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Abstract

The study focuses on the experiences of children and adolescents with mental health problems in the context of continuity of professional
care in the Czech Republic. Using a qualitative methodology, 33 in-depth interviews with young people aged 11-18 who had personal
experience with various forms of psychiatric, psychological, or social intervention were analysed. The aim was to capture their perceptions
of transitions between institutions, barriers in the system, and needs that were not met during care. Data analysis through reflective
thematic analysis revealed six key areas influencing the experience of continuity of care: layered trauma, experience with institutions,
communication and participation, continuity of services, absence of case management, and stigma. The results show that care is
often fragmented, lacks continuity and relational continuity, and the burden of orientation in the system remains mainly on families.
Individuals who can offer safety and understanding play a significant role. The study highlights the need for systemic implementation of
coordinated support, strengthening interdisciplinary collaboration, and greater involvement of children in decision-making processes.
The findings provide suggestions for improving practice and highlight the importance of listening to the voices of young people in the

development of mental health care.
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Introduction

The mental health of children and adolescents currently rep-
resents a significant challenge; not only for healthcare but
also for educational and social systems in several Europe-
an countries, including the Czech Republic. Epidemiological
studies confirm that up to a fifth of children will experience
psychological difficulties during adolescence that are so severe
that it affects their daily functioning and school attendance.
The growing number of cases of eating disorders, anxiety and
depression, and suicidal behaviour increases the pressure for
effective and coordinated support - and not only from insti-
tutions.

A key concept in caring for this vulnerable population is
continuity of care. It is understood as an uninterrupted, co-
ordinated sequence of involved actors that correspond to the
child’s and their family’s current needs. However, in practice,
continuity often fails. International and Czech studies show
that children and their families are in contact with multiple
institutions where cooperation is fragmented, transitions be-
tween services are poorly planned, information is not shared,
and the role of a system guide is often missing. The conse-
quence of these systemic weaknesses is not only an increased

risk of a child falling between the systems, but also deepening
uncertainty, traumatisation, and stigmatisation — both from
the environment and within the care system itself. Although
mental health care reform in the Czech Republic has devel-
oped new community and inter-professional services, their
interconnection and effective functioning remain a challenge.
This study aims to describe young people’s experience with
continuity of care and to identify the main barriers and needs
through a qualitative analysis of interviews with children and
adolescents. This approach allows us to capture the voice of
those who experience the system and enrich existing quanti-
tative data with contextual and relational aspects essential for
adequate mental health support.

Theoretical definition

In the professional literature, continuous care is considered
an essential pillar of effective support in child and adolescent
mental health. It represents systematically coordinated, ongo-
ing and long-term care that reflects the client’s changing needs
over time and across different service systems. According to
Adair et al. (2005), continuity of care has the potential to im-
prove the quality of life of clients, help their social inclusion,
and reduce symptoms in people with severe mental illness.
Biringer et al. (2017) add that through continuity, space is cre-
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ated to create a therapeutic alliance that provides clients with
a sense of security and motivation for active cooperation. Cli-
ents usually express greater satisfaction if the care is provided
by a permanent professional with whom they can establish a
deeper relationship, which leads to more open communication
(Adair et al., 2005; Biringer et al., 2017). Hoertel et al. (2014)
point out that longitudinal continuity of care may even have
an impact on reducing mortality in patients with severe men-
tal disorders, such as schizophrenia, major depression, or bipo-
lar disorder. The transition from child to adult psychiatric care
is a specific period when continuity of care is crucial. Toulany
et al. (2019) demonstrate that adolescents with severe mental
illness who remained in contact with primary care providers
during this transition had a lower need for acute medical in-
terventions, including hospitalisations and emergency rooms.
Fontanella et al. (2015) focus on a vulnerable group of children
in foster care. These children face significant risks of disconti-
nuity due to frequent placement changes and the absence of
stable health care. The study shows that regular outpatient
visits are more frequent among those children who already
had established care, were taking psychotropic medications, or
suffered from chronic illness. From the perspective of families
and providers, continuity of care represents a meaningful con-
nection of services over time.

