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Adolescent patients served in an outpatient child
psychiatric clinic
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clinicc. Chula Med J 1995 Jul; 39(7): 491-510

The study of adolescent patients referred to the outpatient child psychiatric
clinic at Chulalongkorn Hospital was carried out in order to assess the existing service
for the adolescents and to determine whether there is a need to plan for a special service
for this age group. A study of the unit registry during a ten-year period (1985-1994)
showed that the proportion of adolescent patients referred increased during the previous
three years. Adolescent boys outnumbered girls, and boys were referred
at younger ages than girls. Of all the cases referred in the past year (n=200), the
mean age was 12 years 4 months with a male-female sex ratio of 1.22:1. The most
common reasons for referral were behaviour (22.5% ), intellectual and learning problems.
Mental retardation and adjustment disorder were the most common psychiatric diagnosis
found, as well as a group of other problems which did not meet the criteria for diagnosis
according to DSM-1V. Comparisons between doctor-referred and parent-referred
cases showed that parents tended to refer adolescents with behaviour problems while
doctors tended to refer those with somatic problems. Accordingly, conduct disorder,
attention defict hyperactivity disorder (ADHD) and substance use disorder were
diagnosed more in the parent-referred group. The diagnosis of mental retardation,
pervasive developmental disorder and learning disabilitites were diagnosed more in the
doctor-referred group. Family functioning of these referred adolescsents were recorded

as adaptive in only (19.7%) of the cases. The main therapeutic intervention used was
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combined individual and family therapy. The findings described provide basic infor-
mation which can be used to organize better service or to plan for future special service,
especially when compared wiht other studies and comunity data. They also revealed
the direction of teaching and future research, as well as a suggestion for a good and

effective model of helping troubled adolescents.

Key words : Adolescent patients, Outpatient child psychiatric clinic.

Reprint request : Wacharasindhu A. Department of Psychiatry, Faculty of Medicine,
Chulalongkorn University, Bangkok 10330, Thailand.
Received for publication. May 9; 1995.



™y L) aa a [
Vol. 39 No.7 diheioinluadindavman

July 1995

493

a [ U a 1 aa _a < '3 .
pdan Jusdus. dilhwiviwluadindanmdn. Iwansalingans 2538 ningrau:

39(7) : 491-510

nrsfinsigtheiviuluaddniandn Tsewoinagmansal iWaszidunsly
u‘fmiﬁn"vayluﬂa?ﬁuuaztﬁaZ?ﬂun7w‘?a7ms7n757wunun777n”u?mfﬁtﬂyﬁ"mﬁ/nzjm”aju
wudrluszes 10 DHfAnm (.. 2528-2537) a’”@a':mwaaﬁ/juﬁgna'wvzﬁnmzﬁﬁn‘fulusw:
3 Ivay lewimawisgumeninniviviunds uazibyumedmlngilongiosniniviundq
Zua’mvm’z/y'ur"f#qmﬁ?nmﬁnﬁﬁnn‘fmmZui"/ﬁrhum (2537) wua')gtaé’"a 12 1 4 1Ay
BATIFINTILGAINGYY 1.22 7 1 mmg#ﬁamzﬁ'nmﬁwuﬂau s dynwn@nssu (Fouas 22.5)
aatlyan wsznSen nazygndouuazmsysudafayn@idunaiteden i einy
U'azuﬁutﬁmnﬁnq’waaﬂzymguffnf'z71/767”n"un7ﬁﬁad'ymoi7m'J‘Jmu DSM-IV  waved
mm/?m.uﬁyuwaqnq'm”yjuﬁddm[m/uwmﬁm:mjuﬁgﬁ/nnmomd?nmw"wwmamuﬁ
winasavinanyinmdreaunadymingdnTsy mm:ﬁ"uwmfu”na’wim"b;’uf/ﬁmm?nwmu
Zunzy’m"yjuﬁg"dnmaatf/ug’mwmaaYﬂ"ﬁjmﬁﬁad'zn"uf/uﬂ77&/1/5:wz75ﬁmjnﬁ AR
Unfuyvausau aqzj?ziﬁ'a uazm5éwmsmw6@mnm'7my'yﬁuwmfa"d n@'yﬁuwmfm'l@"fu
myidvamidunzdygrden, safiadn ussdywimsiSuuuinni maua?wadfz/juﬁm
Snndmasuaauasyimian leaiRessouas 19.7 m7§'nm7f'wm§'aﬁn°7mnﬂqﬂ fio im
1aeIda TN UAIauATILILA Namsﬁnmz‘i’immﬁnfayaﬁujmwaafz/juﬁmﬂ?nm
lunddiniaiman fammmZ?f"tﬂuzhz[zmﬂumﬂwaJ;\vmﬂn"u?ms n3o9aUTMIMIAY
FMIUITH Tmuawvzamaﬁl\:nﬁﬁmnﬂ?ywﬁz/un'“um7ﬁnyvﬁuztazﬂ°ayaa7ng&mu uan
PINBUNENIANEIE NI FuwInen s IMsAnm ez IANIAY  TIurasauNE

a C a4 o o+ oda o o a a
31/[[UU7/3\777751/7”75[W077’JU‘”ﬂa')ﬂ;un&lﬂ[y”"n@“ﬂ:ﬂll?:ﬁnffnw




