Children's Mental Health: Problems and
Services

December 1986

NTIS order #PB87-207486

Children’s Mental Health:
Problems and Sewvices

Background Paper

&)




Recommended Citation:

U.S. Congress, Office of Technology Assessment, Children’s Mental Health: Problems and
Services-A Background Paper, OTA-BP-H-33 (Washington, DC: U.S. Government Print-
ing Office, December 1986).

Library of Congress Catalog Card Number 86-600539

For sale by the Superintendent of Documents
U.S. Government Printing Office, Washington, DC 20402



Foreword
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bate on the need for an appropriateness of mental health services. This background
paper indicates that although there are no simple answers to when and what type of
mental health services are necessary, the need for a mental health system response, coor-
dinated with activities of other service systems, seems well documented.

This background paper was requested by Senators Mark O. Hatfield and Daniel
K. Inouye through the Senate Appropriations Committee. Its development was guided
by a panel of experts chaired by Dr. Lenore Behar. The key contractor was Dr. Leonard
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were Denise Dougherty and Kerry Kemp.

S #. b
JOHN H. GIBBONS

Director



OTA Project Staff—Children’s Mental Health: Problems and Services

Roger C. Herdman, Assistant Director, OTA
Health and Life Sciences Division

Clyde J. Behney, Health Program Manager

Denise M. Dougherty, Study Director
Kerry Britten Kemp, Health and Life Sciences Division Editor
Brad Larson, Research Assistant'
Beckie Berka, Research Assistant’

Laura T. Mount, Research Assistant

Virginia Cwalina, Administrative Assistant
Diann G. Hohenthaner, PC Specialist/Word Processor
Carol A. Guntow, Secretary/Word Processor Specialist

Karen Davis, Clerical Assistant

Contractors

Leonard M. Saxe, Boston University, Principal Author, with
Theodore Cross, Boston University, and
Nancy Silverman, Boston University

Walter F. Batchelor, Boston University

‘Until June 1986.
‘Until June 1986.



Contents

Page
Chapter I. Summary and Policy Implications . ............. ... ... .. i .. 3
INtrOdUCHION . . .. 3
Organization of This Background Paper . ............. ... ..o, 6
Summary and Policy Implications . ............ ... ... i 6
Children’s Mental Health Problems ... ............... ... ... ... .. ... 6
Children’s Mental Health Services. ............ ..., 8
Effectiveness of Mental Health Treatment and Preventive Services . ... ... 8
Current Federal Efforts. . ......... ... .. i e 9
CONCIUSION . . o 10
Part I. Earlier Evaluations and the Current Situation
Chapter 2. Earlier Evaluations and the Current Situation........................... 17
INtrOdUCHION . ... 17
Earlier Evaluations of Children’s Mental Health Needs and Services.. . ... .. 17
Estimates of the Prevalence of Children’s Mental Health Problems . ... ... 17
Recommendations About Mental Health Services for Children.......... 19
The Current Availability and Use of Children’s Mental Health Services . . . 24
CoNCIUSION . . o 27
Partll: Problems
Chapter3. DSM-IIl Mental Disordersin Children.............. ... ... ... ........ 33
INtrOdUCHION . ... 33
The DSM-111 Diagnostic System. .. ... e 33
Intellectual DisOrders . . ... ... 36
Developmental Disorders . ... 38
Pervasive Developmental Disorders...............coooiii i 38
Specific Developmental Disorders. ... 38
Behavior DisOrders . ...t 39
Attention Deficit Disorder . ...t 39
CoNAUCE DISOrTer . . .\ 40
Substance Abuse and Dependence . ... i 41
Emotional Disorders . .......ovuiiii 42
Anxiety Disorder . ... 42
Childhood DepresSioN. . ... 42
Reactive Attachment Disorder of Infancy ............................. 43
Psychophysiological Disorders............cov i 44
Stereotyped Movement Disorders................cov i e 44
Eating Disorders. . ... e 44
ENuresis and ENCOPIESIS . . . . v 45
Adjustment Disorder . . ... 45
CoNCIUSION . . oo 46
Chapter 4. Environmental Risk Factors and Children’s Mental Health Problems.. ... ... 49
INtrOdUCHION . .. 49
Interactions Among Environmental Risk Factors. .. ............coovvvn... 50
Poverty and Membership in a Minority EthnicGroup .. ................. 50
Parental Psychopathology ............. ... i i 51
Affectively Disordered Parent . .............. ... i i 51
Schizophrenic Parent. . ... 52
Alcoholic Parent . . ... i 53
Maltreatment . . .. ... 53
Physical Abuseand Neglect.......... ... . i, 54
Sexual ADUSE . . .. oo 55
Teenage Parenting . ...t 55

Premature Birth and Low Birthweight. . ................. ... ... ......... 57



Contents—continued

Page

Parental DIVOICE . .. ...ttt 5%

Major Physical IIINess . . ... e 59

CONCIUSION . . . 61

Part I1I: Services

Chapter 5. THEraPIES . . .ottt e 67

INtrodUuCtion . . .. ..o o 67

Individual Therapy . ... 67

Psychodynamic Therapy . ........ ..ot e 67

Behavioral Therapy. . ... e 68

Cognitive TherapY . .o oot 71

Group and Family Therapy. . ...t e 71

GroUP TRBIAPY . . o oottt e e 71

Family Therapy . ... e 72

Milieu Therapy . . ... 73

Crisis INtervention . ... ... 74

Psychopharmacological (Drug) Therapy . ..., 74

StimMUIANES . ... 74

NeUrOIEptiCS . . ..o 74

ANtidepressantS . ... ..ot 75

CONCIUSION . . . 75

Chapter 6. Treatment SettingsS . . ... ..ottt 79

INtrodUCtioN . . . ..o 79

Psychiatric Hospitalization. . .............. ... o i i 79

State and County Mental Hospitals . ........................... ..., 80

Private Psychiatric Hospitals . . . ........ ... .. e 81

Children’s Psychiatric Hospitalsand Units............................ 81

Chemical Dependency Units . . ...t 82

General Hospitals With Inpatient Psychiatric Services.................. 82

Residential Treatment Centers (RTCS) . ...ttt 82

Day Treatment/Partial Hospitalization. . ............................... 83

Outpatient SEttiNgS . . ..ot 84

CMHC Outpatient Departments . . ...t iiiians 84

Private Outpatient Clinics . .. ... .o e 85

Private Mental Health Practices............. ... ... ... i i ... 85

CONCIUSION . . . 85

Chapter 7. Treatment in Non-Mental-Health Systems, Prevention, and the Integration

of Mental Health and Other Services................. ... ... . ...... 89

INtrodUuCtion . . .. ..o 89

Children’s Mental Health Treatment in Non-Mental-Health Systems ... . ... 89

Treatment in the Educational System ................. ... ... ....... 89

Treatment in the General Health Care System ...................... 91

Treatment in the Child Welfare System .. ............................ 91

Treatment in the Juvenile Justice System . ........................... 93

Prevention of Children’s Mental Health Problems .. ..................... 93

Primary Prevention . ......... . 93

Secondary Prevention .. ... 95

Integration of Mental Health and Other Services........................ 96
CoNnClUSION . . . 97

Part IV: Effectiveness of Services
Chapter 8. Effectiveness of Therapies ... ...... ... .. it 103
INtroduction . . ... ... e 103

Effectiveness of Child Psychotherapy in General and Methodological Issues 103



Contents—continued

Page
Reviews of Child Psychotherapy Outcome Research................... 104
Methodological ISSUES . .. ... .. 105
Summary . e e 106
Effectiveness of Spe(:|f|c Theraples ................................ , +..106
Effectiveness of Individual Therapy.............. ... ... ...t 106
Effectiveness of Group Therapy . ... 109
Effectiveness of Family Therapy............ .. .. i 110
Effectiveness of Crisis Intervention ... ............... ... ... ... 111
Effectiveness of Psychopharmacological (Drug) Therapy. . ............. 111
CoNCIUSION . . .o 113
Chapter 9. Effectiveness of Treatment and Prevention in Mental Health and Other
Settings, and Evaluatmg the Integratlon of Mental Health and
Other Services . Ce e 117
INtrodUCtioN . . .. ..o 117
Effectiveness of Treatment in Selected Mental Health Treatment Settings ...117
Effectiveness of Psychiatric Hospitalization..................... ... 118
Effectiveness of Residential Treatment Centers. ................... .. 119
Effectivenessof Day Treatment . ............. ... ... iiiiiiiininn 120
Effectiveness of Treatment in Selected Non-Mental-Health Systems . ....... 121
Effectiveness of Treatment in the Educational System ................. 121
Effectiveness of Treatment in the Juvenile Justice System ., ............ 121
Effectiveness of Selected Prevention Efforts . ... 122
Effectiveness of Selected Primary Prevention Efforts . ............... 122
Effectiveness of Selected Secondary Prevention Efforts . ............... 125
Summary: Effectiveness of Prevention . 125
Evaluating the Integration of Mental Health and Other Services. . . . . . . . ... 126
CoNCIUSION . . ..o 126
Part V: Current Federal Efforts
Chapter 10.Current Federal Efforts ... ............ ... ... ... ... it 13l
INtrodUCtioN . . .. ..o 131
Federal Programs That Support Mental Health and Related Services for
Children . . . e e e 131
Financing of Mental Health Treatment. . .. ... 131
Coordination of Services. . e . 140
Researchand Training . ...t e e 141
Prevention and Other Services. . . .......... .. ... ...t 142
Conclusion . .. cererenenenene 143
Appendix A: Workshop Partmpants and Other Acknowledgments .................. 147
Appendix B: List of Acronyms and Glossary of Terms . ............... ... ..o 150
REfErENCES . . .. 155
Tables
Table No. Page
1. Estimates of Children With Mental Health Needs . ............. ... ............. 18
2. Mental Health Services for Children: Selected Findings and Recommendations of
Past National Study Panels . . .......... . i 20
3, Admissions of Children Under 18 Years of Age to Hospital Inpatient Psychiatric
Facilities and Residential Treatment Centers, 1970, 1975,and 1980 ... ............. 25
4. Median Length of Stay in Hospital Inpatient Psychiatric Facilities Among Children
Under 18 Years of Age, 1970, 1975,and 1980 . . ....... ... oo 26

5. DSM-III's Multiaxial Diagnostic Evaluation System. ............................. 34

Vii



VIt

Contents—continued

"8.

Table No. Page
6. Children’s Mental Disorders Listed inDSM-I11.................................. 35
7. Distribution of Full-Time Equivalent Staff Positions in Psychiatric Hospitals and

Residential Treatment Centers, 1982 . .. ... .. i e 81

Federal Contributions to Programs Contributing to Mental Health Services for

Children, 1985 . . .. e 132
9. Fiscal Year 1985 Estimated Allocation of the lo-Percent Set-Aside of the Alcohol,

Drug Abuse, and Mental Health (ADM) Block Grant for Selected States........... 134

10. Planned Use unselected States of Fiscal Year 1985 Set-Aside Funds for Mental

Health Services for Children. . ... ... ... . . i e e 135

11. Lengths of Stay Associated With Mental Disorder Diagnosis-Related Groups (DRGS)

Ranked by Interquartile Range. . .............. . 138

Figures

Figure No Page
1. Estimated Numbers of Children Who Need and Who Receive Mentall Health

SIVICES, 1080 . . v\ 5
2. Organization of This Background Paper............. .. ... 7
3. Admission Rates for Children Under 18 Years to Psychiatric Hospitals and

Residential Treatment Centers, 1970, 1975,and 1980 . ........................... 26
4. Estimated Proportions of State v. Federal and Private Expenditures for Mental

Health Treatment Provided in the Mental Health System to All Age Groups, 1983..133



Chapter 1
Summary and Policy Implications



Chapter 1

Summary and Policy Implications

INTRODUCTION

Mental health problems are a source of suffer-
ing for children, difficulties for their families, and
great loss for society. Though such problems are
sometimes tragic, an even greater tragedy may be
that we currently know more about how to pre-
vent and treat children’s mental health problems
than is reflected in the care available. This back-
ground paper was requested by the Senate Ap-
propriations Committee through Senators Mark
O. Hatfield and Daniel K. Inouye, who expressed
special interest in learning the extent to which the
mental health field has reached a consensus on
the appropriate treatments and treatment settings
for responding to the mental health needs of our
Nation’s children. It examines the nature of chil-
dren’s mental health problems, the mental health
services available to aid disturbed children, and
the Federal role in providing services.

The problems that affect children’s mental health
range from transient conditions in a child’s envi-
ronment to diagnosable mental illnesses. Mental
health problems that meet the diagnostic criteria
contained in the third edition of the American
Psychiatric Association’s Diagnostic and Statis-
tical Manual, the “DSM-II1,” are identified in this
background paper by the terms mental disorders,
diagnosable mental disorders, and DSM-I1II dis-
orders. Typically, the existence of a DSM-III dis-
order is necessary for obtaining third-party reim-
bursement for mental health services. Other terms
like mental health problems and disturbed chil-
dren refer in this background paper not only to
DSM-I1II disorders, but also to children’s mental
health problems more generally —i.e., to disturbed
self-esteem, developmental delays, and other sub-
clinical problems that children may experience as
a result of environmental stress. Currently, serv-
ices for problems other than DSM-I11I disorders
are seldom eligible for third-party payment.

