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Notes to Tables

Presentation of data

A percentage may be quoted in the text for a single category that is identifiable in the
tables only by summing two or more component percentages. In order to avoid
rounding errors, the percentage has been recalculated for the single category and
therefore may differ by 1 percentage point from the sum of the percentages derived
from the tables. The row or column percentages may add to 99 per cent or 101 per

cent because of rounding.

o 0 per cent in the tables indicates that fewer than 0.5 per cent of people gave
this answer.
o Instances where no answers for a particular response were given are

indicated in the tables by '-'.

A few people failed to answer some questions. These ‘no answers’ have been
excluded from the analysis, and so tables that describe the same population have

slightly varying bases.

Weighted bases are presented in all tables and this may also cause slight variation in

bases describing the same population.

Small bases are associated with relatively high sampling errors and this affects the
reliability of estimates. In general, percentage distribution is shown if the base is 50
or more. Where the base is smaller than this, actual numbers are shown within
square brackets. Care should also be taken when interpreting percentage
distributions where the base is less than 100 because of the relatively high sampling
errors attached to small numbers. Sometimes, where the numbers are not large
enough to justify the use of all categories, classifications have been condensed. An
item within a classification may be shown separately, even though the base is very
small, because to combine it with another large category would detract from the

value of the larger category.

All sociodemographic variables listed in the logistic regression tables were tested but

may not appear in the final model (not significant: NS).



Although the analyses identify strong links between certain factors and outcomes of
childhood mental disorder, causal relationships should not be assumed for any of the
results presented in this report. Any differences mentioned in this report are

statistically significant at the 95 per cent confidence level unless otherwise stated.
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Summary of main findings

Chapter 1: Background, aims and coverage

This survey followed-up the second national survey of children’s mental health and well-

being which was carried out in 2004. The aims of the 2007 follow-up survey were:

¢ to identify persistence, onset, risk factors and outcomes of childhood mental
disorders

e to examine resilience and protective factors

o to examine the medium-term effect of special education needs on subsequent

psychological health, absenteeism and exclusions.
Chapter 2: Assessing mental disorders and how they are related

This chapter discusses the term ‘mental disorder’ in relation to children and young people
and how it is defined in this report. Included in the chapter is a discussion on the advantages
of collecting information from multiple informants — parents, teachers and children — in one
interview. A third section of the chapter explores the validity and reliability of screening and
the diagnostic instruments used in the survey, ending on a description of how a clinical input

was added to the interpretation of the survey data.
Chapter 3: Sampling and survey features

How the 2007 survey was carried out, its main features, sample design, operational

procedures, and response.

The Time 1 (T1) survey in 2004 covered a sample of children and young people aged five to
16 drawn from Child Benefit records then held by the Department of Work and Pensions’
Child Benefit Centre (CBC). It involved a total of 7,977 interviews. Of these interviews, 7,329

were selected to be followed-up in the Time 2 (T2) survey in 2007.
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Chapter 4: Persistence of disorders

A chapter presenting data on those children and young people who had a mental disorder

during the original survey in 2004, a total of 738, and were successfully contacted again

three years later, a total of 399 children and young people. Now aged eight to 19, the

children and young people are divided into two groups for analysis — the persistent group

who continued to have a mental disorder three years on, and the recovered group, who were

assessed as having no disorder at follow-up.

Persistence of emotional disorders

Among the key findings:

30 per cent of the children and young people who had an emotional disorder at Time
1 were also assessed as having an emotional disorder at Time 2.

The mother’s mental health and children and young people being in households
defined as ‘intermediate’ and ‘small employers’ were factors which appear to be
associated with persistence of emotional disorder.

Persistence of emotional disorders were higher for those children and young people
living in rented accommodation compared with children and young people whose

parents owned their properties.

Persistence of conduct disorders

Among the key findings:

43 per cent of the children and young people with conduct disorder at Time 1 were
also rated as having a conduct disorder at Time 2.

Characteristics that appear to be associated with conduct disorder include age,
gender, socio-economic class, number of children and young people in the
household and whether the mother had poor mental health or had any educational
qualifications.

