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1.

1.Introduction

Adolescence is a critical time for the development of positive mental health. Most young
people across the island of Ireland are doing well and are generally happy with their lives.
As they grow up, young people may experience short-term changes in their mental health –
temporary dips where they need more support and care from the adults in their lives, from
their families and from their friends. Some young people experience changes in their mental health which are acute and can cause them, and their friends and families, considerable
pain, distress and harm.
Research shows that 75% of all mental health illnesses emerge between the ages of 15 and
25 years.1 Mental health difficulties may include behavioural or developmental disorders, periods of anxiety or depression, eating disorders, substance abuse, self-harm, or more acute
disorders such as psychiatric illness. They can involve single episodes or more prolonged periods of difficulty. Some young people may struggle with mental
health difficulties throughout their lives. Difficulties may emerge
Research shows
during times of physical or emotional stress, or for no apparent
that 75% of all menreason. There is a strong link between poor mental health and
tal health illnesses
suicide. When mental health problems deteriorate and young
emerge between
people experience considerable distress and suffering, there is a
the ages of 15 and
significant risk of self-harm and suicide.
25 years.
Statutory and community services aim to support young people
experiencing mental health difficulties. As is the case with other public health challenges,
prevention and early intervention approaches are key to recognising and tackling problems
early on. Front-line practitioners, such as teachers, social workers, youth workers and other
professionals who come into regular contact with young people, play an important role in
recognising the signs and symptoms of distress among young people in their field of contact, identifying those at risk, and making appropriate referrals.
Front-line practitioners can also support young people in developing protective factors, i.e.
tools that can help them during difficult periods of their lives. Many of the risk factors identified in this report, such as gender, the home environment, and the influence of friends and
peers, can also act as protective factors. Developing and maintaining friendships, having
supportive parents, taking part in hobbies and sports, and doing well at school are just some
of the ways young people can develop self- esteem, confidence and, ultimately, good
mental health.
If we are aware that young people are vulnerable to poor mental health from their early

1

Kendall and Kessler, 2002
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teens, there is an opportunity to encourage adults in the young person’s life to look out for
warning signs and support their mental health.

1.1 1.1

About this report and how to use it

This report focuses on the mental health of young people between the ages of 12 and 18
years. We look at some of the more common mental health problems experienced by young
people, what influences them and what support young people can draw on if they have a
mental health difficulty.
This evidence review and the accompanying summary have been produced for front-line
practitioners working with young people in different settings – at home, in school or in the
community. It is a resource for front-line professionals who come into regular contact with
young people as part of their work and who want to have a greater understanding of what
some of the risk factors are, to recognise the warning signs, and to determine what they can
do to support young people.
We include some key facts and figures on youth mental health in Ireland and Northern
Ireland and, in some instances, how they compare with other jurisdictions. We look at some
of the factors that influence youth mental health, the risks faced and the opportunities they
provide.
We consider how best to support positive mental health in young people, and we look at
some learning outcomes from research that may be useful for practice. Some key messages
are included, based on findings from research, together with some suggestions from experienced practitioners. We also list a number of agencies and organisations which provide
specialist training and resources. These are included at the end of this review and are recommended for further reading and follow-up by practitioners.
It is not the intention of this review and summary to equip front-line practitioners with the
specialist skills and knowledge they need to deal with the issue of youth mental health.
Youth mental health is a complex matter and is subject to influence by a range of factors,
from individual personality characteristics through to more structural factors such as poverty.
Practitioners should also have good knowledge of local agencies, services and useful networks so that young people can be referred to the support and services they need wherever
possible.
Not all mental health disorders are discussed within this report; instead, we focus on mental
health issues which are emerging as recurring issues for young people in Ireland and Northern Ireland.
Front-line practitioners can also play a role in supporting young people who may be struggling with a bereavement as a result of a mental health issue or suicide, and in referring them
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to appropriate services as required.

1.2 1.2

About the AcCESs Evidence series

This is the third report in the CES AcCESs Evidence series, which includes evidence-informed
resources designed to support front-line practitioners working with children, young people
and families. This resource has been co-produced with front-line practitioners who have been
involved in both designing and producing the material.
The AcCESs Evidence series of evidence reviews aims to contribute to the creation of a
common understanding and a common language for practitioners across a range of services dealing with children and young people.

1.3 1.3

Key messages from research about youth mental
health

Mental health problems are increasing around the world. The majority of mental health
problems emerge in adolescence and early adulthood. Studies indicate that approximately
1 in 10 adolescents will suffer from mental disorders severe enough to cause impairment.
Boys and girls may cope with poor mental health differently and behave in different ways
when they are experiencing setbacks. Girls are more likely to seek out support from services
than boys are. In general, girls are more likely to report self-harm than boys, particularly as
they get older.
According to the World Health Organization (WHO), suicide was the second leading
cause of death among 15–29-year-olds in 2015.2 While the number of young people taking
their own lives in Ireland has been decreasing gradually since the early 2000s, Ireland still has
a high rate of youth suicide in comparison to European and OECD counterpart countries.
Northern Ireland has the highest suicide rate per 100,000 of the popSelf-harm is the
ulation across the UK regions.3
most important
Men with poor mental health are particularly at risk of suicide, with
risk factor for
three times as many men taking their own lives as women in high
suicide.
income countries in recent years.
Self-harm, which includes behaviours such as cutting, hair pulling or overdose, is the most

2

World Health Organization, 2017

3

The Samaritans, 2017
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important risk factor for suicide. Many young people who self-harm report that it is used as
a coping mechanism when they encounter significant stress in their lives. The highest rates of
self-harm occur in young people between the ages of 15 and 24. Not all young people who
self-harm present to health services and in reality, the incidence of self-harm may be much
higher than data suggests.
The reasons for poor mental health, self-harm and suicide are complex. Poor mental
health can be associated with structural adversity, such as poverty or homelessness, or from
individual behaviours, such as lack of physical activity, or alcohol or substance abuse.
Some groups and communities are particularly at risk of poor mental health, such as
members of ethnic minority groups or of the lesbian, gay, bisexual and transgender (LGBT)
community, or people with disabilities. Adolescence can be a time when these groups are
even more vulnerable to poor mental health outcomes. Over time, the experience of stress,
poverty or stigma can contribute to poor mental health lasting well into adulthood.
The signs and symptoms of poor mental health are varied and can be difficult to recognise
as young people go through intense physical and emotional changes during adolescence.
The severity, impact and duration of a mental health disorder depends on the individual, the
nature of the disorder and the individual’s capacity to seek and avail of support. Services at
all levels – universal, targeted and specialist – are critical to supporting young people into
recovery. In addition, these services have a role to play in promoting positive mental health
and reducing stigma. This has included early intervention to support young people going
through difficult experiences, assisting them with coping strategies and providing awareness
on how and where they can access support if needed.

10
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2.

2. Youth mental health – background

Youth is defined in many different ways across the literature. Some of the research defines
youth as the period from 12 to 18 years, while other studies take a broader approach to
include all young people up to the age of 24.
This AcCESs Evidence report has a focus on youth mental health during adolescence, i.e.
between 12 and 18 years. This age range has been adopted for this report as it is a critical period of transition that coincides with enormous physical, intellectual and emotional
growth. It is also a time when practitioners come into regular contact with young people in
school, at youth and sports clubs, and in their home and care settings.

1.1 2.1

What do we mean by youth mental health?

The term mental health is very broad, covering a spectrum that extends from enjoying
positive mental health through to severe and disabling mental illness. The WHO4 states that
mental health can be conceptualised as:
‘a state of well-being in which the individual realizes his or her
own abilities, can cope with the normal stresses of life, can work
productively and fruitfully, and is able to make a contribution to his or
her community’

Mental health is more than just the absence of a mental disorder. Mental health is a critical
aspect of our development.5
The WHO also states:6
‘Positive mental health is cultivated gradually through the development
of social, emotional, cognitive and other skills which help build up a
young person’s self-efficacy, self-esteem and feelings of belonging.’

4

World Health Organization, 2004

5

The National Academies, 2010

6

ibid
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There are many different terms associated with mental health, such as happiness and
well-being. The concept of well-being has emerged as increasingly important both within
the academic literature and in aspects of public policy concerning children and young people. In a comparative study of European countries in 2011, young people’s well-being was
conceptualised as having three core components – personal well-being, relational well-being7 and school well-being. In Ireland, the Aistear early years curriculum defines well-being
as ‘children being confident, happy and healthy’.8 Studies and reports such as Growing Up
in Ireland (GUI) and State of the Nation’s Children (SONC) also use more subjective measures to examine well-being. These include how children and young people report their
9
own life satisfaction and the quality of their interpersonal relationships.

2.2 Adolescence–a time of transition
Adolescence is the transition from childhood to adulthood and a period of huge change
for everyone. Changes are physical, psychological and social. Increased hormonal activity
during the teenage years brings about physical and behavioural changes. Physical changes include increased growth, changes to the body, and the development of secondary
sexual characteristics. For some young people, physical changes are visible early on, even
before the onset of teenage years. Others experience physical changes at a later stage.
Physical changes, and how and when they occur in comparison to others, can be a source
of anxiety and stress for young people.
Adolescence is a time of establishing identity and autonomy, and it is a time of intense
learning. Establishing autonomy and independence can involve experimenting with
self-expression and identity, but also with risky behaviours.
Developing friendships and romantic relationships is an important aspect of adolescence.
Relationships may develop and break up, and emotions can be intense during this period.
The nature of relationships with family members, particularly parents, can change and can
involve disagreement and conflict.
Technology is an intimate part of life for young people growing up. It is the means by which
a great many young people choose to communicate. Online platforms, networks and social
media channels provide opportunities to develop and experiment with self-identity and image, to cultivate friendships and relationships both real and virtual, to learn, and to explore
questions about personal interests, health, sexuality and relationships.

7

Relational well-being refers to the concept of well-being concerned with relationships.

