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Original Article

Emotional disorders among children and young
people in England from 2004 to 2017: analysis
of a probability sample survey series
Vicky P. Taxiarchi, Joanna K. Anderson, Kathryn M. Abel, Tamsin J. Ford, Tamsin Newlove-Delgado,
Sally McManus, Yushi Bai and Matthias Pierce

Background
Accumulating evidence shows that an increasing number of
children and young people (CYP) are reporting mental health
problems.

Aims
To investigate emotional disorders (anxiety or depression)
among CYP in England between 2004 and 2017, and to identify
which disorders and demographic groups have experienced the
greatest increase.

Method
Repeated cross-sectional, face-to-face study using data from the
Mental Health of Children and Young People surveys conducted
in 2004 and 2017, allowing use of nationally representative
probability samples of CYP aged 5–16 years in England. A total of
13 561 CYP were included across both survey waves (6898 in
2004 and 6663 in 2017). We assessed the prevalence of any
emotional, anxiety and depressive disorder assessed using the
Development and Well-Being Assessment and classified
according to ICD-10 criteria.

Results
The prevalence of emotional disorders increased from 3.9% in 2004
to 6.0% in 2017, a relative increase of 63% (relative ratio 1.63, 95%CI
1.38, 1.91). This was largely driven by anxiety disorders, which
increased from 3.5 to 5.4% (relative ratio 1.63, 95% CI 1.37, 1.93).
The largest relative changes were for panic disorder, separation

anxiety, social phobia and post-traumatic stress disorder. Changes
were similar for different genders and socioeconomic groups, but
differed by ethnicity: the most pronounced increase was among
White CYP (relative ratio 1.88, 95% CI 1.59, 2.24), compared with no
clear change for Black and minority ethnic CYP (relative ratio 0.85,
95% CI 0.52, 1.39). Comorbid psychiatric conditions were present in
over a third of CYP with emotional disorders, with the most
common being conduct disorder.

Conclusions
Between 2004 and 2017, the increase in emotional disorders
among CYP in England was largely driven by anxiety disorders.
Socioeconomic inequalities did not narrow. Disaggregating by
ethnicity, change was evident only in White CYP, suggesting
differential trends in either risk exposure, resilience or reporting by
ethnicity.

Keywords
Children and young people; emotional disorders; prevalence;
change; survey.
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Over recent decades, accumulating UK and international evidence
has reported growing numbers of children and young people (CYP)
experiencing symptoms of emotional disorder (anxiety or depres-
sion).1–6 These disorders not only cause significant distress to the
individuals and their families,7 but are also linked to poorer long-
term mental health outcomes,8,9 including increased risks of sleep
disorders,10 substance misuse,11,12 self-harm,13 suicidality14 and
psychotic disorders.15 Adolescent-persistent depression symptoms
are also associated with disengagement from education, employ-
ment or training,16 reducing long-term life chances.

Gaps in knowledge

While overall population trends in the level of CYP general
psychological distress have been well documented,4 less attention
has been paid to variations underlying these trends. Identifying the
sociodemographic groups and specific disorders most affected will
inform those investigating the causes of recent changes, who
will therefore be able to develop effective preventative measures.
Only studies using comparable methods across similar population-
based samples can reliably determine change in prevalence, as
opposed to changes driven by differences in clinical coding practice,
help-seeking, diagnostic practices or service provision over
time.4,17 Additionally, much of the research has relied on brief,

single-informant screening instruments with poor psychometric
properties, limiting their sensitivity and specificity for diagnosing
mental disorders.18

Addressing challenges

We address these challenges using the Mental Health of Children
and Young People (MHCYP) survey, a random household sample
that uses child, teacher and parent reports of mental health, which
are then screened by clinical raters to determine a probable mental
disorder.19 The third in a series, the 2017 survey reported small
increases in the prevalence of any mental disorder among 5- to
15-year-olds, from 9.7% in 1999 (95% CI 9.0–10.4%) to 11.2% in
2017 (95% CI 10.3–12.1%). This rise was largely driven by emotional
disorders, which increased from 4.3% in 1999 to 5.8% in 2017.20

