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Abstract
Over 1.8 billion people, about a quarter of the world’s population, live in the seven countries of South Asia: Afghanistan, Bangladesh, Bhutan, India, Nepal, Pakistan, and Sri Lanka. The population is characterized by a significant demographic youth bulge, with over 40 percent under the age of 18. This young population poses challenges related to ensuring their well-being and development. Issues such as poverty, undernutrition, lack of early stimulation, limited access to quality education and healthcare, and gender disparities persist in large parts of South Asia, affecting the lives of many children and adolescents. The promotion of child and adolescent mental health remains a challenge. Accumulating evidence suggests that early interventions can provide long-term health and socioeconomic benefits by prevention of the onset of mental health problems and their development into chronic disorders. This needs to be coupled with specialist services that can cater to the needs of children with greater needs, and support the community and schools-based non-specialist led services. Addressing child and adolescent mental health in South Asia presents a window of opportunity, because this regional youth bulge can contribute significantly to the global economy of the future. 
  


Main text 
Over 1.8 billion people, about a quarter of the world’s population, live in the seven countries of South Asia: Afghanistan, Bangladesh, Bhutan, India, Nepal, Pakistan, and Sri Lanka. The population is characterized by a significant demographic youth bulge, with over 40 percent under the age of 18. This youth bulge presents both opportunities and challenges for the region (1). On the positive side, a youthful population can be a driving force for economic growth, innovation, and development. The energy and dynamism of the youth contribute to various sectors, including technology, entrepreneurship, and education. But this young population poses challenges related to ensuring their well-being and development. Issues such as poverty, undernutrition, lack of early stimulation, limited access to quality education, and healthcare disparities persist in parts of South Asia, affecting the lives of many children and adolescents. Gender inequality, manifest in patriarchal attitudes and preference of boys over girls, is deep-rooted in South Asia. According to the UNICEF (2), Girls are 3 times less likely to go to school than boys and have 5 times less access to phones than boys, depriving them of opportunities to learn and communicate. One in 4 girls are married before their 18th birthday. Among girls aged 15 to 19 that have either formerly been married or are currently married, 19% have experienced physical or sexual violence by an intimate partner.  

These risk factors impact the mental health of young people. Prevalence rates of mental disorder in South Asia range from 1.81% to 23.3%, with higher rates reported in children who dropped out of schools, lived in urban slums, or belonged to other marginalized populations (3). Despite being such a huge threat to the well-being of the future generation, mental health remains the ‘Cinderella’ amongst other priorities, with only lip-service being provided by policy-makers and politicians alike, and little investment into the level of services needed by the children and youth of the region. Take the example of Pakistan: In 2020 it was estimated that the existing budget was only able to cover <2% of the entire economic burden of mental illnesses, with hardly any allocated to child and adolescent mental health (4). Unaddressed mental health problems will have serious social and economic costs, which are likely to persist into adulthood, lead to inter-generational disadvantage and contribute to inequality.

How can this inequality be addressed? There is a consensus among experts that early-life interventions are likely to be the most promising investment in global mental health for the following reasons (5): First, that interventions delivered earlier in the life course are the most cost-effective as they have the greatest impact on population health, not only through promoting child mental health, but also by reducing the burden of mental disorders in later life. Second, early recognition and management of risk factors such as maternal mental illness, allows for timely remedial action. It should be noted that South Asia has amongst the highest rates of perinatal depression globally which contributes significantly to disparity. Third, special attention to early interventions in high-risk groups, such as children affected by conflict and violence, abuse, maltreatment or poverty, commonplace in South Asia, can reduce disparities by addressing some of these risks. Fourth, these interventions can primarily be delivered through non-specialists in community or school settings, with parents playing a key mediator role, thus reducing the stigma associated with mental health. Finally, investing in child and youth mental health is not only a social and economic necessity, but also a moral obligation upon society.

