COMMON PSYCHIATRIC PROBLEMS IN CHILDREN AND ADOLESCENTS 

Introduction 

Psychiatric disorders of children can be divided into seven main group:

i) Adjustment reactions 

ii) Pervasive developmental disorders (psychoses of childhood)

iii) Specific development disorders 

iv) Conduct (antisocial or eternalizing) disorders 

v) Hyperkinetic (attention or internalizing) disorders 

vi) Emotional (neurotic or internalizing) disorders

vii) Symptomatic disorders 

Many childhood psychiatric disorders cannot be classified in a satisfactory way by allocating them to a single category, therefore, with axial system have been proposed. A widely adopted system has axes for: 

i) Clinical psychiatric syndrome

ii) Specific delays in development

iii) Intellectual level 

iv) Medical conditions and 

v) Abnormal social situations 

This scheme is easy to use and allows clinicians to record systematically the different kinds of information required in categorizing childhood problems. 

PROBLEMS OF PRE-SCHOOL CHILDREN AND THEIR FAMILIES 

a)  Temper tantrums 

Occasional temper tantrums are normal in toddles, but only persistent and very severe tantrums are abnormal. The immediate cause is usually unwitting reinforcement by excessive attention and inconsistent discipline on the part of the parents. More often its because the parents have emotional problems of their own or unsatisfactory relationship. Usually respond to kind but fir and consistent settings of limits, and parents should also be helped with any problem of their own. 

b)  Sleep problems 

The commonest sleep difficulty is wakefulness at night which is most frequent between the age of one and two years. The children may also take long before they get to sleep. When wakefulness is an isolated problem, its enough to reassure parents about the prognosis. However, if the sleep problem is seriously exhausting or distressing to the family, management involves behavioural therapy, and in special cases lypnotic drugs may be useful.  Other difficulties such as night terrors are guide common but they seldom persist for long. When sleep disturbances are severe or persistent, two possible causes should be considered i.e. worsening by physical or emotional disorders and ero-cerbation by the parents over-concern or inability to provide reassurance. 

c)  Feeding problems 

Minor food fads or food refusal are common, but do not usually last for long. In a minority, the behavioural is severe or persistent, although not accompanied by signs of poor nourishment. This occurs if the parents are over attentive and obsessional, and unwittingly reinforce the child behaviour. Parents should be encouraged to ignore the feeding problem and refrain from offering the child special foods or otherwise attempting to do anything unusual to persuade the child to eat. Instead the child should be offered a normal meal and left to decide whether to eat or not. 

d)  PICA

This is the eating of items generally regarded as inedible eg soil, paint, and paper. It is often associated with other behaviour problems, and some are due to brain damage and mental retardation. Treatment consist of common- sense precautions to keep the child away from the abnormal  items of diet. Pica usually diminishes as the child grows older.

EMOTIONAL DISORDERS (NEUROTIC, OR INTERNALIZING DISORDERS 

a)  Anxiety disorders 

Children are abnormally fearful and drug to their parents, on whom they are over dependent. They are timid with other children often disturbed in sleep with frequent night mares, and concentrate bodily. Various bodily symptoms may occur as well as obsessional symptoms and phobias. Sometimes separation anxiety disorder is precipitated by a frightening experience e.g. admission to hospital or prolonged conflict between the parents. They clung to their parents and demand attention, and worry excessively about stressful events. 

In treatment, stressors should be reduced the child helped to talk about their worries, and the family helped to understand how their own anxiety and over protection affect the child. Anxiolytic drugs can help relieve severe anxiety but showed be used for short periods only. 

b)  Phobic disorders 

Minor phobic symptoms are common in childhood, and usually concern insects, animals, the dark, school, and death. Some fear social situations especially when they have to meet people they do not know well. This condition is called avoidant disorder, where these children shy away from meting strangers, and we embarrassed in company, blushing and remaining silent. Most childhood phobias improve without specific treatment provided the parents adopt a firm and reassuring approach. For these that do not improve, than a combination of behaviour therapy, reassurance and support is necessary. 