Tobon et al. (2015) state that in the event of discontinuity,
parents take on the role of coordinators, which places a sig-
nificant burden on them. This highlights the need for better
interdisciplinary and intersectoral cooperation. Nicaise et al.
(2020) point to differences in the organisation of health sys-
tems across Europe. Systems with stronger local structures
and regulations tend to provide better continuity of care. This
finding is complemented by the research of Wyngaerden et al.
(2019), which shows that people with dense and cohesive so-
cial networks are more likely to experience quality continuity
of care. Czech research also shows that several limitations bur-
den the process of referring clients to mental health centres.
The most common are situations where the client does not
fall into the defined target group, the health condition does
not allow the use of the service, and a lack of cooperation with
the recommended centre or support from the family. Another
critical factor is the limited capacity of centres and regional
inequalities in their availability (Vondrou$ova et al., 2025).
Adair et al. (2003) and Burns et al. (2009) point out that, de-
spite the benefits, continuity of care remains a difficult con-
cept to grasp. There is no uniform definition and standardised
measurement tool, which makes it difficult to compare studies
and implement uniform models of care. Multidisciplinary ap-
proaches offer an effective way to ensure continuity of care.

The American Academy of Child and Adolescent Psychiatry
(AACAP) Committee on Collaborative and Integrated Care and
AACAP Committee on Quality Issues (2022) describe integrat-
ed care’s benefits, bringing a portion of psychiatric services
into primary care. This model increases client satisfaction, im-
proves clinical outcomes, and reduces costs.

Camacho-Rubio et al. (2022) highlight the ACT model,
which individualises the intensity of support according to the
child’s needs and provides care in their natural environment.
Ramaswamy et al. (2022) emphasise the importance of trans-
disciplinarity in resource-limited settings. They point out that
it is necessary to connect expertise, overall system reforms,
and social determinants of health. De Carvalho et al. (2024)
confirm that multidisciplinary teams can effectively respond
to the first symptoms of depression or anxiety, using CBT as
a form of early intervention. Buka et al. (2022) argue for fam-
ily-centred care, were parents are more involved in the ther-

apeutic process, thereby strengthening family relationships
and promoting long-term stability. De Los Reyes et al. (2015)
show that involving multiple informants (parents, teachers,
caregivers) helps better understand the child’s context and
leads to more targeted interventions. Cheng et al. (2017) point
out the importance of shared decision-making, which leads to
increased participation of children and parents and supports
adherence to therapeutic plans.

Castrillo et al. (2017) demonstrate that multidisciplinary
approaches allow for the combination of psychiatric, psycho-
logical, and social interventions in the treatment of childhood
depression, leading to improved outcomes. At the organisa-
tional level, Kelsay et al. (2017) state that effective implemen-
tation of multidisciplinary approaches requires quality educa-
tional models that support interdisciplinary collaboration and
reflect the development needs of professionals.

Burns and Lloyd (2004) conclude that multidisciplinary
models are clinically effective and cost-effective, as they reduce
hospitalisations and prevent chronicity.

Materials and methods

A qualitative descriptive study was conducted. Data were col-
lected through in-depth interviews with children and adoles-
cents aged 11-18 years (n = 33) (see Table 1) in several regions
of the Czech Republic between January and December 2024.
The inclusion criteria for children/adolescents were: personal
experience with mental health problems, contact with health,
education or social services in the last three years, and will-
ingness (as well as parental consent for those under 18) to
participate in the study. The interviews lasted an average of
65 minutes (35-110 minutes), and the total length of the
recorded material exceeded 35 hours - the transcripts of the
interviews total 478 standard pages of text, which were used
for analysis.

Data collection
In-depth interviews were conducted in person, online, or by
phone, according to participant preferences and pandemic-re-
lated restrictions, between January and December 2024. The
interviewer focused on the onset of mental health problems
in children and adolescents, pathways to seeking help, expe-
riences with health, education, and social services, transitions
between services, perceptions of support and unmet needs,
and suggestions for improvement.

