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Abstract

Objective: To describe the extent to which parents report that 4-17 year olds with
symptoms meeting DSM-IV criteria for mental disorders need help, the types of help
needed, the extent to which this need is being met, and factors associated with a need
for help.

Method: During 2013-14, a national household survey of the mental health of
Australia’s young people (Young Minds Matter) was conducted, involving 6,310
parents (and carers) of 4-17 year-olds. The survey identified 12-month mental
disorders using the Diagnostic Interview Schedule for Children — Version IV (n = 870)
and asked parents about the need for four types of help —information, medication,
counselling, and life skills.

Results: Parents of 79% of 4-17-year-olds with mental disorders reported that their
child needed help and of these, only 35% had their needs fully met. The greatest need
for help was for those with major depressive disorder (MDD; 95%) and conduct
disorder (CD, 93%). Among these, 39% of those with MDD but only 19% of those with
CD had their needs fully met. Counselling was the type of help most commonly
identified as being needed (68%). In multivariate models, need for counselling was
higher when children had autism or an intellectual disability, in blended families, when

parents were distressed, and in the most advantaged socioeconomic areas.
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Conclusions: Many children and adolescents meeting DSM-IV criteria for mental
disorders have a completely unmet need for help, especially those with conduct
disorders. Even with mild disorders, lack of clinical assessment represents an

important missed opportunity for early intervention and treatment.
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Introduction

Many mental health problems have onset in childhood and adolescence making this a
critical stage for early intervention to reduce the burden of mental health problems in
the community (Department of Health and Ageing, 2013; Kessler et al., 2005, 2007;
Patel et al., 2007; Slade et al., 2009). About 14% of children and adolescents in
Australia have 12-month mental disorders, and just over half (56%) have attended
services for their problems (Johnson et al., 2016; Lawrence et al., 2016). The level of
need for mental health services in the community can be assessed in several ways
including by measuring the prevalence of mental disorders, the frequency of
attendance at mental health services, and the extent to which parents report needing
help (Sawyer and Patton, 2000). In the 2007 national survey of Australian adults, less
than half of those adults with mental disorders (43%) identified a need for help — of
these, nearly a quarter had no service contact in the previous 12 months representing

a substantial unmet need for help among adults (Meadows and Burgess, 2009).

Among children and adolescents, especially younger children, identification of
problems and help-seeking is initiated by parents, teachers and other significant adults
(Rickwood et al., 2007; Sawyer and Patton, 2000). Parental perception of a child’s need

for help is a key determinant of service use (Ryan et al., 2015; Sawyer et al., 2004).
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Service use is higher when parents and young people have a higher level of mental
health literacy (Jorm, 2012; Jorm et al., 2007). Even with recognition of problems, the
process of seeking appropriate services and negative experiences with services can
serve as a major barrier to parents (Boulter and Rickwood, 2013; Sayal, 2006, Sayal et
al., 2010) and adolescents (Gulliver et al., 2010). Understanding what factors drive
perceptions of a need for help is an important step in targeting interventions to
increase mental health literacy, help-seeking behaviours and contact with appropriate

services for young people experiencing mental health problems.

Factors known to be closely tied with the use of services by young people with mental
health problems are problem severity, problem persistence, comorbidity and the
degree of associated burden that the problem imposes on parents and families
(Angold et al., 1998; Boulter and Rickwood, 2013; Logan and King, 2001; Ryan et al.,
2015; Zwaanswijk et al., 2003). The presence of additional medical and school
problems is also associated with greater help seeking for the child (Zwaanswijk et al.,
2003). Problem identification by parents and teachers can be more difficult for
emotional or internalizing problems that are not so readily identifiable or burdensome
on the family (Angold et al., 1998; Boulter and Rickwood, 2013; Logan and King, 2001;

Sawyer and Patton, 2000). An overrepresentation of mental disorders in socially and
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economically disadvantaged families has been observed in adult (Allen et al., 2014;
Enticott et al., 2016) and child and adolescent populations (Ford et al., 2003; Green et
al., 2005; Kessler et al., 2012; Sawyer et al., 2001) but the link between disadvantage
and help-seeking and service use is poorly documented. A recent systematic review
found higher levels of service use for mental health problems among children in single
parent households, and where there had been a change in family structure. In contrast
the authors concluded that there was no consistent association of service use with
parental education, employment status, or household income once adjusting for

mental health symptoms (Ryan et al., 2015).

The association between parental and child psychological problems is well known
(Reupert et al., 2012; van Santvoort et al., 2015) and current evidence suggests that
having a parent with psychological problems is associated with greater use of services,
especially specialist mental health services for the child (Ryan et al., 2015). However,
history of service use in the family for mental health problems is not linked with
service use (Ryan et al., 2015). Parents with psychological problems may be better at
recognising similar symptoms in their child than those without problems. Qualitative
research with parents who had sought help from a mental health professional for their

child identified that having mental health problems in the family (recognition of family
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vulnerability) was a contributing factor to their seeking help (Boulter and Rickwood,
2013). Conversely, parental psychopathology can reduce help-seeking if problems are
severe and as a consequence, even though the parent may recognise problems in their
child, they are less likely to seek help due to their reduced psychological availability or
capacity to do so (Mendenhall and Frauenholtz, 2015; Zwaanswijk et al., 2003). In
respect to other psychosocial factors, there is presently insufficient and contradictory
evidence of a link between service use by children with mental health problems and
either family functioning or parent-child relationship quality (Ryan et al., 2015). While
family stress does increase the likelihood of help seeking for children’s mental health
problems (Zwaanswijk et al., 2003), a young person’s problems can also be a cause or
consequence of family stress (Logan and King, 2001). Overall these findings suggest
that parental psychopathology and psychosocial factors in the family are important for
problem identification and help seeking for children with mental health problems but

associations are complex. Further research is needed to untangle these relationships.