494 ad® wIdng

The total number of adolescent population
all over the world is rising. It is estimated that
30% of total world population is in the age range
between 10 and 24 year and 80% of these lives
in developing countries. In Thailand report from
Institute of population studies in the year 1994
showed that adolescent population in the age
range between 10 and 19 year constituted
20.84% of total population. Government policy
concerning plan to develop children and ado-
lescents between 1992 and 1994 stated the plan
to help adolescents in many aspects including
physical and mental health, intelligence and
abilities, social and moral aspects and specific
group such as prostitutes, homelessness, labour
and the abused. However it was reported that only
30% of problemed adolescents had been helped.

Prevalence rates of psychiatric disorder
among adolescents in the general community
vary between 10% and 20%, depending upon the
method used and population.” In the UK. where
the adolescent group accounts for 15% of the
population the 1-year period prevalence of
psychiatric disorder is about 10-15% and rises to
21% in study focused on older teenagers living
in inner cities and used self-report studies.*™
The levels are similar to those reported from the
U.S..® Canada,® Australia,”” New Zealand,®
Scandinavia® and also Thailand."® Epidemio-
logical data on age changes in overall prevalence
and patterns of psychiatric disorder suggest that
adolescence is an age period during which there
are striking changes in both the frequency and

form of psychiatric disorder.C""

The specific
types of psychiatric disorder that are noticeably
more prominent during adolescence includes
schizophrenic illness,"'” depressive conditions

(13.14) ,

attempted
(16)

including manic-depressive illness,

suicide," soical phobia and agoraphobia,
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obsessive-compulsive disorder"” and anorexia
nervosa and other eating disorders.

Studies of referrals to child and adolescent
psychiatric clinics in the US"® and the UK!?
show a rising rate in referrals from childhood
through adolescence with the notice that adole-
scents are the largest users of psychiatric outpatient
clinics in the US."® However in general practice
psychiatric service for adolescents has been noted
to be marked by gaps and duplication.”” Some
psychiatrically disturbed adolescents has been
served in child psychiatric clinic while the others
had gone to adult service. It has been argued
whether to have specific adolescent clinic to
serve the large number of this specific age group.
This decision depends on the type of problems
the referred adolescents have comparing with
children and adult and the training and expertise
of psychiatrists involved in treating them. It had
been suggest traditionally that the day’s work in
adolescent psychiatry need psychiatrists with
training in child psychiatry because adolescence
is developmentally part of the childhood move
from total dependence to independence and best
understood from that perspective.®"

The Chulalongkorn hospital child psy-
chiatric service has long been a service for chil-
dren and adolescents out-patients and in-patients
age from birth to 15 since 1967. This age range
certainly includes early adolescence. In practice
some of adolescents age over 15 were also
referred because of the attitudes and feeling
described above that they needed child psychia-
trist’s experience in understanding and helping
them. The aim of this paper is to study the
service for adolescents in the unit in past years
by describing the proportion and demography of
adolescent patients in the unit, types of problems

referred, referral sources and diagnosis given.
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Methods

A unit register in the past 10 year (1985-
1994) were reviewed to collect the data con-
cerning the number of adolescent patients (age
over 10) referred each year, the proportion of
adolescent patients comparing with total patients
and demographic details concerning age range
and sex. A study of adolescent patients was
done in detail for those presenting in the past
year (1994) by using the information from the
case note which has standarized information
sheet and asking the involved clinicians for
more information. The following data were re-
corded: age and sex of referred patients, sources
of and reasons for referral, diagnosis and service
provided. Comparison between doctor-referred
and parent-referred group was done in the aspect
of age, sex ratio, reasons for referral and psy-
chiatric diagnosis. Comments about family func-
tioning as well as other important features

were also noted.

Patient referred

3001
200+ -7

1001

No of patients referred

% of adolescent patients
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Results

During the ten-year period (1985-1994),
the number of total adolescent patients referred
(the

total number of patients referred each year varied

each year varied between 122-213 cases.

from 496-767 cases.) The proportion of adolescent
patients referred varied from 23.7-32.3% (Table
1) It is interesting to note that the proportion of
adolescent patients referred were increasing for
the last 3 years. (Fig 1). The sex distribution
showed that boys outnumbered girls in every year
except 1989. (Table 1) When considering age
range by dividing into 4 groups @ 10-11, 12-13,
14-15, 15 + the data had shown that the most
common age group being referred were age range
from 12-13 for the whole group (not considered
which sex) and the female group. However the
most common age group among adolescent boys
were younger that is 10-11. In addition for the
group of girls during 2 year (1992, 1994) the
most common age group referred were 14-15.

(Table 1)

Percentage
of adolescet
patients

2
— 1

" > i n

1985 1986 1987

Figure 1.

