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ABSTRACT

Diagnoses of patients referring to a child and adolescent psychiatry outpatient clinic
Objective: The aim of the present study is to identify the diagnoses of patients who referred to a child and
adolescent psychiatry outpatient clinic.
Method: Medical records of 538 patients referred to the Children and Adolescent Psychiatry outpatient clinic
at Gulhane Military Medical School, between January 2009 and June 2009 were studied retrospectively.
Results: It was found that the patients were mostly male and within 7 to 18 years of age. It was also determined
that three quarters of patients had at least one diagnosis and the diagnosis rate in children between the ages
of 0-6 was 50 percent. Comorbid diagnoses were found in 13.7 percent of all cases and they were mainly in the
attention deficit hyperactivity disorder (ADHD) group. The most common diagnoses were ADHD, generalized
anxiety disorder, mental retardation, depression and enuresis, respectively. The most common diagnosis in all
age subgroups was ADHD. While the most common diagnoses in boys are ADHD, mental retardation,
generalized anxiety disorder, enuresis and depression respectively, they were ADHD, generalized anxiety
disorder, depression, mental retardation and enuresis in girls.
Conclusion: To know the most common diagnoses, diagnosis differences within genders and possible
diagnoses for certain age groups will be useful for improving child and adolescent psychiatry services.
Key words: Child, adolescent, diagnoses

ÖZET

Çocuk ve ergen psikiyatrisi polikliniğine başvuran hastalarda tanı dağılımı
Amaç: Bu araştırmada çocuk ve ergen psikiyatrisi polikliniğine başvuran hastaların tanı dağılımlarının saptanması
amaçlanmıştır.
Yöntem: GATA Çocuk Ruh Sağlığı ve Hastalıkları Anabilim Dalı Polikliniğine Ocak 2009-Haziran 2009 tarihleri arasında başvuran 538 hastanın dosyaları geriye dönük olarak incelenmiştir.
Bulgular: Olguların daha çok erkek olduğu ve 7-18 yaş grubu çocuk ve ergenlerden oluştuğu saptanmıştır. Başvuran olguların dörtte üçüne, bir ya da birden çok tanı konduğu, 0-6 yaş arası olgularda ise tanı konma oranının
%50 olduğu görülmüştür. Olguların %13.7’sinde eştanı saptanmış, eştanı saptanma oranının en sık dikkat eksikliği
hiperaktivite bozukluğu (DEHB) grubunda olduğu belirlenmiştir. Tüm olgular göz önüne alındığında, en sık saptanan tanıların, sırasıyla DEHB, yaygın anksiyete bozukluğu, zeka geriliği, depresyon ve enürezis olduğu, tüm yaş
gruplarında en sık DEHB tanısı konduğu, erkek çocuklarda en sık DEHB, zeka geriliği, yaygın anksiyete bozukluğu,
enürezis ve depresyon; kızlarda ise DEHB, yaygın anksiyete bozukluğu, depresyon, zeka geriliği ve enürezis saptanmıştır.
Sonuç: Sık saptanan tanıların bilinmesi, cinsiyetler arası tanı farklılıklarının ve yaş gruplarına göre olası tanıların belirlenmesi, çocuk ve ergen psikiyatrisi poliklinik hizmetlerinin iyileştirilmesine katkıda bulunacaktır.
Anahtar kelimeler: Çocuk, ergen, tanılar

