Disorders Usually First Diagnosed In Infancy, Childhood, or Adolescence
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I. Mental Retardation

This disorder is characterized by significantly subaverage intellectual functioning (an IQ of approximately 70 or below) with onset before age 18 years and concurrent deficits or impairments in adaptive functioning i.e., how effectively individuals cope with common life demands and how well they meet the standards of personal independence expected of someone in their particular age group, sociocultural background, and community setting in at least two of the following areas:

· Communication

· Self-care

· Home living

· Social/interpersonal skills

· Use of community resources

 

Adaptive functioning may be influenced by various factors, including education, motivation, personality characteristics, social and vocational opportunities, and the mental disorders and general medical conditions that may coexist with Mental Retardation.

General intellectual functioning is defined by the intelligence quotient (IQ or IQ-equivalent) obtained by assessment with one or more of the standardized, individually administered intelligence tests (e.g., Wechsler Intelligence Scales for Children--Revised, Stanford-Binet, Kaufman Assessment Battery for Children).

It should be noted that there is a measurement error of approximately 5 points in assessing IQ, although this may vary from instrument to instrument (e.g., a Wechsler IQ of 70 is considered to represent a range of 65-75). 

Thus, it is possible to diagnose Mental Retardation in individuals with IQs between 70 and 75 who exhibit significant deficits in adaptive behaviour. Conversely, Mental Retardation would not be diagnosed in an individual with an IQ lower than 70 if there are no significant deficits or impairments in adaptive functioning
Problems in adaptation are more likely to improve with remedial efforts than is the cognitive IQ, which tends to remain a more stable attribute.

 

Degrees of Severity of Mental Retardation;


· Mild Mental Retardation
Have minimal impairment in sensorimotor areas, and often are not distinguishable from children without Mental Retardation until a later age. By their late teens, they can acquire academic skills up to approximately the sixth-grade level. During their adult years, they usually achieve social and vocational skills adequate for minimum self-support, but may need supervision, guidance, and assistance, especially when under unusual social or economic stress

· Moderate Mental Retardation
Most of the individuals with this level of Mental Retardation acquire communication skills during early childhood years. They profit from vocational training and, with moderate supervision, can attend to their personal care. They can also benefit from training in social and occupational skills but are unlikely to progress beyond the second-grade level in academic subjects

· Severe Mental Retardation
During the early childhood years, they acquire little or no communicative speech. During the school-age period, they may learn to talk and can be trained in elementary self-care skills. They profit to only a limited extent from instruction in pre-academic subjects, such as familiarity with the alphabet and simple counting, but can master skills such as learning sight reading of some "survival" words. In their adult years, they may be able to perform simple tasks in closely supervised settings

· Profound Mental Retardation
Most individuals with this diagnosis have an identified neurological condition that accounts for their Mental Retardation. During the early childhood years, they display considerable impairments in sensorimotor functioning. 
· Mental Retardation, Severity Unspecified, can be used when there is a strong presumption of Mental Retardation but the person's intelligence is untestable by standard tests (e.g., with individuals too impaired or uncooperative, or with infants).

 

 

· Self-direction

· Functional academic skills

· Work

· Leisure

· Health, and safety

 

I. Learning Disorders (Formerly Academic Skills Disorder)
These disorders are characterized by academic functioning as measured by individually administered standardized tests, that is substantially below that expected given the person's chronological age, measured intelligence, and age-appropriate education & significantly interfere with academic achievement or activities of daily living that require reading, mathematical, or writing skills.
The school drop-out rate for children or adolescents with Learning Disorders is reported at nearly 40% 
Many individuals (10%-25%) with Conduct Disorder, Oppositional Defiant Disorder, Attention-Deficit/Hyperactivity Disorder, Major Depressive Disorder, or Dysthymic Disorder also have Learning Disorders. 

Learning Disorders are, however, frequently found in association with a variety of general medical conditions (e.g., lead poisoning, fetal alcohol syndrome, or fragile X syndrome).

