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Abstract

Purpose To determine the prevalence of DSM-IV psy-

chiatric disorders in a representative sample of children and

adolescents living in Santiago, Chile, as part of a national

sample.

Method Subjects aged 4–18 were selected using a strati-

fied multistage design. First, ten municipalities/comunas of

Santiago were selected; then the blocks, homes, and child

or adolescent to be interviewed were chosen. Psychology

graduate students administered the Spanish-language,

computer-assisted version of DISC-IV that estimated

DSM-IV 12-month prevalence.

Results A total of 792 children and adolescents were

evaluated, with a participation rate of 76.7%. The most

stringent impairment DSM-IV DISC algorithm for psy-

chiatric disorders revealed a prevalence of 25.4% (20.7%

for boys and 30.3% for girls). The majority of the diag-

noses corresponded to anxiety and affective disorders.

Prevalence was higher in children aged 4–11 (31.9%) than

in adolescents aged 12–18 (18.2%). This difference was

mainly accounted for by disruptive disorders in the

younger age group. Anxiety disorders had the highest

prevalence, although impairment was low. In contrast,

most children and adolescents with affective disorders

were impaired.

Conclusions In Santiago, the prevalence of psychiatric

disorders in children and adolescents was high. This study

helps raise awareness of child and adolescent mental health

issues in Spanish-speaking Latin America and serves as a

basis for improving mental health services.

Keywords Child � Adolescent � Psychiatric

epidemiology � Psychiatric disorders � Mental health

Introduction

The purpose of this study was to determine the prevalence

of psychiatric disorders in a representative sample of

children and adolescents from a Chilean population. This

initial report presents the prevalence of disorders found in

the capital city of Santiago, where 54.5% of the nation’s

children and adolescents reside (N = 1,150,270). The

complete survey, once all data are available, will include

Santiago, one city in northern Chile, and two cities in

southern Chile. These cities were selected using socio-

economic, ethnic, and demographic criteria; the same cities

were used for a previous epidemiological study of the adult

population [1].

The World Health Organization (WHO) has stated that

psychiatric disorders with onset in childhood and ado-

lescence should be a matter of concern in terms of public

health. In the USA, the Epidemiological Catchment Area

Survey of adult populations retrospectively showed that

the age of onset for core psychiatric disorders was earlier

than formerly believed [2]. The National Comorbidity

Survey-Replication study recently confirmed these find-

ings [3].
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Prospective follow-up studies of cohorts of children

born in the 1960s have identified two groups of disorders:

those with onset in childhood and those with onset in

adolescence [4, 5]. Even so, prevalence data on children

and adolescent mental health remain limited. Indeed, the

mental health needs of children and adolescents are not

fully met, even in developed countries [6, 7], and research

in child and adolescent psychiatry is grossly underfunded.

Other studies have shown that biological and psychosocial

factors in childhood increase the risk of later medical and

psychiatric disorders [8–10]. Despite the demonstrated

efficacy of many interventions used for child and adoles-

cent psychiatric disorders and evidence-based measures for

prevention and the promotion of a healthy environment,

many children do not receive the necessary services. The

chance of receiving specialized care for depression is 14

times greater in adults than in children. Eighty-nine percent

of mental health spending in the USA goes to adults [11].

The WHO emphasizes that the first step in mental health

planning is the collection of relevant information. The

Atlas Project of Mental Health Resources was developed to

address this deficit, and its findings confirmed a paucity of

available information on child and adolescent mental

health, especially in the developing world. All the data

collected showed a significant gap in resources between

children and adults [12, 13].