8

National Council for Curriculum and Assessment, 2009

9

Smyth, 2015
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1.2 2.3

The cost of youth mental health

Positive mental health is at the very heart of normal growth and development. It allows us to
engage purposefully in our environment and to form meaningful and fulfilling relationships
with the people around us. Having good mental health helps children and young people to
reach their potential in all aspects of their lives. It is fundamental to good relationships at
home; it facilitates the development of healthy friendships and the pursuit of educational
and long-term employment opportunities.
Studies now recognise that good mental health is as important as good physical health and
that the two are strongly linked.
If positive youth mental health is not cultivated, the costs to the individual, to the community
and to society are significant. At a personal level, young people may experience isolation
and stigma as a consequence of a mental health difficulty. The friendships and relationships
that are a valuable source of social support can be difficult to cultivate and maintain.
Substance abuse, school dropout and delinquency rates are all behaviours associated with
poor mental health. Other behaviours, such as eating disorders and self-harm, may be less
visible, but have serious emotional, social and physical consequences that may last well into
adulthood.
If positive youth mental health is not cultivated, the costs to the
individual, to the community and to society
are significant

When mental health problems persist into adulthood, they
deteriorate and continue to affect all aspects of an individual’s
life – from their physical health and personal relationships to
their ability to access employment and to do well at work.
Dealing with financial stress, unemployment, marital strain
and other adversities that are likely to occur in adulthood can
be more challenging. Individuals may require acute health
services, counselling, and/or prescription drugs, along with a
range of services in justice, education, employment and social services, all of which require
significant investment from the State. The long-term consequences of untreated childhood
disorders are costly for the individual, as well as in broader economic terms. A World
Economic Forum report compares the economic impact of of non-communicable diseases
(NCDs) and concludes that mental health costs are the single largest source, greater than
10
cardiovascular disease, chronic respiratory disease, cancer or diabetes. It is estimated that
mental illness alone will make up more than half of the projected total economic burden
from non-communicable diseases over the next two decades, and approximately 35% of lost
global output. The human and social costs are too urgent to overlook.
Suicide may also be an outcome, when poor mental health is not addressed. For every

10

Bloom et al, 2011
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life lost to suicide there are families, friends, communities, schools, sports clubs and youth
groups who experience intense grief, emotional pain and loss.
Youth mental health is a priority for all of us, as research suggests that mental health difficulties are on the rise in many countries around the world. A great number of mental health
difficulties experienced by adults first emerge in adolescence. While adolescence can be a
challenging time to experience difficulties with mental health, it also provides opportunities
to intervene early and prevent the problem from escalating.

1.3 2.4

What can data tell us?

A wealth of data has already been collected on youth mental health. One of the objectives
of this report is to present and synthesise the excellent work being done by researchers,
agencies, educational institutions, national offices and other organisations in both Ireland
and Northern Ireland. Numerous studies are referenced in this report; they include national,
European and international studies on youth mental health and suicide, data from mental health services, along with national and international statistics. This report also draws
on the perspectives and views of young people themselves, through qualitative findings
from consultations and reports from non- governmental organisations (NGOs) working with
young people. The Growing Up in Ireland study, a national longitudinal study which began
to follow a cohort of children in 2006, provides valuable insights into the mental health of
a group of young people now aged 17 years. Data gathered from services in Ireland and
Northern Ireland include information on the types of mental health difficulties recorded by
services and how factors such as age and gender influence their development.
The way that countries collect data on mental health and suicide can vary in terms of accuracy, frequency and classification. Differences emerge depending on the time period selected,
as well as on the methods of classification and recording employed in different jurisdictions.
11
For example, a recent UNICEF report indicated that from 2010 to 2012 Ireland had the
fourth-highest average suicide rate among high income countries for 15–19-year-olds. The
data was based on averages covering a three-year period around 2011. For international
comparisons in this report we draw on data from Eurostat, because this includes the latest
total figures available from 2013 for 15–19-year- olds in Ireland, allowing for comparisons to
be made with all of the other 28 EU member states.
This data will be discussed later in the report. Some of the data gathered from services may
not provide the full picture about a particular issue, as there may be fear or stigma associated
with seeking out support from services. For example,the real incidence of self-harm is thought
to be far higher than data from service suggest.

11

UNICEF, 2017
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3.
3. Youth mental health – facts, figures and disorders
This part of the report describes some of the mental health issues and disorders experienced
by young people in Ireland and Northern Ireland, according to data recorded by national statistics authorities in both Ireland and Northern Ireland (i.e. by the Central Statistics Office and
the Northern Ireland Statistics and Research Agency, respectively), as well as data recorded
by various services and published research studies. A mental health disorder may include
anything ranging from depression to behavioural or developmental disorders to self-harm or
a specific psychiatric illness.
International data show that the prevalence of mental health disorders is increasing over time.
Adolescence is the peak period for the onset of mental health difficulties, with the majority
12
of disorders emerging during this time. Between 10% and 20% of children and adolescents
13
worldwide suffer from mental health problems.
Suicide is a serious public health challenge across the world, with almost 800,000 people
losing their lives to suicide each year.14 Suicide rates globally have increased by 60% over the
15
past 45 years, with suicide being the second leading cause of death among 15–29-yearolds in 2015.16 Men are particularly at risk, with three times as many men taking their own
lives as women in high income countries.

1.1 3.1

Mental health problems are on the increase

The data from Ireland and Northern Ireland reflects international trends, where the numbers
and range of mental health problems experienced by young people are on the increase. The
2016 Healthy Ireland annual survey reported that, amongst those surveyed, negative men17
tal health was most prevalent among 15–24-year-olds. Studies show that young females
are particularly vulnerable to mental health problems. Sixteen per cent of young women in
the Healthy Ireland study were seen to have mental health problems. Similarly, data trends
observed in the Health Survey Northern Ireland show that that indicators of mental health
problems are most prevalent among young females aged 16–24 years.18

12

Carr, 2009

13

Kieling et al, 2011

14

World Health Organization, 2017

15

Scott and Guo, 2012

16

World Health Organization, 2017

17

Department of Health, 2017

18

NISRA, 2017
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The latest findings from the child cohort of Growing Up in Ireland,19 who are now in the 17–18
years age range, found that the majority are reasonably satisfied with their lives. The mean
score for ‘General life satisfaction’ was 7.2 out of 10, with just 15% rating their life satisfaction as 5 out of 10 or lower.20 More recently, ReachOut’s What’s wrecking your head? study of
13–19-year-olds found that, when measured using a short version of the Warwick-Edinburgh
Mental Well-being Scale, most respondents clustered towards the middle of the well-being
scale. Self-reported well-being, similarly to self-reported mental health, decreased with age
and female respondents scored lower on both measures than male respondents.21 Some studies report girls as having poorer well-being, particularly in adolescence, with just 3 out of 10
girls aged 15–17 years saying they felt happy with the way they were in a 2014 HSBC survey.22
There is a strong link between deprivation and mental health. Data from the Health Survey
Northern Ireland and the Healthy Ireland survey in the Republic of Ireland show that people
living in the most deprived areas are twice as likely to have mental health issues as those
living in the least deprived areas.23
In Ireland, the Challenging Times study on youth mental health reported the prevalence of
anxiety and depression at 3.7% and 4.5%, respectively.24 Comparable rates for Northern
Ireland are not available for young people. However, it is estimated that the prevalence rates
are higher than seen in the rest of the UK, due to higher rates of prescriptions for anxiety
and depression, higher levels of socioeconomic deprivation, higher suicide rates and the
legacy of the conflict/Troubles in Northern Ireland.25

1.2 3.2

Mental health difficulties and disorders

Data on young people presenting to Child and Adolescent Mental Health Services (CAMHS)
in Ireland is collected by the Health Service Executive (HSE). CAMHS is the statutory mental
health service for children and young people in Ireland up to the age of 18. Young people
aged 15 years are the most likely to use community CAMHS services in Ireland, followed
by 16–17-year-olds and then by children in the 10–14 years age group. While the primary
diagnosis for younger children presenting to acute services was hyperkinetic problems (e.g.

19

Growing Up in Ireland is the national longitudinal study of children in Ireland.

20

Growing Up in Ireland Study Team, 2016

21

Chambers et al, 2017

22

Martin et al, 2016

23

Scarlett and Denvir, 2016; Department of Health, 2015

24

Lynch et al, 2006

25

Mental Health Foundation, 2016
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Attention Deficit Hyperactivity Disorder), data show an increase in depressive disorders as
children grow older, along with an increase in eating disorders and self-harm.26
Table 1 shows trends in acute mental health disorders among children and young people
in Ireland. It is important to note that this reflects primary presentations to CAMHS in 2012,
as that is the most recent year for which there is data publicly available.
Table 1. Primary Presentations to HSE CAMHS services in 201227

Primary Presentation

Percentage

Hyperkinetic disorders (including ADHD)

31.60%

Autism Spectrum Disorders

10.30%

Conduct disorders/problems

6.20%

Substance abuse

0.50%

Gender role/identity disorders/problems

0.10%

More than one disorder/problem

5.40%

Developmental disorders

1.80%

Habit problems (including tics, soiling, sleeping)

1.50%

Not possible to define

2.80%

Other

1.90%

Psychotic disorders

1.50%

Emotional disorders (including anxiety)

18.30%

Depressive disorders

10.40%

Self-harm

5.10%

Source: Health Service Executive, 2014

1.3 3.3

Does gender make a difference?

Data indicates a higher number of boys in the under 14 years age bracket accessing services. Hyperkinetic disorders were the most common for this age group, with Autism Spectrum Disorder (ASD) being the most frequent diagnosis in boys under four years of age.

26

Health Service Executive, 2014

27

The Royal College of Psychiatrists (2017) in the UK defines ‘attention deficit (ADD)’, ‘attention-deficit hyperactivity

disorder (ADHD)’, ‘hyperkinetic disorder’ and ‘hyperactivity’ as a behavioural disorder which often arises in childhood and is
associated with hyperactivity and a difficulty in concentrating.
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From 10–14 years onwards, anxiety and depressive presentations begin to increase in
frequency across both boys and girls. It is only at age 15 years that more girls present to
CAMHS than boys (54.9% versus 45.1%), with emotional disorders being the most common reason, followed by depression, self-harm and eating disorders. At this age, boys
are still most likely to present with ADHD/attentional problems, but depression and anxiety presentations also begin to increase.
Boys were in the majority for every presentation category, apart from psychotic disorders,
emotional disorders, depression, self-harm and eating disorders, where more girls than
boys presented. The following summary from CAMHS in 2012–2013 shows some key
trends in how boys and girls experience mental health disorders.
Figure 1: Primary presentations to CAMHS by gender (2012)

Source: Health Service Executive, 2014

The influence of gender as both a risk factor and a protective factor for mental health is discussed in greater detail later in this report.