The specific disorders included in this section are;

a. Reading Disorder

b. Mathematics Disorder - A number of different skills may be impaired in Mathematics Disorder, including;
· "Linguistic" skills (e.g., understanding or naming mathematical terms, operations, or concepts, and decoding written problems into mathematical symbols)

· "Perceptual" skills (e.g., recognizing or reading numerical symbols or arithmetic signs, and clustering objects into groups)

· "Attention" skills (e.g., copying numbers or figures correctly, remembering to add in "carried" numbers, and observing operational signs)

· "Mathematical" skills (e.g., following sequences of mathematical steps, counting objects, and learning multiplication tables).

c. Disorder of Written Expression - There is generally a combination of difficulties in the individual's ability to compose written texts evidenced by grammatical or punctuation errors within sentences, poor paragraph organization, multiple spelling errors, and excessively poor handwriting. This diagnosis is generally not given if there are only spelling errors or poor handwriting in the absence of other impairment in written expression
d. Learning Disorder Not Otherwise Specified.

Note:

· If a sensory deficit is present, the difficulties are in excess of those usually associated with it.

· When criteria are met for more than one Learning Disorder, all should be diagnosed.
Associated Features and Disorders

· Demoralization

· Low self-esteem

· Deficits in social skills 

DDx

· Normal variations in academic attainment

· Scholastic difficulties due to lack of opportunity, poor teaching, or cultural factors

· Impaired vision or hearing may affect learning ability 

· Mental Retardation - learning difficulties are commensurate with general impairment in intellectual functioning. 

 

I. Motor Skills Disorder 

Developmental Coordination Disorder is characterized by motor coordination that is substantially below that expected given the person's chronological age and measured intelligence e.g. younger children may display clumsiness and delays in achieving developmental motor milestones (e.g., walking, crawling, sitting, tying shoelaces, buttoning shirts, zipping pants). Older children may display difficulties with the motor aspects of assembling puzzles, building models, playing ball, and printing or handwriting.
 

Associated disorders may include;

· Phonological Disorder

· Expressive Language Disorder

· Mixed Receptive-Expressive Language Disorder.

DDx

· Motor impairments that are due to a general medical condition e.g. neurological disorders (e.g., cerebral palsy, progressive lesions of the cerebellum)

· Mental Retardation

· Pervasive Developmental Disorder

· Attention-Deficit/Hyperactivity Disorder

 

 

I. Communication Disorders

These disorders are characterized by difficulties in speech or language as demonstrated by scores obtained from standardized individually administered measures of language development which are substantially below those obtained from standardized measures of both nonverbal intellectual capacity and receptive language development & which interfere with academic or occupational achievement or with social communication.
The difficulties may occur in communication involving both verbal language and sign language.
 

a. Expressive Language Disorder - The disturbance may be manifest clinically by symptoms that include having a markedly limited vocabulary, making errors in tense, or having difficulty recalling words or producing sentences with developmentally appropriate length or complexity.

· The linguistic features include;

· shortened sentences

· a limited amount of speech

· limited range of vocabulary

· difficulty acquiring new words

· word-finding or vocabulary errors

· limited varieties of sentence types (e.g., imperatives, questions)

· limited varieties of grammatical structures (e.g., verb forms)

· Nonlinguistic functioning (as measured by performance intelligence tests) and language comprehension skills are usually within normal limits. 

Expressive Language Disorder may be either acquired or developmental;

· In the developmental type, there is an impairment in expressive language that is not associated with a neurological insult of known origin. Children with this type often begin speaking late and progress more slowly than usual through the various stages of expressive language development.

· In the acquired type, an impairment in expressive language occurs after a period of normal development as a result of a neurological or other general medical condition (e.g., encephalitis, head trauma, irradiation). It is associated with additional speech difficulties e.g. motor articulation problems, phonological errors, slow speech, syllable repetitions, and monotonous intonation and stress patterns.

 

a. Mixed Receptive-Expressive Language Disorder - An impairment in both receptive  (e.g., difficulty understanding words, sentences, or specific types of words) and expressive language development 

Because the development of expressive language in childhood relies on the acquisition of receptive skills, a pure receptive language disorder (analogous to a Wernicke's aphasia in adults) is virtually never seen.
May be either acquired or developmental.
 

a. Phonological Disorder (formerly Developmental Articulation Disorder) - The essential feature is a failure to use developmentally expected speech sounds that are appropriate for the individual's age and dialect. This may involve errors in sound production, use, representation, or organization such as, but not limited to, substitutions of one sound for another (use of /t/ for target /k/ sound) or omissions of sounds (e.g., final consonants).
Phonological Disorder includes phonological production (i.e., articulation) errors that involve the failure to form speech sounds correctly and cognitively based forms of phonological problems that involve a deficit in linguistic categorization of speech sounds (e.g., a difficulty in sorting out which sounds in the language make a difference in meaning)

 

a. Stuttering - The essential feature is a disturbance in the normal fluency and time patterning of speech that is inappropriate for the individual's age, characterized by frequent occurrences of one or more of the following speech dysfluencies:
· sound and syllable repetitions

· sound prolongations

· interjections

· broken words (e.g., pauses within a word)

· audible or silent blocking (filled or unfilled pauses in speech)

Stuttering is often absent during oral reading, singing, or talking to inanimate objects or to pets.
 

a. Communication Disorder Not Otherwise Specified - This category is for disorders in communication that do not meet criteria for any specific Communication Disorder; for example, a voice disorder (i.e., an abnormality of vocal pitch, loudness, quality, tone, or resonance).
 

