[bookmark: _GoBack]It is estimated that 1/10 children in the UK aged 5-14 are suffering from a diagnosable mental health condition (Mental Health Taskforce, 2015). This essay aims to discover why mental health conditions can become a prerequisite for isolation within society.  

Children are able to experience a complex range of emotions (Dadds & Vasey, 2001 cited in National Scientific Council on the Developing Child, 2004; Centre on the Developing Child, 2013), often this range will remain positive with feelings of happiness, joy and elation. However, negative emotions will occasionally present themselves. For most children such negative emotions are temporary and are a reaction to the situation they currently find themselves in, for other children, such negative emotions linger and have a profound and lasting impact on their life. Children who continue to exhibit such negative emotions are often diagnosed as suffering with poor mental health. A childs mental health is defined as the ‘dynamic state, in which the individual is able to develop their potential, work productively and creatively, build strong and positive relationships with others, and contribute to their community’ (Government Office for Science, 2008. p.10). The World Health Organisation (2004) mirrors this concept of intellectual, social and behavioural domains as an indicator of mental health but provides an emphasis on mental health being less about the absence of physiological need and more about the absence of psychological need.

Depression is a mental health condition that currently affects more children than ever before with ¼ children experiencing some form of depression before they are 19 years old (NHS, 2017). Whilst there is no specific cause of depression in children, it is often contributed to a combination of incongruent parenting, oppression from other children and/or hereditary predisposition (NICE, 2017). Depression is characterised by a continuation of negative thoughts, which not only affect how a child is feeling, but also affect the way in which a child behaves. Negative feelings and behaviours are commonly misdiagnosed as sadness, tiredness or an over-reaction, when in fact a child may exhibiting symptoms of depression. However, sadness and depression do differ from one another, sadness is a normal human emotion, which is usually triggered by a difficult event, experience or situation. For most, feelings of sadness are usually directed towards something or someone. Bereavement is often a cause of severe sadness, however intense, this emotional hurt will eventually begin to fade, and sadness will remit. In contrast, depression is an abnormal human emotion where sadness does not fade. Instead, depression discolours the life of a child, draining them of their ability to experience joy and excitement (Winch, 2015). 
Children with depression can show avoidance towards social situations. Bell-Dolan et al (1993) describes avoidance of socialisation as not only a concomitant of depression but also a predictor. Children who show such avoidance are either actively isolated or socially withdrawn. The former describes a process in which children with symptoms of depression are rejected by their peers. Children who are actively isolated will often exhibit irrational, impulsive and nonormative behaviour, differing from the behaviour often exhibited by their peers (Rubin & Mills, 1998).  This difference in exhibited behaviour encourages a difference in treatment (Miller, 2008) allowing children with depression to become isolated from their peers.  The later, socially withdrawn, describes children who actively seek to avoid participation in social situations whilst in the presence of their peers at school, and their family whilst at home. Instead choosing to spend a significant amount of time alone. Such behaviour differs from active isolation in the way that the child chooses to isolate themselves as opposed to being isolated by others.

Post-traumatic stress disorder is an anxiety disorder that has heavy association with those who have served in combat or have been victims of a particularly tragic accident, however, post-traumatic stress disorder encompasses children who have been repeatedly exposed to neglect, abuse and/or violence (National Health Service, 2015). It has been estimated that 50% of children who are exposed to a violent attack, abuse or trauma will go on to develop post-traumatic stress disorder (Bolton et al 2000). Post-traumatic stress disorder has many different guises, symptoms and causes. The severity on the disorder is heavily dependent on the age and circumstance of the child. Children who have experienced a continuation of exposure to violence or trauma may exhibit symptoms and behaviour deemed to be more severe in comparison to those with a relatively low exposure to violence. Symptoms of hyperactivity and insomnia are more prominent amongst children under 6 with post-traumatic stress disorder (Anxiety and Depression Association of America, 2015). When a child is hyperactive, they are exhibiting a higher level of activity than what is considered to be normal or appropriate, often  such children are described as impulsive, because of their inability sit still. Often children with post-traumatic stress disorder will talk incessantly, interrupting their peers or  their family when it is not necessary. Children who exhibit hyperactive behaviour can become heavily disadvantaged in the class room. The nature of hyperactivity prevents a child from concentrating on the task that is currently in hand, instead children with hyperactivity will begin several tasks, but often, will finish none. This inability to concentrate, coupled with an inability to finish class room assignments, could contribute to a childs academic underachievement. An underachieving child is often one that is experiencing feelings of inadequacy and/or low self-esteem, both of which could have a lasting, negative impact on the mental health of a child. In certain circumstances, children who are both hyperactive and underachieving can become isolated from their peers. Those who incessantly talk, and seek to distract could be identified as annoying, or even irritating by their peers. This difference in behaviour to what is considered to be appropriate in the class room may colour the view of their peers and dissuade their peers from seeking to form friendships. Additionally, such behaviour could isolate children with hyperactivity from members of staff at their school. Such behaviour may be seen as disruptive, and less favourable to that of children who are not hyperactive. This negative perception of a child with hyperactivity could isolate them from not only their peers, but the members of staff present at their school.