1.4 3.4

Self-harm – a hidden issue

Self-harm is when a person intentionally causes harm to themselves. It can take many forms,
including deliberately overdosing on alcohol or drugs, cutting or picking the skin, pulling-
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hair and self-strangulation.28 Self-harm can happen on a regular basis or less frequently.
Having a history of self-harm is significantly associated with risk of suicide.29 Young people
may self-harm as a way of coping with pressures and stresses in their lives. The highest rate
of self-harm for both males and females is found among young people. The majority of selfharm does not come to the attention of the health services.30
The National Self-Harm Registry Ireland allows for the examination of hospital-treated selfharm at both the national and regional level. It is the world’s first national registry of intentional self-harm cases which present to emergency departments. The latest available data on
a full year are for 2016, and trends indicate a stabilisation of self-harm rates in recent years.31
In 2016, there were 11,485 hospital presentations arising from self-harm, involving 8,909
individual cases. The age-standardised rate of individuals presenting to hospitals with selfharm was 206 per 100,000 of the population.
As highlighted in previous reports from the National Self-Harm Registry, the rate of self-harm
among females was higher than among males, but the difference between the two groups
has reduced to 24% (the gender difference in 2004–2005 was 37%). The only significant increase in self-harm rates from the previous year was among females aged 25–29 years, which
increased by 17%.
In Ireland, the peak rate of self-harm for females was among 15–19-year-olds (763 per
100,000) and the peak rate for males was among 20–24-year-olds (516 per 100,000). This indicates that 1 in every 131 girls in the age group 15–19 years and 1 in every 194 men in the
age group 20–24 years presented to hospital in 2016 as a result of self-harm.
In Northern Ireland, the overall self-harm rates are higher, but the trends are broadly similar.32 According to the Northern Ireland Registry of Self-Harm, the overall rate of self-harm
in 2014–2015 for Northern Ireland was 373 per 100,000 between 2012 and 2015.33 Similarly
to Ireland, the peak rate of self-harm for females was among 15–19-year-olds, and the peak
rate for males was among 20–24-year-olds. In contrast to Ireland, the male rate was slightly higher than the female rate. However, similarly to Ireland, females make up more of the
self-harm presentations in the under 18 years cohort (70%).

28

Scott et al, 2001

29

Arensman et al, 2012

30

McMahon et al, 2014

31

Griffin et al, 2017

32

National Suicide Research Foundation, 2016; Public Health Agency, 2016

33

National Suicide Research Foundation, 2016
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Figure 2: Rates of self-harm by age and gender in Ireland

Source: Griffin et al, 2017

Figure 3: Rates of self-harm by age and gender in Northern Ireland

Source: Public Health Agency, 2016
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There may also be an urban/rural dimension to self-harm. The National Suicide Research
Foundation found that the incidence of individuals presenting to hospital with self-harm in
urban areas was much higher than the rate in rural areas. A similar analysis has not been conducted on the Northern Ireland data. However, according to the 2016 report from the Public
Health Agency, rates of self- harm in urban areas, particularly Belfast, are also higher than in
rural areas of Northern Ireland.
Nevertheless, it is important to note that these figures are based on hospital presentations.
People in urban areas may live closer to a hospital and may be more likely to present for
treatment.
Not all young people who self-harm present to the health services, and there are cases of
hidden self-harm in the community. As a result, the rate of self-harm may be much higher
34
in reality. A population-based study on a sample of 15–17-year-olds conducted in Ireland
reported that for every boy who dies by suicide, 16 presented to hospital for self-harm and
146 reported self-harming in the community. For every girl who died by suicide, 162 presented to hospital with self-harm and 3,296 reported self-harm in the community. The study
also reported large gender differences in relative rates of suicide and self-harm. Therefore,
only 6% of those who reported episodes of self- harm presented to hospital. The relatively
lower rate of self-harm among boys, combined with their high rates of suicide, suggests that
boys who self-harm are a particularly high-risk group.

1.5 3.5

Mental illness and in-patient admissions

In Ireland, over the period 2008–2015, there was an increase in the provision of acute inpatient
beds for children under the age of 18 years. The number of beds available increased from 12
in 2007 to 74 in 2015.
According to HSE inpatient admissions data, of those aged under 18 years, approximately 73.3% were admitted to child and adolescent units and 26.7% to adult units. The
majority of these admissions were for depression (37%).35
HSE Mental Health Division (MHD)36 data on children aged 0–17 years show that the numbers
admitted increase with age.
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Figure 4: Age of admission to psychiatric inpatient units in 2015

Source: HSE Mental Health Division, 2016

Data on young people aged 17–18 years and over, and inpatient admissions, can be obtained
from the National Psychiatric In-patient Reporting System (NPIRS) run by the Health Research
Board (HRB). The latest data from 2016 reports that young people are again an at-risk group
for inpatient psychiatric admissions. National data on admissions indicate that the 20–24 years
age group had the highest rate of all admissions, at 549.4 per 100,000, followed by the 65–74
years age group, at 547.2 per 100,000 and the 55–64 years age group, at 541.8 per 100,000.
The 25–34 years age group had the lowest rate of all admissions, at 434.9 per 100,000.37
Figure 5 presents data from the Mental Illness and Learning Disability Census conducted in
Northern Ireland in 2016.38 Data on inpatient admissions at the time of the Census show that
young people make up a small proportion of psychiatric admissions, with 16–18-year-olds
making up the majority of paediatric admissions.
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38
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Figure 5: Psychiatric inpatient admissions in Northern Ireland (2016)

Source: NISRA

1.6 3.6

Suicide rates – a global concern

According to World Health Statistics 2016, suicide now accounts for 8.5% of all deaths in the
world. In high income countries, three times as many men die by suicide as women, while
globally the corresponding figure is 1.8 times as many.39 Self-poisoning, hanging and firearms
are among the most common methods of suicide globally.40
Overall, Ireland and the UK have some of the lowest rates of suicide among OECD member
countries. Generally, suicide rates are falling in Ireland, following a peak in the early 2000s
and again at the onset of the recession (circa 2008). The figures below compare suicide
rates in Ireland and Northern Ireland. While the number of suicides in Ireland appears to be
decreasing, there was an increase in the number of suicides in Northern Ireland between 2014
and 2015.
While the suicide rate in Ireland appears to be decreasing, the data show a slight increase
in the male rate of suicide and a decrease in the female rate. Looking at finalised data for
2014, 459 deaths were registered as suicide, an approximate 5% decrease on the number of
suicides recorded in the previous year. The rate of male suicide was four times higher than the
female rate. Provisional data for 2015 and 2016 indicate further small reductions in the suicide
rate. However, these figures are subject to change and are often lower than the final reported
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figures.41
In Northern Ireland, 318 suicides were registered during 2015, a 19% increase on the number
recorded in 2014 (268). Male suicide represented 77% of these deaths, or approximately three
times the number of female suicides.42 Figures 6 and 7 show the rates of suicide in Ireland and
Northern Ireland from 2009 to 2015. Numerous studies indicate that Northern Ireland has
the highest suicide rate in the UK.43
When looking at the graphs below, it is important to keep in mind that the rates in
Ireland and Northern Ireland are not necessarily comparable, since the two jurisdictions
use different definitions of suicide.44 The definition used in Northern Ireland, like the rest
of the UK, includes deaths of undetermined intent. These are not included in suicide rates
in Ireland, which counts only deaths of determined intent. For this reason, rates and trends
for each region will be presented separately, and direct comparisons should be made with
caution.

Source: NISRA

41

Suicide figures in Ireland and Northern Ireland represent the year a death was registered, which may be different than

the year of occurrence.
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Source: Central Statistics Office

Figures 6 and 7: Suicide rates in Ireland and Northern Ireland45
From Figures 6 and 7 it is clear that the rate of suicide is considerably higher among men.
However, it is important to pay attention to the risk of suicide in both males and females. The
graphs above indicate that there has been an increase in female suicide rates in Northern
Ireland and a decrease among females in Ireland. According to the recent Samaritans annual
report, it is too early to tell whether these changes in rates of female suicide are indicative of a
more long-term trend.46

3.6.1 The rate of youth suicide
Youth suicide is ranked as the second leading cause of death among young adults aged
15–29 years around the world, after road traffic injuries. It is important to note that young
people are statistically less likely to die anyway, so the causes of death are more likely to be
associated with particular behaviours, as opposed to health issues which tend to increase
with age. While suicide rates in Ireland have decreased gradually since 2000, rates in young
people aged 15– 24 years continue to be troubling and relatively high by comparison with

45

Please note that data for 2015 are provisional and subject to change.
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other jurisdictions, including Northern Ireland.
While the suicide rate for young people in Ireland is comparatively lower than some older age groups, it is relatively high by international standards (7.6 per 100,000). The latest
available data from Eurostat (2013) show that Ireland has the sixth-highest rate of suicide
among EU countries in young people aged 15–19 years. This is a decrease from being
the fourth-highest in 2010, but it is still high by comparison with other countries, including
the UK. It is not possible to disaggregate Northern Ireland rates from this data set. It is
important to note that these are crude death rates, and not age-standardised death rates,
so comparisons between countries should be made with caution. There are also differences in how suicide is defined and recorded in different countries, which can impact on the
reliability and validity of the figures. In other words, the differences in suicide rates across
countries can indicate actual differences in population trends, or reflect differences in the
recording and classification of suicide.
Figure 8: Crude standardised suicide rates among young people aged 15–19 years

Source: Eurostat

The total standardised population rate47 is the ninth-lowest of the same group of
countries, and below the average in the 28 EU member states of 11.67 per 100,000.
Figures 9 and 10 present data from the Central Statistics Office in Ireland and the Northern Ireland Statistics and Research Agency. The data show a higher rate of suicide among

47
Eurostat, 2013 – This indicator is defined as the crude death rate from suicide and intentional self-harm per 100,000
people, by age group. Figures should be interpreted with care, as suicide registration methods vary between countries and over
time. Moreover, the figures do not include deaths from events of undetermined intent (part of which should be considered as
suicides).
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males across all age groups in comparison to females. The overall rate of suicide in
Northern Ireland is higher than in Ireland, but keep in mind that the rates are not directly
comparable on account of the different definitions of suicide.
Figure 9: Suicide rates in Ireland by age and gender (2014)

Source: Central Statistics Office

Figure 10: Suicide rates in Northern Ireland by age and gender (2014)

Source: NISRA
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Looking at Figures 9 and 10 it is clear that the patterns in suicide by age and gender are different in the two jurisdictions. In 2014 in Northern Ireland, the suicide rate was highest in the
25–34 years age group, especially among men. In Ireland, suicide rates are highest in the
45–54 years age group, and also especially among men; however, male rates are also high in
the 25–34 years and 15–24 years age groups. The highest rate of suicide for women in both
jurisdictions is in the 45–54 years age group.
Rates of suicide are of huge concern around the world. The WHO has committed to addressing mental health issues and suicide in its Mental Health Action Plan 2013–2020.48 Moderate
and severe depression are identified within the plan, and there is a target to increase service
coverage for people with severe mental disorders by 20% by 2020. Suicide prevention is also a
critical aspect of the action plan, with the target aim of a 10% reduction in suicide rates around
the world by 2020.