Conduct disorder was more likely to have persisted in older children aged 11 to 13
when interviewed in Time 1 (2004), than younger children aged five to seven and
also more likely to have persisted in boys than girls.

A child having special educational needs (SEN) doubled the likelihood of having

conduct disorder.
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e Children and young people from lower income families earning between £400 and

£600 were more likely to have persistent conduct disorder than those with income of

over £600 per week: 54 per cent compared with 32 per cent with income over £600.

Chapter 5: Onset of disorders

This chapter focuses on those children and young people who have developed an emotional

or conduct disorder at Time 2. Out of the sample of 4,926 children and young people who

did not have a disorder in the first survey and were interviewed again, 3 per cent had

developed an emotional disorder three years later.

Onset of emotional disorder

Among the key findings

Three child characteristics were significantly associated with the onset of emotional

disorders: age, sex and physical illness at Time 1:

Older children who were 14 to 16 years old at T1 were more likely to have
developed an emotional disorder three years later than those aged five to seven.
Those with a physical illness were almost twice as likely to have developed an
emotional order in the three years between the two surveys, than those with no
physical illness.

Girls were more likely to develop an emotional disorder (4 per cent) compared
with boys (3 per cent) and the odds for developing an emotional disorder were

also higher for girls.

Several family and household characteristics factors were significant correlates of the onset

of emotional disorders. There was an increased likelihood of developing an emotional

disorder among children and young people:

There was a higher risk of developing emotional disorders among children and
young people in families with one parent or ‘reconstituted’ families when
compared with children and young people in a ‘traditional’ family.

Odds of developing an emotional disorder reduced for children in a family of two

children, compared with families of one child, or three or more.
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Looking at household characteristics, there was an increased likelihood of the onset of an
emotional disorder during the three years between surveys among children and young

people:

o Where no parent in the household was working, the risk of onset was higher
compared with households with all parents in employment.

e Living in rented accommodation appeared to increase the risk of onset compared
with living in owned accommodation.

e Low income - where the weekly gross, household income was less than £400 in
contrast to household incomes of between £400 and £600 and £600 or more (3

per cent).

Social factors identified with the onset of an emotional disorder among children and young

people was more likely among children include:

e Children and young people whose mothers scored high on the GHQ measure for
psychological distress
e Children and young people who experienced reported three or more stressful life

events.

Onset of conduct disorders

Among the key findings:

Several child characteristics were significantly associated with the onset of conduct
disorders: age, sex, physical illness and having special educational needs at Time 1. There

was an increased likelihood of the onset of conduct disorders among:

e Onset of conduct disorder was more likely among Boys (4 per cent) compared with
girls (2 per cent);

o Onset was more likely among children and young people with a physical illness (4
per cent) in contrast to those with no physical illness (2 per cent)

e Children and young people with SEN were three times more likely to develop a
conduct disorder than those who needed no additional educational support (2 per

cent).
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Factors including family type; change in number of parents; reconstituted family; and number

of children and young people were linked with an increased likelihood of the onset of a

conduct disorder among children:

Onset of conduct disorders was more likely in ‘reconstituted’ families — those with
step parents and/or step siblings, than those in ‘solo’ or ‘traditional families’.

In families which had two parents at Time 1 and one parent at Time 2 (6 per cent) or
one parent on both occasions (5 per cent) in contrast to families with two parents on
both occasions (2 per cent).

In families where the mother had no educational qualifications (4 per cent) compared
with any qualifications (3 per cent).

In families where there were three or more children (4 per cent) compared with two
children or one child (2 per cent; 3 percent)

Living in rented (5 per cent) rather than owned (2 per cent) accommodation.

Where no parent in the household was working (5 per cent) compared with all

parents in employment (3 per cent).

Significant social factors in terms of the onset of conduct disorders were the mental health of

the child’s mother and the number of stressful life events.

Children and young people whose mothers scored high (4 per cent) versus low (3 per
cent) on the GHQ12 measure of psychological distress.

Those children and young people experiencing three or more significant life events
were almost twice as likely to develop a conduct disorder compared with those who

had experienced one to two (OR=2.7 and 1.5).

