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Objective: Costs of treating child psychi-
atric disorders fall on educational, pri-
mary care, juvenile justice, and social ser-
vice agencies as well as on psychiatric
services. The authors estimated multi-
agency mental health costs by integrating
service unit costs with utilization rates in
an 11-county area. Using psychiatric diag-
noses made independently of service use
records, the authors calculated costs
across agencies as well as the extent of
unmet need for psychiatric care.

Method: Annual parent and child reports
were used to measure mental health care
needs and units of service across 21 types
of settings for the population-based Great
Smoky Mountain Study sample of 1,420
adolescents from ages 13 to 16. Unit costs
for services were generated from informa-
tion from service providers and records.
The authors calculated costs overall, costs
by type of service, and costs by diagnosis.

Results: Average annual costs per ado-
lescent treated were $3,146. Juvenile jus-
tice and inpatient/residential facilities ac-
counted for well over half of the total
costs. Costs for youths with two or more
diagnoses were twice as much as costs of
those with a single disorder. Among ado-
lescents with service needs, 66.9% re-
ceived no services. Public health insur-
ance was associated with higher rates of
specialty mental health care than either
private insurance or no insurance.

Conclusions: Annual costs across all ser-
vices were three to four times greater
than recent health insurance estimates
alone. Many costs for adolescents with
mental health problems were borne by
agencies not designed primarily to pro-
vide psychiatric or psychological services.
Only one in three adolescents needing
psychiatric care received any mental
health services.

(Am J Psychiatry 2007; 164:36–42)

The annual cost of treating child and adolescent men-
tal illness was estimated at $11.6 billion in 1998 (1), not
including costs incurred outside medical settings. Yet ed-
ucational, juvenile justice, and child welfare agencies all
incur costs related to childhood mental illness (2), and
children often use services from many agencies, to deal
with many problems. Studies that examine service use
for a limited set of providers (e.g., references 1, 3, 4) or fo-
cus on a single diagnosis or presenting problem (5–7) will
underestimate the broader community costs of early
mental illness.

Four elements are needed to estimate the costs of
childhood mental illness across service agencies: a repre-
sentative population sample; assessment of psychiatric
disorder that is independent of treatment records (to
measure unmet service needs); information on costs
across all relevant service systems; and information on
the number of units of each type of service used by each
study participant. This study meets these requirements
for a population sample of 13- to 16-year-olds in the
southeastern United States.

Method

Sampling Frame

The study used data from the Great Smoky Mountain Study
sample, drawn from a predominantly rural 11-county area of
North Carolina (population 180,000) that had an adequate mental
health care system. The sampling frame was the student informa-
tion management system databases of the 13 school districts in
the area. A representative sample of 4,500 children, 1,500 each at
ages 9, 11, and 13, was selected using a household equal probabil-
ity design to select one child from each household.

Two-Stage Sampling

A two-stage sampling process was used to increase the number
of mental health service users in the study sample while permitting
estimates to be made for the whole population (8). All children who
scored above a predetermined cut point on a behavioral screening
questionnaire (9), plus a 1-in-10 random sample of children who
scored below the cut point, were recruited. Ninety-five percent of
families contacted completed the screening questionnaire, and
80% of eligible families (1,073 of 1,346) agreed to participate in the
interviews. In addition, all age-appropriate American Indian chil-
dren living in the area were sought for recruitment irrespective of
their screening questionnaire scores, and 81% (350/432) agreed to
participate. Of the total sample of 1,423, three died early in the
study and are omitted from these analyses. Eligible children and
one of their parents were interviewed annually until the youths
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were 16 years of age. Institutional review board approval was ob-
tained, and both children and parents provided informed consent.

The estimates presented in this article are based on data col-
lected between 1993 and 2000 for each cohort at ages 13, 14, 15,
and 16. The average response rate for each wave was 81.6%. The
data are weighted back to population rates (8).

Approach to Cost Analysis

The first step in cost analysis is to determine the perspective,
that is, to answer the question “costs to whom?” (10). We esti-
mated the costs to the broad set of health care (primary and spe-
cialty), school, juvenile justice, and social service agencies that
bear the financial brunt of adolescents’ emotional and behavioral
problems. By including a comprehensive set of service agencies,
we hoped to approximate a societal perspective (11). However,
this approach omits many costs borne by families, including di-
rect costs (e.g., travel) and indirect costs such as impact on par-
ents’ ability to work and the child’s future earnings.