c)  Somatization disorders 

Children often complain of somatic symptoms when they are suffering from a psychiatric disorder. These complaints include abdominal pain, headache, cough and limb pains. Treatment involves reassurance, support and sometimes behaviour therapy, and psychotherapy. Conversion disorder is more common in adolescent than in childhood, and diagnosis should be made only after the most careful search for organic disease. Conversion and somatization disorders should be treated as early as possible; 0day may allow symptoms to become entrenched as secondary gain accumulated. 

d)  Objective compulsive disorders 

Rare in childhood although several forms of repetitive behaviour are common particularly between the ages of four and ten. These normal rituals may take up an increasing amount of the child’s home. True obsessional disorders are very rare, and when they occur the children involve their parents by asking them to take part in the rituals or give repeated reassurance about the obsessional thoughts. Treatment is directed at the primary disorder, and behaviour methods may be effective in some cases. 

e)  Depressive disorders 

Many children appear miserable in distressing circumstances such as the serious illness of a parent, death of a family member of parental disharmony some are tearful, and lose interest and concentration. Treatment involves reducing distressing circumstances, and helping the child to talk about his feelings. Autidepressants should be reserved for older children with definite symptoms of a severe depressive disorder. 

f)  School refusal 

There are many causes of repeated absence form school, and physical illness is the commonest. An important group stays away from school because they are anxious or miserable when there, and are different from truants who could go to school but choose not to, often as a form of rebellion.  Compared with truants, school-refusers come from more neurotic families, are more depressed, passive and over protected, and have better records of school work and behaviour. Children complain of somatic symptoms of anxiety on school days but not at other times. Some appear to want to go to school but because increasingly distressed as they get nearer to it. 

Reasons include separation anxiety, true school phobia or feeling inadequate and depressed. Most younger children eventually return to school, however, most severely affected adolescents do not return before the end of the time for compulsory school attendants. 

Early return to school is essential, and at first a social worker rather than the mother can accompany the child to school. In a few cases more elaborate behavioural plan is necessary. In most severe cases, admission to hospital may be required to reduce anxiety before a return to school, and a change of school may also be appropriate in older children, any depressive disorder showed be treated. 

CONDUCT DISORDERS (EXTERNALIZING DISORDERS)

Characterized by sever and persistent antisocial behaviour. Form the largest single group of psychiatric disorders in older children and adolescents. Several classifications have been proposed including:

· Socialized, unsocialised, and over – inhibited groups. 

· Disorders of group type or of solitary aggressive type

· Oppositional defiant disorders

The essential feature clinically is persistent abnormal conduct which is more serious than ordinary childish mischief. In early childhood, it manifest as aggressive behaviour in the house, often with overactivity, and late childhood as stealing, lying and disobedient together with verbal or physical aggression. Later the behaviour is evident outside home, especially at school as truancy, delinquency vandalism and poor school work, as well as reckless behaviour or alcohol and drug abuse. 

Commonly found in children from unstable, insecure and rejecting families living in deprive areas. Antisocial behaviour is common amongst children from broken families, poor family relationships ad those who have been in residential with brain damage as well as epilepsy are prone to conduct disorders. A small proportion of children present with sexual behaviour that incurs the disapproval of adults. Masturbation, promiscuity and sexual curiosity are frequent. Conduct disorders usually run a prolonged course in childhood, although it’s possible to modify adverse social and family factors and thereby improve the long-term outlook. 

Mild conduct disorders often subside without treatment other than common sense advice to the parents. For more severe cases, treatment is directed mainly to the family taking the form of social case work or family therapy. A simple form of behavioural therapy is necessary where desirable bahaviour is rewarded while undesirable behaviour is not reinforced. Group therapy, in which peer pressures are utilized is sometimes helpful if there are any associated reading difficulties, remedial teaching should be arranged. Treatment of truancy requires a direct and energetic approach where pressure is brought to bear upon the child to return to school and support from the family should be enlisted. 

JUVENILE DELINGUENCY 

Delinquency is not a psychiatric diagnosis but a legal category; however juvenile delinquency may be associated with a psychiatric disorder, especially conduct disorders. The majority of boys when asked to report their own behaviour admit to offences against the law, and a fifth are convicted at some time; most of the offences are trivial. 

Many more boys are delinquent than girls and the peak of age of contact with the police is 15-16 years. Many delinquent do not have conduct disorders or any other psychological disorders although in an important group, persistent law breathing is frequently preceded and accompanied by abnormalities of conduct e.g. truancy aggressiveness, attention seeking and by poor concentration. 