A meta-analysis of 52 studies done using standardized

interviews between 1980 and 1996 found child and ado-

lescent prevalence rates ranging from 1 to 51%, depending

on the instrument used to measure psychiatric disorders:

Rutter’s criteria yielded 12% prevalence, the Schedule

for Affective Disorders and Schizophrenia for Children

(K-SADS) 14%, and the Diagnostic Interview Schedule for

Children (DISC) 20–25% [11, 14]. Caveats in these earlier

studies included problems with sampling, case definitions,

data analysis, and presentation [14]. Since 1990, impair-

ment criteria have been included in prevalence studies such

as the Quebec Child Mental Health Survey (using DISC

and both parents and teachers as informants) [15] and the

Great Smoky Mountains Study [16] (using the Child and

Adolescent Psychiatric Assessment, or CAPA, interview

and the Children’s Global Assessment Scale, or C-GAS, as

a measure of impairment) [17]. Three reviews of studies

done in the past four decades found prevalence rates of

5–22% for psychiatric disorders among children and ado-

lescents [7, 11, 14].

Table 1 summarizes selected psychiatric epidemiologi-

cal studies conducted in the past decade, including the few

carried out in South America. Most studies reported in the

literature were based on four instruments: Developmental

and Well-Being Assessment (DAWBA) [18], CAPA [19],

DISC [20], and the Composite Diagnostic Interview (CIDI-

A), which has been used more recently among adolescents

[21]. Many of these diagnostic studies relied on a two-stage

design with a screening instrument, and only a small

sample (all the positives and a percentage of the negatives)

received a diagnostic interview. The informants also varied

across studies, as did the impairment criteria and sampling

design. Given these methodological differences, caution

should be exercised when interpreting differences between

cross-national studies.

In an earlier study done in Santiago, Chile, child psy-

chiatry fellows applied non-standardized, semi-structured,

clinical interviews to schoolchildren (N = 372 from 1597)

in grades 1 and 6 utilizing ICD-10 criteria [22]. This study

used a two-phase design and found an overall prevalence

rate of 45.7% for psychiatric disorders, a rate that fell to

15.7% when impairment criteria were considered. A pre-

liminary report based on the first study site (Cautin,

n = 254) of our national survey found a DSM-IV preva-

lence of 28.1% using the DISC-IV, with impairment of

16.8% [23].

Information on the prevalence of child and adolescent

mental health in South America is clearly lacking. The

present study is the first carried out in a Spanish-speaking

country of Latin America south of Mexico to use stan-

dardized diagnostic instruments, and even the Mexican

study that did so was limited to adolescents [24]. In Latin

America, community-based methods rather than school-

based studies are needed. In this region, relying on school-

based sampling rather than household sampling may omit

many of the most vulnerable children, who might not

attend school even though it is compulsory.

The objective of this study was to provide data that

would be useful for addressing the mental health service

needs of children in Chile. This study also helps raise

awareness of child and adolescent mental health issues in

Spanish-speaking South America.

Methods

Participants

The sample was representative of children aged 4–18 in

Santiago, Chile, in the Metropolitan Region. The target

sample size was determined based on the probability of

obtaining a sample with a prevalence of psychiatric dis-

orders of 18%, according to the DISC-IV study from

Puerto Rico, with a 95% confidence interval and maximum

standard error of 1.75 [25].

In Santiago, ten municipalities/comunas (of a total of

32) were selected to represent the range of socioeconomic

levels in the region. Within each municipality, random

blocks were identified and the number of households on

each block was counted. Based on the 2002 census, 12
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homes were selected per block and five were surveyed.

Homes were designated starting with the northeast corner

and moving in a counterclockwise direction. The child or

adolescent whose birth date was closest to the interview

date was selected for the study. In the event of a tie (i.e., if

more than one child had the same birth date), a coin was

tossed and, in the event of more than one tie, a Kish table

was used. The targeted sample was 1,008 subjects, repre-

sentative of the 1,150,270 individuals aged 4–18 residing

in the city of Santiago, according to the age and gender

distribution of the 2002 census. Of these, 792 participated

in the study.

Instruments

Psychiatric disorders were measured using the Spanish-

language computer-assisted version of DISC-IV [20, 26],

which had been previously adapted and validated for Chile

[27]. The parent version was administered to primary

caretakers of children aged 4–11. Adolescents aged 12 and

older were interviewed directly using the youth version of

the DISC-IV. Psychology graduate students trained in the

use of the instrument conducted the interviews in the home.