‘At the time this background paper was being prepared, DSM-
111 was being revised by the American Psychiatric Association. The
new version will be known as DSM-III-R.

Interventions to prevent and treat children’s
mental health problems are as diverse as children’s
problems. This background paper considers sev-
eral issues related to the provision of mental health
services for children, emphasizing in particular,
psychiatric hospitalization—the most restrictive
and costly form of treatment.

Although serious policy questions remain con-
cerning the provision of adequate, appropriate,
and cost-effective mental health services to chil-
dren, several conclusions can be drawn from this
background paper:

* Many children do not receive the full range
of necessary and appropriate services to treat
their mental health problems effectively.
However, the precise nature of the gap be-
tween what mental health services are being
provided to children and what should be pro-
vided is not clear.

+ A substantial theoretical and research base
suggests that, in general, mental health in-
terventions for children are helpful, although
it is often not clear what intervention is best
for particular children with particular prob-
lems. Most important for the focus of this
paper, the effectiveness of psychiatric hos-
pitalization for treating childhood mental dis-
orders has not been studied systematically.

+ Although there seem to be shortages in all
forms of children’s mental health care, there
is a particular shortage of community-based
services, case management, and coordination
across child service systems—all of which are
necessary to provide a comprehensive and
coordinated system of mental health care
throughout the country. Models for provid-
ing community-based continuums of mental
health care exist, and preliminary evidence
suggests that such continuums can be effec-
tive; these deserve careful and large-scale
trials with systematic evaluation.



Available epidemiologic data indicate that at
least 12 percent, or 7.5 million, of the Nation’s
approximately 63 million children suffer from
emotional or other problems that warrant men-
tal health treatment—and that figure may be as
high as 15 percent, or 9.5 million children. These
epidemiologic data, while not based on system-
atic, recent national studies, are widely accepted
and give some indication of the magnitude of chil-
dren’s mental health care needs.

Like estimates of children’s mental health needs,
information about mental health care utilization
by children is somewhat dated. The most recent
mental health care utilization data available show
that less than 1 percent of the Nation’s children,
or 100,000 children, receive mental health treat-
ment in a hospital or residential treatment center
(RTC) in a given year, and perhaps only 5 per-
cent, or 2 million children, receive mental health
treatment in outpatient settings (see figure 1).
Using these data, OTA estimates that from 70 to
80 percent of children in need may not be getting
appropriate mental health services.

It is not always clear why children do not re-
ceive needed mental health services. Some chil-
dren may not receive services because of the
stigma attached to having a mental disorder.
Other children may not receive services because
the services are not available in their communi-
ties. Still others may not receive services because
their families cannot afford them. Using the most
recent data available (1977), OTA estimates that
14 million of the Nation’s approximately 63 mil-
lion children may not have any private health
insurance. Furthermore, the insurance that is avail-
able for mental health problems is generally re-
stricted to treating diagnosable mental disorders,
is significantly less generous than insurance for
other disorders, and covers outpatient care less
generously than inpatient care.

To the extent that treatment decisions are based
on service system or financial considerations, in-
appropriate mental health care may be given.
Some children may be undertreated (e.g., be given
outpatient treatment when they require hospital

‘The most recent year for which mental health service utilization
data are available is 1980, or in some cases, 1981.

or other residential care), and some children may
be given overly intensive treatments (e.g., be
treated in a psychiatric hospital when they could
be treated without 24-hour medical supervision).
Unfortunately, the data needed to understand pre-
cisely which children and problems should be
treated in different settings have not been col-
lected.

OTA’s finding that many children with men-
tal health problems do not receive needed care is,
perhaps disappointingly, wholly consistent with
the findings of commissions and study groups
over the past half century. In recent years, as
knowledge of the effects of children’s mental
health problems has grown, the urgency of ad-
dressing these problems has increased. Providing
the most appropriate mental health services for
children is a daunting task. The immensity of the
difficulties, however, should not restrain specific
efforts to improve current policy and practice.



Figure |.— Estimated Numbers of Children Who Need and Who Receive Mental Health Services, 1980"
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ORGANIZATION OF THIS BACKGROUND PAPER

The remainder of this chapter summarizes this
background paper and considers policy implica-
tions. The nine remaining chapters of this back-
ground paper provide additional detail on chil-
dren’s mental health problems and services. The
chapters are organized in five sections (see figure
2).

Part | describes efforts to assess children’s men-
tal health problems. Chapter 2 links conclusions
of past study commissions about the incidence and
prevalence of mental and emotional problems in
children to current estimates and notes the simi-
larities between the current situation and what
were identified as problems decades ago.

Part Il reviews children’s mental disorders and
the interrelationships of children’s mental health
problems and environmental conditions. Chap-
ter 3 presents mental disorders in terms of the
diagnostic categories in DSM-I111. Chapter 4 con-
siders factors in a child’s family and psychoso-
cial environment that may cause or exacerbate
certain mental health problems and that may need
to be considered in designing services.

Part 111 focuses on various approaches to treat-
ing or preventing certain children’s mental health
problems. Chapter 5 describes the primary ther-
apies: individual psychotherapy based on psy-
chodynamic, behavioral, and cognitive models;

group therapy; family therapy; milieu therapy;
crisis intervention; and psychopharmacological
(drug) therapy. Chapter 6 describes mental health
treatment settings, including hospital inpatient set-
tings, RTCs, day treatment or partial hospitali-
zation, and outpatient settings. Chapter 7 pro-
vides an overview of the mental health services
provided to children involved in the educational,
health care, child welfare, and juvenile justice sys-
tems. That chapter also describes programs aimed
at preventing mental health problems and inte-
grating mental health with other services.

Part IV examines the effectiveness of interven-
tions used to treat and prevent children’s mental
health problems. Chapter 8 summarizes the re-
search on effectiveness of the specific therapies dis-
cussed in chapter 5. Chapter 9 summarizes the re-
search on effectiveness of treatment in mental
health and other settings and the effectiveness of
prevention programs. Efforts to integrate mental
health and other services have not yet been
evaluated.

Part V analyzes the present Federal policies
aimed at alleviating children’s mental health prob-
lems. Chapter 10 describes a number of Federal
programs that have a direct or indirect effect on
children’s mental health.

SUMMARY AND POLICY IMPLICATIONS

Children’s Mental Health Problems

At least 7.5 million children in the United
States—representing approximately 12 percent of
the Nation’s 63 million children under 18—are be-
lieved to suffer from a mental health problem se-
vere enough to require mental health treatment.
The actual number of children suffering from
mental disorders that meet the diagnostic criteria
of DSM-III is unknown, but a fairly precise estimate
will be possible with the conduct of a National
Institute of Mental Health (NIMH) epidemiologic
survey of children similar to that completed re-
cently for adults. In addition to children who have

diagnosable mental disorders, some children are
at risk for mental suffering and disability because
of environmental risk factors such as poverty, in-
adequate care, parental alcoholism, or divorce.
These children may also benefit from mental
health services.

Mental health problems of children are in many
respects unlike those of adults and are much more
difficult to identify. Distinguishing between nor-
mal aspects of a child’s development and mental
health problems that may worsen if not treated
is a difficult task for parents, teachers, physicians,
and mental health care professionals.



Figure 2.—Organization of This Background Paper
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According to DSM-III, children maybe afflicted
by so-called childhood-onset mental disorders
(meaning the disorder is usually manifest first in
childhood) or by other disorders whose onset is
not restricted to childhood. DSM-III groups men-
tal disorders that have their onset in childhood
by the area of functioning that is most impaired:

. intellectual disorders (mental retardation);

. developmental disorders (pervasive and spe-
cific developmental disorders);

. behavior disorders (attention deficit disorder
and conduct disorder);

. emotional disorders (anxiety disorders, other
emotional disorders of childhood or adoles-
cence); and

. psychophysiological disorders (stereotyped
movement disorders, eating disorders, and
other disorders with physical manifestations).

Other mental disorders that affect children, but
which more commonly begin in adulthood, in-
clude organic mental disorders; substance use dis-
orders; schizophrenic disorders; affective dis-
orders such as major depression; adjustment
disorders; and a number of other disorders.



This background paper does not consider intel-
lectual or developmental childhood-onset disorders
except as they interrelate with other problems re-
quiring mental health services. This exclusion re-
flects in part the specific wording of the request
from the Senate Appropriations Committee and
in part the fact that the causes, treatment, and
treatment goals in the case of intellectual/devel-
opmental disorders differ from those associated
with other mental disorders.

For the most part, the causes of mental dis-
orders are unknown. However, some environ-
mental factors, particularly psychosocial ones,
pose significant risks for children’s mental health.

Environmental factors that pose risks to chil-
dren’s mental health include poverty; parental
psychopathology (e.g., schizophrenia or alco-
holism); maltreatment; a teenage parent; prema-
ture birth; parental divorce; and serious childhood
physical illness. These factors rarely occur in iso-
lation and frequently interact with other aspects
of a child’s family, educational, and social envi-
ronment. Although environmental factors do not
necessarily result in mental disorders that meet
the diagnostic criteria of DSM-III, they can cause
maladjustment and place a child at risk for later
and potentially more serious problems.

The consequences of mental health problems
in children can be mild and transitory or severe
and longstanding. Children with the most severe
problems may be unable to function in either their
home or school environments and may be dan-
gerous to either themselves or others. Unresolved
problems can lead to other serious problems with
family, schools, and the criminal justice system.
Much of the interest in identifying children’s men-
tal health problems has as its focus the under-
standing and prevention of disorders so as to re-
duce the risk of future difficulties.

Children’s Mental Health Services

Interventions to treat children’s mental health
problems are based on a variety of theories about
human development and behavior. Therapies
used with children include those which are psy-
chodynamically based, behaviorally based, and
cognitively based, as well as those involving psy-
choactive medications.

Within the mental health system, a wide range
of settings has been developed to treat children’s
mental health problems. These settings —from
psychiatric hospitals to outpatient mental health
clinics—can be described as forming a continuum
of intensiveness. Mental health authorities agree
that it is desirable to provide treatment in the
“least restrictive setting” possible. Severely dis-
turbed children sometimes need intensive and
restrictive service settings such as hospitals or
RTCs. Typically, however, intensive settings such
as these are needed only for relatively brief periods,
with followup care in less restrictive environments
such as community-based outpatient programs.

The choice of treatment and treatment setting
for each mentally disturbed child is based on sev-
eral factors. Certainly, the symptoms and the
severity of the child’s disorder are primary. Other
factors that play a part in treatment decisions in-
clude the child’s developmental status, the avail-
ability of family support, social and environ-
mental conditions, the availability of financing
for services, and the geographic availability of cer-
tain services.

Opportunities for preventing and treating chil-
dren’s mental health problems arise not only in
the mental health system but within the educa-
tional, health care, child welfare, and juvenile jus-
tice systems. Models for providing mental health
services in these settings have been developed.
Programs to integrate mental health and other
services at Federal, State, and local levels have
also been developed. Such programs include in-
dividual case manager programs, with profes-
sionals to advocate for necessary and comprehen-
sive treatment and to represent the child before
all relevant programs so that services are co-
ordinated.

Effectiveness of Mental Health
Treatment and Preventive Services

Clinical and policy decisions based on knowl-
edge about the effectiveness and appropriateness
of services, rather than on their availability, would
be desirable, but drawing firm conclusions about
the effectiveness of treatment, treatment settings,
and preventive services for children’s mental



health problems is difficult. The research base is
limited and not methodologically rigorous.

Overall, however, OTA’s analysis indicates
that treatment is better than no treatment and that
there is substantial evidence for the effectiveness
of many specific treatments. Behavioral treat-
ment, for example, is clearly effective for phobias
and enuresis, and cognitive-behavioral therapy is
effective for a range of disorders involving self-
-control (except aggressive behavior). Group ther-
apy has been found to be effective with delinquent
adolescents, and family therapy appears to be ef-
fective for children with conduct disorders and
psychophysiological disorders. Psychopharmaco-
logical treatment, while not curative, has been
found to have limited effectiveness with children
with attention deficit disorder and hyperactivity
(ADD-H), depression, or enuresis, and also in
managing the behavior of children who are se-
verely disturbed. Further, more rigorous research
may demonstrate the usefulness of several other
treatments for which there is preliminary evidence
of effectiveness.

Questions about the effectiveness of mental
health treatment in psychiatric hospitals and RTCs
are difficult to answer because of the lack of sys-
tematic research. The lack of methodologically
sound evidence for the effectiveness of mental
health treatment provided through psychiatric
hospitals and RTCs does not necessarily imply
that these treatment settings are inappropriate—
only that there is no solid evidence one way or
the other. Whether or not some mentally disturbed
children would be better off in alternative treat-
ment settings is not known.

Available research on treatment settings does
offer some evidence to support the potential ef-
fectiveness of a system of services ranging from
outpatient community-based care to intensive
residential-based care. The long-term effectiveness
of psychiatric hospitalization and other forms of
residential treatment, for example, appears to be
related to the presence and quality of followup
care. The effectiveness of day or night hospitali-
zation appears to be related to the inclusion of
the family in treatment plans.

Additional information about treatment effec-
tiveness could be used to revise financial incen-

tives—both public and private—to promote the
delivery of mental health care in the least restric-
tive setting possible for effective treatment, while
permitting reimbursement for the range of serv-
ices necessary. Thus, a more comprehensive and
appropriate mental health treatment delivery sys-
tem could be developed.

