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Prevalence of ICD-10 Psychiatric Disorders in 
Child Psychiatry Clinic: An Egyptian Study 
Bishry Z.,  and Sayed M. 
Abstract 
The main objective of this retrospective study was to determine the prevalence of the ICD- 
10 psychiatric disorders among children attending the out-patient child psychiatry clinic at 
a university hospital in Cairo, Egypt. In this work, the files of children attending the clin- 
ics between January 1992 and June 1995 formed the study material. These files include 
data about the sociodemographic characteristics, physical evaluation, detailed psychiatric 
interview using a semi structured clinical interview based on the ICD- 10 and psychometric 
tests when needed. Our results showed that 10% of children attending the clinic had no 
psychiatric disorders. Boys were more than girls, 58.9% and 41.1 % respectively. Differ- 
ent sociodemographic factors and their relation to the psychiatric diagnoses were clarified 
in our results. Behavioral and emotional disorders with onset occurring in childhood and 
adolescents were found among 48.9% of children who had psychiatric disorders. The in- 
formation obtained from this study were used for purpose of improving the child psychiat- 
ric services not only in the hospital but also in the rest of the community as well. 

Introduction 
Epidemiological studies indicate that over 
the course of one year, some 5-15% of 9- 
10 year-old children suffer from emotional 
or behavioral disorders of sufficient severi- 
ty to handicap thqn in their everyday life. 
(Rutter, 1989; Offord and Fleming, 1991). 
The figures for pre-school children are of 
the same order, while those of adolescents 
are somewhat higher, while there are more 
boys with disorders in the 4-1 1 year-old 
age group, girls predominate amongst 12- 
16 year-olds (Offord et al., 1987). 

Cantwell and Rutter (1994) mentioned that 
psychiatric disorders in childhood are very 
common, but that their identification de- 
pends on the criteria employed, in particular 
the extent of personal and social impair- 
ment. 
Classification constitutes a mean of order- 
ing information of grouping phenomena 
and of providing a language by which to 
communicate with other people (Rutter and 
Gould, 1985; Cantwell and Baker, 1991, 
and Cantwell and Rutter, 1994). 

During the last decade, research findings 
have provided an increasing body of evi- 
dence supporting the validity of some of the 
broad diagnostic distinctions within the 
field of child and adolescent psychiatric dis- 
orders (Cantwell and Rutter, 1994). 

Because ICD-10 sought to adopt a compar- 
able approach and because it was appreciat- 
ed that it was highly desirable for every one 
to use the same system (or at least to use 
systems that were translatable one into the 
other), the criteria for individual child psy- 
chiatric diagnostic categories in DSM-IV 
and ICD-10 are closely similar and often 
identical (Cantwel and Rutter, 1994). 

In the ICD-10, the child psychiatric disor- 
ders are included in three categories, first, 
F70 - F79, mental retardation, second, F80 
- F89, disorders of psychological develop- 
ment and third, F90- F98, behavioral and 
emotional disorders with onset usually oc- 
curring in childhood and adolescence. 
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This retrospective study was conducted to 
assess the frequency of the ICD10 psychi- 
atric disorders among children attending the 
child psychiatry out-patient clinic in a uni- 
versity hospital in Cairo, Egypt. The infor- 
mation obtained from this study were use- 
ful for purposes of improving the child 
psychiatric services not only in this hospi- 
tal, but also in the rest of the community as 
well. 

Subjects and Methods 
This study was conducted in the institute of 
Psychiatry, Ain Shams University Hospi- 
tals, Cairo, Egypt. The institute of Psychi- 
atry provides comprehensive in-patient and 
out-patient psychiatric services. 

These psychiatric services are provided by 
a staff of psychiatrists, psychologists, 
counselors and social workers. Child psy- 
chiatry clinic is one of the specialized out- 
patient services admitted by a child psychia- 
try team which consists of Psychiatrists, 
Psychologists, Social workers and Pediatri- 
cians. This clinic provided services two 
times per week and children who are below 
age of 12 years are allowed to be registered 
at this clinic, but one year ago this service 
was extended to include also adolescent be- 
low the age of 18 years. 

In this study, the files of children attending 
the child psychiatry clinics between first of 
January , 1992 and first of June, 1995 
formed the study material. These files in- 
clude data about socio-demographic charac- 
teristics, detailed psychiatric interview, 
physical evaluation by the pediatrician at- 
tending the clinic, psychiatric evaluation us- 
ing a semi structured clinical interview 
based on the ICD-10 and designed by 
Sayed M., 1990, to be used in the clinic, 
and psychometric tests if needed. The di- 
agnosis was based on ICD-10. Data col- 
lected was introduced to a personal comput- 
er and chi-square was used to calculate the 
statistical significance of the results. 