The psychiatric disorders selected for evaluation were:

social phobia, separation anxiety disorder (SAD), gen-

eralized anxiety disorder (GAD), eating disorder, major

depressive disorder (MDD), schizophrenia, attention-defi-

cit hyperactivity disorder (ADHD), oppositional-defiant

disorder (ODD), conduct disorder, alcohol use disorders,

marijuana use disorders, nicotine dependence, and other

substance use disorders.

The four algorithms contained in the DISC-IV interview

ascertained impairment according to the extent to which

symptoms in six domains had stressed the child or affected

his or her school achievement or relationships with care-

takers, family, friends, or teachers. For impairment crite-

rion A, at least one of the impairments must be rated

intermediate or severe (sometimes or many times; bad or

very bad); for criterion B, at least two impairments must be

rated intermediate or severe; for criterion C, at least one

impairment must fall within the severe category; and cri-

terion D was determined by the presence of either criterion

B or C (i.e., at least two intermediate or one severe rating).

Herein, criterion D was used as the measure of impairment.

Upon completion, the research team reviewed each

interview independently, and discrepancies were discussed

with the interviewers to obtain clarification or corrections.

The field coordinator verified interviews with respondents

by telephone. A smaller sample of respondents was revis-

ited. Refusals were telephoned or visited by the field

coordinator in an attempt to encourage participation. If

rejected a second time, a senior member of the research

team visited them before they were classified as a trueT
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refusals. Homes refusing participation were not replaced;

replacements were only used for those homes in which no

child or adolescent resided.

Statistical analysis

Data not obtained using the DISC computer-assisted

version were entered in an SPSS database, using double

digitation for error control. DISC-IV yields 12-month

DSM-IV diagnoses. Estimates of prevalence rates and the

corresponding standard errors were obtained using STATA

11.0 to take into account the complex sample design. First-

order Taylor series linearization was used to calculate odds

ratios, 95% confidence intervals, and p values.

Samples were weighted for selection probabilities at

each stage of the sampling: municipality, block, home, and

child. In addition, a post-stratification adjustment for gen-

der and age ensured that the data analysis was based on the

population from the 2002 census.

Written informed consent was obtained from the adults

responsible for each child. To assure confidentiality, the

data analysis team did not have access to any identifying

information. The adult responsible for each child and the

adolescent participants were offered the opportunity to

receive their diagnostic results based on the DISC-IV via

certified letter. Treatment in the local mental health net-

work was recommended for cases of identified disorders.

Unfortunately, treatment was not guaranteed, as it depen-

ded on the caretaker’s or the adolescent’s behavior and the

availability of mental health resources. The ethical research

committees of the University of Concepcion and the

funding institution approved the study.

Results

The final sample (n = 792) was representative of the ten

selected municipalities. The overall response rate was

77.6%. This rate was somewhat lower in the two munici-

palities with the highest socioeconomic levels.

The 12-month prevalence rate of psychiatric disorders

without adjusting for impairment in children and adoles-

cents (aged 4–18) was 42.4%. The prevalence rate dropped

to 25.4% when impairment was considered. Prevalence

was higher in girls than boys, with or without impairment.

This difference was accounted for by anxiety and affective

disorders (Tables 2, 3). Although higher in girls, disruptive

disorders showed no statistically significant gender differ-

ence. Prevalence was higher in children (aged 4–11) than

adolescents (aged 12–18). These differences were primar-

ily due to disruptive disorders. Substance use disorders

were present only among adolescents.

Prevalence rates for anxiety disorders were 20%

(unadjusted) and 9% (adjusted for impairment). Anxiety

disorders were more frequent in girls. More specifically,

girls had higher prevalence rates for social phobia

[excluding impairment: OR = 3.7, 95% (1.6, 8.6);

including impairment: OR = 5.7, 95% (1.9, 17.6)], SAD

[excluding impairment: OR = 2.7, 95% (1.6, 4.6);

including impairment: OR = 2.5, 95% (1.2, 5.4)], and

GAD including impairment: OR = 5.6, 95% CI (1.3,

23.8)] but not for GAD excluding impairment. The most

prevalent anxiety disorder among children was SAD,

whereas GAD was the most prevalent in adolescents. There

was no statistically significant difference in rates of anxiety

disorders between the two age groups.