Delinquency has an aetiology that overlaps that of conduct disorders i.e. 

· Social factors – low social class, poverty, poor housing and poor education 

· Family factors – poor parenting and shared attitudes to the law, broken homes 

· Factors in child 0 genetic, below average i.e. educational difficulties, and also physical abnormalities e.g. epilepsy and brain damage. 

Treatment entails the psychiatrist to have a know how of the legal system. First offences are treated with minimal intervention, coupled with form disapproval. Some applied to minor offences that are repeated. For a more serious recurrent delinquency a more vigorous response may be required such as a community – based programme with emphasis on improving the family environment, reducing harmful peer influence, and improving educational and vocational accomplishments.

ATTENTION DEFICIT HYPERCTIVITY DISORDERS (ADHD)

Clinical features 

The cardinal features are extreme and persistent restlessness, sustained and prolonged motor activity, and difficulty in maintaining attention. Children are often impulsive, reckless and prone to accidents. There are learning difficulties which result only partly from poor concentration. Minor forms of antisocial behaviour are common especially disobedience, temper tantrums, and aggression. These do not however occur early and are not prominent. Mood fluctuates, but depressive mood is common. Restlessness, overactivity and related symptoms often start before school age especially when the child begins to walk – constantly on the move, interfering with objects and exhausting his parents. For a diagnosis, a disturbance of at least 6 months, and onset before the age of seven years are necessary. 

Aetiology 

· Genetic factors through adoption studies 

· Social factors especially poor social conditions 

· Lead intoxication 

· Food additives 

· Minimal train damage ‘with impaired co-ordination and deficits in attention, perception, intellect and memory. 

Prognosis 

The overactivity usually lessens as the child grows older, especially when it is mild and not present in every situation. It usually ceases by puberty. 

The prognosis for any associated learning difficulties is less good, while antisocial behaviour has the worst prognosis. When overactivity is severe, accompanied by learning failure, or associated with low intelligence, the prognosis is poor and the condition may persist into adult life. 

Treatment 

Methods of behaviour modification may help to reduce the inadvertent reinforcement of over-activity by parents and teachers. Stimulants drugs may be tried, especially when attention deficits are very severe. The usually drugs is methylphenidate, and dosage depends on body weight in drugs should be stopped from time in an attempt to minimize  side effects which include irritability, depression, insomnia and poor appetite. High doses suppress growth. 

AUTISTIC DISORDER (CHILDHOOD AUTISM)

The prevalence of autism is about 30-40 per 100, 000 children. It is four times as common in boys as in girls. 

Clinical features 

· Onset within the first 2-2½ year of life after a period of normal early development. 

· Autistic aloneness – the inability to make warm emotional relationships with people, and the children do not respond to the parents affectionate behaviour by smiling or cuddling, the instead appear to dislike being picked up or kissed. There is no difference in their behaviour towards people and inanimate object. A characteristic sign is gaze avoidance i.e. absence of eye to eye contact. 

· Speech and language disorder – speech may develop late or never appeal speech may occasionally develop normally until about the age of 2 years, and then disappears in part or completely. This lack of speech is a manifestation of cognitive defects; which affects non-verbal communication as well.  Autistic kids do not take part in the imitative games of the first year of life and later do not use toys in the appropriate way.  They also show little imagination or creative play. As they grow up, at least half acquire some useful speech, although serious impairments usually remain, such as misuse of pronoun and the inappropriate repeating of words spoken by other people (echolalia)

· Obsessive desire for sameness:  stereotyped behaviour together with evidence of distress if there is any changes in the environment e.g. prefers same food repeatedly; wearing the same clothes or engage in repetitive games. They are often fascinated by spinning toys. 

· Bizarre behaviour and mannerisms – engage on odd motor behaviour such as whirling round and round, flapping their hands, or rocking. 

· Other features: may suddenly show anger or fear without apparent  reason. May be overactive and destructive, sleep badly, soil or wet themselves. About 25% develop seizures, usually about the time of adolescence. ¾ have 10 scores in the retarded range with a true intellectual impairment. 

