
We are child and adolescent psychiatrists who work in the

National Health Service (NHS) with abused and neglected

children and their families. Our jobs involve multidisci-
plinary and multiagency working, complex assessments and

cutting-edge interventions. We find this work fascinating
and deeply satisfying, although we are aware that this has

not in the past been a popular area for psychiatrists and

other mental health specialists in which to engage, resulting
in a lack of clinical research and stilted service develop-

ment. As a result of some of the government policies, some
child and adolescent mental health services (CAMHS) now

support children ‘looked after’ and ‘in care’; however,

mental health input for this population remains patchy
across the country.

We are writing now because it is a classic moment of
opportunity and threat. We are encouraged by The Munro

Review of Child Protection,1 which tries to free social
workers from bureaucracy and encourage more autonomous

use of clinical judgement. We also see potential in the

government’s drive to raise the profile of public health.2 On
the other hand, the chief medical officer’s initiative, ‘Bearing

Good Witness’,3 to promote multidisciplinary expert
assessments in the family court, has been slow to get off

the ground.4 Furthermore, in the present adverse economic
environment the government is considering reducing the

involvement of experts in the family court5 and cutting their

fees.6 Financial restraint also threatens the continued
development of looked-after children (LAC) teams, which

has been a very welcome initiative.

A public health perspective

Child abuse and neglect affect a substantial number of

children. In their study of children in high-income

countries, Gilbert et al7 discovered that about 4-16% of

children are physically abused and one in ten is neglected or

psychologically abused every year. Further, the study

revealed that between 5 and 10% of girls and up to 5% of

boys ‘are exposed to penetrative sexual abuse and up to

three times this number are exposed to any type of sexual

abuse’.

Abuse and neglect have an immediate impact on mental

health and well-being. The most recent survey by the

National Society for the Prevention of Cruelty to Children

(NSPCC) suggests that ‘severely maltreated’ young people

aged 11-17 years are six times more likely to have current

suicidal ideation than their counterparts who have not been

maltreated.8

Childhood abuse and neglect is important from a public

health perspective because it has long-lasting effects on

adult mental health, drug and alcohol misuse, obesity and

criminal behaviour.7 In women, there is a particularly

strong link between penetrative sexual abuse in childhood

and adult mental health disorders. For example, using data

from a cross-sectional national psychiatric survey, Jonas et

al9 found that women who had experienced non-consensual

sexual intercourse before the age of 16 had increased rates

of common psychiatric disorders (e.g. depression), drug

dependence, alcohol dependence, post-traumatic stress

disorder and eating disorders, with odds ratios (ORs)

ranging from 4.1 to 8.83 (in other words, they were four to

nine times more likely to be ill than if they had not been

abused). The link was even stronger between non-

consensual sexual intercourse before the age of 16 and

psychosis (OR = 10.14).10 Using a very different method,

Cutajar et al11 followed a large cohort of sexually abused

children over a number of decades. They found that rape in
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early adolescence by more than one perpetrator increased
the risk of adult psychotic syndromes by 15-fold.

Whereas odds ratios provide a measure of the strength
of the association between a risk factor and a disorder, the
population attributable fraction represents the proportion
of disorders that can be ascribed to exposure to a particular
risk. In theory, the population attributable fraction
indicates how much the prevalence of a disorder would be
reduced if the risk factor was eliminated in the population.12

Analysing data from the Christchurch Health and
Development Study in New Zealand, Fergusson et al13

concluded that eliminating childhood sexual abuse
(involving attempted or completed sexual penetration)
would reduce the overall rates of mental disorder by
13.1%. In a later study in England, Bebbington et al10

found that reducing contact and non-contact child sexual
abuse would reduce the rate of psychosis by 22%.

In real life, particular forms of abuse or neglect rarely
occur in isolation. Instead, they are strongly associated with
each other and other adversities that harm children’s health
and development such as domestic violence, parental
substance misuse, parental mental health problems,
parental intellectual difficulties, parental offending, housing
problems, social isolation, displacement and/or persecution.
Kessler et al14 examined joint associations of 12 childhood
adversities with first onset of 20 DSM-IV disorders in the
World Health Organization’s World Mental Health Surveys
in 21 countries. They found that parental mental illness,
child abuse and neglect were the strongest predictors of
disorders; that the effects were across all the disorders and
countries; and that collectively childhood adversities
account for 29.8% of all mental health disorders. This is
almost certainly an underestimate because psychosis was
not among the 20 disorders the researchers looked at.

It follows that prevention and early intervention with
child abuse and neglect presents a clear opportunity to
improve lifetime mental health.15 In this editorial, we
examine the role of CAMHS in its current reality and in

its potential to do more.

CAMHS’ involvement with children who are
neglected or abused

A large proportion of abused and neglected children have a
psychiatric disorder. An epidemiological study of children
and adolescents in Great Britain16 found significantly higher
rates of difficulty among ‘looked-after’ children (children in
foster care) compared with other socioeconomically disad-
vantaged children or children in the remaining private
household sample; the proportion with at least one ICD-10
psychiatric diagnosis was 46%, 15% and 9% respectively in
each of these categories. We know less about the abused and
neglected children who are not yet looked after but it seems
reasonable to assume that rates of psychiatric disorder
would also be high.

