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Background
We read with interest the report by Jack et al. in this
issue of BMC Medicine [1] regarding adherence to the
NICE antidepressant prescribing guidelines for children
and young people with depression [2]. Using an extensive database, the authors determined how often children and adolescents were prescribed antidepressants
without a recent assessment by a child and adolescent
psychiatrist or pediatrician. The results indicate only
25% of children prescribed selective serotonin reuptake
inhibitors (SSRIs) had seen a child and adolescent psychiatrist. The paper’s premise is that adherence to the
NICE guidelines is important and that the adherence
gap is problematic. The authors discuss a number of factors that contribute to the gap, e.g., long waits for specialist care, and some potential solutions including
better training for general practitioners who are likely to
prescribe. While we support high-quality prescribing [3],
we are concerned with the growing number of studies
like Jack et al. [1], which suggest the need for more restrictive antidepressant use. Our concern is that such
studies, while focused on quality prescribing, may inhibit
access to evidence-based care for the large numbers of
children affected with anxiety and depression.
This comment refers to the article available at https://doi.org/10.1186/
s12916-020-01560-7.
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Problems with the current literature regarding
antidepressant prescribing
In the USA, like in the UK, an increasing number of reports appear to support restricting antidepressant use in
children and young people. Such papers come in a number of forms and have obvious limitations:
 Reports, often with alarm, of the increasing rates of

diagnosis and antidepressant use [4]. While notable,
increasing rates of psychiatric diagnoses and use of
evidence-based treatments are to be expected, given
our evolving social capacity to address more complex issues affecting children and the expanding
evidence-base.
 Reports on how often antidepressants are prescribed
without an appropriate diagnosis [1, 4]. While it is
possible that the lack of an appropriate diagnosis
reflects poor medical practice, we do not have much
confidence in our medical record systems to
accurately capture treatment decision-making.
 Reports that emphasize the potential harms of
antidepressants, underestimate their potential benefit,
and do not acknowledge the lack of any real
evidence-based alternatives [5]. Available
antidepressants are not perfect, but are much better
than the prior generation. Emphasizing the
association between antidepressants and suicidal
beahvior, when there is no known mechanism, and
ignoring the role of the disorders themselves [6] and
important environmental factors such as peer and
family relationships is a greater problem and distorts
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the relative risk of antidepressants on suicidal
thinking and behavior (NNH = 100–200) [7].
 Meta-analyses of admittedly poor-quality trials that
set benchmarks for clinical care. We have argued
that meta-analyses with large number of poorquality trials “wash out” what can be learned from
the few available high-quality trials [8].

More, not less, high-quality prescribing is needed
We agree with Jack et al. that there is a problem with the
current use of evidence-based medication treatments, but
rigid adherence to treatment guidelines does not solve this
problem. Rather, the real problem is limited access to care
and low treatment prevalence rates; these data should compel us to reconsider the value of research whose apparent
goal is to restrict access to evidence-based medication and
stigmatize care provided by available and trusted providers
such as general practitioners. For example, the NHS documented rates of emotional disorders of 8.1% (mostly, anxiety
7.2% and depression 2.1%) in 5–19-year-olds [9]. In this
population, 25.2% had contact with a mental health professional (psychologist or psychiatrist), 33.4% had contact with
primary care provider, and 24.1% had no supportive contacts
in the past year. Importantly, for our discussion, only 15% of
affected children and young people were treated with medication, a rate somewhat lower than the rate in the USA [10].
The NHS report did not detail the type of medication, only
noting that older adolescents with emotional disorders were
receiving antidepressants. Given the antidepressant response
rate of 50–60% for anxiety and depression, it is important to
consider whether medication treatments are actually underutilized in this population.
Given the negative long-term sequelae of anxiety and
depression (i.e., risk of suicide, educational underachievement, impaired parent and peer relationships, increased risk of developing secondary mental health
disorders such as substance use), should we be satisfied
with the current rates of access and treatment? Probably
not, so to address this substantial gap in care, policymakers and standard-setting bodies must advocate for
population mental health strategies that improve early
recognition and treatment in primary care including
screening, prevention for those at risk, and preemptive
care for the early symptomatic and more (not less) highquality medication treatment for those children and adolescents with conditions with known pharmacological responsiveness. These efforts could ultimately lower the
population mental health burden and reserve specialist
care for children and adolescents who have not benefited
from initial care in general practice.
What to do?
In writing this commentary, we are reminded of a quote
attributed to Winston Churchill—“Perfection is the
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enemy of progress.” There is a fundamental tension in
child and adolescent psychiatry between setting high
standards for care and the population health approach.
Key to policymaking and resource allocation will be setting a goal for the percentage of children with anxiety
and depression who (1) can be treated by general practitioners, (2) must be treated by a child and adolescent
psychiatrist, and importantly, (3) should receive psychotherapy and evidence-based antidepressants. We think
that most readers will agree that there is an enormous
mental health burden and our current systems are not
up to the task. We also suspect many readers will agree
with us that 100% of children with a mental health problem should have ready access to a good assessment and
evidence-based care. We are a long way from that
goal, but refocusing on systems change and creating
concrete goals will do much to advance the public
mental health agenda. Answering the following questions will begin the dialog and get us oriented in the
right direction. What proportion of children and
young people with anxiety and depression should be
assessed by a mental health professional? Is 25.2% the
right number? And what proportion should get
evidence-based treatment, including an antidepressant
medication? If 15% is too low a rate of antidepressant
prescribing, what is the optimal proportion that
would allow us to conclude that our mental health
systems had met the need and closed the gap?
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