Results 
The total number of children attending the 
child psychiatry out-patient clinic was 928. 
About 10% of children attending the clinic 
(94 out of 928) did not show any evidence 
of underlying psychiatric disorders, and 
they were either normal (50 children out of 
94) or a physical illness was found to be the 
reason of their suffering (44 children out of 
94). Boys were more than girls in the child 
psychiatry clinics (58.9% and 41.1% re- 
spectively), the difference was statistically 
significant Pc0.05. It was found that 
85.2% of children attending the clinic were 
led by their mothers while 9% were found 
accompanied by both parents and 5.8% of 
them were accompanied by their fathers 
only. The mean age of these children who 
had mental illness attending the child psy- 
chiatry clinic was 10 +/-2.5 years. 
The sociodemographic data showed that 
41.1% of children were the first child in 
their families, 32.0% were the second in or- 
der while 25.8% were the youngest child. 
There was no significant correlation be- 
tween the order of birth of these children 
and their clinical diagnosis (P>0.05). 

Abnormalities related to pre-natal, natal and 
post-natal period were found in 7.9% of 
children and there was a significant correla- 
tion between these abnormalities and the di- 
agnosis of mental retardation in these chil- 
dren (54 out of 66) P<0.05. Regarding the 
type of feeding 62% were breast fed, while 
others were either mixed or bottle fed. No 
significant relation was found between the 
type of feeding and the clinical diagnosis of 
these children. Neurotic traits in childhood 
were found in 14.5%of children but no sig- 
nificant relation was found between the 
presence of neurotic traits in childhood and 
the type of disorders that children develop 
later on (P>0.05). 

About 63% of children attending the clinic 
were coming from a middle social class 
families, with a mean family size 5.4, No 
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family history of mental illness was found 
among them., while 1.8% of these children 
had a history of chronic physical illness af- 
fecting one of their parents, but all the 
above mentioned variables were not signifi- 
cantly related to the type of psychiatric dis- 
orders that children had. 

On the other hand, parental separation 
(either transient, divorce or death) was 
found among 2.8% of the families of these 
children and there was a significant correla- 
tion between this parental separation and 
the diagnosis of conduct disorder in these 
children (P < 0.05). 

The prevalence rate by diagnosis and sex 
distribution is as shown in table (1). Be- 
havioral and emotional disorders with onset 
occurring in childhood and adolescence 
(grouped together) had an overall preva- 
lence rate of 48.9% of patients attending the 
child psychiatry clinics (408 out of 834). 
There was a higher prevalence rate of this 
category of disorders among girls than 
boys (50.7% VS 47.7%) 

The distribution of behavioral and emotion- 
al disorders with onset occurring in child- 
hood and adolescence are clarified in table 
(2). Hyperkinetic disorder was found 
among 3% of children attending the clinic. 

More boys were found to have this disor- 
ders than girls (4.6% VS 0.9%). The dif- 
ference was significant (P ~ 0 . 0 5 )  with 
mean age of 7.1 years. While conduct dis- 
orders was found among 10.7% of chil- 
dren, again more boys were found to have 
this disorder than girls (13.3% vs 7%) the 
difference was significant (P<0.05), with a 
mean age of 8.9 years. On the other hand, 
non organic enuresis was found among 
28.9% of children attending the clinic, It 
was more prevalent among girls than boys 
(37.3% vs 23%) the difference was sig- 
nificant (P<0.05, with a mean age of 6.5 
years. The rest of these di(;orders are as 

shown in table (2). As shown in table ( l ) ,  
18.5% of patients attending the child psy- 
chiatry clinics had the diagnosis of Mental 
retardation. Mental retardation was diag- 
nosed according to the childis overall ability 
and the IQ testing. Based on the I Q testing, 
60% of those mentally retarded children 
were mild while 30% were moderate and 
10% were severe. Also more boys were 
found to be more mentally retarded than 
girls. (18.9% VS 17.8% , the difference 
was statistically non significant). The mean 
age of children having Mental retardation 
was 8.4 years. 