Chapter 6: Resilience and protective factors

This chapter examines the persistence and onset of childhood mental disorders in relation to

potential resilience and protective factors including child strengths and abilities to function

socially such as their social aptitudes, and their relationship with friends. Measures of social

capital, such as relationships with friends and memberships of clubs or groups, are used to

look at strengths of children’s social networks.
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Persistence of emotional and conduct disorder

Among the key findings:

Child strengths may act as protective factors for young people in adverse circumstance, that is,
factors or situations which are associated with increased likelihood of childhood mental

disorder:

e Persistence of an emotional disorder at Time 2 compared with recovery from an
emotional disorder by Time 2 was more likely in children and young people in the
lowest quartile: 35 per cent rated in the lowest quartile.

e Similarly, persistent conduct disorder at Time 2 is more likely in children and young
people rated in the lower quartiles.

e Predictions from the children—rated scores for persistent conduct disorder from Time
1 to Time 2 show that children and young people with scores in the lowest quartile

were more likely to have persistent conduct disorder compared with the recovered

group.

The social aptitude scale measures the child’s ability to read other people’s social and

emotional cues correctly so as to adapt their social behaviour:

e Persistent conduct disorder, compared with recovery, is more likely in children and
young people with scores in the lower quartiles at Time 1: 50 per cent in the lowest

quartile and 29 per cent in the second quartile.

It is believed that high levels of social capital have a positive effect on health. Aspects of
social capital include child friendships, parent’s approval of friends, the child’s social support
networks, their views on neighbourhood, the help they provide to others and their

participation in clubs and groups:

e Children and young people who had fewer friends at Time 1 are more likely to have

persistent conduct disorder at Time 2.

e Persistent conduct disorder three years on was more likely in children and young

people whose parents did not give their full approval to their child’s friends.
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e Persistent conduct disorder was also more likely in children and young people whose

parents said that their child’s friends get into trouble.

This social support scale, completed by young people aged 11-16 years, assesses the

extent of the network of family and friends to whom they felt close:

e Those children and young people with scores in the lowest quartile at Time 1
compared with the recovered group were more likely to have persistent conduct
disorder at Time 2.

Children and young people who had more positive views about the neighbourhood at Time 1
compared with those who had recovered were more likely to still have emotional disorder

three years on:

e 34 per cent of those who had enjoyed living in the neighbourhood a lot had persistent
emotional disorder compared with 22 per cent who had enjoyed it a little.

o Conversely, children and young people who were less positive about living in the
neighbourhood at Time 1 were more likely to have persistent conduct disorder at

Time 2 compared with the recovered group.

Most young people gave help to relatives but, overall, compared with those who had
recovered:

e Those who gave less help to relatives at Time 1 were more likely to have persistent
emotional disorder at Time 2. A similar pattern emerged for giving help to non-
relatives.

e Looking at conduct disorder at Time 2, 30 per cent in the recovered group mentioned

helping relatives with decorating or repairs compared with 6 per cent in the persistent

group.

Overall those who participated less in clubs and groups at school were more likely to have

persistent conduct disorder three years on.

Onset of emotional and conduct disorders

Among the key findings

Parent-rated strength scores:
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compared with children and young people who had not developed a disorder at Time
2, children and young people who had developed emotional disorder between Time 1
and Time 2 were more likely to have scores in the lowest quartile: 6 per cent in the

lowest quartile, 4 per cent in the second quartile, 3 per cent in the third quartile and 2

per cent in the highest quartile.

Those children and young people with scores in the lower quartiles were more likely

to develop conduct disorder at Time 2.

Children-rated strength scores:

Children and young people who had a score in the lower quartiles at Time 1 were
more likely to develop conduct disorder at Time 2: 4 per cent in the lowest quartile, 3
per cent in the second quartile, 2 per cent in the third quartile and 1 per cent in the

fourth quartile.

Social aptitude:

Children and young people who had aptitude scores in the lowest quartile at Time 1
were more likely to develop emotional disorder at Time 2.
Children and young people who had scores in the lower quartiles were more likely to

develop conduct disorder three years on.

Relationship with friends:

Compared with children and young people without emotional disorder at Time 2,
children and young people with fewer friendships at Time 1 were more likely to

develop emotional disorder at Time 2.