All interviews were recorded, transcribed verbatim, and
anonymised. Transcripts and consent forms were stored se-
curely, and access was restricted to the research team only.

Data analysis
A reflective thematic analysis approach was used (Braun and
Clarke, 2022).

The analysis took place in several stages:

1. Getting to know each other — re-reading all transcripts and
noting recurring motifs.

2. Open coding — that is, units related to care experiences,
transitions, needs, barriers, emotions, and recommenda-
tions were coded; for example, codes such as “waiting for a
specialist”, “missing information”, “changing many thera-
pists”.

3. Category development — codes were grouped into broader
themes within the dataset (e.g., discontinuity of care, lack
of relational support, barriers to access, multidisciplinary
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collaboration, stigma, information flow, and participant
suggestions).

4. Topic mapping and triangulation — from several categories
(e.g., “discontinuity”, “absence of transitional care”, “un-
guided”), the topic “Continuity of services and the role of

case management” emerged.

Table 1. Basic characteristics of the informant group

5. Theoretical integration — the final themes were interpreted
in relation to the literature on continuity of care (Haggerty
et al., 2003; Reupert et al,, 2015) and the context of the
Czech system.

Variable n % Note
Informants - total 33 100
Gender
girls 27 81.8
boys 6 18.2
Age
<14 8 24.2
15-16 15 45.4
17-18 10 30.3
Types of psychological difficulties
eating disorders 12 36.4 anorexia, bulimia, orthorexia (54.5%) including suicidal tendencies
anxiety disorders 18 54.5
self-harm 14 42.4
PTSD 4 121 including domestic violence

Note: Some participants reported multiple types of psychological problems at the same time (e.g., anxiety and PPP); therefore, the sum of individual
categories exceeds the total number of informants. Self-harm is listed as a symptom across various diagnoses. The FHSS ethics committee approved
all procedures, No. 018/2023. Participation was anonymous and voluntary. Written informed consent was obtained from all participants and, if

necessary, from legal representatives.

Results

Analysis of interviews with adolescents who have personal
experience with the mental health care system in the Czech
Republic revealed the layered and complex nature of their
life stories, experiences, and relationships with the system
and their surroundings. Unlike superficial statistics or formal
evaluations, respondents’ voices reveal the true landscape of
continuity and discontinuity of care as a dynamic network of
events, failures, and rare hopes, intertwined with individual
struggles for meaning, safety, and acceptance.

More than 170 open codes were created, which were fur-
ther grouped into 18 categories and then integrated into five
key themes.

Trauma and layering of problems.

Experience with institutions and the care system.
Communication, awareness, and participation.
Continuity of services and the role of case management.
Stigmatisation and secondary victimisation.

NS

Each of these areas will be presented through a synthesis
of knowledge and authentic statements from young people,
which bring irreplaceable depth and authenticity to the picture
of continuity of care.

Trauma and problem layering

One of the most common themes that resonates across all in-
terviews is the experience of long-term, layered trauma. This
often begins in childhood and is associated with bullying at
school, strained family relationships, or a subtle but persistent
lack of a sense of safety and belonging. Participants repeatedly
describe how individual negative experiences accumulated and

deepened their loneliness and despair: “I was bullied in elemen-
tary school. In the first grade my teacher pushed me away, later
Iwas bullied mainly by girls and then by boys too... It always came
back somehow, I always told myself that I was a cancer, that I was
worthless” (Katetina, 15 years old).

For many children, the family environment is a source of
further tension rather than support. The described dynamics
range from direct aggression (verbal attacks, trivialising prob-
lems) to emotional indifference and misunderstanding on the
part of parents: “Dad is a terrible idiot, he never really cared about
me, the only time he wanted to know how I was was at Christmas
or my birthday... My brother told me that I should have died before
Iwas born” (Jana, 13).