Key Measures

Three sets of measures were collected: psychiatric disorders, as
a marker of need for services; the number and type of units of ser-
vice utilized per child; and the cost of each unit of service.

Psychiatric diagnoses were made at annual interviews using
the Child and Adolescent Psychiatric Assessment (12). Need for
services was defined as the presence of either a diagnosis accord-
ing to DSM-IV criteria (13) or psychiatric symptoms associated
with significant functional impairment at home or in school.
Youths with impairing symptoms below the threshold for formal
diagnosis were categorized as needing services because earlier
work with these data (14) showed that this group frequently has
many symptoms across several diagnostic categories without any
formal DSM-IV diagnosis and that they often have a poor progno-
sis without treatment. This group is roughly equivalent to those
who would be given a DSM-IV not otherwise specified diagnosis.
Children were categorized as needing services the first time they
either met diagnostic criteria for a disorder or had impairing
symptoms of a disorder. They were then counted as having that
disorder at each of the subsequent data waves. Using this “persis-
tent” definition reflects the chronic nature of psychopathology as
well as common clinical procedure: mental health services (for
example, stimulant medication for attention deficit hyperactivity
disorder [ADHD]) are considered to be needed to maintain men-
tal health after symptoms fall below the full diagnostic threshold.

Service use for mental health problems was identified using
the Child and Adolescent Services Assessment (15), an interview
for parent and child that provides details on use of 39 types of ser-
vice during the 3 months preceding the interview. For each type of
service used, information is collected about the number of ses-
sions, the length of visits, and the focus of treatment. The instru-
ment also asks about family income and health insurance. For
this article, 21 types of service covered in the interview were clas-
sified into seven categories: inpatient hospital, residential, outpa-
tient, school, primary care, juvenile justice, and informal services.
Services were excluded from these analyses if they involved no
formal costs (e.g., talking to a sibling or parent) or if the primary
object of the expenditures by the agency was an adult (e.g., social
service investigations of abuse). To ensure that services are re-
lated to mental health concerns, the Child and Adolescent Ser-
vices Assessment uses four safeguards: the measure is adminis-
tered immediately after the Child and Adolescent Psychiatric
Assessment to cue recall. The Child and Adolescent Services As-
sessment begins by reviewing all mental health concerns identi-
fied in the diagnostic interview; when querying about the general
services settings, the questions are qualified with the phrase “for
any of the kinds of problems that you told me about”; and when
prompted for detailed service information, the interviewer is

asked to identify the focus of treatment. Only service use related
to mental health is coded.

Cost estimates for service units were obtained from a diverse
range of national, state, and local resources. A full list of data
sources and a detailed description of data collection methods are
available in an online appendix at http://devepi.mc.duke.edu/
mentalhealthcost.pdf.

When available, unit cost estimates were specific to the state,
county, and year from which the utilization data were drawn, and
cost estimates included direct costs, such as the salaries of health
care providers, and indirect costs, such as administrative support.
The consumer price index was used to index costs to the year in
which the service was provided if historic unit cost data were un-
available. The figures for some service categories incorporate a
range of cost estimates for each service in that category, reflecting
cost variations across sources of information. All costs are re-
ported in 2000 real dollars. Participants might use several services
and might use a service more than once. We use “service events”
to present the number of discrete observations in which a service
was reported as being accessed.

Analyses

Cost estimates were calculated by multiplying reported service
units by unit costs. The Child and Adolescent Services Assess-
ment obtains service units through items inquiring about dura-
tion (in minutes) and number of visits. Cost estimates include av-
erage annual costs per individual and total annual costs per
100,000 population. If an individual reported service use at more
than one time point, separate cost estimates were averaged for
the individual to control for correlated data points. Three-month
cost estimates, but not service utilization rates, could be weighted
to annual estimates by multiplying estimates by four. A total sam-
ple cost estimate was generated by summing costs across all par-
ticipants. The total sample cost was weighted to obtain an esti-
mate for a population of 100,000. Service utilization rates were
computed with logistic regression models using general estima-
tion equations to account for both sampling design and within-
subject correlation across multiple waves. Sampling weights were
applied for estimates.

Results

Table 1 lists the categories, services within each category,
and unit cost range for each service. The likelihood of ser-
vice use did not differ from cohort to cohort, so numbers of
units of care and costs were aggregated across cohorts.