1.7 3.7

Suicide clustering

A suicide cluster is defined as ‘a situation in which more suicides than expected occur in terms
of time, place, or both,’49 with suicide contagion – sometimes referred to as ‘copycat suicides’
– often being the point of origin of a cluster. Suicide clustering is rare, but empirical evidence
indicates that young adults can be more at risk.50
There are generally two types of suicide clusters: mass clusters and point (space-time)
clusters.51 Mass clusters are a temporary increase in the total frequency of suicides in an entire
population relative to the period immediately before and following the cluster, without the
spatial/area clustering. Generally, these are associated with high-profile celebrity suicides which
are publicised widely in the media. Point clusters, on the other hand, are a temporary increase
in the frequency of suicides within a small community or institution relative to the rates recorded before and after the event in surrounding areas.
There have been many reasons put forward for these so called ‘copycat’ suicides in the
literature, primarily referring to the saliency of the social group and social status, i.e.
importance of their peer group for adolescents, potentially increasing their vulnerability
to being influenced by suicides.52 There are also indications of increasing clustering and
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contagion effects in suicidal behaviour associated with modern communication technologies
and behaviours, including the internet and the various types of social media.53 In this respect,
responsible and sensitive reporting of suicides by the media and more broadly online is critical
in addressing potential contagion.54
The second report of the Suicide Support and Information System (SSIS), a pilot study to
assess suicide clustering and contagion in two areas of County Cork in Ireland, highlighted the
following three risk factors for suicide clustering and contagion:55
•

Severe alcohol and drug abuse

•

Exposure to and grief related to loss of friends by suicide

•

Non-communication of suicidal intent.

Additional contributing factors were over-attachment to peers and glorification of suicide.
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4.

4. What influences youth mental health?

Factors such as stigma, gender, socioeconomic status, family structure and peers all have an
impact on youth mental health outcomes. Individual factors, such as lifestyle behaviours and
personality, are also significant influences. Some of these factors are ‘close’ to the individual,
while others relate to the broader external environment. The risk of poor mental health can
increase when several of these influences are at work and can add further complexity. By
understanding these influences and how they interact, practitioners can observe and identify
young people at risk, support them during critical times and intervene where appropriate.
Children who experience adversity are at particular risk of developing mental health problems. Adverse experiences may include poverty or homelessness, child abuse or neglect,
family violence, parental separation, divorce, or bereavement. They may occur as single
or multiple events, and can be transient or over a long period of time. Adversity affects
children and young people in different ways, and
Children who experience
can have long-term outcomes on mental health,
adversity are at particular risk
particularly where children experience a number of
of developing mental health
adverse events.56
problems
Some vulnerable groups – such as ethnic minorities, people with physical and sensory disabilities,
people with intellectual disabilities and the LGBT community, are at risk of poor mental
health outcomes, and may be particularly vulnerable during adolescence.
There are also times in their lives when young people are vulnerable to poor mental
health. Transitions – in the school system, and from school to further education, training
or university – have been identified as challenging times for young people.
The ecological model of social influence57 can help in understanding the various factors
that influence young people during adolescence and the opportunities for practitioners to
intervene. In this model, immediate factors are those which directly influence an individual, for example interpersonal experiences and relationships with friends and family. Distal
factors include external influences, such as cultural and demographic factors.
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Figure 11: Distal and immediate influences on youth mental health

While studies show that the effects of individual factors may be modest, they often
interact with each other. For example, social background may be associated with family
structure, and the outcomes that are observed may occur due to how they interact. The
exposure to a specific risk factor in itself does not necessarily cause difficulty. Instead, it
is an accumulation of family disadvantages, social and economic life events, and adverse
conditions that predicts mental health difficulties. In general, the more of these risks that
a young person experiences, the greater the likelihood of an impact on his or her mental
health.

4.1 4.1

Social and cultural influences

Social and cultural influences which are particularly powerful during adolescence include
stigma and self-image. Studies show that some groups are particularly vulnerable to social
and cultural influences, which can have a negative impact on their mental health. These
groups include young LGBT individuals, ethnic minority groups, and young people with
physical, sensory or intellectual disabilities. They may even be more at risk of poor mental
health outcomes as they go through adolescence. Stigma may also develop as a result of
structural adversities, for example through the experience of poverty or homelessness.
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4.2 The impact of stigma
Stigma involves stereotyping and belief in prejudiced attitudes towards particular people
and groups. One of the negative outcomes of stigma is that the stigmatised group may
internalise the beliefs that are held about them. This can affect their own well-being. Minority groups, such as ethnic minorities, Travellers, asylum seekers and members of the LGBT
community, may experience a range of mental health issues as a result of stigma. Individuals with mental health issues may also experience stigma.
A synthesis of the effects of stigma and mental health, based on 49 empirical studies,
focused on a variety of stigmatised beliefs as well as mental health indices.58 Based on this
research synthesis, stigma was found to have a moderately strong effect on the mental
health of stigmatised groups. The findings also suggested that the impact of stigma on
mental health symptoms was relatively greater in Europe and Australia than in North America. The authors suggest that this difference may be due to institutional, legal and societal
efforts that different regions have put into stigma reduction.
As adolescence is a time when confidence, identity, self-esteem and self-image are critical,
young people are vulnerable to the impact of stigma. In qualitative studies, young men
reported that stigma surrounding mental health prevents them from being able to articulate their problems without shame or fear of judgement:59

‘many young men from…where I am from…are afraid to express themselves among
their peers as they feel it would be perceived as a sign of weakness and as a result
often never address serious issues of depression, insecurity or anger’60

‘As a male, I know for a fact almost every male teenage that I know (and that’s a good
amount) will ALWAYS hide what they are feeling.’61

Stigma may also influence how they access and experience services. Among the respondents
in the Supporting LGBT Lives study, over one-quarter had accessed mental health counselling services, one- fifth had accessed an LGBT-specific health service and 3% had accessed
substance abuse/addiction services. Some respondents experienced barriers or had negative
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experiences in accessing health services because of their LGBT identities. Almost one-quarter of respondents who had interacted with health services reported concealing their LGBT
identity and one-fifth of survey participants actively sought out LGBT-friendly professionals in
response to negative past experiences.
The risk of stigma can also prevent people from seeking out services. As Corrigan62 argues,
many individuals, irrespective of age group, who might benefit from mental health services
opt not to avail of them in order to avoid the label of mental illness and the consequent implications of this labelling, as they see them. A series of studies has shown that persons with
mental health difficulties receive fewer services and also are less likely to receive the same
range of insurance benefits than persons who had other conditions.63

4.1.1

4.1.2 Self-image

According to the 2016 report, State of the Nation’s Children, 57.3% of children aged 10–17
reported being happy with the way they are. Although boys have consistently higher self-esteem than girls, this decreases for both genders with age, with only 49% of 15–17-yearolds being happy with the way they are by comparison with 74.9% of 9-year-olds.64 Young
people expressed concern that they are frequently judged on their appearance. Girls in
particular expressed frustration at the pressure to conform to a narrow beauty ideal.65 While
girls referenced the pressure to be ‘skinnier’, boys are under similar pressure to be ‘bulkier’,
sometimes engaging in unhealthy behaviour, such as the use of steroids, to achieve this.66
‘you are constantly being shown what beauty is – you must be skinny, pretty and
never wear the same outfit twice – and you are constantly trying to live up to that’67

‘… everybody wants to be thin …//… I think a lot of people starve themselves to be
thin …//… cus [sic] I used to do it you know’68

The media was cited as a driving force for unrealistic beauty standards, with young people
feeling under pressure to look like the celebrities they see in magazines and online.
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Social media was also implicated, as young people compare themselves to the polished
online personas that others display via these virtual networks, and also because the photos that young people share can be subject to negative comments from others online.69
‘Social media is a snapshot of somebody’s life, and people consistently compare
themselves to those images’70

4.1.2

4.1.3 At-risk groups

Vulnerable groups may experience low levels of confidence and self-esteem, stigma, stress
and discrimination – all of which can contribute to poor mental health. Individuals are particularly at risk during adolescence.

Lesbian, gay, bisexual and transgender youth (LGBT)
Data on the number of young LGBT people in Ireland and Northern Ireland is difficult to
analyse. There may be differences in how data is gathered, and surveys depend on what
people are willing to divulge. Data on the number of young transgender people is sparse,
internationally and in Ireland and Northern Ireland. Both the Transgender Equality Network
Ireland (TENI)71 and Transgender NI72 estimate that 1% of people in Ireland and Northern
Ireland experience some form of gender variance.
Research conducted by the Gay and Lesbian Equality Network (GLEN) and BeLonG To on
the mental health and well-being of LGBT people living in Ireland and Northern Ireland
found that half of all current school students surveyed reported incidents of homophobic
bullying in their schools.73 The research also identified strong trends of depression and selfharm.
Results of analysis of Irish data from the ongoing Saving and Empowering Young Lives in Europe (SEYLE) study indicate that adolescents with concerns about their sexual orientation are
more vulnerable to both physical and sexual assault. The SEYLE study reported that adolescents in Ireland who had been physically assaulted were almost six times more likely to have
made a suicide attempt than their peers, and 17 times more likely to have attempted suicide
if they had been sexually assaulted.74
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It is estimated that two out of every three LGBT young people in Northern Ireland have
experienced a personal, emotional, behavioural or mental health problem which required
professional help in the past three years. LGBT individuals living in rural areas were slightly
more likely to experience depression and less likely to seek help for it than those living in
urban areas.75

Ethnic minority communities
Ethnic minority groups can experience particular adversities and stigma which can make
them vulnerable to poorer mental health outcomes. This phenomenon is known as ‘minority stress’ and has been defined by Meyer as the process through which ‘stigma, prejudice,
and discrimination create a hostile and stressful social environment that causes mental
health problems’.76 In Ireland, organisations such as the Economic and Social Research
Institute (ESRI), the Equality Authority and the European Network Against Racism have all
published research about the prevalence of racial discrimination in Ireland.
There is little data available on the prevalence of mental health difficulties among minority groups in Ireland and Northern Ireland. A 2005 health needs assessment conducted by
the charity Cairde with members of minority communities in central North Dublin reported
that 38% felt that anxiety, depression and/or stress was the main negative influence on their
health.77
Travellers are at risk in terms of mental health, and are particularly vulnerable when they are
young. The All-Island Traveller Health Study (AITHS) reported that suicide was the cause of
11% of all Traveller deaths. The suicide rate for Traveller women was six times higher than
that for settled women and seven times higher than that for Traveller men. Suicide was highest among young Traveller males aged 15–25 years.78 According to a study of suicide within
the Irish Traveller community, the rate of suicide over the period 2000–2006 was 3.7 per
10,000, which was over three times the figure for the overall population.79
Ethnic minority groups may be even more at risk due to the influence of other factors, such
as language barriers and cultural beliefs, practices, and traditions. There may be shame and
stigma attached to seeking professional help. On a practical level, ethnic groups may need
the support of interpreters or translators in order to understand the available information
about services and how to access them. Services may require specialist training and support facilities to enable their personnel to understand and navigate some of the challenges
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presented by cultural factors.