Many reported that, even when they wished to share their
problems, they were met with misunderstanding, or their dis-
closures were misused against them: “At first I told my teach-
ers, the school psychologist, my friends... but I soon found out that
the people I trusted had hurt me — they either spread it around or
turned it against me” (Anna, 11 years old).

Long-term lack of trust and failure of loved ones often con-
tribute to the development of anxiety, depression, and suicidal
thoughts: ‘I started hurting myself when I couldn’t do it anymore.
My mother found my hands and took me to the paediatrician...
I felt like I had failed, that I was bad” (Bara, 13 years old).

Trauma layering is often exacerbated by loss (e.g., the
death of a loved one) or chronic pressure to perform in the
family or at school. Negative experiences are not isolated epi-
sodes but become a permanent part of the child’s identity and
experience.

Experience with institutions and the care system

Akey theme that runs through all interviews is the experience
of institutions — from schools and school psychologists to pae-
diatricians, psychiatric wards, and outpatient specialists. Chil-
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dren and young people often describe the care system as cha-
otic, fragmented, and unable to provide continuity of support
during and after the crisis.

Informants state that their journey through the system of-
ten began after a severe crisis, e.g., after self-harm or a suicide
attempt. A parent or school usually mediated the initial con-
tact with a professional, but information and follow-up care
were minimal: “When the principal saw that I was self-harm-
ing, she told me to fill my head with the curriculum. She solved
everything through school performance without explaining what
was happening to me. When it got worse, they sent me to a psychi-
atric hospital” (Katetina, 15 years old).

Other informants describe similar systematic failures. For
example, during hospitalisation in the children’s ward, there
was a lack of information and basic psychological support:
“I was in the children’s ward, everything was foreign, no one ex-
plained anything to me. Someone just kept asking me how I was
feeling, and then they transferred me to psychiatry. I felt like an
item in the system; no one explained what was happening” (Bara,
13 years old).

Most adolescents mention that their stay in a psychiatric or
children’s ward was characterised by a strict regime, minimal
individualisation, and often a cold, sometimes even humiliat-
ing approach from the staff. Children are perceived primarily
through their diagnosis, not as unique personalities: “In a re-
gime — get up, eat, take medication, be silent. I felt... disconnected
there. I knew I probably needed it, but it wasn’t humane. More like
isolation than treatment” (Bara, 13 years old).

They also point out the lack of clear communication and
clarity about their stay: “I didn’t know how long I would be there.
No one told me what would happen. I was sitting there with three-
year-old children, everything was impersonal” (Nina, 13 years
old).

When hospitalisation ends, continuity of care is often
entirely in the hands of the family, who must independently
find an outpatient psychiatrist or psychologist. A clear plan
and a real transition between institutions are lacking. After
discharge, children often describe feelings of loss and uncer-
tainty: “After discharge — what next? Nothing. Just a prescription.
No continuity. Then mom herself looked for a psychiatrist, whom
we called. We waited a month. Psychologist — two months. No so-
cial services, no coordination. Everything was left to us” (Lucie,
14 years old).

“Nobody told me anything, nobody recommended anything. If
there was a simple overview of where to turn, it would definitely
help” (Karolina, 17 years old).

Despite the prevailing negative experiences, some state-
ments also contain positive moments; these are most often as-
sociated with a specific person who was able to show empathy,
listen, and create a “safe haven”: “The choir was a safe place for
me. It saved me a lot at that time, as did my viola teacher. It was
such a safe place” (Dominika, 16 years old).

These relationships are often the key to a positive turn of
events or weathering the most challenging period.

Communication, awareness, and participation

One of the most fundamental motifs that repeatedly resonates
in adolescents’ narratives is the complete lack of open, trans-
parent, and partner-based communication on the part of pro-
fessionals, institutions, and the system itself. This absence of
information and participation fundamentally affects not only
the treatment process itself, but also the willingness of chil-
dren to cooperate, develop trust, and engage in their own care.
Informants often describe that no one has explained what
would happen, why they were transferred from one institution

to another, or what the various procedures meant. As a result,
they felt more like objects of professional interventions than
real subjects of care.