Utilization Rates and Costs by Service Category

Table 2 presents mental health service costs and utiliza-
tion rates by service category. Over 3 months, 17.9% of the
sample used mental health services. School was the most
common setting, followed by psychiatric outpatient, juve-
nile justice, and primary care settings. In general, rarely
accessed services (e.g., inpatient and residential) were the
most costly.

Figure 1 summarizes the relationship between service
events and costs. It shows, for example, that only 4% of the
sample used nonhospital residential services within a 3-
month period but accounted for 43% of total costs, while
mental health services were delivered in school settings to
30% of the sample for 13% of the total costs.

Details of demographic differences in costs can be found
in the online appendix at http://devepi.mc.duke.edu/
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mentalhealthcost.pdf. The sample had almost equal num-
bers of boys and girls. Boys were nonsignificantly more
likely to use services, but the costs of services for boys were
61% greater than those for girls (average annual costs,
$3,803 versus $2,363), and boys were responsible for 70% of
the total annual costs. Of the two primary racial/ethnic
groups (Anglo and American Indian), Anglos were less
likely to use services (17% versus 24%) and costs were
about $1,500 less per user, but because they were the ma-
jority (90.4%) of the population, they were responsible for
most (69.7%) of the costs. The proportion of adolescents
using services increased with age (controlling for year), ris-

ing from 14.1% at age 13 to 17.3% at age 16. Average annual
costs also increased, from $2,433–$2,996 at age 13 to
$4,152–$4,725 at age 16.

Costs by Diagnosis

Table 3 illustrates how need for services affected costs.
About one-third of adolescents (33.1%) with a need for
services used services from any agency. Youths with a for-
mal DSM-IV diagnosis incurred modestly greater costs
than those with subdiagnostic impairment ($4,456 versus
$4,034) and much greater costs than those without a psy-
chiatric diagnosis or impairment ($1,284).

TABLE 1. Unit Cost Estimates for Services in a Rural Area of North Carolina, by Treatment Setting and Service Category

Service Category and Treatment Setting Units Unit Cost Estimates ($) a

Inpatient hospital
Psychiatric hospital 24 hours 368.82–439.65
Psychiatric unit of general hospital 24 hours 368.82–439.65
Drug/alcohol/detoxification unit 24 hours 368.82–439.65
Medical inpatient unit in hospital 24 hours 368.82–439.65

Residential
Residential treatment center 24 hours 200.00–223.00
Group home or emergency shelter 24 hours 79.00–195.00
Therapeutic foster care 24 hours 58.16–108.83

Outpatient
Partial hospitalization program 1 hour 10.92–19.60
Drug/alcohol clinic 1 hour 63.48–108.32
Mental health center or clinic 1 hour 63.48–108.32
Community health center 1 hour 63.48–108.32
In-home counseling or crisis services 1 hour 21.16–40.40
Private professional treatment 1 hour 63.48–108.32

School
School guidance counselor, psychologist, or social worker 1 hour 16.14–21.10
Boarding school 24 hours 125.00–166.33
Special Education for behavioral or emotional functioning 1 school day 29.59–37.89

Primary care
Family doctor or pediatrician 15 min 29.07–34.52
Hospital emergency department 24 hours 368.82–439.65

Juvenile justice
Probation or juvenile correctional counselor Per contact 6.53–7.76
Detention center, training school, or jail 24 hours 180.00–180.00

Informal services
Religious counselor 1 hour 14.84–16.32
Other healer or alternative practitioner 1 hour 14.84–16.32

a Variation in cost estimates comes from two primary sources: 1) changes in the costs of the services over time; 2) situations in which a service,
as described in our assessment measure, is not specific enough to produce a single estimate.

TABLE 2. Mental Health Service Utilization Rates and Costs for 1,420 Youths Ages 13–16 in a Rural Area of North Carolina,
by Service Category