This study uses data from a nationally representative sample of families with 4-17
year-olds to report parents’ views about the help needed for Australian children and
adolescents meeting the diagnostic criteria for mental disorders as described in the

Diagnostic and Statistical Manual of Mental Disorders, 4t edition (American Psychiatric
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Association) (DSM-IV). We contribute to current knowledge by examining parental
perceptions of the need for different types of help for the most prevalent disorders in
children and adolescents: anxiety disorders, major depressive disorder, ADHD and
conduct disorder. In light of inconsistent and contradictory findings in respect to
predictors of mental health service use by children and adolescents, we further
examine whether sociodemographic factors, parental mental health and family

functioning are associated with parental perception of need for different types of help.

The study was designed to answer four questions:

1. What proportion of parents of 4-17 year-olds meeting DSM-IV criteria for mental
disorders report that their child/adolescent needs help?

2. What types of help are identified by parents?

3. What factors are associated with a need for help?

4. To what extent is this need for help being met?

Methods

Population
The second Australian Child and Adolescent Survey of Mental Health and Wellbeing

(Young Minds Matter/YMM) was conducted during 2013-14 by the Telethon Kids
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Institute, The University of Western Australia in partnership with Roy Morgan Research
and funded by the Australian Government Department of Health. In total, 6,310
parents/carers (for brevity referred to as parents) across Australia participated in face-
to-face interviews (55% of eligible households). Interviews with parents (84% female;
81% biological mothers) were conducted using a computer assisted personal interview
(CAPI). Where there was more than one child in a family eligible for the study (aged 4-
17 years), the study child was randomly selected. The YMM survey is a nationally
representative sample of 4-17 year-olds. The survey methodology has been described

in detail as published in this journal (Hafekost et al., 2016).

Participation in the survey was voluntary and all participants gave written consent to
participate in the survey. The research protocol for the study was approved by the
Australian Government Department of Health Human Research Ethics Committee, and

The University of Western Australia Human Research Ethics Committee.

Variables
Mental disorders. Mental disorders were assessed using the Diagnostic Interview
Schedule for Children Version IV (DISC-IV) (Fisher et al., 1993) and for the purpose of

the study were defined on the basis of the diagnostic criteria described in the
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Diagnostic and Statistical Manual of Mental Disorders, 4th edition (American
Psychiatric Association, 2000). The DISC-1V is an internationally validated tool designed
primarily for epidemiological research and can be administered by trained, lay
interviewers. Seven mental disorders were assessed using the relevant DISC-IV
modules completed by parents. These were: Anxiety disorders (social phobia,
separation anxiety disorder, generalized anxiety disorder, obsessive-compulsive
disorder); major depressive disorder; attention-deficit/hyperactivity disorder (ADHD);

and conduct disorder.

A new measure of disorder severity was developed for YMM. Items in the measure
asked about the degree to which symptoms were impacting on the child’s functioning
in four life domains: at school or work, with friends, impact on family and impact on
self, including personal distress. Using responses to these items, disorder severity was
then classified as mild, moderate or severe by applying the national mental health
service planning standard ratio of severity (Zubrick et al., 2015). Overall, 14% of all 4-
17 year-olds met the criteria for a 12-month mental disorder — about 60% were mild,

25% moderate and 15% severe (Lawrence et al., 2016).
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Parent perceived need for help for their child. A separate module asked parents about
their child’s need for help with emotional or behavioural problems in the previous 12
months. The module was adapted from the instrument used in the 1998 (Meadows et
al., 2000) and the 2007 adult surveys (Meadows and Burgess, 2009). Adaptation of
these materials was undertaken by the survey team in consultation with members of
the YMM Survey Reference Group. This allowed for the item pool to be modified so it
was appropriate for help seeking relevant to children and adolescents. See Figure 1.
Parents were asked questions about perceived needs if they had directly identified a
problem with their child (either by directly reporting service use, or the need for
services for emotional or behavioural problems), or if through their responses to
earlier questions in the DISC-IV modules or the Strengths and Difficulties Questionnaire
(Goodman, 1994) a possible problem had been indicated (i.e. it was established
through programming of the CAPI, that thresholds on these instruments had been

met). Overall, two-thirds of all parents completed the module.

<Figure 1 about here>

Need for four types of help was assessed:

11
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1. Information about emotional or behavioural problems, treatment and available
services (“information”);

2. Prescribed medication for emotional or behavioural problems (“medication”);

3. Counselling or a talking therapy about problems or difficulties (either one-on-one,
as a family or in a group) (“counselling”); and

4. Courses or other counselling for life skills, self-esteem or motivation (“life skills”).

For each of the four types of help, parents were asked if their child had received that
help; if so did they receive enough help, and if not was this help needed (see Figure 1).
The level of need was classified as being either ‘fully met’, ‘partially met’, ‘unmet’ or
‘no need’. For those needing more than one type of help, need for ‘any type of help’
was based on a composite measure of the individual ratings for each type of help
needed. To obtain population estimates of prevalence, all those not filtered into the

module were categorized as having no need.

Sociodemographics characteristics. Family blending, household income, highest level
of parent education and labour force status were collected and classified using the
Australian Bureau of Statistics standard questions. Employment status was recoded to

indicate whether there was no employed parent in the household. Area-level socio-

12
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economic status was taken from the 2011 ABS Index of Relative Socio-Economic
Disadvantage (IRSED) and together with remoteness was assigned based on the

Statistical Area 1 (SA1) of residence.

