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ABSTRACT

The increasing focus on child mental health in developing countries like India points
to the importance of epidemiological data in developing training, service and research
paradigms. This review attempts to synthesise and evaluate the available research on
the prevalence of child and adolescent psychiatric disorders in India and highlight
significant conceptual and methodological trends. It identified 55 epidemiological
studies conducted between 1964 and 2002 in the community and school settings.
Despite considerable progress, various methodological lacunae continue to limit the
value of the epidemiological surveys. These include issues related to sampling, case
definition methods, tools, multi-informant data and data analysis. The importance of
a socio-culturally relevant research framework has been highlighted. The review
suggests directions for future research to guide planning of services that meet the
mental health needs of vulnerable children and adolescents
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India has among the worlds highest
populadon density and population growth
figures, with children constitutng almost
37% of the populadon. Epidemiological
research can provide reliable prevalence
estimates to inform service planning and
resource allocation for this vulnerable group.
Indian studies have been conducted in
community and sehool sewtings, with sub-
stantial progress in the last decade. How-
ever, comparisons across studies are difficule
because of variations in sample character-
istes, source of information, method of
elicitation and case definidon. This review
aims to provide a critique of earlier studies,
highlight distinctive trends and directions
for future research.

COMMUNITY BASED STUDIES

Twenty one community-based studies,
conducted over a period from 1964 to 2001,
were identified (Table I}. Most carly studies
Included children in the adult populations,

with manv reporting only total prevalence
rates. Often, the tools used were vnsuitable
for assessing disorders specific to children
and adolescents. Table I indicates that the
total prevalence rate ranged from 0.48% to
29.40%.

Most Indian studies report lower psychi-
attic morbidity than large-scale studies from
other countries. A mean prevalence rate of
29% is found in studies from France,
Germany, New Zealand, Puerto Rico, USA,,
Canada and the Netherlands. More recently,
the prevalence rates from other countries
continue to be higher than India: For
example, Switzetland - 22.5% for 7-16 year
olds (Steinhausen et al, 1998); USA —
21.0% for 9-17 year olds (Shaffer er al
1996); and Ethiopia — 17.7% fot 5-15 year
olds (Tadesse et al. 1999). This difference
may not necessatily imply truly lower rates
of psychiatric disorders in Indian children
and adolescents. Other reasons could include
poor awareness and psychological
sophistication leading to lower sensitivity to
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certain disorders, higher threshold of
tolerance for certain symptoms and other
socio-cultural factors. The number of
affected children -and adolescents is suill
staggering, given India’s towal populadon
figures.

Mental retardation, epilepsy and enuresis
are the ptiority disorders, with the highest
reported prevalence rates. Internalising dis-
orders like anxicty, depressive and obsessive
compulsive disorders are infrequently
reported in community studies. It is possible
that culwmiral acceptance of internalising
symptoms, particularly in girls, may be
related to lower reporting In addition, the
dependence on parent or teacher reports in
many studies means that the child’s teport
of inner emotional states is missing The
existing community based studies also offer
litle conclusive information about psychi-
atric disturbances during adolescence.

The methodologically sophisticated ICMR
study (ICMR, 2001) is a promising
development. The forthcoming results will
include information about developmental
patterns of psychiatric morbidity, associated
specific learning disabilities, intellectual
impairment, abnormal psychosocial stressors,
current level of funcdoning and felt need
for treatment.

SCHOOL BASED STUDIES

Schools are important catchment areas
for children, although the low literacy rates
in India limit the generalisability of this
data. Twenty three schooi-based, studies
conducted over a period from 1978 to 2002,
were identified (Table 1I). The toral
prevalence raws ranged from 3.23% two
36.50%.

The most prevalent disorders include
enuresis, menul retardation and externalizing
disorders such as conduct disorder and
attention deficit hyperactivity disorder.
School-based studies need to focus on other
disorders of concern, like specific learning
disabilities. Prevalence rates of specific
disorders at the pre-school, middle and high
school levels need to be reported separately.
This information can provide guidelines for
planning school-based servsces.
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TABLE | : Prevalance Rates in Community Based Studies

Authors Setting Age N Tool Prevalance rate (%)
range
Surya ct al urban 0-15 2731 Screening Schedule 0.70 (MR)
(1996)
Sethi et al urban 0-10 540 Interview schedule 9.44 (Total)
{1967) 5.74 (MR)
2.55 (enuresis)
Dube (1971) mixed 5-12 8035 Interview schedule 1169 (Total)
Clinical interview 7.70 (MR)
0.62 {neurosis)
0.12 (Psychosis)
1.30
Elnager ct al rural 0-14 635 Interview schedule 1.30
{1971) Clinical interview
Sethi et al rural 0-10 877 Clinical interview 8.09 (Toul)
(1972 6.84 (MR)
0.5 (cpilepsy)
022 (neurosis)
Verghese urbzn 4-12 747 Mental health icem 8.17 (Total)
& Beig (1974) sheet, Clinical interview 870 (b); 7.60 (&)
ICD-7 5.22 {enutesis)
201 (MR)
0.81 (behavior disorder)
0.13 (sleepwalking)
Nandi et al
(1975) rural 0-11 462 Case detection 2.60 (Total)
schedule (p), Clinical 224 (b); 293 @
interview 1.29 (epilespy)
0.87 (neurosis)
0.22 (MR; cnuresis)
Thacore
et al (1975) urban 0-15 1191 Interview schedule (p) 6.90
Lal & Scthi Chlinical interview
(1977 urban 0-12 272 Clinical interview 17.27 (Total)
DSM - II 294 (MR)
257 {(behaviour disorder, enuresis)
Shah <t al
{1980) urban <14 1089 Interview schedule & 0.83
checklist (p), Clinical
. Interview
kurup (1980}
Singh ¢t al rural 512 451 RQC 16.40
(1983) urban 1-14 279 Clinical interview 29.40 (Total)
ICD-9 25,10 (special symptoms)
8.60 (CDy
470 (MR)