A similar pattern emerged for children and young people who had developed conduct

disorder at Time 2.

Compared with those who did not develop a disorder at Time 2, onset of emotional
disorder three years on was more likely in children and young people whose parents

did not give their full approval to their child’s friends at Time 1.

Onset of conduct disorder three years on was more likely in children and young

people whose parents did not give their full approval to their child’s friends.
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e Onset of conduct disorder from Time 1 to Time 2 compared with no disorder at Time
1 or Time 2 was also more likely in children and young people whose parents said

that their child’s friends get into trouble.

Social support:

o Onset of emotional disorder at Time 2 was more likely in children and young people
with a social support score in the lowest quartile compared with children and young

people who had not developed an emotional disorder.

e A social support score in the lowest quartile was also more likely for children and
young people who developed conduct disorder at Time 2 compared with children and

young people who had not developed the disorder.

Views on the neighbourhood:

o Children and young people who were less positive about living in their
neighbourhood at Time 1 were more likely to develop emotional disorder at Time 2

compared with those who had no disorder at Time 1 or Time 2.

e Children and young people who did not feel safe in their neighbourhood were also

more likely to develop emotional disorder at Time 2 compared with the non-disorder

group.

e Similarly children and young people who said that people in their neighbourhood
were less trustworthy were more likely to develop emotional disorder at Time 2

compared with those who did not develop a disorder at Time 2.

e Children and young people who were less trusting of people in their neighbourhood
were also more likely to develop conduct disorder compared with those who did not
have a disorder at Time 1 or Time 2.

Help provided to others:

o Compared with those who did not have a disorder at Time 2, those who gave less

help to relatives at Time 1 were more likely to develop emotional disorder at Time 2.
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Participation in clubs and groups:

e Overall, young people who did not have an emotional disorder at Time 2 mentioned
membership of clubs and groups more so than those with onset of emotional

disorder.

Chapter 7: Educational profile

Chapter 7 looks at the educational profile of all the children and young people interviewed at
Time 2. This includes the number of schools attended, exclusions, absenteeism and
scholastic achievement. The chapter also examines the effect of special educational needs

on subsequent psychological health, absenteeism and exclusions.

Exclusions from school

Among the key findings:

e Children and young people with persistent conduct disorder or with persistent
emotional disorder were more likely to be excluded from school: 56 per cent of the
persistent group had been excluded compared with 44 per cent of the onset group.

e Three or more exclusions were more likely in children and young people who had
persistent conduct disorder: 36 per cent compared with 10 per cent in those children
and young people who had recovered from conduct disorder at Time 2.

o Having a persistent mental disorder (compared with no disorder) increased the odds
of having ever been excluded by 19 times (OR=19.2).

o Having a persistent conduct disorder (compared with no disorder) increased the odds
of having been excluded by 47 times (OR=47.1).

e Having developed a conduct disorder increased the odds by 21 times (OR=21.0).

Absence from school

Among the key findings:
By far the most common reason given for missing school was short term illness.
o Children and young people with a persistent emotional disorder at Time 2 were the

most likely to have been absent (50 per cent with no absences) compared with the

recovered group (64 per cent with no absences).
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e Those children and young people with a persistent emotional disorder were also
most likely to have had six or more days off school (16 per cent) compared with
those children and young people who had recovered from an emotional disorder by
Time 2 (6 per cent).

e Children and young people who developed emotional disorder at Time 2 were more
likely to absent from school for six or more days: 21 per cent compared with 6 per
cent.

e Those who developed conduct disorder at Time 2 were also more likely to be absent
for six or more days: 18 per cent compared with 6 per cent of those without conduct
disorder at Time 2.

¢ Having developed a conduct disorder (as opposed to having no disorder at either
Time 1 or Time 2) almost doubled the odds of having had any absences from school
(OR=1.9).

