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Introduction  
 
This paper has been produced to be accessible to all members of the board and where possible 
scientific / medical terminology has been minimised. The research evidence drawn upon in this 
paper is referenced at the end of the paper, including the sources. If any committee members 
would like access to the source literature, I am happy to facilitate this on request.   
 
Rather than producing a paper that is purely descriptive about mental health among CLA and Care 
Leavers, I have tried to pull together different areas of research.  The sum of the evidence when 
combined provides a clear route to significantly improving life outcomes for CLA and Care Leavers, 
if the primary focus of services be on their emotional and psychological wellbeing.   
 
Any criticism or findings of failure in regard to meeting mental health needs discussed in this 
paper are from various research studies and statistics.  They should in no way be interpreted as 
reflecting the care provided by Southwark Borough Council or partner services.   

 
Background  
 
Children enter the care system for a variety of reasons, the most common of which is being - or at 
risk of being - maltreated in the home environment.  The level and form of maltreatment CLA will 
have experienced varies from mild neglect through to extreme abuse - both physical and sexual - 
with inevitable long-term consequences.  One of the most serious concerns for children that have 
experienced maltreatment is the impact it has on their emotional and mental health.   
 
Historically, health and wellbeing has been a neglected area of policy, practice and research in the 
area of children in care1 This point was made by the late Professor Howard Meltzer and colleagues 
who argued that “there have been few studies which have attempted to estimate the prevalence 
of mental disorder among CLA and those which have concentrated on a particular geographical 
area and have relatively small samples”.2  This observation was contained in the introduction to 
their own study, which is the largest and most robust research exercise investigating the mental 
and emotional health of CLA to date. Despite the limited research, significant mental health needs 
of the CLA population are well established; mental health screenings reveal that the majority of 
children in care suffer from chronic and often disabling mental health difficulties3  
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Mental Health Need in CLA population  
 
Our understanding of mental health needs in the CLA population dramatically changed following 
Meltzer’s 2004 landmark study.  Commissioned by the Office for National Statistics (ONS) ‘The 
Mental Health of Young People Looked after by Local Authorities in England’4 was the first national 
survey of adolescent CLA ever to be carried out in England.  The primary purpose of the survey 
was to produce prevalence rates for three main categories of mental disorder: Conduct disorder, 
hyperactivity and emotional disorders (and their comorbidity).  
The data collected are extremely important to our understanding of the emotional and mental 
health needs of CLA for two reasons: the first is the sample size with data collected on 1,039 
participants; secondly the study included data from a control group collected from 10,500 non- 
looked after adolescents. 

 
The findings from the study are as startling as they are valuable; as can be seen in Table 1 there is 
a four to five fold increase in mental disorder for looked after children with conduct disorder 
contributing most of the difference in childhood psychopathology.  
 
 
Most of the disorders are behavioural in nature, with that category suggesting that CLA are 7.5 
times more likely to have a need that meets diagnostic criteria.  The authors suggest that this is 
largely due to adverse factors impacting on children prior to entry into care rather than the care 
experience itself.  They also identified significantly higher rates of developmental disorders, such 
as Autism and Attention Deficit Hyperactivity Disorder (AHDH), which may have gone previously 
undiagnosed.  Other studies further indicate that behaviour and mental health problems in 

 
1 An odds ratio is the multiplyer for how many times more likely an individual is to have the need e.g. CLA are 4.92 
times more likely to have at least 1 psychiatric diagnosis 

Need Odds ratio1 Prevalence (%) 
 CLA Control Gen pop 

SEN  23 4.5 2.9 
Neurodevelopmental  

disorder 
 12.8 4.5 3.3 

1+ psychiatric diagnosis (ICD 10) 4.92 46.4 14.6 8.5 

Any anxiety disorder 2.09 11.1 5.5 3.6 
Depression 2.28 3.4 1.2 0.9 

Hyperkinesia 3.9 8.7 1.3 1.1 
Any behavioural disorder 7.53 38.9 9.7 4.3 

 
Table 1 
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children, along with a number of other factors in the child and carer, are linked to increased risk of 
placement breakdown and a continuous threat to establishing secure attachments with carers. 
 