The prevalence of any affective disorder was slightly

reduced (from 6.5 to 5.4%) when considering impairment

criteria. Most affective disorder diagnoses were due to

MDD, whereas rates for dysthymia were very low and not

associated with impairment. MDD was more frequent in

girls at all ages [excluding impairment: OR = 2.9, 95%

(1.1, 8.0)], but not statistically significant when impairment

was taken into account. MDD was significantly more pre-

valent in adolescents than in children when impairment

was excluded [OR = 2.6, 95% (1.2, 5.9)], but this was not

appreciable when impairment was included.

The population showed a very high prevalence of any

disruptive disorder: 26.0% without impairment and 17.9%

with impairment. Among the disruptive disorders, ADHD

was the most prevalent (12.6%), followed by ODD (6.4%)

and conduct disorder (2.5%) when using impairment cri-

teria. For both ADHD and ODD, prevalence rates were

higher in girls, whereas conduct disorder was more pre-

valent in boys; however, none of these differences were

statistically significant. According to the age distribution,

prevalence rates for ADHD [excluding impairment:

OR = 0.2, 95% CI (0.1, 0.4); including impairment:

OR = 0.3, 95% (0.1, 0.6)] and ODD were lower in ado-

lescents than in children [excluding impairment:

OR = 0.4, 95% CI (0.2, 0.9); including impairment:

OR = 0.3, 95% CI (0.1, 0.6)]. When not considering

impairment, conduct disorder was significantly more pre-

valent in adolescents [OR = 5.0, 95% CI (2.4, 10.6)].

Substance use disorders were found in 5.1% of the

population and in 1.5% with impairment. No cases of

substance abuse or dependence were found among chil-

dren. The most abused substance was alcohol (1.8%

without and 0.5% with impairment). Cannabis abuse

appeared only in the adolescent group when impairment

criteria were not considered (Table 4).

Table 3 provides the odds ratios and confidence inter-

vals of the demographic correlates for anxiety, affective,

and substance use disorders by age, gender, and socio-

economic status (SES). In Chile, SES is traditionally
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stratified into five groups based on family income: group 1

represents the 20% of the population living under the

poverty line and group 5 the wealthiest 20% of the popu-

lation. Only anxiety disorders showed a statistically sig-

nificant (inverse) relationship with SES. Substance use

disorders were less common among those in the lowest

SES groups.

Discussion

Structured, internationally validated instruments for child

and adolescent psychiatric epidemiology using established

methodology have now been used in four countries or

territories of Latin America and the Caribbean. Although

comparisons across countries should be interpreted with

Table 2 Twelve-month prevalence rates of DSM-IV psychiatric disorders in Santiago, Chile (%)