School projects

Among the key findings:

Children and young people with low attendance at out of school projects are more likely to
be in households where both parents are unemployed, less likely to be in
managerial/professional households, more likely to be in step families and more likely to be

in an older age group.

e Children and young people with onset of emotional disorder at Time 2 were less
likely to attend an out of school club: 41 per cent compared with 49 per cent of

children and young people who had no disorder at Time 1 or Time 2.

e Those children and young people who had developed conduct disorder at Time 2
were also less likely to attend an out of school club: 30 per cent compared with 49

per cent.

e The odds of attending an out of school club were increased for those children and
young people living in households where occupational status was classified as small
employers and own account (OR = 1.3) and lower supervisory, semi-routine and
routine occupations (OR = 1.4) compared with higher/lower managerial and
professional occupations.

o Being in a reconstituted family increased the odds of attending out of school clubs
compared with those children and young people in a ‘traditional’ family set up
(OR=1.2).
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e Children and young people who had recovered from an emotional disorder at Time 2

were more likely to attend an out of school club (OR=1.6)

Full-time education

Among the key findings:

Looking at responses given by the young people aged 16 and over at Time 2 the odds of

having left full-time education:

o Were increased by around two times for children and young people with a
persistent disorder (OR=2.1).

o Were increased by two times if the child was from a household where
occupational status was classified as lower supervisory, semi-routine and

routine occupations (OR=2.3).

The likelihood of having left full time education was increased:

e By around two times if the child had recovered from an emotional disorder (OR=2.2)
as opposed to not having an emotional disorder.

o By almost four times if the child had recovered from a conduct disorder (OR=3.9).

o By almost three times if they had developed a conduct disorder (OR=2.8) as

opposed to not having a conduct disorder at Time 1 or Time 2.

Young people aged 16 and over were presented with a list of qualifications, placed in
descending order, with degree level qualifications at the top and no qualifications at the
bottom.

e Those young people who had developed a conduct disorder by Time 2 were more

likely to have no qualifications (27 per cent compared with 15 per cent).

e Young people in households where no parent was working were twice as likely to
have no qualifications (OR=2.5) as opposed to those in households where both
parents were working.

e Those young people who had recovered from a conduct disorder or those who had
a persistent conduct disorder were more likely to have no qualifications compared

with those with onset of conduct disorder (OR=2.4, 2.6 respectively).
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¢ Having developed an emotional disorder also increased the odds of having no
qualifications (OR=1.9).

Special educational needs (SEN)

Among the key findings:

e Children and young people with SEN were more likely to have persistent conduct
disorder compared with those who had recovered at Time 2: 61 per cent compared

with 45 per cent.

e Children and young people with SEN were also more likely to develop emotional
and conduct disorder: 30 per cent compared with 14 per cent and 51 per cent

compared with 12 per cent.

e Children and young people with SEN were 16 times more likely to have a persistent
mental disorder (OR 16.3), and four times more likely to develop a mental disorder
(OR 4.6).

e For children and young people with SEN there were increased odds for persistence
and onset of emotional disorder (OR 9.7 and 6.6 respectively).

e Children and young people with SEN were four times more likely to have persistent
emotional disorder (OR 4.0) and twice as likely to develop emotional disorder (OR
2.2).

Chapter 8: Small sample analyses

This chapter presents data on relatively uncommon disorders where the numbers of affected
individuals were too small to permit extensive quantitative analyses of the sorts presented
elsewhere in this report. Because these disorders are of substantial clinical importance,
analyses based on small samples are still likely to interest some users of this report,

particularly those involved in planning or delivering clinical services.
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Chapter 1: Background, aims and coverage of the survey

1.1 Introduction

This report presents the results of a follow-up survey of children and young people’s
mental health and well-being carried out in 2007. It follows the second national
survey of children and young people’s mental health and well-being which was
carried out in 2004 by the Office for National Statistics on behalf of the Department of
Health (DH) and the Scottish Government.

1.2 Background

The 2004 study, like its predecessor in 1999, was designed and conducted in
collaboration with the Institute of Psychiatry (IOP). The survey focused on the
prevalence of mental disorders among young people aged five to16. Data was
collected on 7,977 children and young people from up to three sources — parents,
young people aged 11 years and over (via a face-to-face interview) and teachers (via

a postal questionnaire).

The 2004 survey was designed with a view to the collection of longitudinal
information which offered the opportunity to explore new key aspects of children and
young people’s mental health as well as enabling a more detailed examination of

issues covered in the previous follow-up survey conducted in 2002.

