referral decisions by CAMHS showed that in the
SDQ group only 63% of those with a clinical need for assessment were accepted
compared to 83% in the DAWBA group. When analyzing the result by referral source
there were higher sensitivity for the referral decision regardless of referral source in
the group randomized to the DAWBA. However, sensitivity for both groups was
lower for referrals from GPs compared to referrals from other sources. Specificity of
the referral decision was also higher in the DAWBA group compared to the SDQ
group, but overall specificity for the referral decision was lower than the sensitivity.
PPV for the referral decision was generally high and only marginally higher in the
group randomized to the DAWBA. However, for the NPV there were higher values
in the DAWBA group than the SDQ group and results indicate that this was mainly
due to higher NPV for referrals from GPs when the DAWBA was used as an adjunct
to standard referral letters.
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In order to efficiently plan service provision and tailor child mental health policies to
the needs of children with mental health problems there is a need for current
knowledge of which children are seen by CAMHS. User involvement in service
planning and development has been a focus point in health policies for years'**13! and
when investigating pathways to care to CAMHS it is highly relevant to include
perspectives of parents, as they are the main gateway providers for children with
mental health problems3*. Parents are in a unique position to offer insight and valuable
perspectives relevant to child mental health service planning, due to their experiences
with seeking help for their child’s mental health needs**2.

The aim of this thesis was to provide current knowledge on referral patterns to
outpatient CAMHS and pathways to care including parental perspectives on barriers
to timely access to appropriate services with the aim of providing data to inform future
child mental health policies. Child mental health services are multi-agency
collaborations involving several service sectors. This reflects the complex needs of
families with a child suffering from mental health problems**3. One cannot investigate
service use for CAMHS without considering the organizational context that CAMHS
is a part of. The main findings from this PhD project are discussed with this idea in
mind. At the end of this chapter, the strengths and limitations of the PhD project are
addressed.

5.1. REFERRAL PATTERNS TO OUTPATIENT CAMHS
5.1.1. REFERRAL RATES

Increasing referral rates to outpatient CAMHS have been found across high-income
countries in the last decades® sparking public debate about the need for preventative
initiatives to halt the deteriorating of children’s overall mental health>*+1%, What is
often neglected in this discussion is the fact that less than a third of children with
mental disorders in Europe are in contact with specialized services'?. There is also
evidence of poor provision of evidence-based treatment for childhood mental
disorders®8:135,

In 2005 only 0.4% of children aged 0-17 years in the catchment area for the study
center were referred to assessment by CAMHS!® and the percentage across all
hospital based CAMHS in Denmark was 0.6%°. The increase in referral rates from
2005-2018 corresponds to 1.7% of children in the catchment area being referred in
2018, and with almost a quarter (24.0%) being rejected, 1.3% were seen for
assessment by the study center in 2018. In a report from 2001, the Danish Health
Board estimated that 1-2% of children under 18 would require referral to CAMHS%,
The same report also concluded that there were no epidemiological data at the time to
base the estimates of how many children would require referral to CAMHS on®3,
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Following this report, two Danish epidemiological studies in representative
population samples have reported prevalence rates for mental disorders in 5-7 year-
olds of 5.7%°% and of 11.8%"* in 8-9 year-olds. The meta-analysis of world-wide
prevalence by Polanczyk et al. from 2015 reported a prevalence of 13.4% for children
and adolescents? and epidemiological data from the UK from 2017 found a prevalence
of 12.8% for 5-19 year-olds?*.

Evidence does not suggest that the current number of children in contact with CAMHS
exceeds the number of children with a need for contact with specialty mental health
services?'?, It is possible that the current referral rates do not reflect an increase in
prevalence of childhood mental disorders. They might instead indicate a closing of an
existing treatment gap. This could at least partly be explained by a combination of
increased public awareness of child mental health problems and an increase in the
capacity of CAMHS5:1326.28,

When investigating changes in referral patterns to CAMHS it is not only relevant to
look at the absolute number of referrals, but also to look at changes in referral patterns.

5.1.2. CHANGES IN REFERRAL PATTERNS

For affective and anxiety disorders there was a decrease in proportion of referrals from
2005-2010 followed by an increase from 2010-2018. For DF80-89 and DF90-98
disorder the opposite was true, with an increase from 2005-2010 followed by a
decrease in proportion of referrals from 2010-2018.

Temporal changes in the diagnostic distribution among children referred to CAMHS
may be reflective of changes in diagnostic practice'®®*3 or changes in the prevalence
of childhood mental disorders in the background population. They might also be a
result of changing priorities in different sectors and new mental health policies
influencing which children are prioritized in referral to specialized services?. ICD-10
has been used in Denmark since 19943 so any changes in diagnostic practice between
2005-2018 is not a result of changes in diagnostic criteria, but there might have been
changes in how the diagnostic criteria are interpreted. To examine for temporal
changes in prevalence it is necessary to compare representative population samples
using equivalent assessments of mental disorders or symptoms over sufficiently long
time periods®4. In addition, the instruments used for assessment must be applied in
the same way across the different timepoints. Two recent systematic reviews by Bor
et al (2014) and Collishaw (2015) have investigated whether there have in fact been
changes in prevalence of childhood mental disorders®!4. Following these two reviews
NHS digital also published updated data on prevalence and trends in childhood mental
disorders from the UK in 2018%*. Bor et al. did not find any evidence of increasing
prevalence of mental health problems in children or of externalizing mental health
problems in adolescents, but did find evidence of increasing prevalence of
internalizing symptoms in adolescents, particularly for girls*. This finding was
supported by Collishaw and recent data from NHS digital>?*. Thus, the increase in
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referral rates for affective and anxiety disorders found in Study I, might in part be
explained by an increase in prevalence, but this cannot fully explain this change.

Although changes in diagnostic practice or increasing prevalence of childhood mental
disorders might in part explain the temporal changes in referral patterns to CAMHS,
changes in public awareness and priorities are probably also a contributing factor.
Previous studies investigating changes in referral pattern have found an association
between increased media attention and increases in referrals for specific disorders like
ADHD? and depression'®°, A systematic search of all major daily newspapers in
Denmark using the national database www.infomedia.dk for articles on specific
childhood mental disorders and childhood mental disorder in general showed a 2.2
times increase in published news articles on childhood mental disorders from 2005-
2018. In 2005 almost half (48.7%) of the published articles on specific childhood
mental disorders were on ASD, in 2010 ADHD was the most frequently referenced
disorder (43.6%) and in 2018 it was anxiety disorders (45.1%) illustrating that the
public attention shifts among specific disorders. However, it is not possible to
conclude whether increased media attention is a result of improvements in public
knowledge or if the media attention itself is a contributing factor in creating an
increased public focus. If parents and professionals working with children become
increasingly aware of symptoms of a specific disorder, then that might affect referral
rates for the specific disorder. This might also apply to gender differences for specific
disorders. Although some studies in clinical samples from the Nordic countries have
found increasing proportion of girls diagnosed with neurodevelopmental disorders
over time?2-141 which is in line with the findings from Study | of increasing
proportion of girls among referrals for neurodevelopmental disorders, this finding was
not replicated in the worldwide review by Fombonne et al. from 2021%. Previous
research has pointed to these disorders being underdiagnosed in girls'*?, and that the
increase in referrals might reflect an increased public awareness leading to increased
recognition in girls**2143, but Fombonne et al. also did not find support for the
hypothesis of underdiagnosis in girls in their recent review?. Public awareness of new
treatment options for specific disorders might also affect referral patterns?6:14,

Changes in child mental health policies between 2005-2018 most likely also
influenced referral patterns. In 2008 the Danish Health Board reported that waiting
times to CAMHS had been steadily rising in the last decade!*. Long waiting times
might deter some professionals from referring children to CAMHS. In 2014 an
assessment guarantee was introduced in Denmark for CAMHS*® giving patients the
right to be assessed within 60 days, if the referral was accepted and from 2015 the
assessment guarantee was lowered to 30 days. This new national policy has resulted
in a lowering of waiting time for CAMHS. In 2005 71.8% of accepted referrals to the
study center were seen within 60 days'*®, compared to 96% being seen within 30 days
in 2018%. Another policy change that most likely has influenced referral patterns to
CAMHS is the guideline from 2011 regarding pharmacological treatment of
childhood mental disorders, which specifies that assessment of indication and
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initiation of pharmacological treatment for all childhood mental disorders is a
specialist task'*®, thus all children that GPs suspect of having a need for
psychopharmacological treatment now have to be referred to CAMHS. In December
2017 the Danish National Health Board published disease management programs
for childhood mental disorders**#3147 which are currently in the process of being
implemented, but it is doubtful that they already had an effect on referral patterns to
CAMHS in 2018.

5.1.3. RE-REFERRALS

More than a third (37.6%) of referrals in 2018 had previously been assessed for a
mental disorder and an additional 9.1% had previously had a referral rejected by the
study center. A large proportion of re-referrals (44.0%) were for treatment of an
existing disorder, primarily pharmacological treatment of ADHD, but 25% of children
referred for assessment of new psychopathology had also previously been assessed.
The proportion of re-referral to CAMHS found in this research project is slightly
higher, but comparable to previous findings from the UK and Canada which found re-
referral rates of 30%°%21%8, Studies investigating in-patient CAMHS have found one-
year re-admission rates between 10 and 38%'°152, Whereas re-admission rates to
inpatient services is frequently used as an indicator of the quality of care!® less
attention has been awarded to investigating if re-referral rates to outpatient CAMHS
could reflect quality of services.

Most childhood mental disorders are either ongoing or have high recurrence rates®®,
There is also evidence of heterogeneity in childhood psychopathological
development?™® and co-morbidity rates are high for most childhood mental
disorders®®8, This could at least partly explain the high proportion of children in need
of re-assessment by CAMHS, but there might also be other explanations. When
assessing re-admission to inpatient services the time from discharge to re-admission
is often taken into consideration®®. This would probably also be relevant when
investigating re-referrals to outpatient services. Re-referral rates within a short
timeframe, such as within a year, might to a higher extent be reflective of the quality
of services than re-referrals years later. Quicker re-referrals may reflect deficiencies
in the initial assessment by CAMHS resulting in misdiagnosis, overlooked co-morbid
disorders or failure to realize the severity of the problems causing a need for re-
assessment. Re-referral within the first year could also be a result of insufficient
follow up by other services following contact with CAMHS. It is perhaps less likely
that re-referral years after initial contact with CAMHS reflect the quality of services
and these might better be explained by the developmental nature of childhood mental
disorders. However later re-referral could still be a result of the child not receiving
appropriate help and support from other services following assessment by CAMHS.
Currently there is not enough research within this field to determine what proportion
of re-referrals could potentially be prevented by improving the quality of service
provision.
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Based on this PhD project it is not possible to determine the intervals between re-
referrals. Reid et al. investigated time between service contacts with community
CAMHS and found a median duration between first and second service contact of
638.8 days (SD 377.6)*>* while another study found a median time to renewed contact
of 13 months'*8, For in-patient clinical populations demographic, clinical, family and
treatment characteristics have been found to predict re-admission®!, Fontanella found
that adolescents discharged to lower levels of care were more likely to be re-
admitted®®! and Yampolskaya et al. found that timing of services was crucial in
preventing re-admission?®2, The only existing study examining predictors of re-access
to out-patient CAMHS found that younger age at first contact, a medium level of care
from CAMHS, and high parental burden, was associated with higher odds of re-
access to CAMHS!8, These findings indicate that part of the high re-referral rate may
be explained by suboptimal service provision either by CAMHS or by services in
primary settings following initial CAMHS assessment.

5.2. HELP-SEEKING PRIOR TO REFERRAL TO CAMHS

When investigating referral patterns to CAMHS, it is also relevant to investigate the
help-seeking pathways leading to referral. For children with mental disorders it is
relevant to investigate not only if they encounter services but also which services and
the timing of service contacts.

5.2.1. HELP-SEEKING CONTACTS PRIOR TO REFERRAL

The findings from this clinical sample that families are in contact with multiple
services prior to referral to CAMHS is similar to findings from epidemiological
studies from the US and the UK35? as well as clinical samples from Canada®'%’. This
is also in line with the view that help-seeking for childhood mental disorders is not
linear®*%, The high rates of contacts with different service sectors in the help-seeking
process reflect the global impact mental disorders have on children and their families.
In the absence of a single coordinating entry point into child mental health services
this underscores the importance of good multi-agency collaboration to coordinate care
and prevent families from getting lost in transition between services.

Although the majority of families had educational services as their first help-seeking
contact in Study II, referrals to CAMHS came predominantly from GPs and
educational services only played a prominent part in referrals for neurodevelopmental
disorders. Help-seeking patterns might differ within and among countries as a result
of differences in the organization of child mental health services and policies.
Knowledge of primary help-seeking contacts and primary referral sources is relevant
when designing interventions with the purpose of improving early problem
recognition or improving the referral process to CAMHS, as these might need to be
targeted at different professionals/different services.

67



PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

There are several potential explanations for educational services playing a very small
role in referrals for emotional disorders. It may be that because emotional disorders
are less disruptive in the school setting, specialist educational services are less likely
to be involved in the care pathway. However, school absent, either partly or
completely, is described in a third of all referrals for affective disorders and anxiety
disorders, so emotional disorders do often have an impact on functioning in school.
Another potential explanation for this referral pattern in a Danish context may be that
CAMHS services are more focused on children with neurodevelopmental disorders
having a cognitive assessment prior to referral despite this recommendation also being
present in the disease management program for emotional disorders*. This may make
GPs more reluctant to refer children for neurodevelopmental disorders in anticipation
of the referral being rejected. It could also reflect parents’ preconceptions of where to
seek help for different symptoms. Emotional disorders are more common among
adults, than neurodevelopmental disorders, and for the adult populations GPs are the
gatekeeper to specialized mental health services and this might also lead parents to
more frequently consult a GP about referral to CAMHS for childhood emotional
disorders. However, educational services were still the most common first help-
seeking contact for families of children referred for emotional disorders. The findings
from Study Il highlight the key role educational services have in parents help-seeking
pathway, in line with the family network-based model for help-seeking and lends
support to an increased focus on testing and implementing evidence-based
interventions for childhood mental health problems in school settings.

