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SUMMARY

Appropriate healthcare and psychological support for children and adolescents is essential for the suc-
cessful development and good mental health. Unfortunately, this is often a neglected element in the
healthcare systems around the world. It is known that approximately half of all adult psychiatric disorders
start under the age of 14 and that the prevalence of child and adolescent-onset psychiatric conditions
is increasing. The real reason for this increase remains unclear, but it demands our attention as does the
care of affected children, adolescents, and their families. Transitions between different age groups need
to be made easily navigable for the patients and their families.

Many challenges in child and adolescent psychiatry are present, especially in developing countries such
as Serbia. A possible solution for overcoming these challenges is uniting the child and adolescent profes-
sional societies from all over the world. These societies should work together to develop unified strategies
for diagnosis, treatment and support of children affected by psychiatric conditions. By working closely
with pediatricians, family physicians, psychologists, nurses, and other professionals, child and adolescent
psychiatry can use knowledge and skills to support practice while teaching other professionals how to
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optimize the utilization of child and adolescent psychiatry services.
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INTRODUCTION

The early development of children and adoles-
cents and their later transition into adulthood
depends on the support and assistance of adults
— their parents/caregivers, teachers, health-
care providers, and many others. Appropriate
healthcare is essential to the successful develop-
ment and good mental health. Unfortunately,
this is often a neglected element in the health-
care systems around the world. The prevalence
of child and adolescent-onset psychiatric con-
ditions is increasing. The real reason for this
change is unclear, but it demands our attention
as does the care of affected children, adoles-
cents and their families.

Many challenges are present; service capac-
ity for children and adolescents is substantially
limited by multiple barriers including the lack
of resources, restrictive access criteria, distance
from service providers, etc. As a result, some
national studies, like a study conducted in the
USA, estimate that approximately 49% of chil-
dren do not receive professional mental health
treatment or counseling (the prevalence ranged
29.5-72.2% in different states) [1]. The lack of
trained clinicians, especially in child and adoles-
cent psychiatry (CAP) is a global phenomenon.

CAP is a relatively new discipline. With the
advancement of clinical knowledge, research,
education and professional activities, this field
is continually being enriched with a major

commitment to the evidence-based practice.
Additionally, with efforts of The European
Union of Medical Specialists—Child and
Adolescent Psychiatry (UEMS-CAP) along with
the European Society of Child and Adolescent
Psychiatry (ESCAP), the challenges of CAP are
recognized widely. Currently there are continu-
ous efforts to overcome them in every aspect of
CAP - from enrollment in the training to the
implementation of clinical practice [2, 3]. Some
of the improvements of UEMS-CAP include the
composition of the training manual and a log-
book with comprehensive recommendations for
the training with the standardized approach to
CAP across Europe [3].

Studies have shown a high degree and type
(i.e., homotypic and heterotypic) of continuity
of psychopathology from childhood to middle
adulthood [4, 5], and they underscore the need
to study psychopathology through a develop-
mental perspective. The progress in CAP is
making it increasingly clear that psychiatrists
must learn about healthy and pathological de-
velopment for each individual because the de-
velopment does not stop because an individual
reaches the legal age of adulthood [3]. We are
facing a public health crisis with a profoundly
limited capacity to meet these significant health
care needs of our youth. The best way to prove
the need for better recognition of CAP is to
analyze the epidemiology of the common men-
tal health issue of children and adolescents.
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EPIDEMIOLOGY

Young people under 25 years of age make up approximately
43% of the world’s population [6]. The important health is-
sues and risk factors for disease in later life emerge in those
years, and their contribution to the global burden of disease
are relevant [7]. Among the eight main causes of Disability
Adjusted Life Years (DALY) in these age groups, the major-
ity were psychiatric and behavioral in nature. Furthermore,
cross-sectional studies have shown that exposure to risk-
factors (e.g., parental mental illness, child abuse, neglect)
in childhood and adolescence increases the probability of
developing mental health disorders in adulthood [8].

An increasing number of children that need psychiatric
interventions and treatment have been the main interest to
many researchers across the world during the last decade
[9]. In terms of trends of psychiatric disorders in child-
hood, it has been believed that a trend of underdiagnosis
and undertreatment constantly high in the last decades
[10]. However, there is another side to the story. Some
researchers believe that an increase in the prevalence of
psychiatric disorders in childhood is mainly due to over-
diagnosis and overtreatment [11].

