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Abstract

Aim: By studying children aged 0-6 with outpatient and health board admissions, we
aimed to contribute valuable insights to the literature on early childhood support, focusing
on admission complaints, diagnosis distribution, treatments, and patient follow-ups.
Materials and Methods: Between 01.08.2022 and 01.02.2023 patients aged 0-6 from
Diyarbakır Gazi Yaşargil Hospital’s Pediatric and Adolescent Mental Health and Develop-
mental Pediatrics clinic, including those seeking health board evaluations, were studied.
This prospective analysis examined patient demographics, complaints, diagnoses, health
board interactions, treatments, and additional medical conditions. Patient follow-up num-
bers were scanned from the system for analysis before concluding the retrospective study.
Results: Of the 600 patients included in the study, 337 patients came to the health board
outpatient clinic, 160 to the child psychiatry outpatient clinic, and 103 to the develop-
mental pediatrics outpatient clinic. 220 (36.7%) were female and 380 (63.3%) were male.
The most common presenting complaints of the patients were speech delay, hyperactiv-
ity, report renewal, and irritability. In our study, the presenting diagnoses were global
developmental delay, isolated speech delay, autism spectrum disorder (ASD), attention
deficit hyperactivity disorder (ADHD), articulation disorder, behavioral problems, stut-
tering, and specific learning disorder (SLD) with decreasing frequency. It was observed
that 77.5% of the patients had no follow-up and the highest rates of follow-up were ADHD
(67.4%) and ASD (56.9%). It was observed that 87.5% of the patients with a health board
application had no follow-up.
Conclusion: Determining the diagnosis, follow-up, and treatments of the patients may
guide the areas in which child psychiatrists and developmental pediatricians should work
more intensively in the future. Early diagnosis, screening initiatives, awareness campaigns,
and training for parents, teachers, and health professionals, along with telehealth, multi-
disciplinary strategies, and school collaborations, enhance health board applications and
patient follow-up.

Copyright © 2024 The author(s) - Available online at www.annalsmedres.org. This is an Open Access article distributed
under the terms of Creative Commons Attribution-NonCommercial-NoDerivatives 4.0 International License.

Introduction
Early childhood is one of the most critical phases in an in-
dividual’s life, and the experiences in this period can shape
their later life. This period, which usually lasts from birth
to 6 years of age, lays the foundation for an individual’s
physical, mental, emotional, and social development. The
brain develops rapidly during this period and the rapid de-
velopment of the brain leads to important changes in men-
tal areas such as language development and the acquisition
of problem-solving skills. Monitoring developmental de-
lays in early childhood is very important as it enables early
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diagnosis, intervention, and support. This period is char-
acterized by high levels of brain plasticity, which means
the brain’s ability to adapt and reorganize itself. Early
intervention takes advantage of this plasticity, allowing for
more successful restructuring and development of neural
pathways. Early identification of developmental delays al-
lows for the creation of specialized educational strategies to
meet the child’s specific needs, contributing to the child’s
ability to participate in social activities and build relation-
ships with peers. This promotes a sense of belonging and
social inclusion, which is essential for healthy social devel-
opment [1]. There are studies evaluating the reasons for
the presentation of children in this age group. In studies
evaluating the frequency of sociodemographic and men-
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tal diagnoses in children aged 0-18 years who presented to
child and adolescent psychiatry outpatient clinics in our
country, it was reported that 50% of the children in the
0-6 age group had mental illness [2]. Karabekiroğlu et
al. reported that 15-45% of children aged 1-4 years had
any psychiatric or developmental problem [3]. In another
study conducted in Turkey, it was reported that 71.6% of
patients aged 0-5 years had a clinical diagnosis, and speech
delay (43.5%), irritability-frustration (25.6%) and hyper-
activity (21. 8%) were the most common reasons for pre-
sentation and the most common psychiatric diagnoses were
stimulus deficiency (14.5%), adjustment disorder (13.2%),
autism spectrum disorder (ASD) (8.8%), global develop-
mental delay (GDD) (7.9%), and attention deficit hyperac-
tivity disorder (ADHD) (5.7%) [4]. In a study conducted
in our country examining the diagnoses of patients pre-
senting to the developmental pediatrics outpatient clinic,
it was observed that speech delay ranked first with 23.1%
(n:444) [5]. One of the study areas of child psychiatry and
developmental pediatrics is children with special needs. In
addition to organizing the treatment of children with spe-
cial needs, it is necessary to know the social and educa-
tional rights and practices granted to these children so that
patients can be guided correctly. Mental deficiency and de-
velopmental delays are among the most common causes of
psychiatric disorders in children and adolescents who ap-
ply to the health board for special needs report for children
(SNRC), and autism spectrum disorders and specific learn-
ing disabilities are among the other most common causes
of application [5]. In a study published by the Turkish
Statistical Institute (TÜİK) in 2011, it was reported that
4.9% of the disabled people registered in the National Dis-
ability Database were in the 0-6 age group, 16.2% in the
7-14 age group and 1.2% in the 15-24 age group [6].
To date, studies have been conducted in different centers
in our country to examine the sociodemographic charac-
teristics, presenting complaints, and diagnoses of patients
presenting to child and adolescent psychiatry and devel-
opmental pediatrics outpatient clinics [2,7,8]. With ap-
propriate support provided in early childhood, it is pos-
sible to help children show their potential at the highest
level and develop healthily. Therefore, we aimed to add in-
formation to the literature by planning a study including
children aged 0-6 years with outpatient clinic and health
board admissions together and examining the complaints
at admission, distribution of diagnoses, treatments, and
follow-up of health board patients.