5.2.2. DELAY IN TIME-TO-REFERRAL TO CAMHS

Study 1l showed substantial delays in time-to-referral for almost all primary referral
diagnoses, but most pronounced for children referred for neurodevelopmental
disorders who had a median delay in time-to-referral of 6 years and only 10.1% of the
referred children were referred to CAMHS within the first year of symptoms.
Interestingly the delay in time-to-referral was also very long (6.8 years) for boys
referred for emotional disorders who also had an earlier median onset of symptoms
(5.0 years) compared to girls. These results are in line with previous findings from
Canada and the Netherlands®*° who also found treatment delays to be most
pronounced for disorders with early onset of symptoms. There are several potential
explanations for this finding. As highlighted by the family network-based and the
Gateway provider model help-seeking for children is dependent upon mental health
literacy of key adults like parents and teachers®*. If key adults do not recognize the
child’s symptoms as a mental disorder or do not know how or where to seek help, then
that will lead to delays in accessing the right services. A review by Hurley et al. found
that despite improvements in mental health literacy at the population level the level
of parental mental health literacy continues to be inadequate®®. In Study 111 60% of
parents reported lack of information on where to seek help as a barrier to help-seeking
and there was an association between lack of information on help-seeking and
symptom duration prior to referral. In other studies up to 75% of parents have reported
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this barrier’2. This supports the notion that poor mental health literacy plays a role in
causing delays in time-to-referral to CAMHS. Studies have also found that teachers,
who are often the first help-seeking contact, have limited knowledge of mental
disorders and appropriate help-seeking®*%16%, Another challenge is that symptoms that
are present from a very early age might be perceived more as a personality trait of the
child than as symptoms of a mental disorder!6, This is in part supported by findings
from Study 111, where some parents reported that they had been reluctant to ask for
help, because they found it hard to differentiate normal development from mental
health problems. With 41% of parents in Study Il reporting that they had been
hesitant to seek help for their child for different reasons, part of the delay in time-to-
referral to CAMHS can most likely also be attributed to delays in parents actively
seeking help. Another potentially contributing factor is the stepped care approach in
child mental health care, which emphasizes that referral to CAMHS should generally
be preceded by interventions in primary settings (i.e. schools, social services or
primary healthcare) and should only take place if interventions in primary setting do
not yield satisfactory improvements in the child’s functioning®*3. Other barriers
encountered by parents in the help-seeking process might also contribute to the delay
in time-to-referral for children in need of CAMHS assessment.

5.2.3. BARRIERS TO HELP-SEEKING

Stigmatization of mental disorders continues to be a barrier to help-seeking’ and for
childhood mental disorders the parents also frequently experience stigmatization by
association®2163, One of the reasons that parents stated for their hesitation to seek help
in Study 111 was that needing professional help for their child made them feel like they
had failed as a parent. A fifth of the participating parents also worried about what
others would think if they sought professional help. This was both due to worries
about stigmatization of the child and stigmatization of the parents themselves.
Perceived negative attitudes by others is the most common parentally reported barrier
related to concerns about help-seeking®. Studies have also shown that there is a higher
degree of attribution of parental blame by the public for mental disorders compared
to physical disorders in children®*, especially for neurodevelopmental disorders®*,
Parents in Study Il also reported feeling blamed by professionals for their child’s
mental problems when asked about barriers related to cooperation with professionals.
Negative experiences with help-seeking, like feeling disrespected by professionals
have been shown to be negatively associated with future help-seeking intentions by
families'®. A previous study by Johnson et al. among professionals working in child
mental health services (social workers, psychologists and psychiatrist), reported that
one in five professionals agreed that the child’s mental problems could be attributed
to poor parenting and half of the participating professionals agreed to some extent that
the child’s problems could be attributed to the parent®®. Parental attribution of blame
was less frequently reported by professionals with higher level of training within child
mental health'®®. Johnson et al. also found that professionals who assigned
responsibility for the child mental health problems to deficient parenting were less
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likely to refer the child to services'®®. This was a barrier reported by more than half
the parents in Study Il1. Due to the design of this study, it is not possible to say if there
was any association between professionals refusing to provide services or refer a child
and attribution of parental responsibility for the child’s difficulties. However, if too
much focus is given to parenting skills as opposed to the child’s mental health
problems, then this could contribute to delays in accessing relevant services for the
child.

It has previously been reported that the majority of children in contact with CAMHS
also receive specialized services from other sectors'®” and this is in line with the
findings from Study I1. This highlights the need for integration of CAMHS with other
forms of specialized care'®’. Although multi-agency collaboration is generally
perceived as important and helpful by both professionals and parents® several of the
barriers reported by the participants in Study Il point to challenges with the multi-
agency nature of child mental health services in line with previous research%8, Even
when parents knew what services were available many found it difficult to navigate
the system and know whom to contact when. About half the parents also reported lack
of communication between services as a barrier and services being unavailable- both
barriers to successful multi-agency collaboration®®5%1%, |nadequate resourcing,
resulting in unavailability of services is the most commonly cited barrier for multi-
agency collaboration®. Perceived unwillingness from professionals to refer the child
to other services could also be a result of lack of resources. It could also stem from
legislation and practices within the different service sectors not always being
aligned*™ which can be an obstacle for professionals referring a child to specific
services. For multi-agency collaboration to work well, it is important for all services
involved in the care pathway of a child to possess adequate resources and
competencies to provide relevant services within their field and to know when and
how to refer a child on to more specialized services. Research has highlighted the
importance of good interagency communication and mutual understanding between
professionals to succeed with stepped-care multiagency collaboration®®. Joint
training in child mental health for all professionals working within services could
contribute to a better understanding between professionals®®7°. Cooper et al. also
suggest that co-location of services and a named link person for families involved
with multiple services could improve multi-agency child mental health services for
the families using these services®.

Based on the results from Study I11 the delay in time-to-referral could be a result of a
cumulative delay across all steps of the help-seeking process (problem recognition,
deciding to seek help, selecting where to seek help and accessing care) and
interventions to minimize the delay could be aimed at all four steps. In relation to the
Gateway Provider Model®*, the findings from Study 111 points to barriers related both
to structural characteristics and gateway provider knowledge and perception both with
regards to the parents as the primary gateway providers and with regards to
professionals in the primary sector acting as gateway providers.
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5.3. REFERRAL DECISION PROCESS

Uncertainty about referral criteria’”* and high rejection rates® for CAMHS represent
another challenge for multi-agency child mental health services as they may deter
parents and professionals from referral to CAMHS.

5.3.1. FACTORS ASSOCIATED WITH REJECTION BY CAMHS

In Study 1V only three factors were found to be associated with increased risk of a
referral being rejected- 1) being placed in care, 2) having “other” as the primary
referral diagnosis and 3) being referred by a GP.

Children placed in care have been found to have almost a four-fold higher prevalence
of mental disorders compared to the background population®2, A study from
Denmark found that half of children placed in care reported mental health problems
compared to less than five percent of children not in contact with social services”. In
their systematic review Kéariala and Heikki found that as young adults children
placed in care had an increased risk of mental health problems, suicidal behavior and
higher mortality compared to the general population 4. This finding emphasized the
need to detect and treat mental disorders in this high-risk group. In Denmark only
around 1% of children are placed in care'”, but in the systematic review of referrals
in Study 1, they accounted for 8.2% of all referrals. This is in line with previous
findings that more children placed in care are in contact with CAMHS compared to
the background population”®. However, previous research has also shown that a high
proportion of children with impairing mental disorders who are placed in care are not
in contact with CAMHS73178, In the relatively small study sample in Study V, there
were no statistically significant differences in the proportion of referred children
places outside the home who fulfilled the criteria for clinical need of assessment by
CAMHS compared to children living at home that could explain the higher rejection
rate.

The reason that “other” as a primary referral diagnosis was associated with higher
rejection rate, could potentially be explained by some of the referral diagnoses
included in this category not having a treatment offer within CAMHS in Denmark.
While there is no question that children with psychotic experiences are within the
target group for CAMHS, attachment disorder and conduct disorder, are typically
treated within educational and social services.

The finding that referrals from GPs have a 3 times higher risk of being rejected by
CAMHS is in line with previous findings from the UK by Hinrichs et al.®2. This
finding is relevant, because GPs are responsible for most of referrals to CAMHS. The
high rejection rates by CAMHS and lack of clarity about the multi-agency
organization of child mental health services cause frustration for GPs®. Lack of skills,
knowledge, tools, time and resources have been identified as barriers for GPs in the
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referral process to CAMHS®* and GPs have expressed a wish for more feedback on
referrals from CAMHS®*. The high rejection rates for referrals from GPs could be due
to several issues. GPs might refer children before interventions have been attempted
in primary settings in accordance with the stepped care policies***¢. GPs are placed
on Step 1 in the Danish graduated care model (Figure 2) for child mental health
services, as opposed to all other referral sources (educational psychologist, case
worker from social services and medical doctors in secondary healthcare services)
who are placed on Step 2. Hence all referrals from other sources than GPs indicate
previous Step 2 interventions and might therefore be more likely to be accepted by
CAMHS in accordance with existing policies. Other issues contributing to the higher
rejection rates could be that referrals from GPs do not include sufficient information
about the child’s symptoms and impairment or that GPs refer children not fulfilling
the established criteria of moderate-to-severe mental disorders®. Although based on
a small study sample, the findings in Study V do not support that GPs refer a higher
proportion of children who do not have a clinical need for assessment by CAMHS.
The results from Study V do however give an indication that insufficient information
in referral letters is part of the explanation for the increased risk of referrals from GPs
being rejected. If this is the case, then interventions aimed at increasing the quality of
information in referrals should lead to a decrease in rejection rates for referrals from
GPs.

5.3.2 APPROPRIATENESS OF REFERRALS TO CAMHS

Generally, the literature pertaining to issues regarding referrals and rejection rates
from specialized healthcare services tend to focus on appropriateness of referrals®
and not on potential inappropriateness of decisions to reject referrals by specialist
services. This is relevant because, despite research documenting a high level of
agreement between GPs and specialists on the content of referral letters*’, a recent
Norwegian survey regarding adults with mental disorders found that there was a lack
of shared understanding among two thirds of GPs and specialists regarding which
patients should be accepted by specialist mental health services'’®. Appropriateness
of referrals is generally assessed by the three dimensions 1) necessity or clinical need,
2) correct destination of referrals and 3) quality of the referral*”®. Discussion of
appropriateness of referrals is complicated by several factors. There is no clear
definition of when referral to CAMHS is needed'® and the definition of need is
politically influenced by how many resources society allocates to child mental health
services and how these resources are allocated. The concept of clinical need is a
complex concept of overlapping constructs including symptoms, disease burden,
treatment effectiveness, user perspectives and factors related to the overall healthcare
system?®8%-182 Also there is not sufficient evidence on what the appropriate referral rate
should be!®, Another issue regarding appropriateness of referrals pertains to
timeliness. In this regard, rejection of referrals for children with a clinical need for
assessment by CAMHS due to poor quality of referral letters could further contribute
to delays in accessing appropriate evidence-based assessment and treatment. The
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complex nature of assessing appropriateness of referrals might to some extent explain
the scarcity of studies investigating interventions aimed at improving the referral
process.

5.4. INTERVENTIONS TO IMPROVE THE QUALITY OF
REFERRALS TO CAMHS

A Cochrane review examining interventions to improve outpatient referrals to
specialist care found that although there is substantial evidence to indicate that the
referral process can be improved there is a limited number of studies that have tested
interventions to improve appropriateness of outpatient referrals™. Several of these
interventions only focused on the effect of interventions on the quantity of referrals
and not on the quality. The only interventions found to lower referral rates from
primary care settings were active local educational interventions involving specialists
and structured referral sheets™. Within CAMHS specifically there are very limited
numbers of studies investigating interventions to improve the quality of referrals®.
Two small studies have investigated the effect of joint consultation between GPs and
either a primary care mental health worker® or a CAMHS specialist® and they both
report that joint consultation resulted in fewer and more adequate referrals.

The intervention with the DAWBA as an adjunct to standard referral letters did not
aim at evaluating if the use of the DAWBA would result in fewer referrals but rather
if it led to more accurate referral decisions regarding clinical need for assessment
being made by CAMHS. In this way it differs from previous studies in the field and
to the PhD candidate’s knowledge no previous study on improvement of referrals to
CAMHS has included a measure of clinical need as a guide for correct referral
decisions. The results from Study V indicate that the use of the DAWBA as an adjunct
to referral letters mainly leads to fewer children with a clinical need for assessment
being rejected, without leading to an increase in the proportion of accepted referrals
for children without a clinical need. Thus, the DAWBA could be a useful tool in
helping to judge which children should be assessed by CAMHS. However, the
reference standard in Study V did not account for the second dimension of
appropriateness of referrals since a measure of correct destination was not included in
the reference standard. This most likely explains why specificity and NPV of the
referral decision measured against the reference standard remained relatively low
despite being higher in the DAWBA group compared to the SDQ group. Some
children might have an impairing mental disorder, without CAMHS being the most
appropriate specialized service to refer to. The DAWBA could potentially also aid in
making the decision of appropriate destination for a referral in addition to aiding in
assuring the appropriate quality. For the DAWBA to aid with appropriateness of both
destination and quality, it would need to be applied earlier in the referral process, prior
to a GP (or another referral source) deciding whether to refer a child to CAMHS. If
GPs had the opportunity to ask the family of a child consulting on mental health
problems to fill out the DAWBA and have it rated by a CAMHS specialist, then the
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clinical DAWBA rating could help guide the GP on how to proceed. In case a referral
is needed, the information in the DAWBA would contribute to an appropriate quality
of the referral. This is essentially a hybrid between the previously tested joint
consultations® % between GPs and CAMHS specialists and the intervention tested in
Study V and might be more feasible within the current organization of CAMHS in
Denmark than physical joint consultations as it is more flexible with regards to time
and place and is less time consuming for the CAMHS specialists involved in the
intervention.