There is gathered evidence that the trends of certain
childhood psychiatric disorders tend to increase in adoles-
cence such as depression, anxiety disorders (panic disorder
and agoraphobia) and substance use disorder [12]. Some
of these disorders (panic disorders, agoraphobia and sub-
stance use disorders) continue to increase into adulthood.
On the other hand, some childhood disorders (attention-
deficit hyperactivity disorder - ADHD, and separation
anxiety disorders) tend to decrease across time [12]. These
data again highlight the need for improved mental health
care in this “transition to adult years”

DEPRESSIVE DISORDERS

Depression in young children is a relatively rare disorder,
but when it occurs at such a young age, it can cause severe
symptomatology and possibly have fatal consequences. The
prevalence rates of depression in youth range greatly in dif-
ferent communities. For example, according to the litera-
ture review conducted by Merikangas et al. [13], the rates
of any depressive disorder (DD) ranges 0.9-3.4%; while for
the major depressive disorder (MDD) ranges from 0.6%
in Great Britain to 3% in Puerto Rico. Among preadoles-
cents, researchers report no gender differences in rates of
depression. However, from the beginning of adolescence,
the prevalence of depression is greater among females than
among males with differences persisting into the middle
adulthood [13]. This gender difference is controversial
in the literature with a variety of proposed mechanisms.
It is mostly attributed to the impact of hormonal and
neurodevelopmental patterns that occur during puberty
[14] and greater exposure or sensitivity to psychosocial
stress in adolescent girls [15]. A number of longitudinal
studies from different countries noted that depression
in children (MDD and DD) occurs between 11 and 14
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years of age [13]. The results show that preschool-onset
depression emerged as a robust predictor of Diagnostic
and Statistical Manual of Mental Disorders, 5th Edition:
(DSM-5) MDD in later childhood, even after accounting
for the effect of maternal depression and other risk fac-
tors. Preschool-onset conduct disorder (CD) also predicted
DSM-5 MDD in later childhood, but this association was
partially mediated by maternal non-support, reducing the
effect of preschool CD in predicting DSM depression by
21% [16]. Predictors of depressive symptoms may differ
before and after the initial onset of major depression due
to stress sensitization [17]. Every clinician should bear
in mind that depression symptoms in young people can
differ significantly in comparison to adults. For example,
melancholic and psychotic symptoms occur less frequently
in children [18]. The most common symptoms of depres-
sion in children of preschool age are behavioral problems
and somatic complaints, while school-age children often
present with increased irritability and impulsivity, a failure
to properly function in school and among their peers, low
self-esteem, guilt, increased boredom, etc. [19].

BIPOLAR DISORDERS

Diagnosing pediatric bipolar disorder (PBD) is challenging
due to the wide range of symptom expression, differences
when compared to adults suffering from the same disorder,
presence of comorbid disorders, and diagnostic criteria
that may not be developmentally sensitive [20]. Until the
last decade of the 20th century, PBD was rarely diagnosed.
In that period researchers highlighted the fact that presen-
tation of PBD differs significantly from adults. From that
point on, PBD was much more frequently diagnosed; for
example, the study conducted by Blader et al. [21] reported
a significant linear increase of PBD diagnosis in discharged
pediatric patients in the US from 1996 (1.3 per 10,000) to
2004 (7.3/10,000) [21]. This increase raised concerns that
PBD is overdiagnosed.

The current reported prevalence of mania, hypomania,
and bipolar disorder in population-based studies of youth
range 1-3% in children and adolescents [22]. The results
of most community surveys find nearly equal rates of bi-
polar disorder in boys and girls. The prospective studies
found that the incidence of bipolar disorder peaks at the
age of 14 in both males and females and decreases gradu-
ally thereafter [13].

ANXIETY DISORDERS

Similar to the community studies of adults, anxiety dis-
orders are also quite prevalent in the general population
of children and adolescents. According to national-level
survey conducted in the US, approximately 7.1% of chil-
dren aged 3-17 years (about 4.4 million) have diagnosed
anxiety [23].

Although there is substantial variation across studies,
the literature review results reveal that the onset of any
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anxiety disorder is usually in youth [24]. Further, specific
subtypes of anxiety have differential peak periods of onset.
The specific phobias and separation anxiety occur the ear-
liest, in middle childhood, while other types (agoraphobia,
panic disorders and generalized anxiety disorder) occur in
adolescence with further incidence increase in early adult-
hood [24]. The review by Beesdo et al. [24] also points out
that all anxiety disorders are more frequent in females with
sex differences noticeable as early as childhood. Although
this is a well-established difference confirmed by a number
of studies, some researchers warn that this difference is
often small or nonexistent [25].

