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Abstract As researchers, clinicians and health systems
strive to understand and improve mental health and well-
being in youth, the parameters by which mental illness itself
is defined have increasingly become the topic of inquiry. In
the March 2015 issue of SPPE, Roberts et al. (Soc Psy-
chiatry Psychiatr Epidemiol 50(3):397-406, 2015) integrate
DSM diagnostic criteria with impairment in adolescents,
showing that the latter is more frequent in full-syndrome
disorders but still relevant for sub-threshold conditions,
which have higher overall prevalence. These findings shift
the focus away from specific diagnostic criteria and
thresholds, and towards the backdrop of distress and im-
pairment in young people. They also have implications for
staging models and clinical services for youth mental health,
particularly for prevention and early intervention efforts.
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Where should the boundaries of caseness in psychiatric
diagnoses be set, and what are the implications of such
decisions? This topic has been much discussed in the wake
of DSM-5 [1, 2], and has attracted particular controversy in
areas involving the mental health of young people [3-5].
Given startlingly high rates of major DSM-IV mental dis-
orders in adolescents [6], it is both in need of further in-
vestigation and the subject of renewed efforts [7].
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Explorations of youth mental health are invariably
challenged by the complexities of human development, its
diverse and multi-layered influences, including both in-
trinsic and extrinsic mediating and moderating forces. In
one dimension, this has been extensively studied through
the concept of sub-clinical experiences or attenuated
symptoms, most prominently in the early phases of psy-
chosis [8—10] where a myriad of neurobiological, socio-
environmental, clinical, and systems-level factors variously
influence risk, help-seeking behavior, referrals and rates of
transition to full-blown illness.

Roberts and colleagues [11] add important texture to
another aspect of the epidemiology of youth mental health.
They examine two parameters of diagnosis in order to
better understand the population-level burden of adolescent
mental illness and its implications. Their analysis is cen-
tered not around caseness based on attenuated symptoms,
but caseness defined as sub-threshold numbers (ST) of full
DSM-1V criteria (i.e. >1/2n, where n is the number of
signs/symptoms required to meet criteria for a full-blown
diagnosis) in youth aged 9-17. Their calculations reveal
that more than half (58 %) of youth have a ST or full-
syndrome (FS) DSM-IV condition, with ST disorders 2.6
times more prevalent than FS. Since individuals with at-
tenuated or ST symptoms are at risk for developing similar
(homotypic) or different (heterotypic) FS disorders [12],
this has great relevance for psychiatric epidemiology as
well as clinical services.

The authors’ approach combines the above ST criteria
with a measure of moderate or severe impairment, which
plays an important role in long-term prognosis [13, 14].
The first of their key findings is that impairment is more
closely associated with FS disorders. In other words,
applying a requirement of functional impairment to case-
ness yields a greater reduction in ST than in FS prevalence,
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strongly suggesting that impairment is more common in FS
than ST cases. However, Roberts et al. correctly assert that
impairment cannot be considered alone: rates of impair-
ment are lower in ST than in FS disorders (i.e. the ST/FS
ratio drops from 2.6 to 2.0 when moving from all cases to
only those cases with impairment), but ST conditions re-
main significantly more prevalent than FS. Regardless of
the specific measures used, this translates to a major burden
of ST illness at the population level, both for ST conditions
in their own right but also because these are often pre-
cursors of similar or other FS disorders. Indeed, there is
reason to think that these documented rates of ST preva-
lence are in fact underestimates, since some disorders with
high morbidity but frequent ST presentation (such as psy-
chosis or eating disorders) were not included in the ana-
lysis, and given that subjects were classified as FS even if
they had additional comorbid ST conditions.

Taken together, these analyses buttress the argument
that current approaches lack a full appreciation of the true
population-level burden of mental illness in adolescents
[14]. Others have suggested that since attenuated and
emerging symptoms in young people are themselves pro-
tean, transitory, and fluctuating, clinical epidemiology
should attempt to measure mental distress beyond specific
diagnostic silos [15]. The results of Roberts et al., however,
also suggest that a parallel effort is needed to understand
the implications of expanding caseness within current DSM
criteria in this population.

One example of such implications is in the authors’
curious statement that the association of impairment with
FS (moreso than ST) conditions supports the validity of
DSM-IV’s diagnostic boundaries. Ironically, this interpre-
tation may have been driven by the binary options present
in this data or available in current datasets. Alternative
models in which impairment is compared for multiple
levels of FS and ST illness (e.g. n — 2 vs n — 1 vs n vs
n + 1 diagnostic criteria) might instead show continuous
incremental (stepwise) increases in impairment with ac-
cumulation of symptoms, without discontinuity at the point
that FS criteria are met. Although hypothetical at present,
such indexing would highlight the potentially non-discrete
nature of contemporary illness constructs and re-animate
the question of where diagnostic boundaries ought to lie.

Indeed, there is emerging acknowledgement that even if
they do exist, natural boundaries cannot always be pre-
cisely defined using current schemas [16]. Points of (dis)-
continuity and appropriate cutoffs will likely differ across
diagnostic domains, as Roberts et al. allude to in their
suggestion that the common two-by-two tables (with
categories of yes/no diagnosis or yes/no impairment)
sometimes employed in clinical research may no longer
suffice for some forms of mental illness or distress. Con-
ditions frequently found in young people but excluded
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from this study will need to be subjected to similar ana-
lyses. And further work is required regarding the longitu-
dinal outcome of different types of ST conditions,
including the impact of ST comorbidities on subjects and
their other ST or FS diagnoses.

Beyond the specific boundaries and definitions of case-
ness, the clinical implications of these debates and the
major burden of illness and morbidity due to ST conditions
are profound. Case identification, ‘indicated’ prevention
and early intervention efforts could broaden their purview
to target and follow those with ST conditions, since distress
and impairment are often present and they are already
known to be at risk of developing FS illness. Such initia-
tives would, of course, come with challenges. For example,
efforts to expand the boundaries of caseness (by including
ST symptoms) to offer individuals clinical services may
pathologize distress or medicalize ST states as full-blown
illnesses. This could be inadvertent or even with the best of
intentions [17], particularly given the tendency in some
systems for insured treatment to be dependent on presence
of a categorical diagnosis or a minimal level of severity. It
also runs the risk of focusing efforts towards tertiary-level
interventions and away from more upstream, stage-appro-
priate secondary prevention.

As an alternative, the prevalence and magnitude of ST
morbidity and the frequent development of ST conditions
into FS disorders mean that clinical staging models and
services for young people could instead be reconfigured to
include, evaluate and intervene in distressed and/or help-
seeking cases: without regard to whether individuals pos-
sess a DSM diagnosis, and whether symptoms are at-
tenuated, ST or FS. This, combined with policy changes that
expand insurance coverage for and provide rapid access to
modular, high-quality transdiagnostic interventions [18]
could uncouple the requirement for a diagnosis before
treatment. Such changes would minimize the risk of inap-
propriate medicalization while still potentially reducing the
likelihood of progression to full-blown and more impairing
illness through secondary or indicated prevention.

At the same time as research works to illuminate the
contours and form of diagnostic boundaries, then, the ef-
fective organization of mental health systems and services
for distressed and impaired young people calls to mind the
old adage that clinicians should treat the patient, not just
the diagnosis—and perhaps regardless of it.
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