· omissions of critical parts of sentences

· use of unusual word order

· slow rate of language development

· simplified grammatical structures

 

· circumlocutions (word substitutions to avoid problematic words)

· words produced with an excess of physical tension

· monosyllabic whole-word repetitions (e.g., "I-I-I-I see him")

 

 

I. Pervasive Developmental Disorders

Pervasive Developmental Disorders are characterized by severe and pervasive impairment in several areas of development: reciprocal social interaction skills, communication skills, or the presence of stereotyped behaviour, interests, and activities. The qualitative impairments that define these conditions are distinctly deviant relative to the individual's developmental level or mental age.

These disorders are usually evident in the first years of life and are often associated with some degree of Mental Retardation & sometimes with a diverse group of other general medical conditions (e.g., chromosomal abnormalities, congenital infections, structural abnormalities of the central nervous system).
 

a. Autistic Disorder (a.k.a early infantile autism, childhood autism, or Kanner's autism)

The essential features of Autistic Disorder are the presence of markedly abnormal or impaired development in social interaction and communication and a markedly restricted repertoire of activity and interests.
Epidemiology - 4-5/100,000
Autistic triad;

· Autistic aloneness - Qualitative impairment in social interaction
· Speech & Language disorders - Qualitative impairments in communication 
· Obsessive desire for awareness - Restricted repetitive and stereotyped patterns of behaviour, interests, and activities,
Diagnostic criteria;

A. A total of six (or more) items from (1), (2), and (3), with at least two from (1), and one each from (2) and (3):

1. Qualitative impairment in social interaction, as manifested by at least two of the following:
· marked impairment in the use of multiple nonverbal behaviours such as eye-to-eye gaze, facial expression, body postures, and gestures to regulate social interaction

· failure to develop peer relationships appropriate to developmental level

· a lack of spontaneous seeking to share enjoyment, interests, or achievements with other people (e.g., by a lack of showing, bringing, or pointing out objects of interest)

· lack of social or emotional reciprocity

2. Qualitative impairments in communication as manifested by at least one of the following:
· delay in, or total lack of, the development of spoken language (not accompanied by an attempt to compensate through alternative modes of communication such as gesture or mime)

· in individuals with adequate speech, marked impairment in the ability to initiate or sustain a conversation with others

· stereotyped and repetitive use of language or idiosyncratic language

· lack of varied, spontaneous make-believe play or social imitative play appropriate to developmental level

3. Restricted repetitive and stereotyped patterns of behaviour, interests, and activities, as manifested by at least one of the following:
· encompassing preoccupation with one or more stereotyped and restricted patterns of interest that is abnormal either in intensity or focus

· apparently inflexible adherence to specific, nonfunctional routines or rituals

· stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or twisting, or complex whole-body movements)

· persistent preoccupation with parts of objects

B. Delays or abnormal functioning in at least one of the following areas, with onset prior to age 3 years:

1. social interaction

2. language as used in social communication

3. symbolic or imaginative play.

C. The disturbance is not better accounted for by Rett's Disorder or Childhood Disintegrative Disorder.
 

 

 

 

 

 

 

a. Rett's Disorder - Characterized by;
A. All of the following:
· apparently normal prenatal and perinatal development
· apparently normal psychomotor development through the first 5 months after birth

·  normal head circumference at birth

B. Onset of all of the following after the period of normal development:
· deceleration of head growth between ages 5 and 48 months
· loss of previously acquired purposeful hand skills between ages 5 and 30 months with the subsequent development of stereotyped hand movements (e.g., hand-wringing or hand washing)

· loss of social engagement early in the course (although often social interaction develops later)

· appearance of poorly coordinated gait or trunk movements

· severely impaired expressive and receptive language development with severe psychomotor retardation

 

a. Childhood Disintegrative Disorder - Characterized by;
A. Apparently normal development for at least the first 2 years after birth as manifested by the presence of age-appropriate verbal and nonverbal communication, social relationships, play, and adaptive behaviour.