Disorders of Psychological development, 
as in table (l), were found in 7.3% of chil- 
dren attending the child Psychiatry clinic. 
Within this category, mixed disorder of 
scholastic skills was found among 6.3%, 
while pervasive developmental disorder 
was found among 1% of children attending 
the clinic. Again, more boys were found to 
have this disorder than girls (8.8% VS 
5.2% the difference was not significant). 
The mean age of children having mixed dis- 
order of scholastic skills and pervasive de- 
velopmental disorder was 8.7 years and 7.8 
years respectively. 

The prevalence rate of neurotic and stress 
related and somatoform disorders was 
2.9% of children attending the clinic. These 
disorders were more among girls than 
boys (3.8% VS 2.2%), with a mean age 
10.4 years.The different disorders within 
this category are clarified in table (3). 

Table (1) also shows that the prevalence 
rate of organic mental disorder was 2.9% 
of children attending the clinic, Post- 
encephalitic syndrome was the only organic 
mental disorder. Boys were more than girls 
among this disorder (3.5% VS 2% the dif- 
ference was  not significant). The mean age 
of children having this disorder was 8.2 
years. Somnambullsm was found to be the 
only behavior syndrome associated with 
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18.5% 

07.3% 

02.9% 

02.9% 

001% 

00.7% 

00.2% 

00.2% 

016% 

physiological disturbances among 1% of 
children attending the clinic. Boys were 
two times more than girls in having this 
disorder (1.2% VS 0.6%), with a mean age 
of 10 years. Mood disorder, mainly de- 
pression, was found among 0.7% of chil- 
dren attending the clinic. It was significant- 
ly more among girls than boys (1.5% VS 
0.2%) (P<0.05), with a mean age of 11.3 
years. Schizophrenia, was found among 
0.2%, 2 cases, of children attending the 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P >  0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P>O.O5 

clinic, both were girls with a mean age 12 
years. Psychoactive substance use, mainly 
volatile solvents (Kolla), was found 
among 0.2%, 2 cases, of children attend- 
ing the clinic both were boys, with a mean 
age 11 years. 

Epilepsy was found among 16% of children 
attending the clinic, It was more prevalent 
among girls than boys (17% VS 15.4 %). 

Table (1) 
Prevalence rate of mental illness among attending child psychiatry out- 
patient clinic. 

Diagnosis ICD-10. 

Behaviour and emotional disorders 
with onset occuring in childhood & 
adolescence. 

Men t a1 retardation 

Disorders of psychological develop- 
ment 

Neurotic and stress related somato- 
form disorders. 

Organic mental disorders 

Behaviour syndroms associated with 
physiological distubances. 

Mood disorder 

Schizophrenia 

Psychoactive substance use 

Others, epilepsy, sexual abuse, rheu- 
matic chorea 

Boys 
(n-491) 

N 
234 
- 

093 

043 

01 1 

01 7 

006 

00 1 

000 

002 

076 

- - 

% 

47.7% 

18.9% 

38.8% 

32.2% 

33.5% 

31.2% 

30.2% 

0000 

0.4% 

15.5% 

Girls 
(n-343) 

N 
174 
- 

06 1 

01 8 

013 

007 

002 

005 

002 

000 

05 8 

- - 

% 
50.7% 

17.8% 

05.2% 

03.8% 

02.0% 

00.6% 

01.5% 

00.6% 

000% 

017% 

- 
N 

408 
- 

154 

06 1 

024 

024 

008 

006 

002 

002 

134 

- - 

48.9% P > 0.05 -I- 
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Boys 
Diagnosis ICD-10 (11-491) 

N % 
Generalized anxiety disorder 8 1.6 

Obssesive compulsive disoeder 2 0.4 

Post trumatic stress disorder 1 0.2 

Conversion disorder 0 0.0 

Total 1 1  2.2 

Table (2) 
The distribuation of behavioural and emotional disorders with onset occur- 
ing in childhood and adolescence. 

Girls Total 
(11-343) (11-834) 
N % N %  
3 0.9 1 I 1.3 

1 0.3 3 0.4 

3 0.9 4 0.5 

6 1.7 6 0.7 

13 3 . 8  24 2.9 

Diagnosis ICD-10 

Hyperkinetic disorder 

Conduct disorders 

Separation anxiety disorder 

Phobic anxiety disorder 

Chronic tics disorder 

Gille de la Tourrette syndrome 

Stereotype movement disorder 

Non-organic enuresis 

Non - organic encopresis 

Pica 

Stuttering 

Total 

Boys 
(n -49 1)  