1.10 (development delays)
0.40 (hvperkinesis; conversion)



Sen et al
(1984)

Mehta et al
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Nandi et al
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Case detection schedule
{p), Clinical

interview

IPSS (P), Clinical

252 (b); 112 (g

Casc detection schedule
(p)» Clinical

Case detecdon schedule

[nterview schedule (p),
Clinical interview

IPSS (p), Clinical
interview, 1CD.9

CBQ (p & 9, IW
interview, 1CD-10

Case detection schedule
(), Clinical Interview

Screen checklist (p)
CBL (p); CBQ ()
DISC (c & p)

0.56 (04 yrs)
312 (5-14 ys)

1.84 (Tota)

0.48

1.06

0.00 (04 yrs)
115 (5-14 yrs)
5.86 (Total)

6.87 (b); 4.93 (@)
9.40

273

12.50 (Pangalore centre)
12,10 (Lucknow center)

Abbreviations: NR : not reported; b: boys; g girls; p: parent; ¢: child; ©: teacher; MR: mental retardation; CD: conduct disorder; CBQ:
Children’s Behaviour Quesdonnaire (Rutter. 1967); CBCL- Child Behaviour Checklist {Achenbach, 1983); DISC- Diagnostic Interview
Schedule for Children (NIMH, 1992); IPSS: Indian Psychiatrc Survey Schedule (Kapur et al, 1974), IW interview: Isle of Wight Interview
(Rutter et al, 1981}, RQC: Reporing Questionnaite for Children (Giel et al, 1981)

Table Il : Prevalence Rates in School-based Studies

Authors Setting Age N Tool Prevalance rate (%)
range
Rao (1978) urban 13-16 428 GHQ - 60, Clinical 19.62 (Torl)
interview 18.80 (b), 22.80 )
John (1980} urban 9.12 98 CBQ (1), Clinical 15.21 {©
Interview, ICD-9 21.43 (p)
Jjiloha & rural 5-12 15 (b) Questionnaire (¢, 20.70 (Totad)
Murthy (1981) RQC (p), Clinical 8.80 (enuresis)
Interview, ICD-9 5.87 (MR)
2.10 (stammering}
1.67 {emotional disturbance)
1.60 (epilepsy)
Parvathavar rural 5-12 309 CBQ (® 10.60 (Total)
hini (1983)
Sekar et al utban 9-14 %0 . CBQ (» 35.55
1983
Kapur (1985) rural
Rozario et al 10-16 B3 b CBQ (1 25.00
1990) urban 12-16 131 CBQ (v 6.42 (Total)
Bhargava et al 1127 (b) 147 ®
1988) urban 412 6199 Questionnaire 32.60 (p)

Q@
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Dalal ct al (p,t; DMS-II 38.10 (v
{199 utban 12-16 665 (© GHQ-30 (c} 30.92
Sarkar et al
(1993) urban 8-11 408 CBQ 10.54 (Total)
Deivasigmani CBCL {p) 8.96 (b) 123 (@
(1990) urban 8-12 755 CBQ (1), Clinical 16.16 (0);
Interview {p & ©) B0 p & o
ICD-9 43.44 (b 35.29 (@)
14.30 (enuresis)
11.13 (CD)
291 (MR)
1.72 (hyperkinesis)
Uma & Kapur
(1990) mixed 2y, 10m 155 PBCL (p) 3.23 (Total)
Mehta et al -3y, 8m 3.70 (urban); 2.97 (rural)
(1991 rural 6-12 2055 CBQ (1 13.28 (Total)
Ruckmini 1453 (b) 10.20 (g
(1994) rural 5.12 27 CBQ (1) 13.60 (Total)
Sarkar et al 1310 () 14.50 (9
{1995) urban 8-11 408 CBQ (1) 10.54 (tora)
Shenoy et al CBCL, (p) 896 (b) 1243 (g
(1996} urban 5-8 1535 CBQ (v; CBCL (8 19.80 (1)
CBCL (p) 2247 (b) 16.83 )
27.17 (p)
2198 (b) 3197 @
Banjcrice
{1997 rural 8-10 460 CBQ (v, Clinical 33.30 (Total)
interview (p), 41.90 (b), 19.80 @
ICD-9 13.50 (CD)
5.40 (MR}
4,00 (enuresis)
3.10 (disturbance of activity)
2.70 (teladonship problems)
Sidha & urban 8-10 300 GHQ- 60 (c) 27.67 (Total)
Nithawan
(1999) 26.00 (b); 29.33 {g)
Prash ¢t al
{2000) urban 8-11 NR CBQ (v, Interview 20.54
(cp), CBCL (p),
DICA - R (9
DSM - IIIR
Bhata et al
(20007) urban T35 100 PBCL (t 22,00 {Total)
Mishra & 23.30 (b) 2000 ®
Sharma urban 12-18 1097 ® YSR (¢ 13.76
2001
Gupta <t al 957
2001) urban 9-11 CBQ (1), Clinical 36.50 (Toeal)
Malhotra ot al 963 interview, 1CD-10
(2AM12) urban 4-11 CBQ (v 1097 (¥
CPMS (p) 748 (p)
Clinical Interview 6.33

ICD-10

9.23 (b); 4.43 (g)

