Psychiatric Disorders in a Sample of Egyptian
Preschool Children

M. H. El-Defrawi

Studies of childhood psychiatric disorders have been primary based on school
- age children. This study reports on a series of 100 preschool children (aged 4-6
years) presented for consultation, evaluation and treatment to a child psychiatry
clinic. Diagnoses were assigned according it DSM-HI-R. The Arabic version of the
Child Behavior Checklist (CBCL) was used to describe the behavioral problems,
in addition to a clinical interview. Results showed that Attention Deficit Hyperac-
tivity Disorder (54%) was the most common psychiatric diagnosis followed by
Functional Entries (29%), Undifferentiated Attention Deficit Disorder (16%), and
Disruptive Behavior Disorder (10) on Axis I. Specific Developmental Disorders
(84%) and Mental Retardation (27%) represented the most common Axis-II diag-
noses.

While, comparison of behavioral profiles according to gender (boys vs. girls)
revealed no statistically significant differences, mother - father discrepancy sug-
gests that mothers reported significantly more obsessive compulsive symptoms,
(P< 0.03), somatic complaints (P< 0.05) and other problems (P< 0.05) and other
problems (P<0.05) than fathers. Our results suggest that psychiatric problems of
preschool children are multiple, loaded with developmental problems and need
multiple sources of information.

(Egypt. J. Psychiat.,1997, 20: 271-282).

INTRODUCTION

Preschool years of life are universal-
ly accepted to be of profound impor-
tance to human emotional development.
Yet less psychiatric intervention occurs
in this period than any other (Kirz,
1980).

Little is known about how to identify
young children who will develop future
psychiatric disorders and who might,
therefor, benefit from early evaluation
of treatment.

There are few published studies of
psychiatric clinic population of pre-
school children. Wolf (1961) reported
on 43 children under age 5 years attend-
ing a child guidance clinic. He excluded
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from his sample children with distinct
pathological entities including brain
damage, mental defect, epilepsy, and
childhood psychoses. Hooks et al.,
(1998) reported, in a sample of 193 pre-
school children, that 58.5% with devel-
opmental delay. In their sample, 41%
presented with a single problem, 35%
with two problems, and 24% three or
more problems. They found that thee
most common grouping of problems
was a developmental delay (usually lan-
guage) with aggression or oppositionali-
ty. 61% of their sample were delayed,
31%, in language 28%, and in motor de-
velopment 2%.

Detecting and studying psychiatric
problems of preschool children is im-
portant because there is evidence that
behavioral symptoms, poor academic
performance, cognitive impairment, low
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selfsame, and difficulty with peer rela-
tionship may continue into adolescence
and adulthood (Weiss it al., 1978, Au-
gust et al., 1983). Follow - up studies of
preschool hyperactive children alwo in-
dicate continuity of hyperactive behav-
ior (Campbell et al., 1977a,b). McGee et
al,, (., (1991)in a twelve - year follow up
study of preschool hyperactive children
reported that preschoolers continued to
show poor cognitive skills, lower levels
of reading ability, disruptive and inatten-
tive behavior at home and at school, and
higher rates of DSM-III disorders in pre-
adolescence and adolescence.

Recent follow - up and cross - sec-
tional studies of preschool and young
children have demonstrated adverse out-
comes for those with certain observable
behavior patterns (Morrison et al. 1989).
Aggressive preschoolers maintained a
persistent pattern of aggressive behavior
(Kohn, 1977) and functioned more poor-
ly than classmates when they entered
elementary school (Chamberlin and
Nader, 1971). Children with higher rat-
ings of overall behavior disturbance
were found to have increased risk for de-
veloping future psychiatric disorders
(Learner et al., 1985). Conduct disorder
and hyperactivity were more common in
boys than in girls regardless of infor-
mant (Offord et al., 1989).

Aggressive preschool girls showed
significant decrements in intellectual
achievement by second grade (kohn and
Rosman, 1972). Compared to normal
controls, hyperactive children had lower
1.Qs. after 2 years (Halverson abd wal-
drop, 1976), lower self - esteem and
more disruptive school behavior after 3
years (campbell et al., 1977), higher aca-
demic failure rate after 5 years (Minde
et al., 1971), and persistent learning dis-
abilities after 7 years (Huessy and cohn,
1976).
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Moreover children with speech and
language problems had higher rates of
psychiatric disorders than the general
population (Cantwell and Baker, 1980,
cantwell et al,, 1979, 1980). Children
with language delay had a higher preva-
lence of behavioral disturbance (Jenkins
et al., 1980, stevenson and Richman,
1978).