The effectiveness of prevention programs,
whether developed primarily as a mental health
intervention or designed as part of other service
systems such as schools, is supported by several
studies. Interventions to provide family support,
for example, appear to have substantial potential
to prevent and remedy a range of mental health
problems and lead to better school achievement
in children. Prevention programs in schools and
preschools and pregnancy prevention programs
for teenagers have also been found to be effec-
tive. Not only have many prevention programs
led to positive changes in social, emotional, and
academic measures, but such programs appear ca-
pable of preventing later governmental expendi-
tures through the justice and welfare systems.

The important questions, rather than being
about the overall effectiveness of children’s men-
tal health services, may be:

+ what specific types of services are effective?

* under what conditions?

+ for which children?

+ at what developmental level?

+ with which problems?

+ under what environmental and family con-
ditions?

+ in what settings? and

+ with what followup or concomitant paren-
tal, family, school, and other system; inter-
ventions?

Current Federal Efforts

State governments play the major role in pro-
viding and financing children’s mental health serv-
ices, although Federal Government and private
sector roles are substantial. The Federal Govern-
ment finances treatment for children’s mental dis-
orders primarily through the Alcohol, Drug Abuse,
and Mental Health block grant, the Medicaid pro-
gram, and the Civilian Health and Medical Pro-
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gram of the Uniformed Services. These and other
financing programs also influence financing pol-
icy in the private sector.

Federal involvement in health, welfare, nutri-
tion, and social services for children is also con-
siderable; and Federal programs in these areas
probably have a major impact in preventing and
alleviating mental health problems, although their
actual impact is difficult to measure. However,
the lack of cohesive policies toward children, and
across service programs, may create difficulties
for those who would move public policy toward
the continuum of care that many observers con-
clude is needed to address children’s mental health
needs.

Past national studies have observed that few
mental health policies and programs—public or
private-appear to take into account the complex-
ity of influences in children’s lives. Fragmentation
of treatment programs and support services has
resulted. Currently, programs at the Federal,
State, and local levels are attempting to promote
integration of services across professional, agency,
and geographic boundaries. The Federal Child and
Adolescent Service System Program, for exam-
ple, provides grants to States to improve coordi-
nation among service systems, thus improving ac-
cess to appropriate mental health services. The
State Comprehensive Mental Health Services Plan
Act of 1986 will institute another grant program
to assist States to develop comprehensive serv-
ices for the chronically mentally ill of all ages.

The Federal Government is virtually the only
source of training and research support in the
mental health area. Despite Federal programs of
student assistance, the number of trained profes-
sionals available to deliver children’s mental
health services remains far below all estimates of
the need. Currently, about 15 percent of NIMH’s
training funds appears to be directed to training
clinicians to treat children.

A major difficulty in development of this back-
ground paper and in designing more effective chil-
dren’s mental health programs was the lack of
data on many treatment regimens and service sys-
tems. Although NIMH commits approximately 20
percent of its current research budget to children’s
issues, available dollars have not kept pace with

assessments of the funds necessary. Most mental
health care interventions are appropriate for eval-
uation studies—and most could benefit from the
information that research provides. In addition,
basic information about the characteristics and
utilization of the contemporary mental health
service system is not available. The financial sav-
ings from a more comprehensive database are po-
tentially enormous; the benefits to children and
society of more effective programs are incalculable.

Conclusion

OTA’s analysis suggests several needs in rela-
tion to children’s mental health problems and
services. Two needs are: a more informed esti-
mate of the number of children who require men-
tal health services, and a description of the avail-
ability and use of children’s mental health services.

A more immediate need is for improved deliv-
ery of mental health services to children. Clearly,
the mental health services currently available to
children are inadequate, despite a substantial theo-
retical and research base suggesting that mental
health interventions for children are effective.

The need for improved children’s mental health
services is not new; it has been highlighted by a
number of past national studies and commissions.
If the need is to be met, changes may be neces-
sary in the way mental health services are con-
ceptualized, financed, and provided. In an ideal
system, an adequate range and number of preven-
tive, treatment, and aftercare services would be
available, particularly in the communities where
children reside, so that families and others can be
involved. Access to treatment on an outpatient
basis, and before a child develops a diagnosable
disorder, seems especially important. Access to
treatment could be facilitated by reducing restric-
tions on mental health benefits,

OTA found that new efforts to coordinate serv-
ices between the mental health system and other
systems that children may come in contact with—
the general health care, educational, social wel-
fare, and juvenile justice systems—are encourag-
ing to many mental health professionals. These
new coordination programs may result in new ef-
forts to detect and treat mental health problems.
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Finally, additional information about the causes
of mental health problems, the services available
to prevent and treat them, the extent to which the
services are used, and the effectiveness of a vari-

ety of promising approaches could greatly aid the
development of a system that would match the
mental health needs of children.
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Chapter 2

Earlier Evaluations and the Current Situation

INTRODUCTION

Services for children’ with mental health prob-
lems have long been a focus of national concern.
This chapter summarizes the work of several ma-
jor policy-related studies and commissions, giving

‘Throughout this background paper, the term “children” is used
to refer generally to all infants, children, and adolescents under age
18. Where necessary, further distinctions are drawn among children
of various ages and developmental stages.

their conclusions about the prevalence of mental
health problems in children and their recommen-
dations for services. The chapter also presents
available information pertaining to trends in the
availability and use of children’s mental health
services. Although data to assess the current sit-
uation are limited, it is nevertheless clear that sev-
eral key policy recommendations of past studies
and commissions have yet to be implemented.

EARLIER EVALUATIONS OF CHILDREN'S MENTAL HEALTH

NEEDS AND SERVICES

Estimates of the Prevalence of
Children’s Mental Health Problems

Estimating the prevalence of mental health prob-
lems among children is hard for several reasons.
Distinguishing between distinct mental health prob-
lems and normal changes during a child’s devel-
opment, for example, is often difficult. Also, some
children without a diagnosable disorder may re-
quire mental health services because of problems
in their social and physical environment (see ch.
4). These factors complicate the task of enumer-
ating specific disorders and identifying children
in need.

To complicate matters further, various panels
that have tried to estimate the prevalence of chil-
dren’s mental health problems in the past have
varied in the age range of children and the types
of problems included in their estimates. Also, be-
cause of changes in psychiatric nomenclature, prev-
alence estimates used in individual studies or re-
ports cannot be reliably replicated by subsequent
groups. Nevertheless, all of the various panels’
estimates have been roughly similar (see table 1),
and the panels have all agreed that the need for
children’s mental health services exceeds the avail-
ability of services.

Joint Commission on the Mental Health of
Children (1969)

One of the most detailed assessments of the
magnitude of children’s mental health problems
was conducted by the Joint Commission on the
Mental Health of Children (324). Established in
1965 (Public Law 89-97), the Joint Commission
on the Mental Health of Children was specifically
mandated to develop a coordinated study of the
diagnosis, prevention, and treatment of “emo-
tional illness” in children and adolescents. An
earlier commission whose work had led to the
1963 act establishing community mental health
centers throughout the country had not dealt ex-
plicitly with children (324).

In defining and estimating the prevalence of
emotional disorders in children, the Joint Com-
mission was hindered by a lack of specific diag-
nostic criteria. The Joint Commission adopted a
rather broad definition of an “emotionall dis-
turbed child” based on its synthesis of research
and expert opinion:

... 0ne whose progressive personality develop-
ment is interfered with or arrested by a variety
of factors, so that he shows an impairment in the
capacity expected of him for his age and endow-

17
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Table 1 .—Estimates of Children With
Mental Health Needs®

Children under 18 years of age
with mental health needs

Percent Numbe?

All mentally disturbed children:
Joint Commission on the Mental

Health of Children (1969) 13.6% 8.8 million
President’s Commission on Mental

Health (1978) 5% to 15% 3.0 to 9.6 million
Gould, et al. (1981) . 11 .8%° 7,5 million
Severely mentally disturbed children:
National Plan for the Chronically

Mentally 1l (1980) 8% 9.1 million
Knitzer/CDF (1982) ., ., 5.0% 3 million

3Estimates differ because inconsistentdefinitions of children’s mental health needs have been
used The U S Department of Health and Human Services is currently evaluating the validity
of a diagnosticinterview schedule for use with children 1n order to conduct an epidemiological

study of the presence of mental disorders

bThe numberof Children tn need of services s calculated as a percent Of the 1980 population
of 638 millionindividuals under 18 years of age

CSubsequentanalyses concur with this  estimate See text

SOURCES Joint Commission on the Mental Health of Children, CrisisinChild Mental Health
Challenge for the1970’s (New York Harper & Row, 1969): President s Commission
on Mental Health Report to the President From the President's Commission on Mental
Health.vol 1 (Commission Report) and vol 3 (Task Panel Reports) (Washington DC
U S Government Prmtmg Office, 1978), M S Gould, R Wunsch-Hitzig, and 8 Dohren-
wend, “Estimatmg the Prevalence of Childhood Psychopathology A CriticalReview. "
Journal of the American AcadernyofChddPsycfr/airy 20462, 1981, L Salver, “Chronic
Mental Illness m Children and Adolescents Scope of the Problem, ” paper for the Na-
tional Conference on Chronic Mental lliness in Children and Adolescents, sponsored
by the American Psychiatric Association, Dallas TX, March 1985 J Knitzer Unclaimed
Children (Washington, OC Children's Defense Fund 1982)

ment; (1) for reasonably accurate perception of
the world around him; (2) for impulse control,
(3) for satisfying and satisfactory relations with
others; (4) for learning; or (5) for any combina-
tion of these.

Using this definition to interpret available re-
search, the Joint Commission on the Mental Health
of Children estimated that up to 13.6 percent of
children were “emotionally disturbed. ” This in-
cluded a small percentage (0.6 percent) of children
who were considered psychotic, 2 to 3 percent
who were severely disturbed, and an additional
8 to 10 percent who suffered from emotional prob-
lems serious enough to require mental health
services.

U.S. Department of Health, Education, and
Welfare: Project on the Classification of
Exceptional Children (1975)

The issues of classifying children’s mental health
problems were also of concern subsequent to the
Joint Commission’s report. In 1972, a project was
initiated by the Secretary of the U.S. Department
of Health, Education, and Welfare (DHEW), now

the U.S. Department of Health and Human Serv-
ices, to consider issues in the classification of *“ex-
ceptional” children, including but not limited to
those with mental health problems. Supported by
a consortium of DHEW agencies and directed by
Hobbs, the Project on the Classification of Excep-
tional Children brought together a group of ex-
perts to develop a better understanding of the is-
sues involved in classification and a rationale for
policy and services for “exceptional” children.

The final report of the project cited a DHEW
Bureau of Education (298,299) estimate that there
were about 7 million children aged O to 19 in vari-
ous “exceptional” categories (physically handi-
capped, retarded, and emotionally disturbed), but
it did not estimate prevalence for specific disabil-
ities. Another 1 million children (2.9 percent of
children aged 10 to 17) had been in trouble with
the law in 1972, and 10 million poor and 10 mil-
lion nonwhite children were also of concern to
the advisors to DHEW.

The report concluded that although there were
significant problems associated with labeling chil-
dren, categorization was often necessary to estab-
lish policy and to ensure that services were de-
livered. The report noted, however, that the
classification of emotional disorders was particu-
larly difficult and therefore recommended the de-
velopment of multidimensional classification sys-
tems. A central feature of this recommendation
was that such systems classify disorders, rather
than children.

President’s Commission on Mental Health and
Its Task Panel on Infants, Children, and
Adolescents (1978)

The President’s Commission on Mental Health
was established in 1977 to undertake a broad-
based review of national mental health needs and
to make recommendations to the President as to
how those needs might be met (514). One of the
principal “task panels” of the Commission ad-
dressed the mental health needs of children. Using
studies conducted since the time of the Joint Com-
mission on the Mental Health of Children, this
task panel estimated that from 5 to 15 percent of
children aged 3 to 15 had handicapping mental
health problems. The panel’s lower estimate cor-
responds to estimates of the number of psychotic
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and severely disturbed children; its higher estimate
corresponds to the number of children with “neu-
roses” and behavior problems for whom mental
health intervention may be useful.

The Commission as a whole stated that the
country’s mental health problems could not “be
defined only in terms of disabling mental illnesses
and identified psychiatric disorders. ” Mental health
problems “must include the damage to mental
health associated with unrelenting poverty and
unemployment and the institutionalized discrimi-
nation that occurs on the basis of race, sex, class,
age, and mental or physical handicaps, ” and “con-
ditions that involve emotional or psychological
distress which do not fit conventional categories
of classification or services” (514).

Recent Estimates of the Prevalence of
Children’s Mental Health Problems

Epidemiologic research on mental health prob-
lems needed in order to estimate prevalence has
continued to develop. Over two dozen studies of
the prevalence of mental disorders in children and
adolescents have now been conducted (229,248,
389,609).

Some of the most important research on prev-
alence, conducted in the United Kingdom by Rut-
ter and colleagues (562,566), is believed to be rele-
vant to the situation in the United States. On the
basis of a convergence of identifications b,men-
tal health professionals, parents, and teachers,
Rutter estimated that 13.2 percent of children in
the United Kingdom were in need of mental health
services.