PSYCHOTIC SYMPTOMS AND DISORDERS

The population data suggests that the prevalence of sub-
clinical psychotic symptoms in general population is 5%
(many times greater than the actual diagnosis of a psychot-
ic disorder) [26]. There is an increasing body of evidence
that suggests that a large portion of young people expe-
rience psychotic symptoms and that these numbers can
even be greater than that in adults; the rates vary 9-14% in
interview-based research to the rates greater than 25% in
some studies using self-report questionnaires [27]. These
symptoms have been recognized and significant since a
cohort study reported that adolescents who experience
these phenomena have more frequent suicide attempts at
follow ups [28].

The effective pharmacotherapy of these disorders in
children remain the major obstacle for clinicians since this
still remains the area of active research. A large portion of
the antipsychotic treatment has been based on the research
on adult population, however, there are finished and ongo-
ing clinical trials that show promising results [27].

ADHD

Attention-deficit/hyperactivity disorder (ADHD) is one
of the most common psychiatric disorders that occur
in childhood [29]. Although the point prevalence rates
of ADHD have varied 5-12%, the median prevalence of
ADHD in a recent meta-analysis conducted in China was
6.26% (5.36-7.22%) [30]. A higher prevalence of ADHD
in boys has been well-established. Rates of ADHD con-
sistently show a male preponderance of ADHD [29].
Researchers noted many risk factors related to the occur-
rence of ADHD. Among the most common factors are
genetics, prematurity and exposure to lead, cigarettes and
alcohol in pregnancy [31].

CONDUCT AND OPPOSITIONAL DISORDER

Disruptive behavior disorders include two similar disorders:
oppositional defiant disorder (ODD) and a CD. The estimat-
ed prevalence of CD is 3.5% (CI 2.7-4.7%), and the preva-
lence of ODD was estimated to be 2.8% (CI 2.1-3.7%) [32].
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Similar to ADHD, CD is also more prevalent in boys than
girls, while the male to female prevalence ratio for ODD
was found to be 1.59:1 [33, 34]. Age of onset of disruptive
behavior disorders appears to be an important predictor
of outcome, those with earlier onset experience a longer
duration of ODD and more negative outcomes [35]. The
youth community studies have shown a high degree of co-
occurrence of CD and ADHD, impulse control disorders,
substance abuse, and major mood disorders (bipolar dis-
orders); and a number of comorbid conditions predicted
a slower recovery from these disorders and more negative
outcomes [36, 37]. Likewise, there is also an association
between the presence of disruptive behavior disorders with
mood and anxiety disorders.

EATING DISORDERS

A recent systematic review by Galmiche et al. [38] re-
ported that the weighted ranges of lifetime prevalence for
eating disorders (ED) were 8.4% (3.3-18.6%) for women
and 2.2% (0.8-6.5%) for men, with the highest prevalence
in America (4.6%), followed by Asia (3.5%) and Europe
(2.2%). ED has a mortality rate of at least 5-6%, the highest
mortality rate of any psychiatric illness [39]. The lifetime
prevalence of bulimia nervosa is higher, between 0.9-3%
[40], with an older age of onset of 16 to 17 years. Although
female patients account for most ED diagnoses, males have
accounted for 5-10% of ED cases over the past years, with
some community-based research reporting up to 25% of
cases being male [41].

NEURODEVELOPMENTAL DISORDERS/AUTISM
SPECTRUM DISORDER

The dramatical increase in the prevalence of neurodevel-
opmental disorders, especially autism spectrum disorders
(ASD), is generally accepted. Studies in Asia, Europe, and
North America have identified individuals with ASD
with an average prevalence of 1-2% [42]. In other words,
about 1 in 54 children has been identified with ASD ac-
cording to estimates from Centre for Disease Control
and Prevention Autism and Developmental Disabilities
Monitoring Network [43]. Epidemiological data show that
the incidence of ASD is higher among boys than girls with
ratios around 4:1 [44]. Furthermore, it has been shown
that sex doesn’t moderate the intensity of the core ASD
symptoms, although females tend to be more functional in
everyday life [45]. The exact cause of ASD is still unknown,
but literature data indicates that there is a strong genetic
effect often with the impact of environmental factors (e.g.,
prenatal and postnatal factors) and their interactions in
persons at risk [46].