Furthermore, Jensen et al. (1988) re-
ported that mothers rated sons and
daughters significantly higher in symp-
toms than did fathers. According to
Achebach et al. (1987) the sex differenc-
es found in four countries (the American
- Dutch and the French - Canadian Stud-
ies) were remarkably consistent in that
girls obtained a mean score that was
slightly below that for boys, a difference
averaging 2.3 points across the four
countries.

While boys presenting with proble-
matic behaviors (temper tantrum, over-
active, aggressive) were nearly double
as much as girls in Lee's (1987) sample,
these differences development and enu-
resis.

This study examines the psychiatric
presentations of a sample of referred
Egyptian preschool children and their
behavioral profiles at a child psychiatry
clinic over a 4-year period using DSM -
III - R criteria and a reliable, valid as-
sessment tool (Child Behavior Check-
list) (CBCL). Moreover, gender differ-
ences compared to investigate areas of
agreement and disagreement. Implica-
tions for mental health service, planning
and research are discussed

SUBJECTS AND METHODS

A series of 100 preschool children
(62 boys and 38 girls) referred to a child
psychiatry clinic were assessed through:
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A- Interview

Preschool children were diagnosed
via a semistructured interview using
DSM - HI - R diagnostic criteria for Axis
I and I problems. Developmental scales
(Denever Developmental Scale) and in-
telligence for children) were used to as-
sess each child's self - help, social, and
communication skiflls as well as LQ.
speech and language were evaluated by
Zimmerman's preschool Language scale.
The evaluation begins with a history -
taking interview with one or both par-
ents. After the initial interview the par-
ents were given the CBCL to fill. The
evaluation included observation of the
child and the child - parent interaction
and the separation process. The usual
evaluation procedure typically entailed a
minimum of 4 hours of direct contact
with the child and parents or care - giver.

The mean age of the children was 4.9
years (+1). There were more boys (62%)
than girls (38%). 25% of the children
seen were attending a nursery or kinder-
garten at the time of evaluation.

B- Instrument (CBCL)

Research on child psychopathology
has long been handicapped by a lack of
uniformity in the assessment procedures
used in different studies and ditferent
- settings. Because standardized assess-
ment procedures are essential for ad-
vancing the study of child psychopathol-
ogy, obtaining the parents reports of the
children's behavioral and emotional
problems by a reliable and valid instru-
ment becomes a must. Such procedures
make it possible to compare results of
studies across time and places as well as
to build upon the findings of previous
studies.

The child behavior  checklist
(CBCL), is designed to obtain standard-
ized parent's report of children's prob-

Egypt. J. Psychiat. 20: 2. July 1997

Psychiatric Disorders in Preschool Children

lems and completeness. It is for ages 4
to 16 years and can be completed in 15
to 17 minutes. Rigorous cross - cultural
comparisons of CBCL data have been
reported on children from U.S.A., Hol-
land, Thailand and Australia. (Achen-
bach et al., 1987, 1989, Weisz et al.,
1987). Data from a chilean translation of
CBCL problem items have also been re-
ported for general population and clini-
cal samples from metropolitan santiago,
chile. (Bird et al., 1991).

The test - retest reliability of the
English language CBCL has been amply
demonstrated as has validity with re-
spect to discriminations between re-
ferred and non-referred children (Achen-
bach and Edelbrock, 1983, 1986, 1987).

Good internal consistency and validi-
ty with respect to psychiatrist's judg-
ment of mladjustment with significant
association with DSM - Il diagnoses
have also been demonstrated (Costello
et al., 1984, Edelbrock et al., 1984,
Edelbrock et al., 1989, costello, 1989)

The CBCL includes 20 competence
intems and 118 behavior, emotional
problem items that have been detailed
also where (Achenbach and Edelbrock,
1981, 1983). Besides the 118 items that
refer to specific problems, there is an
open-ended item that request the parent
to describe any additional physical prob-
lems without known medical cause and
an item for describing any other prob-
lems.