1988 1989 1990 1991 1992 1993 1994

(year)

The proportion of adolescent patients referred each year.
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Table 1. Adolescent patients divided into 4 age group.
Male Female
Year Total 10-11 12-13 14-15 15 + yr Total 10-11 12-13 14-15 15 + yr
yr yr yr yr yr yr
1985 61 31 20 13 - 61 20 28 13 -
1986 91 35 37 18 1 69 23 22 20 4
1987 80 23 40 16 1 79 24 30 21 4
1988 83 27 31 22 3 64 23 26 14 1
1989 74 34 24 15 1 76 20 39 17 -
1990 93 34 32 24 3 84 29 30 22 3
1991 88 23 36 26 3 76 24 18 31 3
1992 106 37 36 20 13 92 26 30 30 6
1993 128 50 48 20 10 108 33 a4 25 6
1994 119 50 36 25 8 94 19 27 31 17

Details concerning the adolescent patients
attending the clinic in the year 1994 had shown
that the total number of patients was 200 with
the mean age of 12 years 4 months and the sex

ratio male : female of 1.22 : 1

Reasons for Referral

The reasons for referral for all adolescent
patients in the year 1994 by age and sex was
decribed in table 2. The most common reason
for referral for all is behaviour problem which
account for 22.5%. These behaviour problems
varied from misbehaviour including disruption
and quarrelling at home and/or school, stealing
at home or outside to more serious misbehaviour
including running away from home. The beha-
viour changes that warrant psychiatric assessment
of serious psychiatric disorder were also included
in this category. The second and third reason for

referral were intellectual and learning problems.

The intellectual problems were noted when the
referrer thought that the adolescent has a problem
with his/her 1Q while the learning problems
included every school-related problem such as
attention in the classroom. The fourth reason
for referral were somatic complaints which in-
cluded headache, abdominal pain, hyperventilation
and others which remind referrer of physical
illness but no illness detected. The problem of
abuse which included physical and sexual abuse
was the fifth reason for referral. The sixth reason
for referral was emotional problems which
included depression, anxiety, fear and obsession-
compulsion. Habit problems including eating,
sleeping, toilet training was the seventh reason
for referral. Suicidal attempt came the eight in
the list with the same frequency as other pro-
blems which included sexual, social relationship
and language problem. Lastly three cases in this
particular year came to the out-patinet because

of abusing drug.
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Table 2. Reasons for referral of adolescent patients (1994) by Age and Sex.
Male Female
Reasons for referral
10-11  12-13 14-15 15°  10-11 12-13 14-15 15"

1. Intellectual 8 7 - 5 6 2 -
2. Learning (including 1 7 1 1 1 1 -

attention school

problem)
*3, Behaviour (Conduct) 11 7 2 - 4 6 -
4. Emotional - 2 - 1 1 4 -
5. Somatic 3 2 - 1 6 7 1
6. Suicidal attempt - - - - 2 2 -
7. Habit (including feeding, 1 - - 1 2 1 -

sleeping, toilet training)
8. Abuse - - - 1 - 4 10

9. Substance use - -

10. Development (including 1 1
language)
11. Social relationship 1 -

The data concerning the reasons for
reférral were looked into in details divided by
sex and age range. (Table 2) For the adolescent
boys, the order of the first five most common
reasons for referral was the same as the reasons
for all cases without considering sex that is
behaviour, intellectual, learning, somatic and
emotional problem respectively. It is noted that
no cases of adolescent boys came because the
reason of being abused. Only one boy came to
the out-patient after attempted suicide. (Male :
: 4). Two out of three cases
(Male :

Female ratio = 1
of drug abused were adolescent boys.
Female ratio = 2 : 1)

When the data were looked into in the

group of adolescent girl. It is interesting to see

the change in the order of frequency of the
reasons for referral. The most common reasons
for referral were the problem of being abused.
The somatic complaints came the second. While
the intellectual problem was still the third, the
learning problems became less important and
being the seventh. The behaviour problems were
also less important and came on the fifth. The
emotional problems were considered the fifth
which is similar to the group of adolescent boys
while girls outnumbered boys in the problem of
suicidal attempt. Adolescent girls comprised the
group of habit problems e.g. bedwetting more
than boys with the ratio of 2 : 1. The reasons
for referral were different in different age group.

The most common reasons for referral for
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younger age group (10-11 and 12-13) was in-
tellectual problem while the older group (14-15)
the most common reasons for referral was be-
haviour problem. The problem of abuse is the
most common reasons for referral in the oldest

group (15 up).
tellectual and learning problems are common

In general it is noted that in-

reasons for referral in younger age group. The
behaviour problems are the common reasons for
referral in all age group but marked more common
in older group. The somatic and habit problem
are the reasons for referral which were found to
distribute in every age group. The reasons for
referral that were seen more common in older
age group are the emotional problem, suicidal

attempt, abuse and substance use.

Psychiatric diagnosis

The diagnosis was divided into 8 cate-
gories according to DSM-IV classification®” and
the data concerning psychiatric diagnosis was
looked into in details by considering age group
and sex. (Table 3) The most common psychiatric
diagnosis for all cases was Mental Retardation
(including borderline Intelligence and develop-
mental delay). The second most common diag-
nosis was the group of other problems not met
the criteria for the diagnosis according to DSM-
IV. The third most common diagnosis were
adjustment disorder and abuse. Psychosis was the
fourth in the list. Attention-deficit hyperactivity
disoder (ADHD) was the fifth most common
diagnosis as well as the group of normal or no
diagnosis. Depression was the sixth in order of
commonest while conduct disorder, organic brain
syndrome, enuresis, learning disabilities and child
rearing or relationship were the seventh in order.