B. Clinically significant loss of previously acquired skills (before age 10 years) in at least two of the following areas:
· expressive or receptive language

· social skills or adaptive behaviour

· bowel or bladder control

· play

· motor skills

C. Abnormalities of functioning in at least two of the following areas:
· qualitative impairment in social interaction (e.g., impairment in nonverbal behaviours, failure to develop peer relationships, lack of social or emotional reciprocity)

· qualitative impairments in communication (e.g., delay or lack of spoken language, inability to initiate or sustain a conversation, stereotyped and repetitive use of language, lack of varied make-believe play)

· restricted, repetitive, and stereotyped patterns of behaviour, interests, and activities, including motor stereotypies and mannerisms

D. The disturbance is not better accounted for by another specific Pervasive Developmental Disorder or by Schizophrenia.
 

a. Asperger's Disorder - The essential features are severe and sustained impairment in social interaction and the development of restricted, repetitive patterns of behaviour, interests, and activities with NO clinically significant delay in cognitive development or in the development of age-appropriate self-help skills, adaptive behaviour (other than in social interaction), and curiosity about the environment in childhood.
 

a. Pervasive Developmental Disorder Not Otherwise Specified - this category includes "atypical autism"--presentations that do not meet the criteria for Autistic Disorder because of late age at onset, atypical symptomatology, or subthreshold symptomatology, or all of these.
 

I. Attention-Deficit and Disruptive Behaviour Disorders
a. Attention-Deficit/Hyperactivity Disorder - The essential feature is a persistent pattern - at least 6 months - of inattention and/or hyperactivity-impulsivity that is more frequent and severe than is typically observed in individuals at a comparable level of development that has been present before age 7 years & some impairment from the symptoms must be present in at least two settings (e.g., at home and at school or work) with clear evidence of interference with developmentally appropriate social, academic, or occupational functioning & the disturbance does not occur exclusively during the course of a Pervasive Developmental Disorder, Schizophrenia, or other Psychotic Disorder and is not better accounted for by another mental disorder (e.g., a Mood Disorder, Anxiety Disorder, Dissociative Disorder, or Personality Disorder) 
Subtypes;

· Attention Deficit/Hyperactivity Disorder, Predominantly Inattentive Type
· Attention-Deficit/Hyperactivity Disorder, Predominantly Hyperactive-Impulsive Type
· Attention-Deficit/Hyperactivity Disorder, Combined Type
· Attention-Deficit/Hyperactivity Disorder Not Otherwise Specified
 

a. Conduct Disorder - The essential feature of Conduct Disorder is a repetitive and persistent pattern of behaviour in which the basic rights of others or major age-appropriate societal norms or rules are violated. These behaviours fall into four main groupings: 
i. Aggressive conduct that causes or threatens physical harm to other people or animals 

ii. Nonaggressive conduct that causes property loss or damage
iii. Deceitfulness or theft 
iv. Serious violations of rules
Three (or more) characteristic behaviours must have been present during the past 12 months, with at least one behaviour present in the past 6 months. The disturbance in behaviour causes clinically significant impairment in social, academic, or occupational functioning . Conduct Disorder may be diagnosed in individuals who are older than age 18 years, but only if the criteria for Antisocial Personality Disorder are not met . The behaviour pattern is usually present in a variety of settings such as home, school, or the community.

Specify type based on;

· Age at onset:

· Childhood-Onset Type: onset of at least one criterion characteristic of Conduct Disorder prior to age 10 years
· Adolescent-Onset Type: absence of any criteria characteristic of Conduct Disorder prior to age 10 years
· Severity:

· Mild: few if any conduct problems in excess of those required to make the diagnosis and conduct problems cause only minor harm to others

· Moderate: number of conduct problems and effect on others intermediate between "mild" and "severe"

· Severe: many conduct problems in excess of those required to make the diagnosis or conduct problems cause considerable harm to others

 

a. Oppositional Defiant Disorder - The essential feature is a recurrent pattern of negativistic, defiant, disobedient, and hostile behaviour toward authority figures that persists for at least 6 months. 

Hostility can be directed at adults or peers and is shown by deliberately annoying others or by verbal aggression (usually without the more serious physical aggression seen in Conduct Disorder). 

Manifestations of the disorder are almost invariably present in the home setting, but may not be evident at school or in the community. Symptoms of the disorder are typically more evident in interactions with adults or peers whom the individual knows well, and thus may not be apparent during clinical examination. 

