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Abstract
Early intervention is a fundamental principle in health care and the past two decades have seen it belatedly introduced into the field of mental health.
This began in psychotic disorders, arguably the least promising place to start. The steady accumulation of scientific evidence for early intervention has
eventually overwhelmed the sceptics, transformed thinking in psychotic disorders and created an international wave of service reform. This paradigm
shift has paved the way to a more substantial one: early intervention across the full diagnostic spectrum. 75% of mental illnesses emerge before the
age of 25 years, and young people bear the major burden for those disorders that threaten the many decades of productive adult life. The paradox is
that young people aged between 12 and 25 years have had by far the worst levels of access to mental health care across the whole lifespan. Health
services are poorly designed, grossly under-resourced and typically unfriendly to, and untrusted by, young people. Furthermore, until recently there has
been a quite striking lack of interest in this transitional age group from clinicians and researchers alike, who had unthinkingly accepted the paediatric–
adult split of mainstream medicine without questioning its utility and validity for our field and our young patients. Over the past decade, however, a
major shift in momentum has occurred to take early intervention in youth mental health more seriously. Here we discuss the recent advances and
evidence supporting an innovative integrated model of youth mental health care and look to the future.

Early intervention programmes are an integral component of basic healthcare to enable early detection and treatment of potentially serious health
conditions. Although long neglected in mental health, the last 20 years
have seen significant gains in developing and implementing early intervention services for young people experiencing mental ill health. Traditionally, mental healthcare has been essentially reactive and palliative,
largely adult-focused and despite the overdue dawn of deinstitutionalisation and the implementation of community mental healthcare, underinvestment in mental health has led to increased presentations in acute
settings.1 2 Within this context, youth-specific, community-based early
intervention services have been overlooked and young people forced into
cultures designed for older adults or younger children. It is now accepted
that traditional service designs and allocation of resources do not align
at all with the onset of the major mental disorders of adulthood, which
peaks during the transition from childhood to adulthood and especially in
young adults,3 making this a critical period for early intervention to alter
the trajectory of mental illness. This clinical review briefly describes the
progress made in redesigning early intervention services for youth mental
health and the supporting evidence (we searched the available scientific
literature until May 2018).
The case for early intervention and service
reform
It is well established that adult-type mental disorders typically emerge
early in life and frequently demonstrate a course characterised by
chronicity and multiple episodes of relapse.4 5 There is evidence that this
can be modified through early intervention.6 Despite the pre-adult onset
of most mental disorders, young people are less likely than any other age
group to access mental health services for a number of reasons such
as stigma, reduced mental health literacy, poor access to appropriate
services and inadequate health system structures.7 Poor service utilisation during this developmental period is alarming given that effective early
management is a key for not only preventing the progression of mental
disorders, but also for reducing the mortality and long-term morbidity
so often associated with these disorders, including premature death,
social isolation, poor functioning and reduced educational and vocational
productivity.5 8 9 Timing of intervention is critical to prevent these adverse
outcomes and the entrenchment of symptoms. Young people typically
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demonstrate a need for care prior to reaching the threshold for a traditional major psychiatric diagnosis10 where distress, functional impairment
and warning signs or ‘microphenotypes’ of mental illness are present,
making early intervention at this time point crucial to preventing or
reducing the severity of a full-threshold disorder (‘macrophenotypes’).11
Access to mental health services has conventionally followed a paediatric–adult split where child services are typically cut-off at 18 years of
age, despite a need for care often continuing beyond this point. Of course,
only a minority of young people under 18 can access these limited specialised services. However, with improved knowledge about the timing of
mental illness onset, it is evident that the transition between child and
adult services during late adolescence creates service discontinuity
exactly at a time when developmentally appropriate and expert mental
healthcare is most needed.12 Adult mental health services simply are
unable to cater for the needs of youth with emerging mental illness; they
are developmentally inappropriate for young people and predominantly
focus on older patients with severe and persistent psychotic disorders,
thus neglecting a significant proportion of young adults with less severe
non-psychotic disorders who also deserve access to services.13 Young
people with emerging mental illness typically lack sufficient symptom
specificity and severity to meet adult-type diagnostic criteria,14 further
limiting their eligibility for adult mental health services. Additionally,
their scale of need requires a high-capacity primary care response that
provides the right expertise and culture for young people.