The less common diagnosis (the eighth and ninth

Chula Med J

in order) includes conversion disorder (including
hyperventilation syndrome), other emotional dis-
order (including anxiety, obsessive disorder) and
psychological factors affecting physical condition.
There were one case of pervasive developmental
disorder and one of substance use disorder.

When the group of adolescent boyg and
girls were divided (Table 3), the most common
psychiatric diagnosis was still mental retardation.
There were boys and girls in equal proportion in
the diagnosis of depression, psychosis, adjust-
ment disorder and child rearing problem.
However adolescent girls outnumbered boys in the
diagnosis of abuse, conversion disorder (including
hyperventilation syndrome) and enuresis. There
were higher proportion of boys than girls in the
diagnosis of conduct disorder, attention deficit
hyperactivity disorder (ADHD), organic brain
syndrome and learning disabilities. Two cases of
pervasive developmental disorder and substance
abuse were all boys.

The data concerning psychiatric diagnosis
was also looked into in details concerning diffe-
rent age group and it had shown that most of the
psychiatric diagnosis had been distributed equally
among different age group. (Fig 6) These di-
agnosis included emotional disorder (including
anxiety and obsessive-compulsive disorder), psy-
chological factors affecting physical con-
dition, adjustment disorder, abuse, mental retar-
dation (including hyperventilation syndrome),
enuresis and child rearing problem. However
attention deficit hyperactivity disorder (ADHD),
organic brain syndrome and learning abilities
were found in younger age group more than
older age group. The psychiatric diagnosis that
were found in older age group more than younger
age group includes conduct disorder, depression,

psychosis and substance use disorder
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Table 3. Psychiatric diagnosis of adolescent patients (1994) by Age and Sex.

Male Female

Reasons for referral

+

10-11 12-13 14-15 15° 10-11 12-13 14-15 15

1. Conduct disorder - ] 3 - - - - -
2. Depression (Dysthymia) 1 2 1 - - - 2 1
3. Emotional disorder - 1 1 - - - - _

(including anxiety,
obsessive-compulsive
disorder)

4. Attention deficit 5 2 1 - - - - -
hyperactivity disorder
(ADHD)

5. Psychological factors

|
i

|

1

|
-

|

affecting physical

condition
6. Psychosis 1 1 2 1 - 2 4 -
7. Adjustment disorder 3 3 - - 1 7 3 -
8. Abuse - 1 - - 1 1 5 9
9. Mental Retardation (MR) 6 5 6 - 7 6 4 -

(including Borderline
intelligence, developmental
delay)
10. Organic brain syndrome 4 - - - - - - -
11. Pervasive developmental 1 - - - - - - -
disorder (PDD)

12. Conversion dis (including - - - - 1 2 - -
hyperventilation syndrome)
disorder)

13. Enuresis 1 - - - 1 2 - -

]
|
-
|
1
!

]

!

14. Substance use disorder

15. Other (including sexual 5 5 1 2 - 2 3 -
problem, suicidal attempt,
child rearing problem

16. Child rearing or 1 - 2 - - - 1 -
relationship problem

S
I
|
|
|
|
|
|

17. Learning disability

N
N
N
1
!
1
N
|

18. Normal or No diagnosis
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Sources of referral The comparison was done between two group in

The referral sources were divided into two  term of demography, reasons for referral and

large group : doctor-referred and parent-referred. psychia-tric diagnosis. (Table 4,5,6)

Table 4. Comparison of demographic data between different referral sources.

Demographic data Dr.referred Parent-referred t-test
(n= 93) (n=107)
1) Mean age 12 yr. 9 mo. 13 yr. 1 mo. n.s.
2) Sex (M:F) 1.11:1 1.55:1 x? test
n.s.

Table 5. Comparison of Reasons for referral between different referral sources.

Reasons for referral Dr. refered Parent-refered x*
(n = 78) (n = 82)
1. Intellectual 19.38 % 1.88 % 17.84%**
2. Learning (including 0.63 % 15.00 % 13.20%**
attention, school problem)

*3. Behaviour (Conduct) 4.38 % 18.13 % 8.38**
4. Emotional 4.38 % 1.88 % 3.62
5. Somatic 11.25 % 1.88 % 6.70**
6. Suicidal attempt 2.50 % 0.63 % ns
7. Habit (including feeding, 2.50 % 1.25 % ns

sleeping, toilet training)

8. Abuse 1.25 % 8.13 % 5.05*

9. Substance use 0.63 % 1.25 % ns

10. Development (including 1.25 % 1.25 % ns
language)

11. Social relationship 0.63 % - ns

* P <05, ** P < .01, *** P < 001
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Table 6. Comparison of Psychiatric diagnoses between different referral sources.