Abbreviadons @ NR: not reported b: boys; g girls; pr parent; ¢ child; ¢ wacher; v: vears; m: months; MR: mental retardatiza; CD:
conduct disorder; CBQ: Childrens Behaviour Questionnaite (Ruerer, 1967); CBCL- Child Behaviour Checklist (Achenbach, 1983); DICA
Dupnoste Inteeview for Children and Adoleseents- revised version (Reich et al, 1991), GHQ —.30: General Health Questionnaire (Goldberg,
19725 PBUL.: Preschood Behaviour Checklist (MeGrilte & Riebman (1986); RQC: Reporting Questionnaire for Children {Giel et al, 1981);
YSR: Yourh Self Report {Achenbach, 1991)

@m
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TABLE Il : Prevalance Rates in Studies of Specific Disorders

Authors Setting Age N Tool Prevalance rate (%0)
range
Mohan et al school 14-16 2256 Questionnaire Substance  34.20
(1978) by <) abuse
Gade (1987) school 5-10 2 Checklise (1), ADHD 8.10 (Total)
Rating scale 717 (b)
(p), Clinical 0.94 (»)
interview,
DSM-10
Singh &
Kamal Preet communty 12-20 444 Questionnaire Substance  15.34
(1981) {c) abuse {tobacco)
13.96
{alcohol}
8.50
Venugopal
& Raju
(1988) school 9-10 137 PRS (® Learing 20.61
Chawla & disabilities
Shashi
(1989 school 6-12 2160 Checklist (t) CD4.67
King & Bhugra
(1989} school 14-23 380 (g EAT - 26(c) Eating 29.00
Kushwaha disorder
et al (1992)
Serrvan community 10-18 Questionnaire Substance 2500 (slum)
Schreiber et 61 <) abuse 15.00 (college)
at (1998) community 8-17 Questionnaire PTSD 11.50 (Toral)
(refugee) (c), Clinical 16.60
interview
DSM-IV Depression 11,50 (Total)
Kumar 330 &
et al (1999) 1100 19.40 (g
(refugee) ¢), Clinical 16.60 (b)
interview 6.70 (@
DMS - IV Deptession 11,50 (Total)
330 (0
Kumar 1100 ) 19.40
et al (1999)
school 13-19 CYBOCS () OCD 1.45 (Towl)
DICA (s) 201 (&)
Sinha et al
(1999 685 1.00 (@
Bhola & school 14-15 (b} GHQ-30 () ED 5.69
Kapur 446 YSR (¢
{2000) school 13-16 ® GHQ-30 () ED 1999

YSR (o)
Abbreviations : NR: not reported; b: boys; g: girls; p: parent; c: child; t: teacher; ADHD : awtention deficit hyperactivity disorder; CD
: conduct disorder, ED : emotional disorder, OCD : obnsessive compulsive disorder; PDD : pervasive developmental disorder; PTSD
: post traumatic swress disorder; DICA : diagnostic Interview for Children and Adolescent (Herjanic & Reich 1982); EAT : Eating Attitudes
Test {Garner et al, 1982); PRS : Pupil Radng Scale (Myklebust, 1981); C-YBOCS : Yale - Brown Obessive Compulsive Scale - Children's
Version (Goodman et al, 1986)

212}
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STUDIES OF SPECIFIC
DISORDERS

There are only 11 studies focusing on
rates ot specific psychiatric disorders and
this is clearly an agenda for future research,
three of the studies were on substance
abuse. This problem is rarely identified in
community and school studies and perhaps
requires specific tools and methodology
is important to target disorders that appear
1o be underreported, disorders that have
significant  personal and/or  social
consequences or those that are prionides for
local communities.

METHODOLOGICAL ISSUES: A
CRITICAL APPRAISAL

The review identfied 55 descriptive cross-
sectional Indian epidemiological studies with
heterogeneous research methods. Key meth-
odologtcal issues are examined in terms of
their implications for the newer generation
of srudics.

Sampling : Sample sizes ranged from 61
to 8035 in community studies {mean size
1235; SD 1327, median size =444) and 90
0 6199 in schoo] studies (mean size — 913;
SD 117t median size =520), The reladvely
small samples and the use of purposive or
convenience sampling in many  studies
resulted in decreased precision in prevalence
estimates. From a developmental perspective,
it is critical to repott separate prevalence
rates for pre-school, childhood and
adolescence (Sitholey & Chakrabarti, 1992).
large samples, spanning all three groups,
would provide an understanding of
developmental thresholds and changes in
the prevalence of disorders by age Some
recent Indian stadies ICMR, 2000; Malhotra
et al, 2002) reflece the growing consensus
zbout the use of multi-stage designs to
estimate more accurate prevalence rates,

Case definition: Two methods to define
“caseness” are the caregorical classification
using diagnostic svstems like the Diagnostc
Satisacal Manual (APA, 1968; APA, 1980,
APA, 1087 APA, 1993) and the latetna-
tonal Chssification of Diseases (WHQ),
1964; WHO, 1978; WHC), 1993) or cmpin-
cally derived classificaions using psycho-
metric asscssments. Most community stud-

ies have relied on the former method, while
the school studies have largely used the
latter.

The majority of the swdies have re-
ported total prevalence rates with no
information about prevalence of specific
disotdets or comorbid disorders. Recently,
additional ctiteria are used as part of the
diagnoste algorithm. These include severity
of symptoms, associated psychosocial
stressors, functional impairment and per-
ceived need for mental health services.
Indian studies provide littie informaton,
with two excepuon.(Hacker et al, 1999) For
example, the addidon of impairment ratings
significantly reduced the prevalence rate
from 9.4% 10 5.2% (Hackeit et af, 1999).