In terms of prevalence of mental disorder, these findings established that CLA are the most in-
need child population in society.  The findings are also in line with the previous studies5 and, taken 
in combination, produce a robust evidence base of the extreme mental health need amongst the 
CLA population.  For those living in residential care, 72 per cent were assessed as having a mental 
disorder, compared with approximately 40 per cent living in foster care  
 
Overall, the literature provides compelling evidence of the significant over-representation of the 
poor mental health and wellbeing of CLA and young people that is often unmet.  Research 
exercises have consistently highlighted the scale of the problem – these include large scale 
samples that the Government has acknowledged. Therefore, early assessment and screening is 
critical for care planning.  However, despite continuous guidance from health bodies 6 7 8 and the 
introduction of the Health and Social Care Act (2012), routine data on the prevalence of emotional 
and mental health difficulties are still not available.  
 

Unmet Need  
 
In line with their aims, the ONS research team also investigated level of service use among the 
sample (in essence, evaluating if these needs were being met).  Worryingly, the research found 
that only 44 per cent of children with a mental disorder were in contact with child mental health 
specialists. This meant that over half of the sample with a mental health disorder had unmet 
needs. Sizable proportions of children residing in care are “undetected clinical cases” - that is, they 
have clinical-level mental health difficulties that have not been identified through screening or 
formal assessment9. 
 
A further study conducted by Phillips10 focused on social worker views of the mental health of CLA 
placed in foster care.  Phillips asked social workers to rate, inter alia, the level of perceived 
symptomatology of these children using questions based on the Maudsley Item Sheet.11  Out of 
the 44 children only five (14 per cent) were asymptomatic (no mental health need) with the most 
frequently reported symptom groups identified as anxiety, conduct disorder and depression; 55 
per cent had anxiety that was expressed as a fear that something bad was going to happen to 
them or their foster families; most had social anxiety and were anxious about visitors to the foster 
home; 46 per cent had conduct disorders with behaviours including fighting with siblings, stealing, 
truancy and being generally destructive.  Social workers stated that they believed 80 per cent of 
all the assessed children should be receiving therapy of some sort from a mental health 
professional but only 27 per cent had received any.  
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Care Leavers’ Mental Health  
 
Research on the mental health needs of care leavers is fairly sparse, with only a few significant 
studies prior to the 1990s and a growing  but still limited body of research emerging over the past 
three decades.  Jo Dixon12 provides one of the only extensive examinations of mental health 
outcomes for care leavers.  The study analysed factors affecting adult mental health rather than 
simply documenting disorder and problem rates.  Dixon surveyed 106 young people 
approximately one year after leaving care, obtaining several measures of mental health and 
behavioural functioning - including the General Health Questionnaire screen, the Lancashire 
Quality of Life Profile, and the Cantril’s Ladder subjective assessment of general wellbeing - along 
with a wealth of data regarding subjects’ support networks, service provision and general 
outcomes.   
 
The findings suggested that the initial year out of care might prove particularly difficult for care 
leavers, with mental health issues often intensifying rather than decreasing over time.  Twelve per 
cent of the sample reported some kind of significant mental health issue at baseline, shortly after 
leaving care; this number increased to 24 per cent one year later, with 44 per cent of the total 
sample indicating some general increase of mental health problems.  Disturbingly, four per cent of 
the sample attempted suicide during this initial transition year.   
 
A key finding from Dixon’s work is the interconnectedness of care leaver outcomes across all areas 
of life.  Multivariate analysis of key outcome measures suggested that mental health issues at 
baseline not only predicted poor wellbeing and elevated anxiety at one year follow up, but also 
poor housing and career outcomes. Positive accommodation and home-making experiences 
during the first year out of care were protective factors for individuals with mental health 
problems, as was a lack of substance abuse after leaving care. 
 
A second example is my own research (Kerr, 2017) where I found high levels of mental health 
needs and a clear relationship with placements and care journeys (see table 2).  Over half of the 
sample of 167 Care Leavers had a mental health need and those in residential care this rose to 
60%. By far the care journey associated with the highest prevalence of mental health problems 
was where a CLA experienced a succession of foster placements before being placed in residential 
are.  This care journey was associated with a cluster of negative outcomes including offending, 
sexual exploitation and homelessness.  
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Cohort           Placement No. (%) respondents No. (%) GHQ >=4 Mean (sd) GHQ score 

1 

Residential 10 6 (60) 4.7 (1.27) 

Foster 36 15 (23) 3.19 (0.54) 

last Residential 16 10 (63) 5.38 (0.74) 

last Foster 10 7 (70) 5.3 (0.93) 

Total 72 38 (53) 4.18 (0.39) 

2 

Residential 36 15 (42) 3.58 (0.66) 

Foster 18 6 (33) 3.44 (0.8) 

last Residential 22 11 (50) 4.27 (0.81) 

last Foster 21 9 (43) 3.76 (0.86) 

Total 97 41 (42) 3.75 (0.38) 

Table 2 
 
Overall it is clear that there is an acute mental health need among the CLA population, and a 
significant number of these young people are not having this need met.  This may be due to a 
variety of factors, not least the fact that we do not routinely undertake full psychological 
assessments.   