Materials and Methods

Patients aged 0-6 years who applied to the Child and Ado-
lescent Mental Health and Diseases and Developmental
Pediatrics outpatient clinic of Diyarbakır Gazi Yaşargil
Training and Research Hospital between 01.08.2022 and
01.02.2022, including those who applied for a health board,
were included in the study. The study was planned
prospectively. Our study is a cross-sectional study. In this
context, it was decided by the Department of Biostatis-
tics to include all patients admitted within 6 months in
the study. In our study, written informed consent was ob-
tained from the patients and their parents after the study
procedures were explained in detail. The gender, age,

complaints, diagnoses, applications to the health board,
number of follow-ups, treatments, additional psychiatric
diseases, and additional medical diseases of the patients
were analyzed. The follow-up numbers of the patients
were scanned from the system before the prospective study
was finalized. Psychiatric diagnoses were determined ac-
cording to the Diagnostic and Statistical Manual of Men-
tal Disorders, Fifth Edition (DSM-5). The patients diag-
nosed with isolated speech delay and global developmental
delay (GDD) were administered the Ankara Developmen-
tal Screening Inventory (AGTE). Approval for the study
was obtained from the Diyarbakır Gazi Yaşargil Train-
ing and Research Hospital Non-Interventional Clinical Re-
search Ethics Committee dated 22.07.2022/143.

Statistical analysis

Statistical analysis was performed with SPSS 22.0 (Statis-
tical Package for the Social Sciences, SPSS Inc, Chicago,
USA). The distribution of the characteristics related to the
complaints and diagnoses in the children included in the
study was determined by descriptive statistics using num-
bers, rates, percentages, and standard deviations. The
chi-square test was used to evaluate whether there was
a significant difference between the diagnoses received by
boys and girls and whether there was a significant differ-
ence between the number of health board applications and
the number of follow-up visits. Since the expected value
was below, Fisher’s Exact Test was used. Independent t-
test was used to compare the ages of the male and female
genders. p<0.05 was considered statistically significant.