The parent scores each problem item
by circling a of 282if the items is not
true of the child, 1 if it is somewhat or
sometimes true, and 2 if it is very true or
of ten true, the CBCL is designed to be
self - administered by parents who have
at least fifth grade reading skills, but it
can also be administered by an inter-
viewer. The instrument was initially
translated into Arabic for use with Egyp-
tian parents, the translation was re-
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viewed by child psychiatrists and clini-
cal psychologists who were all fully bi-
lingual. After being modified in the
course of this review, the instrument
was back - translated by a professional
translator from the university, the bilin-
gual mental health professionals re-
viewed the back translation to ensure
that the connotations of the original
CBCL items were accurately captured.

Vernacular expressions were added
where necessann to facilitate under
standing.

Parents were asked to fill the ques-
tionnaires independently. Those who
cannot read were helped by the author.
The questionnaires were analyzed to ob-
tain factor scores, internalizing, external-
izing factor scores, internalizing, exter-
nalizing, externalizing and total scores
according to Achenbach and Edelbrock
(1983). Maternal reports were compared
with paternal reports and the means of
both were used to contrast differences
between boys and girls using the one
way analysis of variance (ANOVA).

RESULTS

The major presenting Axes I and II
diagnoses are listed in table (1). These
diagnoses are not unlike those found by
beitchman et al., (1981) in a preschool
outpatient population and in hospitalized
preschool psychiatric inpatients (Dalton
et al., 1987).

Specific developmental disorders
(84%) include: mixed specific develop-
mental disorders 26% (17 boys and 9
girls), developmental language disorder,
expressive type 21% (14 boys and 7
girls), developmental language disorder,
receptive type 21% (14 boys and 7
girls), developmental articulation disor-
der 9% (5 boys and 4 girls), and devel-
opmental motor disorder 7% (3 boys
and 4 girls).

Table (2) shows the gender differ-
ence (boys vs. girls)in the problem be-
havioral profile. There are no statistical-
ly significant differences.

Table 1

DSM-III-R Diagnoses of the Whole Sample (N= 100)
Diagnosis \ Sex Boys Girds N %
Axis I
Attention Deficit Hyperactivity Disorder 38 16 54 gg
Functional Enuresis 19 10 29 16
Undifferentiated Attention Deficit Disorder ~ © 10 16 10
Disruptive Behavior Disorder 7 3 10 8
Separation Anxiety Disorder 4 4 8 8
Overanxious Disorder 3 4 7 5
Stuttering 6 2 8 "
Functional Encopresis 3 2 5 3
No Diagnosis or Condition on Axis | i 3 4 3
Avoidant Disorder of Childhood 1 2 3 5
Simple Phobia 2 0 3 |
Oppositional Defiant Disorder ! 3 2
Gender Identity Disorder of Childhood ! 0 1
Axis II
Specific Developmental Disorders 33 3] 84 317‘
Mental Retardation 16 11 27 12
Pervasive Developmental Disorder 9 3 12

*Diagnoses are not mutually exclusive.
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Table (3)shows the father / motherre-  and other problems (P< 0.05), than fa-
ports discrepancy of problem behavioral  thers internalizing factors tended to be
profile. Mothers reported significantly  reported more by mother (P<0.06) but
more problems of obsessive compulsive  this did not reach a statistical signifi-
(P< 0.03), somatic complaints (P< 0.05),  cance.

Table 2
Comparison Between Girls and Boys as Reported by Mathers Using (CBCL)

Sex Girls Boys P*
Problem Area Means &SD) Means (.tSD) Value

I- Schizoid or Anxious 54(28) 4232 0.2

II- Depressed 104 (3 4.7) 87(+5.2) 0.2

Internalizing IH- Immature 4.6 (+3) 4.9 (+3.3) 0.7
Factors  IV- Obsessive Compulsive 7.4 (+4.1) 7.4 (+4.6) 09
V- Somatic Complaints 2.5( 1.9) 2.6 (+2.6) 0.9

VI- Social Withdrawal 4.7 (+2.5) 47 *2.9) 0.9

VII- Aggressive 83(x48) 9.7 (+4.2) 0.3

Externalizing VIII- Aggressive 159(7.7)  17.0(389) 0.6
Factors ~ IX- Other Problems. 3.6 (+3.5) 4.1 #3.0) 0.6
X- Other Problems. 107 (+53) 107(£54) 0.9

Internalizing Factors 302 @ 12, 3) 27.7(x152) 03

Externalizing Factors 278 @ 134) 308(x140) 06

Total Score. 734 (+2369) 745(x303) 09

* All statistical analyses are insignificant.