Service Category
3-Month Service 

Utilization Rate (%)a 95% CI
Average Annual Costs 

per User ($)b

Annual Costs per 
100,000 Population 

Ages 13–16 ($)b

Inpatient hospital 0.5 0.1–0.8 21,152 13,491,874
Residential 1.2 0.5–1.9 21,709 34,093,921
Outpatient 6.6 5.1–8.1 1,911 6,107,248
Primary care 2.6 1.8–3.5 1,248 1,870,891
School 8.3 6.8–9.8 740 10,888,771
Juvenile justice 2.7 1.9–3.6 3,788 13,185,905
Informal services 1.2 0.6–1.8 159 159,298
Medications 4.2 2.9–5.4 435 2,229,198
Total 17.9 15.4–20.3 3,146 89,360,273
a Service utilization rates are reported as a percentage of the total number of observations (i.e., number of subjects multiplied by the number

of waves).
b Because unit costs varied within service categories, annual costs were derived from the high unit cost estimate. A full range of estimates is

available at http://devepi.mc.duke.edu/mentalhealthcost.pdf.
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Among youths with mental illness, comorbidity has
been shown to be the rule rather than the exception (16).
In Table 3, costs are presented for both single-disorder and
comorbid cases in various diagnostic categories. Disrup-
tive behavior disorders (conduct disorder, oppositional
defiant disorder, and ADHD) accounted for the largest
proportion of costs for single-disorder groups because of
both higher prevalence rates and substantially higher
costs in juvenile justice and inpatient services. Adoles-
cents with multiple diagnoses incurred the greatest costs,
and those with three or more diagnoses the greatest of all
($6,744). However, only 49.9% of even the latter group re-
ceived any services. Overall, depression and disruptive be-
havior disorders accounted for the highest rates of service
use and the largest proportion of total mental health costs.

Costs by Insurance Status

Table 4 compares primary and specialty mental health
costs by the primary source of insurance funding. Private
insurance was the most common source of funding for the
sample (74.6%), followed by public funding (Medicaid,
Medicare, Indian Health Service; 14.0%) and no insurance
(9.6%). Participants with public insurance were more
likely than either privately insured or uninsured children
to use specialty mental health services. Yearly costs were
greater for children with public funding for primary care
services and specialty mental health services.

Discussion

This study is one of the first to look at mental health ser-
vice costs across a full range of service settings and diag-
nostic groups. The costs of mental health services in this
11-county area extrapolates to national costs of $10.2 bil-
lion to $12.3 billion just for 13- to 16-year-olds. This is
three to four times more than previous national estimates
for the entire child and adolescent population, which were
based largely on health insurance data alone.

A number of specific findings of this study are notewor-
thy. First, costs for outpatient specialty mental health ser-
vices constituted about 7% of the total of mental health
costs for adolescents. Juvenile justice services and inpa-
tient services, such as inpatient hospitals and group
homes, accounted for 67% of all costs. Second, schools
were the most frequent service providers for adolescents
and were responsible for 13% of the costs; thus, the bur-
den of adolescent mental health problems was commonly
borne by agencies that were not designed primarily to pro-
vide psychiatric or psychological services. Third, although
the per-child costs were similar to those of other diagnos-
tic groups, children with disruptive behavior disorders ac-
counted for the greatest expenses of any diagnostic group
because of the higher prevalence of these disorders in
childhood. Fourth, less than one in three adolescents who
had a need for services during the period examined re-
ceived any services from any agency. Finally, the propor-

tion of adolescents with service needs who received men-
tal health care in the medical sector was similar for those
with private health insurance and for those with no insur-
ance. A higher proportion of those with public insurance
received services.

This study contributes in several ways to the literature
on the costs of treating adolescent mental illness. It uses a
representative population sample and an annual detailed
psychiatric assessment of each participant for 4 years as
well as details of the type and amount of disorder-related
services used across multiple agencies, and it generates
costs from detailed investigations of the relevant agencies.
Other studies have estimated costs for children with vari-
ous types of health care funding (e.g., those on Medicaid
or those with private health insurance [1, 3, 4]) or children
with specific disorders (5–7), but none permitted esti-
mates of costs of multiple service providers for individual
cases across a whole population.

The study also presents average costs at both the indi-
vidual and population levels. The Fort Bragg Demonstra-
tion Project (17) estimated the average costs of services
from medical and mental health agencies for children in
contact with mental health services, and a Comprehensive
Community Mental Health Services for Children and

FIGURE 1. Services Used and Costs by Service Category for
1,420 Adolescents Ages 13–16 in a Rural Area of North
Carolinaa

a Service events refer to the number of discrete observations in which
a service was reported as being accessed (i.e., the total number of
events possible equals the number of subjects multiplied by the
number of interview waves by the number of service categories).
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Their Families Program study (18) of costs in Ohio for chil-
dren at risk of out-of-home placement obtained cost data
from most agencies. Annual estimates of the cost per
treated child were between $5,000 and $6,000 in the Ohio
sample and around $5,000 for the nonexperimental com-
parison group in the Fort Bragg study. The equivalent
group of adolescents in Great Smoky Mountains Study
(i.e., those in contact with specialty mental health ser-
vices) generated much higher annual costs ($10,921), indi-
cating that the failure to include a full range of service pro-
viders can lead to substantial underestimation of costs.