INTRODUCTION

C

hild and adolescent psychiatry outpatient clinics
have an important role in diagnosis and treatment
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of various mental disorders. Mental disorders significantly
affect quality of life of both the individual, and family of
children and adolescents like in adults. It was shown in
epidemiological studies that mental disorders are widely
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seen in children and adolescents today and admissions to
child and adolescent psychiatry outpatient clinics are
rapidly increasing. For this reason, early diagnosis and
treatment of mental disorders in children and adolescents
seems to be important for child and adolescent psychiatry
practice.
Although area of interest of child and adolescent
psychiatry covers only the first 18 years of life, this time
interval contains five out of eight stages of Erickson’s
mental-social theory and all stages of classical
psychoanalytical theory. Currently it is widely accepted
that effects of mental problems starting in childhood are
not limited to childhood and adolescence but continue
in adulthood as well.
Only 10-22% of children and adolescents having a
psychiatric disorder and applying to first level healthcare
facilities are diagnosed and this points out that this age
group does not often receive appropriate mental
healthcare. However, it is already known that
psychiatric disorders of children and adolescents can
generally be treated by appropriate approaches and
their social and academic functionality improve
consequently (1).
Referrals to child and adolescent psychiatry
outpatient clinics, symptoms and distribution of
diagnoses were evaluated in several studies (2-4). In a
population-based study, prevalence of mental disorders
in children who were under 18 years old and in
adolescent age group was found 15.8% (5). Prevalence
of mental problems in 4-18 age group in a population
sample in Turkey was reported as 11.3% by parents (6).
In other studies done in children and adolescents,
prevalence of psychiatric diagnoses was found between
9.5% and 19.8% (7-10). Even in developed countries,
only one fifth of children having severe mental problems
can get mental healthcare despite these high prevalence
rates (11).
Stoller reported that (12) most frequent diagnoses
in children and adolescents referring to child psychiatry
outpatient clinics are expressive disorders (attention
deficit/hyperactivity disorder, conduct disorder)
followed by introversion disorders (anxiety disorder,
depression). Aras et al reported that (3) most prevalent
diagnoses in boys are attention deficit/hyperactivity
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disorder (ADHD) (17.8%), enuresis (9.5%), mental
retardation (MR) (7.1%), anxiety disorders (7.1%) and
depression (5.9%); most prevalent diagnoses in girls
are anxiety disorders (12.7%), depression (10.2%),
enuresis (9.5%), MR (7.4%) and ADHD (4.6%). Aktepe
et al. reported that (4) most prevalent diagnoses in boys
are ADHD (15.8%), depression (12.4%), enuresis
(9.7%), anxiety disorders (8.5%) and adjustment
disorder (8.3); most prevalent diagnoses in girls are
depression (21.9%), anxiety disorders (12.6%), enuresis
(11.4%), adjustment disorder (8.5%) and ADHD
(5.2%).
Awareness of distribution and prevalence of mental
problems in children provides basic data to determine
areas of preventive measures and treatment services.
Effective programs towards improvement of child
mental health services can be developed by bringing up
this need of high priority (11). In this study, we aimed
to investigate diagnoses of patients admitted to child
and adolescent psychiatry outpatient clinic of Gülhane
Military Medical Academy (GATA).
METHODS
In this study, files of 548 patients admitted to
GATA Department of Child Mental Health and
Diseases during 6 month period between January
2009 and June 2009 were retrospectively evaluated.
These 548 patients were examined by three different
child and adolescent psychiatrists. Files of 10 patients
were excluded from the study due to significant lack
of information. Files of remaining 538 patients were
included in the study group. Evaluation was based on
recorded semi-structured interview form in which
information was obtained from family and patient at
the first admission to outpatient clinic, patient file and
psychiatric examination information. Distribution
according to gender, age and diagnostic groups of
evaluated cases were determined. Psychiatric
diagnoses of referred patients were done according to
DSM-IV by physicians who examined patients with
clinical interview of mean 45 minutes. Cases were
examined in 3 sub-groups as ages of 0-6, 7-11 and
12-18.
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Statistical Analysis
Data were analyzed by SPSS 11.0 (Statistical Package
for the Social Sciences) software. Number, percent,
mean and standard deviation were used as descriptive
statistics. Data were analyzed by chi-square tests.
Statistical significance was taken as p<0.05 at all
analyses.
RESULTS
Files of 538 patients were included in the study.
58.7% of cases were boys (n=316) and 41.3% were girls
(n=222). 28.4% of cases were 0-6 years old, 41.4%
were 7-12 years old, 30.2% were 12-18 years old. Out
of these cases, 74.7% (n=402) were diagnosed and
remainder 25.3% (n=136) were not diagnosed.
Diagnosis rates according to age groups were given in
table 1 (Table 1).
When cases with multiple diagnoses were evaluated,
total 73 cases (13.6%) had multiple diagnoses with 6
cases between 0-6 years old, 36 cases between 7-11
years old and 31 cases between 12-18 years old. Most