Psychiatric Dx Dr.referred Parent-referred X
(n=75) (n=76)
1. Conduct disorder, ADHD 0.66 % 9.27 % 7.44**
(including substance use
- disorder)
2. Emotional disorder (including 1.32 % 3.97 % ns.
depression, anxiety, obsessive-
compulsive disorder)
3. Mental Retardation, Pervasive 19.21 % 7.28 % 5.04*
developmental
4. Habit disorder (enuresis) 1.32 % 1.32 % ns.
5. Psychological factors affecting 1.32 % - ns.
physical condition
6. Psychosis 4.64 % 2.65 % ns.
7. Adjustment disorder 5.96 % 5.30 % ns.
8. Abuse ’ 1.32 % 9.93 % 6.93**
9. Organic brain syndrome 0.66 % 1.32 % ns.
10. Conversion disorder (including 2.65 % - ns.
11. Other (including) sexual prob., 10.60 % 9.27 % ns.

suicidal attempt child rearing

problem, no Dx.

*P < .05, **p<.01

The total cases of the doctor-referred
group in the year 1994 was 93 with the mean age
of 12 years 9 month while the total cases of the
parent-referred group was 107 with the mean age
of 13 years 1 month. Using t-test two group were
not different in mean age of referred. The sex
ratio of doctor-referred group was 1.11 : 1 while
it was 1.55 . 1 in parent-referred group. It was
noted that adolescent boys outnumbered girls in
both group. Usig X* test there were no significant

difference in two group in term of sex ratio.

The comparison between two group in
term of 11 reasons for referral has shown that
there were significant difference at P <.001 using
X? test for 2 reasons which included intellectual
and learning problems. It is noted that doctor
referred more of intellectual problem while
parents referred more of learning problems
which included attention and school-related
problems. The other 2 reasons for referral that
were significantly difference at P <.01 between 2

group using X* test were behaviour problems and
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somatic problems. The data had shown that
behaviour problems were the reasons for referral
from parents more than doctor and doctor referred
more somatic problems than parent did. There
were also significant difference at P <.05 between
2 group using X* test for the problem of abuse
in which the data had shown that doctor referred
this type of problem less.

The psychiatric diagnosis among two
group were compared by grouping into 10
diagnostic categories. There were significant
difference at P <.01 when using X? test between
two group for 2 diagnosis which were the group
of conduct disorder and the problem of abuse
in that the diagnosis of conduct disorder, atten-
tion-deficit-hyperactivity disorder (ADHD) and
substance use disorder were diagnosed more in
the parent-referred group than the doctor-
referred group as well as the problem of abuse.
Conversely the doctor-referred group were
diagnosed mental retardation, pervasive develop-
mental disorder and learning disabilities more
than the parent referred group. (The difference
was‘statistically significant at P <05 using X
test.) Moreover it is noted that the diagnosis of
psychologcial factors affecting physical condition
and conversion disorder (including hyperventila-
tion syndrome) were diagnosed only in the doctor-

referred group. No cases was found in the parent-

referred group.

Family function

Structure and function of the family was
available in 81 cases. Family functioning was
recorded as adaptive in only 19.7%(16 cases).
The remainder can be described as abnormal
structured and functioned families. Families

with abnormal sturcture include death of parents,

Chula Med J

parental divorce, reconstituted family and
adoption. Other features related to abnormal
structure were parental separation by work cir-
cumstance in which parents were working in
different provinces or countries leading the
children to be reared by only one parent, parental
extramarriage and children who were not reared
by parent (mostly reared by grandparents).
Abnormal family functioning includes parental
mental illness, mental health and related problem,
physical abuse and marital discord. The details

of each category are shown in Table 7.

Table 7. Categories of abnormal structured and

function families (n=81).

Abnormal family structure (n=37) 457 %

- Parental divorce 9
- Death of parent 7
- Reconstituted family 6
- Not reared by parent 5
- Parental extramarriage 4
- Adoption 3
- Parental separation by work 3
Abnormal family function (n=28) 34.6%
- Mental illness in family 15
- Alcohol abuse 7
- Depression dis 3
- Psychosis 2
- Anxiety dis 1
- Intellectual problem 1
- Homosexual 1

- Mental health and related 13

problems

- Emotional parent (s) 6
- Stress (e.g. insomnia) 4
- Physical abuse 2
- Marital discord 1
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Intervention

The main therapeutic intervention used
was combined individual and family therapy.
Family were involved in most cases although
few were having only family therapy without
giving indiviudal help. Individual therapy
ranged from counselling to many forms of
psychotherapy such as supportive, cognitive-
behavioural psychotherapy. Group therapy was
done in the group of sexually abused adolescent
girls. Use of drugs were spared for certain
diagnosis such as antipsychotics for psychosis,
antidepressant for depression and enuresis and
stimulants for attention deficit-hyperactivity
disorder (ADHD).

volved in certain cases-psychologists with

Multidisciplinary team in-

learning problems and social worker with social
problems. Consultation with other professional
was done which included contact with teacher in
cases with learning problems and liaison with

paediatricians for presence of physical problems.