Through secondary analysis of the MHCYP, we aim to explore
which 5- to 16-year-old CYP in England were most likely to have an
emotional disorder, what their common psychiatric comorbidities
were and to describe changes in prevalence between 2004 and 2017.
The MHCYP employs the Development and Well-Being
Assessment (DAWBA) and comparable probability sampling
across surveys, enabling us to provide a robust, in-depth analysis.
We advance upon the initial report by Sadler et al20 of trends, by
(a) including 16-year-olds (available only in surveys from 2004 and
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2017, but not 1999) and studying comorbidity; (b) calculating
adjusted trends that differentiate changes in mental disorder from
demographic shifts; and (c) conducting statistical tests of changes
by sociodemographic subgroups and specific disorders. Exclusion
of the 1999 sample does not result in much loss of information,
because the prevalence of emotional disorder remained relatively
stable between 1999 and 2004 (9.7 and 10.1%, respectively).

Objectives

Our goal is to identify which CYP are most at risk and which CYP’s
risk has changed the most, thus enabling more precise resource
allocation by policymakers and service providers on intervention
and prevention. In this paper, we will:

(a) Identify the specific emotional disorders with the steepest
increases.

(b) Identify the groups in which emotional disorders increased
most steeply between 2004 and 2017.

(c) Describe common comorbidities among CYP with emo-
tional disorders.

(d) Identify groups at the highest rates for anxiety and
depressive disorders in CYP in England.

Method

This secondary analysis used data from two cross-sectional,
population-based MHCYP surveys conducted in the UK in 2004
(N= 7977) and in England in 2017 (N= 9117).19 These surveys
used a stratified probability sample of school-aged children and
were primarily designed to provide official national estimates of the
prevalence of mental disorders to inform policy and service
provision. Both 2004 and 2017 surveys included children aged
5–16 years, while in 2017 the age range was extended to cover pre-
school (2- to 4-year-olds) and young people aged 17–19 years.

Recruitment and study population

For the 2004 survey, approximately 10% of English, Scottish and
Welsh postcodes were selected with an inverse probability of their
population size, stratified by regional health authority and
socioeconomic indicators. Next, children in each postcode were
chosen based on the Child Benefit Register. The response rate was
76% of those invited, with 65% completing the mental health
assessment, of which 83% included teacher response. The 2017
survey sampled from the National Health Service (NHS) Patient
Register (because child benefit was no longer universal) and
included only children from England selected from a stratified
probability sample covering 6.3% of postal sectors. Of those invited,
59% responded and 52% completed the mental health assessment,
of which 54% included teacher response.21

In each survey, design weights accounted for the probability of
selection and were calibrated so that the weighted sample had a
distribution similar to the population in terms of age, gender and
region. In 2017, weighting was improved to also account for
differential non-response using a logistic regression model with
sociodemographic variables as predictors.22

A total of 17 094 CYP were initially sampled. To ensure that
samples were comparable across surveys, we excluded the following
from the 2004 sample: 930 CYP resident in Scotland or Wales and
168 CYP who were not registered with a GP. We excluded the
following from the 2017 sample: 2406 CYP younger than 5 years or
older than 16 years of age, and 29 CYP in local authority care
(Supplementary Fig. 1 available at https://doi.org/10.1192/bjp.
2025.124).