Tools/Diagnostic  Systems: The issue
of selection of culturally approptiate and
age/ developmental stage specific tools is
a potendal mineficld. Many Indian srdies
have used researcher-developed question-
naires with inadequately tested psychomerric
propertics. More recent studies, particularly
those in the school setting, have used widely
recommended tools like the CBQ (Ruwer,
1967, CBQ. (Achenbach, 1983) and the
YSR (Achenbach, 1991} In concordance
with epidemiological studies in the West the
CBQ (Rutter et al, 1967) was the most
reliable questionnaire. Both the ICD and
DSM systems were used almost equally
Unspecified clinical interviews are yiclding
way to structured interview schedules like
the DICA (Herjanic & Reich, 1982), DICA-
R (Reich et al, 1991) and the DISC (NIMH,
1992),

Research exploring the applicability of
Western tools in Indiz is an encouraging
trend. Studies have reported poor sensitivity
and specificity of the CBQ (Malhotra et al,
2000; Malhotra et al, 2002; Sekar et al,
1983), particularly for detecting inrernalising
problems (Sarkat et al 1995). Tools like the
CBQ have no provior identfving conversion
symptoms, commonly prevalent in India
(Kapur, 1985). More recently; the Strengths
and Difficuldes Questionnaire {Goodman,
1997) has been proposed as a screening
instrument with high sensitivity but moderate
specificity in the Indian sewing (Malhotrea et
al, 1999). The cutoff points of the CBQ
(Bancrjee, 1997) and CBCIL. (Shenoy et al,
1996) have been modified to reduce
misclassification rates. The Childhood
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Psychopathology Measurement  Schedule
(Malhotra et al, 1988) and the Developmental
Psychopathology Checklist (Kapur et al,
1995) represent efforts at developing
indigenous screening tools.

Multi-Informant Data: A consistent
finding in the literature is the low agreement
among these different informants - child,
parents, teachers, peers, and clinicians
(Achenbach et af, 1987) . Some studies
reported informant-specific prevalence rates
{Bhargava er al, 1988; Deivasigamani, 1990;
John, 1980; Shenoy et al, 1996; Malhotra et
al, 2002), though most collected informa-
tion from a single informant. Prevalence
rates may vary depending on who idendfies
the disorder. For instance, one study
{Rozarmo ¢t al, 1990) ceported an
unexpectedly low prevalence rate of 1.47%
among adolescent girls, using teachers as
informants. Concotdant with carlier findings
from Western literarure (Achenbach et al,
1987), this suggests that self-report measures
may provide more accurate estmates for
adolescents, particularly for those with
emotional o internalising disorders. Although
teachers are good informants, they may be
less sensigve to certain symptoms or unaware
of those that occur mainly at home (e.g
nocturnal enuresis). It is important to be
awace that the reliability of informants may
vary depending both on the developmental
stage and the type of disorder.

Data  Analysis: Most studies do not
mention whether prevalence rates are point
or petiod prevalence rates. Only three stud-
ies (Hacketr et al, 1999; Malhotra et al, 2002;
Servan-Schreiber et al, 1998) calculated the
confidence intervals of the prevalence es-
timates. Despite available data, the odds
ratios or separate prevalence rates based on
gender or developmental stage are often not
reported. Mote complex statistical proce-
dures need to be used as cpidemiological
studies contnue to expand the scope of
their questions.

CROSS-CULTURAL ISSUES

Cross-cultural differences in epidemio-
logical research may reflect acrual differ-
ences in prevalence rates, problems related
to adequacy ar applicability of tools, of
differences in expressions and thresholds of



distress, recognidon of disorders and help
seeking behaviour (Kleinman, 1988). Rates
of conversion disorder are reported to be
much higher in India than those reported
in the West (Sitholey & Chakrabard, 1992).
Speculation includes the possibiliies that
physical symptoms are viewed as a “medical
problem” and brought to clinics more often
ot that there is a genuinely higher preva-
lence rate reflecting socio-cultural factors. In
India, child rearing tends to be mote
authoritatian with less free verbal expression
of emotions (Malhotra & Chawrvedi, 1984).
Higher rates of mild mental retardation
have been documented when compated to
Western figures (Srinzth & Gitirnaji, 1999),
suggesting lacunae in health care facilities,
maternal and child nutrition and education
(Stinath & Girimaji, 1999),

Epidemiological research should also be
responsive to the diverse ethnocultural
communities within India. There are no
substantive conclusions about rural-urban
differences due the disparate research meth-
ods used across studies. Studies suggest
some differences, for example, lower rates
of enuresis in rural settings. This could be
related to tolerance of symptoms, toilet
training methods and other socio-economic
and cultural variations across rural and
urban setting. The emerging results of the
ICMR. stady should throw futther light on
this area. Sociocultural changes can also
influence prevalence rates of psychiatric
disorders. Traditonally in India, thinness
has been associated with lower attractiveness,
power and social status, perhaps partly due
to the high rates of poverty and other
distinct cultural ideoclogies (Varma &
Chakrabard, 1995). With rapid social changes,
one can speculate that the races of eatng
disotders among Indian children and
adolescents may increase over time,

Distress is expressed differenty across
cultures and studies must use tools and
methods that are cross-culturally valid or
tzilored for use in the Indian settng For
example, the instrument EAT-26 (Gatner et
al, 1982) used to identify eating disorders,
has some questions teflecting culturally
desirable behaviour, leading to inflated
prevalence rates in an Indian sample.
Culturally adapted tools need to reflect the
vocabulary people use to think about and
discuss illness, in keeping with this, Hackert
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et al (1999) used broad divisions of inter-
nalising and externalising disorders instead
of ICD-10 categories, based on the likeli-
hood of recognition by rural South Indian
parents. Translation of tools is a unique
challenge in a country with 18 official
languages, and many more in wse. This
perspective needs to be integrated into
future ¢pidemiological studies.