5.5. IMPLICATIONS FOR CHILD MENTAL HEALTH POLICY AND
CLINICAL PRACTICE

Although all five studies in this Ph.D. project were conducted at a single regional
CAMHS in Denmark, the findings from the studies overall echo findings from other
high-income countries with regards to pathways to care and barriers to accessing
services’2. However, the results should be interpreted with regards to the health care
policy system in Denmark and might not be directly applicable to other countries with
a different organization of services. ldeally child mental health policy should
continuously be evolving based on assessment, political priorities and changes in the
knowledge base, including feedback from patients and carers on what works and what
does not'®, The findings from this research project adds to the existing knowledge
base on service provision for child mental health problems in Denmark and offers
parental perspectives on the functioning of the current system. In the time-period from
2018-2021 national funds have been allocated to test interventions aiming at
increasing the availability of consulting CAMHS specialists for primary care
services'® and implementation of graduated disease management programs for
specific childhood mental health disorders (ADHD, eating disorders, depression and
anxiety) across social services, educational services, primary healthcare and
CAMHS*348.147 It will be relevant to assess if these interventions have an effect on
the barriers to accessing services identified in Study Ill, as the interventions may
tackle some of the parent perceived problems with the multi-agency nature of child
mental health services.

The steep increase in demand for CAMHS services world-wide® coupled with well-
documented unmet need for mental health services among children? has raised the
question of whether the role of CAMHS will remain the same in the future!t18.187,
There is a worldwide shortage of CAMHS specialist'® and it has been argued that it
will be a Herculean task to train enough CAMHS specialist to close the treatment
gap*®. Some of the strategies that have been suggested are a reorientation of CAMHS
towards not only playing a part at the final step of the stepped care model, but to
increasingly play a part at earlier steps of the care model, by serving as consultants
offering a bio-psycho-social perspective on prevention efforts!®18’ This approach
may also help to tackle the issue of high re-referral rates to CAMHS, found in Study
I by also providing relevant consultation to primary sector services after initial
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CAMHS assessment, which may lead to more effective service provision in the
primary sector for children with mental health needs. It could also potentially help to
identify children in need of CAMHS assessment at an earlier point, and thereby help
to reduce the long delay in time-to-referral found in Study Il for those in need of
specialized services.

It will also be relevant to focus on developing efficient evidence-based interventions,
which can be delivered in primary settings, like schools and social services. One
example of such in Denmark, is the recently developed Mind my Mind intervention,
which is a transdiagnostic manual based therapeutic intervention delivered by school
mental health services®.

Another strategy could be to focus on implementing new digital health interventions,
as a way to minimize the strain on ressources*®#7. The DAWBA used in Study V,
serves as one example of a web-based assessment tool, which could be implemented
in clinical practice as an inexpensive and time-efficient aid for assessment of
psychopathology®. Digital solutions like telepsychiatry and virtual reality are also
increasingly being utilized for therapeutic purposes®®’.

5.6 STRENGTHS AND LIMITATIONS

One of the main strengths of this research project was that it investigated the full
spectrum of children referred to a hospital based CAMHS and as such the findings are
applicable to everyday clinical conditions. The systematic review of referral letters
allowing more detailed knowledge of referrals than what is possible in studies based
solely on administrative data was also a strength.

Delivery of patient centered care is a central goal for healthcare services and including
patient perspectives and/or caregivers perspectives on service delivery and
organization is highly relevant!®1% and another strength of this research project.

Also, it was possible to investigate for representativeness of participant in the studies
with limited participation rate (Study 11, 11l and V) by comparing the included referrals
to all referrals to the study center in 2018. There were only minimal differences with
regards to child characteristics and referral characteristics when comparing samples
from Study II, 111 and V to all referrals from 2018 (Study I). Participants in Study I1/111
differed from all referrals with regards to fewer of the referred children having
previously been assessed by CAMHS, fewer being referred by a GP and a higher
number being referred by educational psychologists. These three differences are most
likely all linked as GPs are more often responsible for re-referrals which are rarely
carried out by educational psychologists. The implication of the difference is that the
results from Study Il and Study Il might not fully represent the help-seeking
pathways and barriers encountered by families of children with recurrent referrals to
CAMHS. Study IV differed from the other studies in that children referred for
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treatment of an existing disorder were excluded from the analyses. This explains why
this study population differed from all referrals with regards to primary referral
reason. A large proportion of re-referrals (44%) were for treatment of an existing
disorder, primarily ADHD, and this would explain the lower proportion of referrals
for neurodevelopmental disorders in this study population. However, despite minimal
differences between study populations with regards to child characteristics and
referral characteristics there might still be selection bias in Study II, 111 and V. As
there is no socioeconomic data for the non-participating parents it is not possible to
rule out that there could be a selection bias regarding which parents chose to
participate. Generally participants in research studies tend to come from higher
socioeconomic background than non-participants '°! and if that is the case in these
studies, then the results are not necessarily generalizable to children of families from
lower socioeconomic background. This is relevant as these children have a two to
three times increased risk of developing mental health problems!®2. Although there
are no strong associations between economic status and CAMHS service use'®, there
might be differences with regards to help-seeking patterns prior to accessing CAMHS
and encountered barriers. There may already be an increased focus on these families
across sectors due to risk factors associated with lower socioeconomic status, resulting
in contact with more services prior to referral. However, there may also be a risk that
mental health problems in children from socioeconomically disadvantaged families
are more often attributed to social circumstances and therefore overlooked, resulting
in parents from lower socioeconomic backgrounds encountering different barriers to
help-seeking than families from higher socioeconomic background. An indicator that
this could be a problem is the findings of higher odds of rejection for referrals to
CAMHS for children placed in care.

For Study II and III specifically it was a strength that the Children’s Services
Interviews were conducted by interviewers with clinical experience in CAMHS
compared to using lay interviewers to ensure that the collected information was
correlated to help-seeking for mental health problems. Another strength was that the
sample sizes were large enough to allow for subgroup analysis, which provided
knowledge on differentiating help-seeking patterns.

In Study V it was a strength that we were able to test the effect of the DAWBA as an
adjunct to standard referral letters in a randomized feasibility study using a reference
standard based on well-validated instruments (the KSADS and the SDQ). To the PhD
candidate’s knowledge, this has not previously been done. It was also a strength that
all raters of both the DAWBA and the KSADS-COMP had several years of clinical
experience in CAMHS.

However, there are a number of limitations to this research project. With regards to
study design, four out of five studies were cross-sectional observational studies, and
therefore do not allow for the possibility to conclude anything about causality of the
findings in the studies but only about associations. Although cross-sectional studies
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are placed lower in the hierarchy of evidence pyramid*® than randomized controlled
trials, cohort studies and case-control studies they still play an important role in
developing hypotheses for future research?®. The definition of health service research
from the Institute of Medicine from 1995 reads ‘‘Health services research is a
multidisciplinary field of inquiry, both basic and applied, that examines the use, costs,
quality, accessibility, delivery, organization, financing, and outcomes of health care
services to increase knowledge and understanding of the structure, processes, and
effects of health services for individuals and populations’*®. The cross-sectional
studies in this research project provide knowledge on what children are accessing
services and their different pathways to care which can inform policies on
organization of child mental health services. They also provide more detailed
knowledge on rejection patterns from CAMHS, which can help inform future research
aiming to minimize inappropriate referrals to CAMHS for children with mental health
problems. This could potentially lead to improved timeliness in access to appropriate
services for children with mental health problems.

The studies only focused on a clinical population of children referred to outpatient
CAMHS. Therefore, it is not possible to deduce anything from the results about
service use for the large proportion of children with mental health problems who are
not referred to CAMHS?*? nor are the results applicable to children admitted directly
to in-patient services. With regards to reported barriers to help-seeking, Sayal et al.
(2015) found that non-service users reported similar barriers to service-users, but to a
lesser extent®? and it is therefore plausible that the barriers identified in Study 111 also
applies to help-seeking families who have not been referred to CAMHS.

Another limitation was that study participants for all the studies were recruited from
a single CAMHS and therefore might not be representative of referrals to other
CAMHS nationally and internationally. The age and sex distribution as well as
distribution of referral source and primary referral diagnosis at the study center did
not differ largely from the overall distribution of all referrals made to hospital based
CAMHS in Denmark®%> and was similar to clinical populations from studies on
help-seeking and referral patterns from other European countries?®4778, However,
across individual CAMHS in Denmark considerable variation in referral source and
primary referral diagnoses has been observed®!'> which might in part reflect
differences in resources across municipalities in services in primary care settings.
Geographical differences in incidence of diagnosed childhood mental disorders have
previously in part been explained by regional differences in accessibility to
services’. There are also regional differences with regard to the percentage of
children that are referred to CAMHS across Denmark?1%°, As a result, the findings
from this research project might not be generalizable to other CAMHS centers.
However, the increase over time in the proportion of children referred to CAMHS
found in Study | is observed across all regions in Denmark?1%115 and
internationally*#22,
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It was also a limitation to all studies in this research project that the primary referral
diagnoses were not verified CAMHS diagnoses. Previous studies have only found a
modest correlation between referral diagnosis and final CAMHS verified
diagnoses!®°, Although primary referral diagnosis could not be compared to final
diagnosis after CAMHS assessment in this project, broader primary referral diagnosis
categories were compared to KSADS-COMP verified diagnoses in Study V. In this
study 88.2% of children referred for a neurodevelopmental disorder and 82.9% of
children referred for an emotional disorder fulfilled criteria for a matching disorder
on the KSADS-COMP. The agreement between referral diagnosis and subsequent
KSADS-COMP diagnosis for the broader diagnostic categories found in Study V was
higher than the 68% agreement between referral diagnosis and clinical diagnosis
previously reported for emotional disorders by Sgrensen et al. 1%,

The telephone interviews conducted in Study Il and Il were not recorded and
transcribed verbatim, which is a weakness with regards to the thematic analysis of
specifications of barriers in Study Ill. However, it would not have been possible to
transcribe interviews from such a high number of informants within the timeframe of
this project.

The studies investigating user perspectives only included parents as informants, and
it would be relevant to also explore the views of the referred children. It would also
be relevant to investigate the views of professionals in primary settings with regards
to help-seeking for child mental health problems to get a more complete picture of
barriers to efficient service provision.

There were also several limitations to Study V. Firstly the constructed reference
standard for correct referral decision, was a simplification and did not account for
current Danish child mental health policies stipulating that referral to CAMHS for
certain disorders should preferably only take place after relevant interventions in
primary settings have been tested. Secondly, due to the tight timeframe and the timing
of eligibility for the study, randomization to the two groups had to be done prior to
families consenting to participate. Although families were blinded to what group they
were randomized to prior to accepting to participate, we cannot rule out that there was
some selection bias in what families consented to participation. It was also not
possible to blind the clinical raters of the DAWBA or the KSADS-COMP interviews
to the randomization. The smaller percentage of children placed in care in the
DAWBA group might indicate that completing the more extensive DAWBA
interview was a challenge for this group. The timing of the intervention also made it
impossible to include the teacher’s version of the DAWBA and possibly contributed
to the low participation rate. As a result of the low participation rate the sample size
for the study was also smaller than intended and this might have affected the statistical
power of the study with regards to showing an effect of the DAWBA on rejection
rates. It was a limitation to Study V, that a sample size calculation was not conducted
prior to the study. However due to the sparsity of literature on interventions aimed at
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improving referrals to CAMHS, it was not possible to make accurate assumptions on
how large an impact the use of the DABWA would have on CAMHS referral
decisions. However, the results from Study V, provide relevant data to base sample
size calculations on for a future randomized controlled trial. Assuming that the use of
DAWBA as an adjunct to standard referral letters gives a minimum of 15% reduction
in rejection rates for referrals from GPs, a future randomized controlled trial with a
power of 0.80 and a significant result at the 5% level would require inclusion of 138
participants in each group to show a statistically significant effect of the DAWBA on
rejection rates by CAMHS.
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CHAPTER 6. CONCLUSIONS

The aim of this research project was to contribute to knowledge on referral patterns
to CAMHS and to investigate help-seeking patterns and barriers to accessing timely
and appropriate services for children and adolescents referred to CAMHS. The PhD
project contributes to the existing international literature by adding new knowledge
on care pathways for a clinically referred population in a Scandinavian setting. In
addition, this research project is the first to investigate if the use of a web-based
diagnostic interview as an adjunct to standard referral letters improves the accuracy
of referral decisions made by CAMHS by improving the quality of information
available when making the referral decision.

6.1. REFERRAL PATTERNS

Although there has been a steep increase in referral rates to CAMHS in Denmark from
2005-2018, the current referral rates have not exceeded previous estimates of how
many children have a clinical need for contact with CAMHS. The results from Study
I and IV showed that a high proportion of children with mental disorders have a
recurrent need for referral to CAMHS.

GPs were responsible for the majority of referrals to CAMHS, but there was an
increase of 9.1% from 2005 to 2018 in the proportion of referrals coming from
educational services and in 2018 educational psychologists were responsible for more
than a quarter of all referrals to CAMHS. Although neurodevelopmental disorders
remained the most common primary referral reason, there was a decrease in the
proportions of referrals for neurodevelopmental disorders from 2010-2018. At the
same time there was an increase in the proportion of referrals for emotional disorders,
most pronounced for anxiety disorders. For neurodevelopmental disorders
proportionally more girls were referred in 2018 compared to 2005, but the referral age
for the girls was significantly higher than for the boys.

6.2. HELP-SEEKING

Study Il found that educational services were the most frequent first help-seeking
contact. Educational services played a more prominent part in the help-seeking
pathways for children referred for neurodevelopmental disorders. However, more than
half of children referred for emotional disorders were also in contact with specialized
educational services in the two years prior to referral to CAMHS, yet educational
psychologists were only responsible for around 5% of referrals. When investigating
service use across education, health care, mental health and social services sectors in
the last two years prior to referral, parents reported contact with services from 2.9
different sectors and receiving specialized services from 1.9 sectors. Primary
educational services and primary health services were the most common service
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contacts, but almost three quarter of the referred children also received specialized
educational services, and more than half were in contact with social services.

More than half of children referred to CAMHS had parentally recognized mental
health problems for more than five years prior to referral and the delay in time-to-
referral to CAMHS was more pronounced for disorders with earlier onset of
symptoms. Total difficulties scores and impact scores on the SDQ were associated
with symptom duration, with a higher percentage of parents reporting scores above
the norm for children with longer symptom duration.

Lack of knowledge of where to seek help and challenges with the multi-agency
collaborations of services involved in child mental health appear to be the main
barriers to timely access to services for families in need. In addition, dismissive
professionals and continuous stigmatization of childhood mental disorders are also
important barriers to help-seeking. Parent reported barriers showed little to no
association with the age of the child or type of symptoms, but several barriers were
more frequently reported by parents of children with longer symptom duration and
even more barriers were negatively associated with parent reported impact of the
child’s symptoms on the SDQ.