Procedure

In both surveys, parents and children were interviewed face to face
by a trained interviewer using a computer-assisted schedule. Some
sections of the interview covering sensitive topics (including parts
of the diagnostic assessment) were self-completed. In addition, the
CYP’s teacher, nominated by a parent, was also asked to complete a
questionnaire, which they received by mail.19

Assessment of mental disorder

Mental disorder was assessed using the DAWBA (www.dawba.
info), which is a well-validated, multi-informant, standardised
diagnostic assessment that combines structured and semistructured
data about symptoms and impact relating to different mental health
conditions. Structured questions directly map to diagnostic criteria
outlined in the DSM23 and ICD.24 Semistructured probes elicit a
detailed description of CYP’s problems with regard to their nature,
severity and impact on everyday functioning.25 Responses to the
probes were recorded verbatim by an interviewer. The DAWBA
was completed by all parents, young people aged 11 to 16 years and,
if the family agreed, teachers were mailed a shortened version. Data
from different informants were collated by a computer programme
that predicts a probable diagnosis that aligns with DSM-IV (2004)
or DSM-5 (2017) and ICD-10 criteria. A small team of clinical
raters, with access to both quantitative and qualitative responses
from all informants, assigned diagnoses to those who met criteria.

To compare across the 2004 and 2017 survey waves, we defined
mental disorders based on ICD-10 only; see Supplementary
Table 1.24

Sociodemographic data

The survey collected demographic data on CYP including age
(either as continuous or banded into 5–8, 9–11, 12–14 and
15–16 years), gender (boys, girls) and ethnicity (classified as White;
Black; Asian; Mixed/Other or White; Black and minority ethnic)
and their family, including: parent’s/guardian’s working status
(neither working; one working; both working); highest level of
education of the parent/guardian completing the interview (up to
the level of General Certificate of Secondary Education (GCSE);
Advanced Level (A-level); higher education); parental/guardian’s
partner status (single; cohabiting; married) and family’s geographi-
cal location (London; southern England; Midlands and the East;
northern England).

Statistical analysis

The prevalence of (a) any anxiety disorder, (b) any depressive
disorder and (c) any emotional disorder was estimated by survey
(2004 and 2017) and sociodemographic subgroup, using the above
variables for categorisation. The prevalence of specific anxiety or
depressive disorders was also estimated by survey, gender and
ethnicity, and that of other psychiatric comorbidities using both
surveys.

Risk factors were identified using separate logistic regression
models adjusting for age (continuous) and gender. Fully adjusted
models were also fitted to examine the independent contribution of
risk factors. Multiplicative (relative) and additive (absolute)
measures of association were estimated by calculating risk ratios
and risk differences, respectively. When outcomes were <10%, it
was assumed that the odds ratio from the logistic regression model
approximated the risk ratio. For more common outcomes (≥10%),
risk ratios, risk differences and their standard errors were computed
using combinations of marginal predictions from the logistic
regression models. Additional models examined whether changes
in emotional disorders between 2004 and 2017 differed by
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subgroup, by fitting covariate-by-wave interaction terms, adjusting
for age and gender. Wald test P-values<0.05 for the interaction were
taken as evidence of different changes by subgroup. Lastly, risk raios
and risk differences were also estimated to measure the change in the
prevalence of specific emotional disorders between 2004 and 2017.

A supplementary analysis examined whether gender differences
in emotional disorder differed according to family socioeconomic
status, by fitting an interaction term between gender and parental
working status.

Missing data were relatively rare; only 1.6% of the sample had at
least one missing value, and therefore all analyses used available
cases. All models accounted for sampling weights. Analyses were
implemented using Stata MP (version 16.1 for Windows) and
graphs created using R (version 4.2.2 for Windows). The code is
available for access at https://osf.io/hb3ft/.

Use of these data was granted by NHS Digital via the Data
Access Request Service (DARS-NIC-632349-B5F8W-v0.7).

Results

The combined sample consisted of 13 561 CYP – 6898 from the
2004 survey and 6663 from the 2017 survey. Although the two
samples were comparable on most characteristics (Supplementary
Table 2), there were relatively more 5- to 8-year-olds in 2017 (after
weighting, 36 v. 32% in 2004) and fewer 12- to 16-year-olds (38 v.
32% in 2004). Also, in 2017, there were relatively more CYP from
Black and minority ethnic backgrounds: after weighting, 14% in
2004 increased to 25% in 2017. Lastly, in 2017 there were more
parents who were in work (at least one parent working, from 84 to
89%) or with a university education (from 26 to 49%).