Many children will present with diagnoses (attention-

deficit hyperactivity disorder (ADHD), post-traumatic stress
disorder (PTSD), depression, anxiety, conduct disorder) for
which the evidence base developed in the CAMHS clinic
population is applicable. There is also a growing evidence
base for effective treatments specifically targeting children

with a maltreatment background or aimed at parent-child
interventions.17 Cognitive-behavioural approaches are
often recommended, and there are now some randomised
controlled trials, for example in the treatment of PTSD in
sexually abused children.18,19 Interventions based on a
theoretical understanding of attachment difficulties are
very popular, but relatively few have been systematically
evaluated.20 Evaluated parent-child interaction studies
have successfully targeted physical abuse.21 Multidimen-
sional Treatment Foster Care is an ambitious and effective
treatment programme targeting children in foster care
through working with their carers and supporting
network.22

Barriers to CAMHS’ involvement

Child and adolescent mental health services have histori-
cally tended to regard child abuse and neglect as a social
problem, requiring a social care solution. Research in the
past decade highlighting the high prevalence of mental
health problems has contributed to a gradual shift in this
attitude. However, despite repeated initiatives such as
‘Working Together’,23 there has been a failure to clarify
processes for interagency working and collaboration
between CAMHS and Social Services tends to be clumsy.
We believe there are complex emotional, historical, political
and economic reasons which act as a deterrent to CAMHS’
involvement.

The emotional demands of the work can act as a
psychological barrier. Abused and neglected children feel
very anxious, angry, helpless and hopeless. These feelings
are difficult to bear and contribute to splits and rivalries in
the professional network.24 We find that clinicians working
in a well-functioning, multidisciplinary team are better able
to cope, especially where there are clear structures for
interagency working. The work is challenging also because
abused or neglected children find it harder to trust and
develop a therapeutic relationship. Similarly, it takes great
clinical skill to maintain a therapeutic alliance despite
sharing child protection concerns with Social Services.
Clinicians can also be reluctant to begin work that could be
disrupted by placement moves, although short-term inter-
ventions are becoming more widely accepted.25

The relatively low referral rate of abused and neglected
children to CAMHS may relate to a number of factors,26

including the absence of advocacy for the child, under-
recognition of mental health problems, and a perception
among adoptive parents that common CAMHS treatment
approaches such as family therapy may focus on parental
difficulties, without fully understanding or acknowledging
the extent of the child contribution.27 Issues of stigma and
shame can make young people reluctant to seek help.

Although there are examples of excellent practice
across the country, many overstretched CAMHS’ clinics
cannot give the work the attention it needs. Tensions exist
at the interface between CAMHS and Social Services and
also the family justice system. Because nearly all court
assessments are done privately or by assessment-only NHS
teams, there is frequently a disjunction between the
recommendations and the reality of the local CAMHS
provision. Moreover, waiting times for CAMHS are usually
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not dynamic enough to respond to the demands of the court
and local authority. We believe major structural changes are
needed in the way assessments are carried out and
treatments are offered.

What should the role of CAMHS be?

An effective public health strategy for child abuse and
neglect requires primary, secondary and tertiary prevention
(Box 1). Primary prevention aims to prevent maltreatment
in the first instance. It includes education and health
promotion among groups at risk. We accept that primary
prevention is unlikely to require CAMHS.

Secondary prevention seeks to detect maltreatment at
an early stage, when the effect on the child is more limited
and reversible. It requires interventions not only to help the
child but also to address difficulties in the parent and the
parent-child relationship. We believe this is an area where
CAMHS has significantly more to offer. We advocate the
development of multiagency working with the family court,
Social Services, adult treatment services, probation, housing
and others to improve outcomes for children. Very often
social workers have collected the necessary evidence to
initiate care proceedings but lack the training to analyse the
evidence. There are cases when children could remain at
home if a timely, well-coordinated, multiagency interven-
tion could be deployed. Child mental health professionals
have a great deal to offer here.

The Family Drug and Alcohol Court (FDAC) is an
example of a more complex secondary prevention
programme. It helps families where children are in care
proceedings as a result of their parent’s substance misuse. It
involves collaboration between the family court, child and
adult mental health experts, treatment services, social
workers, housing services and many more. Parents are
given ‘a trial for change’ to provide the best possible chance
to overcome their problems and meet their children’s needs
in an appropriate timeframe. Interventions include
supporting abstinence and lifestyle change, intensive
treatment to help parents address the problems driving
their substance misuse, treatments to improve the parent-
child relationship and treatment of individual children. The
programme has been shown to not only improve children’s
chances of remaining with their family, but also ensure a
permanent alternative placement is found more swiftly
when staying with their family is not possible.28

Tertiary prevention targets children already damaged
by abuse and neglect; these are children in long-term foster
care, kinship placements and adoptive families. This is an
area where CAMHS’ role needs to be consolidated. We agree
with the authors29-31 who advocate universal mental health
screening for children entering care.