Results

Of the 600 patients included in the study, 337 patients
came to the health board outpatient clinic, 160 to the
child psychiatry outpatient clinic, and 103 to the devel-
opmental pediatrics outpatient clinic. 220 (36.7%) were
girls and 380 (63.3%) were boys. The youngest patient
was 1 month old and the oldest was 71 months old. Ages
were normally distributed. There was no significant dif-
ference in age between boys and girls (p = 0.285). (CI
95%: Lower: -1.192; Upper: 4.050). The mean age of
all patients was 44.56±15.75 months, 43.65±16.13 months
for girls, and 45.08±15.53 months for boys. There were
health committee applications in 337 (56.2%) and none
in 263 (43.8%). Follow-ups were observed in 135 (22.5%).
Regarding their treatment, 265 (44.2%) received psychoso-
cial recommendations, 294 (49%) received special educa-
tion and 41 (6.8%) received medical treatment (Risperi-
done n=36, Psychostimulant n=5). ADHD and behavioral
problems were initiated most frequently. The first choice
was risperidone. Among the additional medical diseases,
36 (6.0%) had genetic syndromes, 22 (3.7%) had epilepsy,
20 (3.3%) had cerebral palsy and 5 (0.8%) had hearing loss.
Among the additional psychiatric disorders, 14 (2.3%) had
articulation disorder, 9 (1.5%) had autism spectrum disor-
der, 5 (0.8%) had attention deficit hyperactivity disorder,
and 3 (0.5%) had enuresis nocturne (Table 1).
The complaints of the patients in order of frequency;
speech delay (39.2%), hyperactivity (8.2%), report renewal
(7.3%), irritability-violence (6.7%), report removal (6.7%),
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Table 1. Characteristics of patients aged 0-6 years ad-
mitted to the outpatient clinic.

N (%)

Gender

Male 380 (63.3)
Girl 220 (36.7)

Health board application

Yes 135 (22.5)
No 465 (77.5)

Patient Follow-up

Yes 135 (22.5)
No 465 (77.5)

Treatment

Psychosocial recommendations 265 (44.2)
Special education 294 (49.0)
Medical treatment 41 (6.8)

Additional medical illness

Genetic syndrome 36 (6.0)
Epilepsy 22 (3.7)
Cerebral Palsy 20 (3.3)
Other 8 (1.4)
Hearing loss 5 (0.8)
None 509 (84.8)

Additional psychiatric illness

Articulation disorder 14 (2.3)
ASD 9 (1.5)
GDD 6 (1.1)
ADHD 5 (0.8)
Enuresis nocturna 3 (0.5)
None 562 (93.2)

ASD: Autism Spectrum Disorders, ADHD: Attention
Deficit-Hyperactivity Disorder, GDD: General Developmental Delay.

Table 2. Presenting complaints of patients aged 0-6 years.

N (%)

Speech delay 235 (39.2%)
Hyperactivity 49 (8.2%)
Report renewal 44 (7.3%)
Report extraction 40 (6.7%)
Irritability 40 (6.7%)
Motor delay 32 (5.3%)
Articulation disorder 27 (4.5%)
Stuttering 25 (4.2%)
Avoiding eye contact 24 (4.0%)
Objection to the report 20 (3.3%)
Other 19 (3.2%)
Diaper report 15 (2.5%)
Enuresiz nocturna 10 (1.7%)
Fear 9 (1.5%)

motor delay (5.3%), articulation disorder (4.5%), stutter-
ing (4.2%), not making eye contact-not looking at the

Table 3. Psychiatric diagnoses of children aged 0-6 years
by gender.

Diagnosis
Gender

p
Male Female

Isolated speech delay 95 38
0.028*b

(n,%) 25% 17.3%

General developmental delay 111 86
0.013*b

(n,%) 29.2% 39.1%

Stuttering 24 2
0.002*a

(n,%) 6.3% 0.9%

Enuresis nocturna 4 6
0.123a

(n,%) 1.1% 2.7%

ASD 34 17
0.606b

(n,%) 8.9% 7.7%

Behavioural problems 20 8
0.363b

(n,%) 5.3% 3.6%

ADHD 42 4
0.001*a

(n,%) 11.1 % 1.8%

SLD 2 4
0.125a

(n,%) 0.5% 1.8%

Articulation disorder 16 13
0.977b

(n,%) 4.2% 5.9%

Normal development 17 20
0.256b

(n,%) 4.5% 9.1%

Masturbation 2 8
0.004*a

(n,%) 0.5% 3.6%

Other 5 6
0.214b

(n,%) 1.3% % 2.7

Anxiety disorder 8 8
0.472b

(n,%) 2.1% 3.6%

ASD: Autism spectrum disorder, SLD: Specific Learning Disorder
ADHD: Attention Deficit Hyperactivity Disorder a: Fisher’s exact
test b: Chi-square test * p<0.05.

Table 4. Outpatient clinic follow-ups of patients who
applied to the health board.

