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Note: This article focuses on children and adolescents to age 18 though, for brevity, we 
sometimes use only the word "children." 
 
The term emotional disorder is not a formal diagnosis, and thus there are no well-defined 
guidelines for its use. Most typically, when a child or adolescent is described as having 
an emotional disorder, this means that he or she has a diagnosed—or diagnosable—
disorder of mood or anxiety. These kinds of disorders are characterized by feelings of 
intense internal and/or emotional distress that last, either continually or intermittently, for 
a period of months or years. 
 
The broad categories of mood and anxiety disorders each include numerous specific 
diagnoses. There are two established systems for diagnosing mental disorders: the 
International Classification of Diseases (ICD-10), published by the World Health 
Organization (WHO 2004), and the Diagnostic and Statistical Manual of Mental 
Disorders (DSM-IV), published by the American Psychiatric Association (APA 2000). 
These classification systems have converged over the years, so that most diagnoses are 
comparable. Each system includes a broad category of mood disorders, among which are 
the depressive and bipolar disorders. Each system also includes a broad category of 
anxiety disorders, which include Post-Traumatic Stress Disorder and Obsessive-
Compulsive Disorder, as well as various specific phobias and anxieties. Mood and 
anxiety disorders can be diagnosed in children or adults; however, each of the two 
classification systems also includes a separate category of disorders that are typical of 
childhood and adolescence. Within this broad category—which includes a variety of 
types of disorders—each system lists a few emotional disorders that typically begin in 
childhood (e.g., Separation Anxiety Disorder). 
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Diagnosis 
Formal diagnosis of an emotional disorder requires that a clinician decide whether or not 
a child or adolescent meets the criteria for the disorder as described in one of these 
classification systems. During the diagnostic process, the clinician typically observes and 
interacts with the child, and considers reports from adults who know the child well. Yet 
even with the use of these very detailed classification systems, diagnosing emotional 
disorders in children and adolescents can be extremely difficult. There are several reasons 
why this is the case. First, the criteria used to describe and distinguish most of these 
disorders in children are based on the criteria used for adults. However, the signs, 
symptoms, and course of a disorder in children may be very different from those in 
adults. Little systematic research has examined how well the diagnostic criteria actually 
apply to children. Diagnosis is further complicated by the fact that children often lack the 
verbal skills to describe their experiences, emotions or thought processes. Thus, clinicians 
often find themselves in the position of having to make diagnoses without key pieces of 
information. Diagnosis is also made difficult because children and adolescents undergo 
many changes as they grow and develop. Signs or symptoms such as angry outbursts, 
irritability, sadness, shyness, or fearfulness are key features of certain emotional 
disorders; however, they are also normal childhood behaviors under certain 
circumstances or at certain stages of development. In reaching diagnoses, clinicians are 
thus often required to make subtle distinctions, based on their assessment of the intensity 
and/or developmental appropriateness of behavior. Cultural factors can also impact the 
expression and interpretation of signs and symptoms (Westermeyer and Janca 1997). 
Finally, it is not uncommon for children to have multiple or co-occurring disorders. It can 
be difficult for clinicians to determine whether a set of symptoms is more consistent with 
a single diagnosis or with two or more diagnoses, particularly since one disorder—or the 
treatment for one disorder—can alter, conceal, and/or amplify the symptoms or signs of 
another disorder. 
 
Uncertainties or disagreements about the appropriate diagnosis of emotional disorders are 
thus not uncommon, and can lead to controversy. This has been the case recently in the 
United States, where controversy has surrounded the rapid increase in use of the 
diagnosis of bipolar disorder in children and adolescents (Moreno et al. 2007). This 
increase appears to be unique to the United States, and this fact, coupled with the extreme 
rapidity of the rise, has led to questions about the accuracy of diagnosis, the suitability of 
diagnostic criteria, and possible external influences on the diagnostic process, such as 
changing cultural expectations for behavior and increased marketing of mood stabilizing 
medications by pharmaceutical companies (Harvard Medical School 2007; Mick et al. 
2003). 

Prevalence 
From a public health standpoint, it is important to know how common emotional 
disorders are among children and adolescents, and whether prevalence rates are affected 
by the social, cultural and/or public policy contexts that surround children and families in 
the communities and countries where they live. While these are complex issues, recent 
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studies have provided initial information about the prevalence of emotional disorders and 
how prevalence rates vary internationally. 
 
The prevalence of emotional disorders among children and adolescents can be assessed in 
different ways, making it difficult to compare findings from different studies. For 
example, some studies report prevalence during a particular period of time, while others 
estimate a cumulative prevalence (i.e., the percentage of children who will experience a 
disorder before they reach a certain age). Furthermore, different studies report on 
different age ranges, and use very different methods to gather data. In sum, differences in 
method and analysis produce very different estimates for the prevalence of emotional 
disorders (Roberts et al. 1998). One systematic review of prevalence studies from around 
the world found median prevalence rates for all psychiatric disorders of 8.3% for 
preschoolers, 12.2% for preadolescents and 15.0% for adolescents (Roberts et al. 1998). 
Typically, about half or just under half of the children and adolescents in these kinds of 
studies have emotional disorders (Angold et al. 2002; Canino et al. 2004; Fombonne 
1994; Meltzer et al. 2003; Waddell and Shepherd 2002). 
 
A review of prevalence studies that used similar methodologies (Boyd et al. 2000) found 
that prevalence rates for anxiety and depression were similar in the North American and 
Western European countries (though Italy was somewhat lower than the other countries 
in this group), as well as Australia, Hong Kong, and China. Rates in Eastern European 
countries were higher. The authors for the study point out that these comparisons should 
not be considered definitive; particularly since it is difficult to know whether the self-
report assessments used in the various studies were meaningful or valid when translated 
into different languages and across cultures. 
 
