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impact of guidelines. Given the problems of randomisation,
blinding, and other methodology, we also welcome studies
that combine therapeutic approaches14 or report the natural
course of patients with comorbid illness. 
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Mental and behavioural problems during childhood and
adolescence are a serious public-health concern. About
half of all lifetime mental disorders begin before the age of
14 years.1 Worldwide prevalence rates for child and
adolescent mental disorders are around 20%, with similar
types of disorders across cultures.2,3 Information about the
lifetime financial costs and long-term morbidity asso-
ciated with mental disorders that begin in childhood is
beginning to be reported.4–9 Despite these findings, which
were anecdotal for decades, the gap in mental-health
services for children and adolescents with mental
disorders is evident in virtually all countries at a time when
the need has never been greater.

The WHO Atlas on Child and Adolescent Mental Health
Resources10 attempts, in a systematic manner, to identify
the gap in resources for child and adolescent mental
health. The Child Atlas project was undertaken by WHO, in
collaboration with the World Psychiatric Association
Presidential Global Programme on Child Mental Health,
and the International Association for Child and Adolescent
Psychiatry and Allied Professions. The project gathered
information about child and adolescent mental-health
resources from 66 countries by use of a key informant
method. The questionnaire survey was sent to potential
respondents and contacts in all 192 countries. The

response rate itself reflects the difficulty in identifying
individuals at the country level who have responsibility for
and knowledge of the resources and services for problems
associated with child and adolescent mental health.

There are several domains in which there are gaps for
child and mental-health resources. Policy, training, and
direct services all have major gaps. Across all domains,
the regions in the world with the highest percentage of
the population under the age of 19 years had the poorest
level of resources, but sometimes had the most creative
programming to meet needs. An essential gap is child
and adolescent mental health. The Child Atlas
documented the absence of capacity for gathering data
on child and adolescent mental-health resources across
various dimensions (table). In high-income countries,
only eight of 20 reported some form of epidemiological
survey data. Only one of 16 low-income countries
reported the availability of such data and that country
was in Europe. Data for child and adolescent mental-
health disorders are published in the annual health
survey of 12 of 20 high-income countries and three of
16 low-income countries. No systematic data-gathering
of child and adolescent outcomes in mental-health
services exists anywhere nationally.

The gap in policy, although less evident high-income
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