AETIOLOGY 

The cause of childhood autism is unknown. The central abnormality is cognitive, affecting symbolic thinking and language and the behavioural abnormalities are 20 to the cognitive defect. Genetic influences are probable with more frequent cases in families of affected persons than in the general population. Organ brain disorder is suggested with an increased frequency of complications of pregnancy and childbirth, and by association with epilepsy (2% cases). Abnormalities in the parents who were characterized as cold, detached, and obsessive have also been implicated. 

PROGNOSIS 

10 – 20% of the cases begin to improve between 4-6 years old, and are eventually able to attend an ordinary school and obtain work. 10 – 20% can live at home but need to attend a special school or training center and cannot work.  60% improve little, and are unable to lead an independent life. 

DIFFERENTIAL DIAGNOSIS 

· Psychoses of childhood 

· Autistic psychopathy 

· Deafness 

· Developmental language disorders 

· Mental handicap 

TREATMENT 

a. Management of abnormal behaviour through behaviour methods using contingency management. Done at home by the parents, instructed and supervised by a clinical psychologist. 

b. Arrangement for social and educational services. Social withdrawal may however be increased by institutional atmosphere, and hence should attend special day schools. 

c. Family help is required in order to cope up with the child behaviour which is often bewildering and distressing. 

Autistic psychopathy (Asperger’s Syndrome)

This is characterized by abnormalities of social behaviour similar to those in childhood autism, with stereotyped and repetitive activities. It differs from autism in that there is no general delay or retardation of cognitive development of language. About sic times more common in boys than girls. The children develop normally until up to the third year when they begin to lack warmth in their relationships and to speak in monotonous ways. They are solitary, spending with time in narrow interests, often clumsy, eccentric, and without friends. Usually abnormalities persist into adult life. Most people with this disorder can work but a few form successful relationship and marry. 

Disintegrative disorder
It begins after a period of normal development lasting longer than 2½ years. It resembles childhood autism in the marked loss of cognitive functions, abnormalities of social behaviour, and unfavourable outcome. It is unclear how far the disorder is distinct from childhood autism.

SPECIFIC DEVELOPMENTAL DISORDERS

Developmental reading disorders 

These are defined by a reading age well below the expected level from the child’s age and 10 (usually 1.2 – 2 standard deviations). They should be clearly distinguished from general backwardness in scholastic achievement owing to low intelligence or inadequate education. The child presents with a history of serious delay in learning to read, sometimes preceded by delayed acquisition of speech and language. Much more often in boys and less likely to come from socially disadvantaged homes and families. Aetiology is not known. The possible factors include: 

· Genetic predisposition 

· Minor neurological abnormalities with increased rations seen in children with epilepsy and cerebral palsy

· Disorders of brain maturation affecting one or more perceptual and language skills required in reading. 

· Social factors such as large family or poor school, and an illiterate home background. 

Treatment is educational unless there are additional medical or behavioural problems requiring separate intervention. The most important educational approach is to reawaken the interest of a child with a long experience of failure. 

Developmental arithmetic disorders 

This is the second most common specific disorders. Although it causes less severe handicap in everyday life than reaching difficulties, it can lead to secondary emotional difficulties while the child is at school. 

Arithmetic difficulties might be determined by heredity. Assessment is based on arithmetic subtests of the wise and the WA15, and on specific tests.  Treatment involves remedial teaching. 

Developmental co-ordination disorders 

Children have delayed motor development with results in clumsiness in school work or may. They are also called ‘clumsy child syndrome’ or specific motor dyspraxia. The children can carry out all normal movements but co-ordination is poor, and thus in developing skills such as dressing, walking and feeding. Tend to break thing, are poor at handicrafts and organized games; and have difficulty in writing, drawing and copying. 

1Q testing usually shows good verbal but not performance scores. An explanation of the nature of the problem should be given to the child, family and the teachers. Special teaching may improve confidence.

DISORDERS OF SPEECH AND LANGUAGE 

Introduction 

The most common cause of delay in the development of normal speech is mental retardation. Other important causes are deafness and cerebral  palsy. Social deprivation can cause mild delays in speaking.  Children with developmental language disorders have a marked delay in acquiring normal speech in the absence of any primary cause. Two categories are recognized: 

i) Receptive – difficulty in understanding language, and 

ii) Expressive – understand language but their own speech is hard to understand because the words are ill formed. Have great difficulty in longer words, with the ends of words and with consonants. 