In a detailed 1981 review, Gould, et al., con-
cluded that the percentage of children and adoles-
cents in need of mental health services in the
United States was probably “no lower than 11.8
percent” (248). Later reviews, by Gilmore, et al.
(229), and Silver (609), concur with the 11.8-
percent figure.

Gould and her colleagues’ estimate that about
12 percent of the children in the United States—
7.5 million—are in need of mental health serv-
ices seems to be one on which there is general con-
currence. This estimate, however, reveals noth-
ing about the severity of disturbances and levels

of care children need—distinctions that are essen-
tial for the development of comprehensive pub-
lic policy.

Increasing interest is being directed to children
with severe mental health disturbances, both in
terms of identification and for developing appro-
priate treatment options (396). Estimates of the
number of severely disturbed children, however,
differ substantially. In comparison to the findings
of the President’s Commission on Mental Health
(514), for example, the 1980 National Plan for the
Chronically Mentally 111 (609) estimated that
about 9.1 million (8 percent) children are severely
disturbed and in need of services.

Recommendations About Mental
Health Services for Children

Concern about the inadequacy of mental health
services for children is not a recent phenomenon.
As long ago as 1909, a White House Conference
on Children recommended new programs to care
for mentally disturbed children (324). A White
House Conference in 1930 echoed the earlier rec-
ommendation and maintained that mentally dis-
turbed children have the “right” to develop the
way other children do. A similar conclusion has
been reached by nearly every subsequent commis-
sion or panel (324). These panels and study com-
missions have made numerous detailed and spe-
cific recommendations conceiving policy relevant
to the mental health needs of children. Only the
flavor of their recommendations can be provided
here. Selected conclusions and recommendations
of various commissions and panels are summar-
ized in table 2, and the work of the more recent
groups is discussed in detail below.

Joint Commission on the Mental Health of
Children (1969)

The Joint Commission on the Mental Health of
Children (324), in its 1969 report Crisis in Child
Mental Health, stated that large numbers of emo-
tionally, physically, and socially handicapped
children did not receive necessary or appropriate
services and that the mental health service sys-
tem for children and youth was wholly inade-
quate. Although the most disturbed and disrup-
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Table 2.—Mental Health Services for Children: Selected Findings and Recommendations of
Past National Study Panels

Selected conclusions Selected recommendations

White House Conference on Children (1909):

Subsequent Federal actions

Develop new programs to care for emotionally disturbed children

White House Conference on Children (1930):
Emotionally disturbed childremave the “right” to Develop new programs to care for emotionally disturbed children
develop like other children,

Joint Commission on the Mental Health of Children (1969):
Large numbers of emotionally, physically, and so- Establish a child advocacy system to coordinate Federal, State, and local
cially handicapped children do not receive action,
necessary or appropriate services, Establish community services focused on prevention and remediation
Expand prevention services to include family planning, prenatal care, nutrition,
and other physical health care,
Deliver treatment in settings resembling normal living conditions
Increase research on diagnosis and treatment

Project on the Classification of Exceptional Children (1975):
Services for all kinds of children remain a tangled Classify disorders, not children
thicket of conceptual confusions, competing Coordinate and plan services,
authorities, contrary purposes, and professional Educate all children; make public schools advocates for all services for all
rivalries, leading to the fragmentation of serv- children,
ices and the lack of sustained attention to the
needs of Individual children and their families,

President’s Commission on Mental Health or its Task Panal on infants, Children, and Adolescents (1978):

A delay in the delivery of mental health services Provide prevention services (e. g., prenatal care) to all families with children.
is no more justifiable than a delay in the deliv- Services should “respect ethnic differences, be adapted to children’s specific
ery of physical health services, needs, treat significant others.

Adolescents are one of the most underserved

Education for All Handi-
capped Children Act
(Public Law 94-142)
passed in 1975.

Mental Health Systems Act
(1980) authorized pro-
grams to improve the

groups in Nation,

Mental health commissions have to date garnered
little action for minority group programs

Incorporate mental health services (e.g., developmental assessments, diagnostic
services) into general health care.

Involve parents m development of treatment, educational, and service plans,

Develop a network of psychiatric, pediatric, counseling, special education, and
occupational training  services

delivery and coordination
of services for severely
emotionally disturbed chil-
dren and adolescents
(repealed in 1981)

Organize mental health services along a continuum of intensiveness

Increase residential and outpatient care.

Make mental health care available at reasonable costs to all who need it.

Address adolescent suicide, teenage pregnancy, delinquency, and substance
abuse.

Increase the number of mental health professionals trained to work with
children,

Fund more basic and evaluation research,

Select Panel for the Promotion of Child Health (1981):
Public Law 94-142 (the Education for All Handi-
capped Children Act) has wrought significant
Improvements, but substantial variations exist
m the availability of services,

Develop better means of Identifying and evaluating children with handicapping
conditions, including serious emotional disturbance.

Require delivery of health and mental health services to handicapped children,

Improve Federal and State monitoring, technical assistance, and enforcement of
Public Law 94-142.

Expand mental health services to include early detection and treatment of de-
velopmental problems, other preventive services for children and families,
high quality residential treatment services, and community support
mechanisms,

Develop new means of coordinating physical and mental health services, and
mental health services with educational and social services,

Involve families in delivery of mental health services.

Knuitzer/Children’s Defense Fund Survey of State Mental Health Programs:

All services (residential and nonresidential) are in- Increase efforts to Identify children and adolescents in need of services or who Child and Adolescent Service
adequate are inappropriately served System Program (CASSP)
Inpatient psychiatric care is the most accessible, Develop incentives for creating coordinated services. was funded to promote co-

but also the most costly and restrictive, Coordinate juvenile justice, education, child welfare, and mental health services ordination of mental health
States do not monitor children’s progression by means of a child advocacy system, services within States,
through mental health system. Target Federal Alcohol, Drug Abuse & Mental Health (ADM) block grant funds Ten percent of ADM mental
Service systems (juvenile, educational, child wel- for children’s services, health block grant funds
fare, mental health) are uncoordinated, was set aside for children
Seriously emotionally disturbed children appear to or other underserved pop-
be underserved under Public Law 94-142. ulations,
SOURCES Joint Commission on the Mental Health of Children, Crisis in Child Mental Health Challenge for the1970's (New York Harper & Row, 1969). N Hubbs,The Futures of Children Categories,
Labels and Their Consequences (San Francisco, CA Jossey-Bass, 1975), President’s Commission on Mental Health, Aeport to the President From the President's Commission on Mental Health.
VOI 1 (Commission Report) and VOI 3 (Task Panel Reports) (Washington, DC U S Government Printing Off Ice, 1978), Select Panel for the Promotion of Child Health, Better Heaith for Qur
Children A National Strategy, presented 10 the U S Congress and the Secretary of Health and Human Services, Washington, OC, 1981, J Knitzer. Unclaimed Children (Washington, DC
Children's Defense Fund, 1982)
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tive children could receive treatment services, the
Commission found that treatment provided to
them very often was inappropriate and ineffec-
tive. The Joint Commission was particularly con-
cerned that severely disturbed children were be-
ing institutionalized in State mental hospitals and
that such facilities provided custodial rather than
treatment services for children. The Joint Com-
mission was also concerned about the “corrosive”
effects of poverty and the fact that mental health
problems were more acute and services less avail-
able among poor children.

A principal recommendation of the Joint Com-
mission on the Mental Health of Children was that
a child advocacy system be established to coordi-
nate Federal, State, and local actions. The Com-
mission believed that advocacy was essential for
development of a comprehensive network to meet
children’s mental health, physical, and social needs.

The Joint Commission also recommended the
establishment of community services that focused
on prevention and “remediation. ” Recommended
prevention services included family planning, pre-
natal care, and mental health services associated
with schools. Remedial mental health services,
which the Commission estimated would be re-
quired for 10 percent of children, were to be based
on children’s functional level, rather than on le-
gal or clinical classification systems.

The Joint Commission further recommended
that children (particularly the severely handi-
capped) be cared for in settings that most closely
resembled normal living situations. An additional
recommendation was for increased research on
diagnosis and treatment of children’s mental health
problems. The Joint Commission believed that
both basic and applied research was essential and
suggested a variety of research priorities, both for
the National Institute of Mental Health (NIMH)
and for the National Institutes of Health.

U.S. Department of Health, Education, and
Welfare: Project on the Classification of
Exceptional Children

Perhaps because it was concerned with “excep-
tional” children of several kinds (handicapped,
disadvantaged, and delinquent), the Project on
the Classification of Exceptional Children was per-

haps even more concerned than the Joint Com-
mission on the Mental Health of Children with
the coordination of services across agencies and
categories of children. Thus, the Project’s final re-
port (298,299) recommended that the U.S. Con-
gress and the legislative bodies of each State and
community establish an agency to serve a plan-
ning and coordinating function for all programs
bearing on families and children. The Project re-
port also suggested that at every level, citizens’
councils advise the planning agencies on program
development and agency operations. The Project
also made recommendations concerning specific
programs which might be implemented under the
purview of the legislative bodies, and noted sev-
eral needs that should be given priority attention:

. support for parents,

« improved residential programs for children,

. fairness to disadvantaged and minority group
children,

. improved classification systems,

. better organization of services, and
« new knowledge t0 inform policy.

One of the Project’s recommendations, that all
children including the handicapped have access
to education, was implemented with the passage
of Public Law 94-142, the Education for All Hand-
icapped Children Act. Public Law 94-142 also
implicitly made the public schools the primary
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A number of national studies and commissions
have concluded that mental health services for children
are inadequate.
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source of advocacy for children, another recom-
mendation of the Project on the Classification of
Exceptional Children.

President’s Commission on Mental Health and
Its Task Panel on Infants, Children, and
Adolescents (1978)

The President’s Commission on Mental Health
(514) found that many of the Joint Commission’s
1969 recommendations had not been implemented.
Children and adolescents, the President’s Com-
mision found, continued to receive inadequate
mental health care:

Services that reflect the unique needs of chil-
dren and adolescents are frequently unavailable.
Our existing mental health services system con-
tains too few mental health professionals and
other personnel trained to meet the special needs
of children and adolescents. Even when identi-
fied, children’s needs are too often isolated into
distinct categories, each to be addressed separately
by a different specialist. Shuttling children from
service to service, each with its own label, adds
to their confusion, increases their despair, and
sets the pattern for adult disability.

The Commission’s subtask panel on infants,
children, and adolescents recommended preven-
tive services for all children, not only those iden-
tified as mentally disturbed. Services such as de-
velopmental assessments and access to diagnostic
mental health services, it suggested, should be in-
corporated within children’s general health care.

The subtask panel also recommended a net-
work of “psychiatric, pediatric, counseling, spe-
cial education and occupational training services”
for children with severe psychiatric disorders.
These services were necessary, according to the
panel, because no matter how successful preven-
tion efforts were, some children would always re-
quire special help. The services provided, the
panel recommended, should be adapted to chil-
dren’s specific needs and should include counsel-
ing with parents and others significant in a child’s
life. In addition, the panel believed, it was essen-
tial that services “respect ethnic differences. ”

The subtask panel on infants, children, and
adolescents emphasized that children’s mental
health services should be provided within a sys-
tem of care that “insofar as possible maintain a

continuing relationship between child and fam-
ily.” To prevent disruption in the relationship be-
tween children and their families, the panel rec-
ommended that health insurance plans eliminate
barriers to reimbursement for outpatient treat-
ment services. The panel also recommended that
parents be involved in the development of spe-
cial education and other treatment plans, espe-
cially for intensive services provided for severely
disturbed children.

Another recommendation of the subtask panel
was that children’s mental health services be orga-
nized along a continuum of intensiveness, so that
children could move along the continuum as their
needs changed. Good residential facilities special-
izing in the treatment of severely disturbed chil-
dren and adolescents, the panel suggested, were
urgently needed. The panel supported the Joint
Commission calling for development of a better
research and evaluation base, characterizing the
tendency to reduce research funding in order to
provide treatment services as “penny wise and
pound foolish” (514). Noting that without more
research and evaluation, “the potential for waste
of resources is great, ” the panel recommended a
lo-percent set-aside of total program funds for re-
search, demonstrations, and evaluation.

The subtask panel called the mental health sys-
tem for adolescents “woefull inadequate, ” noting
that adolescents were one of the most underserved
groups in the Nation. This panel urged that serv-
ices be provided to address such problems as ado-
lescent suicide, teenage pregnancy, delinquency,
and substance abuse. The panel’s recommenda-
tions focused on development of an integrated
network of mental health services in schools, ju-
venile courts, neighborhood centers, and occupa-
tional training facilities.

One impact of the work of the President’s Com-
mission was the development and enactment of
the Mental Health Systems Act. The act author-
ized programs to improve the delivery and coordi-
nation of services for severely emotionally dis-
turbed children and adolescents. The act became
law in 1981, but was repealed before it became
effective and was replaced by the Alcohol, Drug
Abuse, and Mental Health (ADM) block grant
(Public Law 97-35; see ch. 10).
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Select Panel for the Promotion
of Child Health (1981)

Established at about the same time as the Presi-
dent’s Commission on Mental Health was the Se-
lect Panel for the Promotion of Child Health es-
tablished under Public Law 95-626. The Select
Panel had a broad mandate; it attempted to de-
velop recommendations that:

. reflected] hardheaded analysis of serious
unmet needs in child and maternal health . ..
and a sober and pragmatic assessment of the ca-
pacity of our institutions to provide parents, pro-
fessionals and . . . others working to improve
child health with the scientific, financial and or-
ganizational support they need.