Early life interventions when charted on to brain development cover two critical periods: the first 1000 days; and school age. The first 1000 days, including pregnancy and the first postnatal year, are important for healthy physical, cognitive, and socioemotional development (6). The early home environment provides a key opportunity to implement interventions that can promote mental health as well as physical and socioemotional development (7). These include interventions focusing on parental skills training, maternal mental health, mother-infant bonding and interaction, play, responsiveness and stimulation. Integrated approaches incorporating psychosocial, nutritional and educational ‘common elements’ delivered seamlessly by health, education and social welfare services are necessary to maximise benefits from these interventions for mothers and babies (8). These interventions can be delivered universally or to high-risk populations and can play a major role to address disparities and inequalities. South Asia also has disproportionately high rate of intellectual disability and neurodevelopmental disorders. There is, therefore, the concurrent need for targeted interventions aimed at the early detection and interventions for these conditions. Emerging evidence from South Asian studies suggests that a combination of key informant-based detection (which requires interventions to raise awareness about the early warning signs of these conditions) followed by screening with short questionnaires, and diagnostic interviews followed by a parent-delivered intervention, are the most feasible public health approaches (9). Interventions for these conditions should be culturally feasible and problem-focussed, and use simple strategies to address problems associated with such conditions.

While this early period is important, later childhood and adolescence – especially school age – present further opportunities for ameliorating the effects of early disadvantage, and thus building resilience and reducing the harmful consequences of conditions that have an onset during this period (10). In South Asia, school enrolment has shown a steady increase over the last three decades. In addition to education, good schools provide a natural, non-stigmatizing, culturally acceptable, accessible and potentially sustainable platform to build social and emotional competencies. There is some evidence to support the effectiveness of interventions seeking to modify school environments (11) as well as interventions which aim to strengthen ‘life skills’, typically delivered through a classroom-based curriculum (12). Universal socioemotional learning (SEL) interventions in communities and schools promote children’s social and emotional functioning, improve academic performance, and reduce risk behaviours, including smoking and teenage pregnancy. Early detection of mental health problems by teachers, including identifying children at high-risk of abuse and maltreatment, and developing sound referral mechanisms, ideally to in-school counsellors for first-level assessment and psychological care, are key components of a school mental health programme (8). Such interventions can be delivered by peers, teachers, and counsellors through integrating these into youth programmes or school curricula (13). 

While the above community- and school-based interventions are key to addressing disparities and inequalities in child mental health in South Asia, there is clearly a place for a specialist child mental health platform to address needs of children with more severe mental health problems, through provision of multidisciplinary psychosocial or pharmacological interventions. For example, in Pakistan, there is only one in-patient child and adolescent psychiatric unit with six beds in public sector; child and adolescent psychiatry/psychology training programmes are still in their infancy and only a few qualified child and adolescent psychiatrists exist in the entire nation of more than 220 million people (14). Most child and adolescent mental health problems are dealt with in the adult mental healthcare facilities which are located in urban centers and offer largely pharmacological interventions, often without an evidence-base. Psychosocial treatment approaches including ‘talking therapies’ like cognitive behavioural therapy are included in the WHO Mental Health Gap Action Programme Intervention Guide (15), aimed at non-specialist health care providers, should become a part of the curriculum for psychiatrists and psychologists. Such specialist facilities can play a key role in expanding training, supervision and quality assurance of non-specialists working in community and school platforms. 

In conclusion, the promotion of child and adolescent mental health is a challenge in the South Asian region, but a potentially rewarding one. Accumulating evidence suggests that early interventions can provide long-term health and socioeconomic benefits by prevention of the onset of mental health problems and their development into chronic disorders. This needs to be coupled with specialist services that can cater to the needs of children with greater needs, and support the community and schools-based non-specialist led services. This approach is necessary in the South Asian region, where the proportion of children and adolescents in the population
is high and the resources are scarce. The situation in the region also presents a window of opportunity, because the potential for the youth bulge in South Asia to contribute to the global economy of the future, is great. 
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