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AbstrAct
Purpose: In this study we aimed to examine the outcome 
of children’s severe psychiatric disorders from preschool 
into later childhood and adolescence.

Method: Forty preschool children (28 boys and 12 girls) 
treated in a tertiary referral mental health center, 
evaluated at admission and 5.5 ± 1.2 years thereafter.

Results: Seven (58.3%) children diagnosed with internalizing 
disorders at baseline were free of any psychiatric diagnosis 
at follow-up (p=0.02). Conversely, only one child (8.3%) 
diagnosed with comorbid disruptive-internalizing disorders 
at baseline was free of any psychiatric disorder at follow-up 
(p=1.0). Seven (43.7%) children diagnosed with disruptive 
disorders at baseline were free of psychiatric diagnoses 
at follow-up (p=0.02).

Limitations: The small sample size and naturalistic nature 
of the study.

Conclusion: The trajectories of severe psychiatric disorders 
at preschool years are similar to those reported in 
community samples and differ according to the baseline 
diagnosis. Children with internalizing disorders show a much 
better recovery rate than those with comorbid disruptive 
and internalizing disorders.

Address for Correspondence:   Prof. Doron Gothelf, MD, The Child Psychiatry Department, The Edmond and Lily Safra Children’s Hospital, 
Sheba Medical Center, Tel Hashomer 5262000, Israel   gothelf@post.tau.ac.il

INtrODUctION
Discovering the course of severe mental disorders during 
preschool years is critical to clinicians treating young 
children with severe early-onset psychiatric disorders as 
well as to the families of children with early-onset mental 
disorders. We used a historical prospective methodology 
in order to evaluate the consequence of children with 
severe psychiatric disorders from the preschool age into 
later childhood and early adolescence. 

Various psychiatric disorders, e.g., conduct problems, 
hyperactivity-impulsivity and inattention, and anxiety 
disorders start during the preschool years (1-6). With 
the exception of autism, data about the trajectories of 
severe childhood psychiatric disorders in preschoolers 
referred for treatment are scant, especially for early-
onset disorders (7, 8). Epidemiological and longitudi-
nal studies in children and adolescents showed that the 
point prevalence of serious emotional disturbances, i.e., 
psychiatric morbidity causing significant impairment, is 
~12%, similar to the rates reported for adults (9, 10). The 
interpretation of the above-mentioned stability of rates of 
psychiatric morbidity along development could be that 
psychiatric disorders begin early in life and continue into 
adulthood. This seems to be the case for at least some 
psychiatric disorders, such as conduct disorder (11). In 
addition, psychiatric disorders in childhood generally, 
and with few exceptions, exhibit homotypic continuity, 
whereas earlier disorders, such as depression, predict 
later depression (12). Altogether, these data suggest that 
we should continually monitor psychiatric morbidity 
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among our preschool sample of children who had been 
identified as having severe psychiatric morbidity.

The epidemiology of psychiatric disorders in preschool 
children was examined less extensively than in school-aged 
children (8, 13). In a comprehensive review of epidemio-
logical studies, the authors (8) reported the following rates: 
attention deficit hyperactivity disorder (ADHD) 2.0%-
5.7%, oppositional defiant disorder (ODD) 4.0%-16.8%, 
conduct disorder (CD) 0%-4.6%, depression 0%-2.1% and 
any anxiety disorder 9.4%. Studies of samples recruited 
from mental health clinics report that preschoolers, referred 
for psychiatric treatment, tend to suffer from comorbid 
disorders, more severe symptoms, and greater impairment 
than children from community samples (8). 

In a previous study (14), we retrospectively assessed the 
outcome of 28 children treated in a therapeutic nursery at 
a mental health center of a tertiary mental health center. 
The assessment was conducted during hospitalization, and 
it was based on a clinical psychiatric examination without 
the use of any structured psychiatric tools. We found 
that 64% of the children significantly improved during 
hospitalization. That study (14), however, was limited by 
a small sample size, a relatively short-term follow-up, and 
the lack of any structured psychiatric assessment. 