Together, the above system weaknesses formed a barrier to youth
mental healthcare, resulting in missed opportunities for timely intervention. This has led to a call for the establishment of youth-specific,
stigma-free early intervention services that are developmentally appropriate, improve service access, enhance patient outcomes and span the
most vulnerable years for mental illness onset, thus eliminating the need
for a transition to adult services during the precise period when mental
illness peaks.
Service reform: youth-focused, integrated models
for early intervention
Over the last decade, reform of youth mental services has gained
momentum worldwide.15–17 The building blocks for specialised early
intervention in psychiatry began in the 1980s with a focus on psychotic
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Early intervention: the evidence
Early intervention, particularly for subthreshold psychosis, and the
reform of youth mental health services have not occurred without
controversy. This has come from two main sources: first there have
been concerns that the boundaries of mental healthcare might be
extended too widely and more harm than good could result, and
second, given the treatment gap even for more severe and later
stages of illness, the priority should be with the latter.18 The second
critique is actually an argument for better resourcing of early diagnosis which will reduce the pressure on stretched late stage services.
Interestingly one does not see this false dichotomy between early
diagnosis and palliative care in cancer and other major non-communicable diseases.
The first issue is largely built on concerns about overtreatment.
However, the reality in most settings is undertreatment and delayed
treatment. It is true that in some populations premature use of medication occurs, however, this is due to the failure to respect and fund
psychosocial interventions. Concern has also been expressed regarding
the accuracy of detection for cases at-risk for psychosis and the potential for false positives. A minority (36%) of at-risk cases transition to
psychosis after 3 years.25 Yet while it is not yet possible to definitely
predict who will develop psychosis, it is possible to enhance prediction in
enriched samples.26 The risks associated with false positives can be minimised through staged care with medication being withheld from first-line
treatment and are overshadowed by the potential benefits, which include
providing needed mental healthcare to help-seeking young people who
are in distress and typically functionally impaired.
Concerns of extending the boundaries of mental healthcare can be
largely dealt with by applying the same principles for early diagnosis
as exists in physical medicine and are best operationalised through
a transdiagnostic staging model.14 Overtreatment can be guarded
against in this way and the youth mental health reforms can greatly
reduce the risks of stigma and labelling. While interventions can be
applied across traditional mental disorder diagnoses during the early
stages of mental illness, some treatments during middle and later
stages may be limited to specific populations (eg, clozapine for schizophrenia and transcranial magnetic stimulation for depression).
The current evidence base is highly encouraging and supports the widespread implementation of early intervention for psychosis.6 There is great
scope for even further gains if stages currently regarded as subthreshold
are included, if the duration of psychosis is seriously reduced, if model
fidelity is strengthened and if tenure is extended.27 Early intervention
research has been more prolific for psychosis in comparison with other
psychiatric conditions such as mood disorders.28 Early intervention for
non-psychotic disorders is gaining momentum but requires further
investigation. For bipolar disorder, while some have advised a cautious
approach to early intervention,29 there is support and a strong rationale
for its implementation,30 particularly given that treatment is most effective during the early stages of illness and recurrence is associated with
structural brain changes.31 Similarly, for depression, an early intervention
approach is the optimal model for care,28 with some evidence that its full
expression can be prevented.32
With the move towards transdiagnostic psychiatry, integrated youth
mental health services have the potential to facilitate transdiagnostic
early intervention since most patients accessing care are still in the earlier
stages of the disorder. These services are showing promising results,
with better access to services, high acceptability to patients and families,
and some enhancement of symptomatic and functional outcomes.21 By
capturing the various pathways to a range of disorders, transdiagnostic
services increase capacity to capture a wider range of lower risk cases.
This greater degree of sensitivity in identifying cases (and limiting the
possibility of missing any) would enhance enrichment for more severe
mental disorders.

Evid Based Mental Health: first published as 10.1136/ebmental-2018-300060 on 23 October 2018. Downloaded from http://ebmh.bmj.com/ on 21 February 2019 by guest. Protected by
copyright.