The Select Panel reported its findings in Decem-
ber 1980 (595). The general recommendations of
the Panel, much like those of its predecessors, em-
phasized the interrelationships among services
provided by health care agencies, schools, fam-
ilies, and social service institutions. The Select
Panel’s analysis suggested changes to a wide range
of Federal programs affecting children. With re-
spect to mental health needs, the Panel focused
on implementation of the Education for All Hand-
icapped Children Act (Public Law 94-142, enacted
in 1975) and mental health service systems that
were to be affected by the Mental Health Systems
Act (enacted in 1980, but then repealed in 1981).

Public Law 94-142 mandates that handicapped
children be provided access to a free and appro-
priate public education. Public Law 94-142 au-
thorizes a program for States to receive Federal
funds, but it also “guarantees” the right to edu-
cation for handicapped children without regard
to the provision of Federal funds to support such
services. Although the Select Panel found that sig-
nificant improvements had resulted from Public
Law 94-142, particularly in changing attitudes
about the handicapped, it was concerned that sub-
stantial variations existed across States in the
availability of services. The Panel stressed the
need for better methods of identifying and evalu-
ating children with handicapping conditions and
more stringent requirements for delivering health
and mental health services to these children. To
ensure compliance with the law, it recommended
Federal and State monitoring, technical assistance,
and enforcement.

The Select Panel also considered the role of
community mental health centers and other men-
tal health service systems and recommended that
these systems expand mental health services for
children. Although children’s mental health serv-
ices had been mandated earlier (Part F of the 1970
Amendments to the Community Mental Health
Centers Act), direct Federal support specifically
for children’s programs had been withdrawn in
1975. The Select Panel believed that developmen-
tal assessment and other preventive services, as
well as high-quality residential treatment services
and community support mechanisms, were nec-
essary components of all comprehensive mental
health programs.

As had the President’s Commission on Mental
Health in 1978, the Select Panel for the Promo-
tion of Child Health recommended that mental
health services be coordinated with general health
care. The Select Panel also recommended coordi-
nation of education and social welfare programs
that serve children. Other recommendations of
the Select Panel were that community mental
health programs provide services in schools, Head
Start programs, and juvenile justice institutions,
and that families be involved in the delivery of
mental health services.

Knitzer/Children’s Defense Fund (1982)

Concern about the adequacy of services for
mentally disturbed children remained, despite the
convergence of recommendations by the Joint
Commission, the President’s Commission, and the
Select Panel. In 1982, the Children’s Defense Fund
(CDF) published an elaborate and highly critical
study of how children and adolescents in need of
mental health services are treated (358). That re-
port, Unclaimed Children, by Jane Knitzer, de-
scribed a survey of mental health services for se-
verely disturbed children and adolescents in 50
States and the District of Columbia. Unlike the
reports of earlier commissions and panels, the
Knitzer/CDF report is based on systematically
collected original data and is one of only a few
efforts to comprehensively assess State, as well
as Federal, programs.

The Knitzer/CDF report concluded that there
were 3 million seriously disturbed children (based
on the estimate of the President’s Commission on
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Mental Health in 1978), but that 2 million (two-
thirds) of these children were not receiving needed
treatment services. The report also suggested that
many children who received services received in-
appropriate care and that poor and minority
group children were most likely to receive no care
or inappropriate care.

Using data from State and county hospitals,
Knitzer concluded that the most restrictive and
costly level of care—inpatient hospital treatment
—was also the most accessible. Although the data
Knitzer collected suggested that as many as 40 per-
cent of such hospital placements were unsuitable,
alternatives to hospital services for severely dis-
turbed children were found to be either nonexist-
ent or rudimentary in many States. One-third of
the States responding to Knitzer’s survey indicated
a need for more long- or short-term beds. Accord-
ing to Knitzer (358):

. .. those States with the fewest alternatives to
inpatient care were generally the ones that wanted
more beds. Those with a number of alternative

programs saw less need to fund more hospital
placements . . .

Knitzer suggested that Federal funds had been
used disproportionately to provide medically ori-
ented inpatient care, while Federal resources avail-
able for community services had declined.

Responsibility for seriously disturbed children,
according to Knitzer, lies with public agencies.
The Knitzer/CDF report strongly recommended
increased efforts to identify children and adoles-
cents who are either in need of services or are
being inappropriately served. It also urged the
development of incentives to create a coordinated
set of services appropriate to the child. As did
the reports of each of the government panels
described earlier, the Knitzer/CDF report rec-
ommended increased coordination among agen-
cies that deal with children, including educational,
juvenile justice, and child welfare agencies. A
specific recommendation of the report was that
ADM block grant funds be targeted for children’s
services.

THE CURRENT AVAILABILITY AND USE OF CHILDREN'S MENTAL

HEALTH SERVICES

Despite general agreement among experts about
the magnitude of children’s mental health prob-
lems, it is difficult to specify precisely the num-
ber of children with mental health problems and
the types of services they need. The National In-
stitute of Mental Health (NIMH), which recently
conducted a nationwide study of the prevalence
of adult mental health disorders (533), plans a par-
allel survey of children’s problems. At the time
this background paper was being written, NIMH
was studying the reliability and validity of the in-
strument it plans to use in the survey—the Diag-
nostic Interview Schedule for Children (DISC).
DISC is based on the American Psychiatric Asso-
ciation’s Diagnostic and Statistical Manual of
Mental Disorders. The NIMH survey represents
an important step toward more precise assessment
of children’s mental health problems (664).

A serious problem in attempting to assess the
extent to which mental health services for chil-
dren are available, and the degree to which the
mental health service system has changed in re-

cent years, is the lack of precise epidemiologic
data. The information available at the time this
background paper was being prepared was quite
dated. The most recent systematically collected
information on inpatient, residential, and out-
patient mental health care pertained to utilization
for 1981 (665). These data do not reflect the im-
pact of recent policy changes such as Medicare’s
Part A prospective payment system, the limita-
tion by the Civilian Health and Medical Program
of the Uniformed Services on inpatient treatment,
the lo-percent set-aside in the mental health por-
tion of the ADM block grant, and the Child and
Adolescent Service System Program (see ch. 10).
Nevertheless, they do allow the identification of
several noteworthy trends. For the most part, the
continuation of these trends has been confirmed
by individuals consulted during the preparation
of this background paper.

The most dramatic trend in recent years has
been a decline in the number of children treated
as inpatients in State and county mental hospi-
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tals (665). This trend has been accompanied, how-
ever, by increases in children’s admissions to pri-
vate psychiatric hospitals and to facilities such as
psychiatric units of general hospitals, for a small
net increase in children’s admissions to psychiatric
hospitals.

In 1970, as shown in table 3, the rate of chil-
dren’s admissions to private psychiatric hospitals
(9.3 per 100,000 children under 18) was one-fourth
the rate of children’s admissions to State and
county mental hospitals (37.8 per 100,000 chil-
dren under 18). During the 1970s, children’s ad-
missions to State and county mental hospitals
declined 30 percent and admissions to private psy-
chiatric hospitals increased almost 200 percent,
so that in 1980, the latest period for which sys-
tematic data are available, the rates of children’s
admissions were about the same for both types
of institutions. The rates of children’s admissions
to non-Federal general hospitals with inpatient
psychiatric services increased slightly from 63.3
per 100,000 population in 1970 to 68.5 per 100,000
population in 1980, for a total net increase in the
rate of psychiatric hospitalization of children of
about 10 admissions per 100,000 population.
There may be significant regional variations (589).

Some evidence suggests that the length of treat-
ment episodes in State and county mental hospi-
tals is declining, although the evidence on the
length of stay for children in private psychiatric
hospitals is unclear (458,665). As can be seen in

table 4, data from NIMH indicate that the me-
dian length of stay of children in State and county
mental hospitals dropped from 74 days in 1970
to 54 days in 1980, while the length of stay in pri-
vate psychiatric hospitals remained constant at
36 days (665). A survey of National Association
of Private Psychiatric Hospitals members, how-
ever, found that the median length of stay for chil-
dren in 1985 in the private hospitals surveyed was
twice NIMH’s number for 1980 (458). Data from
NIMH indicate that the length of stay in non-
Federal general hospitals with inpatient psychiatric
services increased from 9 to 17 days between 1970
and 1975, then decreased to 14 days in 1980. The
evidence just cited clearly shows that general hos-
pitals are used for short-term care, and the length
of stay in State and county mental hospitals has
declined. It does not allow conclusions about the
length of treatment in private psychiatric hos-
pitals.

As shown in table 3, NIMH data suggest that
there has been an increase in utilization of resi-
dential treatment centers for emotionally disturbed
children (RTCs). Such facilities can provide an
alternative form of treatment for children who re-
quire residential treatment but who do not require
constant medical supervision (see ch. 6). There
was a substantial increase in the number of ad-
missions to RTCs between 1969 and 1981. Accord-
ing to NIMH data, the rate more than doubled,
from 11.4 admissions per 100,000 population un-
der 18 in 1969 to 28.3 admissions per 100,000 pop-

Table 3.—Admissions of Children Under 18 Years of Age to Hospital Inpatient Psychiatric Facilities and
Residential Treatment Centers, 1970, 1975, and 1980°

1970b 1975 1980C

Rate’Number

Rate’Number Rate’Number

Hospital inpatient facilities

State and county mental hospitals . . . ... ................
Private psychiatric hospitals. . . . ........... ... ... ... ...

Non-Federal general hospitals with inpatient psychiatric

SEIVICES . o ottt
Total hospital inpatient admissions . . . .. ...............

Residential treatment centers for emotionally disturbed

children (RTCS) . ...t e

37.8 26,352 38.1 25,252 26.1 16,612
9.3 6,452 23.3 15,426 26.3 16,735
63.3 44,135 64,4 42,690 68.5 43,595
110.4 76,939 125.8 83,368 120.9 76,942
11.4 7,596 18.8 12,022 28.3 17.703

dncludes new admissions and readmission during the year, SO is not an unduplicatedcount

PData for RTCs are for 1969

CData for RTCs are for 1981.

dRateper100.000 children under 18 Years of ade
€includes StElizabeth’s Hospital tn Washington, DC

SOURCE National Institute of Mental Health, Alcohol, Drug Abuse, and Mental Health Administration, Public Health Service, U S Department of Health and Human
Services, Mental Health, United States, 1985. C A. Taube and S A Barrett (eds ), DHHS Pub No. (ADM) 85-1378 (Rockville, MD 1985), tables 221 and 23.

59-964 0 - 87 - 2
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Table 4.—Median Length of Stay in Hospital Inpatient
Psychiatric Facilities Among Children Under 18
Years of Age, 1970, 1975, and 1980

1970 1975 1980

State and county mental
hospitals ... .,
Private psychiatric hospitals
Non-Federal general hospitals with
inpatient psychiatric services , 9 days 17 days 14 days
SOURCE Nationallinstituteof Mental Health Alcohol, Drug Abuse and Mental Health Adminis-
trationPublic Health Service U S Department of Health and Human Services. Mental
Health United States 7985 C A Taude and S A Barrett (eds) DHHS Pub No {ADM)
85-1378 (Rockville MD 1985}

74 days 66 days 54 days
36 days 36 days 36 days

ulation under 18 in 1981. The declining use of
State and county mental hospitals and increasing
use of RTCs is shown dramatically in figure 3.

Partial hospitalization or day treatment in other
facilities is another increasingly accepted way to
treat some children. It may be appropriate for
those who require mental health care that is more
intensive than outpatient care but less intensive
than inpatient or RTC care (see ch. 6). Data on
children’s admissions for partial hospitalization
comparable to the data on other settings are not
available, but the increasing use of partial hospi-
talization can be inferred from NIMH’s 1983 end-
of-year census data. These data indicated that
20,000 individuals under 18 were receiving a
planned program of mental health treatment serv-
ices generally provided in visits of 3 or more hours
to groups of patients/clients in various settings
(665).

The use of outpatient treatment mental health
services by children is difficult to determine. The
1980 National Medical Care Utilization and Ex-
penditures Survey found that 3.2 percent of chil-
dren under 18—and 4.3 percent of all age groups
combined—had had a mental health visit in 1980,
(665). Some observers have suggested that these
figures probably underestimate the number of in-
dividuals who receive outpatient mental health
treatment and that the treatment rate for individ-
uals of all ages may be as high as 6 percent (178).
The 1980-82 NIMH epidemiologic catchment area
survey of adults in urban areas found that 6 to
7 percent of those surveyed had had a visit for

Figure 3.—Admission Rates for Children Under 18
Years to Psychiatric Hospitals and Residential
Treatment Centers, 1970, 1975, and 1980a

39

T .