Physical, sensory and intellectual disabilities
Persons challenged by physical, sensory or intellectual disabilities are at greater risk of experiencing mental health problems than those without a disability. They are more likely to be
exposed to other mental health risk factors, such as low socioeconomic status or a lack of
social support.80
The latest data from the National Physical and Sensory Disability Database from the HRB
highlights the barriers and challenges people with these disabilities face in their everyday
lives, which can undoubtedly have a negative impact on their mental health and well-being.
According to the latest report (2017), 86% of individuals with a physical or sensory disability
feel that their disability interferes with their lives overall; 71% reported that such interference was due to the emotional impact of their disability.81
The risk for poorer mental health outcomes appears to be especially marked for individuals with an intellectual disability. Such individuals have been reported to be more at risk of
abuse, neglect, social disadvantage, difficult family circumstances, stigma, and peer exclusion than individuals without an intellectual disability.82 Mental health problems can often
be underdiagnosed or missed among children, young persons and adults, and can thus go
untreated and unsupported.83 In addition, there is a serious lack of suicidality risk screening
measures which are appropriate for use with people with an intellectual disability.84
Mental health problems may be difficult for a person with an intellectual disability to communicate to others, due to cognitive or language difficulties. For some people with an intellectual disability, challenging behaviour may mask or indeed be an alternative expression of
their experience of a mental health problem.
Some studies report that those with a mild intellectual disability are more at risk than those
with severe impairment. Prevalence rates of co-morbid or co-occurring psychiatric disorders
among those with an intellectual disability vary, but some studies report co-morbidity rates
as high as 40%.85 One study estimates that in the UK, 3% of children with an intellectual
disability represent 14% of all children attending psychiatric services.86
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1.2 4.2

Demographic factors

Demographic factors which influence youth mental health include gender and socioeconomic
status.

1.2.1
4.2.1Gender
Gender
4.2.1
Research and data from services indicate that boys experience different mental health
difficulties to girls. Gender influences not only how young people behave when they have
a mental health difficulty but also how they seek out support and services. While gender
can be a risk factor, in some cases it may act as a protective factor. Boys and girls may
adopt different coping strategies to deal with a mental health difficulty. This can include
externalising or internalising their problems.
Externalising problems (or ‘low control’) involves the expression of aggressive, impulsive,
antisocial and challenging behaviours. This has an immediate impact on others around
them. The signs of internalising problems (or ‘excessive control’) include forms of social
withdrawal, inhibition, depression or various forms of anxiety. Internalising problems
have immediate consequences on the child or young person themselves, limiting social
experiences and creating obstacles for how they develop socially and psychologically.87
From adolescence onwards, girls are more likely to experience internalising problems
than boys, which may result in feelings of self-blame and helplessness.88 In contrast, boys
are more likely to experience externalising problems, showing patterns of behaviour that
are aggressive and antisocial in character. They may develop difficulties in forming and
maintaining close relationships. The risk factors for internalising and externalising problems
can depend on conceptions of masculinity and femininity; for example, the different stresses
that boys and girls are exposed to as they grow up, the coping strategies that they use
and the vulnerabilities that they develop as a result.89 With school achievement a pressure
for many adolescents, it has been shown that poor academic performance has an effect
on externalising and internalising behaviours, but only in girls. These gender differences
reflect theories which suggest that girls are more self-critical and tend to want to please their
parents and teachers.90
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The influence of gender on mental health also emerged in the My World survey,91 which was
the first national study on the mental health and well-being of children and young people
aged 12–25 years in Ireland based on a sample of almost 15,000. Results indicated that gender is both a risk and a protective factor. For example, males consistently reported higher
self-esteem and satisfaction with life in comparison to females. At the same time, they engaged in more risk-taking behaviours, including excessive drinking, substance misuse and
violence towards others. Females reported higher levels of perceived social support and
help-seeking behaviours, but also engaged in more avoidant coping strategies. Avoidant
coping strategies included denying the impact of their distress or pretending something had
not happened.
The Growing Up in Ireland (GUI) study of social and emotional problems shows how boys
and girls in Ireland respond differently to mental health problems as they grow up. One of
the core measures used in this study is the Strengths and Difficulties Questionnaire (SDQ),92
which explores the following four sub-scales:
•

Emotional symptoms (e.g. often unhappy, downhearted or tearful)

•

Conduct problems (e.g. often fights with other children)

•

Hyperactivity/inattention (e.g. restless, overactive)

•

Peer relationship problems (e.g. picked on or bullied by other children).

The questionnaire is completed by children themselves, and there is also a version for caregivers and teachers to complete. The influence of gender is visible from early on and, at
age 13,93 boys score higher on conduct and hyperactivity sub-scales and on total difficulties,
whereas girls score higher on emotional difficulties and on pro-social behaviour. Levels of
misbehaviour reported by boys and girls at age 1394 also indicate a significant gender dimension. Over half of the males in the study reported that they had got into trouble for not
following school rules, whereas less than one-third of females indicated that this was the case
for them. There were major differences regarding how young people perceived experiences
of anxiety. Nearly half of boys in the study saw themselves as free from anxiety, including fear,
unhappiness and shyness, as well as feelings of being ‘left out’. In contrast, this was the case
for only just over one-quarter of girls. These statistics reflect similar data on mental health
disorders recorded by the HSE CAMHS.
Similar patterns of behaviour in boys and girls have been found in other countries. The study
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by Rothenberger and colleagues95 on over 2,000 children in Germany found that parents’
ratings of emotional symptoms and pro-social behaviour were significantly higher for girls
while, in an Australian study, Mellor96 found that boys scored higher on conduct problems,
hyperactivity and peer relationship problems.

Gender and self-harm
More recent data on mental health issues from Growing Up in Ireland continues to show
significant gender differences at age 17–18 years.97 When asked if they had been diagnosed
with depression or anxiety by a professional, 13% of the females indicated that they had
received such a diagnosis, compared with 8% of males. There were substantial gender differences with respect to the reporting of self-harm. Twenty-three per cent, or approximately one
in five girls, said that they had ‘hurt themselves on purpose’ at some time, whereas the corresponding figure for boys was 12%.
Studies in Northern Ireland indicate that rates of self-harm are also influenced by gender,
with girls more likely to report self-injurious behaviour than boys. In 2010, the Northern
Ireland Lifestyle and Coping Survey, which was modified from the existing Child and Adolescent Self-Harm in Europe Study, was carried out in 28 post-primary schools in Northern
Ireland. The final sample comprised 3,596 pupils aged 15–16 years.98 Results indicated that
girls were almost 3.5 times more likely to report self-harm than boys. However, national data
from the Northern Ireland Registry of Self-Harm show rates that are slightly higher among
young males. This is clearly an important area and one which warrants further study and
exploration.

How young men and women access services
Generally, the evidence indicates that females are more likely to seek out help and support
from services, which is reflected in data from services – particularly from adolescence onwards – where the number of females accessing services is higher than the number of males.
Research conducted by the Young Men and Suicide Project99 indicates that young males
are less likely to seek out help and access relevant services, with the main reasons cited by
young males including embarrassment, shame, stigma, concerns about confidentiality and
fear of others finding out. A similar finding appeared in the College Lifestyle and Attitudinal
National (CLAN) Survey100 on the health of Irish students, which reported that male students
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were less likely than female students to seek help for mental health problems and more
likely to turn to alcohol and drugs as coping strategies. A higher proportion of males than
females reported being unwilling to discuss feelings of anxiety or depression with others.

1.2.2

4.2.2 Socioeconomic position

‘Socioeconomic position’ refers to an individual’s or group’s position in society. Education, employment, occupation, income or even where a person lives can affect an
individual’s socioeconomic position. Socioeconomic position has long been associated with mental health outcomes, and suicide has been particularly cited as
a health inequality issue.101
This is of particular significance in Ireland and Northern Ireland, which have experienced a
sharp economic downturn since 2008. The recession has had far-reaching impacts on communities across the island.
Income inequality or economic vulnerability can impact on a host of risk factors for mental
health by affecting one’s general quality of life and being a cause of persistent and chronic
stress. Economically vulnerable households may result in people having to live in substandard housing, an issue which has reached critical levels in Ireland, with over 3,000 children
recorded as homeless in October 2017.102 Parents may need to have more than one job or
work long hours and this can potentially negatively impact on parenting. Caregivers may be
trapped in precarious employment arrangements, such as zero-hours contracts, unable to
predict their income from month to month or week to week.
For young people, low socioeconomic position is often associated with poorer adaptive functioning, an increased likelihood of depression, and delinquent behaviour.103 Research in the
UK shows a strong connection between mental health difficulties, family socioeconomic position and income,104 with young people from poorer families more likely to experience higher
rates of emotional difficulty than their more affluent peers. Figures from the National Health
Interview Survey in the US in 2009 indicated that 8% of children living below the poverty level had serious difficulties, compared with 4% of children with family incomes that were twice
greater or more than the poverty level.105 A review of the literature by the Canadian Council
on Learning106 found that low-income children tended to experience a higher risk of emo-
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tional difficulty, although many of the studies also showed that positive family characteristics
could protect young people from the negative effects of low income or low socioeconomic
status. The My World study reported that young peoples’ experiences of financial stress were
strongly related to poor mental health and well-being.107

Socioeconomic position in Ireland
One of the main sources of data in Ireland on the impact of socioeconomic position on
youth mental health is the Growing Up in Ireland study. The series examined the effects of
economic vulnerability, and especially its consequences for social-emotional development.108
It examined the association between the economic vulnerability of families and the SDQ
scores of their children during two waves, i.e. with the cohorts born in 1998 and 2008, respectively, which offered an unintentional opportunity to assess the impact of the recession
on children. Interviews were carried out at the onset of the economic recession and again
three years later. The results showed an estimated 10% of the families that were economically vulnerable in both waves of the study had high levels of social-emotional problems. In
contrast, the corresponding figure was just 4% for children whose families were not economically vulnerable in either wave. The study also identified particular groups who had a greater
risk of economic vulnerability, including lone parents and families where the main caregiver
had a low level of education. Furthermore, findings indicated that the economic downturn
had an impact on a large number of households which would not traditionally have been at
risk of experiencing economic disadvantage.
An analysis by Nixon109 of data from Growing up In Ireland study found that children from
lower- income households had higher SDQ scores, indicating greater behavioural and/or
emotional issues. While the differences between income groups were statistically significant, they were small, especially when parenting practices were taken into account.110 While
young people with a vulnerable socioeconomic background might be at greater risk of poorer social and emotional outcomes, other factors, including parental caregiving skills, act as
crucial mediating influences. In other words, income matters, but the influence of a positive, nurturing environment provided by caregivers can help to compensate or provide
a valuable protective factor. This will be discussed in greater detail later in this report.
A more recent Growing up in Ireland study of young people aged 17–18 years showed
that general life satisfaction was quite high but dependent on social background.111 Young
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people from less advantaged home backgrounds reported lower life satisfaction scores.
Over one-quarter of respondents from the most disadvantaged group rated their life satisfaction negatively, while only 12% of those from a professional/managerial background
gave this rating.