 
Whose problem? Whose budget? 
 
At the risk of adding complexity to this paper, to understand the policy dimension to the problem, 
a brief overview of the macro / national policy context must be engaged with.  The decentralising 
of the delivery of services, significant over the last 25 years, has created a situation where local 
authorities are responsible for delivering an increasing number of Government funded public 
services.  The devolution of budgets to frontline agencies and decision-making bodies such as 
hospital, primary care and children’s trusts provided an incentive to summon and use sound 
evidence in resource allocation and service development.  But targets set by central Government 
created an environment where most of the resources were aimed at satisfying performance 
criteria. This was exemplified under New Labour with measurable outcome targets for local 
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authorities having an overarching focus on education in the belief this will improve outcomes for 
CLA.  However, as already discussed, this does not address the main need of CLA: emotional and 
mental health problems, often a consequence of ACEs, with subsequent outcomes of concern 
particularly including health harming behaviours.  An explanation for the misalignment of policy 
responses to the needs of CLA may be found in the way the hierarchical structure for the delivery 
of services between departments has developed. 
 
‘Who pays’ seems to dominate support and intervention provision - a factor not lost on the 
Children and Young People’s Mental Health and Wellbeing Taskforce (2015). During their 
discussion and report they recommended adopting a joint commissioning approach. Adopting a 
joint commissioning approach would address concerns raised by one of the Social Workers 
contributing to the report, who argued that “Serious consideration should be given to joint 
commissioning arrangements between social care and health… to promote better understanding, 
better allocation of resource and reduce the futile arguments about “is it social care or mental 
health?‟ - which is really about who will pay and rarely about the needs of the child.”  
 
As discussed in preceding sections, the evidence is clear that CLA are at risk of developing a 
number of behavioural or health related issues13 14 15 16 17- a number of which are suitable for and 
require intervention at the earliest opportunity.  If the needs and risk factors are not addressed, 
CLA are likely to become a cost to society as a whole.  Insufficient qualifications are a barrier to 
entering the labour market, lead to welfare dependency and an increased risk of offending 
behaviour, drug and alcohol addictions, and overall, (the Government would argue), contribute to 
the cycle of deprivation.18  
 
The costs of these negative outcomes to the Treasury when all departmental spends are 
combined, along with the loss in revenue due to not being active in the labour market, has been 
modelled by the Audit Commission to cost over £2 million for a single care leaver.19  This 
significant cost is spread across a number of national Government departments and accrued 
across the life-course.  Thus, when one takes a life-course view in terms of cost benefit, the 
incentive to invest to try to divert negative trajectories for care leavers is stark.  However, the 
Government departments who are exposed to this large financial risk are not responsible for the 
delivery of services e.g. for adolescents and care leavers who are expected to prevent negative 
outcomes.   

 
CAMHS 
 
The service expected to address the needs associated with mental health problems is the Child 
and Adolescent Mental Health Service (CAMHS), part of the NHS.  Generally CAMHS are only 
available up until a child’s 18th birthday so not accessible for Care Leavers.  As a service it has been 
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plagued with criticism for a number of years.  As discussed earlier in the review, a significant 
amount of unmet need exists within the care population, with CAMHS being uncoordinated and 
leaving a worrying gap in mental health provision.20   As with many public services there is 
considerable variation in the availability and provision of CAMHS to meet the needs of children 
and young people both looked after and not.21   
 
In the ‘State of the Nation’ research report22 it was argued that at present, CAMHS are turning 
away nearly a quarter (23 per cent) of children referred to them for treatment by concerned 
parents, GPs, teachers and others. This was often because their condition was not considered 
serious enough, or not considered suitable for specialist mental health treatment and that the 
average waiting time from referral to first appointment was 6 months, whilst the duration 
between referral and first treatment or intervention to commence was 10 months.  
 
A further study23 - ‘a teenager’s pathway through the mental health system’ - found waiting times 
of between 13 and 140 days and 15% of referrals denied access without further action; equivalent 
to 30,000 children overall. Indicators reported by the Children’s Commissioner (2016) agree with 
this estimation overall, noting that on average 28% of referrals were declined; however within 
this, one CAMHS confirmed that 75% were not allocated a service, whilst in the South East and 
West Midlands this was 18%.  
 