Rao et al32 argue that CAMHS should only see looked-
after and adopted children with an identifiable psychiatric
disorder. We believe impairment is not always well captured
by psychiatric diagnosis, as children with early abuse or
neglect often present with a complex array of develop-
mental deficits.33,34 This is not surprising, considering the
range of aetiological factors at play, for example: prenatal
exposure to drugs and alcohol, the effects of early trauma on
brain development, disrupted or distorted attachment

processes, and loss of the biological family. A service with
acceptance criteria requiring a threshold of psychiatric
diagnosis will therefore not meet all the mental health
needs of this population.

Good-quality mental health assessments of children
and treatment of mental health disorders is a generally
undisputed role for CAMHS. More controversial is the
timing of interventions, with many CAMHS still arguing

that they are unable to offer anything until a child’s care
situation is stabilised with a long-term care plan in place.
Prompt intervention (e.g. for ADHD) can prevent foster
placement breakdown.25

The introduction of LAC teams in the UK has been
welcome, in that it encouraged the development of
specialist expertise and also close working across health
and social services. However, interventions in LAC services
are short term, ending once a child is either rehabilitated or
placed in alternative long-term care such as a kinship
placement or adoption. We agree with Tarren-Sweeney30

that services for looked-after and adopted children should
have the capacity to offer long-term monitoring and
treatment, unlike the acute intervention model of generic

CAMHS. Not only is this a better model for children with
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Box 1 The role of CAMHS in prevention and early

intervention with child abuse and neglect

Primary prevention:

. aims to prevent maltreatment in the first instance

. involves education and health promotion among at-risk groups

. unlikely to require direct CAMHS involvement.

Secondary prevention:

. early intervention when the effect on the child is more limited

and reversible

. helping children directly and also addressing difficulties in the

parent and the parent-child relationship

. requires development of CAMHS-led multiagency interventions

working with the family court, Social Services, adult treatment

services, probation, housing and others to improve outcomes for

children

. possible to improve outcomes for children but also save money

in the short term.

Tertiary prevention:

. targeting children already damaged by abuse and neglect

. aims to reduce suffering, promote quality of life and prevent the

onset of adult mental health disorders

. requires introduction of universal screening for psychiatric

diagnosis and developmental deficits in all children coming into

care

. strengthening and extending the role of looked-after children

(LAC) teams to assess, treat and monitor children picked up by

screening

. requires improved capacities to work with children in short-term

placements as well as long-term monitoring of complex cases

. will require additional funding but strong public health argument

for long-term savings to the public purse.
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long-term and complex needs, but it improves the likelihood

that we will be able to prevent the onset of adult mental

health disorders.

A coherent framework to provide adequate mental

health support for this vulnerable population of children

requires an agreed referral pathway, clear procedures for

interagency working and interdisciplinary structures that

facilitate close cooperation between disciplines working

within social care, health and the family justice system. A

good model would build on current LAC teams, creating

specialist teams within CAMHS with expertise in this area.

These teams could provide regular consultation to social

workers, foster carers, residential workers, and adoption

support social workers. An outreach component may help to

overcome barriers relating to access. The team could liaise

with adult mental health services over child protection

issues relating to mental health in a parent. Where

appropriate, they could refer children with psychiatric

disorders to generic CAMHS for management and treat-

ment. Strong links between the specialist team and generic

CAMHS would be needed to prevent fragmentation of

care.31 The model would be one of triage and consultation as

well as implementing treatment in areas that relate

specifically to experiences of maltreatment and neglect.

There is a need to develop and evaluate new interventions

in this area in addition to continued outcome-monitoring of

established evidence-based interventions.

Commissioning changes: a challenge and an
opportunity

A period of financial restraint may seem an odd time to be

promoting a utopian vision of service restructuring within

CAMHS. However, the landscape of commissioning is

changing rapidly. This is a time when other agencies, such

as social care and the family justice system, are carefully

re-evaluating their own approach to their work in this area.

Changes within the NHS will lead to new developments in

mental health commissioning. If ‘health and well-being

boards’ are introduced, services with a clear public health

benefit are more likely to be funded.2 Money currently

being paid to private experts by local authorities could be

diverted into developing local CAMHS. There are some

precedents for this in different parts of the country where

local multidisciplinary expert witness teams have been

initiated. Use of health economists can be invaluable in

making the argument for restructuring. An evaluation of the

FDAC by an international accountancy firm found that it

saves the public purse more than it costs within a year.35

It therefore seems an opportunity for CAMHS clin-

icians and managers to think through how we can best meet

the needs of this population by clarifying roles, responsi-

bilities, operational criteria and care pathways. Without this

vision there is a risk that commissioning will take place

without the benefit of the thoughtful expertise of clinicians

and that as a result lack of clarity and patchy provision will

prevail. More importantly, an opportunity to link CAMHS to

a clear public health strategy will be missed.
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