Psychosocial characteristics. Family functioning was measured by a shortened version
of the General Functioning Subscale of the McMaster Family Assessment Device
(Boterhoven de Haan et al., 2014). Poor functioning indicates serious problems in the
family likely needing clinical intervention (3.7%). The Kessler Psychological Distress
Scale (K10) was used to measure levels of primary carer distress in the previous four
weeks (Kessler et al., 2003). The primary carer (parent) was also asked if they had ever
been told by a doctor or mental health professional that they have a mental health
problem. Parents were asked if their child had been bullied, teased or picked on to

the point of distress.

Child factors. Factors included gender and age group, and parent report of diagnosis
with autism, or an intellectual disability. Of those meeting DSM-IV criteria for a mental
disorder, 19.2% also had either autism or an intellectual disability. This proportion was

higher for children or adolescents with ADHD (27.1%), lowest for those with major

13
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depressive disorder (11.5%), and similar for those with an anxiety disorder (20.0%) or

conduct disorder (22.3%).

Sample characteristics are described in Table 1.

<Table 1 about here>
Analysis
All the results have been weighted to represent 4-17 year-olds in the Australian
population. The relationship between child characteristics, sociodemographic, and
psychosocial characteristics with need for help was modelled using PROC

SURVEYLOGISTIC in SAS Version 9.4.

Results

The proportion of 4-17 year-olds with mental disorders needing help

About three quarters (78.6%) of young people with mental disorders were identified as
needing at least one of the four types of help— more 12-17 year-olds (85.4%) than 4-11
year-olds (78.6%) although a higher proportion of 4-11 year-olds had their needs
completely unmet (Figure 2).

<Figure 2 about here>
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The type of help needed and levels of met need
The greatest identified need was for counselling (68.1%) followed by information
(41.7%), life skills (36.0%) and medication (22.3%). A greater need for counselling than

for other types of help was consistent across disorder groups (Table 2).

The greatest area of unmet need was for life skills. In this area, when a need was
identified, 60.9% meeting DSM-IV criteria for mental disorders had an unmet need for
this type of help. Around one third had unmet needs for information (35.5%) and
counselling (32.3%) and about one quarter (23.5%) had unmet need for medication
representing 14.8%, 22.0% and 5.2% of 4-17 year-olds meeting DSM-IV criteria for

mental disorders respectively.

The type of help required by those with different disorders. The highest level of need
for any type of help was for children and young people who met DSM-IV criteria for
major depressive disorder (95.3%) and conduct disorder (92.8%). However, only 38.5%
of parents whose children met DSM-IV criteria for a major depressive disorder and
19.2% of those parents with children who met DSM-IV criteria for conduct disorder
reported that their need for any type of help was fully met. This pattern by disorder

class was consistent across all four types of help. Levels of unmet need were also
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highest for conduct disorder with the exception of counselling where young people

meeting DSM-IV criteria for ADHD had the highest level of unmet need (36.9%).

<Table 2 about here>

The type of help required by those with different levels of disorder severity. Level of
need for all types of help was highest for those with more severe disorders (Figure 3).
Two-thirds (68.3%) of 4-17 year-olds with mild mental disorders needed help. Nearly
all 4-17 year-olds with moderate or severe mental disorders (91.8% and 100.0%) had a

need for some kind of help.

<Figure 3 about here>

Factors associated with need for help

Any help. In the multivariate model, factors associated with a need for any type of help
were: The child meeting DSM-IV criteria for an anxiety disorder (OR = 2.7), major
depressive disorder (OR = 8.9) or conduct disorder (OR = 5.1) compared to meeting the
criteria for any other disorder; being diagnosed with autism or intellectual disability

(OR =2.7); being in a blended compared to an original family (OR = 2.3); and having

16
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moderate (OR = 1.9), high (OR = 2.4) or very high (OR = 2.8) compared to low levels of
parental distress (Table 3). Being in the second versus fifth (most advantaged) quintile
of disadvantage was associated with a lower perceived need for help (OR = 0.5) with a

similar pattern observed for the first, third and fourth quintiles of disadvantage.

<Table 3 about here>

Type of help. Multivariate models were repeated for each of the four types of help
(Table 4). All mental disorders were significantly associated with the need for each
type of help except for no increased need for counselling associated with ADHD, or for
life skills associated with ADHD or conduct disorder compared to those with any
disorder. If the child also had autism or an intellectual disability, they had a greater

need for information, counselling and medication.

Family type was only significantly associated with the need for counselling —in
particular, being in a blended family compared to an original family (OR = 2.5). Living in
a family with a low versus high income was associated with a higher odds ratio of need
for information (OR = 1.7), although this just failed to reach statistical significance.

Overall, there was a pattern of lower levels of need for counselling and life skills in

17
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quintiles other than the most advantaged but contrasts were still significantly lower in

comparisons of the second and third quintiles with the highest (OR range = 0.4 - 0.5).

Having a poor level of family functioning was associated with greater need for life skills
(OR =2.1) but not the need for information (OR = 1.8; just failed to reach statistical
significance), counselling or medication. Need for counselling was higher when parents
had moderate (OR = 1.8), high (OR = 1.9) or very high (2.6) levels of psychological
distress compared to low distress levels. Bullying was associated with twice the odds

ratio of needing help for life skills (OR = 2.0).