Treatment depends partly on the cause but usually includes a programme of speech training carried out through play and social interaction. 

Elective mutism 

A child refuses to speak in certain circumstances although he does so normally in others. Usually speech is normal in the home but lacking in school. There is no defect of language or speech, only refusal to speak in certain situation often shows other negative behaviour such as refusing to sit down or to play. The condition usually begins between three and five years of age, after normal speech has been acquired. Treatment may not be effective but available modalities include psychotherapy, behaviour modification, and speech therapy. 

STAMMERING (STUTTERING)

This is a disturbance of the rhythm and fluency of speech. It may take the form of repetitions of syllables or words, or of blocks in the production of speech. It is four times more frequent in boys than girls. It is usually a brief disorder in the early stages of language development. However 1% suffers from stammering after they have entered school. Cause is not known, but several theories exist i.e. genetic factors, brain damage, and anxiety may all play part in certain causes. Most children improve whether treated or not. Many kinds of treatment are available but no proven efficacy e.g. psychotherapy and behaviour therapy. The usual treatment is speech therapy. 

FUNCTIONAL ENURESIS 

Introduction 

Functional enuresis is the repeated involuntary voiding of urine occurring after an age at which continence is usual (5 years), in the absence of any identified physical disorder. Enuresis may be nocturnal (bed time) or diurnal (during waking hours) or both. Most children achieve day time and night time continence by 3 or 4 years of age. Nocturnal enuresis is often referred to as primary if there has been as preceding period of urinary continence for at least one year. It is called secondary if there has been a preceding period of urinary continence for this period. It occurs more frequently in boys (nocturnal enuresis).  Day time enuresis has a lower prevalence and is more common in girls than boys. Nocturnal enuresis can cause great unhappiness and distress, especially if the parent blame or punish the child. 

AETIOLOGY 

Nocturnal enuresis occasionally results form physical conditions but more often appears to result from delay in maturation of the nervous system alone or in combination with environmental factors. Genetic cause is evident with about 70% of children with enuresis having a first degree relative who has been enuretic. It can be related to anatomical or functional abnormalities of the bladder. More enuretic children have urinary infections than children of comparable age in the general population. Enuretic children it has been reported have bladders that have a reduced capacity or function abnormally.  Psychological factors include unduly rigid toilet training, negative or indifferent attitude of parents, and stressful events leading to anxiety in the child. 

TREATMENT 

Any physical disorders should be treated. If the enuresis is functional, an explanation should be given to the child and parents that the condition is common and the child is not to blame.  It should be explained to parents that punishment and disapproval are inappropriate and unlikely to be effective. The parents should be encouraged not to focus attention on the problem  but to reward success without  drawing attention to failure. Many young currents children may improve after the above measures, but those over six years of age are likely to need more active measures these include:

· Advice about restricting fluid before bedtime 

· Lifting the child during the night 

· The use of charts to reward success

· Enuresis alarm methods i.e. the pad and kill method. Successful rest depend on conditioning mechanisms and social reinforcement. 

The enuresis is bell or pad alarm rarely success with children under the age of six years or those who are uncooperative. For the rest it’s effective within a month in 70-80% of cases; although about a third relapse within a year. 

Enuresis may be treated with a tricyclic antidepressant, usually impramine or a mitriptyline. Most bed wetters improve initially with complete relief in about a third. Dose of 25mg at night increasing to 50mg if necessary. Most relapse when the drug is stopped. Due to the side effects and dangers of accidental overdose, the drugs are given for short periods especially when the child goes on holidays. 

FUNCTIONAL ENCOMPRESIS

Introduction 

Encompresis is repeated voluntary or involuntary passing of feaces into inappropriate places after the age at which bowel control usual, in the absence of known organic cause. The diagnosis should not be made until the chronological and mental ages are greater than four years. May present continuously from birth (primary) or start after a period of continence (secondary). Among children over the age of 3 years, loss of bowel control is more often secondary to constipation, and true encompresis is less common. The condition if 3 or 4 times more frequent among boys when girls. Feaces may be passed into clothing or deposited in inappropriate places such as the floor of the living room. Some children smear feaces on the walls or elsewhere. Most of the kids have associated psychological problems. 