The delay of provision is also noted by Armiger (2017) who ascertains “Within every provision I 
have worked in, we have many children with very complex mental health issues. Many have gone 
untreated for a very long time and had no access to support, or have been on waiting lists for over 
12 months”. This means that when the report is published by the Care Quality Commission, little 
will change in real terms for those currently waiting, and for those being refused; many of whom 
will be LAC. Furthermore, during the time the report takes to be published, many LAC who are 
waiting for appointments or treatment may need to move placement out of the catchment area 
for that CAMHS provision, therefore any outstanding referral may become void requiring a new 
referral to be made thus extending the duration of delay.  
 
The Children’s Commissioner (2016 ) found that of the 3,000 referrals made to CAMHS for 
concerns around life threatening conditions (such as suicide, self-harm, psychosis and anorexia 
nervosa), 14% receive no support and 51% were placed on a waiting list (which as previously 
discussed could be for several months); some of whom would be in corporate care provision. In 
addition, whilst it is known that many LAC (along with their peers) may decide not to attend their 
appointment, this in itself can prevent them from accessing services as 28% of CAMHS providers 
indicate they would stop any further access, and 35% indicated they would place restrictions on 
access   
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Returning to the potential causes of the mental health problems CLA experience, as previously 
highlighted, many will have experienced numerous traumatic events including abuse, neglect, 
exposure to domestic violence, alcohol and drugs leading to long-term consequences for future 
wellbeing.  These experiences are referred to in the literature using a variety of terms including 
abuse, neglect, harm, violence, maltreatment and trauma often leading to confusion and a lack of 
specificity.   However, a further development in knowledge helps us reduce this complexity with 
the concept of Adverse Childhood Experiences (ACEs). 
 

Introduction to ACEs 
 
There have been significant improvements in our understanding of trauma that health and social 
care bodies should be using to inform service design. In the area of trauma, highly relevant is the 
ACEs research that originated at the Centre for Disease Control (CDC) in the United States and has 
now become a worldwide collaboration.  The concept of ACEs emerged in the early 1990s in the 
work of experts Anda and Felitti who conducted a large empirical study exploring the relationship 
between ACEs and physical and mental health and behaviours.  The research developed ACE 
Scores, based on the number of ‘yes’ responses to questions from ten ACE categories (not 
incidents) that included: ‘emotional, physical, and sexual abuse, emotional and physical neglect, 
witnessing domestic violence, growing up with mentally ill or substance abusing household 
members, loss of a parent, or having a household member incarcerated’24.   
 
Child abuse and neglect are the most common reasons for children entering care. These children 
have often experienced the ‘toxic trio’ of parental domestic violence, substance misuse and 
mental illness; inevitably this will mean that they have high ACEs scores.   
 
The study found strong relationships between ACE scores and a number of health and social 
problems throughout the life-course.  Moreover, ACEs were found to be common, highly 
interrelated, and exerted a powerful cumulative impact on human development and supported 
the view that ‘childhood stressors, such as abuse, affect the structure and function of the brain’ 
(Ibid).  The health problems were physical as well as mental and the research team discovered 
that ACEs are related to prevalent diseases (heart disease, cancer, lung disease...), health risk 
factors (smoking, alcohol abuse, promiscuity...), mental health (depressive disorders, anxiety, 
hallucinations...) and general health and social problems25.  
 
The findings of this ground-breaking study have been repeated in the UK and in 2017 a systematic 
review of the current research published in the Lancet Public Health showed that most studies 
were from high-income countries, nine samples from middle income countries and none from 
low-income countries. 57% of participants across all studies report at least one ACE and 13% 
report at least four. Individuals with 4 or more ACEs are at significantly greater risk of many adult 
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diseases or health-related problems.  So, the evidence for an association between ACEs and a 
wide range of adult outcomes is reliable. This is supported by a number of prospective 
observational studies over many years and in different countries. 
 

Why are ACEs so important? 
 
The evidence base linking ACEs and trauma to poor health and social outcomes in adulthood has 
become increasingly robust in recent years.  At an emotional and behavioural level the 
consequences of childhood trauma are far reaching and include conduct problems, difficulties in 
forming relationships, inappropriate sexual behaviour, anxiety, depression and poor 
concentration.26 27 28 29 30 Of more serious consequence are diagnosable emotional and mental 
disorders including anxiety, depression, conduct disorders, hyperkinetic disorders and pervasive 
developmental disorders. 31 32 33 34 35 36 37 
 
The importance of addressing this need among CLA cannot be overstated due to the well 
documented consequences if we fail to do so.  Numerous studies have now established that 
exposure to ACEs may lead to profound consequences in adulthood including mental ill health, 
substance abuse, offending and unemployment.38 39 40 41 42 43 44 45 Further, exposure to multiple 
ACEs (a regular finding with CLA) has a cumulative effect increasing the severity of poor outcomes. 
46 47 48. Considering CLA and Care Leavers, as a sub population, they have the greatest exposure to 
ACEs.   
 