Table 1: Diagnostic rates according to age groups
Age group
0-6 years (n=153)
7-11 years (n=223)
12-18 years (n=162)
Total (n=538)

Cases diagnosed
n
%
77
185
140
402

50.3
82.9
86.4
74.7

Cases not diagnosed
n
%
76
38
22
136

49.7
17.1
13.6
25.3

frequent comorbid diagnosis were seen in ADHD cases
(n=46). Comorbid diagnoses of ADHD and specific
learning disorder (SLD) were seenin 14 cases, ADHD
and generalized anxiety disorder (GAD) in 8 cases,
ADHD and enuresis (EN) in 6 cases, ADHD and
communication disorders in 5 cases, ADHD and
depression in 4 cases, ADHD and mild MR in 4 cases,
conduct disorder, encopresis, chronic motor or vocal tic
disorder, obsessive-compulsive disorder (OCD) and
generalized developmental disorder-unidentified
(GDD-U) in one case. The most prevalent comorbid
diagnosis except ADHD was mild MR and
communicative disorder in 3 cases.
When all age groups were considered, most prevalent
diagnoses were ADHD, GAD, MR, depression and EN,
consecutively. Most prevalent DSM-IV axis I and II
diagnoses and their prevalence were given in table 2
(Table 2).
Table 2: Most prevalent diagnoses and their rates
DSM-IV Axis I or II diagnoses
		
		
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.

Cases diagnosed
(n=538)
n

%

143
38
31
28
27
21
17
15
15
12

26.5
7.0
5.7
5.2
5.0
3.9
3.1
2.7
2.7
2.2

ADHD
Generalized anxiety disorder
Mental retardation
Depression
Enuresis
Specific learning disorder
Social phobia
Obsessive compulsive disorder
Fonolojik bozukluk
GDD-U

ADHD: Attention Deficit Hyperactivity Disorder
GDD-U: Generalized Developmental Disorder-Unclassified

Table 3: First 10 most prevalent DSM-IV axis I and II diagnoses according to age groups
0-6 years (n=76)

7-11 years (n=185)

12-18 years (n=140)

1. ADHD (n=12)
2. GDD-U (n=10)
3. Verbal Expression Disorder (n=8)
4. Autistic Disorder (n=7)
4. Phonological Disorder (n=7)
6. Enuresis (n=6)
7. Stuttering (n=4)
8. Mild MR (n=4)
9. Masturbation (n=3)
10.Articulation Disorder (n=2)

1. ADHD (n=85)
2. GAD (n=19)
3. Enuresis (n=17)
4. Mild MR (n=14)
5. SLD (n=12)
6. Phonological Disorder (n=6)
7. Stuttering (n=5)
8. Depression (n=5)
9. Borderline Intelligence (n=5)
10. OCD (n=4)

1.
2.
3.
4.
5.
6.
7.
8.
9.
9.

ADHD (n=46)
Depression (n=22)
GAD (n=18)
Social Phobia (n=12)
OCD (n=11)
SLD (n=7)
Mild MR (n=6)
Conduct Disorder (CD) (n=5)
Enuresis (n=4)
Tic Disorders (n=4)

ADHD: Attention Deficit Hyperactivity Disorder, GAD: Generalized Anxiety Disorder
GDD-U: Generalized Developmental Disorder-Unclassified
MR: Mental Retardation, SLD: Specific Learning Disorder, OCD: Obsessive Compulsive Disorder
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Table 4: Most frequent diagnoses and their distribution according to gender
		
DSM-IV Axis I or II diagnoses

Boy (n=316)
n

Girl (n=222)
%

n

1. Destructive Behavioral Disorders
a. ADHD
b. Conduct disorder
c. ODD

106
102
3
1

33.5
32.2
0.94
0.31

44
41
2
1

19.8
12.215
< 0.001
18.4
12.743
< 0.001
0.9		
a
0.45		
a

2. Anxiety Disorders
a. Generalized anxiety disorder
b. Obsessive compulsive disorder
c. Social phobia
d. Other anxiety disorders