A classification of behavioral problems into internal-
izing and externalizing problems was first suggested by 
Achenbach (15), who later developed the child behavior 
checklist (CBCL). The CBCL divides behavioral symptoms 
into internalizing and externalizing symptoms in a standard-
ized format (16). In longitudinal and follow-up studies of 
psychiatric disorders during preschool age the internalizing 
(anxiety and mood disorders) vs. externalizing (disruptive) 
(ADHD, ODD and CD) distinction is especially useful as it 
represents the most consistent empirically identified clas-
sification of psychopathology across ages, including the early 
preschool years (17). Of note, the distinction between inter-
nalizing and externalizing disorders has changed throughout 
the years, and it is currently less clear-cut. For example, in 
the recent edition of the Diagnostic and Statistical Manual 
DSM-5, a new entity was defined as “severe disruptive 
mood dysregulation,” which is composed of a mixture of 
internalizing (e.g., sad mood) and externalizing (i.e., angry 
outbursts) symptoms (18).

The aim of the present study was to follow the long-
term developmental trajectories of psychopathology in 
children who suffer from severe psychiatric morbidity 
during preschool age. We hypothesized that the recovery 
rate would be low in all types of psychopathology. We 
further hypothesized that the recovery rate in preschool-

ers with comorbid disruptive and internalizing disorders 
would be lower than in preschoolers with either disruptive 
or internalizing disorders alone. 

Our last aim was to identify predictors for the persistence 
of psychiatric morbidity over time in our sample. Based 
on the findings of our previous study of a different sample, 
we assumed that low socioeconomic status (SES), female 
gender, the presence of family problems, and treatment 
with psychiatric medications would predict the presence 
of continued psychiatric morbidity at follow-up (14).

MEtHOD
PArtIcIPANts
Between 2003 and 2005 we conducted a follow-up psy-
chiatric evaluation of children who were admitted to 
a tertiary referral mental health center in Israel from 
November 1995 to December 2001. The program receives 
referrals of children from the central regions of Israel 
and is the only hospital day program for preschoolers 
in Israel. Participants were preschool age children aged 
3 to 6 years with a variety of severe emotional and/or 
behavior problems. 

The treatment center is located in central Israel and 
serves the local population. The therapeutic work in the 
program varies from ambulatory treatment to a combi-
nation of community nursery and therapeutic nursery 
school to full-board day nursery schooling as previously 
described (14). The therapeutic program is custom tai-
lored for every child and family. It consists of individual 
play therapy, parental counselling, dyadic therapy, family 
therapy, parent-child movement groups, music therapy, 
art therapy, occupational therapy, speech therapy, pet 
therapy, parental or sibling support groups, pharmaco-
logical treatments, and educational interventions.

A research coordinator contacted parents of all partici-
pants by telephone and explained to them the nature of the 
psychiatric follow-up. We excluded participants who had, 
at baseline, autistic spectrum disorder, mental retardation, 
a medical condition as their primary diagnosis (includ-
ing cerebral palsy, severe sensory impairment, or poorly 
controlled epilepsy), or did not fulfill any DSM-IV axis I 
diagnosis. We decided to exclude these participants due to 
the small number of subjects in each of these groups and 
because in this study we wanted to focus only on children 
with severe internalizing or disruptive disorders, who 
constitute the largest group by far in the treatment program. 

Parents of 129 children who were being treated in the 
preschool program between 1995 to 2001 were contacted 
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and 60 (46.5%) agreed to participate in the follow-up 
assessment. Twenty of those were excluded, based on 
the exclusion criteria mentioned in the Methods section. 
Consequently, 40 children - 28 boys and 12 girls - were 
included in the analysis. The mean age at admission 
was 5.7 ± 0.6 years. The mean duration of treatment in 
the mental health center unit was 14.6 ± 9.0 months. 
The mean age at follow-up was 10.7 ± 1.1 years. Time 
elapsed from baseline to follow-up was 5.5 ± 1.2 years 
and ranged from 3.4 years to 7.7 years. 