Socioeconomic position in Northern Ireland
There is little data available on child mental health problems in Northern Ireland in comparison to that available for England, Scotland and Wales. Some data was included in a study
published by the Office of National Statistics in 2005. Across the UK, data showed a high
risk of mental health problems for ‘looked-after’ children (children in care), for young offenders, and for homeless young people, and a greater risk of antisocial behaviour among the
children of prisoners. Young people in Northern Ireland may experience similar risks, but
a conclusion of the Bamfort report was that a specific study of Northern Irish youth mental
health was necessary.112 The report acknowledged that, based on higher levels of socioeconomic deprivation and other factors, Northern Ireland had a higher rate of mental health
problems than the rest of the UK.
Some evidence of the effect of socioeconomic factors can be seen in the results of the Northern Ireland Lifestyle and Coping Survey, which indicated higher rates of self-harm among children in secondary schools in comparison to grammar schools, and in schools where more than
17% of students were entitled to free school meals.113 A regional analysis of recorded suicides
in Northern Ireland in 2015 reveals suicide rates in the most deprived areas of Northern Ireland are three times higher than in the least deprived areas.114
Similarly, in Ireland there is a strong link between deprivation and mental health problems, in
particular suicide rates. A recent ecological study reported that the overall level of deprivation
in an area had the strongest independent effect on rates of suicide.115 Results showed that the
association between area-level deprivation and suicide was observed across both men and
women, with the association greatest in the 15–39 years age group. The authors highlighted the importance of prioritising suicide prevention resources in areas of high deprivation to
tackle this.
There is also some evidence that this link may extend to self-harm presentations.116 In
Ireland, Limerick City is an example of an area with a high deprivation rate and, in addition
to having high suicide rates, it is reported that the extent of self-harm among males and
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females is approximately twice the national average.117
A number of risk factors contribute to increased rates of mental health problems in disadvantaged communities. A recent report by the Samaritans identifies the following factors which
can increase the risk of suicidal behaviour:118
•

Physical (inadequate housing)

•

Cultural (attitudes where suicide is accepted or seen as inevitable)

•

Political (policy measures which have an adverse effect on at-risk groups in society)

•

Economic (lack of employment)

•

Social (poor social support and social networks)

•

History (suicides in the community)

•

Infrastructure (inadequate community services)

•

Health and well-being (poor physical and mental health).

The impact on mental health can be even more significant when several of these risk
factors are present.

1.3 4.3

The immediate environment

Factors in the immediate environment which influence youth mental health can include
family structure and parenting, peer influences, bullying, the school environment and
the Internet.

1.3.14.3.1
4.3.1Family
Familystructure
structureand
andparenting
parenting
Consultations with young people by Headstrong indicate the highly influential role families
play in teenagers’ lives. Data showed the value of support from other family members, particularly cousins, in seeking help and support on topics which teenagers did not feel comfortable discussing with their parents.119 Overall, young people placed a high value on familial
relationships that are based on time spent together as well as on mutual understanding
and respect. A negative family environment, however, was identified as ‘one of the greatest
stresses for young people’. Intra-familial conflict, high parental expectations, family breakdown and invasions of privacy – such as reading of diaries or text messages – were identified
as sources of stress and hurt for many of the young people consulted.120
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The impact of family structure is complex, as it may include divorce, lone parenthood, bereavement, cohabitation or remarriage.121 The timing of these events, combined with other
factors, can affect young people in different ways. While there is evidence indicating that
children who live with only one parent are more prone to emotional distress and drug use,122
the reality may be much more complex. A frequent finding in the research is that, relative to
two-parent families, children of single- parent families are generally more likely to experience
poverty, especially in female-headed households.123 It is not the structure of the family that
is problematic for children, but rather that other risk factors are more likely to be present.
These include lower income, parental depression, and parental conflict (which often occurs
around separation or divorce). These factors can influence important child outcomes.

How do parents influence their children’s mental health?
Parental behaviour and attributes have a significant impact on the mental health of their children. Parents who systematically monitor their children’s behaviour raise young people who
are less likely to engage in delinquency124 or to participate in substance use.125 Parental stress
and mental health may influence these critical aspects of parenting.126 In contrast, up to onethird of children born to parents with a mental illness are likely to suffer persistent emotional
and behavioural disturbance.127 Other studies have noted much higher rates of child psychiatric diagnosis among children of parents with mental illness compared to those in the general population.128
Depression in parents increases the risk of mental health disorders in children. These may
include anxiety, conduct, and substance abuse disorders.129 As depression often manifests
itself through the family system can have the biggest impact on those close to the individual.
Children may be particularly vulnerable to parental depression, especially if it persists over
time. When both depression and marital problems are present in families at the same time,
children and young people are particularly vulnerable to mental health difficulties.130 This
may be because parental depression affects marital functioning (e.g. higher levels of conflict
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and lower levels of marital satisfaction), which in turn affects how parents interact with their
children.131
The behaviours that parents engage in from early on in their child’s development will have an
impact on their mental health outcomes as they grow up. There are two key aspects of parents’ behaviour: parents’ responsiveness (R) and parents’ demandingness (D).132 These are
used to identify four different parenting styles:
•

Authoritative parenting involves high demandingness and high responsiveness.
These parents tend to use rational, issue-orientated discipline in which the emphasis
is on development and self-direction. They involve their children in setting boundaries and standards and are more likely to explain and reason with the child rather
than being punitive. Using warm, firm control, they encourage verbal give-and-take
by discussing their reasoning with their children. They exert firm control but do not
wholly restrict their child – they are assertive, but not intrusive or restrictive.

•

Authoritarian parenting is characterised by high demandingness and low responsiveness. Authoritarian parents generally use punitive, forceful and abusive discipline. They place a premium on conformity and obedience and expect their order
to be obeyed without explanation.

•

Permissive parenting involves low demandingness and high responsiveness. These
parents are mainly concerned with their child’s happiness. They are more lenient and
do not require mature behaviour from their children, allowing self-regulation and, for
the most part, avoiding confrontation.

•

Disengaged parenting is where parents demonstrate low demandingness and low
responsiveness to their child’s needs. In extreme cases, this type of parenting can
become neglectful.

Research indicates that an authoritative parenting style has the most positive influence on child and youth mental health and well-being. Authoritative parenting is strongly
associated with both cognitive and social competence and lower levels of risky or problem
behaviours in both boys and girls across all developmental stages.
The following three aspects support an authoritative approach to parenting and discipline:133
•

Demonstrations of warmth in loving and caring for your child

•

Provision of structure and expectations of behaviour, with these explained clearly

•

Support and encouragement for your child’s individualism.

Research consistently reports that children who have been raised in authoritative households
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rate themselves as being more socially and psychologically mature.134 They tend to be more
responsible, more socially skilled and more academically successful in school.135 They are also
more likely to avoid risk-taking behaviour, such as drug-taking and sexual activity at a young
age.136 By contrast, children with permissive or disengaged parents tend to become more
involved in risky behaviour and crime in their adolescent years.137
Findings from Growing Up in Ireland138 showed that family structure influenced parental
behaviours. In two-parent households, children were less likely to experience a neglectful
parenting style, while single parents with three or more children were more likely to adopt
such a parenting style. There were also differences in single-parent households where single
parents with one or two children were less likely to use an authoritarian (i.e. punitive) parenting approach in comparison to single parents with three or more children. Factors such as
stress or poverty can have an impact on parenting approach.

1.3.2

4.3.2 Peer influences

Peer influences are especially important during adolescence, as peer groups and
friendships are more important at this stage. Social support from peers is important for
self-esteem.139 Furthermore, there is evidence that peer group rejection is a cause of
children’s adjustment difficulties.140 Longitudinal studies have found that childhood peer
group rejection not only precedes emerging emotional and behavioural difficulties,141
but it also predicts these problems independently of other potential risk factors, such as
a child’s behavioural disposition. The combination of displaying aggression and peer rejection at school has been consistently linked to later delinquency.142 Children who have
not shown signs of antisocial behaviour or aggression in earlier childhood may do so in
adolescence as a result of mixing with antisocial peers.143
Peers are particularly important for young people experiencing adversity or problems at
home. Reciprocal, positive friendships can provide emotional support for young people. A
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supportive relationship, even with a single friend, may act as a protective factor from the
negative effects of both peer rejection and other adverse circumstances,144 since it supports
well-being. Boys are more likely to experience improved social well-being, and girls experience more positive changes in their school well-being from mid-childhood onwards when
they have supportive friendships.145
The features of a friendship can be either positive (e.g. intimacy, companionship) or negative (e.g. rivalry, conflict), and together these features define friendship quality. Friendship
quality may moderate the impact of young people’s behaviour, but may also have a strong
influence on mental health. Friendships encourage intimacy and affection and can provide
emotional security, which is likely to increase a child’s well-being and how they relate to
others, irrespective of the child’s characteristics.146
A review by Rueger and colleagues147 involving a synthesis of 341 studies was concerned
with the effects of social support on depression in childhood and adolescence. The review
concluded that there are general benefits to social support, regardless of the level or frequency of stress encountered by the young person. Social support also has a stress-buffering effect which reduces the effects of adverse events on children. The review also found no
evidence for gender differences and led the authors to conclude that social support may be
somewhat more influential in the case of boys than is generally acknowledged.