39
18
9
10
2

12.3
5.6
2.8
3.1
0.6

36
20
6
7
3

16.2
1.632
9.0
2.180
2.7
0.010
3.1
0.000
1.4		

3. Expressive disorders
a. Enuresis
b. Encopresis

19
17
2

6.0
5.3
0.7

12
10
2

5.4
0.089
0.766
4.5
0.210
0.647
0.9		
a

4. Intelligence below normal level
a. Mental retardation
b. Borderline intelligence

24
20
4

7.5
6.3
1.2

14
11
3

6.3
0.330
4.9
0.453
1.4		

0.566
0.501
1.000

5. Affective disorders
a. Depression
b. Bipolar disorder

14
12
2

4.4
3.7
0.7

16
16
0

7.2
1.910
7.2
3.073
0		

0.167
0.080
a

6. Communication disorders
a. Stuttering
b. Phonological disorder
c. Articulation disorder
d. Verbal expression disorder

28
8
11
3
6

8.8
2.5
3.4
0.9
1.8

11
2
4
1
4

4.9
2.959
0.9
1.604
1.8
1.357
0.45		
1.8
0.000

0.085
0.208
0.244
a
1.000

7. Generalized developmental disorders
a. Autistic disorder
b. GDD-U
c. Asperger syndrome

17
6
10
1

5.3
1.8
3.2
0.3

6
3
2
1

2.7
2.283
1.35
0.138
0.9
2.242
0.45		

0.131
0.742
0.135
a

8. Tic disorders
a. Chronic motor/vocal tic disorder
b. Tourette syndrome

9
6
3

2.8
1.9
0.9

3
3
0

1.4
0.940
1.4
0.138
0		

0.375
0.742
a

9. Learning disorders

15

4.7

6

2.7

0.265

%

χ2

1.453

p

0.201
0.140
0.920
0.994
a

a, p value could not be calculated due to inadequate number of cases. χ2, Chi square
ODD: Oppositional Defiant Disorder, ADHD: Attention Deficit Hyperactivity Disorder
GDD-U: Generalized Developmental Disorder-Unclassified

When most prevalent diagnoses according to age
groups were examined, ADHD was in the first rank at
all three age groups. GDD-U and verbal expression
disorder follow ADHD in 0-6 age group, GAD and EN
in 7-11 age group and depression and GAD in 12-18 age
group. First 10 DSM-IV axis I and II diagnoses according
to age groups were given in table 3 (Table 3).
ADHD, MR, GAD, EN and depression were most
prevalent diagnoses in boys and ADHD, GAD,
depression, MR and EN were most prevalent diagnoses
in girls, consecutively. Most prevalent diagnoses and
distribution of them according to age groups were given
in table 4 (Table 4).
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DISCUSSION
In our study, most prevalent diagnosis among cases
admitted to child and adolescent psychiatry outpatient
clinic was found as ADHD, number of boys was higher
and referrals were higher at school age and adolescence.
Mostly boys are referred to child and adolescent
psychiatry outpatient clinic (13). Research done at four
different child psychiatry clinic in Turkey showed that
61.5% to 66.95 of cases are boys (4,13-15). HarpazRotem and Rosenheck (2) reported in their study which
included 40,000 children that 60.8% of cases are boys.
Recart et al. (16) reported that 53.2 % of 376 cases
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referred to a child and adolescent psychiatry clinic were
boys. Proportion of 57.8% found in our study seems to
be consistent with literature. Higher referral rates of
boys to mental health outpatient clinics compared to
girls in general population seem to be related to later
starting and ending maturation of boys compared to
girls (13).
Harpaz-Rotem and Rosenheck (2) reported that out
of nearly 40,000 children referred for mental healthcare,
13% were between 0-6 years old, 41% were between
7-12 years old and 46% were between 13-18 years old.
Aras et al. (3) found these rates 23%, 43.7% and 33.3%,
consecutively. Tanrıöver et al. (13) found that most
frequent referrals are from 6-11 age group and Aktepe et
al. (4) reported that 7-12 age group are referred most. In
our study these rates were found 28.4% (0-6 years),
41.4% (7-11 years) and 30.2% (12-18 years),
consecutively. When all these studies are evaluated
altogether, majority of referrals are at primary school
age and adolescence, although age groups of highest
prevalence of referrals vary in different studies, referral
rates are very close to each other in 7-11 and 12-18 age
groups. High referral rates at these periods may be
related to adjustment problems occurring in school
starting period and behavioral problems in adolescence.
In this study, 74.7% of all cases were diagnosed, but
remainder 25.3% did not take any psychiatric diagnosis.
Aktepe et al.(4) reported that at least one diagnosis was
made in 87.3% of cases and remaining 12.7% had
normal characteristics and Aras et al. (3) reported that
85.1% of cases had at least one diagnosis and remaining
14.9% had normal characteristics. Higher proportion of
cases evaluated as normal in our study compared to the
two studies above may be due to higher probability of
referral of more severe cases to child and adolescent
psychiatry outpatient clinics of these university
hospitals and referrals from different socio-economic
levels; however, only families of a specific profession
can be referred to the clinic where this study was done.
Referrals from a specific profession might have caused
a higher socio-economic level and consequent higher
number of referrals for consultation.
5.3% of cases between the ages of 0 and 6, 82.9% of
cases between the ages of 7 and 11, and 86.4% of cases