AssEssMENt
Baseline Psychiatric Diagnoses – All children underwent 
a psychiatric evaluation based on the DSM-IV criteria, 
by a senior child psychiatrist. The psychiatric diagnoses 
were the product of a comprehensive DSM-IV based clini-
cal evaluation of the child and his/her family by skilled 
senior child psychiatrists (19). Subjects were evaluated 
for current Axis I psychiatric disorders at intake by using 
all case-history information and a diagnostic interview 
with the parent and child. 

At follow-up we used the Hebrew version of the 
Schedule for Affective Disorders and Schizophrenia 
for School-Age Children Present and Lifetime Version 
(K-SADS-PL)(20) - a semi-structured interview that 
is designed to evaluate current and lifetime disorders 
(ADHD, mood, psychotic, anxiety and disruptive behav-
ior disorders) in children and adolescents aged 7 to 18. A 
trained clinician who was blind to the diagnoses given at 
the preschool period administered the interview.

Socioeconomic status was assessed by the Hollingshead 
Factor Index of Social Status (21). Raw scores range from 
8 (lowest socioeconomic status) to 66 (highest socioeco-
nomic status). In homes with two parent incomes, the 
scores were averaged to obtain a single score per family. 

The children’s medical records were reviewed as well 
and the following information was coded: 1. The presence 
of family functioning problems was determined based 
on indications of one or more of the following common 
potential problems as retrieved from the medical records: 
divorce or separation of parents, physical or sexual abuse 
of the child by a family member, or the child living outside 
the house because of parental inability to provide care; 2. 
Psychiatric medications at baseline were recorded from 
the child’s hospital chart and at follow-up the parents were 
asked about treatment received by the child at that time. 

The study was approved by the Geha Mental Health 
Center Review Board (Petah Tikva, Israel). The chil-
dren’s parents or guardians gave written consent to the 

participation in the study after its nature was explained 
to them in detail. 

stAtIstIcAl ANAlysIs
The significance of differences in gender and psychiatric 
medications among the three diagnostic groups was 
analyzed with chi-square tests. The significance of dif-
ferences in age and SES was analyzed using ANOVA 
analysis of variance. McNemar test was used to analyze 
the stability of the psychiatric diagnoses between baseline 
and follow-up. A binary logistic regression was con-
ducted to determine the potential contribution of each 
of the predictive factors to the persistence of psychiatric 
morbidity at follow-up. 

rEsUlts
PsycHIAtrIc DIAgNOsEs
We divided psychiatric diagnoses into three groups:
1. Disruptive disorders (n = 16) including oppositional 

defiant disorder (n = 12), conduct disorder (n = 4) 
and ADHD (any type) (n = 13). 

2. Internalizing disorders (n = 12) including anxiety disor-
ders (specific phobia [n = 2], separation anxiety disorder 
[n = 5], anxiety disorder not otherwise specified [n = 
1], social phobia [n = 3], posttraumatic stress disorder 
[n = 1], generalized anxiety disorder [n = 1], obses-
sive compulsive disorder [n = 1]), depressive disorders 
(depressive disorder not otherwise specified [n = 3] and 
reactive attachment disorder, inhibited type [n = 1]). 

3. Disruptive-internalizing disorders (n = 12) including 
oppositional defiant disorder (n = 7), conduct disorder 
(n = 3), ADHD (any type) (n = 4) and anxiety disorders 
(specific phobia [n = 5], separation anxiety disorder [n 
= 1], anxiety disorder not otherwise specified [n = 5], 
social phobia [n = 1], panic disorder with or without 
agoraphobia [n = 1], posttraumatic stress disorder [n 
= 1] and depressive disorder not otherwise specified 
[n = 2]). 

The frequency of those psychiatric disorder groups in 
the study cohort at baseline and follow-up are presented 
in Table 1. As expected, more comorbid disorders were 
observed in the disruptive-internalizing disorder group 
than in the disruptive and internalizing disorder groups 
(p = .02) (Table 1). 