6.3. REFERRAL DECISIONS

High rejection rates by CAMHS also pose a barrier to parents help-seeking. In 2018
almost a quarter of referrals at the study center were rejected. Referrals for children
placed in care and referrals from GPs were more likely to be rejected. Based on results
from Study V the higher rejection rates for these two groups cannot be explained by
fewer children among these referrals having a clinical need for assessment by
CAMHS.

The intervention in Study V of adding the DAWBA as an adjunct to standard referral
letters only tackled the issue of evaluating to what extent rejections by CAMHS were
due to insufficient information in the referral letters. The use of the DAWBA resulted
in higher sensitivity, specificity, PPV and NPV of the referral decision with regards
to which children fulfilled a clinical need for assessment. Thus, it can be concluded
that the DAWBA could be a useful aid in judging which referrals have a need for
assessment by CAMHS. The use of the DAWBA resulted in fewer referrals being
rejected, but the difference compared to the SDQ group was not statistically
significant. The continued relatively low specificity and NPV of the referral decision
when the DAWBA is used as an adjunct indicate that a substantial proportion of
rejections could also be due to CAMHS specialists assessing that CAMHS is not the
appropriate destination for the referral. The DAWBA might therefore be even more
useful in mitigating inappropriate referrals, if it is utilized in primary settings in
consultation with CAMHS, prior to referral decisions being made.
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CHAPTER 7. CLINICAL IMPLICATIONS
AND FUTURE RESEARCH

The public debate regarding increasing referral rates to CAMHS have tended to focus
on the increase in absolute numbers of referrals and how to explain and halt the
increase. However, research findings do not indicate that we have exceeded
previously estimated need for CAMHS and evidence on what an appropriate referral
rate should be is lacking'®. In addition, unmet need continues to be a well-
documented problem??,

There could be a need to shift the discussion for child mental health care to increased
focus on provision of evidence-based treatments by all services involved in graduated
child mental health care, systematic evaluation of effects of interventions and
appropriate timing of services for children with mental disorders. If children are
receiving timely effectful evidence-based treatments in primary care settings, then
long delays in time-to-referral to CAMHS should not present a problem as the children
are receiving appropriate support in close proximity to their everyday life in
accordance with stepped/graduated care models. However, this is not the case for most
children with mental disorders®®1%1% and findings from this research project also
support the need to assess the functioning of the current model of care in delivering
timely and effectful treatment to children with a clinical need.

The graduated disease management programs for children with mental
disorders*348.147 published in 2017 by the Danish National Health Board, recommend
that referral to CAMHS is preceded by family oriented and social and/or special
educational interventions as well as consultation with professionals with specific
knowledge of children with special needs. It will be relevant in upcoming years to
continuously evaluate what effect this policy has on services involved with child
mental health, in order to ensure that adequate knowledge and resources are available
in different services involved in the care pathway for children with mental health
problems. When evaluating care pathways for children with mental health problems
it is important to remember that access to services does not necessarily translate into
the need of the child or the family being met. Access to evidence-based treatments
should not be delayed by services that do not have a documented effect on severity of
symptoms or the child’s functioning. Therefore, there is a need for further research on
the efficacy of primary setting interventions for children with mental health problems.
One potential model for improving interventions in primary settings could be to
provide frontline professionals with the opportunity of consulting with CAMHS
experts. In Denmark funds have been allocated to test such interventions'® and the
initiated projects are set to conclude at the end of 2021. If they result in improved
quality of care for children with mental health problems, it will be relevant to secure
funding for their continued implementation.
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For referrals for assessment of anxiety disorders*®, depression®* and ADHD* an
evaluation of the child’s level of cognitive functioning prior to referral is also
specifically recommended in the Danish model which often requires access to
educational psychologists. In contrast to clear regulations on accepted wait time
following referral to specialized healthcare services*®, policies on how quickly
families should gain access to specialized services in other sectors are less clear cut
and this could contribute to delays in provision of relevant services. To prevent this a
political focus on ensuring appropriate resources across services involved in child
mental health care as well as on developing appropriate channels for sharing relevant
information across service sectors is needed.

Another factor that potentially contributes to delays in timely access to relevant
services is that the current disease management programs do not clearly stipulate how
or when to evaluate the efficacy of interventions in primary settings or how long it is
appropriate to wait before referring a child to CAMHS#34147 " There is currently a
lack of evidence of appropriate timeliness of access to different services for children
with mental health problems. The median delay in time-to-referral to CAMHS for
children with onset of mental health problems in early childhood found in Study Il
was 6 years and long symptom duration showed an association with severity of
symptoms. This is an indicator that there needs to be a clearer focus on optimal timing
of referral to more specialized services for children who continue to display symptoms
of a mental disorder.

Targeted training in child mental disorders for professionals working with children
could help to tackle this issue and might also help to resolve the issue of parental
perception of dismissive professionals and parental blame which was found to be a
barrier in help-seeking. A way of approaching this could be to increase the availability
of consulting child mental health specialists in primary healthcare, educational and
social service setting to increase the knowledge base of professionals in these settings.
This approach might also help to facilitate better multi-agency collaboration. In
designing intervention aimed at improving mental health literacy for professionals in
primary setting it is important to remember that the first help-seeking contact is mostly
teachers, whereas GPs is the group of professionals most often responsible for
referrals to CAMHS, but also that the help-seeking patterns differ according to type
and duration of the child’s symptoms.

The high re-referral rates to CAMHS also calls for attention from commissioners and
policy makers. Based on the data from this PhD project, it is not possible to say if the
proportion of re-referrals has increased since 2005, but it would be relevant to
investigate how large a percentage of the increase in referral rates can be explained
by more children being referred more than once. This could be done using data from
the Danish national registries. It would also be relevant to further investigate the
reasons for re-referral and the interval between referrals, as some re-referrals might
be possible to prevent. This was not possible within this PhD project. In contrast to
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the extensive research on predictors of initial service contact, there is a paucity of
research investigating predictors of recurrent use of outpatient CAMHS*8, The high
proportion of re-referrals is probably partly explained by the natural history of child
mental health problems®52%, Both depression and anxiety disorders tend to be
episodic with 50-70% of adolescents with depression experiencing another episode
within three years® while other conditions, such as ADHD, often persist for
years?02203 However, there is a lack of research on the optimal organization of
services for children with repeated need for referral to CAMHS?%, Research on
predictors of in-patient CAMHS re-admission'®-%2 as well as the few studies
conducted on outpatient services'#®2% suggest that factors related to services and the
timing of service provision after contact with CAMHS might be associated with re-
referral to outpatient CAMHS. If this is true, then optimization of service provision
following initial contact with CAMHS could potentially contribute to lowering
referral rates to CAMHS. More research is needed to assess what proportion of
recurrent use of CAMHS could potentially be prevented by ensuring timely and
relevant services for children following initial diagnosis and what barriers currently
exist for children accessing relevant professional support following CAMHS
assessment. It is essential that this research includes both user perspectives as well as
the perspectives of professionals.

Further research into help-seeking pathways for children following rejection from
CAMHS is also warranted. For referrals rejected due to inappropriate destination, we
need research on actions taken by the referral source following rejection. and
knowledge on the subsequent help-seeking pathways for the families. For children
who fulfill criteria for a moderate mental disorder but are rejected due to lack of
previously attempted interventions in primary setting, it would be relevant to
investigate to what extent interventions in primary setting subsequently remove the
need for re-referral and to identify predictors for continued need for assessment of
CAMHS.

The results from this research point to referrals for children placed in care having a
higher risk of rejection. Due to the design of Study IV it was not possible to determine
the reason for the higher rejection rates but it would be relevant for future studies to
investigate if this is generally true for CAMHS across different centers and if so, to
further investigate the reason behind this finding.

Lastly, the intervention of using the DAWBA as an adjunct to standard referral letters
proofed useful in improving CAMHS specialists’ ability to correctly identify referrals
with a clinical need for assessment by CAMHS. However, it would be relevant to test
the use of the DAWBA in conjunction with consultation by CAMHS specialist in
aiding GPs decision-making on how to proceed when they see a child with mental
health problems in their practice. It is not realistic for GPs to make clinical ratings of
the DAWBA in their everyday practice. However, if they had the option of having
families complete the DAWBA interview online after a consultation and having the
DAWBA rated by a CAMHS specialist who could send written feedback to the GP,
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then GPs would have a better foundation for making referral decisions and this could
potentially reduce the amount of inappropriate referrals from GPs. In addition to
guantitative research on the effect of the intervention it would be relevant to also
include qualitative aspects investigating the perspective of both GPs, CAMHS
professionals and families on this approach of consultative work by CAMHS.
Preparations are currently in place to conduct a trial testing this application of the
DAWBA in the referral process in collaboration with researchers within the field of
primary health care.

This research has demonstrated a series of current suggestions of challenges to a
hardworking system that is dealing with an ever-escalating demand. This calls for an
evidence-based challenge to the current organization of services as well as to the
components of provision to improve its user face and its effectiveness. This will most
likely best be achieved by further research that it co-created with families and
professionals across the different service sectors involved in provision of child mental
health care services.

85






LITERATURE LIST

10.

UNICEF. UNICEF Data: Monitoring the situation of children and women.
The State of the World’s Children 2019 Statistical Tables.
https://data.unicef.org/resources/dataset/sowc-2019-statistical-tables/.
Published 2019. Accessed November 26, 2020.

Polanczyk G V, Salum GA, Sugaya LS, Caye A, Rohde LA. Annual research
review: A meta-analysis of the worldwide prevalence of mental disorders in
children and adolescents. J Child Psychol Psychiatry. 2015;56(3):345-365.
doi:10.1111/jcpp.12381

Kieling C, Baker-Henningham H, Belfer M, et al. Child and adolescent mental
health worldwide: Evidence for action. Lancet. 2011. doi:10.1016/S0140-

6736(11)60827-1

Baranne ML, Falissard B. Global burden of mental disorders among children
aged 5-14 years. Child Adolesc Psychiatry Ment Health. 2018;12:19.
doi:10.1186/513034-018-0225-4

Collishaw S. Annual research review: Secular trends in child and adolescent
mental health. J Child Psychol Psychiatry Allied Discip. 2015;56(3):370-393.
d0i:10.1111/jcpp.12372

Fatori D, Salum G, Itria A, et al. The economic impact of subthreshold and
clinical childhood mental disorders. J Ment Health. 2018;27(6):588-594.
doi:10.1080/09638237.2018.1466041

Doran CM, Kinchin I. A review of the economic impact of mental illness.
Aust Health Rev. 2019;43(1):43-48. doi:10.1071/AH16115

Meltzer H, Gatward R, Corbin T, Goodman R, Ford T. Persistence, Onset,
Risk Factors and Outcomes of Childhood Mental Disorders.; 2003.
https://www.dawba.info/abstracts/B-CAMHS99+3_followup_report.pdf.

Kessler RC, Berglund P, Demler O, Jin R, Merikangas KR, Walters EE.
Lifetime prevalence and age-of-onset distributions of DSM-1V disorders in
the National Comorbidity Survey Replication. Arch Gen Psychiatry.
2005;62(6):593-602. doi:10.1001/archpsyc.62.6.593

World Psychiatric Association, WPA; World Health Organization W. Atlas:

child and adolescent mental health resourcers. Global Concerns: Implications
for the future. WHO Libr Cat. 2005.

87



11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Falissard B. Thinking the future of child and adolescent psychiatry: what are
we talking about? Eur Child Adolesc Psychiatry. 2018;27:1519-1521.
doi:10.1007/s00787-018-1252-7

Kovess-Masfety V, Van Engelen J, Stone L, et al. Unmet need for specialty
mental health services among children across Europe. Psychiatr Serv.
2017;68(8):789-795. doi:10.1176/appi.ps.201600409

Lempinen L, Luntamo T, Sourander A. Changes in mental health service use
among 8-year-old children: a 24-year time-trend study. Eur Child Adolesc
Psychiatry. 2019;28(4):521-530. doi:10.1007/s00787-018-1218-9

Bor W, Dean AJ, Najman J, Hayatbakhsh R. Are child and adolescent mental
health problems increasing in the 21st century? A systematic review. Aust N
Z J Psychiatry. 2014;48(7):606-616. doi:10.1177/0004867414533834

Steinhausen HC. Recent international trends in psychotropic medication
prescriptions for children and adolescents. Eur Child Adolesc Psychiatry.
2015;24(6):635-640. doi:10.1007/s00787-014-0631-y

Kommunernes Landsforening. Berns Diagnoser Og Skoletyper (Children’s
Diagnoses and Types of Schooling) [In Danish].; 2018.
https://www.kl.dk/media/14395/0jyf-ezrxvgiuwyfuxvd.pdf.

Dalsgaard S, Thorsteinsson E, Trabjerg BB, et al. Incidence Rates and
Cumulative Incidences of the Full Spectrum of Diagnosed Mental Disorders
in Childhood and Adolescence. JAMA Psychiatry. 2019;77(2):155-164.
doi:10.1001/jamapsychiatry.2019.3523

Maughan B, Collishaw S. Development and pscyhopathology: A lifecourse
perspective. In: Thapar A, Pine D, Leckman JF, Scott S, Snowling MJ, Taylor
E, eds. Rutter’s Child and Adolescent Psychiatry. 6th ed. Chichester: John
Wiley and Sons; 2015.

Dowrick C, Frances A. Medicalising unhappiness: New classification of
depression risks more patients being put on drug treatment from which they
will not benefit. BMJ. 2013:347. doi:10.1136/bmj.f7140

Jensen CM, Steinhausen HC, Lauritsen MB. Time trends over 16 years in
incidence-rates of autism spectrum disorders across the lifespan based on
nationwide Danish register data. J Autism Dev Disord. 2014;44(8):1808-
1818. doi:10.1007/s10803-014-2053-6

Mohr Jensen C, Steinhausen H-C. Time trends in incidence rates of diagnosed

88



22.

23.

24.

25.

26.

27.

28.

29.

30.