The 2004 report examined the prevalence of mental disorders among children and
young people aged five to16 during the first half of 2004. The report also focused on
a broad category of disorders: emotional, conduct and hyperkinetic disorders as well as
less common disorders. The results of the survey were published in a report which is
available on-line at

http.//www. statistics.gov.uk/STATBASE/Product.asp?vink=14116.

1.3 Aims of the 2007 follow-up survey

The main objectives of the three-year follow-up survey were:



e to identify persistence, onset, risk factors and outcomes of childhood mental
disorders

o to examine resilience and protective factors

e to examine the medium-term effect of Special Education Needs (SEN) on

subsequent psychological health, absenteeism and school exclusions.

The follow-up survey aimed to identify persistence, onset, risk factors and outcomes
of childhood mental disorders. This involved examining the relative prevalence of
‘outgrown disorders’, ‘new disorders’ and ‘persistent disorders’ for the four main
groupings of mental disorders: emotional, conduct, hyperkinetic and less common
disorders. Persistence of mental disorder is where a disorder was present at both
surveys — at Time 1 (2004) and at Time 2 (2007). Onset of mental disorder is where
a disorder was not present at Time 1 but was present at Time 2. Outgrown disorder

is where a child was assessed as having a disorder at Time 1 and not Time 2.

The analysis includes examination of preventative issues. For example, in those
children and young people who have a disorder, to look at the ‘drivers’ for particular
problems and to also look at how risk factors identified in 2004 may influence change
in the mental health status of the child in 2007 (such as the mental health status of

the mother).

The original 2004 survey included questions designed to investigate the presence of
positive ‘protective’ or ‘resilience’ factors. These factors comprise personal qualities
such as having a good sense of humour or being competent in a particular domain,
for example, sport. Such factors are believed to promote good mental health and
mitigate the negative effects of risk factors such as adverse life events. In following
up children and young people three years later it is possible to identify children and
young people at risk of a new onset of psychiatric disorder, as defined either by the
presence of risk factors in 2004 or by serious life events occurring between 2004 and
2007.

The follow-up survey also examined the impact of SEN on absences from school and
exclusions from school. It aimed to examine the medium-term effect of SEN on

subsequent psychological health, absenteeism and exclusions.

Where appropriate logistic regression analysis is carried out to test a specific



hypothesis. All sociodemographic variables listed in the logistic regression tables were

tested but may not appear in the final models.

Although the analyses identify strong links between certain factors and outcomes of

childhood mental disorder, causal relationships should not be assumed for any of the

results presented in this report.

1.4 Timetable

In carrying out any longitudinal survey much work needs to be done to try and reduce

sample attrition. For the 2007 follow-up survey keeping in touch exercises were

carried out at six, 12 and 24 months after the original 2004 survey. This was to

reduce sample attrition over the three year period between surveys and provide

interim measures as well as maintaining contact with the original sample. These

keeping in touch exercises were conducted through a short postal questionnaire.

Figure 1.1 summarises the timetable for the whole programme of research.

Figure 1.1: Timetable for survey

From To Activity

November | January Survey development — selection of primary sampling

2006 2007 units, development of questionnaire and field
documents.

February July 2007 Main stage interviewing — sweep one.

2007

September | December | Main stage interviewing — sweep two.

2007 2007

December | March 2008 | Clinical assessment of survey data.

2007

April October Data processing, weighting, analysis, interpretation and

2008 2008 report writing.




1.5 Coverage of the survey

1.5.1 Region

The surveyed population was of children and young people living in private households

in England, Scotland (including the Highlands and Islands) and Wales.
1.5.2 Age

The survey focused on the persistence and onset of mental disorders among children

and young people between the 2004 and 2007 surveys. At the first survey the children
and young people interviewed were aged five 1016 years old. Children under five were
excluded in 2004 primarily because the assessment instruments for these children are
different and not so well developed as those for older children. Three years later at

follow-up the children and young people were aged 8-19 years old.
1.5.3 Childhood psychopathology

Though children and young people can be affected by many different mental health
problems, most of these are rare. In the 2004 survey the three common groups of
disorders were covered and a greater effort was also made to assess the less common

disorders. Thus the four groups of disorders covered by the follow-up survey were:

e emotional disorders such as anxiety, depression and obsessions

e conduct disorders characterised by awkward, troublesome, aggressive and

antisocial behaviours
e hyperactivity disorders involving inattention and overactivity

e |ess common disorders such as autistic spectrum disorders, vocal and motor tics
and eating disorders.