The distribution of demographic and clinical charac-
teristics of the 40 preschool children at baseline is also 
presented in Table 1. As can be seen, the three groups 
were similar in age at baseline and mean years at follow-
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up (~5 years), and in SES status (Table 1). As expected, 
the proportion of males in the disruptive disorders and 
disruptive-internalizing disorders groups was higher 
than in the internalizing disorders group (χ² = 6.57; p 
= .037). No differences between groups were found at 
baseline in therapeutic setting (day care vs. ambulatory) 
(χ² = 3.91; p = .141).

stAbIlIty Of PsycHIAtrIc DIAgNOsEs 
The McNemar test revealed that 7 of the 12 children 
(58.3%) in the internalizing disorders group at baseline 
were free of any psychiatric diagnosis at follow-up (p = .02, 
Figure 1). Of the 5 children with internalizing disorders 

who continued to suffer from psychiatric disorders, 4 
(80.0%) maintained the internalizing disorder at follow-
up. Seven (43.7%) of 16 children diagnosed with disrup-
tive disorders were free of symptoms at follow-up (p = .02, 
Figure 1). Seven out of 9 children (77.8%) with baseline 
diagnosis of disruptive disorders who continued to suffer 
from psychiatric disorders still had disruptive disorders 
at follow-up. Only 1 of 12 children (8.3%) diagnosed with 
disruptive-internalizing disorders at baseline was free of 
any psychiatric disorder at follow-up (p = 1.0, Figure 1). 
Of the 11 children with disruptive-internalizing disorders 
who continued to suffer from a psychiatric disorders at 
follow-up 4 (33.3%) had solely internalizing disorders, 
3 (25.0%) had only disruptive disorders and 4 (33.3%) 
had disruptive-internalizing disorders. 

PrEDIctOrs fOr tHE PErsIstENcE  
Of PsycHIAtrIc MOrbIDIty 
To assess potential predictors for the persistence of psy-
chiatric morbidity at follow-up we performed a binary 
logistic regression. Of the following potential predictors 
at baseline-age, gender, family problems and psychiatric 
medications, only treatment with a psychiatric medication 
approached significance (B = 1.33, p = .08) as predicting 
the persistence of psychiatric morbidity at follow-up. 

PsycHIAtrIc MEDIcAtIONs
At baseline, significantly more children with disruptive 
disorders and disruptive-internalizing disorders were 
receiving medications (68.8% and 50.0%, respectively) 
as compared to children with internalizing disorders 

Table 1. Demographic and Clinical Characteristics of 
Preschool Children with Severe Psychiatric Morbidity

Disruptive 
Disorders
(n = 16)
Mean (SD)

Internalizing 
Disorders
(n = 12)
Mean (SD)

Disruptive-
Internalizing 
Disorders  
(n = 12)
Mean (SD)

Group 
Differences

Age at baseline 5.3 (0.7) 5.0 (0.5) 5.2 (0.6) F = 0.61 ; p = .55

Age at 
follow-up

10.5 (0.9) 10.7 (1.3) 10.8 (1.1) F = 0.28; p = .75

∆age 5.3 (0.9) 5.7 (1.4) 5.7 (1.2) F = 0.63 ; p = .54

Comorbid 
Disorders 

1.8 (0.4) 1.5 (0.5) 2.0 (0.7) χ² = 11.37; p = .02

SES at 
baseline

39.4 (10.7) 44.0 (15.6) 43.2(13.6) F = 0.45; p = .65

Males/ 
Females at 
baseline

13/3 5/7 10/2 χ² = 6.57; p = .04

Family 
functioning 
problems at 
baseline

4 (25%) 2 (15.4%) 7 (58.3%) χ² = 5.43; p = .07

Family 
functioning 
problems at 
follow-up

1 (6.3%) 1 (8.3%) 4 (33.3%) χ² = 4.54; p = .10

Medications 
at baseline
Any 
Stimulants
Antipsychotics
Mood 
stabilizers

11 (68.8%)
8 (50.0%)
2 (12.5%)