Total Male Female Ages 4–11 Ages 12–18

% SE % SE % SE % SE % SE

Anxiety disorders

Exclude impairment 20.0 1.3 13.9 1.9 26.2 2.7 23.2 2.5 16.4 2.2

Social phobia 6.5 1.2 3.0 0.9 10.1 2.2 6.3 1.5 6.7 1.8

GAD 8.8 1.2 6.4 1.8 11.2 1.6 9.5 2.5 8.0 2.0

SAD 10.9 0.8 6.3 1.0 15.5 2.0 14.6 1.6 6.7 2.1

Include impairment 9.0 1.2 5.0 1.2 13.0 2.3 9.9 1.5 7.9 1.8

Social phobia 4.4 1.1 1.4 0.7 7.5 2.1 3.7 1.0 5.2 1.7

GAD 4.0 0.6 1.3 0.8 6.8 1.2 4.7 1.4 3.1 1.4

SAD 4.9 0.7 2.9 0.8 7.0 1.2 6.6 1.0 3.1 1.2

Affective disorders

Exclude impairment 6.5 1.0 3.5 1.2 9.6 1.7 3.8 1.2 9.6 1.5

MDD 6.4 0.9 3.4 1.2 9.4 1.7 3.8 1.2 9.3 1.4

Dysthymia 0.2 0.1 0.1 0.1 0.3 0.2 0 0 0.3 0.3

Include impairment 5.4 1.1 2.8 1.1 8.1 2.3 3.3 1.2 7.8 2.0

MDD 5.4 1.1 2.8 1.1 8.1 2.3 3.3 1.2 7.8 2.0

Dysthymia – – – – – – – – – –

Disruptive disorders

Exclude impairment 26.0 2.4 22.7 2.7 29.4 3.7 34.8 5.0 16.2 1.9

Conduct disorder 4.7 0.6 5.4 1.3 3.9 0.9 1.7 0.5 8.0 1.3

ODD 10.5 1.4 8.7 1.6 12.3 2.0 13.9 2.1 6.7 1.7

ADHD 18.0 1.7 15.7 2.1 20.3 3.0 27.9 3.0 6.9 1.9

Include impairment 17.9 1.5 16.1 1.6 19.7 3.1 25.0 2.5 9.9 2.4

Conduct disorder 2.5 0.6 3.5 1.1 1.5 0.6 1.4 0.4 3.7 1.3

ODD 6.4 0.7 5.4 1.0 7.3 1.3 9.7 1.3 2.7 0.9

ADHD 12.6 1.2 11.4 1.4 13.8 2.6 18.7 1.7 5.8 2.0

Substance use disorders

Exclude impairment 5.1 1.1 4.4 1.2 5.8 1.2 0 0 10.8 2.1

Include impairment 1.5 0.6 1.6 0.6 1.4 0.7 0 0 3.3 1.2

Eating disorders

Exclude impairment 0.4 0.2 – – 0.7 0.5 0.3 0.2 0.1 0.1

Include impairment 0.2 0.2 – – 0.5 0.4 0.4 0.4 0.4 0.4

Schizophrenia

Exclude impairment 0.2 0.2 – – 0.4 0.4 – – 0.4 0.4

Include impairment 0.2 0.2 – – 0.4 0.4 – – 0.4 0.4

Any disorder

Exclude impairment 42.4 3.1 35.7 3.3 49.4 4.8 48.5 4.7 35.7 2.9

Include impairment 25.4 2.0 20.7 2.2 30.3 3.8 31.9 2.6 18.2 2.7

Data are weighted to the 2002 census of Santiago, Chile
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caution, Santiago, Chile, has one of the highest reported

rates of child and adolescent disorders. Nearly all the

DAWBA studies used a two-stage procedure with several

caveats: it may have been overly selective, it already

incorporated severity criteria and required appraisal by a

clinician, and it combined information from more than one

Table 3 Odds ratios (95% confidence intervals) for demographic correlates for DSM-IV anxiety, affective, and substance misuse disorders in

Santiago, Chile

Gender Age SES 1 SES 2 SES 3 SES 4

Anxiety disorders 2.2 0.7 2.7 2.3 1.5 2.1

(1.3–3.6) (0.4–1.1) (0.9–0.8) (0.8–6.6) (0.5–4.3) (0.5–8.0)

Include impairment 2.9 0.8 8.5 4.7 3.3 6.0

(1.4–5.8) (0.4–1.4) (2.5–28.9) (1.3–16.9) (1.2–9.2) (1.6–23.0)

Affective disorders 3.0 2.7 1.8 1.9 0.8 1.4

(0.9–10.3) (1.2–6.1 (0.4–7.7) (0.5–7.4) (0.2–3.2) (0.3–8.0)

Include impairment 3.0 2.4 1.6 1.2 0.9 1.4

(0.9–10.3) (0.9–6.5) (0.3–9.7) (0.3–5.7) (0.2–3.7) (0.3–23.0)

Disruptive disorders 1.4 0.4 1.4 1.0 1.1 0.8

(0.9–2.2) (0.2–0.7) (0.7–2.6) (0.6–1.8) (0.6–1.9) (0.4–6.4)

Include impairment 1.3 0.3 2.4 1.2 1.7 1.2

(0.7–2.2) (0.2–0.7) (1.0–5.8) (0.5–3.0) (0.9–3.3) (0.5–6.9)