LITERATURE LIST

attention-deficit/hyperactivity disorder across 16 years in a nationwide
Danish  registry study. J Clin Psychiatry. 2015;76(3):e334-41.
doi:10.4088/JCP.14m09094

Gyllenberg D, Marttila M, Sund R, et al. Temporal changes in the incidence
of treated psychiatric and neurodevelopmental disorders during adolescence:
an analysis of two national Finnish birth cohorts. The Lancet Psychiatry.
2018;Mar;5(3):227-236. doi:10.1016/S2215-0366(18)30038-5

Fombonne E, MacFarlane H, Salem AC. Epidemiological surveys of ASD:
advances and remaining challenges. J Autism Dev Disord. April 2021.
doi:10.1007/s10803-021-05005-9

NHS Digital. Mental Health of Children and Young People in England, 2017 .;
2018. doi:10.2307/j.ctv39x8m4.19

Mishina K, Tiiri E, Lempinen L, Sillanméki L, Kronstrom K, Sourander A.
Time trends of Finnish adolescents’ mental health and use of alcohol and
cigarettes from 1998 to 2014. Eur Child Adolesc Psychiatry.
2018;27(12):1633-1643. doi:10.1007/s00787-018-1158-4

Reigstad B, Jorgensen K, Wichstrgm L. Changes in referrals to child and
adolescent psychiatric services in Norway 1992-2001. Soc Psychiatry
Psychiatr Epidemiol. 2004;0ct;39(10):818-827. d0i:10.1007/s00127-004-
0822-9

Rambgll Management and Center for Kvalitetsudvikling RM.
Henvisningsprojektet i Barne- Og Ungdomspsykiatrien (in Danish)- ISBN:
978-87-7601-255-7.; 2008.
https://sum.dk/Aktuelt/Publikationer/~/media/Filer -
Publikationer_i_pdf/2008/Henvisningsprojektet.ashx.

Kriz S, Thomsen PH. Doubling of the capacity of child psychiatric services
in a region of southwestern Norway - How did it affect the composition of the
clinical  population? Nord J  Psychiatry. 2009;63(4):322-330.
doi:10.1080/08039480902797069

Danske Regioner. Benchmarking Af Psykiatrien 2017 (in Danish).; 2017.
https://www.regioner.dk/sundhed/psykiatri-og-social/benchmarking-af-
psykiatrien.

Egelund N, Nordahl T, Hansen O, Andersen PG, Qvortrup L. Fagligt Lavt

Prasterende Elever. Hvem Far Stgtte? Empirisk Skole- Og
Dagtilbudsforskning NSC #2. Aarhus; 2017.

89



31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Srebnik D, Cauce AM, Baydar N. Help-Seeking Pathways for Children and
Adolescents. J Emot Behav Disord. 1996;4(4):210-220.
doi:10.1177/106342669600400402

Rogler LH, Cortes DE. Help-seeking pathways: A unifying concept in mental
health care. Am J Psychiatry. 1993;150(4):554-561.
doi:10.1176/ajp.150.4.554

Shanley DC, Reid GJ, Evans B. How parents seek help for children with
mental health problems. Adm Policy Ment Heal Ment Heal Serv Res.
2008;May;35(3):135-146. doi:10.1007/s10488-006-0107-6

Stiffman AR, Pescosolido B, Cabassa LJ. Building a model to understand
youth service access: The gateway provider model. Ment Health Serv Res.
2004;Dec;6(4):189-198. doi:10.1023/B:MHSR.0000044745.09952.33

Farmer EMZ, Burns BJ, Phillips SD, Angold A, Costello EJ. Pathways into
and through mental health services for children and adolescents. Psychiatr
Serv. 2003;Jan;54(1):60-66. doi:10.1176/appi.ps.54.1.60

Costello EJ, Pescosolido BA, Angold A, Burns BJ. A Family Network-Based
Model of Access to Child Mental Health Services. Res Community Ment
Health. 1998;9:165-190.

Pescosolido BA. Iliness Careers and Network Ties: A Conceptual Model of
Utilization and Compliance. Adv Med Sociol. 1991;2(16):164-181.

Hansson SO. Decision Theory: An Overview BT - International
Encyclopedia of Statistical Science. In: Lovric M, ed. Berlin, Heidelberg:
Springer Berlin Heidelberg; 2011:349-355. doi:10.1007/978-3-642-04898-
2.22

Cooper M, Evans Y, Pybis J. Interagency collaboration in children and young
people’s mental health: A systematic review of outcomes, facilitating factors
and inhibiting factors. Child Care Health Dev. 2016;May;42(3):325-342.
doi:10.1111/cch.12322

Ford T, Hamilton H, Meltzer H, Goodman R. Child Mental Health is
everybody’s business: The prevalence of contact with public sector services
by type of disorder among British school children in a three-year period. Child
Adolesc Ment Health. 2007;12(1):13-20. doi:10.1111/j.1475-
3588.2006.00414.x

Von Korff M, Tiemens B. Individualized stepped care of chronic illness. West

920



42,

43.

44,

45,

46.

47,

48.

49,

50.

51.

LITERATURE LIST

J Med. 2000;Feb;172(2):133-137. doi:10.1136/ewjm.172.2.133

Kelvin RG. Capacity of Tier 2/3 CAMHS and Service Specification: A Model
to Enable Evidence Based Service Development. Child Adolesc Ment Health.
2005;10(2):63-73. d0i:10.1111/j.1475-3588.2005.00120.x

Sundhedsstyrelsen. Forlghsprogram for Bgrn Og Unge Med Angst Og/Eller
Depression.; 2017.
https://www.sst.dk/da/udgivelser/2017/~/media/E62CECC2AE9440818723
CADE96438A7B.ashx.

Stephan SH, Weist M, Kataoka S, Adelsheim S, Mills C. Transformation of
children’s mental health services: the role of school mental health. Psychiatr
Serv. 2007;58(10):1330-1338. d0i:10.1176/ps.2007.58.10.1330

Jeppesen P, Wolf RT, Nielsen SM, et al. Effectiveness of Transdiagnostic
Cognitive-Behavioral Psychotherapy Compared With Management as Usual
for Youth With Common Mental Health Problems: A Randomized Clinical
Trial. JAMA Psychiatry. 2021;78(3):250-260.
doi:10.1001/jamapsychiatry.2020.4045

McLoone J, Hudson JL, Rapee RM. Treating Anxiety Disorders in a School
Setting. Educ Treat Child. 2006;29(2):219-242.
http://www.jstor.org/stable/42899883.

Smith J, Kyle RG, Daniel B, Hubbard G. Patterns of referral and waiting times
for specialist Child and Adolescent Mental Health Services. Child Adolesc
Ment Health. 2018;23(1):41-49. doi:10.1111/camh.12207

Sundhedsstyrelsen. Forlgbsprogram for Barn Og Unge Med ADHD.; 2017.
https://www.sst.dk/da/udgivelser/2017/~/media/E2960A4E94C641BC878C
D77D493C39A5.ashx.

Retsinformation.dk. Lov om &ndring af sundhedsloven og lov om klage- og
erstatningsadgang inden  for  sundhedsvaesenet  (in Danish).
https://www.retsinformation.dk/eli/ft/201313L00087.  Published  2014.
Accessed December 8, 2020.

Danske Regioner. Opdaterede Psykiatrital for 2018 (in Danish).; 2019.
https://www.regioner.dk/media/11429/opdaterede-psykiatrital-for-2018.pdf.

O’Reilly M, Vostanis P, Taylor H, Day C, Street C, Wolpert M. Service user

perspectives of multiagency working: A qualitative study with children with
educational and mental health difficulties and their parents. Child Adolesc

91



52.

53.

54,

55.

56.

57.

58.

59.

60.

61.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Ment Health. 2013;Nov;18(4):202-209. doi:10.1111/j.1475-
3588.2012.00674.x

Sloper P. Facilitators and barriers for co-ordinated multi-agency services.
Child Care Health Dev. 2004;30(571-580). doi:10.1111/j.1365-
2214.2004.00468.x

Mitchell W, Sloper P. Quality in services for disabled children and their
families: What can theory, policy and research on children’s and parents’
views tell us? Child Soc. 2001;15:237-252. doi:10.1002/chi.658

Ford T, Hamilton H, Meltzer H, Goodman R. Predictors of service use for
mental health problems among British schoolchildren. Child Adolesc Ment
Health. 2008;13(1):32-40. d0i:10.1111/j.1475-3588.2007.00449.x

Farmer EMZ, Stangl DK, Burns BJ, Costello EJ, Angold A. Use, persistence,
and intensity: Patterns of care for children’s mental health across one year.
Community Ment Health J. 1999;35:31-46. doi:10.1023/A:1018743908617

Sourander A, Helstel& L, Ristkari T, lk&heimo K, Helenius H, Piha J. Child
and adolescent mental health service use in Finland. Soc Psychiatry Psychiatr
Epidemiol. 2001;36(6):294-298. do0i:10.1007/s001270170047

Ford T, Hamilton H, Goodman R, Meltzer H. Service contacts among the
children participating in the British Child and Adolescent Mental Health
Surveys.  Child  Adolesc Ment Health. 2005;Feb;(10)(1):2-9.
doi:10.1111/j.1475-3588.2005.00108.x

Reardon T, Harvey K, Creswell C. Seeking and accessing professional
support for child anxiety in a community sample. Eur Child Adolesc
Psychiatry. 2020;May;29(5):649-664. doi:10.1007/s00787-019-01388-4

Laitinen-Krispijn S, Van Der Ende J, Wierdsma Al, Verhulst FC. Predicting
adolescent mental health service use in a prospective record- linkage study. J
Am Acad Child Adolesc Psychiatry. 1999;9:1073-1080.
doi:10.1097/00004583-199909000-00009

Raven D, Jorg F, Visser E, Oldehinkel AJ, Schoevers RA. Time-to-treatment
of mental disorders in a community sample of Dutch adolescents. A TRAILS
study. Epidemiol Psychiatr Sci. 2017;Apr;26(2):117-188.
doi:10.1017/S2045796016000226

Ryan SM, Jorm AF, Toumbourou JW, Lubman DI. Parent and family factors
associated with service use by young people with mental health problems: A

92



62.

63.

64.

65.

66.

67.

68.

69.

70.

LITERATURE LIST

systematic review. Early Interv Psychiatry. 2015;Dec;9(6):433-446.
doi:10.1111/eip.12211

Sayal K, Mills J, White K, Merrell C, Tymms P. Predictors of and barriers to
service use for children at risk of ADHD: longitudinal study. Eur Child
Adolesc Psychiatry. 2015;May;24(5):545-552. d0i:10.1007/s00787-014-
0606-z

Reijneveld SA, Wiegersma PA, Ormel J, Verhulst FC, Vollebergh WAM,
Jansen DEMC. Adolescents’ use of care for behavioral and emotional
problems: Types, trends, and determinants. PLoS One. 2014;9(4):e93526.
doi:10.1371/journal.pone.0093526

Zwaanswijk M, Van Der Ende J, Verhaak PFM, Bensing JM, Verhulst FC.
Help-seeking for child psychopathology: Pathways to informal and
professional services in The Netherlands. J Am Acad Child Adolesc
Psychiatry. 2005;44(12):1292-1300.
doi:10.1097/01.chi.0000181038.98712.c6

Gronholm PC, Ford T, Roberts RE, Thornicroft G, Laurens KR, Evans-Lacko
S. Mental health service use by young people: The role of caregiver
characteristics. PLoS One. 2015;10(3):e120004.
d0i:10.1371/journal.pone.0120004

Logan DE. Parental Facilitation of Adolescent Mental Health Service
Utilization: A Conceptual and Empirical Review. Clin Psychol Sci Pract.
2001;8:319-333. doi:10.1093/clipsy/8.3.319

Hintzpeter B, Klasen F, Schén G, Voss C, Holling H, Ravens-Sieberer U.
Mental health care use among children and adolescents in Germany: results
of the longitudinal BELLA study. Eur Child Adolesc Psychiatry.
2015;24:705-713. doi:10.1007/s00787-015-0676-6

Merikangas KR, He JP, Burstein M, et al. Service utilization for lifetime
mental disorders in U.S. adolescents: Results of the national comorbidity
surveyAdolescent supplement (NCS-A). J Am Acad Child Adolesc
Psychiatry. 2011;Jan;50(1):32-42. doi:10.1016/j.jaac.2010.10.006

Lempinen L, Luntamo T, Sourander A. Changes in mental health service use
among 8-year-old children: a 24-year time-trend study. Eur Child Adolesc
Psychiatry. 2019;28(4):521-530. doi:10.1007/s00787-018-1218-9

Gulliver A, Griffiths KM, Christensen H. Perceived barriers and facilitators
to mental health help-seeking in young people: A systematic review. BMC

93



71.

72.

73.

74.

75.

76.

77.

78.