between the ages of 12 and 18 had one or more than
one diagnosis. In child psychiatry outpatient admissions,
evaluation of mental skills, learning levels, lingual skills,
adjustment skills, visual-motor coordination and
personality characteristics have great importance (17).
Especially not having any diagnosis in half of admissions
at pre-school period may be related to admissions to get
above characteristics to be evaluated. In a study by
Görker et al. (18) which evaluated symptoms and
diagnoses of 1079 adolescents between the ages of 12
and 18, diagnosis rate of cases was found 81.5%. This
number is consistent with 86.4% rate found for the
same age group in our study. However, Görker et al.
also evaluated axis III diagnoses but we only evaluated
axis I and II diagnoses.
In our study, it was found that 13.6% of our cases
(n=73) had comorbid diagnoses. Comorbid diagnosis
rates were found 15.29%, 25% and 28.7%, consecutively
in three studies done with children and adolescents
(3,4,18). In a study done abroad, this figure was reported
as 29.9% (19). It was reported that comorbid diagnoses
increase severity of the disease, cause more chronic
course and impair psychosocial functionality and more
evident impairment in quality of life (20). Comorbid
diagnosis rate found in this study is similar to the results
of the study which Görker et al. did with adolescents
only but it may also be related to lower number of
studies examined both child and adolescent age groups,
higher number of normal cases in our study compared
to other studies and limited patient profile admitted to
our outpatient clinic. Not getting comorbid diagnoses
seems to be possible due to not using semi-structured
interview forms for diagnosis as well.
Recart et al. (16) mainly found ADHD, other
destructive behavioral disorders, adjustment disorders
mood and anxiety disorders in cases admitted to child
and adolescent psychiatry clinics. Harpaz-Rotem and
Rosenheck (2) reported that most prevalent diagnoses
were ADHD, depression and anxiety disorder; in the
same study they reported that depression and anxiety
disorders increase in time. Aras et al. (3) found that
most prevalent diagnoses were ADHD, EN and anxiety
disorders, depression and MR, consecutively; Aktepe et
al. (4) reported that most prevalent axis I and II diagnoses
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were depression, anxiety disorders, EN, ADHD and
adjustment disorders, consecutively. Most prevalent
diagnoses we found in our study were ADHD, GAD,
MR, depression and EN and these findings are consistent
with the literature. Detecting oppositional defiant
disorder (ODD) only in 2 out of 538 cases may be
related to not putting diagnoses with structured clinical
interview, frequent concordance of ODD with ADHD,
neglecting ODD diagnosis due to diagnosis and
treatment of ADHD. Differences in frequencies may be
due to sample sizes and socio-economic characteristics
of patients admitted to child psychiatry outpatient
clinics where these studies were done.
In our study, most prevalent diagnosis we detected
according to age groups was ADHD for each three age
groups. In 0-6 age group GDD-U and verbal expression
disorder follows ADHD, in 7-11 age group GAD and
EN follow, consecutively and in 12-18 age group
depression and GAD follow, consecutively. HarpazRotem and Rosenheck (2) divided cases in their sample
into three sub-groups and evaluated them twice in
1995 and 2000 for diagnostic purposes. They found
that in both evaluations at 0-6 age group, most
prevalent diagnoses were ADHD, adjustment disorder
and anxiety disorders, in the second evaluation
performed 5 years later, autism diagnoses were found
significantly higher in boys. In our study, autism and
GDD-U were among five most prevalent diagnoses in
0-6 age group.
In both evaluations at 7-12 age group, first two most
prevalent diagnoses were ADHD and adjustment
disorder, however in the third rank there was mild
depression in boys and anxiety disorders in girls. In our
study, enuresis was diagnosed more compared to this
study. This difference may be related to sample size of
our study which is 80 times smaller than the sample