N 

022 

065 

005 

002 

004 

003 

00 1 

113 

003 

00 s 

015 

234 

% 

4.6% 

13.3% 

1 .O% 

0.4% 

0.8% 

0.6% 

0.2% 

23 % 

0.6% 

0.2% 

3% 

47.7% 

Girls 
(11-343) 
N 
03 

24 

01 

03 

05 

00 

03 

128 

02 

01 

04 

174 

% 
09% 

7% 

0.3% 

0.9% 

1.4% 

0% 

0.9% 

37.3% 

0.6% 

0.3% 

1.1% 

50.7% - 

Total 
(11-834) - 
N 
25 

89 

06 

05 

09 

03 

04 

24 S 

05 

02 

19 

408 
- 
- - 

% 

003% 

10.7% 

0.7% 

0.6% 

001 % 

0.4% 

0.5% 

28.9% 

0.6% 

0.2% 

2.3% 

48.9% - 

P Value 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

P > 0.05 

Table (3) 
The distribuation of neurotic and stress related and somatoform disorders. 
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Discussion: 
The findings in the present study determine 
the prevalence of the ICD-10 psychiatric 
disorders among children attending the out- 
patient child psychiatry clinics. The mean 
objective of this retrospective study was to 
define the size of psychiatric problems in 
children and to clarify the magnitude of the 
different psychiatric disorders in children 
attending the clinic. Moreover, this is to 
make use of the information obtained for 
purposes of improving the mental health 
services, especially child psychiatric servic- 
es provided by the hospital. 
The data provided from this study will be 
discussed in order to address the following 
Three questions: 
1. What are the risk factors related to the 
production of Psychiatric Disorders in chil- 
dren? 
2. What is the prevalence rate of the ICD- 
10 psychiatric disorders among patients at- 
tending the child psychiatry clinics? 
3. What are the implication of such study 
on the future child Psychiatric Services? 

A - Risk Factors and Psychiatric 
Disorders. 
In all, 928 children aged 10 +/- 2.5 years 
attended the child psychiatry clinics be- 
tween January 1, 1992 and June 1, 1995. 
This low figure could be due to a lack of 
awareness among parents and teacher, the 
fear of social stigma of such disorders and 
parents usually do not like for their children 
to be assessed in the context of psychiatric 
hospital. Moreover, socioeconomic fac- 
tors, poor knowledge of such services and 
lack of adequate psychiatric training among 
pediatricians and medical practitioners, all 
are factors attributed to such low figure 
during this period of time. 
The findings of the present study revealed 
that about 10% of those children attending 
the clinics did not show any evidence of 
underlying psychiatric disorders and their 
symptoms were proved to be either due to 

physical illnesses (4.7%) or they were nor- 
mal (5.3%) and their family brought them 
psychiatric advise. 

Our results support the concept present in 
our culture regarding the difference between 
mothers and fathers in their parenting role. 
Father in our culture is considered to be the 
main source of financial support of the 
whole family, while mother is responsible 
of the physical and emotional well being of 
children beside the academic achievement at 
school. We have found that 85.2% of chil- 
dren attending the clinic were brought by 
their mothers only. Another factor which 
can explain this high figure is that the clin- 
ics are held during the day time while fa- 
thers attending their works and most of 
mothers attending the clinics are not work- 
ing. 

Our results found that the prevalence of 
Psychiatric disorders was more in boys 
than girls, as 58.9% of children attending 
the clinics were boys while 41.1% were 
girls, the difference between them was sta- 
tistically significant. 

This can be explained by many factors, fi- 
rst, behavior and emotional disorder with 
onset specific to childhood and adolescent 
was the most prevalent diagnosis among 
our sample and we have found that the 
57.4% were boys and 42.6% were girls 
presented to the clinic suffering from this 
disorder. In addition, Behavior problems 
were significantly more in boys than girls, 
this was supported by studies of Cantwell 
(1994), Baumagaerte et al.( 1995) and 
Wolraich et al.( 1996). 

Moreover, boys used to externalize their 
psychological problems while girls prefer 
to internalize and to endorse their symp- 
toms, thus boys used to be presented earli- 
er than girls by their families for psychiatric 
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help, this was supported by Bernstein et 
al., 1996. Another important factor which 
can explain the early presentation of boys to 
psychiatric clinics is that, in our culture, 
the physical and mental well being of boys 
is more important than that of girls So fami- 
lies used to detect minor changes in boys 
early. Beside that families do not prefer to 
present their girls to psychiatric clinics, 
even in the presence of vived abnormality, 
for fear of social stigma. 

In our work abnormalities related to the 
peri-natal period were found among 7.9% 
of children attending the clinics. The most 
common type of these abnormalities was 
the complicated labour as a result of instru- 
mental labour either by the use of forceps 
or suction using ventose, both were found 
in 6% of children attending the clinic. 