79.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Psychiatry. 2010. doi:10.1186/1471-244X-10-113

Schnyder N, Lawrence D, Panczak R, et al. Perceived need and barriers to
adolescent mental health care: agreement between adolescents and their
parents. Epidemiol Psychiatr Sci. 2019;29:e60.
doi:10.1017/S2045796019000568

Reardon T, Harvey K, Baranowska M, O’Brien D, Smith L, Creswell C. What
do parents perceive are the barriers and facilitators to accessing psychological
treatment for mental health problems in children and adolescents? A
systematic review of qualitative and quantitative studies. Eur Child Adolesc
Psychiatry. 2017;Jun;26(6):623-647. doi:10.1007/s00787-016-0930-6

Iskra W, Deane FP, Wahlin T, Davis EL. Parental perceptions of barriers to
mental health services for young people. Early Interv Psychiatry.
2018;12(2):125-134. doi:10.1111/eip.12281

Crouch L, Reardon T, Farrington A, Glover F, Creswell C. “Just keep
pushing”: Parents’ experiences of accessing child and adolescent mental
health services for child anxiety problems. Child Care Health Dev.
2019;Jul;45(4):491-499. doi:10.1111/cch.12672

Shivram R, Bankart J, Meltzer H, Ford T, Vostanis P, Goodman R. Service
utilization by children with conduct disorders: Findings from the 2004 Great
Britain child mental health survey. Eur Child Adolesc Psychiatry.
2009;Sep;18(9):555-563. doi:10.1007/s00787-009-0012-0

Cheng WSW, Fenn D, Couteur A Le. Understanding the mental health needs
of Chinese children living in the North East of England. Ethn Inequalities
Heal Soc Care. 2013;6(1):16-22. doi:10.1108/EIHSC-04-2013-0005

Reardon T, Harvey K, Young B, O’Brien D, Creswell C. Barriers and
facilitators to parents seeking and accessing professional support for anxiety
disorders in children: qualitative interview study. Eur Child Adolesc
Psychiatry. 2018;Aug;27(8):1023-1031. doi:10.1007/s00787-018-1107-2

Pedrini L, Sisti D, Tiberti A, et al. Reasons and pathways of first-time
consultations at child and adolescent mental health services in Italy: an
observational study. Child Adolesc Psychiatry Ment Health. 2015;Aug;9:29.
d0i:10.1186/s13034-015-0060-9

Akbari A, Mayhew A, Al-Alawi MA, et al. Interventions to improve

outpatient referrals from primary care to secondary care. Cochrane database
Syst Rev. 2008;2008(4):CD005471. doi:10.1002/14651858.CD005471.pub2

94



80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

LITERATURE LIST

Hartveit M, Vanhaecht K, Thorsen O, Biringer E, Haug K, Aslaksen A.
Quality indicators for the referral process from primary to specialised mental
health care: an explorative study in accordance with the RAND
appropriateness method. BMC Health Serv Res. 2017;17(1):4.
doi:10.1186/s12913-016-1941-1

Zwaanswijk M, Verhaak PFM, Bensing JM, Van der Ende J, Verhulst FC.
Help seeking for emotional and behavioural problems in children and
adolescents: A review of recent literature. Eur Child Adolesc Psychiatry.
2003. doi:10.1007/s00787-003-0322-6

Hinrichs S, Owens M, Dunn V, Goodyer I. General practitioner experience
and perception of Child and Adolescent Mental Health Services (CAMHS)
care pathways: A multimethod research study. BMJ Open. 2012;Nov;
2(6):e001573. doi:10.1136/bmjopen-2012-001573

MEHROTRA A, FORREST CB, LIN CY. Dropping the Baton: Specialty
Referrals in the United States. Milbank Q. 2011;89(1):39-68.
doi:https://doi.org/10.1111/j.1468-0009.2011.00619.x

O’Brien D, Harvey K, Howse J, Reardon T, Creswell C. Barriers to managing
child and adolescent mental health problems: A systematic review of primary
care practitioners’ perceptions. Br J Gen Pract. 2016;0ct;66(651):e693-707.
d0i:10.3399/bjgp16X687061

Roberts JH, Crosland A, Fulton J. “I think this is maybe our Achilles heel...”
exploring GPs’ responses to young people presenting with emotional distress
in general practice: a qualitative study. BMJ Open. 2013;3(9):e002927.
doi:10.1136/bmjopen-2013-002927

BupBasesekretariatet. BupBasen Annual Report 2010 (in Danish).; 2011.
https://www.sundhed.dk/content/cms/55/1855_aarsrapport-2010-boerne-
unge-psykiatri.pdf.

Weisser KH, Diseth TH, Boye B, Faerden A, Ekeberg @. Examining the
organization and quality of the psychiatric consultative service in Norway.
Nord J Psychiatry. 2019;Jan;73(1):9-15.
doi:10.1080/08039488.2018.1525426

O’Brien D, Harvey K, Young B, Reardon T, Creswell C. GPS’ experiences
of children with anxiety disorders in primary care: A qualitative study. Br J
Gen Pract. 2017. doi:10.3399/bjgp17X693473

Seierstad TG, Brekke M, Toftemo I, Haavet OR. GPS’ and child and

95



90.

91.

92.

93.

94.

95.

96.

97.

98.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

adolescent psychiatry specialists’ experiences of joint consultations in the
GP’s office: A qualitative study. BMC Res Notes. 2017. doi:10.1186/s13104-
017-2766-7

Neira-Munoz E, Ward D. Child mental health services. Side by side. Health
Serv J. 1998;108(5617):26-27.

Garb HN. Clinical Judgment and Decision Making. Annu Rev Clin Psychol.
2005;1:67-89. doi:10.1146/annurev.clinpsy.1.102803.143810

Cunningham CE, Boyle MH, Hong S, Pettingill P, Bohaychuk D. The Brief
Child and Family Phone Interview (BCFPI): 1. Rationale, development, and
description of a computerized children’s mental health intake and outcome
assessment tool. J Child Psychol Psychiatry. 2009;50(4):416-423.
doi:10.1111/j.1469-7610.2008.01970.x

Ford T, Last A, Henley W, et al. Can standardized diagnostic assessment be
a useful adjunct to clinical assessment in child mental health services? A
randomized controlled trial of disclosure of the Development and Well-Being
Assessment to practitioners. Soc Psychiatry Psychiatr Epidemiol.
2013;Apr;48(4):583-593. d0i:10.1007/s00127-012-0564-z

Kobak KA, Greist JH, Jefferson JW, Katzelnick DJ. Computer-administered
clinical rating scales. A review. Psychopharmacology (Berl). 1996;127:291-
301. doi:10.1007/s002130050089

Kobak KA, Taylor LVH, Dottl SL, et al. A computer-administered telephone
interview to identify mental disorders. J Am Med Assoc. 1997.
doi:10.1001/jama.278.11.905

Steenhuis M-P, Serra M, Minderaa RB, Hartman CA. An Internet version of
the Diagnostic Interview Schedule for Children (DISC-1V): correspondence
of the ADHD section with the paper-and-pencil version. Psychol Assess.
2009;21(2):231-234. doi:10.1037/a0015925

Garb HN. Computer-administered interviews and rating scales. Psychol
Assess. 2007;19(1):4-13. doi:10.1037/1040-3590.19.1.4

Goodman R, Ford T, Richards H, Gatward R, Meltzer H. The Development
and Well-Being Assessment: Description and initial validation of an
integrated assessement of child and adolescent psychopathology. J Child
Psychol Psychiatry Allied Discip. 2000;Jul;41(5):645-655.
d0i:10.1017/S0021963099005909

96



99.

100.

101.

102.

103.

104.

105.

106.

107.

108.

LITERATURE LIST

Elberling H, Linneberg A, Rask CU, Houman T, Goodman R, Mette
Skovgaard A. Psychiatric disorders in Danish children aged 5-7 years: A
general population study of prevalence and risk factors from the Copenhagen
Child Cohort (CCC 2000). Nord J Psychiatry. 2016;70(2):146-155.
doi:10.3109/08039488.2015.1070199

World Health Organization. ICD-10 : international statistical classification of
diseases and related health problems: tenth revision. 2004.
https://apps.who.int/iris/handle/10665/42980.

American Psychiatric Association D-5 TF. Diagnostic and Statistical Manual
of Mental Disorders: DSM-5™, 5th Ed. Arlington, VA, US: American
Psychiatric Publishing, Inc.; 2013. doi:10.1176/appi.books.9780890425596

Youth in Mind. Development and Well-being  assessment.
https://youthinmind.com/products-and-services/dawba/. Accessed November
19, 2020.

Goodman A, Heiervang E, Collishaw S, Goodman R. The “DAWBA bands”
as an ordered-categorical measure of child mental health: Description and
validation in British and Norwegian samples. Soc Psychiatry Psychiatr
Epidemiol. 2011. doi:10.1007/s00127-010-0219-x

Goodman R, Yude C, Richards H, Taylor E. Rating child psychiatric caseness
from detailed case histories. J Child Psychol Psychiatry Allied Discip.
1996;37(4):369-379. do0i:10.1111/j.1469-7610.1996.tb01418.x

Last A, Henley W, Norman S, Goodman R, Ford T. Innovations in Practice:
Feasibility of the development and well-being assessment as an adjunct to
clinical assessment in child and adolescent mental health services. Child
Adolesc Ment Health. 2014. doi:10.1111/camh.12017

Aebi M, Kuhn C, Metzke CW, Stringaris A, Goodman R, Steinhausen HC.
The use of the development and well-being assessment (DAWBA) in clinical
practice: A randomized trial. Eur Child Adolesc Psychiatry. 2012;21(10):559-
567. doi:10.1007/s00787-012-0293-6

Brgndbo PH, Mathiassen B, Martinussen M, Handegard BH, Kvernmo S.
Agreement on diagnoses of mental health problems between an online clinical
assignment and a routine clinical assignment. J Telemed Telecare. 2013.
doi:10.1258/jtt.2012.120209

Angold A, Erkanli A, Copeland W, Goodman R, Fisher PW, Costello EJ.
Psychiatric diagnostic interviews for children and adolescents: A comparative

97



100.

110.

111.

112.

113.

114.

115.

116.

117.

118.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

study. J Am  Acad Child Adolesc  Psychiatry. 2012
doi:10.1016/j.jaac.2012.02.020

Danmarks Statistik. Statistikbanken (In Danish).
https://www.statistikbanken.dk/10021. Published 2018. Accessed November
30, 2020.

Goodman R. The Extended Version of the Strengths and Difficulties
Questionnaire as a Guide to Child Psychiatric Caseness and Consequent
Burden. Vol 40.; 1999.

Youthinmind. Danish versions of the SDQ.
http://sdginfo.org/py/sdqginfo/b3.py?language=Danish&inownlanguage=yes.
Accessed November 20, 2019.

Ford T, Hamilton H, Dosani S, Burke L, Goodman R. The children’s services
interview: Validity and reliability. Soc Psychiatry Psychiatr Epidemiol.
2007;42(1):36-49. d0i:10.1007/s00127-006-0092-9

Townsend L, Kobak K, Kearney C, et al. Development of Three Web-Based
Computerized Versions of the Kiddie Schedule for Affective Disorders and
Schizophrenia Child Psychiatric Diagnostic Interview: Preliminary Validity
Dataa. J Am  Acad Child Adolesc  Psychiatry. 2020.
d0i:10.1016/j.jaac.2019.05.009

Harris PA, Taylor R, Minor BL, et al. The REDCap consortium: Building an
international community of software platform partners. J Biomed Inform.
2019;95:103208. doi:10.1016/j.jbi.2019.103208

BupBasesekretariatet. BupBasen Annual Report 2005 (In Danish).; 2006.
https://bupnet.dk/wp-content/uploads/2020/03/Arsrapport_ BUP_2005.pdf.

Sousa VD, Rojjanasrirat W. Translation, adaptation and validation of
instruments or scales for use in cross-cultural health care research: A clear
and user-friendly guideline. J Eval Clin Pract. 2011;17(2):268-274.
d0i:10.1111/].1365-2753.2010.01434.x

Stone LL, Otten R, Engels RCME, Vermulst AA, Janssens JMAM.
Psychometric properties of the parent and teacher versions of the strengths
and difficulties questionnaire for 4- to 12-Year-olds: A review. Clin Child
Fam Psychol Rev. 2010;13(3):254-274. d0i:10.1007/s10567-010-0071-2

Niclasen J, Teasdale TW, Andersen AMN, Skovgaard AM, Elberling H, Obel
C. Psychometric properties of the Danish strength and difficulties

98



119.

120.

121.

122.

123.

124.

125.

126.

127.

128.

129.

LITERATURE LIST

questionnaire: The SDQ assessed for more than 70,000 raters in four different
cohorts. PLoS One. 2012;7(2):e32025. doi:10.1371/journal.pone.0032025

Croft S, Stride C, Maughan B, Rowe R. Validity of the strengths and
difficulties questionnaire in preschool-aged children. Pediatrics.
2015;May;135(5):€1210-9. doi:10.1542/peds.2014-2920

Arnfred J, Svendsen K, Rask C, et al. Danish norms for the Strengths and
Difficulties Questionnaire. Dan Med J. 2019;Jun;66(6): A5546.

Kaufman J, Birmaher B, Brent D, et al. Schedule for affective disorders and
schizophrenia for school-age children-present and lifetime version (K-SADS-
PL): Initial reliability and validity data. J Am Acad Child Adolesc Psychiatry.
1997. doi:10.1097/00004583-199707000-00021

Kessler RC, Avenevoli S, Green J, et al. National comorbidity survey
replication adolescent supplement (NCS-A): 1ll. Concordance of DSM-
IV/CIDI diagnoses with clinical reassessments. J Am Acad Child Adolesc
Psychiatry. 2009;48(4):386-399. doi:10.1097/CHI.0b013e31819alcbc

Thapar A, Cooper M, Rutter M. Neurodevelopmental disorders. The lancet
Psychiatry. 2017;4(4):339-346. doi:10.1016/52215-0366(16)30376-5

Kessler RC, Amminger GP, Aguilar-Gaxiola S, Alonso J, Lee S, Ustiin TB.
Age of onset of mental disorders: A review of recent literature. Curr Opin
Psychiatry. 2007. d0i:10.1097/YC0.0b013e32816ebc8c

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-
986. doi:10.1097/01.chi.0000172552.41596.6f

Efron B. Second Thoughts on the Bootstrap. Stat Sci. 2003;18(2):135-140.
d0i:10.1214/ss/1063994968

Wu CFJ. Jackknife, Bootstrap and Other Resampling Methods in Regression
Analysis. Ann Stat. 1986;14(4):1261-1295. doi:10.1214/a0s/1176350142

Braun V, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3(2):77-101. d0i:10.1191/1478088706gp0630a

World Medical Association. World Medical Association Declaration of

Helsinki: ethical principles for medical research involving human subjects.
JAMA. 2013;310(20):2191-2194. doi:10.1001/jama.2013.281053

99



130.

131.

132.

133.

134.

135.

136.

137.

138.

139.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Fudge N, Wolfe CDA, McKevitt C. Assessing the promise of user
involvement in health service development: ethnographic study. BMJ.
2008;336(7639):313 LP - 317. doi:10.1136/bmj.39456.552257.BE

Kaufman JS, Schreier A, Graham S, Marshall T, Bracey J. Nothing About Us
Without Us: Authentic participation of service recipients in system
development. Child Youth Serv Rev. 2019;100:422-427.
doi:https://doi.org/10.1016/j.childyouth.2019.03.029

Prior SJ, Campbell S. Patient and family involvement: A discussion of co-led
redesign of healthcare services. J Med Internet Res. 2018;10(1):e5.
doi:10.2196/jopm.8957

Cook JR, Kilmer RP. Systems of care: new partnerships for community
psychology. Am J Community Psychol. 2012;49(3-4):393-403.
doi:10.1007/s10464-012-9516-8

Jane Costello E, Erkanli A, Angold A. Is there an epidemic of child or
adolescent depression? J Child Psychol Psychiatry Allied Discip.
2006;47(12):1263-1271. d0i:10.1111/j.1469-7610.2006.01682.x

Chacko A, Scavenius C. Bending the Curve: A Community-Based Behavioral
Parent Training Model to Address ADHD-Related Concerns in the VVoluntary
Sector in Denmark. J Abnorm Child Psychol. 2018;46(3):505-517.
doi:10.1007/s10802-017-0310-9

Sundhedsstyrelsen (The Danish National Health Board). Udviklingen i Den
Borne- Og Ungdomspsykiatriske Virksomhed (in Danish).; 2007.
https://www.sst.dk/Udgivelser/2007/~/media/7020F9C34BFD4AE2AD42E
83D0047E646.ashx.