Discussion

This study concerns a large sample of
adolescent being served in a child psychiatric unit
of one hospital over certain period of time. The
findings need several interpretation and com-
parison with other studies either community or
clinical samples. However the findings may
give some clues for developing programs uni-
quely suited the adolescent years.

Adolescent years start from puberty and
end at adulthood. In recent years the idea had
been held that there is a trend of increasing
years of adolescence which resulted from the
earlier puberty and later adulthood status found
in every society. The sample of this study coverd

the age range from 10 up. which reflect the
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adolescent patients who came to child psychiatric
clinic. Traditionally adolescent patients whose
age are over 15 should go to see psychiatric in
adult psychiatric clinic but in practice some of
them and their families still wanted to attend
child psychiatric clinic. This problem needs
discussion about where they should go to-child
psychiatric clinic, adult psychiatric clinic or
special adolesscent psychiatric clinic.

The data over ten-year period (1985-
1994) had shown that the proportion of adolescent
patients referred were increasing for the last 3
years. This warrant evaluation of services cur-
rently provided and plan for the future. As
adolescent services are said to be marked by
gaps and duplication(20), the assessment of need
of special adolescent psychiatric clinic should be
done. In general there are three ways of doing
this which includes epidemiological studies in
community, asking potential users of services
what they want and looking at the types of
request and referral actually made to services for
adolescents. The findings from this study contri-
buted to the last one.

Analysis of the age group of referred
adolescents over ten year period had shown that
the common age range referred was between 12-
13 which is approximately around the age of
puberty or adolescence. This age group repre-
sents the the time of many biological, cognitive,
psychological and social changes.""” It is there-
fore worth evaluating the problems concerned by
the parents or doctor and the disorder found in
this group of adolescents to plan whether this
special age group should be best helped sepa-
rately in a specialized adolescent unit with special
service or continue being served in routinely child

psychiatric unit and transfer to adult psychiatric
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unit when growing up to the age of adult.
Experience from seeing adolescents in child
psychiatric clinic had shown that many adolescent
patients reported feeling uncomfortable siting in
the waiting area with younger children. However
many parents also reported anxiety when sitting
with adolescents in adult psychiatry clinic. It
seemed as if specialized adolescent clinic is
useful and needed but before planning for one
care should be taken in planning special service
and intervention that will be beneficial to the
group of adolescents extra to the routine service
provided in child and adult psychiatry clinic.
The sex distribution of adolescent patients
in the clinic is similar to other clinical and com-
munity studies with children and early adolescents

S'(z-a.lo,w)

in that boys outnumbered girl It is
interesting to note also that adolescent boys
were referred at younger age that is 10-11 than
adolescent girls (12-13 or 14-15). This finding
correlates with the study of child psychiatric
disorder from Ontario, Canada® which showed
that for the child age 4-11 there were boys more
than girls having psychiatric disorder while there
were more girls having psychiatric disorder than

boys in the adolescents age 12-16. The data in

the year 1994 about the mean age and sex ratio .

confirmed the mean age of 12 year which is in
the early adolescent period. The sex ratio was
the same as the previous years in that boys
outnumbered girls in the ratio of 1.22 : 1.
However this ratio is low when compared to the
The ex-

planation that adolescent boys are referred less

community data®’® of 2 : 1 or more.
than adolescent girls even if they has more pro-
blems may be the answer.

Behaviour problems was the most com-

mon reason for referral to the unit. This is
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consistent with the data drawn from several
accounts concerning the types of disorder likely
to be seen in a general psychiatric service for
adolescents®” However the proportion is lower
(20% comparing to 30% in most studies). This
may reflect the tolerance of Thai parents or their
knowledge of access to psychiatric service. In
addition the high percentage of intellectual and
learning problems compared to other studies may
be related to the lower proportion of behaviour
problems in explaining that Thai parents con-
cerned more with academic achievement than day
to day misbehaviour. This explanation may be
the right answer but needs careful scrutiny as the
fact that intellectual problems is still the real
important problem of the country. The somatic
complaints constituted an important proportion
reason for referral. This is understandable that
adolescents and their family used this complaints
as an “admission tickets” for the access of service
based in hospital setting. Moreover the high
frequency of this complaint compared to the
studies in the West confirmed the idea that has
been held that Asian people tended to “somatize”
more but expressed feelings less. This last notion
is also supported by the data that the emotional
problems was not the common reason for
referral in this study and the previous one done
in the group of in-patient.”® Finally the expla-
nation of the overrepresentation of the problem
of the abuse as reason for referral was the good
relationship and collaboration between the unit
and the non-government organizations (NGO)
concerning with this problem. The details of this
particular problem will be reported elsewhere.
It is also interesting to look at the reasons
for referral in term of sex and age range. Beha-

viour problems is considered less important in
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girls while the somatic complaints became more
important. In the same direction the data had
shown that all cases of abused were girls while
all cases of drug abuse were boys and there were
more girls than boys attempted suicide. One of
the explanation for all those results would be
the different outlet or ways of showing distress
between sex in that boys will show misbeha-
viour while girls need to be submissive, repressed
emotion and ended with somatic symptoms. This
difference is confirmed by the community
study that boys often have externalizing
problem while girls often have internalizing
problem.(?