The cost estimates in this study are based on “persis-
tent” diagnoses—that is, once a child was diagnosed, that
diagnosis was carried to subsequent observations—to re-
flect the chronic nature of psychopathology and the clini-

cal reality that patients often continue to be treated after

symptoms subside and fall below the full diagnostic

threshold. Analyses were also completed on two alterna-

tive assumptions: 1) subjects were counted in the diagnos-

tic group only when they met full criteria for the diagnosis;

and 2) subjects were excluded from further observations

after a diagnosis was met and then was not met or resolved

on a subsequent observation. In both scenarios, average

annual costs were higher for subjects with a diagnosis and

those without than costs computed using the “persistent”

diagnosis (in scenario 1, costs were $5,664 and $2,942, re-

spectively, and in scenario 2, $1,543 and $6,013, respec-

tively). These assumptions also change the prevalence

rates for the diagnostic conditions. As evidenced by these

TABLE 3. Mental Health Service Utilization Rates and Costs for 1,420 Youths Ages 13–16 in a Rural Area of North Carolina,
by Diagnosis

Diagnostic Statusa
3-Month 

Prevalence (%)b 95% CI

3-Month 
Service Utiliza-
tion Rate (%)b 95% CI

Average Annual 
Costs per User 

($)c

Annual Costs 
per 100,000 

Population Ages 
13–16 ($)c

No diagnosis, no symptomatic 
impairmentd

62.3 58.8–65.9 8.3 6.3–10.4 1,284 9,801,339

Current psychiatric diagnosis or 
symptomatic impairmentd

37.7 34.1–41.2 33.1 28.8–37.4 4,173 79,277,339

Any depressive disorder 5.4 3.4–7.3 52.3 40.8–63.7 5,681 20,590,409
Depressive disorder only 1.4 0.5–2.3 49.6 37.1–62.0 3,286 2,195,534
Comorbid depressive disorder 3.9 2.3–5.6 53.1 40.2–66.0 6,354 18,249,954

Any anxiety disorder 3.9 2.5–5.4 42.2 26.2–58.1 3,433 8,949,026
Anxiety disorder only 1.7 0.7–2.7 28.8 6.6–51.1 925 586,841
Comorbid anxiety disorder 2.3 1.2–3.3 49.9 29.3–70.4 4,542 7,867,721

Any substance use disorder 5.3 3.8–6.8 41.3 30.5–52.0 3,873 14,803,695
Substance use disorder only 2.8 1.6–4.0 32.0 15.5–48.5 3,615 3,133,329
Comorbid substance use disorder 2.5 1.6–3.4 52.3 42.2–62.4 4,064 11,410,883

Any disruptive behavior disorder 9.5 7.4–11.6 46.5 38.9–54.2 5,585 48,763,785
Disruptive behavior disorder only 5.1 3.7–6.5 41.4 29.9–53.0 4,313 23,613,892
Comorbid disruptive behavior 

disorder
4.4 2.9–5.9 53.9 45.5–62.3 6,671 25,128,580

Any three diagnoses 2.0 0.9–3.0 49.9 29.9–69.9 6,744 11,123,744
a The same individual may be counted in more than one row; for example, an individual with comorbid depression and anxiety disorders will

be counted in both the “comorbid depression” and the “comorbid anxiety” rows.
b Prevalence and service utilization rates are reported as a percentage of the total observations (i.e., number of subjects multiplied by number

of waves).
c Because unit costs varied within service categories, annual costs were derived from the high unit cost estimate. A full range of estimates is

available at http://devepi.mc.duke.edu/mentalhealthcost.pdf.
d Service utilization rates varied significantly between the “no diagnosis, no symptomatic impairment” group and the “current psychiatric di-

agnosis or symptomatic impairment” group (z=–10.48, p<0.0001).