AETIOLOGY 

Repeated feaces soiling may be secondary to chronic constipation which may be associated with several causes, including: mental retardation, conditions that cause pain on defeacation (e.g. anal fissure) and Hirschsprung’s disease. 

The causes of true encompresis are less understood. These include:

· Parental attitude towards toilet training

· Emotional disorders 

· Poor relationship with one or both parents and appears to be rebelling

TREATMENT 

Begins with findings out what the child thinks and feels about the problems, and providing him with explanation and reassurance. The parents also need explanation and reassurance. The parents also need explanation and reassurance. Behavioural programme in which the child is asked to sit on the toilet for 10 minutes after every meal, and is rewarded for doing this and for succeeding in passing a motion into the toilet, is the best approach psychotherapy is helpful if there are any associated emotional problems of conflicts with parents.  When outpatient treatment fails, the child should / may respond to behavioral management in hospital.  Whatever the cause, its unusual for encompresis to persist beyond the middle teenage years, although associated problems especially problems especially aggressive behaviour may continue. Most cases improve within a year when treated. 

CHILD ABUSE 

Introduction 

The concept of child abuse has been widened to include the overlapping categories of physical abuse (non-accidental injury), emotional abuse, sexual abuse and neglect. The term fetal abuse is sometimes applied to various behaviours detrimental to the focus, including physical assault and taking by the mother of substances likely to cause fetal damage. Munchairen syndrome by proxy is the name given to illness in children which has been fabricated by the parents. Non-organic failure to thrive and deprivation dwarfism will also be considered under child abuse. 

PHYSICAL ABUSE (NON-ACCIDENTAL INJURY)

Clinical features 

Parents may bring an abused child to the doctor with an injury said o have bee caused accidentally. Alternatively, relatives, neighbours or other people may become concerned and report the problem to the police, social workers, or voluntary agencies. The most common forms of injury are multiple brushing, bowelsm abrasions, bites, torn upper lip, bone fractures, subdural haemorrhage, and retinal haemorrhage. Suspicion of physical abuse should be aroused by the pattern of injuries, a previous history of suspicious injury, unconvincing explanations, delay in seeking help, and incongruous parental reactions. The psychological characteristics of abused children include fearful response to the parents, other evidence o anxiety or unhappiness, and social withdrawal. Some children often have low self-esteem and may be aggressive. 

AETIOLOGY 

 More frequent in neighborhoods in which family violence is common; especially schools, housing and employment are unsatisfactory; and there is little feeling of community. In parents, the factors associated with child abuse include; youth abnormal personality, psychiatric disorders, lower social class, social isolation, disharmony and breakdown in marriage and a criminal record. Many parents give a history of having themselves suffered abuse or deprivation in childhood. Risk factors in the children include premature birth, early separation, need for special care in the neonatal period, congenital malformations, chronic illness, and a difficult temperament. In abusing family, relationships between parents are Garger and cold than in matched controls. 

MANAGEMENT 

In patient admission should be arranged for all children in whom non-accidental injury is suspected. The parents should be told that admission is necessary to allow further investigations. During admission, assessment must be thorough and include photographs of injuries and skeletal x-rays. Radiological examination may show evidence of previous injury or bone abnormalities e.g. osteogenesis imperfecta. Senior doctors should then talk to the parents. Other children in the family should be seen and examined. The social services department may be notified and be responsible for visiting the home and checking the problem regularly. When abuse is severe, prolonged or permanent, separation may be necessary, and parents may face criminal charges. 

PROGNOSIS 

Children who have been subjected to physical abuse are at high risk of further problems including subsequent high rates of physical disorders, delayed development, and learning difficulties. There are also increased rates of behavioural and emotional disorders in later childhood and adult life. As adult, many former victim of child abuse have difficulties in rearing their won children. The outcome is better for those who can establish a good relationship with an adult and can improve their self-esteem and for those without brain damage. 