Moreover, these natal complication were 
found to be significantly related to the de- 
velopment of mental retardation later in 
those children P ( 0.05. Attention deficit 
hyperactivity disorder and conduct disorder 
were found among children who had past 
history of birth complication but this find- 
ing was not statistically significant in our 
work P > 0.05. Our result was supported 
by that of Elwood and Darragh, 1981; Ein- 
feld, 1984. They found that the proportion 
of children with severe retardation found to 
have an organic cause is 55 - 75%. Moreo- 
ver, a far smaller proportion of children 
with mild mental retardation is found to 
have an organic cause, typically 10 5 25%, 
Lamont and Dennis, 1988). However, 
Goodman, 1994 mentioned that obstetrics 
and neonatal complications are common but 
generally innocous and even severe perina- 
tal complications are usually harmless. 

The relation between the development of 
child psychiatric disorders and certain risk 
factors within the child and his family was 
clarified in this study. The following fac- 
tors were found to be not related to the 

presence of psychiatric disorders among 
children, the birth order, neurotic traits in 
childhood, social class of the family, family 
size, family history of physical or Mental 
illness. 

On the other hand this work highlights the 
impact of paternal relationship as a risk fac- 
tor in the development of psychiatric disor- 
ders in children. Paternal separation, tran- 
sient or permanent by death or divorce, was 
found in 2.8% of children attending the 
clinic. Moreover, there was a significant 
correlation between this paternal separation, 
especially divorce, and the development of 
conduct disorder in children. Nikapota, 
199 I mentioned that paternal separation 
with a subsequent single parent family may 
lead to social isolation of the caring parent, 
commonly the mother, or disruption of an 
extended family network. 

In addition, mothers are often observed to 
be depressed thus lead to poor level of care 
for children with single parent family. 
Earls, 1994 found certain correlates of con- 
duct disorder including family dysfunction, 
paternal mental illness and low income. 
Blantz and colleague (1991) stressed the 
importance of chronic marital discord in the 
etiology of conduct disorder. 

B - The Prevalence Rate of ICD-10 
Psychiatric Disorders: 
Behavioral and Emotional disorders with 
onset occurring in childhood and Adoles- 
cence was the most prevalent diagnosis 
among children attending the clinic, it is 
overall prevalence rate was 48.9% Hyperki- 
netic disorder was found in 3% of children 
attending the clinic. Our figure was less 
than that in other studies. The estimate of 
this disorder using clinicians based experi- 
enced found that is prevalence is 3 - 5 %, 
while this percent increased using standard- 
ized interviews to parents or teacher ranging 
between 14% and 19% (Taylor, 1994). 
The above figures based on the DSM manu- 
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a1 (APA, 1987 ). On the other hand, the 
ICD- 10 definition of hyperkinetic disorder 
has also been has also been studied and has 
a lower prevalence 1.7% in a population of 
primary school boys (Taylor et al, 1991). 

In an Egyptian study using DSM manual, 
the prevalence of this disorder among pri- 
mary school aged children was 9.8% 
(Abdul Baqi, et al, 1990). 
Cantwell (1 996), mentioned that attention 
deficit disorder (ADD) is one of the most 
important disorders that child and Adoles- 
cent psychiatrists treat. It is important be- 
cause it is highly prevalent making up as 
much as 50% of children psychiatry clinic 
populations. 

The possible explanation of our low figure 
of hyperkinetic disorder is that the preva- 
lence rates vary according to the population 
that is sampled, the diagnostic criteria, and 
the diagnostic instrument that are used. As 
our work is clinically based study using a 
sample of children attending child psychia- 
try clinic, moreover, is done using ICD- 10 
based criteria through application of a semi- 
structured clinical interview, so our result 
can not be compared with other studies. 
Another important factor which can explain 
this low figure is that in our culture, parents 
tolerate symptoms more than in the western 
culture in order to avoid the stigma of visit- 
ing psychiatrists for their children. 

Conduct disorder was found among 10.7% 
of children attending the clinic. Most of 
studies determine the prevalence of conduct 
disorders in children were conducted in a 
community sample. The overall prevalence 
of conduct disorder, 5.5% (Earls, 1994), 
was similar to the rate reported 25 years 
earlier in the Isle of wight study (Rutter et 
al., 1970). The prevalence of conduct dis- 
order among primary school children in an 
Egyptian study was 7.8% (Abdul Baqi et 
al., 1990). 