Table 3
Behavioral Problems as Reported by Parents Using the CBCL

Parent Girls Boys
Problem Area Means (+SD) Means (+5D)

I- Schizoid or Anxious 3.6 (£ 2.8) 4.6@#3.1)
- Depressed 7.6 5) 93(+5)
Internalizing HI- Immature 49 (.9) 4.8 3.1)
Factors IV- Obsessive Compulsive 5.5 (+4) 7.4 (+4.4)
V- Somatic Complaints 1.7(2) 2.6 (+24)
VI- Social Withdrawal 4.3 (+3) 4.7 (+2.6)
VII- Aggressive 9.2 (+3.9) 9.2 (+4.4)
Externalizing VIII- Aggressive 14.9 (+8.6) 16.6 (+8.4)
Factors IX- Other Problems*. 3.7 (£3.3) 3.9 (3.2)
X- Other Problems. 875 10.7 (¢ 5)
Internalizing Factors 44+ 137) 286(x142
Externalizing Factors 271714 27137
Total Score. 64.1 (+31.8) 74.1(x28.6)

* Statistically significant
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DISCUSSION

The limitation of the present study
should be emphasized. The sample con-
sisted of consecutive referrals and was
not epidemiological in nature. In addi-
tion, various factors may have affected
differentia)l patterns of case detection
and referral, e.g., the mental retardation,
the developmental disorders and the per-
vasive developmental disorders may rep-
resent the most difficult, uncontrollable
preschoolers that deserve to be evaluat-
ed and treated by child psychiatry. Such
cases are undoubtedly overrepresented
in this sample. At the same time the
data are of interest, as they provide im-
portant information, as they provide im-
portant information about preschool
children who present for clinical servic-
£s.

This population (N= 100) represents
the preschool children who were psychi-
atrically evaluated and diagnosed ever-
more than four - year period. The data
reflect the fact that most of the pre-
schoolers were the source of concemn
and worry of their parents because their
problems could not be neither contained,
successfully treated nor resolved without
psychiatric help.

Our results are closely similar in
many ways to those of lee (1987) where
behavioral problems reported by parents
were difficult to manage/control 42.6%,
temper tantrum 23.3% overactive/ hy-
peractive 18.6% on the other hand dis-
ruptive behavior disorder in that study
was 25%, disorder of elimination 15%,
and specific developmental disorder
18%, global developmental delay 13%,
and pervasive developmental disorder
10% in addition, 84% of the children
with developmental disorders have re-
ceived Axis I diagnoses.

The prevalence and general pattern
of behavior problems of this clinical

276

sample are comparable to estimates
based on earlier work of beitchman, et
al., (1981) and closely approximate pro-
jected distribution suggested by hooks et
al., (1988). Hooks et al. (1988) reported
that 41% presented with single problem,
35% with two problems and 24% with
three or more problems. In their study,
the most common grouping of problems
was developmental delay (usually lan-
guage) with aggression or oppositionali-
ty and boys were more likely to be re-
ferred for a behavioral problem than
girls.

The findings that there were no sta-
tistically significant differences between
boys and girls problem behavioral pro-
files as reported by mother raise many
questions that it answers. Garison and
early (1985) suggested that across the
various behavior scales on child behav-
ior scales were especially high on exter-
nalizing factors such as aggression, de-
linquency and hyperactivity. On the
other hand, girls, bebavior scales were
especially high on the depressed and so-
matic complaints.

In contrast to the very low frequency
of attention deficit disorder (4.1%) in
hooks et al. Sample, our results showed
that this category predominates axis I
presentation in psychiatrically disturbed
preschool Egyptian children (54%
ADHO and 16% undifferentiated ADD).
There are few reasons for this discrepan-
cy. The first is that hyperactivity with
short attention span is an expression of
C.N.S. immaturity, thus it is expression
of to predominate in a sample with mul-
tiple psychiatric and developmental dis-
orders. Second, attention deficit disorder
as a syndrome was expanded in DSM -
I - R to allow description of different
forms including mild, moderate and se-
vere, thus 1t is possible that this expan-
sion has resulted in inclusion of milder
forms that would have not been included
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according to be previous DSM - I1I.