Usually individuals with this disorder do not regard themselves as oppositional or defiant, but justify their behaviour as a response to unreasonable demands or circumstances.

 

a. Disruptive Behaviour Disorder Not Otherwise Specified

 

I. Feeding and Eating Disorders of Infancy or Early Childhood

a. Pica - The essential feature  is the persistent eating of nonnutritive substances for a period of at least 1 month that is developmentally inappropriate and not part of a culturally sanctioned practice.
The typical substance ingested tends to vary with age. Infants and younger children typically eat paint, plaster, string, hair, or cloth. Older children may eat animal droppings, sand, insects, leaves, or pebbles. Adolescents and adults may consume clay or soil. There is no aversion to food
 

a. Rumination Disorder - The essential feature of Rumination Disorder is the repeated regurgitation and rechewing of food that develops in an infant or child after a period of normal functioning and lasts for at least 1 month. Partially digested food is brought up into the mouth without apparent nausea, retching, disgust, or associated gastrointestinal disorder. The food is then either ejected from the mouth or, more frequently, chewed and reswallowed
 

a. Feeding Disorder of Infancy or Early Childhood - The essential feature is the persistent failure to eat adequately, as reflected in significant failure to gain weight or significant weight loss over at least 1 month with the onset before age 6 years 

 

Feeding and Eating Disorders of Adolescence

a. Anorexia Nervosa - The essential features are that the individual refuses to maintain a minimally normal body weight, is intensely afraid of gaining weight or becoming fat and exhibits a significant disturbance in the perception of the shape or size of his or her body. In addition, postmenarcheal females with this disorder are amenorrheic. (The term anorexia is a misnomer because loss of appetite is rare.)
Specify type:

· Restricting Type: during the current episode of Anorexia Nervosa, the person has not regularly engaged in binge-eating or purging behaviour (i.e., self-induced vomiting or the misuse of laxatives, diuretics, or enemas)

· Binge-Eating/Purging Type: during the current episode of Anorexia Nervosa, the person has regularly engaged in binge-eating or purging behaviour (i.e., self-induced vomiting or the misuse of laxatives, diuretics, or enemas)

Anorexia Nervosa rarely begins before puberty & data suggests that when the illness begins during early adolescence (between ages 13 and 18 years), it may be associated with a better prognosis. >90% of cases of Anorexia Nervosa occur in females.
 

a. Bulimia Nervosa - The essential features are binge eating (A binge is defined as eating in a discrete period of time (a limited period, usually <2 hours) an amount of food that is definitely larger than most individuals would eat under similar circumstances) and inappropriate compensatory methods to prevent weight gain (such as self-induced vomiting; misuse of laxatives, diuretics, enemas, or other medications; fasting; or excessive exercise) occurring on average at least twice a week for 3 months. In addition, the self-evaluation of individuals with Bulimia Nervosa is excessively influenced by body shape and weight. 
Specify type:
· Purging Type: during the current episode of Bulimia Nervosa, the person has regularly engaged in self-induced vomiting or the misuse of laxatives, diuretics, or enemas
· Nonpurging Type: during the current episode of Bulimia Nervosa, the person has used other inappropriate compensatory behaviours, such as fasting or excessive exercise, but has not regularly engaged in self-induced vomiting or the misuse of laxatives, diuretics, or enemas

 

 

I. Tic Disorders

A tic is a sudden, rapid, recurrent, nonrhythmic, stereotyped motor movement or vocalization. 

It is experienced as irresistible but can be suppressed for varying lengths of time. All forms of tic may be exacerbated by stress and attenuated during absorbing activities (e.g., reading or sewing) or during sleep. Both motor and vocal tics may be classified as either simple or complex, although the boundary is not well defined. 

· Common simple motor tics include eye blinking, neck jerking, shoulder shrugging, facial grimacing, and coughing. 

· Common simple vocal tics include throat clearing, grunting, sniffing, snorting, and barking.

· Common complex motor tics include facial gestures, grooming behaviours, jumping, touching, stamping, and smelling an object. Other complex tics include echokinesis (imitation of someone else's movements).