1.6 Content of the survey

A brief summary of the sections of the questionnaire is shown below under the

headings of questionnaire content for parents, children and young people and



teachers. The rationale behind using three sources of information is described in
Chapter 2. Minimal changes were made to the content of the 2004 survey

questionnaire for the follow-up survey and some new questions added.

1.6.1 Questionnaire content for parents

Parents were asked all of the questions in the interview schedule. It included the

following sections:

Household composition and demographic characteristics

Details of child/young person:
e general health
e social aptitudes
e friendships (for the follow-up three questions in this section were retained)
e Strengths and Difficulties Questionnaire (SDQ)

e developmental disorders (for the follow-up the section on Autism was

removed)
e separation anxiety
e specific phobias
e social phobias
e panic attacks and agoraphobia
e post traumatic stress disorder (PTSD)
e compulsions and obsessions
e generalised anxiety
e depression
e attention and activity
e awkward and troublesome behaviour
e dieting, weight and body shape
e tics
e other concerns
e personality
e significant problems
e service use

e stressful life events



e education of young person

e strengths.

Details of interviewed parent/family:
e education and employment (parent and partner)
e state benefits

e General Health Questionnaire (GHQ12 Self-Completion).

New sections in the face-to-face parent questionnaire for 2007:
e rapidly changing mood
¢ religion and spiritual beliefs

e Everyday Feelings (parent and partner).

New section on the self-complete parent questionnaire for 2007:
e the Family Functioning questionnaire was removed and a Family Stresses’

questionnaire added.
1.6.2 Questionnaire content for children and young people

The questionnaire for children and young people follows almost the same format as
the parent interview. The main differences are in the self-completion questionnaire

which are outlined below.

Questions for children and young people aged 11-16, by face-to-face interview,

included the following topics:

e Strengths and Difficulties Questionnaire (SDQ)
e separation anxiety

¢ specific phobias

e social phobia

e panic attacks and agoraphobia

e post traumatic stress disorder (PTSD)

e compulsions and obsessions

e generalised anxiety

' The Family Stresses scale is copyright Youthinmind.



e depression

e attention and activity

e awkward and troublesome behaviour

o dieting, weight and body shape

e less common disorders

e significant problems

e strengths

¢ social life (neighbourhood, trust, care, clubs)
e social support

e educational attainment

¢ |ooked after by local authority.

The self-completion element for the 11-16 year-olds included:

e strengths (included in parents face-to-face interview)

e troublesome behaviour (included in parents face-to-face interview)
e smoking cigarettes

e alcohol

e experience with drugs.

New section in face-to-face child/young person interview for 2007:
e carers
e rapidly changing mood
o religion/spiritual beliefs
e strengths (included in parents face-to-face interview)

e troublesome behaviour (included in parent face-to-face interview).

New section in self-complete for young people for 2007:
e autism

e gambling.

1.6.3 Questionnaire content for teachers

A postal questionnaire was sent to teachers covering scholastic achievement as well

as assessments of behaviour and emotional well-being. It included:



e scholastic achievement and special needs

e Strengths and Difficulties Questionnaire (SDQ)
e emotions

e attention, activity and impulsiveness

e awkward and troublesome behaviour

e other concerns

¢ help from school.

1.7 Coverage of the report

One of the main purposes of this report is to identify persistence, onset, risk factors
and outcomes of childhood mental disorders. While the follow-up survey did not set
out to examine prevalence of mental disorder, compared to the 2004 baseline there
is little change in the number of children and young people at 2007 diagnosed with a

disorder.

While analysis was conducted on four broad categories of childhood mental disorder
(emotional, conduct, hyperkinetic and less common disorders), the number of cases

is too small to look in detail at hyperkinetic and less common disorders.