CONCLUSIONS AND FUTURE
DIRECTIONS

Child psychiatric epidemiology has made
many impottant methodological and con-
ceptual advances and is moving towards
firmer ground. Future studies must expand
the lens to include the psychosocial corre-
lates of psychiatric morbidity. One of the
few substantive conclusions from Indian
work is the higher prevalence of external-
ising disorders in boys and internalising
disorders in girls. Recently; Hackert et al
(1999; 2000) identified multiple correlates
of psychiatric disturbance, including male
gender, Mustim religion, lower socin-eco-
nomic strains, less parental education, school
failure, impaired reading and vocabulary and
life events. Certain important questions can
only be answered by longiradinal seudies,
which are completely absent in India. Large-
scale methodologically sound multicentre
studies with interdisciplinary collaboration
are urgendy needed. A database of patterns
of service utilisation, felt need and barders
to recognition and helpsecking would be
critical for a developing country. A response
to these challenges and opportunitics will
increase the value of epideimological data
for both clinicians and policy makers in
India.

REFERENCES

Achenbach,T. M. (1991). Manual for the Youth
Self-Report and 1991 Profile. Burlington, VT:
University of Yermont, Department of Psychiatry.
Achenbach,T, M., & Edeibrock, C. $. (1983).
Manua! for the Child Behaviour Checklist and
Revised Child Behaviour Profile. Burlington, VT:
University of Yermont, Department of Psychiatry.

Achenbach,T. M., McConaughy, 5. H_, & Howell,
C. T. (1987). Child/adolescent behavoural and

214

emotional problems: Implications of cross-
informant correlations for situational specificity.
Psychological Bulfetin, 10J, 213-232.

Awnerican Psychlatric Association (1968).
Diagnostic and Statistical Manual of Mental
Disorders (2nd ed.). Washington, DC: Author.

American Psychiatric Association (1980).
Diagnostic and Statistical Manual of Mencal
Disorders (3rd ed). Washington, DC: APA,

American Psychiatric Association (1987).
Diagnostic and Statistical Manual of Mental
Disorders (3rd rev. ed). Washington, DC: APA.

American Psychiatric Association (1993).
Diagnostic and Staustical Manual of Mentai
Disorders (4th ed.). Washington, DC: APA,

Bakwin, H., & Bakwin, ft. M. (1963). Clinical
management of behaviour disorders of children.
London: W E. Saunders Company.

Banerjee,T. (199T). Psychiatric morbidity among
rural primary schocl children in West Bengal,
Indian Jowrnal of Psychiatry, 39, 130-135,

Banerjee, et al (1986). Psychiatric morbidity in
an urbanized tribal (Santhal) communicy:A field
survey, Indian Journal of Psychiatry, 28, 243-248.

Bhargava, S., Garg, 0. P, Singhi, S., Singhi, P, &
Lall, K. B. (1988). Prevalence of behaviour
problems in Aimer school children. Indian journal
of Pediatrics, 55, 408-415.

Bhatia, M. §., Bhasin, 5. K., Choudhary, 5., &
Sidana.A. {2000). Behavicur disorders among
children attending a nursery schooi. journal of
Mental Health and Human Behaviour. 5, 7-Il.

Bhola, P. & Kapur, M. (2000). Prevalence of
emotional disturbance in Indian adolescent girls.
Indian Journat of Clinical Psychology, 27, 217.222,

Chawia, P, & Sahasi, (1989). Conduct disorder
in primary school children. Indian Journal of
Clinical Psychology, 16, 108-Ul.

Dalal, M., Kapur, M., & Kaliaperumal,V. (1990),
Prevalence and patcern of psychological
disturbance in school-going adolescent girls. Indian
Journal of Clinical Psychology, 17. 83-88.

Dagh, et al (2000, january). Trend of psychiatric
morbidity in school children in Cutcack city.
Paper presented at the . d Annual Natonal
Conference of the Indian Pay. chiatric Society,
Cochin, India.

Debvasigamani,T. (1990). Psychiatric morbidity in
primary school children: An epidemiclogical scudy.
Indian Journal of Psychiacry. 32, 3, 235-240.
Dube, K. €. {1971). A study of prevalence and
biosocial variables on mental illness in a rural

and an urban community in Uttar Pradesh. Acca
Psychiatrica Scandinavica, 46, 327- 359,

Elnager, M. N., Maitra, P, & Rao, N. N. {(1971).



BHOLA & KAPUR

Mental health in an Indian rural community.
British Joumal of Psychiatry, 118, 499- 503,

Gada, N. (1987). A study of prevalence and
pareern of attention deficit disorder in primary
school children. Indian Journal of Psychiaery, 19,
113-118,

Garner, D. N, Oinmstead, M. I, Bohr, Y, &
Garfinkel, R E.(1982).The Eating Attitudes Test:
Psychometric properties and clinical correlaces.
Psychological Medicine, 12, 871-878.

Giel, 2t al (1981). Childhood menta! disorders
in primary heaith care: Results of observations
in four developing countries. Pediacrics, 68, 677-
68).

Goldberg, D. (1971), The decermimtion of
psychiatric iliness by quesdonnaire. London,
Ouxford University Press.

Goodman, R. (1997). The Strengths and Dif-

ficuities Questionnaire: A research note. Journal -

of Child Psychology and Psychiatry, 38, 58 |-
586.