<Table 4 about here>

Discussion

There are several key findings in this study. First, among children meeting DSM-IV
criteria for mental disorder, including clinically significant impairment of functioning,
21% of parents did not identify any need for help for their child. This was particularly
evident with 4-11 year-olds. Second, a higher proportion of parents whose children
and adolescents met DSM-IV criteria for major depressive disorder or conduct disorder
identified a need for help, while fewer parents felt that help was needed for those with

ADHD or an anxiety disorder. Third, the highest levels of unmet need were for those

18



Johnson et al.

meeting DSM-IV criteria for conduct disorder. Fourth, the type of help parents felt was
most needed was counselling for their child, while the highest level of unmet need was
help with life skills. Fifth, children and adolescents with autism or an intellectual
disability were identified by parents as having a high level of need for all types of help
assessed in the study. Finally, a higher proportion of parents from blended families

identified a need for counselling for their child.

First, our results showed that the majority of parents of 4-17 year olds meeting DSM-IV
criteria for mental disorders (79%) thought that their child needed some type of help,
more parents of adolescents (85.4%) than children (73.2%). A remaining one fifth of
parents with children who met DSM-IV criteria for mental disorders reported no need
for help (about 119,000 4-17 year-olds). This latter finding may partly reflect the level
of severity of the disorder, as most parents reporting ‘no need’ for help had children
with mild disorders. Both burden and severity are known to be stronger drivers of
help-seeking (Angold et al., 1998; Boulter and Rickwood, 2013; Logan and King, 2001;
Ryan et al., 2015; Zwaanswikj et al., 2003). Children meeting DSM-IV criteria for mental
disorders whose parents reported no need for help also tended to be in families with
more resources (higher income, more highly educated parents) and that faced fewer

psychosocial challenges such as family disruptions and parental distress. Parents may
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have thought that the problem would get better or prefer to manage it themselves
(Sayal et al, 2006), especially with younger children as previously identified in this
sample (Lawrence et al., 2015). Nonetheless, although some disorders were classified
to be of mild severity, these children had still met all DSM-IV diagnostic criteria,
including clinically significant distress or impairment of functioning. As such, the child
or family is still impacted by the disorder. Lack of proper clinical assessment even for
mild disorders, may represent an important missed opportunity for early intervention,

treatment and monitoring with integration across school and health services.

Second, we found higher and comparable levels of need for help for those meeting
DSM-IV criteria for major depressive disorder and conduct disorder, and again this can
be explained partly by the higher level of severity carried by these disorders relative to
ADHD and anxiety disorders (Lawrence et al., 2015). This is consistent with results from
adult surveys (Meadows and Burgess, 2009). Based on data from the US National
Stigma Study-Children which measured public response to child mental health
problems, it was found that the public had greater recognition of the need for
professional help for children with symptoms associated with diagnostic criteria of
depression than ADHD (Pescosolido et al., 2008). The authors also demonstrated a

much higher level of mental health literacy in females as has been found among young
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Australians (Cotton et al., 2006). In our sample, more than 80% of primary carers were
females. In the first national child and adolescent survey conducted in 1998, about
30% of parents of children with ADHD (either inattentive or hyperactive) thought that
their child needed professional help of some kind; 46% if the child had both types of
ADHD (Sawyer et al., 2004). This compares with about two-thirds of children meeting
DSM-IV criteria for ADHD (either type) in this study having a need for counselling
suggesting that there has been an increase in awareness and understanding in the
community regarding the need for help for children with ADHD. Parental recognition
of symptoms of mental disorders as distinct from behaviour that is normal at a
particular developmental stage is a key first step towards clinical assessment. Based on
our results, there is still a need to improve understanding in the community about
symptoms of ADHD (and anxiety disorders) that are not developmentally normal and

before problems become severe (Paulus et al., 2014).

Third, although parents identified a similar level of need, needs were most likely to be
fully met when the young person met DSM-IV criteria for major depressive disorder,
and least likely when meeting DSM-IV criteria for conduct disorder. While there are
clinical guidelines and treatment pathways for depression in adults and children, the

evidence base for the treatment of conduct disorder is limited. It is a much more
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difficult problem to treat and services are often not geared to provide the intensity of
treatment required. Consequently, young people with conduct disorders fall between
the gaps of school services, primary care and mental health services. Conduct disorder
is also heterogeneous - comorbidity is common and therefore the most effective
treatment will be one that is tailored to the child’s set of problems and circumstances
(Brestan and Eyberg, 1998; Kazdin, 1997; Scott, 2008). Two-thirds of those in the
survey meeting DSM-IV criteria for conduct disorder had met criteria for at least one
other disorder — just under half with ADHD and over a third with either anxiety or
depression (Lawrence et al., 2015). Reviews of interventions for conduct disorder
conclude that evidence-based parenting, family and school-based interventions are
among the most effective for treatment of conduct problems (Brestan and Eyberg,
1998; Kazdin, 1997; Scott, 2008). These reviews also suggest that medication is only
effective for treatment of conduct disorder in certain cases, such as if comorbid with
ADHD, although our results revealed a similar proportion of parents of children
meeting DSM-IV criteria for conduct disorder as those meeting DSM-IV criteria for
major depressive disorder thought that their child needed medication. There is a
particularly high concentration of conduct disorder in disadvantaged families, more so
than other disorders and therefore facing more complex needs and/or greater barriers

to service access (Lawrence et al., 2015). These families are more likely to drop out of
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treatment (Scott, 2008). Data from longitudinal studies show that conduct problems in
childhood (including oppositional defiant disorder) are one of the most reliable
predicators of mental disorders in adulthood across a spectrum (Copeland et al., 2010;

Kim-Cohen et al., 2003).