18)
R RN 8 8

-
[

Admission rates

(per hundred thousand children o

Wl 1 |
1970 1975 1980
Year

® State and county mental hospitals
A Private psychiatric hospitals

O Residential treatment centers for emotionally
disturbed children

*‘Data for residential treatment centers are for years 1969, 1975, and 1981

SOURCES 1970 to 1980 admission rates to State and county mental hospitals
and private psychiatric hospitals. and 1969, 1975, and 1981 admis-
sions for residential treatment centers National Institute of Mental
Health, Alcohol, Drug Abuse and Mental Health Administration, Public
Health Service, U.S. Department of Health and Human Services, Men.
tal Health United States, 1985, C.ATaube and S.A Barrett {eds.),
DHHS Pub No. (ADM) 85-1378 (Rockville, MD 1985) 1969, 1975 and
1980 population under 18 (used to calculate admission rates for
residential treatment centers) U.S. Department of Commerce, Bureau
of the Census, Washington, DC, unpublished data for 1969, 1975, and
1980.

a mental health problem, not necessarily a diag-
nosable disorder, in the 6-month period preced-
ing the survey (599). Without specifying precise
percentage increases by age, a 1985 NIMH report
(665) noted that the use of outpatient mental
health services had greatly increased for all ages.
Careful assessment of the use of mental health
services by children awaits conduct of the NIMH
epidemiologic survey of children.




CONCLUSION

There appears to be a significant gap between
the number of children identified in epidemiologic
assessments as requiring mental health services
and the number receiving services. There is gen-
eral agreement that at least 12 percent of the Na-
tion’s children—7.5 million—are in need of some
type of mental health treatment. Available evi-
dence suggests that only a small number (fewer
than one-third) of the children who have mental
health problems receive treatment. An unknown
number of other children maybe at risk for mental
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health problems and in need of preventive serv-
ices (see ch. 4). The problems of a lack of treat-
ment and inappropriate treatment for children’s
mental health problems have long plagued those
responsible for providing services to children.
Subsequent chapters of this background paper ex-
amine the current state of knowledge about diag-
nosable mental disorders and the environmental
risk factors that can cause or exacerbate children’s
mental health problems.
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Chapter 3

DSM1111Mental Disorders in Children

INTRODUCTION

The mental health problems of children exist
along a continuum. This chapter describes those
problems which are considered mental disorders
among children, as described in the most widely
used diagnostic manual in the United States—the
third edition of the American Psychiatric Asso-
ciation’s Diagnostic and Statistical Manual, bet-
ter known as “DSM-II1"*(19). Generally, DSM-
111 defines a mental disorder as:

... aclinically significant behavioral or psycho-
logical syndrome or pattern that occurs in an in-
dividual and that is typically associated with ei-
ther a painful symptom (distress) or impairment
in one or more areas of functioning (disability).

A description of the major DSM-I11I diagnosable
disorders in children is important to an analysis
of mental health services, because these disorders

_'Arthe time this background paper was being prepared, the Amer-
ican Psychiatric Association was revisingDSM-Ii. The new ver-
sion will be known as DSM-III-R.

THE DSM-III

A standard diagnostic system provides clini-
cians and researchers common terms with which
to identify patients and thus makes possible shar-
ing of information about similar classes of patients
(19). It also allows clinicians and researchers to
make use of experience with previous patients in
planning and assessing the effectiveness of men-
tal health treatment.

DSM-III provides clearer, more specific criteria
for diagnoses than previous taxonomies have, and
it bases the diagnoses on descriptive information
about disorders rather than on causal factors,
about which there is still disagreement. These
aspects of DSM-III have been lauded, but criti-
cisms of DSM-III have been raised as well (563).
Some critics have objected to labeling children’s

DNOSTIC SYSTEM

make up an intellectual framework by which the
mental health professions understand children’s
mental health problems. It takes on added impor-
tance, because, in most cases, an individual must
have a DSM-III diagnosable disorder to be eligi-
ble for third-party reimbursement for treatment.

For most mental health problems, the etiology
is not known (19). However, many DSM-III dis-
orders and other children’s mental health prob-
lems are often related to environmental stressors
such as poverty, parental divorce, and abuse and
neglect. Environmental stressors that pose risks
to children’s mental health are described in chapter
4. Many observers believe that children exposed
to such environmental stressors, in addition to
children with diagnosable disorders, are in need
of preventive or other mental health services dis-
cussed in this background paper. Both social and
organic causes of mental disorders are continu-
ously under investigation (668), but a comprehen-
sive analysis of causation is beyond the scope of
this background paper.

mental health problems as “mental disorders” and
have been concerned that DSM-III diagnoses would
be used as labels to discriminate against children
(563). Other criticisms are that DSM-I1I does not
appropriately address mental health problems that
do not fit into specific categories and lists specific
criteria for diagnosis with little empirical basis for
some categories (563).

DSM-III has gained substantial acceptance in
the United States. Outside the United States, the
ninth edition of the International Classification
of Diseases (ICD-9), developed by the World
Health Organization, is the standard.

DSM-I1I1 differs from ICD-9 and other classifi-
cation systems in several respects. Among other
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things, it is the first widely used system to em-
ploy a multiaxial approach to the diagnostic eval-
uation of patients. The purpose of the multiaxial
system of DSM-III is to “ensure that certain in-
formation that may be of value in planning treat-
ment and predicting outcome for each individual
is recorded” (19). DSM-III has five axes, each of
which refers to a specific class of information rele-
vant to a patient’s mental health problems (see
table 5).

The first three axes constitute the official diag-
nostic assessment. Axis | is for indicating all men-
tal disorders other than those to be indicated on
Axis Il. Examples of Axis | disorders are anxiety
disorder and major depression. Axis Il is for long-
standing personality disorders and specific dis-
orders of development in which a child’s devel-
opment lags behind that of his or her peers in a
specific area such as reading or arithmetic. A pa-
tient can receive multiple Axis | or Axis Il diag-
noses. Thus, for example, a child could be diag-
nosed as having an anxiety disorder (Axis 1) in
addition to a reading disorder (Axis II).

Axis Il is used to note physical disorders or
conditions that are relevant to understanding or
managing a patient’s mental health needs. The
condition noted can be etiologically significant
(e.g., a necrologic disorder associated with de-
mentia) or not. This axis would be used, for ex-
ample, to indicate juvenile diabetes, an illness that
can have implications for the management of
mental health care.

DSM-I11 explicitly recognizes that factors such
as environmental stress and previous adaptation
can influence the course and treatment of a men-
tal health problem. A comprehensive DSM-III
diagnosis includes information on these factors
on Axes IV and V. Axis IV is a rating of the sever-
ity of any psychosocial stressors connected with
the onset of a mental disorder. Examples of such
stressors are shown in table 5.

Finally, Axis Visa rating of the patient’s high-
est level of adaptive functioning, a composite of
a patient’s ability to manage social relations, oc-
cupation, and leisure time. Such information is
often important in predicting the course of a dis-
order and in planning treatment (19).

In classifying mental disorders, DSM-III sepa-
rates the class of disorders that usually first be-

Table 5.—DSM-III's Multiaxial Diagnostic
Evaluation System

Official DSM-III Diagnostic Evaluation (Axes LI, and IlI)

ab

Mental Disorders “i
Axis 1: All Mental Disorders Not Assigned to Axis li

. Mental disorders not assigned to Axis Il (e. g., depres-
sion, anxiety disorder, conduct disorder)

. Conditions not attributable to a mental disorder that are
a focus of attention or treatment (e.g., academic problem,
parent-child problem, isolated acts of child or adoles-
cent antisocial behavior)

. Additional codes (e. g., unspecified mental disorder, no
diagnosis on Axis 1, no diagnosis on Axis II)

Axis Il: Personality Disorders and Specific Developmental
Disorders
. Personality disorders (e. g., paranoid personality disorder)’
. Specific developmental disorders (e. g., developmental
reading disorder)

Physical Disorders and Conditions
Axis lll: Physical Disorders and Conditions
. Any physical disorders or conditions that are potential-
ly relevant to the understanding or management of the
individual (e.g., diabetes in a child with conduct disorder)

Additional Information (Axes IV and V)

Axis IV: Severity of Psychosocial Stressors

. A rating on a scale of 1 (no apparent stressor) to 7 (cata-
strophic stressor) of the severity of the summed effect
of all of the psychosocial stressors judged to have been
a significant contributor to the development or exacer-
bation of the current disorder. Examples of psychoso-
cial stressors that might be considered in the case of
a child or adolescent include puberty, change in resi-
dence, overtly hostile relationship between parents,
hostile parental behavior toward child, insufficient or in-
consistent parental control, anomalous family situation
(e.g., single parent, foster family), institutional rearing,
school problems, legal problems, unwanted pregnancy,
insufficient social or cognitive stimulation, natural or
manmade disaster, A physical disorder can also be a psy-
chosocial stressor if its impact is due to its meaning to
the individual, in which case it would be noted on both
Axis Il and Axis IV.

Axis V: Highest Level of Adaptive Functioning Past Year
. A rating on a scale of 1 (superior) to 5 (poor) of an in-
dividual's highest level of adaptive functioning (for at
least a few months) during the past year. Adaptive func-
tioning is a composite of social relations, occupational/
academic functioning, and use of leisure time.
dMental disorders are disorders for which the manifestations are primarily be-
havioral or psychological; physical disorders are disorders for which the mani-
festations are not primarily behavioral or psychological,
Aperson may have multiple diagnoses on Axes | and 11—0.9., one diagnosis
on Axis | and one diagnosis on Axis 11, or multiple diagnoses within Axis | or
°¢r):lesdlilégnosis of a personality disorder is generally reserved for adults,although
the manifestations of personality disorders may appear in childhood or
adolescence.

SOURCE: Adapted from American Psychiatric Association, Diagnostic and
Statistic/ Manual of Mental Disorders, 3d ed. (Washington, DC: 1980),

come evident in infants, children, or adolescents
from several other major classes of disorders that
are not generally restricted to children (see table
6). For heuristic purposes, DSM-III groups men-
tal disorders that usually manifest themselves in
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Table 6.—Children’s Mental Disorders Listed in DSM-III*

MENTAL DISORDERS THAT ARE USUALLY FIRST EVIDENT IN INFANCY, CHILDHOOD, OR ADOLESCENCE

Intellectual Disorders
Mental retardation

Mild mental retardation, moderate retardation, severe mental retardation, unspecified mental retardation

Developmental Disorders
Pervasive developmental disorders (PDDs)
Infantile autism (onset before 30 months of age), childhood-onset pervasive developmental disorder (onset after 30 months of age and before
12 years of age)
Specific developmental disorders (SDDs) (Axis Il of DSM-III)
Developmental reading disorder (dyslexia), developmental arithmetic disorder, developmental language disorder (expressive type or receptive
type), developmental articulation disorder, mixed specific developmental disorder, atypical specific developmental disorder

Behavior Disorders
Attention deficit disorder (ADD)
ADD with hyperactivity, ADD without hyperactivity
Conduct disorder
Undersocialized, aggressive; undersocialized, nonaggressive; socialized, aggressive; socialized, nonaggressive; atypical

Emotional Disorders

Anxiety disorders of childhood or adolescence

Separation anxiety disorder; avoidant disorder of childhood or adolescence; overanxious disorder
Other disorders of infancy, childhood, or adolescence

Reactive attachment disorder of infancy; schizoid disorder of childhood or adolescence; elective mutism; oppositional disorder; identity disorder

Physical (Psychophysiological) Disorders

Stereotyped movement disorders

Transient tic disorder, chronic motor tic disorder, Tourette’s disorder, atypical tic disorder, atypical stereotyped movement disorder
Eating disorders

Anorexia nervosa, bulimia, pica
Other disorders with physical manifestations

Stuttering, enuresis (repeated involuntary voiding of urine), encopresis (repeated voluntary or involuntary defecation in Inappropriatep|aces),
sleepwalking disorder, sleep terror disorder

OTHER MENTAL DISORDERS THAT MAY AFFECT CHILDREN®

Organic disorders (e.g., delirium, dementia, alcohol intoxication, barbiturate intoxication)
Substance use disorders—sometimes occur in teens
Abuse of or dependence on any of five classes of substances; alcohol, barbiturates, opioids, amphetamines, and cannabis
Abuse of any of three classes of substances: cocaine, phencyclidine (PCP), and hallucinogens
Dependence on tobacco
Other, mixed, or unspecified substance abuse (e.g., glue sniffing)
Dependence on a combination of substances (e.g., heroin and barbiturates, amphetamines and barbiturates)

Schizophrenic disorders (e.g., disorganized, catatonic, paranoid, or undifferentiated type)—onset is usually in late adolescence or early adulthood
Schizophreniform disorder

Affective disorders
Major depression (single episode, recurrent)—can occur at any age, including infancy
Anxiety disorders
Phobic disorders:
Social phobia—often begins in late childhood or early adolescence
Simple phobia (e.g., of animals, heights, school, water)-age at onset varies, but fear of animals almost always begins in childhood
Anxiety states:
Panic disorder—often begins in late adolescence
Generalized anxiety disorder
Obsessive compulsive disorder—usually beings in adolescence or early adulthood, but may begin in childhood
Post-traumatic stress disorder—can occur at any age
Somatoform disorders (e.g., somatization disorder, conversion disorder, psychogenic pain disorder, hypocondriasis)
Psychosexual disorders
Gender identity disorders:
Transsexualism
Gender identity disorder of childhood
Paraphilias (e.g., exhibitionism, sexual masochism)
Other psychosexual disorders (e.g., ego-dystonic homosexuality)
Factitious disorders
Disorders of impulse control not elsewhere classified (e.g., kleptomania, pyromania)
Adjustment disorder—may begin at any age
Personality disorders (Axis Il of DSM-III)
Although the symptoms of personality disorders may manifest themselves in adolescence or earlier, the diagnosis of a personality disorder
(e.g., paranoid personality disorder, schizoid personality disorder, histrionic personality disorder, antisocial personality disorder) is generally
reserved for adults. Some personality disorders in adults have a relationship to corresponding diagnostic categories for children or adolescents:

Disorders of childhood Personality  disorders
Schizoid disorder of childhood Schizoid personality ~disorder
Avoidant disorder of childhood Avoidant personality disorder
Conduct disorder (undersocialized, aggressive) Antisocial personality disorder
Oppositional disorder Passive-aggressive personality disorder
Identity disorder Borderline personalitv  disorder

aalthough this list does include th.more common children’s mental disorders, it is not exhaustive. Furthermore, only selected disorders are discussed in the text
of this background paper
Disorders in these classes are primarily adult diagnoses but may occur among children

SOURCE Adapted from American Psychiatric Association, Diagnostic and Statistical Manual of Mental Disorders, 3d ed (Washington, DC: 1980)
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infancy, childhood, or adolescence into five gen-
eral categories based on the aspect of functioning
that is most disturbed: intellectual, developmen-
tal, behavioral, emotional, and physical (psycho-
physiological). Examples of disorders in several
of these categories are severe mental retardation,
developmental reading disorder, undersocialized
aggressive conduct disorder, reactive attachment
disorder of infancy, chronic motor tic disorder,
anorexia nervosa, encopresis, and enuresis.

