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Prevalence of childhood psychiatric disorders may be
underestimated
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Q What is the prevalence of psychiatric disorders among children and adolescents?
MAIN RESULTS

METHODS
Design: Prospective cohort study.

Setting: 11 counties in North Carolina, USA; interviews 1993–
2000.

The average three month prevalence of DSM-IV disorders was 13.3%
in children aged 9–16 years (see table 1). By 16 years, 36.7% of
children had been diagnosed with at least one DSM-IV disorder.
Children with a previous DSM-IV disorder were significantly more
likely than those without a previous disorder to have a subsequent
DSM-IV diagnosis (AR 28.0% with previous diagnosis v 9.3% without
previous diagnosis; OR 3.7, 95% CI 2.9 to 4.9).

Population: 1420 children aged 9, 11, or 13 years at intake.
Parents completed a screening questionnaire (based on the Child
Behaviour Checklist). Children scoring above a preselected cut off
on the questionnaire, plus 1 in 10 randomly selected children
below the cut off, and all American Indian children screened,
irrespective of score, were recruited for further interviews.

CONCLUSIONS

Analysis: Child and parent were interviewed separately on a
yearly basis, using the Child and Adolescent Psychiatric
Assessment (CAPA, records details of symptoms seen in the past
3 months). A symptom was considered present if reported by
either parent or child or both. Data from the CAPA were used to
generate DSM-IV diagnoses. Population prevalence estimates
were calculated using weighting to correct for each participant’s
likelihood of selection.

NOTES

Outcomes: Presence of DSM-IV diagnoses; prevalence of DSMIV disorders.

Follow up period: Three to 7 years, until age 16.

Table Three month prevalence of selected DSM-IV
diagnoses (all age groups)

Diagnosis
Any diagnosis

Percentage of
participants
with disorder
(95% CI)

Percentage of
boys with
disorder
(95% CI)

Percentage of
girls with
disorder
(95% CI)

13.3
15.8
10.6
(11.7 to 15.0) (13.5 to 18.5) (8.7 to 12.9)
7.0 (6.0 to 8.2) 9.5 (7.9 to 11.5)4.5 (3.5 to 5.7)

Any behavioural
disorder
Serious emotional
6.8
disturbance
Oppositional
2.7
defiant disorder
Conduct disorder
2.7
Any anxiety disorder 2.4
Substance use
2.4
disorders
Any depressive
2.2
disorder
ADHD
0.9

(5.8 to 7.9) 7.9 (6.5 to 9.5) 5.6 (4.3 to 7.3)
(2.2 to 3.3) 3.1 (2.4 to 4.2) 2.1 (1.6 to 2.9)
(2.1 to 3.5) 4.2 (3.1 to 5.6) 1.2 (0.7. to 2.1)
(1.8 to 3.1) 2.0 (1.3 to 3.1) 2.9 (2.0 to 4.0)
(1.8 to 3.1) 2.8 (1.9 to 4.0) 2.0 (1.3 to 2.9)
(1.6 to 3.0) 1.6 (1.0 to 2.5) 2.8 (1.8 to 4.3)
(0.6 to 1.2) 1.5 (1.0 to 2.1) 0.3 (0.2 to 0.5)
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The cumulative prevalence of psychiatric disorders in children by age
16 is greater than that suggested by cross sectional studies. A
previous psychiatric disorder increases the likelihood of subsequent
psychiatric diagnosis.

Not all children were interviewed in each year due to funding
constraints. Of the total possible interviews, 84% were completed.

Commentary

T

his is a time of riches for those interested in the epidemiology of
psychiatric disorders in childhood and adolescence. In this paper
Costello and colleagues present data from the Great Smoky
Mountains Study in the United States. We have also recently seen data
from large epidemiological studies in New Zealand1 and Great Britain.2
This study provides an important longitudinal perspective on the changes
in psychiatric presentation from age 9–16 years. It is particularly
interesting in the way in which it examines comorbidity and continuity of
disorders across time. It is conducted in a predominantly rural, white area
of America, but there is some overlap between the findings of this study
and others, suggesting that the findings may generalise to other settings.
Three findings in particular catch the eye. Firstly, the relatively low
levels of Attention Deficit Hyperactivity Disorder (ADHD) found (0.9%
across this age range). Secondly, the high level of comorbidity—
particularly between depression and anxiety—is striking, as is the high
level of continuity of disorder (homotypic continuity), and between
disorders (heterotypic continuity), over time, again particularly between
depression and anxiety. Finally, girls seem particularly at risk of
continuing psychiatric disorder once they have developed one, and at
higher risk of developing another psychiatric disorder. This finding in
particular represents a challenge to clinical practice—that although girls
have a lower risk of psychiatric disorder overall, when they do develop a
disorder it seems that they should be considered at special risk of further
disorder. When these findings are considered, together with those from
New Zealand,1 an important public health message emerges. The roots
of much adolescent (and adult) psychiatric disorder begin in childhood,
with psychiatric disorder in younger years carrying a significant risk for
adverse psychiatric outcomes throughout life.
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