Regarding the Gender difference, we have 
found that boys were significantly more 
than girls in experiencing both hyperkinetic 
and conduct disorders (P ( 0.05). Our re- 
sult was supported by most of studies 
(Earls, 1994 and Wolraich et al., 1996 and 
Contwell, 1996, Abdul Baqi, et al., 1990). 

In this work the prevalence rate of emotion- 
al disorders including separation anxiety 
and phobic anxiety disorder was lower than 
other studies, 0.7% and 0.6% respectively. 
Several epidemiological studies indicate a 
high prevalence of anxiety disorders in non- 
referred children. Anderson et al, 1987 
found 3.5% for separation anxiety disorder, 
2.9% for overanxious disorder, 2.4% for 
simple phobia and 1% for social phobia. 
While Bowen et al, (1990), reported a 
3.6% for separation anxiety and 2.4% for 
overanxious disorder. Moreover, a pediat- 
ric primary care revealed a one year preva- 
lence of anxiety disorders was 15.4% 
(Bernstein et al. 1996). Two Egyptian 
studies were conducted in primary school 
age children revealed the rate of anxiety dis- 
orders 3.9% and 2.2% respectively (Abdul 
Baqi et al, 1990, and Sayed et a], 1995). 

The discrepancy between the epidemiologi- 
cal studies and the clinically based studies 
and the low figure of the anxiety disorders 
in our work can be explained by many fac- 
tors, first, lack of parental knowledge about 
the difference between normal and patho- 
logical anxiety in children. Second, chil- 
dren used to endorse anxiety symptoms so, 
pediatrician and general practitioner need to 
search for such anxiety symptoms. Finally, 
the family network and family doctors usu- 
ally act as a filter for these cases and used to 
treat them on non-psychiatric setting. 

Non-organic enuresis was found among 
28.9% of children attending the clinic. It 
was significantly more among girls than 
boys with a mean age of 6.5 yzars. Only 
5% of these children had secondary enure- 
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sis, they started to wet after a period of 
continence. On the other hand, non- 
organic encopresis was found in 0.6% of 
children attending the clinics. As regard, 
gender difference in enuresis, shaffer, 
(1 994) mentioned that bed wetting is equal- 
ly common in each sex until age 5 years, 
then boys predominate, so that by age 11 
years they are twice as likely to be wet as 
girls. Two Egyptian studies determine the 
prevalence of enuresis among primary 
school children as 6.9% and 17% respec- 
tively (Abdul Baqi et al, 1990, and Sayed et 
.al, 1995). The later study was designed to 
detect anxiety symptoms among primary 
school children, so the high figure of enu- 
resis denoted the rate of enuresis in associa- 
tion with high anxiety symptoms among 
children. 

The rest of emotional and behavioral disor- 
ders are illustrated in Table (2), the preva- 
lence of stuttering, chronic tics disorders 
and Gill de la tourette syndrome found to 
be 2.3%, 1% and 0.4% respectively. 

Mental Retardation (MR), constitutes 
18.5% of children attending the clinic. Ac- 
cording to the intellectual level, three differ- 
ent degrees of MR were detected in the clin- 
ic and these are mild (60%), moderate 
(30%) and severe (10%). Scott (1994) 
mentioned that the proportion of people 
who have MR in each category is very dif- 
ferent, the vast majority typically 80% or so 
have mild MR, around 12% have moderate 
MR and 7% severe MR while profound 
MR is uncommon. So our result is differ- 
ent from that of Scott 1994. We have 
found a significant correlation between the 
birth complication and the development of 
MR in children and this can explain the 
high presentation of MR in the clinics. 

learning disability, maladapative behavior 
and epilepsy. 

The work found that the disorders of psy- 
chological development were experienced 
by 7.3% of children attending the child psy- 
chiatry clinics. Mixed disorder of scholas- 
tics skills was diagnosed using a clinical 
interview, among 6.3% of these children, 
while pervasive developmental disorder, 
Autistic disorder was diagnosed using Aut- 
ism Diagnostic Interview-R (Rutter and 
Lord, 1995), this disorder was among 1% 
of these children. Those children who were 
diagnosed as autistic started to join another 
specialised child psychiatry clinic for autis- 
tic children only, in order to be attached to a 
behavioral program and their families joined 
a group family education sessions, all are 
practiced at the institute of psychiatry. 