“I'was in a regime — get up, eat, take medicine, be quiet. I knew
I probably needed it, but it wasn’t humane. More like isolation than
treatment. No one told me what was actually happening to me”
(Lucie, 17 years old).

“I always felt like I was just a piece in the system being moved
around. No information, no explanation, just someone always ask-
ing me how I was feeling, but no one telling me why or what was
going to happen next” (Katka, 15 years old).

Many informants complain about the passive and even im-
personal behaviour of experts; instead of a partnership, they
often encounter routine “check-ins” and a minimum of genu-
ine interest:

“Psychiatrists and psychologists usually didn’t explain to me
why they were suggesting hospitalisation. No one asked me what
I wanted; they just decided for me. I was scared, I needed to ask, to
understand” (Veronika, 18 years old).

“I had a psychiatrist who always just asked me how I was doing,
whether we should change my medication or leave it as it is. He
recommended therapy, but when group therapy didn’t work for me,
no one followed up” (Bara, 16 years old).

The lack of communication between partners leads to deep
loneliness and isolation, with young people describing how,
ultimately, the entire burden of making decisions, finding ser-
vices, and coping with difficulties lies with them and their fam-
ily: “After being released, there was no follow-up. My mother then
looked for a psychiatrist herself, whom we called. Everything was
left up to us; we also had to find a psychologist. It was not coordi-
nated at all” (Lucie, 17 years old).

The contrast is even more striking with the rare positive
experiences with individuals who were able to approach chil-
dren humanely, with patience and genuine interest:

“There was a lady at the CDZ who was really interested. She
asked what I needed, she was there for me every week. She was the
main person I trusted” (Katka, 15 years old).

The absence of dialogue and understanding leads many
adolescents to shut down, lose motivation, and even a feel re-
sistance towards the entire care system: “When they were con-
stantly checking me, weighing me, and deciding what I couldn’t eat,
I felt like closing myself off even more. Instead of cooperating, I felt
like avoiding everything” (Bara, 16 years old).

Continuity of services and the role of case management
When relaying their stories, respondents repeatedly mention
that one of the most pressing problems is the complete break-
down of the continuity of services. No one in the Czech system
would guide them and their family through the complex path
between the individual segments of health, social, and school
care. The burden of orientation and decision-making rests on
the shoulders of the family and the young person from begin-
ning to end. A recurring experience is the situation when, after
being discharged from hospital or finishing acute care, young
people and their families are left without any follow-up plan.
No one explains their options, who to turn to, or where to look
for support. In practice, securing follow-up care is a matter of
luck, personal acquaintances, and parents’ perseverance, or it
remains completely unavailable.

Informants very often describe the need for “someone who
would be there” — someone who understood the system and
was able to connect services and provide continuous support.
This role, common for example in some foreign models (the so-
called ‘case manager’), practically does not exist in the Czech
environment:
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“I think there should be someone who can help orient them-
selves, both young people and parents. Someone who can be there,
who is not afraid to talk about difficult things, and has a humane
approach. More like a guide in the chaos, not an official” (Veronika,
18 years old).

The lack of guidance and the absence of systemic support
mean that most of the burden of organisation, information,
and decision-making falls on the parents. This leads to over-
load, despair, and a feeling that they are entirely responsible
for the care of the child, which further deepens the insecuri-
ty and loneliness of the young person involved: ‘T dealt with
everything alone or with my mother, no one really advised us what
to do. It was challenging, we didn’t know where to turn” (Domini-
ka, 16 years old).

This situation has a long-term impact — not only on the
child’s recovery, but on the mental health of the entire fami-
ly. It also encourages youths to withdraw into themselves and
lose trust in the system that should be their support.