Goodman, W K., Rasmussen, §.A., Price, L H.,
Riddie, M. A., Rapoport, j. |. (1986). Childrens
Yale-Brown Obsessive-Compulsive Scale (CY-
BOCS). ed. .. New Haven. CT:Yale Universicy,

Raham, P j., & Rutter, M. L (1968).The reliabilicy
and validity of tha psychiatric assessment of the
child I\ Interview with the parent British journal
of Psychiatry., |14, 581592,

Gupta, 1., Yermia, M., Singh, T., & Gupta, V.
{2001). Prevalence of behavioral problems in
school gaing children. Indian Journal of Pediatrics,
68, 313-326.

Hackett, ., Hackett, |., Bhakta, P, & Gowers,
S. {1999). The prevalence and associations of
psychiatric disorder in children in Kerela, South
India. journal of Child Psychiatry and Psychology,
40, 8Q1-807.

Hackect, ft Hackett, |, Bhakta, P, &k Gowers, §.
{1000). Life events in a South Indian populadon
and their association with psychiatric disorder in
children. International journal of Social Psychiatry,
46, 201-207.

Herjanic, B., & Reich,W (1982). Development of
a structured intarview for children: Agreement
between child and paremt on individual symp-
toms. journal of Abnormal Child Psychology, 10,
307-324.

tndian Councll of Medical Research (1983).
Unpublished final report of the task forte prolece
Multicentre study of the patterns of child and
adotescent disorders’. New Delhi: Author,
indian Council of Medical Research (2001).
Epidemiciogical study of child and adoles-cent
psychiatric disorders in urban and rural areas.
New Delhi. ICMR (unpublished data).

Joilinack, M. 5., Murohy. |, M., feobinson, j, Feins,
A., Lamb, §., & Fenton, T. (1988). Psediatric
symptom checkiise Screening schacl-age children
for psychosocial dysfunction. journal of Pediatrics,
12, 201.20%.

Jioha, ft. C,, & Murthy, ft. 5. (198)). An
apidemiclogical study of psychlatric problems in
primary school children. Child Psychiatry Quar
tarky. 14 (4). 1-12.

John, P. (1980). Psychiatric morbidicy in children:
An epidemiological study. Unpublished M.D. the-
sis. Bangalore University, Bangalore, India

Kapur, M. (| 985). The pattern of psychological
discurbance amongst residential school children:
A preliminary report. NIMHANS Journal, 3, 31-
35.

Kapur, M., Barnabas, L., Reddy, MN., ftozarle, §.,
& Uma, H. (1995). Development of
apsychopathology checkiist for chitdren (DPCL):
A preliminary report. NIMHANS journal, 13,

Kapur, R. L, Kapun, M., & Carstairs, G. M. (1974).
Indizn Psychiatric Survey Schedule. Social
Peychiatry, 9. 71-76.

King, M. B., & Bhugva, D. {1 989). Eating disorders:
Lessons from 3 cross-cultural study. Psychological
Medicine, 19, 95 5.958.

Klsinman, A. {1 988). Rethinking psychiatry: From
cultural category to personal experience. NY:
Free Press.

Kurup, S. (1980). An epidemiologiral study of
psychiatric morbldiey in rural children. Unpub-
lished M.D. thesis. Bangalore University, Bangalare,
inda.

Kushwaha, K. P, Singh, Y. D, Rathi, A_ K., Singh,
K. P, & Rastogl, C. K. (1992). Prevalence and
abuse of psychoactive substances in children and
adolescemts. Indian Journal of Pedistrics, 59. 261-
168,

Kumar, K., Srinath, §., & Khanna, 5. (1199,
Novernbaer). Prevalence of comorbidity in sub-
clinical obsessive compulsive disorder in an
urban adolescent population. Paper presented at
the .a Biennial Conference of the Indian
Association for Child and Adolescent Mental
Haalth, Bangalore, india.

Lal N., & Sethi, B. B. (1977). Estmare of menal
M heatth in children in an urban community.
Indian Journal of Pediatrics, 4, 55-64.

Maithotra, §., Arun, P, & Kohli, A. (1000).

Appiicability of Rutter-B Scale on Indian popu-
lation. Indian journal of Psychiatry. 42, 66-TL.

Madhotra, §., & Chaturvedi, S. K. {1984). Paterrs
of childhood psychiatric disorders in India, Indian
Journal of Pediatrics, 5. 235-240.

Mathotra, S., Kohii, A, & Arun, P
(2001).Prevalence of psychiatric disorders in

(215)

school children in Chandigarh. India. Indian
Journal of Medical Research, 116, 2 | -28.

Malhotra, §. & Kohli, A., & Rani, U, (1999).
Strengths and Difficulties Questionnaire {SDO):
A study of concordance with clinical diagnosis.
In S. Srinath, $. Girimali, $. Seshadri, M. C. Shashi
Kiran, & J. Raleev (Eds.). Proceedings of the a
Biennial Conference of the Indian Association for
Child & Adolescent Mental Health, (pp. 201-204).
Bangalore, India: Blue Chip Publishing.

Malhotra, §., Yarma, V. K., Verma, §. K, &
Malhotra, A. (1988). Childhood Psychopathelogy
Measurement Schedule: Development and
scandardisation, Indian journal of Psychiatry, 30,
325-331.

McGuire,j., & Richman, N. (1986). Screening for
behaviour problems in nurseries: The validity and
reliabilicy of the Preschool Behaviour Checklist
Journal of Child Psychology and Psychiaery, 27,
7-32,

Meha, P, joseph, A., & Verghese, A. (1985). An
epldemiclogical study of paychiacric disorder in
a rural area in Tamil Nadu. Indian Journal of
Psychiatey, 27, 153.158.