· Common complex vocal tics include repeating words or phrases out of context, coprolalia (use of socially unacceptable words, frequently obscene), palilalia (repeating one's own sounds or words), and echolalia (repeating the last-heard sound, word, or phrase). 

a. Tourette's Disorder - The essential features are multiple motor tics and one or more vocal tics with an onset before age 18 years that may appear simultaneously or at different periods during the illness, many times a day, recurrently throughout a period of more than 1 year during which, there is never a tic-free period of more than 3 consecutive months.  
b. Chronic Motor or Vocal Tic Disorder - The essential feature of Chronic Motor or Vocal Tic Disorder is the presence of either motor tics or vocal tics, but not both with an onset before age 18 years recurrently throughout a period of more than 1 year during which, there is never a tic-free period of more than 3 consecutive months.  
c. Transient Tic Disorder - The essential feature is the presence of single or multiple motor tics and/or vocal tics with an onset before age 18 years that may appear simultaneously or at different periods during the illness, many times a day, recurrently throughout a period of at least 4 weeks, but for no longer than 12 consecutive months 

d. Tic Disorder Not Otherwise Specified - Examples include tics lasting less than 4 weeks or tics with an onset after age 18 years.
 

I. Elimination Disorders

a. Encopresis - The essential feature is repeated passage of faeces into inappropriate places (e.g., clothing or floor) at least once a month for at least 3 months by  a child with a chronological age of at least 4 years (or for children with developmental delays, a mental age of at least 4 years). Most often this is involuntary but occasionally may be intentional. 
Subtypes;

· With Constipation and Overflow Incontinence. There is evidence of constipation on physical examination or by history. Faeces are characteristically (but not invariably) poorly formed and leakage is continuous, occurring both during the day and during sleep. Only small amounts of faeces are passed during toileting, and the incontinence resolves after treatment of the constipation.

· Without Constipation and Overflow Incontinence. There is no evidence of constipation on physical examination or by history. Faeces are likely to be of normal form and consistency, and soiling is intermittent. Faeces may be deposited in a prominent location. This is usually associated with the presence of Oppositional Defiant Disorder or Conduct Disorder or may be the consequence of anal masturbation.

 

a. Enuresis (Not Due to a General Medical Condition) - The essential feature is repeated voiding of urine during the day or at night into bed or clothes at least twice per week for at least 3 months or else must cause clinically significant distress or impairment in social, academic (occupational), or other important areas of functioning by an individual of  an age at which continence is expected (i.e., the chronological age of the child must be at least 5 years, or, for children with developmental delays, a mental age of at least 5 years) Most often this is involuntary but occasionally may be intentional.  
 

I. Other Disorders of Infancy, Childhood, or Adolescence

a. Personality Disorders - A Personality Disorder is an enduring pattern of inner experience and behaviour that deviates markedly from the expectations of the individual's culture, is pervasive and inflexible, has an onset in adolescence  (exception to this is Antisocial Personality Disorder, which cannot be diagnosed in individuals under age 18 years) or early adulthood
The Personality Disorders are grouped into three clusters based on descriptive similarities;

· Cluster A - Individuals with these disorders often appear odd or eccentric; may be related to the Psychotic Disorders; 
· Paranoid

· Schizoid 

· Schizotypal 

· Cluster B - Individuals with these disorders often appear dramatic, emotional, or erratic. 
· Borderline

· Histrionic

· Narcissistic

· Cluster C - Individuals with these disorders often appear anxious or fearful.
· Avoidant

· Dependent

· Obsessive-Compulsive

 

a. Anxiety disorders specific to children and adolescents;
· Overanxious Disorder of Childhood (classified under Generalized Anxiety disorders) - the anxieties and worries often concern the quality of their performance or competence at school or in sporting events, even when their performance is not being evaluated by others. There may be excessive concerns about punctuality. They may also worry about catastrophic events such as earthquakes or nuclear war. Children with the disorder may be overly conforming, perfectionist, and unsure of themselves and tend to redo tasks because of excessive dissatisfaction with less-than-perfect performance. They are typically overzealous in seeking approval and require excessive reassurance about their performance and their other worries.

· Avoidant Disorder of Childhood (classified under Social Phobias) - In children, crying, tantrums, freezing, clinging or staying close to a familiar person, and inhibited interactions to the point of mutism may be present. Young children may appear excessively timid in unfamiliar social settings, shrink from contact with others, refuse to participate in group play, typically stay on the periphery of social activities, and attempt to remain close to familiar adults. 