Patient Follow up

Health board application Yes (n,%) No (n,%) p

Yes (n,%) 42 (12.5) 295(87.5)
0.001

No (n,%) 93 (35.4) 170 (64.6)

chi-square test p<0.05.

name (4%), objection to the report (3.3%), diaper re-
port (2.5%) masturbation (1.8%), fear (1.5%). Other com-
plaints (3.2%) were nail-biting, hair plucking, salary sup-
port, and inability to fall asleep and maintain sleep (Table
2).

The diagnoses received by the patients in descending order
of frequency were: global developmental delay (32.8%),
isolated speech delay (22.2%), ASD (8.5%), ADHD (7.7%),
articulation disorder (4.8%), behavioral problems (4.7%),
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stuttering (4.3%), anxiety disorder (2.7%), other (1.8%)
and specific learning disorder (SLD) (1.0%). 6.2% had no
psychiatric diagnosis. 9.8% of those with a health board
application did not receive any diagnosis. The distribution
of diagnoses according to gender is given in Table 3.
The rates of follow-up of the patients according to their
diagnoses were ADHD 67.4%, ASD 56.9%, enuresis-
encopresis 50%, masturbation 40%, SLD 33.3%, isolated
speech delay 27.8%, general developmental delay 10.7%
and stuttering 3.8%. Articulation disorders and anxiety
disorders were not followed up. The relationship between
the health board patients and whether the patients had
follow-up or not was found to be statistically significant
(p=0.001). It is shown in Table 4.

Discussion

In our study, 63.3% of the patients who applied to the child
and adolescent mental health diseases outpatient clinic and
the developmental pediatrics outpatient clinic, which is a
new branch of child health diseases in our country, were
male. It is observed in the literature that boys are gener-
ally more common in early childhood admissions. In stud-
ies conducted in four different child psychiatry clinics in
our country, it was reported that cases between the ages of
0-18 years consisted of boys with rates ranging from 61.5%
to 66.9% [5,9]. In the USA, 60.8% of 40639 children re-
ceiving mental health services were found to be male [10].
Sevgen et al. found a male sex ratio of 65% in a study
conducted on cases aged 0-5 years, similar to our study.
Aras et al. found a male rate of 72.5% in the age group
1-6 years in their study conducted in our country [11].
A better understanding of gender-specific neurodevelop-
mental differences will help in early diagnosis and inter-
vention. The most common presenting complaints of the
patients were speech delay, hyperactivity, report renewal,
irritability-frustration, and report removal. In a study con-
ducted in Trabzon province, the complaints at the age of
0-6 years were found to be speech disorder, misbehavior,
disobedience, hyperactivity, destructive behaviors, sleep
disturbance, and sibling jealousy, respectively [12]. In a
study conducted in Kahramanmaraş, similar complaints
were observed [4]. Although the type of application to the
health board is specified in the regulation on SNRC as the
pediatrician or the relevant specialist physician making the
evaluation and referring to SNRC authorized physician, or
if there is no follow-up physician, SNRC authorized physi-
cian directly evaluating and referring to the health board,
as seen in our study, it was observed that 6.7% of the pa-
tients’ first application complaint was to issue a report.
In their study, Uygur et al. asked the participants about
the common method of application to the health board in
their hospitals and found that 73.1% of the patients ap-
plied directly to the health board by their legal guardian
without any preliminary evaluation by a physician. When
it was analyzed whether the patients who applied to the
health board were followed up or not, it was seen that
87.5% of them were not followed up. It is possible to infer
from this result that the patients did not apply for treat-
ment and follow-up for their current diagnoses, but only
to obtain and use the report. Özbaran and Köse, in their
study sharing their six-year experience with the disabil-

ity health board, stated that it was determined that some
institutions encouraged the legal guardians of children to
obtain reports to benefit from the financial allowances of
the state and that the same people tried to appear as the
guardians of many different children [13]. In this respect,
direct application to the health board in violation of the
regulation increases the workload on the health board and
makes it open to abuse by the aforementioned individu-
als. It was observed that 9.8% of those who applied to
the health board did not receive any diagnosis. In a study
conducted in Bolu province, 3.6% of the cases applying for
SNRC were reported as having "no special needs". When
psychiatric diagnoses were examined, it was found that
16.9% did not have any psychiatric diagnosis [14]. In an-
other study, it was shown that 27.7% of the applicants to
the health committee had normal intelligence levels [15].