Fourth, counselling was the most common type of help parents said was needed. In
the context of this survey this included any type of therapy delivered at schools,
community services or private practice. In Australia, greater access to individual
counselling from mental health professionals has been facilitated by initiatives such as
the Better Access Program with increased use of Medicare-funded mental health
services by children and adolescents since its introduction in 2006 (Department of
Health and Ageing, 2013), as well as the Access to Allied Psychological Services (ATAPS)
programme which has also seen increasing rates of services delivered to children
(Bassilios et al., 2016). The level of completely unmet need for counselling was
greatest among those with mild disorders, and by disorder, for those meeting DSM-IV
criteria for ADHD. Children whose disorders have a lower level of impact on their
functioning and across domains may be less likely to be referred by a GP for
counselling under such programmes. In the study by Sawyer and colleagues, less than

one fifth of young people with ADHD of any type had received counselling services,
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and of those that had, over half requested additional counselling (Sawyer et al., 2004).
These findings suggest that despite an increase in accessibility and affordability of
counselling services, a large proportion of young people with mental disorders have a

need for either initial assessment or only a partially met need for ongoing care.

The greatest disparity between a need for care being identified by parents and needs
being met was in respect of preventative programs or counselling to build life skills,
self-esteem or motivation. There have been significant investments made over the last
15 years in school-based mental health literacy programs such as KidsMatter and
MindMatters, although uptake has been inconsistent (Department of Health and
Ageing, 2013). It is likely that the increasing presence of such programs in schools has
increased awareness among parents. In multivariate models, parental perceived need
for life skills training was associated with living in the most advantaged areas (fifth
quintile) and this may be because of greater availability of such programs in more
advantaged schools and communities. At present schools volunteer for participation
in these programs. Furthermore, for young people who have already developed
disorders, especially when they are severe, the school may not be able to offer
adequate intervention for positive wellbeing and resilience. As 60% of those

identifying a need for life skills had completely unmet need for this type of help
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(approximately 123,000 4-17 year-olds), the implications for greater funding in schools
and the community is evident. The multivariate analysis also showed that if a child had
been bullied, parents were twice as likely to report that their child needed support
with building life skills and self-esteem, and additionally the need for this type of help
was associated with anxiety or depression but not externalizing disorders. Greater
need among these children is an important point to consider in the context of mental
health services and schools offering broader mental health literacy or anti-bullying

programs.

Fifth, one of the most consistent factors associated with need for information, or
medication or counselling was if the child also had autism or an intellectual disability —
affecting one fifth of those meeting DSM-IV criteria for mental disorders in this sample,
and higher still if meeting criteria for an ADHD diagnosis. This represents a substantial
number with specialist needs (about 107,000 4- 17 year-olds) although Australian
research shows that only a small proportion of children with intellectual disability
comorbid with mental health problems received specific mental health interventions,

and problems were persistent over the 14-year follow-up (Einfeld et al., 2006).
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Finally, we found a greater need for help for children meeting DSM-IV criteria for
mental disorders in blended families, in particular for counselling which partly
corresponds with Ryan and colleagues findings although they concluded there was a
greater need in lone parent and reformed families having adjusted for mental health
problems (Ryan et al., 2015). It is difficult to explain why the significant effect might
remain in respect to blended families, rather than step or lone parent families where
adjustment for other factors accounted for the greater need for help for children with
mental disorders in these families. According to the ABS family blending classification
as adopted in this study, blended families are those who have two or more children, of
whom at least one is the natural or adopted child of both parents, whereas step
families have no natural or adopted children of both parents. Prior research on family
structure and mental disorders in YMM showed no difference in the prevalence of
mental disorders in blended families according to whether the child had one or two
parents (Perales et al., 2017). Future research that explicitly examines the family
circumstances, dynamics and needs of young people with mental disorders in blended

families is warranted to shed light on these findings.

Limitations
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When examining perceptions about the degree to which needs have been met, it is not
possible to tell how much of a service a young person has received or still needed. It
could just be an initial assessment or a number of visits but the parent has perceived a
need for ongoing care. As the informant for mental disorders and perception of need
for help is the same — parents and carers - this may have overstated proportions of
parents thinking that their child needed help. The young person themselves may feel

and/or think differently or indeed sought help without their parent being aware.

Conclusion

Parent perceptions of need for mental health services for their child are an important
source of information for guiding service planning and development. While the
majority of young people have their needs fully or partially met, there are still
substantial numbers with completely unmet needs, especially for counselling. There
was a particularly high level of unmet need for those meeting DSM-IV criteria for
conduct disorder. Results suggest that even though a large number may be in touch
with services, for a considerable proportion these services may not be providing an

adequate level of care.
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Figure 2. Proportion of 4-17-year-olds with mental disorders with any need for help
and the proportion of these whose needs were unmet, partially met or fully met by

age group (N = 870).
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severe mental disorders (N = 870)
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Table 1: Sample characteristics (n = 870) and proportion with any need for help