Changes in the prevalence of emotional disorders comprise
mainly increases in anxiety disorders (from 3.5 to 5.4%), with a
smaller absolute increase in depressive disorders (0.9 to 1.3%) but
similar relative increases (Table 1). Increases were found for all
subcategories of anxiety and depression, except for specific phobias.
Overall, the largest relative increases were in the prevalence of panic
disorder (relative ratio 3.09, 95% CI 1.58, 6.02), post-traumatic
stress (relative ratio 2.11, 95% CI 1.07, 4.18), social phobia (relative
rato 1.93, 95% CI 1.11, 3.36) and separation anxiety (relative
ratio 1.69, 95% CI 1.08, 2.66).

Changes in emotional disorders between 2004 and 2017 varied
among CYP from different ethnic groups (P= 0.003 for the additive

and P < 0.001 for the multiplicative interaction). In 2017, 7% of
White CYP had an emotional disorder, which was 3% more than in
2004 (relative difference 3.14%, 95% CI 2.28%, 4.01%), a relative
increase of 88% (relative ratio 1.88, 95% CI 1.59, 2.24; Table 2). In
contrast, there was no increase for Black and minority ethnic CYP
(3.3% in 2004 v. 2.9% in 2017; relative difference –0.49%, 95%
CI –2.01, 1.03 and relative ratio 0.85, 95% CI 0.52, 1.39). There was
no evidence that these trends differed based on other sociodemo-
graphic characteristics (Supplementary Tables 3 and 4).

Mental health comorbidities (other than another emotional
disorder) were present in 36% (n= 247) of CYP with an emotional
disorder, being more common among CYP with a depressive
disorder (41%) than in those with an anxiety disorder (35%;
Table 3). Respectively, among CYP with anxiety or depressive
disorder, 1 in 14 and 1 in 34 had a hyperkinetic disorder; 1 in 4 and
1 in 3 had a conduct disorder; and 1 in 10 and 1 in 8 had autism or a
less common disorder. The prevalence of anxiety among CYP with
a depressive disorder was 57%, while that of depressive disorder
among CYP with an anxiety disorder was 15%.

All sociodemographic variables examined were associated with
emotional disorder (Fig. 1). Just over 2% more CYP had an
emotional disorder in 2017 (6.0%) compared with 2004 (3.9%), a
relative increase of 63% (relative ratio 1.63, 95% CI 1.38, 1.91;
Supplementary Table 5). CYP aged 15–16 years were 21 times more
likely to have a depressive disorder (relative ratio 20.50, 95% CI
9.30, 45.16) and 2.5 times more likely to have an anxiety disorder
(relative ratio 2.52, 95% CI 1.96, 3.24) than CYP aged 5–8 years.
Both depressive and anxiety disorders were more prevalent in girls
(relative ratio 1.93, 95% CI 1.37, 2.72 and relative ratio 1.27, 95% CI
1.08, 1.51, respectively). Specifically, girls were more likely to
experience a major depressive episode, panic disorder, post-
traumatic stress disorder or agoraphobia (Supplementary Table 6).
Compared with CYP with both parents working, those with no
parents working were almost 4 times at risk of emotional disorder
(relative ratio 3.80, 95% CI 3.09, 4.68), and those with one parent
working were approximately twice as likely (relative ratio 1.78, 95%
CI 1.47, 2.15). The association between parental unemployment
and emotional disorder was stronger for boys (relative ratio 3.67,
95% CI 2.93, 4.60) than for girls (relative ratio 1.96, 95% CI 1.56,
2.47; Supplementary Table 7). Compared with CYP with married
parents, those with single parents were 2.6 times at higher risk of
developing an emotional disorder (95% CI 2.21, 3.13), and this
association remained after adjustment for family working status

Table 1 Prevalence of specific emotional disorders in 2004 and 2017

Disorder
Prevalence in 2004

N (%)
Prevalence in 2017

N (%)
Risk difference

(95% CI)
Risk ratio
(95% CI)