Stigmatisation, secondary victimisation, and what
young people really need

The stigma associated with mental illness and the use of psy-
chiatric or psychological services is still deeply rooted in the
broader society and its institutions. In interviews, young peo-
ple repeatedly describe how their difficulties have been trivial-
ised, pathologised, ridiculed, or used against them. Secondary
victimisation, i.e., further harm by those who should be sup-
portive, is one of the most painful aspects of their experience.
Stigma often begins at school, where a child’s difference is
quickly visible and can lead to exclusion or bullying:

“I was never popular; they laughed at me for not wearing de-
signer clothes. When a classmate told me I was fat and that I should
stop eating, I developed anorexia. When I started getting sick, I col-
lapsed at home, I exercised to get rid of everything” (Veronika,
18 years old).

Even professionals and schools often unknowingly partici-
pate in further harm: “When I mentioned psychological problems,
I heard that I was making things up, that I wanted to be interest-
ing. When I discussed it with the class teacher, I was the bad one.
I'shouldn’t take everything so seriously” (Bara, 16 years old).

“The psychiatrist said there was nothing wrong with me, that
I just wanted attention. When I saw the psychologist at school, he
discussed what I told him with the teachers an hour later” (Vero-
nika, 18 years old).

This approach leads to young people losing trust, not only
in their surroundings but also in themselves. They stop con-
fiding, close in on themselves, and lose faith that anyone will
take their problems seriously. The motif of a person preferring
to remain silent and suffer internally rather than risk further
injury is repeated:

“At first, I talked about it with my friends and teachers, but
then I realised it only hurt me. Everyone was discussing it; they
didn’t help me at all, quite the opposite. Today I'm careful about
what I say to whom” (Béra, 16 years old).

“When I was having a bad time, I would sometimes get com-
pletely crazy and then my classmates and teacher would laugh
at me. It wasn’t any better at home. Ultimately, I felt weird that
I couldn’t be normal” (Veronika, 18 years old).

In their recommendations and wishes, the informants ad-
dress the professional system, schools, parents, and society as
a whole. Their main demands can be summarised as follows:

e The need for acceptance and openness:

“That there may be a safe place — at home, at school, in any ser-
vice. Where you will not be judged, but accepted” (Lucie, 17 years
old).

* Greater awareness and understanding:

“This should be talked about more. So that not only parents,
but also educators are trained in what eating disorders, depres-
sion, etc. are. When someone suffers from PPP, they don’t want
to be constantly respected or strictly watched. It would help if the
school weren'’t just a passive bystander, but a real partner” (Béra,
16 years old).
¢ Timely and understandable contact with a specialist:

“If there were a simple overview of where to turn, it would defi-
nitely help. One wouldn’t have to fumble around for weeks” (Kat-
ka, 15 years old).

* Guide/case manager availability:

“That there would be someone who could help young people
and parents orient themselves. To be able to be close, and not to
be afraid to talk about difficult things, to have a human approach”
(Veronika, 18 years old).

o Emphasis on relationship, empathy, and support in-
stead of control and directiveness:

“I needed someone to listen to me without immediately judging
or giving advice. To be there for me and endure it” (Bara, 16 years
old).

Discussion

This study provides one of the few perspectives on the conti-
nuity of care for children and adolescents with mental health
problems in the Czech Republic - from the perspective of those
who are actually involved in the support system. The findings
point to several structural and procedural barriers that pre-
vent the implementation of accurate continuity of care, and
reveal deep gaps in continuity, relationships, and participation
that fundamentally impact both subjective and objective care
outcomes.