Children with depression and/or other mental health conditions will often have poor peer relationships as a result of their self-inflicted isolation, or the isolation inflicted upon them. Poor peer relationships are often formed as a result of underdeveloped communication skills.  Underdevelopment of such skills are often prominent amongst children with mental health conditions (Henry & Lynam, 2001). Mental health conditions which are characterised by underdeveloped communication skills include but are not limited to Attention-Deficit Hyperactivity Disorder (ADHD), Autism Spectrum Disorder (ASD) and Non-verbal Learning Disability (NVLD). A child with underdeveloped communication skills can have a distorted view of or an absence of perception, interpretation and appropriate response. Perception allows a child to understand and interpret body language and facial expression of peers. Interpretation allows a child to understand sarcasm and assume appropriate methods of gaining attention. An understanding of response allows children to share information in what is deemed an appropriate manner and refrain from monopolising conversation. Children with mental health conditions will often find formation and maintenance of relationships difficult as a result of their underdeveloped communication skills. However, occasionally such children will form relationships with one or two of their peers. As described by Burgess et al (2006), the relationships formed often lack intimate disclosure and helpfulness when compared to relationships formed between peers where there is no mental health condition present. An inability to maintain beneficial and healthy relationships can deepen the isolation felt by children with mental health conditions. 

Often, aggressive or overly assertive peers will encourage victimisation of children who exhibit a difference in behaviour to what is considered to be normal and/or socially acceptable. Often, the shy and withdrawing nature of a child with depression or a comparable mental health condition will elicit a social perception of weakness, or that of someone who is an easy target. For which peers will attempt to provoke a reaction by repeatedly and consistently inflicting physical and/or verbal abuse upon them (Burgess et al 2006). For most children retaliation is unlikely, instead such children will seek to reduce their victimisation by increasing their withdrawal from social situations, which in turn increases their perceived weakness and subsequently increases the victimisation received from their peers.

A fear of victimisation can dissuade a child from interaction and participation in classroom discussions. Such discussions are important when attempting to understand and interpret information which will later be required for examinations. Often, a child who has not engaged in class discussions will perform poorly when compared to those who have been regular participants. Poor academic performance can isolate a child from their over achieving peers but from their teachers too. Children who withdraw from class discussions could be perceived as not being interested by their teacher (Crozier & Perkins, 2002). Or in certain circumstances a teacher may encourage withdrawing behaviours, because of the quiescent and compliant nature of such behaviours helps to maintain order within the class room (Keogh, 2003). 

Children with mental health conditions are exposed to the surrounding stigma. To stigmatise someone, is to label them as less desirable, or in some way tainted. Stigma is comprised of three behaviours, the first is ignorance, or a lack of knowledge surrounding a subject matter. The second is exhibition of prejudicial behaviour and the third, discrimination of those perceived to be different (Corrigan & Rao, 2012). Social stigma, or public stigma refers to the negative stereotypes present in today’s society. Stereotyping allows for the categorisation of information in regard to human behaviour. Those with mental health conditions may be categorised as being mental and become characterised by the negative connotations of such a word. This is an example of a stereotype and one which is not necessarily correct, however, it comes to define a person, helping to isolate them from those who are not stereotyped as being mental. Children will often self-stigmatise, this is the process of internalising negative stereotypes and using them to identify themselves. Those who self-stigmatise will perceive truth in their stereotype, and believe that they, themselves are in fact mental. Both forms of stigma can cause isolation, self-inflicted due to self-stigma, or thrusted up as a result of social stigma. 

Child and Adolescent Mental Health Services (CAMHS) is an umbrella term used to collectively identify all of the mental health services provided by the National Health Service (NHS). The services offered provide support, guidance and treatment to children and adolescents with mental health conditions or concerns. The services provided are organised within a four-tier strategic framework (NHS, 2016). The severity of childs mental health condition will determine which tier care they will receive. Most children will access mental health services at the first tier, in this tier children are offered general advice and support in regard to their mental health concerns, for most, this guidance will be provided by general practitioner, school nurse or voluntary organisation. For the most part professionals in this tier will not be mental health specialists but rather employees of general health services. Children who are exhibiting symptoms suggestive of poor mental health are usually referred by professionals working within the first tier, to professionals working within the second tier. Health care professionals providing second tier services are usually trained to identify symptoms of poor mental health and recommend a course of treatment or if necessary provide a referral to specialist mental health services. If referral is required, such children will become recipients of third tier care. Here, the support is specialised, and a course of appropriate treatment is initiated. Usually treatment is provided by a  multi-disciplinary team, often based within a mental health clinic. Children who require further specialist treatment will be referred for forth tier care. Here, the poorest of mental health is treated. For most, level of care is a last resort and reserved for those posing a threat to themselves or those around them. The four-tier strategic framework itself can become a catalyst for isolation. The lengthy, complicated process can often lead to a delay in service providence for children who do not immediately meet the threshold for tier to tier referral. Those who do not meet the threshold for treatment must continue to endure the isolation mental health conditions cause. For some children, this could potentially worsen their already poor mental health and drive them further in to isolation.  

To conclude, children with mental health conditions are often presented with a double-edged sword. The symptoms of their condition can enable the formation and exhibition of isolative behaviours, this is one side of the sword. The second side is the isolation they experience from peers as a result of their mental health condition. It is possible for children to have a mental health condition but not exhibit isolative behaviours, however, this does not ensure inclusion from peers, as seen with hyperactivity. Whilst their behaviour is not necessarily isolative, the experience received from their peers can be. In contrast, depression is characterised by its isolative behaviours, whether that’s self-isolation or social isolation at the hand of their peers. In conclusion, children with mental health conditions including depression, or child who exhibit hyperactive behaviour as a result of past-traumatic stress disorder will continue to face isolation from their peers for as long as there is misunderstanding surrounding mental health, the symptoms it creates and the stigma that surrounds it. 
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