According to ICD- 10, blocks F70-F79 
(Mental Retardation), F80-F89 (Disorders 
of the psychological development, and F90- 
F98 (behavioral and emotional disorders 
with onset usually occurring in childhood 
and adolescence), cover only those disor- 
ders that are specific to childhood and ado- 
lescence. A number of disorders placed in 
other categories can occur in persons of al- 
most any age and should be used for chil- 
dren and adolescents when required. In our 
work, we have found that all categories of 
ICD-10 were represented in the child psy- 
chiatry clinics as illustrated in table 1. 

Organic mental disorders, mainly posten- 
cephalitic syndrome, was found among 
2.9% of children attending the clinic. These 
children presented to the clinic either with 
residual behavioral changes after long peri- 
od following recovery from encephalitis or 
with epilepsy and learning disabilities. 
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(2 cases). Both cases were using adhe- 
sives, a glue called Kolla, they were work- 
ing children and their mean age was 11 
years. This percent is expected to increase 
in the near future because, the problem of 
working children is increasing and these 
volatile substance are cheap and readily 
available. Farrel and Taylor (1994), men- 
tioned that the estimates of the misuse of 
volatile substances range from 3- 11% in 
children at secondary school. Moreover, 
there were 145 volatile substance abuse- 
related deaths in UK in 1990. (Pottier et 
al., 1992). 

Schizophrenia was diagnosed only in two 
cases of children attending the clinic. Both 
were girls with a mean age 12 years and 
both had Hebephrenic Schizophrenia. 
Werry and Taylor ( I  994) mentioned that 
schizophrenia, beginning before age of 13, 
is usually referred to as prepubertal schizo- 
phrenia, because this is misleading, so the 
term very early onset schizophrenia 
(VEOS) is more descriptive. The frequen- 
cy of VEOS is clearly rare, there is a rapid 
increase in adolescence with a peak inci- 
dences reached in male between the ages of 
15 and 25 and in females about 25 - 35, af- 
ter which there is a rapid decline. This low 
figure of schizophrenia in our study can be 
explained by the upper age limit of the child 
psychiatry clinic, at the time of the study, 
was 12 years, so cases with VEOS are usu 
ally seen in the adult psychiatry clinics. 

Mood disorders, is one of ICD- 10 diagnos- 
tic categories, were found among 0.7% of 
children attending the clinic. Moreover, de- 
pression was the only mood disorders de- 
tected in these cases. This disorder was 
significantly more among girls than boys 
(P<0.05). Population studies of children 
have reported prevalence rate of depression 
in children ranging between 0.4% and 
2.5% (Anderson McGee, 1994), Lewin- 
sohn et al, (1994). Birmaher and colleague 
(1996) mentioned that in children depres- 

sion occurs at approximately the same rate 
in girls and boys, this results did not 
matched with our work. This difference 
can be explained by the mean age of chil- 
dren who had depression in our work was 
11.3, this age is round puberty with its bio- 
logical and social stressors especially in 
girls. 

Neurotic Stress-related and Somatoform 
disorders were found among 2.9% of chil- 
dren attending the clinic. There was no sig- 
nificant difference between boys and girls 
(P>0.05). Generalized anxiety disorder 
was found among 1.3% of children, it was 
more in boys than girls, the difference was 
not significant (P>0.05), this was not sup- 
ported by most of studies (Bernstein et al, 
1996, Sayed et al, 1995, Moussa et a1 1990 
and Costello et al, 1988). 

This can be explained by girls tend to en- 
dorse more anxiety symptoms than boys, 
so girls do not manifest anxiety while boys 
tend to do so. On the other hand, conver- 
sion disorder was found among 0.7% of 
children attending the clinic, it was exclu- 
sively present in girls. The low figure of 
this disorder in our study can be explained 
as these children are usually seen by family 
doctors or pediatricians. Chandra et a1 
(1993), found that 30% of children attend- 
ing a general pediatric department in South 
Idea had a diagnosis of conversion disor- 
der. 

Obsessive compulsive disorder (OCD) was 
detected in three children attending the clinic 
(0.4%). March and Leonard, (1996) men- 
tioned that OCD often goes unrecognized in 
children and adolescents. They attributed 
the reasons of such under diagnosis and un-  
der treatment to OCD specific factors 
(secretiveness and lack of insight), health 
care provider factors (such as  incorrect di- 
agnosis and lack of familiarity) and general 
factors (such as lack of access to 'treatmcnt 
resources). 
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Post traumatic stress disorder was found 
among 4 children attending the clinic 
(0.5%), three were girls and that disorder 
happened as a result of earthquake and the 
fourth one was a boy and this occurred as a 
result of death of his father. 