Third, the use of parent's reports, in
addition to observation and psychiatric
assessment of the child, has allowed ac-
curate detection of many of the problems
that could be either the result or the ac-
companiments of ADDH, thus increas-
ing the incidence of these disorders in
the present sample.

Two consistent findings emerged
from the present study. The first is that
attention deficit hyperactivity problems
(54%) ranks first in diagnostic presenta-
tions of psychiatrically disturbed pre-
schoolers. It is possible that preschool
children with mental retardation and de-
velopmental disorders have increased
problems. Between one - third and two
thirds of children with mental retardation
in epidemiological samples exhibited a
significant degree of psychopathology, a
rate several times higher than that found
among non mentally retarded compari-
son groups (Bregman, 1991) although
recent follow up studies suggest that
“hese disorders continue to school- age,
adolescence and adulthood (Boyle et al,.
1991), however, evidence suggest that
early identification, treatment and follow
- up ameliorate and reduce much of the
zdverse outcome of this disorder

The second major finding is that axis
- 1T diagnoses of specific developmental
disorders reached 84%. There are few
s:gnificant reasons for this apparently
high estimate. The first, is that DSM -
DI-R encourages multiple developmental
d:-agnoses along with axis I disorders.
Thus, a child could be hyperactive with
language delay and possibly has articula-
tion problem, the second, is that because
most of the specific developmental dis-
orders were essentially language devel-
opment problems, and that DSM -1II - R
separated developmental language disor-
ders into two separate diagnoses mainly,
developmental expressive and develop-
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mental receptive language disorders.
Most of the children with language prob-
lems have a combination of both diag-
noses. Thirdly, evidence suggests that
those preschool children presenting with
both developmental and behavioral
problems are multihandicapped children
with increased incidence of psychiatric
diagnoses (Hooks et al., 1988). With this
background in mind, it is not surprising
that there is an increasing recognition of
the relationship between many forms of
psychiatric disorders including learning
disability later on and difficulty with
language in preschool years.

Children with language disorders
consistently are shown to be at risk for
psychiatric disorders  (Cantwell and
Backer, 1985, beithchman et al. 1986).
Approximately half of language disor-
dered. Conversely, children who present
with psychiatric disorders also common-
ly have a language disorder among the
presenting complaints (chess and Rosen-
berg, 1974). Gualtieri et al. (1983) sug-
gested that a large proportion of psychi-
atrically  disturbed  children have
language disorders that may go unde-
tected unless language skills are rou-
tinely and systematically examined.
Their study found that half (50%) of 40
children treated as inpatient had moder-
ate to severe language disorders that had
mot been identified previously. Cohen et
al. (1989) reported that of children re-
ferred solely for a psychiatric problem,
28% had a moderate or severe language
disorder that previously had not been
suspected or diagnosed. Theses children
differed form a comparison group of
children with both psychiatric and lan-
guage disorders in that they were young-
er and more likely to have an externaliz-
ing behavioral problem. These findings
indicate that there is a sizable propor-
tions of children whose language disor-
ders are overlooked possibly because of
their disruptive behavior this suggests

277



M. Hassib El-Defrawi

the need for routine screening of lan-
guage in child psychiatric populations.
This association of developmental
and language delay with psychiatric
problems deserves explanation.

One explanation is a neurodevelop-
mental immaturity is the underlying def-
icit among linguistically impaired chil-
dren. This deficit may be general and
severe, leading to global impairment or
specific, leading to milder deficits.

Another explanation for the associa-
tion between psychiatric disorders and
developmental disorders in preschool
children is the psychosocial model. Un-
derlying this model are associated vari-
ables commonly linked to psychiatric
disturbance such as socioeconomic stat-
us, family environment, 1.Q. and others.

Egypt is a developing country with
many social, economic and health prob-
lems that could affect the development
of preschool children.