The high proportion of intellectual and
learning problems can be explained in term of
age range in this study. As this study included
patient from age 10 according to the age limits
of 10-19 years in the definition of adolescence,
as recommended by the World Health Organi-
zation®), the high proportion of younger age
group in the results made the intellectual and
learning problems become common. It is seen
that in the older age group in the study the beh-
viour problems become more common. The high
proportion of younger age group may also
explained the low rates of emotional problem,
suicidal attempt and substance use.

Mental Retardation was the most common
psychiatric diagnosis. This is consistent with the
reason for referral and confirmed that intellectual
problem is a real important problem. Most cases
referred can not be diagnosed according to psy-
chiatric classification. These cases grouped into
other problems. This result is interesting in
planning the service. The large number of cases
in this group as well as the large number of cases

diagnosed as adjustment disorder pointed out
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that clinic were dealing with mild cases without
definite psychiatric disorder and therefore family
and social factors should be looked for when
assessing the case as well as early intervention
and prevention of future damage. However the
psychiatric diagnosis categories of psychosis,
attention-deficit disorder with hyperactivity and
depression comprised a certain amount of cases.
This is important because this group of diagnosis
categories were considered close to “disease” in
that drug treatment can help to improve the pro-
blem. Considering the commonest of behaviour
problems for the reasons for referral and the
psychiatric diagnosis labelled it can concluded
that the problemed behaviour that adolescents
referred to the clinic have can be divided into
the first group of mild problems not warranted
psychiatric diagnosis but worth helping to prevent
future damage and the second group of definite
psychiatric disorder with certain specific psy-
chaitric treatment such as pharmacotherapy. The
severe and hopeless cases of conduct disorder
were seen less. However this specific category
may be seen elsewhese in other setting such as
community child psychiatric clinic or court in the
same way as conversion disorder would be seen
more in paediatric setting.®*

In general adolescents referred for psy-
chiatric help may be classified into three main
groups : serious psychiatric disorders which are
found in a minority of referred young people,
disorders of mood and behaviour which are
problematic, but which fall short of serious
psychiatric disorder which are common and are
strongly influenced by family and social factors
and lastly transient reactions to adverse circum-
stances which take the form of mild deviations

(24

from the norm.”* The results of this study con-
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firmed this idea. In addition it also guided to
the idea whether we should continue to serve
these first two groups in our clinic or would
rather change to serve only the first group and
leave the second group to other professinals in-
volved by developing good programmes such as
consultation, mental health education. There were
controversies on type of adolescent services.
The one emphasis on “majority consumer group”
conduct problems rather than the less common
psychoses and the one which is limited to certain
group but coherent approach.?” The choice of
type if the unit aims to set a special adolescent
clinic in the future depends on the personnels and
the intervention given as well as the other pro-
fessional networks dealing with adolescents.
The contribution of sex and age range to
psychiatric diagnosis is worth discussing. The
result that showed that adolescent boys outnum-
bered girls in the diagnosis of attention deficit
hyperactivity disorder (ADHD), conduct disorder
and substance abuse is consistent with the large
sample community study in U.S.A.%® The larger
numbers of adolescent girls while no adolescent
boys diagnosed as abuse is understandable as well
as the explanation for girls more than boys being
diagnosed as conversion disorder which is con-
sistent with more somatic complaints as reasons
for referral in girls. The equal proportion of boys
and girls for the diagnosis of depression may also
contribute to this result by the notion that Thai
female adolescents somatized distress than
showing depressive fellings. In addition age group
may be another factor involved. The study in
U.S.A.® had shown that major depression shows
a pattern suggestive of a role for the onset of
“puberty. The result that depression were found

in older age group confirmed this trend. For the
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younger age group the diagnosis attention deficit
hyperactivity disorder is marked especially in
adolescent boys who in general reach the stage
of puberty later than giris.

The comparison of doctor-referred and
parent-referred group for the reasons for referral
has shown that even if parents and doctors were
equally interested in cognitive aspect by parental
concern with learning problem and doctor’s
concern with intellectual problems parents con-
cerned and referred more behavioural problems
while doctors concerned and referred more of
somatic problems. This result is similar to the
study in Hong Kong® which stated similarly that
parents worried most about the conduct problems
of their children, while doctors were concerned
by somatic complaints. The knowledge learned
from this result will affect health and public
education policy that doctors especially paedia-
tricians should be told to be interested in the
problemed behaviour of the adolescents in addi-
tion to their physical health while the parents
should be taught to know that children and ado-
lescents can show their distres through physical
symptoms.