TABLE 4. Mental Health Service Utilization Rates and Costs for 1,420 Youths Ages 13–16 in a Rural Area of North Carolina,
by Insurance Status

Insurance Status

3-Month 
Prevalencea 

(%) 95% CI
Service 

Category

3-Month Rate 
of Service 

Utilizationa 
(%) 95% CI

Average Annual 
Costs per 
Userb ($)

Annual Costs 
per 100,000 

Population Ages 
13–16b ($)

Private health insurance 74.6 71.2–78.1 Outpatient 5.2 3.6–6.9 1,783 2,661,474
Primary care 2.6 1.6–3.6 750 1,278,995

Publicly funded insurancec 14.0 11.3–16.6 Outpatient 14.7 10.0–19.3 2,389 2,478,606
Primary care 3.4 1.2–5.5 1,000 420,020

No insurance 9.6 7.4–11.8 Outpatient 4.0 <0.1–8.3 1,462 648,747
Primary care 1.7 <0.1–3.5 520 80,299

a Prevalence and service utilization rates are reported as a percentage of the total observations (i.e., the number of subjects multiplied by the
number of waves).

b Because unit costs varied within service categories, annual costs were derived from the high unit cost estimate. A full range of estimates is
available at http://devepi.mc.duke.edu/mentalhealthcost.pdf.

c Publicly funded insurance includes Medicaid, Medicare, and Indian Health Service.
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comparisons, service cost estimates generated with the
“persistent” diagnosis should be considered conservative.

Limitations

Several limitations to this study need to be considered.
The data are from a relatively rural area in the southeast-
ern United States that may not be representative of the rest
of the country in rates of mental illness, levels of service
use, and costs per unit of service. However, there is evi-
dence that rates of mental illness are very similar in this
and other national and international population samples
(19, 20) and that the proportion of children receiving
needed mental health care is similar in other areas of the
United States (21–25) and the United Kingdom (26). Also,
the unit costs used in this study are highly consistent with
figures from national and other local estimates (see the
online appendix at http://devepi.mc.duke.edu/mental-
healthcost.pdf).

Although the study oversampled American Indians, it
included very few African Americans, Latinos, and Asian
Americans, because few members of these groups live in
the 11-county area studied. Also, in this study, race/eth-
nicity, family income, and insurance status were con-
founded: although the prevalence of psychiatric disorders
was similar across the sample (27), Anglos were better off
and more likely to have private insurance (and to have
lower rates of service use), while African Americans and
American Indians were more likely to be poor and to have
publicly funded health insurance.

We used information from parents and children as the
basis for our estimates of units of service use rather than
from administrative sources such as Medicaid claims. The
services that carry most of the cost burden, such as
schools and the juvenile justice system, do not maintain
records that permit extraction of costs of units of service
for individual study participants. Medicaid claims data
provide estimates of the cost of providing care from the
perspective of the payer rather than the patient (e.g., refer-
ences 3, 4, 28) and are limited to medical service providers.
There is a large literature supporting the validity of self-
and parent-reported psychiatric symptoms and service
use compared with institutional records (29–32).

Three additional limitations have to do with factors that
lay beyond the scope of this article. First, these analyses
excluded many costs incurred by families with a mentally
ill adolescent, such as additional child care, travel, out-of-
pocket expenses, and lost work opportunities. Second,
these analyses did not consider the appropriateness or ad-
equacy of the services provided or their impact on the
course of illness. Third, the age range of the sample was
limited to early adolescence.

Conclusions and Implications

Notable efforts are being made in many states to provide
an integrated system of care for children and adolescents
with mental illness (33, 34). The data presented here rein-

force the need for such integration. The adolescents who
incurred the greatest costs had complex psychiatric profiles
and were likely to need services from many sources. Rates
of adolescent inpatient hospitalization have fallen since the
1980s (35), but it is clear that expensive residential facilities
were still seen to be necessary for a small proportion of
youths with psychiatric disorders. However, much of the
cost is being borne by non-mental health agencies.

These analyses identified a high level of unmet need:
some 70% of adolescents with service needs received no
help from any of the service sectors whose raison d’être is
to provide services to children. Yet, even children who
have neither a psychiatric diagnosis nor symptomatic im-
pairment may need mental health care. Children with
disabilities or recent trauma, for example, could benefit
from counseling.

There is considerable evidence that the majority of adult
psychiatric disorders are continuations or recurrences of
chronic disorders that have their origins in childhood or
adolescence (36, 37). Treatments that effectively manage
many early-onset disorders are now available (38, 39). In
this context, the level of unmet need, as well as the burden
on service systems that were not designed to deliver expert
mental health care, is a matter of grave concern.
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