1 (6.3%)

1 (8.3%)
1 (8.3%)
0

0

6 (50.0%)
6 (50.0%)
0

0

χ² = 10.29;p < .01
χ² = 6.22; p = .05
χ² = 3.16; p = .21

χ² = 1.54; p = .46

Medications at 
follow-upa

Any 
Stimulants
Antipsychotics
Mood 
stabilizers

7 (77.8%)
6 (66.7%)
1 (11.1%)

0

1 (20.0%)
1 (20.0%)
0 

0

4 (36.4%)
3 (30.0%)
1 (10.0%)

0

 
χ² = 7.13; p = .07
χ² = 10.76; p = .01
χ² = 0.63; p = .89

χ² = 1.71; p = .56
aDisruptive disorders at follow-up (n=9), internalizing disorders at follow-
up (n=5) and disruptive-internalizing disorders at follow-up (n=11).

Figure 1. The distribution of psychiatric disorders in the study 
cohort at baseline and at follow-up evaluations

Psychiatric Disorders at Baseline

Ps
yc

hi
at

ric
 D

is
or

de
rs

 a
t F

ol
lo

w
-u

p

70%

60%

50%

40%

30%

20%

10%

0%
Disruptive 

disorders (n=16)
Internalizing 

disorders (n=12)
Disruptive-

internalizing 
disorders (n=12)

No diagnosis
Disruptive disorders
Internalizing disorders
Disruptive-Internalizing disorders 



104

The OuTcOme Of Severe InTernalIzIng and dISrupTIve dISOrderS frOm preSchOOl InTO adOleScence

(8.3%) χ² = 10.29; p < .01. The same trend was found at 
follow-up , i.e., more children with disruptive disorders 
and disruptive-internalizing disorders (77.8% and 36.4%) 
were on a psychiatric medication regime than children 
with internalizing disorders (20.0%) (χ² = 7.13; p = .07). 
The medications most commonly used at baseline χ² 
= 6.22; p < .05 and at follow-up χ² = 10.76; p = .01 in 
the disruptive disorders and disruptive-internalizing 
disorders groups were stimulants (see Table 1).

DIscUssION
In this study we investigated the developmental course 
of psychopathology in children who suffer from severe 
psychiatric disorders during the preschool years. Contrary 
to expectations, we found a relatively favorable prognosis 
for preschool children with internalizing or externalizing 
disorders. After intensive multidisciplinary treatment 
58.3% of children with internalizing disorders were found 
at follow-up to be free of any psychiatric disorder. Of the 
preschoolers with baseline disruptive disorders, 43.8% 
were free from psychiatric disorder at follow-up. The 
worst prognosis was detected in children who suffered 
from both internalizing and externalizing disorders, 
i.e., only 8.3% of these children were free of psychiatric 
disorders at follow-up (Figure 1). 

The high rates of recovery from psychiatric morbid-
ity found in our current study for preschoolers with 
internalizing or externalizing disorders is in line with 
epidemiological studies on children showing that the 
cumulative prevalence of psychiatric disorders is much 
higher than their point prevalence (22). For example, the 
cumulative prevalence of DSM-IV psychiatric disorders 
by young adulthood in the Great Smoky Mountains study 
is 61%, while their point prevalence is only 13% (22). 
The discrepancy between cumulative and point preva-
lence indicates that psychiatric morbidity is transient in 
many children. Epidemiological studies on community 
preschoolers followed longitudinally found a recovery 
rate of ~50% (12, 23-25), which is very similar to the 
recovery rate found in our clinical sample.