In addition to the class of disorders that usu-
ally first become evident in children, several broad
classes of mental disorders discussed in DSM-III
may affect children. These classes and examples
of disorders that may affect children are shown
in table 6. Such disorders include substance use
disorders, affective disorders such as major de-
pression, various anxiety disorders, and adjust-
ment disorder. Following DSM-III's heuristic for
disorders that usually manifest themselves early
in a person’s life, substance use disorder is dis-
cussed in this background paper under behavior
disorders, and depression and anxiety disorder
under emotional disorders. Because it stems
directly from an environmental stressor and can
take various forms, adjustment disorder is dis-
cussed separately.

Any given child may have more than one DSM-
111 disorder, and disorders may involve problems
across general categories. Furthermore, distur-
bances in one area are likely to have secondary

INTELLECTUAL DISORDERS

The only DSM-III mental disorder that primar-
ily involves intellectual impairment is mental
retardation, although secondary intellectual def-
icits are often involved in other disorders. Inclu-
sion of mental retardation as a DSM-IIl mental
disorder on Axis | has provoked concern.

One critical article (563) notes that mental re-
tardation is primarily defined by a lowered level
of intellectual functioning and thus differs from
other disorders, which are characterized by ab-
normal types of functioning. Advocates for men-
tally retarded children seek to avoid any prejudice
against this population stemming from the asso-

effects on other areas of functioning. Thus, for
example, a child with a specific developmental dis-
order will often have problems with behavior and
emotions as a result.

Patterns of disturbance vary widely across diag-
nostic categories. Disturbances present different
clinical patterns, pose different consequences for
children and their families, impinge on different
settings in varying ways, and require different
treatments. Furthermore, mental disorders may
vary in severity. In some cases, for example, child-
hood phobias are mild and transient; children
often overcome such phobias in the course of de-
velopment. In other cases, however, childhood
phobias involve severe impairment and interfere
in significant ways with a child’s development
(553). Beyond a certain level, the severity of a dis-
order must usually be assessed separately from
the DSM- diagnosis.

Several children’s mental disorders within broad
general categories are discussed below. The dis-
cussion is not exhaustive. The purpose is to give
the reader a basic understanding of the range of
childhood disorders, along with some informa-
tion on their prevalence and their consequences
for children. Most of the childhood disorders are
reviewed, but a few are omitted in the interest of
space because they are rare, their consequences
are relatively less severe than those of other dis-
orders, or because the disorders that are discussed
sufficiently illustrate the broad category.

ciation of mental retardation with mental disorders
(422). When mental retardation is discussed in this
background paper, it is because of its inclusion
in DSM-III or because many mentally retarded
children have mental health treatment needs.

Mental retardation is defined as significantly
subnormal intellectual ability that leads to defi-
cits in functioning. In DSM-III, the criterion denot-
ing intellectual ability in the mentally retarded
range is a score on a standardized intelligence (1Q)
test of 70 or below (although some flexibility on
the 1Q is allowed). 1Q tests are standardized tests
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with a mean of 100 and a standard deviation of
15. A score of 70 is two standard deviations be-
low the mean and places mentally retarded chil-
dren in the bottom 2 percent of children intellec-
tually.

There are an estimated 6 million mentally re-
tarded persons in the United States; the range of
intellectual impairment in these individuals is wide.
The American Association on Mental Deficiency
has identified four broad levels of mental retarda-
tion based on 1Q: mild, moderate, severe, and
profound (257). These levels are intended to cor-
respond to the individual’s capability for adapt-
ive functioning and the degree to which training
will result in independent functioning. In general,
the more retarded an individual is, the less inde-
pendence he or she can be expected to gain from
training and the more supervision he or she will
need for self-care, work, and social relationships.
At the extreme, profoundly retarded individuals
require a highly structured setting with continu-
ous care. With adequate training, however, many
mentally retarded individuals can function inde-
pendently.

Most mentally retarded children—about 80 per-
cent—are mildly retarded. Approximately 12 per-
cent of retarded children are moderately retarded,
7 percent severely retarded, and 1 percent pro-
foundly retarded (19).

Organic causation is not believed to be a fac-
tor in most mental retardation. Only about 25
percent of the incidence of mental retardation is
attributable to organic causes (36); moderate, se-
vere, and profound retardation are nearly always
associated with organic brain damage. For 75 per-
cent of mental retardation, almost all mildly re-
tarded, however, there is no evidence of organic
causation. How this type of mental retardation
is caused is not well understood, but it is thought
to stem from environmental causes, genetic causes,
or a combination of the two.

Neurologically based impairments in coordina-
tion, vision, or hearing are often associated with
mental retardation (19). Mentally retarded chil-
dren are also three to four times more suscepti-

ble to other mental disorders than children in the
general population (19), especially to other dis-
orders that may have a neurological basis like
stereotyped movement disorder and attention def-
icit disorder with hyperactivity (ADD-H) (19).
They are at increased risk for problems with speech,
language, and academic and social adjustment.
Mental retardation can lead to stress, depression,
and other emotional disturbances through several
means. The parents of some mentally retarded
children may reject or overprotect them (538), or
mentally retarded children may gain awareness
of their deficiencies, leading to low self-esteem and
depression (538).

Further, mental retardation limits the number
and quality of supportive relationships that chil-
dren can form and limits their flexibility in solv-
ing problems; as a consequence, there is an in-
creased likelihood that retarded children will be
frustrated and adopt poor strategies for manag-
ing their lives. Institutionalized retarded children
frequently manifest atypically heightened levels
of dependency that are not attributable to cogni-
tive level alone (730). The social environment of
retarded children is apparently critical, whether
they are institutionalized, placed in a community
setting, or raised at home can affect their mental
health. Similarly, their mental health can be en-
hanced by receiving education and training adapted
to their abilities.

Care and training of the mentally retarded is
generally handled by a special service system sep-
arate from the system that treats the emotionally
or behaviorally disturbed. Moreover, it is not gen-
erally conceptualized by practitioners as mental
health treatment. For these reasons, interventions
specific to mental retardation are excluded from
Parts 111 and IV of this background paper. The
discussion of disorders, environmental risk fac-
tors, and services applies to mentally retarded
children only insofar as such children have con-
comitant mental health problems. Because con-
comitant mental health problems are common in
mentally retarded children, however, mental
health treatment is an important part of the service
needs of this population.



38

DEVELOPMENTAL DISORDERS

Developmental disorders are characterized by
deviations from the normal path of child devel-
opment. Such disorders can be either pervasive,
affecting multiple areas of development, or spe-
cific, affecting only one aspect of development.
Like mental retardation, developmental disorders
pose multiple problems for a child. Pervasive de-
velopmental disorders (PDDs) severely limit chil-
dren’s ability to function independently, while spe-
cific developmental disorders (SDDSs can greatly
impede children’s education and development of
social relations.

Pervasive Developmental
Disorders (PDDs)

Children with a PDD experience severe devia-
tions from normal development in a number of
spheres. Primarily, these deviations are manifested
in cognitive and intellectual functioning, language
development, and social relationships. PDDs
identified in DSM-I1II are infantile autism and
childhood-onset PDD. DSM-III terms such as in-
fantile autism or childhood-onset PDD have gen-
erally superseded older labels such as childhood
schizophrenia or childhood psychosis.

Children with a PDD manifest a gross lack of
interest in others and have problems relating, even
to family members. They may appear oblivious
to family members or caretakers walking in the
room, as if they were inanimate. They often use
language in bizarre ways—i.e., echoing what they
are told, using phrases with their own private
meaning or using the pronoun “you” to refer to
themselves. Also, they often insist on the preser-
vation of sameness in their environments and dis-
play odd finger movements or postures. PDD chil-
dren vary in terms of specific symptoms (712),
but they all share marked impairment. PDDs are
relatively rare, but they affect somewhere between
50,000 and 100,000 children in the United States,
approximately 1 per every 1,000 children (712).

The intellectual functioning of children with
PDDs varies. Many of the children with a PDD
are mentally retarded, and the majority are be-
low average in intelligence. In extremely rare
cases, children with a PDD have brilliant isolated

skills, such as the ability to memorize train sched-
ules or play musical instruments, although they
may not be toilet trained or able to use language
to communicate. The vast majority of children
with a PDD require special educational programs,
and many parents need professional consultation
or training to deal with these difficult children
(712).

In most cases, parents are able to care for PDD
children at home, although home care can become
increasingly difficult as the children become older
(712). PDD is usually chronic, and the majority
of affected individuals are permanently unable to
function independently. Autistic adults are found
in the same placements as adults who are men-
tally retarded or schizophrenic: hospitals, long-
term residential treatment centers, boarding houses,
and often their families’ homes.

At one time, it was thought that the parents
of PDD children rejected them or withdrew from
them in such a way as to lead to disturbance in
their development (58). Such ideas have gener-
ally been discredited. Studies indicate that there
are no personality or other differences between
parents of PDD children and other parents (97,
424). It is now suspected that PDD is related to
impairment in neurochemistry or neuroanatomy.

Specific Developmental
Disorders (SDDs)

Children with SDDs have difficulty with spe-
cific skills underlying learning, but their overall
development is within normal ranges. DSM-I1I
identifies several types of SDDs according to the
particular skill which is impaired—e.g., develop-
mental language disorders, developmental read-
ing disorder (i. e., dyslexia), and developmental
arithmetic disorder (19). In children with an SDD,
the development of one of these specific skills is
well below the average for the particular child’s
grade level. All SDDS combined are estimated to
affect 3 to 5 percent of the school age population
(41), although as much as 10 percent of the adult
population is thought to have significant difficul-
ties with reading, possibly related to an under-
lying disorder.
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There are two forms of developmental language
disorders: receptive type and expressive type. In
the receptive type, children have trouble under-
standing spoken language; in the expressive type,
children understand what they hear and know
what they want to say, but have difficulty recall-
ing and arranging the words necessary to speak.
Developmental articulation disorder refers to pro-
nunciation difficulties with English sounds such
as “s” and “th,” leading children to appear as if
they are using “baby talk” (19). Developmental
reading disorder and developmental arithmetic
disorder are diagnosed when reading or arithmetic
skills are impaired relative to expectations for a
child’s age, and neither deficits in intelligence nor
schooling are deemed responsible.

SDD children are prone to school failure. Dif-
ficulties in learning are often compounded by sec-
ondary mental health problems, including school
behavior problems, aggression or delinquency
outside of school, anxiety and depression, and

BEHAVIOR DISORDERS

Behavior disorders are a set of problems in
which a child’s distress or disability is a function
of his or her overt behavior. Since the central
characteristics of these disorders are behaviors
that disturb or harm others, the child’s social envi-
ronment plays a large part in whether that child
will be identified as having behavior disorders and
influences the course of these disorders. Some re-
searchers and clinicians maintain that the nature
of behavior disorders and the life history of af -
fected children are especially dependent on the
children’s experience with social systems, such as
the family, neighborhood, and school.

Attention Deficit Disorder (ADD)

Children with ADD are unable to maintain fo-
cused activity for more than a brief period and
continually initiate new activities. Most children
with ADD also suffer from hyperactivity, con-
tinual movement that is especially disruptive in
structured group situations like a classroom.
These children are diagnosed as having ADD with
hyperactivity (ADD-H). In addition, there is a 50-

poor relationships with peers (41,576). The per-
ceptual skills that are essential for learning to read,
spell, write, and do arithmetic may also be im-
portant in social interactions and in establishing
and maintaining social relationships (82,426).

In some cases, SDD children may have to en-
dure the frustration and anger of parents and
teachers who do not recognize their learning dis-
ability or understand how to help them. In such
situations, parents or teachers may ascribe the
child’s failure to laziness or stubbornness. In cer-
tain cases, behavioral problems may partially
cause the learning difficulty (576), but in other
cases, emotional or behavioral problems stem
from the breakdown in a child’s education that
is the consequence of having a learning disorder.
Such secondary effects create additional obstacles
to learning and reinforce a child’s classroom fail-
ure (132). Many SDD children drop out of school
in their teens (79).

to 80-percent overlap between ADD-H and some
SDDs (462).