size of the mentioned study. Moreover, diagnoses in
“other diagnoses” sub-title of diagnostic groups of
Harpaz-Rotem and Rosenheck study (2) were not
declared.
In the same study, ADHD, adjustment disorder and
mild depression were found consecutively at boys from
13-18 age group and adjustment disorder, mild
depression and depression were found consecutively at
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girls from the same age group. In the second evaluation
of 7-12 and 13-18 age groups performed five years later,
more cases were found to get anxiety disorders and
ADHD.
In their study which evaluated diagnoses of children
and adolescents in 12-18 age group Görker et al. (18)
found that most frequent diagnoses were anxiety
disorder, mood disorder, MR, expression disorders and
destructive conduct disorder, consecutively. In our
study, most prevalent diagnoses were ADHD,
depression, GAD, social phobia and OCD,
consecutively. Diagnostic groups were similar with
results of the study of Görker et al. except ADHD.
It is already known that in population sample,
expressive and communicative disorders (aggressiveness,
criminal behaviors and ADHD) are more prevalent in
boys and introversion problems (retraction, somatic
complaints, anxiety, depression) are more prevalent in
girls (21-23). In a study done abroad, destructive
behavioral disorders are observed 3 times more in boys
than girls (24). Girls get affective and anxiety disorder
diagnoses more frequently and destructive behavioral
disorders are seen less frequently (25,26).
Frequent diagnosis of anxiety and depression in girls
and ADHD in boys referred to child and adolescent
psychiatry outpatient clinic in our study are consistent
with literature but the most prevalent diagnosis of
ADHD in girls is discrepant with the literature. This
inconsistency may be related to relative low number of
cases in the sample. ADHD is diagnosed later in girls
compared to hyperactive and impulsive ADHD cases
due to commencement of attention deficit which is
frequently reported in girls after seven years of age
(27,28). However, child psychiatry training is getting
widespread in our country and number of specialists is
increasing and this may also increase diagnoses at girls
referring with complaints suggesting ADHD. Evident
impairment in functionality also direct families towards
seeking treatment although diagnostic criteria may not
be fully met (29). This search for treatment might also
have increased number of ADHD diagnoses in girls.
This finding should be re-evaluated in studies with
wider samples. Among the most prevalent diagnoses in
our study were anxiety disorders, EN and MR after
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ADHD in boys and anxiety disorders, depression, EN
and MR in girls seem to be consistent with literature
(3,4).
Absence of diagnosis of alcohol and substance abuse
disorder in any of the cases in our study may be related
to presence of diagnosis and treatment centers specific
to alcohol and substance abuse disorders, diagnosis of
conduct disorder in cases with alcohol and substance
abuse in this study and probable negligence of comorbid
alcohol-substance abuse disorder.
In this study, our main focus was diagnoses of cases
and their initial complaints and socio-demographic data
were not evaluated, diagnoses were not done with
structured scales and covering not only cases first
referred but also cases applied for control visits are
limitations of this study. However, to our knowledge,

evaluation of child and adolescent cases by age groups
first time in our country can be evaluated as the strong
part of our study.
CONCLUSION
In this study it was observed that mostly boys are
referred to child psychiatry and referral frequency was
higher in 7-11 and 12-18 age groups. Results of this
study point out that diagnostic differences between
genders and probable diagnoses according to age
groups should be considered. Also, it is suggested that
awareness of frequent diagnoses guides in diagnosis
and treatment processes. Findings from this study may
be developed by studies with wider samples having
higher number of cases in sub-groups.
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