Petersen DJ, Bilenberg N, Hoerder K, Gillberg C. The population prevalence
of child psychiatric disorders in Danish 8- to 9-year-old children. Eur Child
Adolesc Psychiatry. 2006;15(2):71-78. doi:10.1007/s00787-006-0488-9

Sgrensen MJ, Mors O, Thomsen PH. DSM-IV or ICD-10-DCR diagnoses in
child and adolescent psychiatry: Does it matter? Eur Child Adolesc
Psychiatry. 2005;14(6):335-340. doi:10.1007/s00787-005-0482-7

Mgller LR, Sgrensen MJ, Thomsen PH. ICD-10 classification in Danish child
and adolescent psychiatry - Have diagnoses changed after the introduction of
ICD-10? Nord J Psychiatry. 2007;61(1):71-78.
doi:10.1080/08039480601121942

100



140.

141.

142.

143.

144.

145.

146.

147.

148.

149.

LITERATURE LIST

Sgrensen MJ, Dalsgaard S, Thomsen PH. Internalizing disorders in child
psychiatric patients across time: Diagnoses and causes for referral. Nord J
Psychiatry. 2006;60(2):126-131. doi:10.1080/08039480600583878

Loomes R, Hull L, Mandy WPL. What Is the Male-to-Female Ratio in Autism
Spectrum Disorder? A Systematic Review and Meta-Analysis. J Am Acad
Child Adolesc Psychiatry. 2017;56(6):466-474.
doi:10.1016/j.jaac.2017.03.013

Walters A. Girls with ADHD: Underdiagnosed and untreated. Brown Univ
Child Adolesc Behav Lett. 2018;34(11):8.
doi:https://doi.org/10.1002/cbl.30337

May T, Adesina I, McGillivray J, Rinehart NJ. Sex differences in
neurodevelopmental disorders. Curr Opin Neurol. 2019;32(4):622-626.
doi:10.1097/WC0.0000000000000714

Sundhedsstyrelsen (The Danish National Health Board). Rapport for
Specialet: Bgrne- Og Ungdomspsykiatri  (in  Danish).;  2008.
https://www.sst.dk/-/media/Viden/Specialplaner/Specialeplan-for-bgrne--og-
ungdomspsykiatri/Specialerapport-for-Boerne-og-
ungdomspsykiatri.ashx?la=da&hash=E8227974E229EBCEEE4F1499B7D6
4CT7E402F24D2.

Retsinformation.dk. Vejledning om medikamentel behandling af bern og
unge med psykiske lidelser (in Danish).
https://www.retsinformation.dk/eli/retsinfo/2019/9733.  Published  2019.
Accessed December 29, 2020.

Velasco-Garrido M, Busse R, Hisashige A. Are disease management
programmes (DMPs) effective in improving quality of care for people with
chronic conditions? WHO Regional Office for Europe.

Sundhedsstyrelsen.  Forlgbsprogram for Bgrn Og Unge Med
Spiseforstyrrelse.; 2017.
https://www.sst.dk/da/udgivelser/2017/~/media/8B634768EB7C4EE29A9D
5CDA29A89260.ashx.

Sarmiento C. Predictors of Re-Accessing Mental Health Services for Children
and Adolescents. 2017. https://ir.lib.uwo.ca/etd/4660.

Blader JC. Symptom, family, and service predictors of children’s psychiatric

rehospitalization within one year of discharge. J Am Acad Child Adolesc
Psychiatry. 2004;43(4):440-451. doi:10.1097/00004583-200404000-00010

101



150.

151.

152.

153.

154.

155.

156.

157.

158.

159.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Lakin BL, Brambila AD, Sigda KB. Behavioral managed care and its effects
in the readmission to a children’s residential treatment center. Resid Treat
Child Youth. 2008;24(4):315-326. doi:10.1080/08865710802174400

Fontanella CA. The Influence of Clinical, Treatment, and Healthcare System
Characteristics on Psychiatric Readmission of Adolescents. Am J
Orthopsychiatry. 2008;78(2):187-198. d0i:10.1037/a0012557

Yampolskaya S, Mowery D, Dollard N. Predictors for readmission into
children’s inpatient mental health treatment. Community Ment Health J.
2013;49(6):781-786. doi:10.1007/s10597-013-9592-8

Durbin J, Lin E, Layne C, Teed M. Is Readmission a Valid Indicator of the
Quality of Inpatient Psychiatric Care? J Behav Health Serv Res.
2007;34(2):137-150. doi:10.1007/s11414-007-9055-5

Reid G, Stewart SL, Zaric GS, et al. Defining Episodes of Care in Children’s
Mental Health Using Administrative Data. Adm Policy Ment Heal Ment Heal
Serv Res. 2015;42:737-747. doi:10.1007/510488-014-0609-6

Rutter M, Kim-Cohen J, Maughan B. Continuities and discontinuities in
psychopathology between childhood and adult life. J Child Psychol
Psychiatry Allied Discip. 2006;47(3-4):276-295. do0i:10.1111/j.1469-
7610.2006.01614.x

Ollendick TH, Jarrett MA, Grills-Taquechel AE, Hovey LD, Wolff JC.
Comorbidity as a predictor and moderator of treatment outcome in youth with
anxiety, affective, attention  deficit/hyperactivity  disorder, and
oppositional/conduct disorders. Clin Psychol Rev. 2008;Dec;28(8):1447-
1471. doi:10.1016/j.cpr.2008.09.003

Reid GJ, Cunningham CE, Tobon JI, et al. Help-seeking for children with
mental health problems: Parents’ efforts and experiences. Adm Policy Ment
Heal Ment Heal Serv Res. 2011;Sep;38(5):384-397. doi:10.1007/s10488-010-
0325-9

Hurley D, Swann C, Allen MS, Ferguson HL, Vella SA. A Systematic Review
of Parent and Caregiver Mental Health Literacy. Community Ment Health J.
2020;56:2-21. d0i:10.1007/s10597-019-00454-0

Walter HJ, Gouze K, Lim KG. Teachers’ beliefs about mental health needs in

inner city elementary schools. J Am Acad Child Adolesc Psychiatry.
2006;45(1):61-68. doi:10.1097/01.chi.0000187243.17824.6¢

102



160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

170.

LITERATURE LIST

Yamaguchi S, Foo JC, Nishida A, Ogawa S, Togo F, Sasaki T. Mental health
literacy programs for school teachers: A systematic review and narrative
synthesis. Early Interv Psychiatry. 2020;14:14-25. doi:10.1111/eip.12793

Ormel J, Raven D, Van Oort F, et al. Mental health in Dutch adolescents: A
TRAILS report on prevalence, severity, age of onset, continuity and co-
morbidity of DSM disorders. Psychol Med. 2015;Jan;45(2):345-360.
doi:10.1017/S0033291714001469

Corrigan PW, Miller FE. Shame, blame, and contamination: A review of the
impact of mental illness stigma on family members. J Ment Heal.
2004;13(6):537-548. doi:10.1080/09638230400017004

Mukolo A, Heflinger CA, Wallston KA. The Stigma of Childhood Mental
Disorders: A Conceptual Framework. J Am Acad Child Adolesc Psychiatry.
2010;Feb;49(2):92-198. doi:10.1097/00004583-201002000-00003

Mukolo A, Heflinger CA. Factors associated with attributions about child
health conditions and social distance preference. Community Ment Health J.
2011;Jun;47(3):286-299. doi:10.1007/s10597-010-9325-1

Kerkorian D, McKay M, Bannon WMJ. Seeking help a second time:
parents’/caregivers’ characterizations of previous experiences with mental
health services for their children and perceptions of barriers to future use. Am
J Orthopsychiatry. 2006;76(2):161-166. doi:10.1037/0002-9432.76.2.161

Johnson HC, Cournoyer DE, Fisher GA, et al. Children’s emotional and
behavioral disorders: attributions of parental responsibility by professionals.
Am J Orthopsychiatry. 2000;70(3):327-339. doi:10.1037/h0087768

Stein REK, Silver EJ. Patterns of medical, educational, and mental health
service use in a national sample of US children. Ambul Pediatr. 2003;3:87-
92. doi:10.1367/1539-4409(2003)003<0087:POMEAM>2.0.C0O;2

Salmon G. Multi-Agency Collaboration: The Challenges for CAMHS. Child
Adolesc Ment Health. 2004;Nov;9(4):156-161. doi:10.1111/j.1475-
3588.2004.00099.x

Barnes P. RESEARCH SECTION: Multi-agency working: what are the
perspectives of SENCos and parents regarding its development and
implementation? Br J Spec Educ. 2008;35:230-240. doi:10.1111/j.1467-
8578.2008.00394.x

Salmon G, Kirby A. Schools: Central to Providing Comprehensive CAMH

103



171.

172.

173.

174.

175.

176.

177.

178.

179.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

Services in the Future? Child Adolesc Ment Health. 2008;13(3):107-114.
doi:10.1111/j.1475-3588.2007.00468.x

Lambert AK, Doherty AJ, Wilson N, Chauhan U, Mahadevan D. GP
perceptions of community-based children’s mental health services in Pennine
Lancashire: a qualitative study. BJGP Open. 2020.
d0i:10.3399/bjgpopen20x101075

Bronsard G, Alessandrini M, Fond G, et al. The prevalence of mental
disorders among children and adolescents in the child welfare system a
systematic review and meta-analysis. Med (United  States).
2016;Feb;95(7):€2622. doi:10.1097/MD.0000000000002622

Egelund T, Lausten M. Prevalence of mental health problems among children
placed in out-of-home care in Denmark. Child Fam Soc Work.
2009;14(2):156-165. doi:https://doi.org/10.1111/j.1365-2206.2009.00620.x

Kaariadla A, Hiilamo H. Children in out-of-home care as young adults: A
systematic review of outcomes in the Nordic countries. Child Youth Serv Rev.
2017;79:107-114. doi:10.1016/j.childyouth.2017.05.030

Danmarks  Statistik. Stette Til Begrn Og Unge 2018.; 2019.
https://www.dst.dk/Site/Dst/Udgivelser/nyt/GetPdf.aspx?cid=28159.

Larsen M, Baste V, Bjarknes R, Myrvold T, Lehmann S. Services according
to mental health needs for youth in foster care? - A multi-informant study.
BMC Health Serv Res. 2018;Aug;18(1):634. doi:10.1186/s12913-018-3365-
6

Newton J, Eccles M, Hutchinson A. Communication between general
practitioners and consultants: what should their letters contain? BMJ.
1992;304(6830):821-824. doi:10.1136/bmj.304.6830.821

Office of the Auditor General of Norway (Riksrevisjonen). [The Auditor
General of Norway’s monitoring of the government’s efforts to ensure well
performed referral practice from GPs to specialised health care services.
Document 3:4 (2017-2018)] Riksrevisjonens undersgkelse av myndighetenes
arbeid med & sikre god. Dokument 3:4 (2017-2018).

Blundell N, Clarke A, Mays N. Interpretations of referral appropriateness by
senior health managers in five PCT areas in England: a qualitative
investigation. Qual Saf Heal Care. 2010;19(3):182 LP - 186.
d0i:10.1136/gshc.2007.025684

104



180.

181.

182.

183.

184.

185.

186.

187.

188.

189.

190.

LITERATURE LIST

Nymoen M, Biringer E, Helgeland J, Hellesen HB, Alsaker Sande L, Hartveit
M. Defining when specialised mental health care is needed: a focus group
study. BJGP open. 2020;4(1). doi:10.3399/bjgpopen20X101004

Andrews G, Henderson S. Unmet Need in Psychiatry: Problems, Resources,
Responses. Cambridge: Cambridge University Press; 2000. doi:DOI:
10.1017/CB09780511543562

Aoun S, Pennebaker D, Wood C. Assessing population need for mental health
care: a review of approaches and predictors. Ment Health Serv Res.
2004;6(1):33-46. doi:10.1023/b:mhsr.0000011255.10887.59

Davies M, Elwyn G. Referral management centres: promising innovations or
Trojan horses? BMJ. 2006;332(7545):844-846.
d0i:10.1136/bm;j.332.7545.844

Harper G, Cetin FC. Child and adolescent mental health policy: promise to
provision. Int Rev Psychiatry. 2008;20(3):217-224.
doi:10.1080/09540260802030559

Sundhedsstyrelsen (The Danish National Health Board). Satspuljeopslag:
Afprgvning af en fremskudt regional funktion i barne- og ungdomspsykiatrien
(in Danish). 2018. https://www.sst.dk/-/media/Puljer/Afproevning-af-en-
fremskudt-regional-funktion-i-boerne--og-
ungdomspsykiatrien/Puljeopslag.ashx?la=da&hash=B6C36 AC2C01CE88EQ
8D3A5D69AB03486172C4ADD.

Skokauskas N, Fung D, Flaherty LT, et al. Shaping the future of child and
adolescent psychiatry. Child Adolesc Psychiatry Ment Health. 2019;13:19.
doi:10.1186/s13034-019-0279-y

Deschamps P, Hebebrand J, Jacobs B, et al. Training for child and adolescent
psychiatry in the twenty-first century. Eur Child Adolesc Psychiatry.
2020;29(1):3-9. doi:10.1007/s00787-019-01467-6

World Health Organization. Mental Health Atlas 2017. Geneva; 2018.
Institute of Medicine (US) Committee on Quality of Health Care in America.
Crossing the Quality Chasm: A New Health System for the 21st Century.
Washington  (DC):  National = Academies Press (US);  2001.
doi;:10.17226/10027

Institute of Medicine (US) Committee on Crossing the Quality Chasm:
Adaptation to Mental Health and Addictive Disorders. Improving the Quality

105



191.

192.

193.

194,

195.

196.

197.

198.

199.

PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

of Health Care for Mental and Substance-Use Conditions: Quality Chasm
Series. Washington (DC): National Academies Press (US); 2006.
doi:10.17226/11470

Tolonen H, Helakorpi S, Talala K, Helasoja V, Martelin T, Prattala R. 25-
Year trends and socio-demographic differences in response rates: Finnish
adult health behaviour survey. Eur J Epidemiol. 2006;21:409-415.
doi:10.1007/s10654-006-9019-8

Reiss F. Socioeconomic inequalities and mental health problems in children
and adolescents: a systematic review. Soc Sci Med. 2013;90:24-31.
doi:10.1016/j.socscimed.2013.04.026

Zimmerman FJ. Social and Economic Determinants of Disparities in
Professional Help-Seeking for Child Mental Health Problems: Evidence from
a National Sample. Health Serv Res. 2005;40(5p1):1514-1533.
doi:https://doi.org/10.1111/j.1475-6773.2005.00411.x

Yetley EA, MacFarlane AJ, Greene-Finestone LS, et al. Options for basing
Dietary Reference Intakes (DRIs) on chronic disease endpoints: report from
a joint US-/Canadian-sponsored working group. Am J Clin Nutr.
2017;105(1):249S-285S. doi:10.3945/ajcn.116.139097

Bhandari M, Sanders RW. Where’s the evidence? Evidence-based
orthopaedic trauma: a new section in the Journal. J Orthop Trauma.
2003;17(2):87. doi:10.1097/00005131-200302000-00001

Lohr KN, Steinwachs DM. Health services research: an evolving definition
of the field. Health Serv Res. 2002;37(1):7-9.

Madsen KB, Ershgll AK, Olsen J, Parner E, Obel C. Geographic analysis of
the variation in the incidence of ADHD in a country with free access to
healthcare: a Danish cohort study. Int J Health Geogr. 2015;14:24.
d0i:10.1186/512942-015-0018-4

Chavira DA, Stein MB, Bailey K, Stein MT. Child anxiety in primary care:
prevalent but untreated. Depress Anxiety. 2004;20(4):155-164.
doi:10.1002/da.20039

Kelleher KJ, Campo J V, Gardner WP. Management of pediatric mental
disorders in primary care: where are we now and where are we going? Curr
Opin Pediatr. 2006;18(6). https://journals.lww.com/co-
pediatrics/Fulltext/2006/12000/Management_of pediatric_mental_disorders
_in.11.aspx.

106



200.

201.

202.

203.

LITERATURE LIST

Reid GJ, Stewart SL, Barwick M, et al. Predicting patterns of service
utilization within children’s mental health agencies. BMC Health Serv Res.
2019;19(1):993. d0i:10.1186/s12913-019-4842-2

Schraeder KE, Reid GJ. Who Should Transition? Defining a Target
Population of Youth with Depression and Anxiety That Will Require Adult
Mental Health Care. J Behav Health Serv Res. 2017;44(2):316-330.
doi:10.1007/s11414-015-9495-2

Hurtig T, Ebeling H, Taanila A, et al. ADHD symptoms and subtypes:
relationship between childhood and adolescent symptoms. J Am Acad Child
Adolesc Psychiatry. 2007;46(12):1605-1613.
doi:10.1097/chi.0b013e318157517a

Lecendreux M, Silverstein M, Konofal E, Cortese S, Faraone S V. A 9-Year

Follow-Up of Attention-Deficit/Hyperactivity Disorder in a Population
Sample. J Clin Psychiatry. 2019;80(3). doi:10.4088/JCP.18m12642

107



PATHWAYS INTO CHILD AND ADOLESCENT PSYCHIATRY

APPENDICES

Appendix A: Ad hoc form for the systematic review of referral letters
Appendix B: The Children’s Services Interview (modified)

108



AD HOC FORM FOR THE SYSTEMATIC REVIEW OF REFERRAL LETTERS

Appendix A. Ad hoc form for the
systematic review of referral letters

Record ID

Personal identification number (CPR number)

Is it indicated that the child is O Yes
placed in care O No

Date of referral

Referral source O Educational Psychologist
O Case worker, social services
O General practitioner
O Pediatric hospital department
O Private practicing medical doctor
O Unit for suicide prevention
O CAMHS department
O Other

Previous diagnoses (as stated on O DF1X.X Substance use
referral) O DF 2X.X Psychosis
O DF 3X.X Affective disorder
O DF40-42.X Anxiety disorder
O DF43.X Reactions to severe stress/adjustment
O DF 50.X Eating disorder
O DF 51.X Non-organic sleep disorder
O DF 60.X Personality disorder
O DF 7X.X Mental retardation
O DF 84.X Autism spectrum disorder
O DF 90.X+DF98.8c Attention deficit disorder
O DF91-92 Conduct disorders
O DF93.X Emotional disorders onset in childhood
O DF94.X Disorders of social functioning
O Other
O Unknown

If “other”, specify which

Purpose of referral O Assessment
O Treatment of existing disorder
O Not possible to determine
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Referral diagnosis
(check all relevant)

O DF1X.X Substance use

O DF 2X.X Psychosis

O DF 3X.X Affective disorder

O DF40-42.X Anxiety disorder

O DF43.X Reactions to severe stress/adjustment
O DF 50.X Eating disorder

O DF 51.X Non-organic sleep disorder

O DF 60.X Personality disorder

O DF 7X.X Mental retardation

O DF 84.X Autism spectrum disorder

O DF 90.X+DF98.8c Attention deficit disorder
O DF91-92 Conduct disorders

O DF93.X Emotional disorders onset in childhood
O DF94.X Disorders of social functioning

O Other

O Mental disorder unspecified

O No diagnosis indicated

If “other”, specify which

Description of symptoms in the referral

Specifically Specifically No
described as NOT described as a . .
being a problem problem information

Emotional problems

(headache/stomachache, worried, sad, o o (0}

nervous, scared)

Conduct problems

(temper tantrums, oppositional, bullies/gets

in fights, lies/cheats, steals) o o (0}

Inattentiveness problems (restless,

hyperactivity, easily distracted, impulsivity,

inattentiveness) 0 0 0

Social problems

(loner, no good friends, not well-liked,

bullied, gets along better with adults) [¢] [¢) 0

Descriptions of impact on functioning

Is NOT described Is described

in the referral in the referral
Bad academic performance (e} (e}
School absence due to symptoms (missed (¢} o
days, but on average attendance several
days a week)
School refusal (no attendance currently) (e} (e}
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Social difficulties 0 o
High conflict level (with peers, parents or 0 0
other adults)

Physical complaints associated with mental

health problems (headache, stomachache, 0 0
eczema from handwash, physical

complaints due to low weight, etc)

Problems with mastering age appropriate

activities of daily living (getting dressed, o o
eating, getting to school, etc).

Bizarre behaviors that influence daily 0 0
functioning

Continuous low mood, sadness or low 0 0
energy affecting daily functioning

Low self-esteem/negative self-image 0 0
Disturbed sleep o o
Other 0] 0]

Specify “other”

Previous support and help mentioned in the referral letter

Is NOT described Is described

in the referral in the referral
Special attention and/or special O O
considerations in daycare/school (no extra
resources)
Extra support person in daycare/ school 0 0
some hours every week
Full time specials need educational program o o
Contact with educational psychologist o e}
Therapeutic intervention aimed at the child o (e}

(psychologist or other professional)
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Family intervention (parenting courses,

. : O 0
family therapy, support person in the home)
Respite care o e}
Foster care O 0]
Residential home o 0]
Treatment by pediatric services (related to o o
referral reason)
Interventions by general practitioner (not (e} (e}
including simply referring to other services)
Contact with volunteer services 0 (0]
Other O O
Specify “other”
Referral decision O Rejected

O Outpatient service
O Inpatient service
O Redirected to private practicing CAMHS

Diagnoses assigned by CAMHS specialist
based on referral

O DF1X.X Substance use

O DF 2X.X Psychosis

O DF 3X.X Affective disorder

O DF40-42.X Anxiety disorder

O DF43.X Reactions to severe stress/adjustment
O DF 50.X Eating disorder

O DF 51.X Non-organic sleep disorder

O DF 60.X Personality disorder

O DF 7X.X Mental retardation

O DF 84.X Autism spectrum disorder

O DF 90.X+DF98.8c Attention deficit disorder
O DF91-92 Conduct disorders

O DF93.X Emotional disorders onset in childhood
O DF94.X Disorders of social functioning

O Other

O Unknown
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THE CHILDREN’'S SERVICES INTERVIEW (MODIFIED)

Appendix B. The Children’s Services
Interview (modified)

Informant O Mom
O Dad
O Foster mom
O Foster dad
O Other

If other, specify who

Section a: semi-structured interview about services accessed

What problems have led to (name of the child) being referred to
CAMHS?

1. For approximately how long has your child had these difficulties? (how old was
s/he when they started?)

2. Have these changed a lot during the past 2 years?

If no, continue to question 3.
If yes, would you tell me a little about how s/he was previously?

3a. How old was (name of the child) the first time you sought help for these
problems?

3b. Who did you initially contact to get help for the mentioned mental health
problems?

4a. Over the past 2 years- can you tell me about any help that you have got for
these difficulties?

Prompts:

Over the past 2 years- can you tell me about any help that you have got for these
difficulties?

Prompts
e Where did s/he go?
e Who did s/he see?
e  What happened there?
e How many times did you or s/he see x?
e How long were these appointments?
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e What happened at the appointments?

e  Was s/he seen alone or did you or other family members go too (how many
for each)?

e Was s/he prescribed drugs for these problems?

4b. Do you think what did made any difference to him/her
or to you as a family? (ask for each service)

Prompts

e Inwhat way?

¢ Did they make things worse in anyway?

e How was that?

Section b: perception of services

1. Who suggested/initiated referral to CAMHS?
2. Are you interested in receiving a specific type of help or treatment from CAMHS?

If yes, would you tell be what specific type of help you are hoping to receive?

3. Some parents have told us that they were put off asking for help or advice about
their child’s emotions, behaviour or concentration, even though they themselves or
those around them think that they should. Have you felt reluctant to ask for help for
your child?

If yes - can you tell me a bit about how you felt?

4. Have you or your child been offered any help that was unwanted?

if yes — can you tell me a bit about how you felt? (what was offered, why was it
unacceptable, what did they do about it -specify child or parent)

I am going to list some reasons that people find it hard to get help for these
worries and | want to know if any of them made it harder for you to ask for help
or advice?
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Present each as “some parents have complained that

did this bother you? If yes ...
Can you tell me a bit about it?

——————— made it harder to get help,

Obstacle

Response
(yes/no/don’t
know)

Comment

Lack of information about
who can help?

Services aren’t available

The professionals don’t
listen

Professionals refuse to
provide service or refer

Available service
unacceptable to parent/child

(specify)

No one can help

Worries about what people
will thing if seek help

Worry about the child being
removed if seek help

Bad previous experience
with professionals (specify)

Help not available at a time
when parents can get to it

Worry about the costs of
getting help (travel and
time off)

Lack of communication
within/between agencies
involved with your child

Worry about privacy/
confidentiality

Worry about the child
having a record and how it
might affect the future

Other (specify)
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Section c: Screening for other contacts

Because it is very easy to forget, | am going to finish by screening through a list of
places where children and their parents might get help for difficulties with emotions,
behaviour and concentration. If you or ------------- have been to one of them over the
last 2 years please let me know, otherwise | move onto the next one. And please bear
with me as we ask the same screen of everyone and so | am not implying that we think
that you ought to have seen any of these people.

SELF-HELP AND VOLUNTARY GROUPS
Over the 2 last years have you contacted any of the following types of support?

Person contacted Suggestion Number of
contacts

Telephone

helpline

Self help group

Voluntary agency (specify)

Internet

Religious minister

Record any other categories mentioned

HEALTH SERVICES

Over the last 2 years have you or your child visited any of the following health
services about their

Health service Reason Number of
contacts

General practitioner

Accident and emergency department or out-of-
hours services

Any outpatient clinic? Specify child or
adolescent psychiatry, private practicing
paediatrician, outpatient clinic at the
paediatrics ward

A private therapist (specify)

An alternative therapist

Has had to go to a day hospital or stay
in hospital

Specify psychiatric/pediatric

Record any other categories if mentioned

116



THE CHILDREN’'S SERVICES INTERVIEW (MODIFIED)

EDUCATION SERVICES
What kind of school or college does (s)he attend?
Does s/he have any extra help at school? — I yes specify (support in class, small group
outside class, 1:1 help outside class, special unit or school, and whether from teacher

or learning support assistant)

Over the past 2 years has s/he had recognized special educational needs?

Avre these special educational needs related to problems with emotions, behaviors or
concentration?

Over the past 2 years have you or s/he seen any of the following people because of
his/her emotional / behavioral difficulties or concentration?

Professional Number What they did? | Since when
of contacts

Teachers, including
behavioural support
teacher

Social worker associated
with the School

Student counsellor/youth
guidance counsellor
Learning support teacher
or resource teacher
Educational psychologist
School nurse/doctor
Other

SOCIAL SERVICES
Over the past 2 years has there been any involvement with social services due to
his/her difficulties with
emotions, behaviour or concentration?

If yes, what kind of involvement?

Services to prompt for Reason Number of
contacts

Allocated social worker
Respite care (specify)
Temporary foster care
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Long term foster care

Therapeutic community

Individual or family-based treatment (specify)
Substance abuse treatment

850 child assessment

Involuntary placement outside the home (note
only if mentioned)

Other

LEGAL SYSTEM
9a. Has s/he been in contact with the police or the legal system within the past 2 years?

If no - End of interview

b. If yes - was this related to his/her ?
If no - End of interview

c. If yes, what did it involve?

Contacts to prompt for Reason Number of contacts

Contact with the police

Criminal charges

Social services involved

Placement in open institution

Placement in secured institution

Other

Thank you very much for your help.

©Tamsin Ford

118






ISSN (online): 2246-1302
ISBN (online): 978-87-7210-882-7 AALBORG UNIVERSITY PRESS



	Omslag_Anne_Sofie_Kjaergaard_Hansen.pdf
	PHD_SHORT_ASKH_TRYK.pdf
	Kolofon_Anne_Sofie_Kjaergaard_Hansen.pdf
	My_thesis_without_articles_FOR_PUBLICATION.pdf

	Omslag_Anne_Sofie_Kjaergaard_Hansen
	Blank Page
	Blank Page
	Blank Page