Mehta, M., Pandav, C. 5.. & Pande, P. (1991).
Menaat health probiems in rural primary school
children, tndian Journat of Social Psychiatry. 7.
3. 3.

Mishra,A. & Sharmna, AL K (2001). A dinicosocial
study of psychiatric morbidity in [2 to 18 years
school going girls in urban Delhi. Indian Journal
of Community Medicine, 26, 71.75.

Mohan, O, Thomas, M. G., & Prabhu, G. G.
(1978}, Prevalence of drug abuse in high school
pepulation. Indian Journal of Psychiacry, 20, 20-
24,

Myldebust, H, {1 921). Pupil Rating Scale- Revised,
New Yori. Grune & Stratton.

Nandi, 0. N, Aimany, S., Ganguly, H., Banerjee,
G.,Boral, G.C.,Ghosh,A., & Sarkar, 5, (1975).
Psychiacric disorder in a2 rural commuynity in
West Bengal: An epidemiological study. indlan
Journal of Psychiatey, 17, 87.89,

Nandi, et al (2000). Psychiatric morbidity of 2
rural Indian communicy: Changes over a 20-year
incerval. British Journal of Psychiatry. 176, 351.
356,

Nandl, et al (1986). A study of psychiatric
morbidity of a rural community at an interval
of 10 years, Indlan Journal of Peychiatry, 28, 179-
194.

National Institute of Mental Health (1992)
Diagnostic Interview Schedule for Children,

Rockyille, MD: National Institvie of Menul
Heakth.

Parvathavardhing, R (1983). Psychosocial problems



amongst rural children: An epidemiclogical study.
Unpublished M. Phil. dissertation, Bangalore
University, Bangalore, India.

Premarajan, K. C., Danabalan, M., Chandrashelar,
R., & Srinivasa, O.K. {1993). Prevalence of
psychiatry morbidity in an urban communicy of
Pondicherry. Indian Joumal of Psychiatry, 35, 99-
102,

Rai, C., Malik, §. C., & Sharma, C. (1993).
Behaviour problems among preschool children.
indian Pediacrics, 30, 475-478,

Rao, P. M. (1978). Psychiatric morbidity in
adolescence: An epidemiological survey of preva-
lence in high school adolescents. Unpublished
M.D. thesis. Bangalore University. Bangalore,
india.

Roberts, R. E. Attdsson, C. C., & feosenblatt, A.
(1998). Prevalence of psychopathology among
children and adolescents. American journal of
Psychiatry, 155, 715-725.

Reich, W, Shayka. j. ). and Taibleson, C. H.
(1991). Diagnostic Interview for Children
andAdolescents  (DICA.R). Unpublished
manuscript, Washington University. Division of
Child Psychiaoy.

Razario, j., Kapur, M., & Kaliaperumal, 0. (1990).
An epidemiclogical survey of prevalence and
pattern of psychological disturbarce of school-
going early adolescents. Journal of Personaiity
and Clinical Studies, 6, 165-16%.

Ruclomini, S. (1 994). Psychological disturbance in
$ to 12-year-old school children in a rural area,
Unpublished M. Phil. dissertation, Bangalore
University, Bangalore, India,

Rutter, M. (1957). A Children's Behaviour
Questionnaire for completion by teachers: Prelimi-
nary findings. Journal of Child Psychology and
Psychiatey, 8, I

Rutter, M., Tizard, j., & Whitmore, K. (1981).
Educarion, health and behaviour. NY: Robert E.
Krieger.

Sachdeva, j. 5., Singh, $., Sidhu, B. 5., Goyal, ft.
K. 0., & Singh, j. (1986). An epidemiological study
of psychiatric disorders in rural Faridkot (Puniab).
Indian Journal of Psychiatry, 28, 317.3231.

Sarkai A. B., Kapur, M., & Kaliaperumal, V. G.
(1995). The prevalence and pattern of
psychological disturbance in school going middle
¢hildhood children. NINHANS Joumal, 13, 33-
41

Sekar, K., Eawari, $. C., diramma, V., Shariff~
L A, & Murthy, N. S. N, {1983). The use of
Rutters Scale by teachers in screening maladiusted
childrzn. NIMHANS Joumal. I. 105 10

Selaw, K., Shariff, LA, Eywari, 5.C., & Muralidhvan,
D. {1983). Correlates of maladjusted behaviour

CHILDAND ADOLESCENT PSYCHIATRIC EPIDEMIOLOGY IN INDIA

of children in different schools. Indian Journal of
Psychological Medicine. 6, 27.32.

Sen, B,, Nandi, D. N,, Mukherjee, S, F, Mishra,
D.C,, Banerjee, G., & Sariar, S. (1934). Psychiatric
morbidity in an urban slum dwelling community,
indian Journal of Psychiatry, 26, 185-193.

Servan-Schreiber, D, Le un, B., & Bemaher, B,
{) 998). Prevalence of post-traumatic stress
disorder and major depressive disorder in Ti-
betan refugee children. Journal of the American
Acadeniy of Child and Adolescent Psychiatry, 37,
874-879.

Sethi, B. B, Gupta, 5.C., & Kumar R (1967).300
urban families (A psychiatric survey). Indiar
Journal of Psychiatry. 9, 280-302.

Sethi, B. B, Gupta, §. C., Kumar, ft., & Kumar,
P. (1972). A psychiatric survey of 500 rural
families. Indian Journal of Psychiawy, 14, 183-
196,

Shah, A. V., Goswami, U. A, Manar, R, C.,
Hajariwala, D.C.. & Sinha, B. K_(1980). Prevalence
of psychiatric disorders in Ahmedabad (An
epidemiological study). Indizn Journal of Psychiatry,
12, 384-389.