Beithchman et al. (1989 a, b) in their
studies of the relationship between
speech, language impairment and their
relationship to psychiatric disorders in
preschool children suggested that specif-
ic developmental disorders place chil-
dren at an increased high risk of behav-
joral disturbance, particularly
hyperactivity or attention deficit disor-
der with hyperactivity. Their assumption
strongly supports the biological neurode-
velopment vulnerability.

Furthermore, results suggest that fa-
thers and mothers differ significantly in
their ratings of their children's behavior-

_ al problems on three factors, namely, ob-
sessive compulsive symptoms, somatic
complaints and other problems. Somatic
complaints and other problems. These
findings parallel the reports by Achen-
bach and Edelbrock (1983) about clini-
cal samples. Although significant differ-
ences between boys and girls, when the
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means of parents' ratings were used,
were not found in this study, mothers did
tend to rate daughters higher (as in
Achenbach and Edelbrock's findings).
Thus, interparent reliability appears to be
related to the gender of the rating parent
but not the gender of the rated child. This
may indicate a higher threshold in fa-
thers mothers in perceiving their chil-
dren's behavioral problems particularly
in the three factors detected. It also sug-
gests that mothers tend to be unduly sen-
sitive and overreport behaviors that are
repetitive, somatic and physical, prob-
ably because mothers contact these chil-
dren longer than fathers.

Mothers reported more physical
symptoms and complaints about their
children than fathers. Goldberg et al.
(1979) reported that children with mental
health problems complain to the pediatri-
cian of diseases of the digestive tract
more frequently than any other symptom
complex. Moreover, psychosomatic
problems have been reported in 8 to 10%
of children in primary care facilities
(Starfield et al., 1980).

Although parents were asked to inde-
pendently complete the questionnaires
no means were available to assess actual
interpret collaboration. Given the likeli-
hood that some collaboration between
the parents did take place in the home
settings, actual interpret differences may
be somewhat higher than reported in this
study. However, overall impression is
that mother-father agreement on certain
behaviors predominate and was general-
ly moderate. Evens and Rehm (1988)
have reported similar results.

One of the most important implica-
tions for the present study is that pro-
grams for early identification of psychi-
atric problems of preschoolers should
consider age-appropriate language devel-
opment milestones as a major criteria for
detection of high risk children by the use
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of standardized preschool language
checklists, scales and tests. Perhaps in
the near future language readiness skills
will be part of screening admission pro-
cedures for nurseries and kindergartens.
Also, parental educational programs and
child-care training courses should em-
phasize the significance of language as-
sessment and remediation in the care of
preschool children.

Curriculum development for post
graduate psychiatric programs and train-
ing in child psychiatry shouid stress the
significance of developmental disorders
in relation to psychiatric presentation of
preschool children.

Moreover, psychiatric assessment of
preschool children should be comprehen-
sive and includes multiple sources of in-
formation as well as standardized assess-
ment tools.

In conclusion, further research is
needed in this area of behavioral and lan-
guage dysfunctions of psychiatrically
disturbed preschoo! children.
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M. Hassib El-Defrawi

Troubles Psychiatriques Chez Un

Echantillon D’enfant D’age Préscolaire

Les études concernant les troubles psychiatriques de I’enfant ont été
principalennent faites sur des enfants d’lige scolaire. cette étude porte
sur 100 enfants d’éige préscolaire ayant fréquenté la consultation
pédopsychiatrique. Nous avons utilisé le DSM III-R comme manuel
diagnostique. Nos résultats montrent que sur Paxe 1 le trouble
hyperkinetique avec perturbation de Pattention était le diagnostique le
plus courant “(54%), suivi par I’énurésie non organique (29%), les
troubles indifférenciés de P’attention (16%) et les troubles de conduite
(10%). Les troubles spécifiques du développement (84%) et le retard
mental (27%}) étaient les plus courants sur I/axe II.

Nous n’avons pas noté de différences statistiquement significatives
entre les problemes de comportement posés par les garcons ou les filles,
par contre nous avons noté des divergences significatives entre le récitdu
pére et celui de la mére. di lére et celui de la mére.

Nos résultats indiquent que les problémes psychiatriques des enfants
d’age préscolaire sont multiples, chargés de manifestations liées au
développement et nécessitent des informations de diverses sources.
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