Schoolchildren with ADD may have great dif-
ficulty concentrating or inhibiting impulses to
leave their seat and move around during class
time. They may continually call out in class or
push ahead of others in lines because they can-
not tolerate waiting. Since the ability to maintain
attention is essential to learning, children with
ADD often have serious academic problems. Fur-
ther problems may arise from the stress the child
and school experience in dealing with the primary
problem. Like SDD children, ADD children suf-
fer from the frustration and poor self-image
caused by not learning, the stigma of lagging be-
hind their class, and the anger and frustration of
parents and teachers. ADD children are prone to
anxiety, depression, and social withdrawal (426),
and typically have problems developing and main-
taining friendships. The severity of ADD varies
greatly across children (556). Some children are
able to compensate for their difficulty with little
interference in their lives, while others are so se-
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verely affected that they cannot tolerate normal
school programs.

ADD children often exhibit aggressiveness or
stubbornness and are prone to temper tantrums
(439). Aggressiveness and impulsivity may be
primary components of ADD, or they maybe sec-
ondary consequences of the frustration and hu-
miliation felt by a learning-disordered or hyper-
active child. In addition, aggressiveness may arise
from the struggle with teachers trying to deal with
ADD children in the classroom.

An important factor in ADD is the ability of
children’s families and schools to tolerate and
manage their behavior (470). Although it is un-
likely that social factors cause hyperactivity, neg-
ative responses from the social environment toward
these children are often an additional burden.

The outcome of ADD in adolescence and adult-
hood varies greatly. Some children seem to “out-
grow” ADD, while others continue to suffer from
ADD into adolescence and adulthood. In some
cases, hyperactivity ends or attenuates in adoles-
cence, but problems with distractibility or impul-
sivity often remain. As they grow to be adoles-
cents and adults, hyperactive children have an
increased risk of academic and behavioral prob-
lems, substance abuse, school failure, and con-
tact with the legal system (62,306,435,441,692).

The causes of ADD are not well understood.
It was once believed that ADD stemmed from
prenatal or perinatal brain injury. But there is no
evidence for the existence of brain damage among
most affected children, and the difference between
hyperactive and normal children in the birth proc-
ess and infancy does not explain the existence of
these disorders (556). Neurological differences be-
tween hyperactive children and normal children
are plausible, but they may not reflect pathology
so much as the general variation in cognitive abil-
ities and temperament in children. Other research
has implicated food additives, allergies, and envi-
ronmental toxins as causal agents for hyperac-
tivity (176,461), although such evidence is, at
present, only suggestive.

Conduct Disorder

Children with conduct disorder exhibit a pat-
tern of behavior that violates social norms, often
harming others. Such children have a history of
either infringement of the rights of others, or vio-
lations of the law, or both. Their pattern of mis-
conduct includes behaviors such as fighting, van-
dalism, stealing, lying, rule-breaking, and running
away from home. An ongoing history of misbe-
havior differentiates conduct disorders from the
normal mischief of adolescence.

Conduct disorders are often first defined as
problems by the legal system. Despite some over-
lap, however, conduct disorder is not the same
as “juvenile delinquency. ” Conduct disorder is a
psychiatric term describing a longstanding pat-
tern of misbehavior, whereas delinquency is a le-
gal term applied to minors convicted of an of-
fense. Many children incarcerated in juvenile
justice facilities would not be diagnosed as hav-
ing conduct disorder, primarily because their be-
havior does not comprise a pattern. The extent
to which juvenile crime is associated with actual
conduct-disordered adolescents is unknown.

Children with conduct disorders differ in the
degree to which they are socialized and capable
of forming attachments to others, but there is con-
troversy about whether differences in socializa-
tion constitute distinct types of conduct disorders
(19). Some believe that adolescents who have
good family and peer relationships, who have a
reasonable sense of self, and whose delinquency
primarily reflects neighborhood and peer group
influence probably do not truly have a mental dis-
order (9). The antisocial behavior of such adoles-
cents may be largely directed at those outside their
gang or family.

Some children with conduct disorders are un-
able to form friendships or extend themselves to
others in any way. These undersocialized be-
havior-disordered children relate to others in ex-
ploitive and egocentric ways. They are also likely
to have experienced problems with conduct from
an early age, when they would normally have de-
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veloped the capacity to relate to others. Conduct
disorders that begin prior to age 13 are particu-
larly pernicious. Early onset often leads to seri-
ous consequences for both children with conduct
disorders and people around them.

Although disorders of conduct are defined by
a pattern of inappropriate behaviors, such dis-
orders are often accompanied by considerable per-
sonal suffering, and children with conduct dis-
orders usually have low self-esteem, despite
outward bravado (19). These children often ex-
perience mental health problems such as depres-
sion, anxiety, or substance abuse, and/or have
academic problems (19,565). Even when they are
able to form significant relationships, the relation-
ships may be fraught with conflict (432). It should
also be noted that the occurrence of hyperactivity
and conduct disorder overlaps considerably (624).

Estimates of the prevalence of conduct disorder
vary greatly because of the use of different defi-
nitions of the disorder and different sources of
data. In addition, the prevalence of conduct dis-
order varies depending on sociological variables
such as low income and poor housing (703). Gen-
eral population surveys estimate the prevalence
at 5 to 15 percent, but such surveys often use less
stringent criteria than DSM-III (432). A further
problem is that such surveys fail to distinguish
between socialized and undersocialized children
(432).

The course of conduct disorder depends greatly
on social as well as individual factors (19). Gang-
related delinquency, for example, depends on such
factors as youth employment rates. Most children
with conduct disorders, particularly those able to
form relationships, are able to stop their misbe-
havior as they mature (546). Others may continue
illegal behavior for financial gain, but function
adequately otherwise. Many children with con-
duct disorders, however, continue their inappro-
priate behavior into adulthood and maintain a life
centered around criminal behavior. They continue
to have problems with social relationships, and
many suffer in adulthood from alcoholism, drug
dependence, or depression (544). These tend to
be the children whose delinquency starts early and
who have committed a greater number and vari-
ety of antisocial acts (544).

Many theories for explaining the development
of conduct disorder implicate child-rearing prac-
tices. The parents of undersocialized, aggressive
children are believed not to have formed a lov-
ing parental attachment to the infant. Many par-
ents of children with conduct disorders are alco-
holic or have a history of antisocial behavior
(544,545). Often, children who develop conduct
disorders are unwanted or unplanned. As the child
matures, parents alternate between being unin-
terested in the child and being overly protective
(432). Other theories suggest biological and
genetic components to undersocialized conduct
disorder (544).

Substance Abuse and Dependence

Drug and alcohol abuse are sometimes viewed
as diseases separate from mental health problems.
In terms of etiology and implications, however,
substance abuse may be similar to other mental
health difficulties. The implications of substance
abuse for children and adolescents are particularly
severe. Substance abuse broadly disrupts a young
person’s functioning, can cause distress and long-
term disability, and can lead to or exacerbate con-
flict in family and peer relationships. Chronic drug
and alcohol use can also harm academic and job
performance. Legal problems arise both from ac-
tions carried out under the influence of drugs or
alcohol and from buying, possessing, and selling
drugs or alcohol. Several substances, such as al-
cohol, barbiturates and sedatives, opiates, and
amphetamines, can, with frequent use, lead to
chemical dependence.

Substance abuse is correlated with problems
such as psychological distress (483), life stress
(156), low school achievement (321), running
away from home (160), parental drug use (547),
and perceived lack of involvement by parents
(483). Substance-abusing children are often trou-
bled by anxiety and depressed moods (19). Sev-
eral studies suggest that many adolescents who
use alcohol and drugs heavily were psychologi-
cally disturbed as younger children (331,486,615;
for conflicting evidence, 338). School learning
problems and aggressive or antisocial behavior
as a child are good predictors of later drug use,
especially if they are associated with difficulties
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in relationships (338). Available evidence suggests
that interventions aimed at treating substance
abuse and dependence must also deal with the
multitude of other mental health problems with
which abusers are also afflicted (63).

Identifying substance abuse as a type of men-
tal disorder is useful because it draws attention
to the mental health implications of abusing chem-
ical substances. Substance abuse in adolescents,

EMOTIONAL DISORDERS

Several children’s mental disorders have their
most noticeable effect on a child’s emotional state.
The severity of children’s emotional problems
varies widely. To represent a diagnosable men-
tal disorder, however, an emotional problem must
be accompanied by considerable impairment of
a child’s ability to function.

Anxiety Disorders

In children with anxiety disorders, excessive
fearfulness and symptoms associated with fear in-
terfere with a child’s functioning. Anxiety-disor-
dered children may experience muscular tension,
have somatic complaints without physical basis,
and experience repeated nightmares. Children
with anxiety disorders may be preoccupied with
unrealistic dangers and may avoid fear-producing
situations to the point of stubbornness or tantrums.

Anxiety disorders that are especially associated
with childhood or adolescence include separation
anxiety disorder, avoidant disorder of childhood,
overanxious disorder, and certain phobic disor-
ders (19). Children with separation anxiety are
afraid to be away from their parents, from home,
or from familiar surroundings. They avoid a va-
riety of normal activities and, in some cases, re-
fuse to go to school. They may cling to parents
and develop physical complaints when separation
is about to occur; if separated, they become fear-
ful, sometimes to the point of panic. Separation
anxiety may lead children to have morbid fears
about their parents’ death, or difficulty sleeping
if family members do not stay with them. This
disorder often waxes and wanes during childhood
years, usually increasing in response to stress.

however, is frequently associated with other men-
tal disorders discussed in this chapter, including
conduct disorder, ADD, and SDD. Substance use
and abuse by children also illustrates the complex-
ity of identifying discrete mental health problems
and separating disorders from normal development.
Considerable evidence suggests that substance use,
and occasional abuse, is currently “a ‘normal’ de-
velopmental reality” among adolescents (369).

Avoidant disorder of childhood or adolescence
is similar in many ways to separation anxiety dis-
order, except that the focus of the problem is con-
tact with strangers rather than separation from
loved ones. These disorders rarely last beyond
adolescence.

Phobias are irrational anxiety reactions to spe-
cific situations or objects leading children to avoid
these situations or objects. Common childhood
phobias include dog, school, and water phobias
(553). Mild phobias are normal and occur among
almost half of all children; they are usually out-
grown. Phobias in an estimated 0.5 to 1 percent
of children, however, can be intense and inter-
fere with the child’s development. Children avoid
the feared object to the point of not participating
in an important activity or avoiding learning im-
portant new behaviors. School phobia is perhaps
the most common childhood phobia (553) and can
lead to serious educational problems (343).

Childhood Depression

“Depression” can refer to a mood, to a set of
related symptoms that occur together, or to a
complete psychiatric disorder with characteristic
symptoms, course, and prognosis (357). The psy-
chiatric disorder includes both depressed mood
and symptoms of impaired functioning such as
insomnia, loss of appetite, slowed activity and
speech, fatigue, self-reproach, diminished concen-
tration, and suicidal or morbid thoughts (19),

Depression influences concentration, energy
level, and confidence; can affect physical health;
and is usually associated with a perhaps unrealis-
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tically pessimistic view of the world (367). Like
other emotional disorders, it has the potential to
seriously impair a child’s abilities to function in
school, with peers, and with family. Depressed
children commonly withdraw from social rela-
tionships. The low self-regard, hopelessness, and
helplessness of depressed adolescents may lead to
suicide (93). The amount of mental suffering de-
pressed children undergo can be considerable, al-
though the degree of impairment and length of
the depression vary considerably (19).

Many depressed children exhibit behavioral
problems that are more longstanding and more
alarming to adults than their depression (95). A
conduct or learning problem may be labeled as
the chief disturbance that needs treatment, while
their depression is overlooked. Some theorists and
researchers have called this “masked” depression,
because these behavioral difficulties, in their
ability to stir up and distract the child and others,
protect the child from experiencing painful, de-
pressed feelings (133). Recent research, however,
suggests that with careful questioning, many such
children with behavioral problems will reveal per-
vasive problems with mood as well as behavior
(102).

Depressive symptoms specific to children may
occur, including anxiety over separation from par-
ents, clinging, and refusal to go to school. De-
pressed adolescents may react with sulky, angry,
or aggressive behavior; problems in school; or
substance abuse (19). Estimates of the prevalence
of childhood depression are variable as a result
of differing criteria used by researchers, differ-
ences in the age of children studied, and other
differences among the populations examined (333).
Estimates range from 0.14 percent (564) to 1.9 per-
cent (332). Among children brought to psychiatric
or education-related treatment centers, estimates
range as high as 59 percent (sos). Available re-
search does not permit an overall conclusion
about the incidence and prevalence of childhood
depression or about the relationship of childhood
depression to other disorders.

The large number and range of theories sug-
gesting the cause of depression are notable, What
seems most likely is that psychological, biologi-
cal, and social causal factors arise together to ini-
tiate and perpetuate depression (13). Most models
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It iS sometimes difficult to distinguish between common
adolescent emotional turmoil and more serious forms
of chil