Any emotional disorder 270 (3.9) 405 (6.0) 2.22 (1.47, 2.96) 1.63 (1.38, 1.91)
Any anxiety disorder 242 (3.5) 365 (5.4) 2.03 (1.32, 2.73) 1.63 (1.37, 1.93)
Separation anxiety 31 (0.5) 53 (0.8) 0.31 (0.05, 0.58) 1.69 (1.08, 2.66)
Generalised anxiety disorder 55 (0.8) 77 (1.1) 0.36 (0.03, 0.69) 1.47 (1.03, 2.10)
Obsessive–compulsive disorder 15 (0.2) 22 (0.3) 0.13 (−0.06, 0.32) 1.60 (0.81, 3.14)
Specific phobia 58 (0.8) 53 (0.8) −0.03 (−0.34, 0.28) 0.96 (0.66, 1.41)
Social phobia 21 (0.3) 37 (0.6) 0.28 (0.04, 0.51) 1.93 (1.11, 3.36)
Agoraphobia <10 (0.1) 17 (0.2) 0.10 (−0.04, 0.25) 1.78 (0.79, 4.06)
Panic disorder 12 (0.2) 34 (0.5) 0.36 (0.15, 0.58) 3.09 (1.58, 6.02)
Post-traumatic stress disorder 13 (0.2) 25 (0.4) 0.19 (0.02, 0.36) 2.11 (1.07, 4.18)
Other anxiety disorders 69 (1.0) 95 (1.4) 0.42 (0.05, 0.78) 1.43 (1.04, 1.97)
Any depressive disorder 64 (0.9) 92 (1.3) 0.49 (0.13, 0.85) 1.57 (1.13, 2.18)
Major depressive episode 49 (0.7) 65 (0.9) 0.27 (−0.03, 0.57) 1.41 (0.96, 2.06)
Other depressive episodes 15 (0.2) 27 (0.4) 0.2 (0.02, 0.42) 2.04 (1.07, 3.90)

For disclosure control purposes, frequencies have been suppressed when cell counts are <10.
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(Supplementary Table 8). Anxiety disorders (particularly general-
ised anxiety disorder and agoraphobia; Supplementary Table 9)
were significantly less prevalent in CYP from Black and minority
ethnic backgrounds compared with those from a White back-
ground (relative ratio 0.58, 95% CI 0.44, 0.76) and were more
prevalent in CYP with a parent who had completed education up to
GCSE, compared with those with higher education (relative
ratio 1.48, 95% CI 1.22, 1.81).

Discussion

Using data from a high-quality, nationally representative survey that
uses clinical raters to assign probable mental disorder, we report a
63% increase in the prevalence of emotional disorders in 5- to
16-year-olds in England from 2004 to 2017. A large proportion of
this increase is attributable to rises in anxiety disorders, perhaps
unsurprising given the vulnerability to anxiety in this age group.26

The increase was most notably evident in CYP from White
ethnicities, whereas there was little or no change in the observed
prevalence of emotional disorders during this period in CYP from
Black and minority ethnic groups. Inequalities in relation to other
socioeconomic indicators (including gender, parental working,
educational or marital status and geographical location of residency)
did not narrow over time. Over a third of those with emotional
disorder have an additional psychiatric comorbidity, most com-
monly a behavioural disorder. Psychiatric comorbidities were more
common in 2017, particularly for CYP with depressive disorder.