The presenting diagnoses in our study were global devel-
opmental delay, isolated speech delay, ASD, ADHD, artic-
ulation disorder, behavioral problems, stuttering, anxiety
disorder, other and specific learning disorders (SLD). In
a study conducted in a child psychiatry clinic in Turkey,
stimulus deficiency, adjustment disorder, ASD, GDD,
ADHD, stuttering, psychosocial deprivation, boundary-
setting problems, articulation disorder, and separation
anxiety were reported [7]. In a study examining the dis-
tribution of diagnoses in a developmental pediatrics out-
patient clinic, speech delay was found to be the most com-
mon diagnosis with 23.1% (n: 444). The differences in
our study may have been influenced by the methodologi-
cal differences used, especially the sample size. When the
difference in diagnoses between genders was examined, it
was found to be statistically significant that the prevalence
of GDD, isolated speech delay, stuttering, and ADHD
was higher in boys and childhood masturbation (CM) was
higher in girls. In previous studies, it has been found that
GDD, isolated speech delay, and ADHD are more com-
mon in males [4,16-19]. In the childhood age group, de-
velopmental delay is observed in 12-16% [20]. In addition
to many factors, male gender is among the factors that
increase the risk for developmental delay [19]. Although
there is no consensus on the cause of isolated speech and
language problems, some risk factors have been reported.
Gender is accepted as a risk factor and it is known that
the risk is three times higher in male. These studies have
attributed this finding to a later maturation of the central
nervous system in boys compared to girls [21]. In contrast
to our study, Uzun Cicek et al. found no difference be-
tween genders in speech delay [22]. Epidemiologic studies
have reported that the prevalence of ADHD in preschool
children is between 2-7% and higher in the male gender
[23]. Although there is no clear epidemiologic data on the
prevalence of CM, it has been reported that it starts to
be observed in the first 2 months of life, the prevalence
increases around the age of 4 years in preschool children
and is more common in girls than boys [24]. In our study,
6.2% did not receive any psychiatric diagnosis. In previous
studies, Aktepe et al. reported that 87.3% of the cases had
at least one diagnosis and the remaining 12.7% had normal
characteristics, and Aras et al. reported that 85.1% of the
cases had at least one diagnosis and the remaining 14.9%
had normal characteristics [8, 11]. When compared with
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these two studies, the lower proportion of cases evaluated
as normal in our study may be related to the possibility
that more severe cases were brought to our clinic compared
to the complaints at the pediatric mental health outpatient
clinics of the other two university hospitals, the fact that
the patients were admitted from very different socioeco-
nomic levels, and the inclusion of health board patients
in the sample. In addition, considering the inter-regional
variability in the view of psychiatric diseases in our coun-
try and the inter-regional differences in psychopathology
in families, especially in mothers, there may be different
sociocultural reasons for the high rate in our study.

It was observed that 77.5% of the patients in our study
had no follow-up. Considering the importance of early
diagnosis and follow-up in early childhood, this rate was
found to be very high. When the rate of follow-up of the
patients according to their diagnosis was analyzed, it was
observed that ADHD (67.4%) and ASD (56.9%) were the
most common diseases. When follow-up studies on ASD
and ADHD were examined, it was observed that the follow-
up rates were high [25]. When ADHD is considered, it has
been reported that children whose symptoms are evident
at an early age have more impairment in language and
cognitive areas, more mental disorders, more pronounced
psychosocial and academic impairment, and more resistant
behavioral problems in school years [26]. It is important to
recognize, address, and follow up ADHD in the preschool
period to reduce the problems that the disorder will cause
in the following years. On the other hand, the diagnosis of
ASD also affects the family in many ways. The increased
material and emotional needs of the child diagnosed with
ASD and the responsibility to meet these needs can make
life difficult for families. The high follow-up rates of these
disorders can be explained by their high psychosocial de-
structive effects on the family and the fact that early diag-
nosis and follow-up have great effects on treatment. The
follow-up of patients diagnosed with isolated speech delay
and general developmental delay was found to be very low.
The fact that the majority of the patients with these diag-
noses were health board patients and the families applied
only for the report may have been the reason for this.
However, physician follow-up of patients diagnosed with
developmental delay and isolated speech delay in children
aged 0-6 years is of great importance for early diagnosis,
individual planning, family education, and monitoring the
progress of development. Methods such as early diagnosis
and screening programs, awareness-raising campaigns and
education programs among parents, teachers, and health
professionals, telehealth and remote follow-up, multidis-
ciplinary approach, and school and nursery collaboration
can be used to increase physician follow-up of patients.