Sleep walking [ Somnambulism ] was the 
only disorder within the ICD-10 category 
of behavioral syndromes associated with 
physiological disturbances and physical 
factors, it was found among 1% of children 
attending the clinic, it was two times more 
in boys than girls. Anders and Eiben, 
(1996) mentioned that sleep-walking is one 
of Parasomnias, it occurs in slightly older 
children of preschool and school-age 
years. Chandra et al., (1993) found sleep- 
walking in 3.3% of children attending 
Paediatric department. This disorder was 
found among 4.9% of school age children 
in an Egyptian study (Abdul Baqi et al., 
1990).0ther conditions from ICD-10 often 
associated with Mental and Behavioral dis- 
orders, diseases of the nervous system 
(GOO - G99), Epilepsy G40 was found 
among 16% of children attending the clin- 
ic. All types of epilepsy were detected in 
the clinic and children came for follow up. 

C: The implications of the study on 
future child psychiatric services: 
In this study we have found a low figure of 
children attending the clinic during this per- 
iod of time and the most common reasons 
of such findings are Parental fears of stig- 
ma and lack of awareness among parents 
and other medical practitioner. In order to 
avoid the first reason, two types of child 
psychiatry services could be done one with- 
in the context of general hospital to be held 
on the paediatric out patient department. 

This service will reduce the fears of parents 
from bringing their children to Psychiatric 
hospital, Moreover, this service will detect 
the psychiatric disorders in children 
presenting with physical symptoms. In ad- 

dition, this will help in detection of psychi- 
atric complication of physical illness in chil- 
dren. The second type of child psychiatric 
service should be held within the context of 
psychiatric hospital. This clinic will deal 
with children who come for psychiatric ser- 
vices by themselves, or who referred by 
Paediatricians or other medical staff for 
psychiatric evaluation and treatment. 

It has to be mentioned that in both types of 
child psychiatry services, a multidiscispli- 
nary team should carry on the service. On 
the other hand, this team is central to the 
concept of Paediatric Liaison work. In 
paediatric Liaison work the multidiscipli- 
nary team usually consists of at least one of 
each of the following: Paediatricians, Child 
Psychiatrists, Paediatric Nurse, Social 
Worker, Psychologist, educational worker 
and play staff. The main function of this 
team is to evaluate the child in a wholistic 
way and to set up the plan of management 
based on that evaluation and accordingly 
each one in the team will share in order to 
offer best services to the child and the fami- 
ly. 

In order to increase the awareness and 
knowledge about child psychiatry among 
Medical Staff including Primary care per- 
sonnel and Paediatrician, educational wo- 
rkshops can be done. The aim of such wo- 
rkshops is to train the trainees about the 
psychiatric and Psychological problems 
among children and how to detect such 
problems early, moreover, how to treat the 
minor psychiatric symptoms within their 
sitting and when to refer children for psy- 
chiatric clinics to be seen by child psychia- 
trist. Also it is important to provide pri- 
mary care personnel and paediatrician with 
simple tools to be used for easy and proper 
psychiatric diagnosis. Family education is 
essential and can be done within primary 
care sitting, school meetings and the me- 
dia.This will help parents to be familiar 
with psychiatric symptoms and to detect 
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any abnormalities among their chil- 
dren.Day-Hospital Service is one of the 
child psychiatric services. In the institute 
of psychiatry, we started to offer such ser- 
vice to the Austistic children. In our work 
we have found that emotional and behavior- 
al disorders constitute 48.9% of children at- 
tending the clinic. So, day hospital service 
should be extended to cover all children 
presented with behavioral disorders such as 
Hyperactivity disorder, Conduct disorder 
and other children who have emotional 
problems as anxiety and depression. This 
Day Hospital Services can provide group 
therapy for children and their families, so- 
cial skills training, Behavior therapy, Fami- 
ly education, art and play therapy. 

In-patient service, if has to be done, it 
should be within the context of General 
Hospital, in Paediatric ward and should be 
restricted to severe cases of severe eating 
disorders, deliberate self harm and psycho- 
somatic disorders. Severe Cases of psycho- 
sis or depression can be admitted in a sep- 
arate ward for adolescents within 
psychiatric hospital. One of the implications 
of such study, which already done, was to 
extend our child psychiatric services to in- 
clude treatment of adolescents, so the age 
limit of the clinic was raised up to 18 years. 

Finally, proper child psychiatric services 
will not only reduce the suffering of chil- 
dren in need but also to help them having 
normal adult life. 
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