To make the diagnosis in children, there must be evidence of capacity for social relationships with familiar people and the social anxiety must occur in peer settings, not just in interactions with adults. In individuals younger than age 18 years, symptoms must have persisted for at least 6 months before Social Phobia is diagnosed

· Separation Anxiety Disorder - The essential feature is excessive anxiety (beyond that which is expected for the individual's developmental level) concerning separation from the home or from those to whom the person is attached beginning before age 18 years, for a period of at least 4 weeks and causes clinically significant distress or impairment in social, academic (occupational), or other important areas of functioning 
Specify if:

· Early Onset: if onset occurs before age 6 years
 

a. Selective Mutism (formerly Elective Mutism) - The essential feature is the persistent failure to speak in specific social situations (e.g., school, with playmates) where speaking is expected, despite speaking in other situations  lasting for at least 1 month and is not limited to the first month of school (during which many children may be shy and reluctant to speak).&  interfering with educational or occupational achievement or with social communication. Instead of communicating by standard verbalization, children with this disorder may communicate by gestures, nodding or shaking the head, or pulling or pushing, or, in some cases, by monosyllabic, short, or monotone utterances, or in an altered voice.
 

 

 

a. Reactive Attachment Disorder of Infancy or Early Childhood - The essential feature is markedly disturbed and developmentally inappropriate social relatedness in most contexts that begins before age 5 years and is associated with grossly pathological care that may take the form of;
· persistent disregard of the child's basic emotional needs for comfort, stimulation, and affection

· persistent disregard of the child's basic physical needs
· repeated changes of primary caregiver that prevent formation of stable attachments (e.g., frequent changes in foster care) 

There are two types of presentations;

· In the Inhibited Type, the child persistently fails to initiate and to respond to most social interactions in a developmentally appropriate way. The child shows a pattern of excessively inhibited, hypervigilant, or highly ambivalent responses (e.g., frozen watchfulness, resistance to comfort, or a mixture of approach and avoidance) 

· In the Disinhibited Type, there is a pattern of diffuse attachments. The child exhibits indiscriminate sociability or a lack of selectivity in the choice of attachment figures 

 

a. Stereotypic Movement Disorder (formerly Stereotypy/Habit Disorder) - The essential feature is motor behaviour that is repetitive, often seemingly driven, and nonfunctional which markedly interferes with normal activities or results in self-inflicted bodily injury that is significant enough to require medical treatment (or would result in such injury if protective measures were not used)
The stereotypic movements may include hand waving, rocking, playing with hands, fiddling with fingers, twirling objects, head banging, self-biting, picking at skin or bodily orifices, or hitting various parts of one's own body.

Specify if:

· With Self-Injurious Behaviour: if the behaviour results in bodily damage that requires specific treatment (or that would result in bodily damage if protective measures were not used)

 

I. Disorder of Infancy, Childhood, or Adolescence Not Otherwise Specified

 

Child Abuse

The spectrum of maltreatment of children ranges from mild mistreatment through child neglect to emotional, physical, and sexual abuse. 
 

Contributing Factors

· Parental personality features: The childhood experience of the parent may have lacked affection and warmth, often included abuse, and was not conducive to the development of adequate self-esteem or emotional maturity. Lacking an early loving environment, abusive parents may look toward their children as a source of the affection and support they never received. As a result, they may have unrealistic expectations of what their child can supply for them; they are frustrated easily and lose control, unable to give what they never experienced. Drug or alcohol use may provoke impulsive and uncontrolled behaviours toward the child. Less commonly, a parent may be frankly psychotic.

· A "difficult" child: Irritable, demanding, or hyperactive children may provoke parents' tempers, as may a handicapped child, who often is more dependent for care. Premature or sick infants separated from parents early in infancy and biologically unrelated children (e.g., stepchildren) may not form strong emotional ties with their parents or guardians. Even in the absence of these conditions, parents may have unrealistic expectations of what a child's performance should be and may punish him severely with little justification.

· Inadequate support: Parents may feel isolated, unprotected, and vulnerable without the physical and psychological support of relatives, friends, neighbours, or peers, particularly in times of stress.

· A crisis: Situational stress may precipitate abuse, particularly when support is unavailable.

Child abuse, like child neglect, often occurs in familial distribution from one generation to the next. Material abundance does not preclude attitudes of self-disparagement leading to physical abuse of children.