Bosl et al. [47] recently provided initial evidence for
a role of neural connectivity in early development. The
authors contrasted electroencephalogram complexity in
infants at risk for ASD with normal controls, revealing
reduced complexity in infants-at-risk. Though this study
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suggests the role of connectivity in early development is
associated with ASD risk, the ultimate diagnostic outcome
was not available for infants in this study, so it is unclear
whether connectivity has any predictive validity for autism-
risk [47]. Recent work has focused upon electroencephalo-
gram complexity as a marker of connectivity in ASD [48].

CHALLENGES AHEAD FOR CHILD AND
ADOLESCENT PSYCHIATRY

Number of child and adolescent psychiatrists

Among the world’s seven billion population, almost half
of the citizens are under 25 years of age (with 1.8 billion
between the ages 10-24) [6]. With only about 20,000 child
and adolescent psychiatrists worldwide this means that
there is one child and adolescent psychiatrist for every
300,000 youth of which about 60,000 will have an active
psychiatric disorder [49]. The geographic maldistribution
of child and adolescent psychiatrists in favor of large urban
areas leaves a great many youth unserved or at impossible
distances from psychiatric care. As a consequence, if the
clinicians are not there to identify psychiatric illness, then
“it does not exist” and remains an invisible problem for
the healthcare systems and policymakers [3]. Currently,
in Serbia there are 33 CAP specialists (residents of the
Republic of Serbia), mostly employed in the public sector.
The current number of staff in CAP is not sufficient for
the needs of children living in our country.

What keeps child and adolescent psychiatry so
small and, to a large extent, irrelevant?

1. Recruiting: CAP rarely plays a central role in medical
education curriculum and policy. The same applies to
healthcare planning and policy. Since there are so few
child and adolescent psychiatrist, they rarely participate
in the selection of students entering medical school and
advanced training programs and they are generally not
readily available to serve as “role models” and mentors
for developing physicians.

2. Training: In the last two decades, there were a few
Europe-based studies that focused on all aspects of CAP
training. These studies had shown that the CAP training
programs vary greatly across Europe [3]. This diversity
was recognized by UEMS-CAP and ESCAP which lead
to the development of programs, curricula, and guide-
books aiming to achieve harmonization and homoge-
neity in the training programs [2]. The effects of this
initiative were presented in the recent findings from the
study conducted in 2019, which revealed improvements
and unexpected homogeneity in the training structure
across countries but also recognized some of the chal-
lenges that need to be refined with in the future [3].

3. Practice: The practice of CAP is often isolated from the
rest of medicine. Many practitioners are in private office
practices and rarely have professional interactions with
other physicians. Frequently colleagues from different
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specialties are replacing child and adolescent psychia-
trists with social workers, psychologists, advanced prac-
tice nurses, pediatricians, neurologists, developmental
pediatricians, and all manner of other “mental health
professionals” who either meet their needs or allow them
to say that they have “mental health services”. Even when
they are recognized as healthcare providers, their re-
sources (e.g., medication availability) are often limited
[50].

4. Research: CAP training programs give short shrift to
research training, and there are few provisions for re-
search career development for child and adolescent psy-
chiatrists. As a result, there are remarkably few of them
dedicated to full - or even half-time - research careers.

5. Economics: Because it takes long to prepare a child and
adolescent psychiatrist for practice and the liabilities
and responsibilities are so great, CAP services are more
expensive than other “mental health” providers of care.

Solutions to overcome problems in organization of
child and adolescent psychiatry

The situation leads to two options, to continue down the
same path, or to determine what can and will be done.

What is needed is to re-define discipline, to clearly dis-
tinguish CAP from the other “mental health providers”
CAP are physicians who specialize in the medical specialty
of CAP and who diagnose and treat real disorders of de-
velopmental psychopathology in real patients by using real
evidence-based, scientific practice. CAP should be capable
of helping patients and colleagues in emergencies; man-
age privacy concerns and communicate frequently and
effectively with colleagues; use technology (telemedicine,
computer/app-based interventions) without compromis-
ing quality standards; and seek feedback from colleagues
about what helps and what does not.