Our findings align with studies from the UK,27 Western
Europe,28 the USA3 and China29 that have all reported increases in
symptoms of emotional disorders in CYP over recent decades,
although the current study demonstrates an increase in disorder
rather than symptoms. Several of the risk factors we identify
confirm prior research: (a) being a girl, older, (b) living in a
household where a parent has lower educational attainment,
(c) having a single parent and (d) living with parents who are not
working were all associated with increased risk of anxiety and
depression. While our study compares two cross-sectional surveys,
and thus cannot provide evidence on how mental disorders change

within a cohort, the higher prevalence in girls than boys, and in
adolescents compared with children, conforms to the known
epidemiology of emotional disorders in high-income coun-
tries.3,6,25–27 The higher proportion of CYP with depression and
who had anxiety compared with those with anxiety and who also
had depression supports the theory that anxiety is a developmental
precursor of depression. Comorbidity with other disorders was
common, as consistently reported by others, and has led to
important debates about transdiagnostic processes or general
psychological distress.30 However, the cross-sectional nature of
these surveys, as well as the categorial assessment of psychopathol-
ogy, prevent us from exploring these issues further.27

One potential explanation for the increasing trends in mental
health problems is that young people have changed their reporting
to surveys, such that they are reporting symptoms at lower
thresholds of psychological distress.31 If this were the case, having a
‘mental health problem’ might be less strongly associated with
poorer functioning in later cohorts compared with earlier ones.
However, prior studies (including another study using the same
data-set as the present one) have reported that functional outcomes
in young people have remained consistent or worsened across time
for similar levels of reported mental distress.32,33

There are some key differences between our study and
published literature. The prevalence of emotional disorder in our
study is lower than that reported by other UK studies. This is
probably because other studies use short-form screening
measures, such as the Moods and Feelings Questionnaire,6 that
use thresholds on a score to define caseness not directly
comparable to clinically rated, standardised, multi-informant,
diagnostic assessments.34 A UK-wide study27 and one from
Wales35 report widening gaps over time in outcomes between
young people from higher- and lower-income groups. Although
this was not observed in our study, our analysis is limited by the
use of crude measures of socioeconomic status, because data such
as income brackets were collected differently across waves. Finally,
while some studies, such as the Born in Bradford birth cohort,36

show poorer mental health among White CYP compared with
minoritised ethnic groups, ours is the first to evidence
comparatively worsening trends in White CYP.

Table 2 Examination of relative differences in the prevalence of any emotional disorder between 2004 and 2017, overall and by subgroup

Category Subgroup
Prevalence in 2004

N (%)
Prevalence in 2017

N (%)
Risk ratio
(95% CI) P-valuea Risk difference (95% CI) P-valuea

Ethnicity White 239 (4.0) 364 (6.9) 1.88 (1.59, 2.24) 0.010 3.14 (2.28, 4.01) <0.001
Black <10 (2.8) <10 (2.7) 0.88 (0.26, 2.95) −0.04 (−3.74, 3.03)
Asian 14 (3.3) 11 (1.7) 0.50 (0.22, 1.12) −1.66 (−3.68, 0.36)
Mixed/Other 12 (3.7) 23 (5.0) 1.42 (0.69, 2.95) 1.49 (−1.53, 4.50)

Ethnicity (binary) White 239 (4.0) 364 (6.9) 1.88 (1.59, 2.24) 0.003 3.14 (2.28, 4.01) <0.001
Black and minority ethnic 31 (3.3) 41 (2.9) 0.85 (0.52, 1.39) −0.49 (−2.01, 1.03)

For disclosure control purposes, frequencies have been suppressed when cell counts are <10.
a. Test for interaction between subgroup and sample year.

Table 3 Comorbidity within children and young people for anxiety and depressive disorder

Mental health comorbidity
Any emotional disorder

N (%)
Anxiety
N (%)

Depression
N (%)

Any mental health problem other than emotional disorder 247 (36.1) 216 (35.4) 68 (41.3)
Any hyperkinetic disorder 47 (7.0) 44 (7.3) <10 (2.9)
Any conduct disorder 195 (28.2) 168 (27.2) 57 (33.7)
Autism or other 67 (10.0) 59 (10.0) 20 (13.0)
Any anxiety disorder – – 88 (57.3)
Any depressive disorder – 88 (14.5) –