 

 

a. Physical Abuse

Boys and girls are equally at risk overall, though the risk is greater for boys before age 12 and for girls during the teen years. 
Characteristics of Abusive Parents & Their Child Victims

· The Parents: 
The parents commonly give an inadequate history of the incident and tend to be hostile or evasive, unconcerned about the child, and eager to establish their own innocence of wrongdoing. There may be an unexplained or fancifully explained delay in seeking treatment for the child or a history of application to different hospitals in prior similar episodes. The parent may refuse hospitalization or diagnostic procedures for the child or may abruptly leave the child in the hospital after admission or even during the emergency room examination. If the child is admitted for observation and treatment, the parent may visit only infrequently or not at all and may show unconcern or relate poorly to the child during visits, thus provoking staff criticism. Finally, the abusive parent is characteristically hard to reach by phone, changes residence frequently, has an unstable marital relationship, and has few friends or social resources.
· The Child: 
The abused child characteristically has no explanation for its injury or gives a history contradictory to the parents' explanation or parrots the mother's or father's obviously incongruous account of what happened. During the initial contact the child seems fearful, or passive and withdrawn, or hyperalert to the environment, looking to others and not to the parents for clues to how to behave. He responds to other adults indiscriminately, exhibits appeasing, smiling behaviour, and shows obvious apprehension when other children cry. The workup of the child discloses injuries not mentioned in the history taken from the parent, often including multiple old fractures shown on radiographs. Specific patterns of trauma indicating nonaccidental injury, such as bruises shaped like a hand, abrasions that could be from a rope or electrical cord, burns shaped like an iron or cigarette tip and located on awkward to reach places like the sole of feet or the back, and immersion burns, are particularly suspicious. Developmental delays in gross motor function and speech and language skills are commonly present. There is general evidence of inadequate care, including dehydration and malnutrition, and the child typically gains weight in the hospital. There may be a history of ingestion of inappropriate food, drink, or drugs. Upon questioning, the child denies previous abuse or problems in the family. The child is viewed as "different" or "bad" by the family.
 

a. Sexual Abuse

Types;

· Exposure - includes pornography, the viewing of sexual acts, and exhibitionism.

· Molestation - Molestation refers to fondling the child's genitals or asking the child to fondle the genitals of an adult.

· Sexual intercourse - includes nonassaultive, often chronic vaginal, oral, or rectal intercourse. 

· Rape - is defined as assaultive, forced sexual intercourse. 

Incest is defined as sexual involvement with a relative whom the victim could not legally marry as an adult. The sexual abuser is usually an older sibling or parental figure (foster or adoptive parent) usually known to the child or family. The most frequently reported form of incest occurs between father and daughter. 
The child may present with symptoms or signs of medical, emotional, behavioural, or learning problems e.g.; 
· General or direct statements about sexual abuse

· Sexualized play or behaviour in developmentally immature children

· Sexual abuse of other children by the victim

· Promiscuity or prostitution, sexual dysfunction, fear of intimacy

· School-related difficulties include academic failure, frequent absences, poor peer relationships and avoidance of extracurricular activities, fearful or seductive behaviour toward male teachers, and refusal to undress for physical education classes. 

· Substance abuse

 

a. Emotional Abuse

Emotional or psychologic abuse has been defined as the rejection, ignoring, criticizing, isolation, or terrorizing of children, all of which have the effect of eroding their self-esteem. The most common form is verbal abuse or denigration. Children who witness domestic violence should be considered emotionally abused.

 

 

Child Neglect

Child Neglect, which is to some extent culturally defined, implies indifference to a child's physical safety and well-being, schooling, or medical care with concomitant emotional deprivation of the child. 
Risk factors;

· Acute or chronic depression, especially maternal, is often present

· Chronic medical problems of a parent
· Drug or alcohol abuse by one or both parents frequently results in chronic impoverishment and a distortion of priorities in family life. 
· Desertion by the father, himself inadequate, unable or unwilling to assert a controlling influence in the family, may precipitate neglect. 

· Children of cocaine-using mothers are particularly at risk for desertion.

i. Physical Neglect

Physical neglect is the failure to provide the necessary food, clothing, shelter, and a safe environment in which children can grow and develop. Although often associated with poverty or ignorance, physical neglect involves a more serious problem than just lack of resources. There is often a component of emotional neglect and either a failure or an inability, intentionally or otherwise, to recognize and respond to the needs of the child.

i. Emotional Neglect

The most common feature of emotional neglect is the absence of normal parent-child attachment and a subsequent inability to recognize and respond to an infant's or child's needs. A common manifestation of emotional neglect in infancy is nutritional (nonorganic) failure to thrive.
i. Medical Care Neglect

Medical care neglect is failure to provide the needed treatment to infants or children with life-threatening illness or other serious or chronic medical conditions.