disorders.18 The early success of this paradigm paved the way for a wave
of international reform. In 2006, following a campaign driven by leaders
in mental health, the early intervention model was expanded to other
diagnoses (eg, mood, personality, eating and substance use disorders)
through the creation of headspace in Australia. Headspace is a government-funded initiative that provides youth-friendly, stigma-free early
intervention services in a ‘one-stop shop’ location to 12–25 year olds with
emerging mental health and substance use disorders.10 19 In this context,
mental healthcare is multidisciplinary, integrated, delivered in one setting
and is centred around the needs of young people and their families.17
Services provided span four core areas: mental health, physical health,
vocational and educational support, and drug and alcohol interventions.
Youth participation and engagement are a central pillar of the model and
contribute to creating a non-stigmatising environment by ensuring that
services are provided within a setting that is accessible, non-judgemental
and youth-friendly.
The success of headspace has seen it grow from 10 centres to
over 110 in 2018 that are accessed by 1 00 000 young people each
year, with an additional 30 000 accessing its online service platform,
eheadspace. Independent evaluation of the headspace model by the
Australian Federal Government has revealed positive results. In the
most recent evaluation, headspace was found to be accessible by a
range of young people with high levels of psychological distress that
included vulnerable groups such as those who are marginalised and
at risk.20 Notably, headspace was effective in significantly reducing
suicide ideation and self-harm, and in decreasing the number of absent
school or work days.20 However, headspace is only one building block
of a fully  fledged system of care for young people with mental and
substance use disorders. Forty per cent of headspace patients are too
complex or severely ill to benefit from what is essentially an entry level
or tier 1 model of enhanced primary care. The more specialised and
intensive components now need to be funded, assembled and integrated vertically and horizontally with headspace and other relevant
parts of the health and social system.
The youth mental health reform achieved in Australia has flowed to
other parts of the globe, with the UK, Ireland, Canada, USA, Europe
and Asia adopting similar, culturally appropriate models.17 21 In brief,
reform in Ireland led to the development of Headstrong and the Jigsaw
model that operates in 10 communities. Jigsaw (which has replaced
Headstrong as the brand for youth mental health in Ireland) has proven
to be an accessible and effective community-based mental health
service for young people aged 12–25 years.22 In the UK, the creation
of Youthspace, a youth-based mental health service in Birmingham, has
led to the commissioning of an integrated care pathway for individuals
aged 0–25 years.23 Further international developments include headspace in Denmark, Israel and very soon in California, the Adolescent/
young adult Connections to Community-driven Early Strengths-based
and Stigma-free services (ACCESS) in Canada,24 the rapid scaling up
of ‘The Foundry’ model in British Columbia and the launch of @ease in
the Netherlands. ‘Transition Psychiatry’ is developing in Europe as an
embryonic field. An International Association of Youth Mental Health
has held four successful conferences in Australia, the UK, Canada and
Ireland. The International Early Psychosis Association has transformed
into IEPA: Early Intervention in Mental Health and is now transdiagnostic. The journal ‘Early Intervention in Psychiatry’ has been expanding
steadily since it was established in 2007 and inspires and channels the
scientific momentum for evidence-based reform. Although refinement
and expansion of early intervention services are ongoing, the transformations already taken place have begun to fill a critical gap in providing
accessible, stigma-free, multidisciplinary, developmentally appropriate
and effective mental healthcare to young people. However, there is a
great deal more that can be done to fully realise the potential of early
intervention for young people with mental ill health.
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Summary and future directions
The mental health field has made substantial progress in developing
sound early intervention conceptual frameworks,14 18 scaling up of
early psychosis services, and more recently, specialised youth-specific
services. Evidence to date supports an early intervention paradigm for
mental health to prevent or delay the onset of disorders. Where systematically implemented, early intervention proves to be highly accessible
and acceptable to young people and results in outcomes that are positive
and cost-effective. The progress made thus far provides a beachhead
for further progress. While early intervention for psychosis is increasingly established,6 18 the challenge now is to strengthen fidelity, extend
tenure and capture a broader range of potentially severe disorders and
outcomes. High-quality studies are especially needed examining early
intervention for non-psychotic disorders. In addition to determining the
most effective intensity and duration of interventions to reduce symptomatology, a broader range of interventions that successfully enhance
functional outcomes are required. It is also crucial that the gains achieved
through early intervention are not sacrificed by ‘loosening the grip’ too
soon and consigning patients with an initial recovery but a longer term
vulnerability to a revolving door of weak and intermittent healthcare.
Stage-specific treatments are the antidote to this with proportionate
resources across all stages of illness, just as occurs in cancer and other
branches of healthcare.