Shenoy, j., Kapur, M., & Kaliaperumal,V, G. (|
996). Prevalence and pattern of psychological
disturbance among five to :ight year old school-
geing children: Preliminary findings. NIMHANS
Journal, 14, 37-43.

Shenoy, j. P, Kapur, M., & Shanrmugam, V. (1995).
Reliability of Children's Behaviour Questionnaire
in an Indian sample. NIMHANS Journat, 13, 59-
64.

Sidana, A., Bhatia, M. §., & Choudhary S.{1998).
Prevalence and pattern of psychiatric morbidity
in children. Indian Journal of Medical Science, 52,
556-558.

Sidans, A., & Nijhswan, M. (1999, January).
Prevalence of psychiacric morbidity in school
going adolescent children and factors related to
it

Paper presented at the 5 Anmual National
Conference of the Indian Przychiamric Sociaty,
Bhubaneashwar, india.

Simgh,A.j., Shulda,j. D..Verma, B. 1., Kumar, A.,
& Srivastava, ft. N. (1983). An epidemlological
study in childhood psychiatric disorders. indian
Pediatrics, 20, 167-172.

Singh, H., Sharma, C. K., Mathur, H. C., Gupta,
L. N, & Khatri, P. C. (1989). Prevalence and
pattern of mental heafth problems, Indian
Pediatrics, 26. 36-40,

Singh, 5., & Kamal Preet (i981). Drug abuse
among school and college students in Punjab.
Child Psychiatry Quarterly. 14, 54 I,

Singhal, P. K., Bhatia, M. §., Baliishna, Ohar, D,

(216}

N., Mullick, D. N, & Bohen, N. (1988). Psychiatric
morbidity. Indian Journal of Pediatrics, 55, 575«
579.

Sitholey, P, & Chakrabarti, §. (1992). Child
psychiatric research in India: Epidemiology, as-
$ ent, and o In: Child mental health
in India, (Eds.) Malhoera, 5, Malhotra, A &
Varma, VK. pp. 42-65. New Dethi: Macmillan
India Ltd.

Shaffer et al (1996). The NIMH Diagnostic
Interview Schedule for Children version 2.3
{DISC-2.3): description acceptability, prevalence
rates, and performance in the MECA swudy
Joumal of the Amecicar Academy of Child and
Adolescent Psychiatry, 35, B45-877.

Sinha, U. K. & Kapur, M. {1999). Psychotherapy
with emotionally disturbed adolescent boys:
Qurcome and process study. NIMHANS Journal,
17, H13-130.

Srinath, S. & Giriraaji, 5. C. (1999). Epidemiology
of child and adolescent mental heaich problems
and menta) retardation. NIMHANS journal, 17,
355-366.

Srinivasa Murthy, R, §., Ghosh, A, & Verma,V.,
K. {1974). Behaviour disorders of chiidhood and
adolescence. Indian Joumal of Psychiatry, 16, 229-
237,

Steinhausen, H.C., Metike, C.W, Meier, M., &
Kannenberg, R. (1998). Prevalence of child and
adolescent psychiatric disorders: the Zurich
Epidemioclogical Study. Acts Psychiatrica
Scandinavics, 98, 262-271.

Surya, N. C,, Datta, S. P, Gopalakrishnan, R.,
Sundaram, D., & Kutty, j. (1966). Menta) morbidicy
in Pondicherry (1962-63). Transactions of All
Indian Institute of Mental Health, 4, 50- 61.

Tadesse B et al. ([999). Childhood behavioural
disorders in Ambo district, Western Ethiopia:
Prevalence estimates. Acts  Psychistrica
Scandinavica, | 00(Suppl), %2-97,

Thacore,V.R., Gupta, S. C. & Suraya, M. (I975).
Psychiatric morbidity in a North Indian community.
British Journal of Psychiatry. 126, 364-369,

Uma, H., & Kapur, M. (1990). A study of
behaviour problems in pre-school children.
NIMHANS Joumal, B, §9-73.

Varma, V. K., & Chakrabard, §. (1995}). Social
correlates and cultural dynamics of mental illness
in traditional society. India. In: Handbook of
cuiture and mental iliness. (Ed.) Al-lssa, 1. pp.
115-129, Madison, WI: International Universities
Press,

Venugopal, M., & Raju, P, (1988). A scudy on the
learning disabilities among IV and ¥V standard
students, indian journal of Psychological Medicine,
Ho 119123,




BHOLA & KAPUR

Varghese, A., & Belg, A. (1974). Psychiatric
disturbances in children: An epidemiological study.
Indian Journal of Medical Research. 62, 1538-
1542,

‘World Health Organisation {1 9564). Internadonal

Classification of Diseases (7th rev. ed)) Geneva:
Author.

‘World Health Organisation (( 978). imernational
Classificacion of Dissases (9th rev. ed) Geneva:
Author

World Health Organisation (1993). Incernational
Classification of Diseases (10th rev. ed) Geneva:
Author.

POORNIMA BHOLA, Ph.D. (Clinica! Psychology), unior Research Fellow, National Insttute of Mental Health and Neum Sciences, Bangalore. S02E. Ranks
Corner Apartments, |” Main. Cambridge Layout, \soor, Bangalore-560 008. Email: pbhola@rediffmail.com

*HMALAVIKA KAPUR, Ph.D. (Clinical Psychology), Hon. Profetsor, National Institute of Advanced Studies, Indian Institute of Science Campus, Bangalore:

560 012, India
“Correspondance

@n


mailto:pbhola@rediffmail.com