The impact of bullying
Bullying can take various forms – usually physical, verbal, or relational (e.g. threatening,
taunting, spreading rumours, pushing and kicking, and excluding), and more recently, cyberbullying (bullying via smartphones, social media platforms and the Internet).148 The topic
of bullying has emerged consistently across national consultations held on teenage mental
health by the Department of Children and Youth Affairs.149
Bullying affects victims in the short term and may have a longer-term effect on their mental
health, but it may also leave an impact on the bully. One US study150 observed seventh and
eighth-grade students over 10 months and concluded that problem behaviour was a consequence rather than a cause of bullying experiences. The outcomes for both children who
bully and children who are bullied are negative in the long term. Bullying behaviours that

144

Bolger and Patterson, 2003

145

Newcomb et al, 1993

146

Parke and Buriel, 2006

147

Rueger et al, 2016

148

Smith et al, 2008

149

McEvoy, 2009

150

Kim et al, 2006

50
AcCESs Evidence

manifest in childhood can escalate in adolescence and adulthood, affecting not only the
individual but also their future social relations and contribution to society.151
Some of the outcomes for victims of bullying include social isolation, depression and anxiety,152 low self-esteem and poor social skills. Furthermore, being bullied in childhood has
been found to predict suicide attempts up to the age of 25 years among females.153 The
impact of being bullied is also associated with externalising problems, such as violent behaviour,154 while young people who are chronic victims of bullying often show increased risk
of bullying others. Young people who are frequently bullied may show increased levels of
psychotic symptoms.155
Behaviours associated with being a bully or with being a victim of bullying are found to
be relatively stable over time. For example, longitudinal work carried out by Scholte and
colleagues156 with a sample of 517 children and adolescents aged 11 to 14 years explored
some of the characteristics of bullies and victims. They found that 46% of childhood bullies
in the sample persisted into adolescence (i.e. stable bullies); the rest had either stopped
being involved in bullying (i.e. childhood-only bullies (45%)) or had become victims (9%).
Meanwhile, 43% of children who were victims in childhood were still victims in adolescence
(i.e. stable victims). 51% of the childhood victims were not involved in bullying in adolescence (i.e. childhood-only victims), while 6% had turned into bullies. Of all the children not
involved in bullying in childhood, 15% started bullying in adolescence (i.e. adolescence-only
bullies) and 7% became victims (i.e. adolescence-only victims). Male and female childhood
victims were equally likely to become stable victims, except that the continuity of bullying
other children was lower in girls and higher in boys.
Children who were bullied at an early age were more likely to be bullied at a later age. Of
the 8-year- old victims studied, 15% were still being targeted by bullies at age 12, while 25%
of the bullies were still victimising others.157 Children from low socioeconomic status households were more likely to be involved in bullying activity. Children who were chronically bullied were less popular, had fewer friends and were shyer than either victims who were bullied
during childhood only or children who were never bullied at all.
The results of a recent systematic review158 support the findings that bullying influences
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longer-term psychosocial development. It is not yet clear whether being bullied causes
depression to develop later or if individual characteristics enhance the risk of being bullied.159 The review finds that being the victim of school bullying is a unique childhood risk
factor for later depression, even after controlling for a large number of pre-existing
risk factors.160 In other words, being the victim of childhood bullying can have unique and
long-term effects on mental health. It may be that anxious and depressed children are more
vulnerable and may not retaliate if other children are unpleasant to them, although aggressive children may also attract hostility from other children.
Recent research by Collins, Keating and Morgan161 was concerned with the prevalence of
homophobic and transphobic bullying in Ireland as well as schools’ awareness of such incidents. The findings showed that 19% of schools had dealt with incidents of homophobic
bullying, while 70% of respondents were aware of children using homophobic language to
label a peer’s behaviour. In a study of the prevalence of homophobic bullying in post-primary schools in Ireland, Minton162 found that homophobic bullying was present at about the
same level in both second and fifth year students, with over 30% saying that they had experienced such bullying. Gender exerted a greater influence than did age, with males more
likely to be both perpetrators and victims of homophobic bullying.

1.3.3

4.3.3 The school environment
‘I would change the Leaving Cert so that there is less pressure on students at the
end of 6th year. I would do this by introducing continuous assessment.’163

Exams and transitions through the school system are times when young people can feel under pressure. The What’s Wrecking your Head? survey of 2,508 teenagers in Ireland asked
participants to identify what caused them stress. Exams and school were selected most
frequently, by 81% and 80% of respondents respectively.164
Dissatisfaction with the Leaving Certificate and CAO points system was consistently referenced in young people’s comments within the literature in Ireland, with many expressing
a preference for continuous assessment as an alternative to the current Leaving Certificate
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exams.165 Similarly, the stresses of GCSEs and A levels were referenced in the Northern Irish
study Still Waiting: The stories behind the statistics of young women growing up in Northern Ireland, where focus groups and exploratory interviews were conducted with 48 sixteenyear-old and 45 twenty-five-year-old Northern Irish women.166

‘… it’s all you, I mean you are responsible for your future …//… like I felt it more at
GCSEs more than A-Levels because suddenly at like age 16 you’re supposed to get
all these exams and this is going to be the basis of your future career …//… when I
look back now I’m like GCSEs weren’t even that bad but at the time exams are just
so much on you, it’s like you’re all alone’167

1.3.4

4.3.4 Use of the Internet

Seventy-three per cent of Irish teenagers report daily use of the Internet in their homes.168
‘Bullying goes on outside of school but school policy on bullying is enforced until
the uniform is off’169

‘Online bullying is more dangerous because people don’t see it… People don’t
take it seriously.’170

‘I think it [cyberbullying] causes more damage, because it’s more permanent. If
someone tells you something that upsets you, you can kind of brush it off. Whereas
something on social media, everybody will see it, so you kind of feel attacked by
everyone.’171

According to a YouGov survey, 60% of Irish teenagers (aged 13–18 years) believe that
cyberbullying is worse than face-to-face bullying. Moreover, it appears to be far more

165

Lalor et al, 2012; McEvoy, 2009; Children Living in Ireland, 2015; Coyne et al, 2012; Chambers et al, 2017

166

McAlister et al, 2007

167

McAlister et al, 2007, page 51

168

O’Neill et al, 2015

169

Martin et al, 2016

170

Children Living in Ireland, 2015, page 67

171

Perry, 2016

53
Youth Mental Health in Ireland and Northern Ireland

prevalent, as one in four (26% of) Irish teenagers report being cyberbullied personally and
85% report knowing of it happening to someone else.172 Websites and social media channels
popular with young teenagers, such as Curious Cat and Ask.fm, which enable Internet users
to send anonymous messages to one another, have caused repeated controversy due to their
association with cyberbullying and the tragic suicides of some young users.173

1.4 4.4

Individual factors

Individual factors which affect mental health include:
•

Individual lifestyle behaviours (e.g. substance abuse, physical activity and sleepingpatterns)

•

Personality dimensions (ways of being, thinking and feeling) that can influence
mental health.

Other individual factors include genetic and neurobiological influences.
Individual factors can be even more influential when they interact with other factors, such as
family and peer influences.

1.4.1

4.4.1 Lifestyle behaviours

Recent analysis of Irish data from the Saving and Empowering Young Lives in Europe
(SEYLE) study identified three behaviours linked with suicidal ideation:174
•

Substance use – Regular alcohol drinking, smoking and a history of illegal drug use
were all linked to an increased likelihood of a suicide attempt.

•

Physical activity – Low levels of physical activity were linked with the lowest levels
of well- being and the highest levels of depression and anxiety.

•

Sleep – Getting at least eight hours of sleep per night was linked with better
well-being and lower levels of depression and anxiety.

Many young Irish people move beyond the normal range for alcohol consumption at age
18 or 19 and continue to drink excessively until at least age 25.175 According to the 2012 My
World survey, ‘for young adults, strong links were found between excessive drinking and
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suicidal behaviour’, both of which are more common among young men.176 In a number of
consultations with young people, alcohol use was discussed as a coping mechanism:
‘Me and my mates, we can’t afford to pay €50 for a GP, a six-pack is a lot cheaper,
sometimes you drink just so you can sleep at night.’177

‘…it helps as you don’t have to deal with the problems you are facing, the drug
numbs it’178

In Still Waiting, the Northern Irish study of young women, the consumption of alcohol and
other substances was identified as a source of entertainment in the absence of adequate
youth service provision:
‘… what else is there just for like to have a bit of fun there’s only substances, nobody offers anything better.’179

1.4.2

4.4.2 Lifeskills/psychosocial competencies

The following life skills are associated with the development of positive mental health:
•
•
•

Self-regulation
Self-efficacy

Coping skills.

Self-regulation refers to the capacity of an individual to monitor and control their own behaviour, emotions and thoughts and to adapt their behaviour to particular contexts or situations. It has also been referred to as ‘the capacity to persist in goal-directed behaviour
despite distractions’.180 Self- regulation is identified as a critical developmental milestone for
young people, and one that helps them to maintain positive mental health. Effective self-regulation can help young people understand the significance of particular events and routines
in their lives and to behave appropriately. It helps them deal with distress, elation and frustration, competition in team sports, family problems, and the break-up of relationships or
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friendships. Self-regulation has been shown to be important for emotional control,181 school
completion182 and abstention from drug use,183 all of which are important for positive mental
health. Young people who lack self-regulation skills can sometimes present with externalising
problems and challenging behaviour.
Young people develop self-efficacy when they can successfully complete a task and attribute
their success to their own abilities. Young people high in self-efficacy are more likely to persist in attempts to solve a problem than those with low self-efficacy. This is one of the primary
ways in which self- efficacy can impact on mental health.184 In their positive expression, the
individual risk factors discussed here serve as protective factors, such as healthy lifestyle behaviours, not abusing substances, getting enough sleep and having a good sense ofself-efficacy.
It is important to note that these individual risk factors are usually manifested through exposure to adversities and systemic and structural inequalities. Consistent exposure to inequalities or adversities, such as poverty, can chip away at a young person’s resilience or capacity
to develop the positive individual behaviours described in this section. It is not the case
that the young people just need to ‘cope better’ or have more control over their behaviour,
because such positive indicators as coping skills and self-regulation are difficult to develop
when a young person is faced with an accumulation of risks in their lives. In other words,
it can be those most at risk who are least likely to have the opportunity to develop
these protective psychosocial competencies.185
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5. 5. What supports youth mental health?
Many of the influences described in the previous section of this report provide opportunities to support the development of positive mental health. For example, supportive parenting behaviours and positive relationships with families and carers are associated with the
development of positive mental health. Achievements at school, personal accomplishments
and the development of skills through extracurricular activities all help young people to
develop confidence and resilience.
Experiences and relationships at home, at school and in the community all provide opportunities for young people to develop self-regulation and coping skills.
Some young people may not have access to support at home as they experience poverty,
homelessness, parental mental health problems, loss of a parent, or other adversities. This
can affect their confidence, self-image and ability to develop and maintain supportive friendships outside of home.
Targeted services and interventions can help to support both children and young people.
Learning from the experience of interventions can inform wider services to promote good
mental health and prevent problems from deteriorating.