Psychiatric diagnosis compared between
the two group showed consistent result as the
reason for referral that adolescents in the parent-
referred group had been diagnosed conduct dis-
order more than the doctor-referred group. The
diagnosis of mental retardation, pervasive devel-
opmental disorder and learning disabilities were
made in the docotor-referred group more than
parent-referred group. This may show that the
doctors had good knowledge and and precise
prediction of these disadvantaged adolescents
while parents, even referred many learning pro-

blmes, the real diagnosis are diversed. The lower
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number of abused cases in the doctor-referred
group may be explained by the high number of
cases referred to the unit from non-government
organization. However the need to educate doctors
-about the problems of abuse should not be over-
looked. The two diagnosis found to be signi-
ficant difference between the two groups in
Hong-Kong studies® - psychosis and psy-
chophysiological disorder were not differed
significantly in this study. However psychosis
were diagnosed more in the doctor-referred
group, being in the same direction as in Hong-
Kong. Psychological factors affecting physical
condition were also diagnosed more in the doctor-
referred group. In fact no case of psychological
factors affecting physical condition as well as
conversion disorder was diagnosed in the parent-
referred group. This is understandable in the
route in which these kinds of patients always
reached paediatricians before child psychiatrists

Family plays an important role in ado-
lescents as well as children. The survery of school
gounselling services in Bangkok®” had shown
that school counselors thought that family con-
flict was the most frequent problems in adolescent
student. The community study in Lopburi'® had
shown that marital status of parents and pattern
of child rearing were significantly associated with
behaviour problems. In this study abnormal
structured and functioned families was found
81%. Abnormal family structures found in de-
creasing order were parental divorce, death of
parent, reconstituted family, not reared by parent,
parental extramarriage, parental separation by
work. Abnormal family function includes mental
illness and mental health related problems.

Alcohol abuse was the most frequent problem.

The other mental illness found in decreasing
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order were depressive disorder, psychosis, anxiety
disorder, intellectual problem and homosexual.
Apart from mental illness, other related mental
health problems are important. Certain amount
of parents described themselves as being emo-
tional and lot of them were under stress such as
from work and showed signs such as insomnia.
Severe physical abuse and marital discord were
found only in few cases but mild forms of these
problems were distributed in many cases.

Given the major contribution of the family
to problemed adolescents it is understandable
that combined individual and family therapy was
the most frequent intervention. Other kinds of
treatment such as drug treatment, group therapy
and consultation were tailored to the indiviudual
diagnosis.

It is acknowledged that this kind of study
has a limit in that it is specific in certain service
in certain period of time. However the results
may give useful idea and concept as well as
certain suggestion for future studies and practice
in the field of adolescent psychiatry.

The future of adolescent psychiatry in the
U.K. was studies in the context of the changing
concept and connotations of adolescent, the history
and present position of adolescent psychiatry, and
the rationale for separate services. Predictions
were derived using trend extrapolation in relation
to a number of factors likely to determine the
future which included the social value attached
to adolescence and youth, the status of adolescent
medicine, the definition of clinical boundaries,
the upper age-limit of services, investment in
prevention, postgraduate training, research, the
evaluation and marketing of adolescent psy-
chiatry and its recognition as a separate sub-

specialty. The conclusions of the results of pre-
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dictions suggest that adolescent psychiatry will

assume an expanding clinical role and increasing
(28)

th

academic influence in the 21" century.

Adolescent psychiatry in Thailand is still
in an early state. However the future develop-
ment of it as a sub-specialty should move in the
same direction as the rest of the world according
to the concept of globalization. The results of
this study had shown the variety of reasons for
referral, diagnosis and intervention traditionally
used for adolescents in a child psychiatric unit.
The future studies should include the epidemio-
logical studies of psychiatric problems in the
community, the basic information and know-
ledge about existing services for adolescent, the
routes to psychiatric and other help or agencies
referring the pateints and the studies of views of
families and adolescent using these services. In
practice the trust between different practitioners
and agencies is an important thing to established.
The trends in adolescent psychiatry in the devel-
oped countries is pointing to more work in com-
munity and pushing back from highly technical
special specialists, emphasizing help on a con-
sultative basic. This leads to the reappraisal of
the core function of psychiatric practice and the
evaluation of the role of adolescent psychiatrists.
The result of wide range of problems referred,
psychiatric diagnosis and intervention in this
study suggest that if a specialized adolescent clinic
or unit is to be set (which in fact it should) in
the future, goals should be made to cover the
group of adolescents who need specific treatment
expertise of psychiatrists such as drug treatment
in depression, psychosis and ADHD, crisis
intervention for suicidal adolescents and group
treatment for sexual abused cases. However good

assessment and treatment should be done in every
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cases either in the unit with the multidisciplinary
team (such as psychologists, social worker) or on
the consultation basis with the personnels in the
education system (teacher) and social agencies.
This model of work is recommended to be suitable
to give help to a large number of troubled ado-
lescents effectively.

It has been stated that the preparédig—
matic state of adolescent psychiatry has to be
recognised and accepted if progress is to continue
successfully.®® In addition the position of chil-
dren and adolescence in society is an important
subject and put developments in adolescent
psychiatry into perspective. The fact that as child
health measures ensure that most children reach
puberty, the quality of adolescent life assumes
greater importance and the role of psychological

medicine increases correspondingly.

Summary

This study revealed patterns of reasons for
referral, psychiatric diagnosis and intervention
for adolescents referred to child psychiatric
clinic. The comparison of sources of referral as
well as family factors involved were also included
to show the picture of a subgroup of adolescent
psychiatry.

A model for adolescent psychaitric
services as well as future research needed were
recommended to get along with the future trend

of adolescent psychiatry in the rest of the world.
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