% with any need for help

Characteristic n % % 95% Cls
Gender
Female 358 40.2 78.5 (74.7 — 82.4)
Male 512 59.8 78.6 (74.0-83.2)
Age group
4 -11 years 445 56.2 73.2 (68.8—-77.7)
12 - 17 years 425 43.8 85.4 (81.7-89.1)
Child has autism or intellectual disability
No 714 80.8 76.2 (72.8 —79.6)
Yes 156 19.2 88.6 (83.0-94.2)
Unemployment
At least one parent employed 687 76.8 76.1 (72.6 —79.7)
No parent in household employed 183 23.2 86.6 (81.3-91.9)
Family type—
Original family 445 51.0 71.8 (67.1-176.5)
Step family 51 5.4 83.3 (71.9-94.7)
Blended family 76 9.7 85.3 (77.9-92.6)
Sole parent or carer family 283 32.7 85.8 (81.4-90.2)
Other family 15 1.2 92.7 (78.9-100.0)
Household income
Low (Less than $52,000 per year) 307 39.2 85.9  (81.8-90.0)
Medium ($52,000-5129,999 per year) 350 38.7 76.0 (70.9-81.0)
High ($130,000 or more per year) 178 19.2 68.9 (61.5-76.3)
Not stated 35 2.8 77.6 (62.0-93.2)
Parent or carer education—
Bachelor degree or higher 287 31.2 73.9 (68.2—79.6)
Diploma or certificate llI/IV 379 43.8 79.0 (74.3 —83.6)
Year 11 or 12 113 14.0 85.4 (78.6 —92.1)
Year 10 or below 91 11.0 81.4 (72.8-90.0)
Remoteness—
Major Cities of Australia 542 59.4 78.6 (74.7 - 82.5)
Inner Regional Australia 220 26.8 79.1 (73.3-84.9)
Outer Regional Australia 92 12.2 78.8 (68.8—88.9)
Remote Australia or Very Remote Australia 16 1.7 67.0 (68.8—88.9)
IRSED—
Lowest quintile (most disadvantaged) 208 26.2 83.1 (78.0—88.3)
Second quintile 171 20.0 77.3 (70.2 —84.5)
Third quintile 159 18.0 74.7 (66.9 —82.6)
Fourth quintile 172 19.0 74.7 (67.3-82.1)
Fifth quintile (most advantaged) 160 16.7 81.4 (74.6 —88.2)
Family functioning
Very good 408 47.7 75.7 (70.6 —80.8)
Good 220 25.3 79.0 (73.5—-84.6)
Fair 160 17.6 80.4  (73.1-87.7)
Poor 82 9.4 88.6 (81.6 —95.5)
Primary carer psychological distress (K-10)
Low 367 41.9 68.4 (63.0-73.8)
Moderate 227 26.0 82.5 (77.3-87.7)
High 174 20.5 87.1 (81.8-92.3)
Very high 100 11.7 91.1 (85.5-96.7)
Primary carer ever diagnosed with mental health problem
No 350 39.6 74.0 (68.7 —79.3)
Yes 520 60.4 81.6 (77.9-85.3)
Child has ever been bullied
No 372 41.4 71.5 (66.3—-76.8)
Yes 498 58.6 83.5 (79.7 - 87.3)

Sample n; weighted %; Cl = Confidence Intervals; IRSED = Index of Relative Socio-Economic Disadvantage
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Table 2: Type of help needed by 4-17-year-olds with mental disorders and the extent to which this need was met during the previous 12 months

Information Medication Counselling Life skills Any type of help®
% 95% ClI % 95% CI % 95% ClI % 95% CI % 95% CI
Anxiety disorders (n = 438; Pop Est = 278,000)

Any need for help 45.7  (40.3-51.1) 23.3  (19.2-27.5) 73.8 (69.3-78.2) 40.5 (35.6 - 45.4) 829 (78.9-86.9)
Fully met need? 416 (34.3-49.0) 51.8 (41.0-62.7) 39.1 (33.2-44.9) 235  (16.8-30.2) 37.8  (26.4-36.2)
Partially met need? 25.6  (19.8-31.5) 25,5 (16.0-35.0) 33.3 (27.7-38.9) 17.0 (11.4-22.6) 38.6 (27.3-36.7)
Unmet need? 32.7  (25.4-40.1) 22.6 (13.6-31.7) 27.6 (22.2-33.0) 59.5  (52.1-66.9) 23.6 (15.3-23.7)

Major depressive disorder (n = 205; Pop Est = 112,000)

Any need for help 59.7 (51.7-67.6) 342 (26.9-41.5) 86.8 (80.8-92.7) 50.6  (42.8-58.5) 953  (92.1-98.5)
Fully met need? 469 (37.4-56.5) 61.8 (48.9-74.6) 46.6 (38.7-54.5) 23.0 (14.7-31.4) 385 (29.1-44.3)
Partially met need? 250 (16.5-33.6) 18.1 (7.7 - 28.4) 36.6 (28.8-44.4) 23.0  (13.6-32.5) 439 (34.0-49.7)
Unmet need? 28.0 (19.5-36.6) 20.2 (9.5-30.9) 16.8 (10.5-23.1) 53.9 (43.6 - 64.2) 17.5 (10.8-22.6)

ADHD (n = 434; Pop Est = 298,000)

Any need for help 41.3  (36.1-46.4) 28.6  (23.9-33.3) 63.9 (58.9-68.9) 34.4 (29.6 - 39.1) 75.6  (71.2-79.9)
Fully met need? 35.1 (26.9-43.2) 52.0 (41.3-62.6) 319 (25.8-37.9) 19.5  (12.4-26.6) 32.1  (19.8-28.7)
Partially met need? 25.7  (18.7-32.7) 24.4  (15.5-33.3) 31.2 (25.4-37.1) 22.6  (15.7-29.4) 41.7 (26.6-36.5)
Unmet need? 39.2  (31.1-47.2) 23.6  (15.1-32.1) 36.9 (30.8-43.0) 57.9 (49.9 - 66.0) 26.2 (15.5-24.1)

Conduct disorder (n = 116; Pop Est = 83,600)