One of the most fundamental themes that emerged in
the analysis is the experience of discontinuity of care. Chil-
dren and adolescents repeatedly described that their journey
through the system was fragmented, unpredictable, and full of
unclear transitions between individual institutions (e.g., pae-
diatrician-hospital-psychiatry, school-ambulance-communi-
ty). These transitions were often initiated only during an acute
crisis, without sufficient preparation, information, or involve-
ment of the child and family. This phenomenon, frequently re-
ferred to as “tossing the package”, is also described in detail in
foreign studies (see Haggerty et al., 2003), where it is associat-
ed with an increased risk of relapse, drop-out from treatment,
and secondary traumatisation. The absence of relational conti-
nuity, i.e., a long-term guide in whom the child could develop
trust and who would know their story across institutions, was
strongly felt. Constant staff turnover and short consultations
(often no more than 10-20 minutes) make establishing a truly
therapeutic relationship impossible. The result is lower adher-
ence to recommended care, increased loneliness, and loss of
meaning and passivity from the child and family. This aspect is
essential for the effectiveness of systemic interventions. Wait-
ing times, regional differences in the availability of services,
lack of information and stigma were other significant barriers.
Informants described how they often obtained information
about available services late (or not at all), and the decisive role
here was played by a “random guide” (an enlightened psycholo-
gist, a school worker) rather than systemic support. This phe-
nomenon aligns with foreign knowledge, where a close con-
nection between low information, stigma and late entry into
the system is repeatedly documented (Gulliver et al., 2010;
Henderson et al., 2013).
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Stigma is manifested in families (“it’s not a disease, it’s pu-
berty”) and schools (“this is not addressed at school”), which
leads to a further extension of the period without adequate
help. An important finding is the lack of cooperation between
institutions. Regular case conferences, information sharing,
and multidisciplinary team involvement are the exception. It
is clear from the statements of adolescents that they also per-
ceive incompetence or overload of professionals, which may
indicate existing systemic limits, as is also stated in the pro-
fessional literature (e.g., Reupert et al., 2015). The strength of
this study is the in-depth analysis of an extensive dataset from
two perspectives (users x professionals), the emphasis on au-
thenticity, and the presentation of problems and examples of
good practice. The gender composition of the sample — with a
predominance of girls — reflects broader trends noted in the
professional literature. Girls are generally more open about
naming their mental health problems, more likely to seek in-
formal and professional help, and more likely to be identified
by their peers. In contrast, boys experience stronger stigma,
pressure to be independent, and fear of weakening their mas-
culine identity, leading to lower participation and late entry
into the care system (see Bosco et al., 2020; Haavik et al., 2019;
Li and Gal, 2022; Wendt and Shafer, 2016). Nevertheless, the
results provide important insights for practice and systemic
change.

Conclusion

The analysis showed that the Czech system of care for children
and adolescents with mental health problems suffers from
fundamental fragmentation, the absence of long-term sup-
port, and weak continuity of services. The greatest vulnerabil-
ity arises in moments of transition, especially between insti-
tutions and when returning from health care to everyday life.
Children and adolescents often feel like a “tossed package”,
without sufficient information, peer communication, and a
real opportunity to participate in decisions about their treat-
ment.

Positive changes occur when the system is enriched with
individual guidance, interdisciplinary cooperation, and the
child’s and their family’s needs are respected. Stigma, second-
ary victimisation, and lack of emotional support fundamen-
tally worsen the chances of successful recovery and return to
everyday life.

The study highlights the need to create a more effective
case management system, expand multidisciplinary teams,
and systematically educate professionals, educators, and par-
ents. It is also essential to strengthen the participation of chil-
dren and families so that they have the opportunity to co-cre-
ate their care plan. Without these changes, the system risks
continuing to generate new layers of trauma and resignation,
rather than supporting the healthy development, safety, and
dignity of the most vulnerable children.

Limitations

This study has several limitations that must be considered
when interpreting the results. The sample of respondents was
not gender-balanced - girls predominated, which may affect
the generalizability of the conclusions. The informants’ state-
ments are subjective and reflect their experiences and psycho-
logical state. The research was conducted in several regions and
does not fully consider regional differences in care availability.
The perspective of other actors, such as parents or profession-
als, is missing here, which limits the complexity of the view of

the system. Furthermore, the time frame for 2024 does not
capture any possible systemic changes. Given the professional
background of the researchers, a particular interpretative bias
cannot be ruled out. Nevertheless, the studies provide valua-
ble insights from the perspective of care users and suggestions
for further research and practice.
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