In general, emotional disorders are about as common among children and adolescents as 
behavioral disorders (or disruptive behavioral disorders), the other major category of 
psychiatric disorders, which includes attention-deficit hyperactivity disorder (ADHD) 
and conduct disorder. However, the prevalence of emotional disorders among girls is 
typically found to be higher than boys (while the prevalence of behavioral disorders is 
higher among boys than girls). The prevalence of emotional disorders tends to increase 
among girls as they move through childhood and adolescence. The prevalence for boys 
does not tend to change in this manner. Many children with emotional disorders have 
more than one specific disorder, with the combination of anxiety and depressive disorders 
particularly common. It is also not uncommon for a child to experience both an emotional 
and a behavioral disorder. 

Treatment 
Emotional disorders are typically treated with psychosocial interventions (e.g., cognitive-
behavioral therapy, family psychoeducation, social skills training, interpersonal 
psychotherapy, relaxation training, etc.) and medications, alone or in combination. 
Because there are so many specific disorders within the broad category of emotional 
disorders, there are also many different approaches to treatment. Many of these treatment 
approaches have been formally studied and the results published in peer reviewed 
journals. In recent years, efforts have been made to synthesize the findings from these 
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numerous studies, in order to provide clearer guidance about what treatments work best 
for which specific types of problems or disorders, and for which specific populations of 
children and/or adolescents (e.g., boys versus girls, or older versus younger children). A 
number of these research syntheses are available online, and are continually updated as 
new studies become available. Two prominent examples of online research syntheses that 
provide information about treatments for children and adolescents with emotional 
disorders are the National Registry of Evidence-based Programs and Practices (SAMHSA 
2008) and the Cochrane Collaboration Reviews (Cochrane Collaboration 2008). 
 
While these syntheses rigorously assess available research, they cannot provide definitive 
information about exactly what treatment will work best for a particular child. Research 
is expensive and takes time, so not all treatments have been formally studied. For such 
treatments, there may be no evidence that they are effective, yet there is also no evidence 
that they are not effective. Other treatments have been shown to be effective, but the 
studies were conducted among certain populations of children (e.g., adolescents or 
middle-class children or English-speaking children), so there is no guarantee that they 
will work with other populations (e.g. younger children, children from economically 
struggling families or children whose first language is Spanish). Additionally, the 
findings from research on treatments usually show that the treatment works on average. 
For some children it works well, and for others, not so well. Thus even a treatment with 
proven effectiveness may not work well for a particular child. 
 
Medications that are used to treat emotional disorders in children and adolescents are 
particularly unstudied. Most of these medications have been tested on adults, but are not 
formally approved for use with children. Additionally, even in the studies that are done 
on adults, it appears that studies that show greater effectiveness are more likely to be 
published and/or disseminated than studies that show lesser (or no) effectiveness. This 
selective reporting and dissemination of results appears to inflate estimates of the 
effectiveness of some of the medications commonly used to treat emotional disorders 
(Liberati and Magrini 2003; Turner et al. 2008). Reviews of studies that focus on the 
effectiveness of medications for the treatment of depression in children and adolescents 
have had ambiguous results. In general, these medications appear to be substantially less 
effective in children than adults (Hetrick et al. 2007; Michael and Crowley 2002). 
 
In sum, research can often provide good guidance about what sorts of treatment 
approaches may work best for a particular child or adolescent with an emotional disorder. 
However, children and their families should work with providers and clinicians to 
monitor whether or not a chosen treatment is having the desired effect, and, if not, to 
select another treatment approach. If a child or adolescent has a very serious disorder or 
co-occurring disorders, a coordinated approach that includes several treatments and/or 
specialized treatments may be needed. 

Other Usage 
As mentioned at the outset, emotional disorder is not a formal diagnosis. While the term 
is typically used to refer to any anxiety or mood disorder, it is used in other ways as well. 
Sometimes, popular media use the term to refer to any psychiatric difficulty. In some 
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instances, it seems that the usage is more specific, and intended to create a contrast with 
physical disabilities. 

Related Terms 
Among adults, the term mental illness is often used to refer to any diagnosis within the 
spectrum of psychiatric disorders. This makes it possible to talk about "people with 
mental illness" as a group. However, this term is not usually applied to children, and 
several alternatives are often used. One of these is emotional and behavioral disorders, 
and variants that are only slightly different, for example, emotional and behavioral 
difficulties (sometimes preferred because it includes children who do not have a formal 
diagnosis) or emotional, behavioral, and mental disorders (which may or may not 
include mental retardation and learning disorders). 
 
A related term is emotional disturbance. This term has special importance for children 
and adolescents in the United States, because it is the term used in the Individuals with 
Disabilities Education Act (IDEA), the federal law that ensures that children with 
disabilities receive a free and appropriate education. 
 
Many parents and other caregivers—as well as children and adolescents themselves—
find the term emotional disturbance stigmatizing. Some prefer emotional and behavioral 
disorders or emotional, behavioral and mental disorders, because including the word 
disorder highlights the fact that these conditions are bio-physically based, and not the 
fault of parents or the children themselves. Others do not like the use of disorder and 
consider that stigmatizing because it implies that there is something essentially wrong or 
"other" about a child or adolescent. Youth and their families often prefer alternative 
words and phrases that, rather than focusing on disorder, disability or deficit, focus on 
mental health and thriving. 
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