CONCLUSION

The CAP as a separate specialty is gaining recognition and
establishment among other medical disciplines worldwide.
In the South-Eastern Europe, the national and interna-
tional CAP societies are working closely to develop uni-
fied strategies for training programs, research, and clini-
cal practice in this field. These unified actions are already
showing promising results in all aspects of CAP. On the
other hand, by working closely with other professionals
(e.g., pediatricians, family physicians, psychologists), CAP
professionals can use the knowledge and skills to support
practice while teaching other professionals how to opti-
mize utilization of CAP services.

The CAP professionals should advocate for practice pri-
mary prevention in psychiatry, ranging from the provision
of iodine to women of reproductive age to the education
of parents about optimum child-rearing practices. They
should make sure that they are keeping the general medi-
cine knowledge to be able to deal with comorbid physical
illness in their patients and at the same time to contribute
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to the image of psychiatry as a medical discipline. CAP
professionals can “see and be seen” through greater activ-
ity in professional organizations outside of CAP and by
speaking loudly and clearly about the needs of children
from a very unique developmental perspective.

One size does not fit all in the sense of cultural relativ-

ism, and in any service planning and delivery, we must take
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Mpesa3sunaxere 13a30Ba y A€Yj0j U aA0NECLLEHTHOj NCUXMjATPUjU

Munuua lMejosnh-MunoBaHuesuh'?, Pobepto pyjuuunh’, Catba Crynmap', Mutba HuHkoBuh?

'YHueep3uTet y beorpaay, MeguunHckm dakyTer, beorpag, Cpbuja;
2/IHCTUTYT 32 MeHTanNHo 3apasibe, beorpag, Cpbuja;
3KnuHuKa 3a fieyjy Heyponorujy 1 ncuxujatpujy, beorpag, Cpbuja

CAMETAK

OproBapajyha 3apaBcTBeHa 1 NCMXOOLWKA NOAPLLKa AeLU U
afonecuUeHTIMa off CYLUTUHCKOT je 3Hayaja 3a yCreLaH ncmxo-
coumjanHn pasBoj, Kao 1 3a OYyBatbe MeHTaNHOr 34passba. Ha-
XKasoCT, 0UyBaHe MEHTAJTHOT 3[paBJba AeLie 1 MIaauX je 4ecTo
3aHeMapeH OMEH Y 3[APaBCTBEHNM CUCTEMIMA LIMPOM CBeTa.
lMo3HaTo je fa NonoBMHA CBUX NCUXMjaTpUjckmx nopemehaja
Kop ofpacnmx noune npe 14. roguHe 1 aa ce npeaneHuuja
NCUXUjaTPUjCKIX CTatba KOA feLle 1 agonecueHata nosehasa.
MpaBwu pa3nor oBor noBehata 1 Aarbe HUje NOTNYHO pasja-
wbeH. be3 063upa Ha HejacHy eTnonorujy, 6pura o obonenoj
Jeuw, afonecLieHTVIMA U HIXOBUM NopogyLiamMa Tpeba Aa npep-
CTaB/ba NPUOPUTET Y 3APABCTBEHNM CUCTEMIIMA CBaKE ApXaBe.
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[no6anHo nocToje MHOIM 1U3a30BWY Yy [eyjoj U afoNeCLEeHTHO]
ncuxujatpujn, a nocebHoO cy HarnaleHy y 3em/bama y passojy,
Kao o je Cpbuja. Moryhe peLuetbe 3a NpeBasuiaKeHe 0BYX
13a30Ba je yapyuBare npodecroHanHnx gpyLuTaBa aeyvje 1
aflonecLeHTHe Ncuxujatpuje U3 Lenor ceeTa. Ta gpyLutsa 6u
Tpebano aa page 3ajefHo Ha Pa3Bojy jeANHCTBEHUX CTpaTeruja
3a AnjarHosy, neyere 1 NoApLLKY Aeun Koja 6onyjy of pa3Boj-
HUX 1 MCUXMjaTpUjcKnX CTarba 1 nopemehaja. Mopep oBora,
KJby4Ha CTBap 3a afeKBaTHO GYHKLIMOHMCatbEe U Hanpe[oBaHe
Jeuje 1 apjonecLeHTe ncmxmjatpuje je 6nrcka MHTepceKTopcKa
capapma ca Apyrum ceKToprma Koju ce 6aBe AeLiom 1 Miaguma.
KrbyuHe peun: feuvja n afonecLeHTHa NcMxmjaTpuja; TPeHL0BY;
3710CTaB/batbe 1 3aHemMapvBarbe felie
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