In order to interpret these results, it is important to have an understanding of the
concepts and methods adopted for this study; these are described in Chapter 2. Chapter

3 describes the sampling and interview procedures.

Chapter 4 focuses on persistence, risk factors and outcomes of childhood mental
disorders. Chapter 5 looks at onset, risk factors and outcomes of childhood mental
disorders. Chapter 6 looks at resilience and protective factors that may influence
persistence and onset of mental disorder over time. Chapter 7 examines the
educational profile of young people with and without mental disorder with particular
reference to the impact of Special Educational Needs (SEN) on absences and

exclusions from school.

The analysis in Chapter 8 focuses on very small samples and covers eating
disorders, autistic spectrum disorders and bipolar disorder. The analysis presented is

descriptive as the samples were too small to permit extensive quantitative analyses



of the sorts presented elsewhere in this report.

The final part of the report contains the technical appendices and has four sections.
Section A gives details of the sampling design and shows how the data were weighted.
Section B describes the statistical terms used in the report and their interpretation. The

last two sections, C and D, comprise the survey documents and a glossary of terms.

1.8 Access to the data

Anonymised data from the survey will be lodged with the ESRC Data Archive,
University of Essex, within three months of the publication of this report. Independent
researchers who wish to carry out their own analyses should apply to the Archive for

access (www.data-archive.ac.uk).




Chapter 2: Assessing mental disorders and their correlates

2.1 Introduction

The chapter discusses the term ‘mental disorder’ in relation to young people and how it is
defined in this report. This is followed by a description of the advantages of gathering
information from multiple informants - parent, teacher and child - within a one-phase
interview strategy. The third section of the chapter looks at the validity and reliability of the
screening and diagnostic instruments used in the survey. The chapter ends with a

description of how clinical input was added to the interpretation of the survey data.

Conducting the survey in exactly the same way on the two occasions provides great advantages
in investigating the persistence or stability of disorders, particularly as most of the decisions
about the instruments used to assess mental disorder and the clinical input for the 2007 survey

had already been made.

The conceptual basis of the survey and the methodological procedures are crucial to the
understanding of the survey data. The rationale for their selection and operationalisation are

therefore repeated here.

2.2 Definitions of mental disorder

The Health Advisory Committee report (1995) stated that it was important to define terms
relating to the mental health of children and adolescents because the lack of clarity about
terminology can lead to confusion and uncertainty about the suffering involved, how treatable

problems and disorders are and the need to allocate resources.

This survey report deliberately uses the term mental disorder, as distinct from psychiatric
disorders or mental health problems, however, this should not be taken to indicate that the
problem is entirely within the child. Disorders arise for a variety of reasons, often interacting. In
certain circumstances, a mental disorder, which describes a constellation or syndrome of
features, may indicate the reactions of a young person to external circumstances, which, if

changed, could largely resolve the problem.

Because the questionnaires used in this survey were based on ICD-10 diagnostic research

10



criteria, mental disorders are defined for this report to imply a clinically recognisable set of
symptoms or behaviour associated in most cases with considerable distress and substantial

interference with personal functions.

Instruments used for clinical assessments of psychiatric disorders often allow for several
possible diagnoses to be made. Although it would be possible to impose a hierarchy among
different disorders, the estimates presented in subsequent chapters of this report do not have a
hierarchy imposed on them. Thus children rated as having more than one disorder can be

represented in more than one estimate of a table.

2.3 Single versus multiple informants

Nearly all of the early epidemiological studies are based on single-informant investigation. More
recent studies have broadened data collection to include information gathered from parents,
teachers, and the children and young people themselves. Hodges (1993) has pointed out that
young people can respond to direct questions aimed at enquiring about their mental status and

that there is no indication that asking these direct questions has any morbidity or mortality risks.

Evidence has shown that information from many sources is a better predictor of disorder than
just one source. Many experienced clinicians and researchers in child psychiatry believe that
information gleaned from multiple informants facilitates the best estimate of diagnosis in the
individual case (Young et al., 1987). At the population level, information from multiple informants

enhances the specificity of prevalence estimates (Angold, 1989).

One