Substance use disorders 1.3 – 0.3 0.3 0.5 0.4

(0.8–2.3) – (0.1–1.0) (0.1–0.6) (0.2–1.2) (0.1–1.5)

Include impairment 0.8 – 0.2 – 0.6 0.4

(0.4–2.3) – (0.03–0.8) – (0.1–2.2) (0.1–3.1)

Any disorder 1.8 0.6 1.0 1.0 1.0 0.9

(1.1–2.8) (0.4–0.9) (0.6–1.8) (0.6–1.7) (0.6–1.6) (0.6–1.4)

Include impairment 1.7 0.5 1.6 1.1 1.2 1.4

(1.0–2.8) (0.3–0.7) (0.9–3.1) (0.5–2.2) (0.7–2.1) (0.5–3.5)

Reference groups: gender = males; age = 4–11; SES = 5 (highest family income)

Data are weighted to the 2002 census of Santiago, Chile

Table 4 Twelve-month prevalence rate of DSM-IV substance use disorders in Santiago, Chile (%)

Total Male Female Ages 4–11 Ages 12–18

% SE % SE % SE % SE % SE

Exclude impairment

Alcohol abuse 1.8 0.9 2.4 1.0 1.3 1.1 – – 3.9 1.8

Alcohol dependence 1.9 0.5 1.4 0.4 2.4 0.7 – – 4.0 1.0

Cannabis abuse 0.6 0.2 0.2 0.2 0.9 0.6 – – 1.2 0.5

Cannabis dependence 0.6 0.2 0.4 0.3 0.8 0.4 – – 1.2 0.5

Nicotine dependence 1.6 0.4 1.1 0.4 2.2 0.7 – – 3.5 0.9

Other abuse 0.3 0.2 0.3 0.2 0.2 0.2 – – 0.6 0.4

Other dependence 0.3 0.2 0.3 0.2 0.2 0.2 – – 0.6 0.4

Include impairment

Alcohol abuse 0.4 0.2 0.8 0.4 – – – – 0.9 0.5

Alcohol dependence 0.5 0.3 0.8 0.5 0.1 0.1 – – 1.0 0.6

Cannabis abuse – – – – – – – – – –

Cannabis dependence 0.3 0.3 0 0 0.5 0.5 – – 0.6 0.5

Nicotine dependence 0.3 0.2 – – 0.6 0.4 – – 0.6 0.4

Other abuse – – – – – – – – – –

Other dependence 0.1 0.1 – – 0.2 0.2 – – 0.3 0.3

Data are weighted to the 2002 census of Santiago, Chile
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informant. The CAPA and Mexico City CIDI-A studies

incorporated severity criteria, and their rates were consis-

tent with the impaired rates in Chile. When compared with

other DISC studies, the rates for Santiago appeared to be

elevated.

Using the impairment algorithm of the DISC-IV, the

prevalence rate for disorders in Santiago was reduced by

40% (from 42.4 to 25.4%). Canino suggested considering

an external measure of impairment such as the C-GAS

rather than relying exclusively on the DISC impairment

measures, which are specific for each diagnosis. An

external measure of impairment permits identifying chil-

dren who may be impaired but do not have a diagnosis

[25].

Interestingly, the high rates found in Santiago were not

observed in Cautin, southern Chile, the other site where the

national survey was completed [24]. In Cautin, the total

rate for DSM-IV disorders was 28.1%; this also decreased

by 40% when impairment criteria were applied. It should

be noted that the rates obtained in Santiago may be accu-

rate, as our results for children closely coincide with an

earlier school-based study limited to children [22].

Similar to more recent psychiatric epidemiological

studies that included adolescent groups [24, 67], we relied

only on the adolescent respondent. The high rates obtained

in Santiago raise an interesting issue not fully addressed in

the literature: would incorporating a parent interview

improve diagnostic reliability or inhibited responses given

by the adolescents?

Upon examining specific diagnoses in Santiago, ADHD

was the most prevalent disorder among children. However,

in Cautin, SAD was the most prevalent disorder observed.