Any need for help 53.8 (43.8-63.9) 37.2 (28.4-46.1) 85.5 (78.7-92.4) 44.0 (33.0-55.0) 92.8 (88.2-97.4)
Fully met need? 30.6 (18.5-42.6) 40.4 (24.2-56.5) 25.0 (15.3-34.6) 12.0 (2.0-21.9) 19.2  (9.8-25.8)
Partially met need? 235 (12.6-34.4) 29.6 (14.4-443) 43.5 (33.7-53.2) 21.8 (11.0-32.6) 54.0 (40.2-60.0)
Unmet need? 459 (33.1-58.7) 300 (14.2-45.9) 316 (21.5-41.7) 66.3  (53.3-79.2) 26.9 (16.6-33.2)

Any disorder (n = 870; Pop Est = 560,000)

Any need for help 41.7  (37.9-45.4) 223  (19.2-25.3) 68.1 (64.7-71.5) 360 (32.6-39.4) 78.6 (75.5-81.6)
Fully met need? 39.4 (33.8-45.1) 54.5 (46.1-62.9) 36.8 (32.5-41.2) 20.6 (15.7 - 25.5) 349 (24.1-30.7)
Partially met need? 250 (20.3-29.8) 22.0 (15.2-28.8) 30.9 (26.8-34.9) 18.5  (14.0-23.0) 389 (27.2-34.0)
Unmet need? 35,5 (29.9-41.1) 235 (16.8-30.3) 32.3 (28.2-36.5) 60.9 (55.3 - 66.6) 26.2  (17.4-23.7)

n = sample n; Pop Est = population estimate of 4-17 year-olds; % = weighted percentage; Cl = confidence interval

athe proportion of those reporting any need whose needs were fully met, partially met or unmet.
bWhere the need for more than one type of help was identified, level of perceived need for any type of help has been derived from the level of need for each type of help.



Johnson et al.

Table 3: Logistic regression model predicting any need for help® for 4-17 year-olds with mental
disorders (n = 870)

OR® 95% ClI OR" 95% CI
Child characteristics
Male 1.0 (0.7-1.4) 1.4 (0.9-2.1)
12-17 years 1.1 (0.9-1.2) 1.5 (0.9-2.4)
Child has autism or intellectual disability 2.4 (1.4-4.3) 2.7 (1.5-5.0)
Mental disorder
Anxiety disorder 1.7 (1.2-2.4) 2.7 (1.5-5.0)
Major depressive disorder 7.0 (3.3-14.8) 8.9 (3.1-25.5)
ADHD 0.7 (0.5-1.0) 1.6 (0.9-3.1)
Conduct disorder 4.0 (2.0-8.3) 5.1 (2.1-12.7)
Sociodemographic characteristics
No parent employed 2.0 (1.2-3.3) 0.8 (0.4-1.6)
Family type —
Original family 1 1
Step family 2.0 0.8-4.6) 1.6 (0.7-3.6)
Blended family 2.3 (1.2-4.2) 23 (1.2-4.6)
Sole parent or carer family 2.4 (1.6 -3.6) 1.5 (0.8-2.7)
Other family 5.0 (0.6 -39.2) 5.4 (0.5-63.0)
Household income —
Low (Less than $52,000 per year) 2.8 (1.7 -4.5) 1.9 (0.9-3.7)
Medium ($52,000-$129,999 per year) 1.4 (0.9-2.2) 1.1 (0.7-1.9)
High ($130,000 or more per year) 1 1
Not stated 1.6 (0.6-4.1) 1.2 (0.4-4.5)
Parent or carer education (a)
Bachelor degree or higher 1 1
Diploma or certificate Ill/IV 1.3 (0.9-2.0) 1.1 (0.7-1.8)
Year 11 or 12 2.1 (1.1-3.9) 1.5 (0.7-3.2)
Year 10 or below 1.5 (0.8-2.9) 0.8 (0.3-1.9)
Remoteness—
Major Cities of Australia 1 1
Inner Regional Australia 1.0 (0.7-1.6) 0.8 (0.5-1.3)
Outer Regional Australia 1.0 (0.5-1.9) 1.0 (0.5-2.0)
Remote or Very Remote Australia 0.6 (0.3-1.2) 0.4 (0.2-0.9)
IRSED
Lowest quintile (most disadvantaged) 1.1 (0.6-2.0) 0.5 (0.2-1.1)
Second quintile 0.8 (0.4-1.4) 0.4 (0.2-0.9)
Third quintile 0.7 (0.4-1.2) 0.5 (0.2-1.1)
Fourth quintile 0.7 (0.4-1.2) 0.5 (0.3-1.1)
Fifth quintile (most advantaged) 1 1
Psychosocial characteristics
Family functioning
Very good 1 1
Good 1.2 (0.8-1.9) 1.3 (0.8-2.1)
Fair 1.3 (0.8-2.2) 1.2 (0.7-2.1)
Poor 2.5 (1.2-5.3) 1.7 (0.6 —4.4)
Primary carer psychological distress (K-10)
Low 1 1
Moderate 2.2 (1.4-3.3) 1.9 (1.2-3.1)
High 3.1 (1.8-5.3) 24 (1.3-4.3)
Very high 4.7 (2.3-10.0) 2.8 (1.2-6.8)
PC mental health problem 1.6 (1.1-2.3) 0.9 (0.6-1.4)
Child has ever been bullied (parent-report) 2.0 (1.4-3.0) 1.5 (1.0-2.3)
AUC=0.784

OR? unadjusted Odds ratio; ORP Odds ratio for factor in a fully multivariate model.