When the treatments of the patients were examined, 44.2%
were offered psychosocial recommendations, 49% were of-
fered special education, and 6.8% were offered medical
treatment. In a study in which 153 patients were in the
0-6 age group, 26.1% were offered counseling, and 12.4%
were offered special education [27]. In the presence of any
psychopathology in the preschool period, family interven-
tion is at the top of the treatment options. In a systemic
review of family interventions, parent education was found
to be very effective in terms of treatment in children with

conduct disorder between the ages of 3-8 years. When di-
agnosing mental symptoms, developmental processes, fa-
milial stressor factors, mental status of the caregiver, and
underlying medical diseases should be excluded, and then
the first option in the treatment algorithm of preschool
children is informing the family and family education [28].
In one study, psychotropic drugs were initiated in 20.8% of
patients, and in another study, the rate of psychotropic ini-
tiation in patients aged 0-6 years was found to be 24.2%
[4,27]. The reason for our difference with the literature
may be differences in the distribution of diagnoses and
several cases.
In our study, 15.2% were found to have additional med-
ical diseases. The most common comorbidities were ge-
netic syndromes, epilepsy, and cerebral palsy. In a study
in which health boards were examined, it was found that
these patients had additional medical diagnoses with di-
agnoses such as epilepsy, cerebral palsy, and loss of motor
function [15]. In another study, the rate of non-psychiatric
comorbidities was 18% and the most common accompa-
nying medical conditions were epilepsy, Down syndrome,
cerebral palsy, and hypothyroidism [4]. In our study, the
rate of comorbid psychiatric illness was found to be 6.8%.
When the cases with more than one diagnosis were evalu-
ated in Karabekiroğlu et al. study, it was found that more
than one diagnosis was made in a total of 73 cases (13.6%)
including 6 cases aged 0-6 years, 36 cases aged 7-11 years
and 31 cases aged 12-18 years [29]. It has been reported
that the presence of psychiatric comorbidities increases the
severity of the disease, causes chronicization, and leads to
more significant deterioration in psychosocial functionality
and quality of life [29].
Although our study was planned prospectively, the fact
that the sociodemographic data of children and families
were not evaluated in detail, the data belonging to a sin-
gle center, and the results of the methods used to make
the diagnosis were not given in the study can be consid-
ered as limitations of the study. However, this study is
the first study conducted in our country on the reasons
and diagnoses of preschool children admitted to child and
adolescent mental health and diseases and developmental
pediatrics outpatient clinics by evaluating the patients to-
gether. To the best of our knowledge, there is no study in
the literature investigating the follow-up of health board
patients.

Conclusion
In our study, in children aged 0-6 years, the number of ap-
plications to the child psychiatry health board outpatient
clinic, and developmental pediatrics clinic was approxi-
mately 2 times higher in boys, and the most common com-
plaints were speech delay, hyperactivity, report renewal,
irritability-anxiousness, It was observed that the most
common clinical diagnoses were GGG, isolated speech de-
lay, stuttering and ADHD in boys and childhood mas-
turbation (CHM) in girls, 77.5% of the patients had no
follow-up, and ADHD (67.4%) and ASD (56.9%) were the
diseases with the highest rate of follow-up according to
the diagnosis. In addition, it was determined that 87.5%
of the patients with a health board application had no
follow-up. Similar studies conducted by clinics in different
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geographical regions of our country will provide clarifica-
tion of frequently encountered diagnoses and treatments.
In addition, it may guide in which areas child psychia-
trists and developmental pediatricians should work more
intensively in the future. Regulation of health board appli-
cations and follow-ups will be in the best interest of both
the patient and the physician. To increase the follow-up
of patients, it would be beneficial to use methods such as
early diagnosis and screening programs, awareness-raising
campaigns and training programs among parents, teach-
ers, and health professionals, telehealth and remote follow-
up, multidisciplinary approach, and school and nursery co-
operation.
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