The ADHD rates were higher than expected in Santiago

(12.6% with impairment) considering that a review of the

world prevalence indicated a rate of 5.3%. However,

reported ADHD rates vary greatly [28]. In general, ADHD

rates in South America do not differ statistically from those

in North America or Europe, and the high rates of ADHD

in Santiago should be explored further.

Although powerful arguments have been made for the

role of SES in childhood behavioral problems [29, 30],

such findings were not robust in the Santiago study. A

number of studies published since 2000 have found a

relationship between overall psychopathology in children

or adolescents and parental income [31, 32], whereas a few

studies have found no association [25, 33]. However, a

weak association with family income was also noted earlier

in the Ontario Child Health Study, which only found

correlations among selected disorders [34]. Since 2000,

several studies have noted a relationship only with inter-

nalizing disorders or anxiety disorders, as occurred in

Santiago [35–39]. However, earlier studies reported

stronger associations for externalizing rather than

internalizing disorders [34, 38]. Interestingly, the Mexican

CIDI-A study found only an association with substance

misuse (lower rates in the lowest income group), a finding

also noted in Santiago [24]. Environment-related stressors

have been found to partially mediate associations between

mental health problems and SES [39]. This paper limited

the examination of SES to family income; however, other

measure of SES should be considered as well.

In Santiago, girls were found to have higher rates of

nearly all disorders for which statistical differences were

noted. Although not statistically significant, girls in Santi-

ago were found to have higher rates of ADHD (a ratio of

1.3:1) and ODD (1.4:1). ADHD and externalizing disorders

in general are almost universally higher in boys [40, 41]. In

Cautin, girls had rates of 3.2% compared with 6.7% in boys

[23]. Interestingly, the Mexican CIDI-A study [24] and a

Brazilian ADHD school-based investigation [42] reported

higher, although not statistically significant, rates for

impulse control disorders (including ADHD) among girls.

A prevalence study of ADHD in Venezuela of 1141 school

children also reported higher rates among girls [43].

However, two Colombian school-based studies found

higher rates in boys [44, 45]. The reasons behind the ele-

vated ADHD rates in girls or nearly equal rates with boys

found in a number of Latin American epidemiological

studies merit further research.

Child and adolescent psychiatric epidemiology is still

evolving in Latin America. Research from a number of

countries, including Chile, is beginning to produce data

that call attention to the need to better address childhood

mental health issues in the region. This is particularly an

issue in Santiago, which has high rates of child and ado-

lescent mental health disorders.
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43. Montiel-Nava C, Peña JA, López M, Salas M, Zurga JR, Montiel-

Barbero I, Pirela D, Cardozo JJ (2002) Estimations of the prev-

alence of attention deficit hyperactivity disorder in Marabino

children. Rev Neurol 35(11):1019–1024

44. Cornejo JW, Osı́o O, Sánchez Y, Carrizosa J, Sánchez G, Grisales

H, Castillo-Parra H, Holguı́n J (2005) Prevalence of attention

deficit hyperactivity disorder in Colombian children and teenag-

ers. Rev Neurol 40(12):716–722

45. Pineda D, Ardila A, Rosselli M, Arias BE, Henao GC, Gomez LF,

Mejia SE, Miranda ML (1999) Prevalence of attention-deficit/

hyperactivity disorder symptoms in 4- to 17-year-old children in

the general population. J Abnorm Child Psychol 27(6):455–462

46. Ford T, Goodman R, Meltzer H (2003) The British Child and

Adolescent Mental Health Survey 1999: the prevalence of DSM-IV

disorders. J Am Acad Child Adolesc Psychiatry 42(10):1203–1211

47. Fleitlich-Bilyk B, Goodman R (2004) Prevalence of child and

adolescent psychiatric disorders in southern Brazil. J Am Acad

Child Adolesc Psychiatry 43(6):727–734

48. Goodman R, Neves dos Santos D, Robatto Nunes AP, Pereira de

Miranda D, Fleitlich-Bilyk B, Almeida Filho N (2005) The Ilha
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