EMOTIONAL ABUSE

This refers to persistent neglect or rejection sufficient to impair a child’s development. It can sometimes refer to gross degrees of over-protection, verbal abuse, or scapegoating, which impair development. It often accompanies other forms of child abuse. The various effects on the child include failure to thrive physically, impaired psychological development, and emotional disorders. Diagnosis depends on observations of the parents’ behaviour towards in child, which may be frequent belittling or sarcastic remarks about lines during an interview. One of both parents may have a disorder of personality or occasionally a psychiatric disorder. The parents should be interviewed separately and together, to discover any reasons of abuse of this particular child e.g. he may fail to live up to their expectations or may remind them of another person who has been abusive to one of them. In treatment, parents should be offered help with their own emotional problems and with their day – to – day interactions with the child. Of the parents reject help and if the effects of emotional abuse are serious it may be necessary to involve the social services. The child may need individual help. 

CHILD NEGLECT

Child neglect may sake several forms including:

· Emotional deprivation 

· Neglect of education 

· Physical neglect 

· Lack of appropriate concern for physical safety and 

· Denial of necessary medical or surgical treatment 

It is more common than physical abuse, and it may be detected by various people including relatives, neighbours, teachers, doctors or social workers. It is associated with adverse social circumstances, and is the most common reason for a child to need foster care. 

NON-ORGANIC FAILURE TO THRIVE AND DEPRIVATION DWARFISM 

It’s the failure to thrive for no apparent organic cause. In children under three years is called non-organic failure to thrive, and in older children it is called psychosocial short stature to thrive; or deprivation dwarfism. Non-organic failure to thrive is caused by deprivation food and close affection, and problem in parent – child relationship such as rejection, and hostility expressed towards the child. If treated with food and care, the infants usually grow and develop quickly. 

In deprivation dwarfism, although the child is short in stature, they may be of normal weight or even slightly overweight for their height. Emotional and behavioural disorders include food searching scavenging, hoarding, and developmental delays. Treatment involves admission to hospital, some need foster care, and some parents helped to understand their child’s needs and to plan for them. 

SEXUAL ABUSE 

Introduction 

Sexual abuse refers to the involvement of children in sexual activities which they do not fully comprehend and to which they cannot give  informed consent, and which violate generally accepted cultural rules. the term covers various forms of sexual contact with or without varying degrees of violence and also some activities not involving physical  contact such as posing for pornographic photographers or films.  The abuser is commonly known to the child and usually a member of the family (incest). The children are more often female, and the offenders usually male. 

Clinical features 

The presentation depends on the type of sexual act and the relationship of the offenders to the child. Children are more likely to repair abuse when the offender is a stranger. Sexual abuse may be reported directly by the child or a relative, or it may present in directly with unexplained problems in the child such as physical symptoms in the urogenital or anal area, pregnancy, behavioural or emotional disturbance, or precocious or otherwise inappropriate sexual behaviour. In adolescent, girls running away from home or unexplained suicidal attempts should raise the suspicion of sexual abuse. Early emotional consequences include anxiety, fear depression and anger, reactions to any unwanted and inappropriate sexual behaviour. Long term effects include depressed mood, low self esteem, self harm, difficulties in relationships and sexual maladjustment. 

AETIOLOGY 

It occurs in all socioeconomic groups, but is more common among socially deprived families. There are several precautions which make sexual abuse more likely, and these include deviant sexual motivation, impulsivity, a lack of conscience, a lack of external restrains (e.g. cultural tolerance) and a lack of resistance by the child (through insecurity, ignorance etc). 

TREATMENT 

Thorough and a diagnosis made through adequate evidence including inspection of the genitalia and anal region, and if intercourse may have taken place within 72 hours, the collection of specimens for the genital and other regions. Measures to protect that child are similar to those for physical abuse. Individual help to the died who often have abnormal sexual development. 

GENDER IDENTITY DISORDERS 

Effeminacy in boys 

Some boys prefer to dress in girl’s clothes and to play with girl rather than boys. Some have an obvious effeminate manner and say they want to be girls. There is no endocrines basis for this behaviour. Possible family influences include the encouragement of feminine behaviour by the parents, a lack of boys as companions in play, a girlish appearance, and lack of an older male with whom the child can identify. Associated emotional disturbance may require help, and its useful to investigate and discuss any family behaviour which seem to be contributing to the child behaviour. Effeminate behaviour in early childhood may proceed in adult life to homosexuality or bisexuality, transvestism, or personality problems. 

Tomboyishness in girls 

It’s usually possible to reassure patients, and sometimes necessary to discuss their attitudes to the child and their responses to her behaviour.