Impact on children’s social care services 
 
The high mental health need in the population and current service structures for CLA exist in 
significant tension.  With access to specialist mental health services being difficult to secure and 
often taking a significant amount of time, non-clinical professionals (including social workers, 
foster carers and residential care workers) have to try to meet the needs of the children.  Many 
are unequipped or lack training to deal with such high levels of mental health need - creating 
additional pressure.  Where services are commissioned this often comes at a high cost for a 
placement with specialist clinical staff to meet the needs.   
 
A key problem in services for CLA is that when a child is placed in a foster placement or children’s 
home, often the provider (inhouse or commissioned) has no choice but to address the unmet 
mental health need.  Further, this is often part of the service commissioned so children’s social 
care is forced to meet the cost of a service that should be within health.  The buck stops with 
children’s social care, which to some extent accounts for the expensive placements many children 
are in.  A placement officer or social worker cannot turn a child away or put them on a waiting list. 
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Previous projects undertaken for local authorities by The Centre for Outcomes of Care 
continuously find unmet mental health need as being the catalyst for a chaotic and often costly 
care journey with appalling life outcomes.  There are a large number of cases that ultimately cost 
the public purse over £5 million each (often £2 million to the local authority), a cost that could 
have been prevented if mental health needs had been identified and met.  To be clear: the 
collective failure to meet the mental health needs of CLA and Care leavers creates a multi-billion 
pound problem every year.   
 
In April 2016, the Education Select Committee published a report on the mental health and well-
being of looked-after children. The report recommended that CLA are given priority access to 
mental health assessments by specialist practitioners, with subsequent treatment based on 
clinical need.   However, they forget to send a cheque, so this cannot be a reality on the frontline.   

 
Conclusion  
 
The evidence for an association between adverse childhood experiences (ACEs) on adult health 
and wellbeing is strong. In terms of mental health for CLA at a policy level, the last decade has 
seen a considerable amount of rhetoric but this has arguably failed to translate into 
improvements at delivery level.   
 
Advances in neuroscience and genetics are rapidly adding to our understanding of the impact of 
ACEs and trauma on child development, creating a neurobiologically-informed developmental 
narrative.  With such an improved understanding of the seriousness and high prevalence of 
emotional and mental ill health across the looked after population one would expect policy and 
practice improvements.  However, except for the introduction of a mandatory duty to annually 
administer the SDQ, very little is being done to improve our knowledge of prevalence across the 
looked after population, or measure progress in improving mental health outcomes.  It should be 
noted that the SDQ is woefully inadequate for assessing CLA. 
 
High incidences of ACEs will mean that CLA are highly likely to demonstrate worrying behaviours 
that are difficult to manage and remedy when in care.  However, the evidence indicates that the 
behaviours are the symptoms not the causes. Whilst conduct or hyperkinetic disorders and health 
harming behaviours may be the externalised behaviours acknowledged in practice, these are 
highly likely to be driven by internalised trauma from the pre-care experience of this vulnerable 
population.   
 
The consequence of failing to identify and meet emotional and mental health needs has a 
substantial impact on that individual throughout their life-course, however this has also been 
evidenced to carry a high financial cost.  To not assess and meet the needs of CLA is a failure in 
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both moral and statutory duties as well as being myopic when considering cost to the public 
purse.   
 

 
Potential questions and discussion points for the committee: 
 

• How many full clinical assessments did CAMHS carry out on CLA and Care Leavers in the 
last year? 

• Should ACE scores form part of an early warning function for services?  
• Should the CLA team have a full-time clinical psychologist in the service funded by the 

NHS? 
 
 

Author’s question:   

Just over a year ago there was a commitment from Southwark as the Corporate Parent that every 
single child with a mental health condition will get the treatment they need before 2020 is out. 
The pledge – made jointly by the council, healthcare providers, and commissioners – makes it the 
only local authority in the country to say it will treat 100 per cent of children with a diagnosed 
mental health condition, outstripping a ‘shameful’ national target of just 35 per cent. 

 

With the evidence overwhelmingly indicating that at least half of CLA in Southwark will have a 
mental health condition that needs meeting, surely we must assess them all to identify those 
who require treatment? 
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