5.1 5.1

The role of services

Services have a critical role to play in supporting youth mental health. General medical services, such as the GP, are usually the point of referral to more targeted mental health supports, such as the local community CAMHS team or special counselling services. There are
also valuable community-based supports where a referral is not required and mental health
supports can be accessed, including primary care services or community supports provided
by charities and other local organisations.
Young people identify a series of issues primarily around access to Irish mental health services. They refer to a lack of awareness of available services; high barriers to entry, such as
associated costs or being perceived as not being ‘sick’ enough; and a fear of being pathologised and stigmatised.186
‘although supports are available they are often hard to use because you
feel that compared to other people’s problems yours is so small that you
shouldn’t use the supports because you don’t want to take them from
someone who has it harder than you, even if you cry yourself to sleep every
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night and feel like you have no friends.’187

5.2 5.2

The importance of prevention

The Durlak and Wells188 study of primary school programmes, designed to prevent the development of mental health problems in children and young people, identified the following
key messages.
Interventions which aim to change the school and classroom environment are especially successful. Many of the interventions reviewed by Durlak and Wells were aimed at
changing the psychosocial aspects of the typical classroom environment. For example,
Hawkins and colleagues189 trained teachers in effective classroom management procedures
and introduced new interactive teaching strategies that encouraged more supportive contact between teachers and students. This intervention was effective in reducing aggressive
behaviour in boys and self-destructive behaviour in girls.
Interpersonal problem-solving programmes can prevent children and young people from developing mental health difficulties. This same study found that while programmes focused on different skills, most of them encouraged children to use cognitively
based skills to identify interpersonal problems and develop effective mechanisms for
resolving difficulties. There were indications that this approach was relatively more effective with young children.
Supporting children though difficult experiences can enhance their coping skills and
mental well- being. The study examined seven programmes designed to support children
through their parents’ divorce proceedings. Programmes were generally brief and used
group sessions to help children understand and cope with changes.
The study also looked at interventions for children and young people undergoing difficult
medical procedures. These procedures can result in persisting fears and anxieties. Most of
the interventions were based on teaching children coping skills. Results showed that interventions helped children to remain calm, and showed less behavioural problems when they
left hospital. Programmes were effective in reducing problems and supporting children by
providing them with coping skills.
The work of Sandler and colleagues190 involves a synthesis which examined the prevention
outcomes for mental health, as well as substance use, conduct problems, depression and
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anxiety. Overall, the outcomes resulted in small but positive changes. However, the most
common outcome was that the effects were different and were associated with differences in the characteristics of the programme, features of the participants, and how
the programme was implemented.
There is consistent evidence that approaches involving interactive strategies, such as discussion and opportunities to practice skills, are more effective than those without interaction
and feedback.
Targeted programmes aimed specifically at young people at risk are most effective than
universal programmes. Universal programmes are also relevant, given their potential to
reach a larger number of young people. Interactive approaches and targeting emerge as
being more important than the duration of a particular programme.
Effects were larger for young people with higher levels of initial problems and for those who
had experienced disruption recently. These effects were apparent where a young person
took part in an intervention shortly after their parents divorced or experienced a family bereavement.
Gender, social background and ethnicity did not appear to influence the outcome
of the programmes.
The study drew particular attention to the role of implementation. Although implementation was assessed in different ways, the study found more positive outcomes where programmes were implemented effectively. This was important in terms of mental health, but
also for programmes such as curriculum innovations.

5.3 5.3

Challenging stigma

In a review of the evidence on strategies that diminish the stigma associated with mental
health issues, Corrigan191 suggests that three approaches may diminish aspects of the public stigma that people can experience. These are protest, education and contact. There is
some evidence that protest, i.e. challenging inaccurate representations of mental illness in the
mass media, can result in greater awareness, to present a balanced picture and a reduction in
stigma.192 Other studies suggest that such campaigns can have a rebounding effect as people
react against being told what to think, with an outcome in which their negative attitudes may
be strengthened.193
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There are indications that broad educational approaches to mental health can improve attitudes to persons with mental health problems.194 In reviewing the evidence on the effectiveness of education programmes, Corrigan195 suggests that education programmes could
be made more effective if they underlined the evidence showing that participation in
treatment can be very successful.
There is also evidence that stigma can be diminished when members of the general public
have contact with persons suffering from mental illness; the opportunities for such meetings
may result in a discounting of the stigma. It is especially noteworthy that some studies have
shown that contact with persons who have a mental illness, but who are able to hold down a
job and live as good neighbours in the community, are especially effective.196

5.4 5.4

Targeting ‘at risk’ groups

Russell and Fish197 reviewed the research revolving around the mental health of LGBT youth,
paying particular attention to school factors, legal initiatives, and peer-led interventions.
They concluded that young people who live in U.S. states that have active anti-bullying laws
with provisions relevant to sexual orientation and gender identity report less victimisation
and harassment than students attending schools in states without these protections.
There is also evidence that school-based, student-led clubs that are open to all youth
and that are supportive of LGBT students can reduce prejudice within the school environment. LGBT students in such schools often report feeling safer and are less likely to
report depressive symptoms, substance use, and suicidal thoughts and behaviours by comparison with students in schools that lack such resources. The benefits are also seen at later
developmental stages. Toomey and colleagues198 found that youth who attended schools
with supportive programmes reported better psychological health during young adulthood.
Further, these positive experiences of school diminished some of the negative effects of
LGBT victimisation on young adult well-being.
Additionally, there is evidence that LGBT training for teachers, staff and administrators
can foster an understanding of, and empathy for, LGBT students and is associated with
more frequent adult intervention in bias-based bullying.199
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Beyond the formal school curriculum, recent studies document some ways that school strategies can inﬂuence interpersonal relationships within schools through supportive peers and
friends. For example, Poteat200 found that youth who engage in more LGBT-based discussions with peers and who have LGBT friends are more likely to participate in LGBT- afﬁrming
behaviour and intervene when hearing homophobic remarks.
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6. 6. Resources
HSE’s National Office for Suicide Prevention (NOSP)
The National Office for Suicide Prevention (NOSP) is charged with supporting, monitoring,
promoting and coordinating the implementation of Connecting for Life, Ireland’s national strategy for the reduction of suicides from 2015 to 2020. It operates in partnership with
a range of organisations working on the implementation of this strategy. The NOSP’s role
includes providing support to partners, promoting evidence-informed approaches, commissioning research and evaluations, commissioning services, monitoring both implementation
and outcomes, and coordinating training, education and stigma-reduction campaigns. A
range of resources is available to download from the NOSP website for use by practitioners, communities and young people. Resources include mental health promotion posters,
details of regional suicide prevention officers, guidance documents on best practice, information booklets, and practical guidance resources for communities and schools engaging in
suicide prevention work.
The NOSP also provides information on relevant events and training opportunities both
for practitioners hoping to upskill and for people in need of mental health support. Training
and education provision by the NOSP varies in emphasis and intensity, ranging from general awareness raising, to teaching alertness skills with an emphasis on prevention, to the
development of intervention skills in practitioners or others in contact with people at risk.201
http://www.hse.ie/eng/services/list/4/Mental_Health_Services/NOSP/Resources/

Public Health Agency (PHA)
The Public Health Agency (PHA) is one of the joint partners in Northern Ireland’s regional
mental health anti-stigma and anti-discrimination campaign. The Change Your Mind campaign was launched in March 2016 and builds on both the work of the PHA and the mental
health charity organisation Inspire (formerly known as Niamh, the Northern Ireland Association for Mental Health). It is a grassroots campaign which relies on the support of individuals,
organisations and communities to help fight against mental health stigma in Northern Ireland.
The PHA has also been involved in the Helping Others mental health campaign which focuses on tackling stigma around mental health in schools and workplaces. The campaign features a guide to speaking with friends, family members or colleagues undergoing a mental
health problem. The guide gives the simple message to ‘ask, listen, talk’ when it is believed
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that someone is experiencing a mental health problem. The campaign has also launched
a TV advertisement under the heading ‘Life changing,’ which urges people to reach out to
associates, friends or family members who may be having problems with their mental health.
http://www.changeyourmindni.org/
https://www.mindingyourhead.info/
yourmentalhealth.ie
yourmentalhealth.ie is a joint initiative of the HSE and the NOSP in Ireland. It is designed to
be an online space where anyone can access information on how to look after their own mental health and how to support those around them. A diverse range of material is available on
this website, including resources for the #LittleThings mental health promotion campaign,
as well as material of benefit to individuals seeking to promote wellness and positive mental
health in themselves and others and to individuals concerned with assisting others in crisis.
Links include online wellness workshops and videos, podcasts, a cognitive behavioural
therapy (CBT) app called WorkOut, and an online service directory (available on the home
page) which can be searched by area and provides a list of relevant mental health support
services.
www.yourmentalhealth.ie
National Youth Council of Ireland – Youth Mental Health Services Signposting Tool
The National Youth Council of Ireland recently developed an online mental health services
signposting tool. This tool provides information on available youth mental health services,
training programmes, community supports and children’s rights. Searches can be conducted by region and by support service required. http://www.youthhealth.ie/signposts
esuicideTALK
This programme is focused on enhancing general awareness of mental health and suicide.
This is a one- to two-hour online community-oriented programme available to Irish residents,
ideally aged 15 or over,202 which has been designed to promote and enable safe, honest and
open conversations about suicide.203 It can be accessed for free through the yourmentalhealth.ie website here, which provides registration details.
safeTALK
This programme is focused on improving skills that help spot suicide risk in others, or alertness. safeTALK is a half-day training programme designed to equip participants with the
skills necessary to identify persons at risk of suicide within their communities, and to assist
them in accessing suicide first aid resources.
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In Ireland, the service is usually delivered locally through the HSE Regional Resource Officers for Suicide Prevention. A list of these officers is available here and training opportunities can be accessed on the yourmentalhealth.ie website here.
In Northern Ireland, training is usually provided through the Health and Social Care Trusts,
and relevant contact details for training can be found in the Health and Social Care Trust
areas’ training directories.
ASIST (Applied Suicide Intervention Skills Training)
This programme is directed at improving intervention skills. ASIST is a two-day interactive
workshop designed to train practitioners and caregivers in suicide and self-harm first aid.
Participants are encouraged to examine their own beliefs and relationships and how these
may impact on their approach to intervention. They are trained in how to reduce the immediate risk of suicide and to provide positive support to those engaging in self-harm.
In Ireland, ASIST is usually delivered locally through the HSE Regional Resource Officers for
Suicide Prevention. A list of these officers is available here and training opportunities can be
accessed on the yourmentalhealth.ie website here.
In Northern Ireland, training is usually provided through the Health and Social Care Trusts
and relevant contact details for training can be found in the Health and Social Care Trust
areas’ training directories.
Mental Health First Aid
Mental Health First Aid is a programme focused on improving intervention skills. It is the
help offered to a person who is developing a mental health problem or who is experiencing
a mental health crisis, until appropriate professional treatment is received or until the crisis
resolves. It follows the model that has been successful with conventional first aid. It is an
evidence-based programme which was originally developed in Australia and is now internationally recognised and endorsed by the HSE in Ireland and by the Public Health Agency in
Northern Ireland. Training is available to everyone. There are also specifically tailored courses designed for corporate groups. Mental Health First Aid has an extensive and robust evidence base attesting to its effectiveness. It is also included in the US Substance Abuse and
Mental Health Services Administration’s (SAMHSA’s) National Registry of Evidence-based
Programs and Practices.
In Ireland, it is available through Mental Health First Aid Ireland which is supported in
making the programme available by the HSE and Saint John of God Hospitaller Services.
In Northern Ireland, the programme is made available with the support of the PHA and training can be accessed through a number of different organisations across the Health and Social
Care Trust areas, including AWARE NI, for which information is available here. Further information can be found in the Health and Social Care Trust areas’ training directories.
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