For disclosure control purposes, frequencies have been suppressed when cell counts are <10.
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A key strength of the MHCYP survey is that mental disorders
were identified using a robust, multi-informant, standardised,
diagnostic assessment (DAWBA) that involved verification by
clinical raters in a general population sample,24 which removes
increased help-seeking or changes in service provision as an
explanation for the observed increased prevalence. Similarly,
diagnoses were applied from the same diagnostic manual (ICD-
10) by a rating team led by the same two senior clinical raters,
ensuring against changes in clinical practice. Although not
equivalent to a clinical assessment and diagnosis, we believe this
is the closet it is possible to get to a diagnostic assessment of

disorder using survey data, and therefore the study avoids some of
the sensitivity and specificity issues associated with the use of
certain screening tools to measure CYP mental disorder. In
addition, the study involved a relatively large sample that provided
sufficient power to investigate a range of risk factors, subcategories
of emotional disorders and changes according to subgroups.

There are several limitations to the study. First, although the
initial sample size used is relatively large, the findings in relation to
ethnicity rely on relatively small subgroups and required pooling of
ethnic minority groups with potentially widely disparate mental
health determinants. Therefore, results in relation to ethnicity need

Midlands and the East

Northern England

London

Region: ref. Southern England

Single

Cohabiting

PMS: ref. Married

Up to GCSE

A-level

PHE: ref. Higher education

No parent working

One parent working

FWS: ref. Two parents working

Black and minority ethnic

Ethnicity: ref. White

Girls

Gender: ref. Boys

15−16 years

12−14 years

9−11 years

Age: ref. 5−8 years

2017

Wave: ref. 2004

0.5 1.0 3.0 5.0
Risk ratio (95% CI, log scale)

Outcome Any emotional disorder Anxiety Depression

Fig. 1 Factors associated with emotional disorders. Measures of depressive disorder associated with age were outwith the limits of this graph;
please refer to Supplementary Table 2. For analysis of other risk factors, age was adjusted as a continuous variable. Ref., reference; FWS, family
working status; PHE, parental highest education; A level, Advanced Level; GCSE, General Certificate of Secondary Education; PMS, parental
marital status.
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replicating in other samples, in which there may be power to
disaggregate by ethnic grouping. Furthermore, examination of
ethnicity differences for specific disorders was also not feasible.
Second, 35% of CYP invited to the 2004 survey and 48% of those
invited to the 2017 survey did not complete the mental health
assessment. Non-response may bias estimates if related to the
presence of an emotional disorder, and was not accounted for by
variables used in the weight calculation. Third, the MHCYP survey
lacked detailed data on gender identity other than the binary
distinction male/female. Fourth, surveys were carried out before the
COVID-19 pandemic, and therefore will not capture recent shifts in
CYP mental health dynamics.37 Lastly, the current study is
descriptive – not necessarily a limitation, but it is important to
underscore that the results are unsuitable for causal interpretations.

This study reveals further evidence for a significant increase in
the population prevalence of emotional disorders among CYP in
England between 2004 and 2017. This increase predates the
COVID-19 pandemic and is mirrored in other wealthy Western
countries. The rapidity of these changes suggests that they are likely
to be the result of modifiable effects located in the child’s
environment as other, non-modifiable effects, such as genetics,
typically change gradually over time. The lack of deterioration
observed within Black and minority ethnic CYP has several potential
explanations. First, it may be that there is a risk factor that is driving
the increase in emotional disorders in CYP, and this is distributed
differently by ethnicity. Alternatively, it may be that certain attributes
within some groups of CYP mitigate these effects – for example,
social or cultural aspects. Finally, it is possible that part of the increase
observed may be due to changes in reporting behaviour over time
within White CYP compared with those from other groups. Further
work is required to disentangle these competing explanations.

Successful prevention of mental disorders requires us to
identify their underlying causes. Although multiple theories have
been proposed for recent increases, empirical support for each is
challenging to obtain. Our findings advance understanding in
several important respects. First, any credible theory must explain
why these causes affect gender and social class groups similarly, yet
ethnic minority groups in England appear resilient. Second, it must
account for the greater absolute increase in anxiety disorders
compared with depression in 5- to 16-year-old CYP.
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