SDQ = Strengths and Difficulties Questionnaire; ADHD = attention/deficit-hyperactivity disorder; K10 = Kessler 10; IRSED =
Index of Relative Socio Economic Disadvantage.

bWhere the need for more than one type of help was identified, level of perceived need for any type of help has been
derived from the level of perceived need for each type of help needed.
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Table 4: Logistic regression model predicting need for different types of help for 4-17 year-olds with mental disorders (n = 870)

Information Counselling Medication Life skills
OR? 95% CI OR? 95% CI OR? 95% Cl OR? 95% Cl
Age 12-17 years 2.0 (1.4-2.7) 1.6 (1.1-2.4) 2.6 (1.7-3.9) 1.3 (0.9-1.9)
Child has autism or intellectual disability 1.7 (1.1-2.7) 2.1 (1.3-3.4) 2.8 (1.7 - 4.4) 1.4 (0.9-2.3)
Anxiety disorder 1.9 (1.3-2.9) 2.0 (1.3-3.1) 1.8 (1.1-2.9) 1.7 (1.1-2.4)
Major depressive disorder 2.6 (1.7-3.9) 3.6 (1.8-7.2) 3.4 (2.0-5.7) 2.1 (1.3-3.3)
ADHD 1.6 (1.1-2.3) 1.1 (0.7-1.8) 4.1 (2.6 - 6.5) 1.1 (0.7-1.7)
Conduct disorder 2.0 (1.2-3.3) 3.5 (1.8-6.8) 3.1 (1.8-5.5) 1.5 (0.8-2.6)
Family type —
Original family 1 1 1 1
Step family 0.8 (0.4-1.5) 1.2 (0.6-2.6) 1.5 (0.7-3.5) 1.2 (0.6 —2.5)
Blended family 1.5 (0.8-2.8) 2.5 (1.4-4.8) 1.7 (0.8-3.5) 1.0 (0.5-1.8)
Sole parent or carer family 0.9 (0.6-1.5) 1.6 (0.9-2.7) 0.9 (0.5-1.6) 0.7 (0.4-1.1)
Other family 0.9 (0.3-3.3) 2.5 (0.4-16.8) 2.1 (0.7-6.4) 0.3 (0.1-1.1)
Household income —
Low (Less than $52,000 per year) 1.7 (1.0-2.9) 1.4 (0.8-2.5) 1.2 (0.6 -2.6) 1.1 (0.6 -2.0)
Medium ($52,000-$129,999 per year) 0.9 (0.6-1.4) 1.2 0.7-1.9) 0.8 (0.4-1.5) 0.8 (0.5-1.3)
High (5130,000 or more per year) 1 1 1 1 1
Not stated 0.6 (0.3-1.6) 0.9 0.3-2.9) 0.6 (0.2-2.1) 0.8 (0.3-2.2)
Remoteness—
Major Cities of Australia 1 1 1 1
Inner Regional Australia 1.0 (0.7-1.4) 0.7 (0.5-1.0) 1.5 (0.9-2.5) 0.7 (0.5-1.0)
Outer Regional Australia 1.4 (0.8-2.5) 0.8 (0.4-1.6) 1.3 (0.7-2.4) 0.8 (0.5-1.4)
Remote or Very Remote Australia 2.2 (1.2-4.0) 0.6 (0.3-1.4) np 0.7 (0.3-1.8)
IRSED
Lowest quintile (most disadvantaged) 0.7 (0.4-1.1) 0.6 (0.3-1.0) 0.9 (0.5-1.9) 0.6 (0.3-1.0)
Second quintile 0.7 (0.4-1.2) 0.4 (0.2-0.7) 0.9 (0.5-1.9) 0.5 (0.3-0.9)
Third quintile 0.6 (0.3-1.0) 0.4 (0.2-0.8) 1.2 (0.6 -2.4) 0.5 (0.3-0.9)
Fourth quintile 0.9 (0.5-1.4) 0.6 (0.3-1.0) 0.7 (0.4-1.3) 0.8 (0.5-1.2)
Fifth quintile (most advantaged) 1 1 1 1
Family functioning
Very good 1 1 1 1
Good 1.0 (0.7-1.4) 1.3 (0.9-2.0) 1.0 (0.6 -1.6) 1.3 (0.8-2.0)
Fair 1.1 (0.7-1.8) 1.1 (0.7-1.7) 0.9 (0.5-1.4) 1.3 (0.8-2.1)
Poor 1.8 (1.0-3.4) 1.1 (0.5-2.3) 0.7 (0.3-1.6) 2.1 (1.1-4.0)
Primary carer psychological distress (K-10)
Low 1 1 1 1
Moderate 1.5 (1.0-2.2) 1.8 (1.2-2.8) 1.0 (0.6-1.7) 1.4 (1.0-2.2)
High 1.4 (0.9-2.4) 1.9 (1.1-3.1) 1.3 (0.8-2.3) 1.3 (0.8-2.2)
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Information Counselling Medication Life skills

OR® 95% Cl OR® 95% Cl OR® 95% Cl OR? 95% Cl

Very high 1.2 (0.7-2.2) 2.6 (1.2-5.4) 0.8 (0.4-1.6) 1.6 (0.9-2.9)
Child has ever been bullied (parent-report) 1.3 (1.0-1.8) 1.5 (1.0-2.2) 1.3 (0.8-2.0) 2.0 (1.5-2.8)
AUC=0.70 AUC=0.76 AUC=0.78 AUC=0.71

SDQ = Strengths and Difficulties Questionnaire; ADHD = attention/deficit-hyperactivity disorder; K10 = Kessler 10; IRSED = Index of Relative Socio Economic Disadvantage.
OR? Odds ratio for factor in a fully multivariate model. Models also include whether there is no parent employed, parent or carer education, IRSED and PC mental health diagnosis.
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