As noted earlier, there are only few reports on the con-
tinuity of psychiatric disorders in community samples and 
none in clinically referred severely disturbed inpatient 
preschoolers. The fact that even these severely ill preschool 
inpatients had high recovery rates similar to the less severe 
community sample preschoolers is a novel finding of our 
study. We found that preschoolers who suffered from 
both internalizing and disruptive disorder had a poor 

prognosis with most of them (~92%) continuing to suffer 
from psychiatric disorders at follow-up. Most children in 
the disruptive-internalizing disorders group had ODD/
CD (with or without ADHD) and comorbid internalizing 
disorders at baseline. Longitudinal studies from both 
community and clinical samples show that similar to 
our findings, children with internalizing disorders and 
comorbid ODD tend to be on a chronic course (26). 

Children in the disruptive-internalizing disorders 
group were diagnosed at follow-up with combinations 
of all three types of disorders (internalizing, disrup-
tive and disruptive-internalizing disorders). The diverse 
developmental psychopathological pathways in this group 
could reflect, in our view, the rather vague boundar-
ies between internalizing and disruptive disorders in 
younger children. For example, irritability, the hallmark 
of oppositional behavior is also a common symptom of 
depression in preschool children (25). 

We observed a high level of continuity in the group of 
preschoolers with internalizing disorders. Similar high 
continuity rates were reported in a study that evaluated 
the continuity levels of internalizing disorders in pre-
schoolers between the age of 3 to 6 years (27). We found 
high stability of diagnosis in the disruptive disorders as 
well. Similarly to our observation, significant stability of 
ADHD and ODD in the preschool years has been previ-
ously shown in preschoolers (27, 28). Stability was higher 
when the baseline diagnosis was ODD or family history 
of disruptive disorders and stressful life events (28). 

Significantly more children with disruptive disorders 
and disruptive-internalizing disorders were treated with 
psychiatric medications than children with internalizing 
disorders. As expected, stimulants were the most com-
monly used medication. The use of stimulants for ADHD 
in preschool age population has been shown to be both 
effective and safe, albeit associated with higher rates of 
adverse events than in school-age children (29). Zuvekas 
et al. (30) examined the utilization of stimulants among 
U.S. children and found that they are seldom used (0.1% 
from 2004 onwards) in children under age 6. The very 
high rate of use in our sample for children with disruptive 
disorders or disruptive and internalizing disorders at both 
time points (Table 1) reflect, most probably, the severity 
of our cohort’s psychopathology. Within the internalizing 
disorders group, significantly lower rates of medications 
were used at both time points (p=0.01 for T1 and p=0.04 
for T2). Previous reports showing moderate effectiveness of 
selective serotonin reuptake inhibitor (SSRI) medications 
in the treatment of anxiety disorders in children (31) and 
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even lower effectiveness in treatment of depression (32), 
and the lack of data on effectiveness of SSRI medications 
in preschoolers probably led to the low usage of SSRIs in 
our study population. 

The present study’s limitations include the relatively 
small sample size, the naturalistic nature of the study, 
and the fact that psychiatric evaluation at baseline was 
based solely on the DSM-IV criteria with no structural 
assessment tools. The K-SADS was used only at follow-
up evaluations. Psychometrically validated structured 
interviews might have yielded more accurate and valid 
data. In addition, the small sample size limited our ability 
to detect risk factors for psychopathology at follow-up. 
Each child in our study received different combinations 
of treatments based on many factors, including his/her 
psychiatric and developmental challenges, the parental 
challenges and his/her preference for a specific mode of 
communication (e.g., pets, music or art). Because of the 
above-mentioned naturalistic nature of our study, we 
could not control for the different psychosocial treat-
ments that were included in the analysis.

cONclUsION
Our results demonstrate that the trajectories of children 
with severe psychiatric disorders during preschool years 
differ significantly and are dependent on the baseline 
diagnosis. Preschoolers with internalizing disorders at 
baseline had a relatively favorable prognosis, preschoolers 
with disruptive disorders had intermediate prognosis 
and preschoolers with disruptive-internalizing disor-
ders had bad prognoses. Further studies are needed to 
determine specific risk and protective factors that affect 
the prognosis of preschoolers who suffer from severe 
psychiatric disorders.
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