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I. Attention – déficit disorders

A. Persistent pattern of inattention and/or hyperactivity more frequent and severe than is typical of children at similar level of development

B. Some symptoms must have been apparent before the age of 7 years:  si empieza síntomas mas de 7 anos, es otra cosa como depresión o ansia, pero si el paciente tiene 14 anos y ha tenido mismas síntomas desde antes 7 anos, es attention-deficit disorder ahora

C. Impairment must be present in at least two settings

D. The disorder must be present for at least 6 months

E. Epidemiology:  puede empezar medicamento de 3-6 anos

F. Etiology

1. Causes of ADHD are unknown

2. Sugggested contibutory factors:  prenatal toxic exposures, prematurity, and prental mechanical insult to the fetal nervous system

3. Evidence for a genetic basis for ADHD

4. Posible prenatal exposure to winter infections during 1er trimestre

5. Posible dysfunction in both adrenergic and dopaminergic systems:  mas importante, por eso da medicamentos a los ninos

6. Theory about possibility of frontal lobes not adequately performing inhibitory mechanism on lower structures

7. Contributing factors:  stressful psychic events, disruption of family equilibrium, child’s temperament, demands of society to adhere to a routinized way of behaving

G. Diagnosis

1. Mental status may show a secondarily depressed mood but not thought disorder

2. Obtain EEG to recognize short absence spells. Unrecognized temporal lobe seizure focus can have a secondary behavior disorder

3. pacientes con seizures have tipo de convulsiones simple donde ve moviemitno pero no hay loss of consciousness, absent seizure es generalizado aunque no ve movimientos, pero es un pequeño segundo donde pierde conciencia

H. Clinical features

1. May have its onset in infancy

2. Infantas are active in the crib, sleep little and cry a great deal

3. Children are often explosive or irritable

4. Children are often accident prone:  see bruises on knees, head, chin, where hueso, es accidente, si no hay hueso es raro que forma moretón como en muslo, nalga, y mas probabilidad que es abuso

5. School difficulties, both learnin and behavioral

I. Differential diagnosis

1. Normal range of expectation for a child’s age

2. Anxiety D/O:  overactivity and distractibility

3. Secondary depresión:  due to frustration and low self-esteem

4. Mania

5. Learning disorder:  si un nino no aprende, 

6. Hearing problems

J. Course and prognosis

1. Highly variable

2. Smptoms may persiste into adolescence or adult life

3. Vulnerability to: antisocial behavior, substance use, and mood disorders

4. High risk for conduct D/O if sx persist into adolescence

K. Tratamiento

1. Drugs most often used

a. Stimulatns:  ritalin, dexedrine, cylert-pemoline)

b. Cylert:  hepatotoxic not used

c. Side effects:  insomnia, decrease appetite, nervousness, exacerbates tics

d. Un estimulante ayuda alguien cansado para estudiar

e. pero alguien con hiperactividad ya esta estimulado, pero damos stimulantes para ayudar enfocar mas en cosas

2. Antidepressants:  wellbutrin, tofranil

3. alpha agonista:  clonidine, tenex

4. Antipsychotics, mood stabilizers (rarely)

5. Psychotherapy:  individual, behavior modification, parental counseling and tx of any learning disorder

6. Parental training is an integral part

7. Group therapy aimed at refining social skills as well as increasing self-esteem and sense of success

II. Oppositional defiant disorder

A. Overview

1. Enduring pattern of negativistic, hostile, and defiant behaviors in the absence of serious violations of social norms or right of others

2. Oppositiontal behavior may be developmentally normal in early childhood

3. Typically begin by 8 years of age

4. More prevalent in boys than in girls before puberty

5. Almost all parents are overly concerned with issues of power, control and autonomy

B. Etiology

1. If power and control are issues for the parents, the ensuing struggle can set the stage for the development of ODD

2. Environmental trauma, illness or chronic incapacity, may trigger oppoitionalism

3. Normative opositional stage in adolescence

4. Psychoanalytic theory:  unresolved conflict during the anal period

5. Behaviorists:  reinforced, learned behavior through which a child exerts control over authority

C. Diagnosis and clinical features

1. Manifestations of the disorder are almost invariably present in the home

2. Symptoms are most evident in interactions with adults or peers whom the child knows well

3. Children do poorly or fail in school

4. Other sx:  low self esteem, poor frustration tolerance, depressed mood and temper outbursts

5. No specific lab tests or pathological findings

D. Differential diagnosis

1. Developmental:  stage oppositional behavior

2. Adjustment disorder

3. No diagnosis if during the course of conduct disorder, schizophrenia or a mood disorder

4. Some children later meet criteria for conduct disorder

E. Course and prognosis, treatment

1. Very variable

2. Those in which the diagnosis persist may remain stable or develop conduct disorder

3. Elevated rates of mood disorders

4. Primary treatment is individual psychotherapy with counseling and direct training of the parents in child management skills

5. Behavior therapy: reinforcing and praising appropriate behavior and ignoring undesired behavior

6. Harsh physical and verbal punishment lead to the emergence of aggression and deviance

III. Conduct disorder

A. Overview

1. Enduring set of behavior characterized most often by aggression

2. Under <18 y/o is diagnostic for conduct disorder

3. Over >18 y/o is diagnostic for antisocial personality

B. Epidemiology

1. Common during childhood and adolescence

2. Usually develops at 8 y/o

C. Etiology

1. Harsh, punitive parentering characterized by severe physical and verbal aggression

2. Chaotic home conditions, divorce, child abuse, parental psychopathology, sociopathy, alcohol dependence and substance abuse of parents

3. Socioeconomically deprived children are at high risk

4. Theory of decreased noradrenergic functioning

D. Clinical features

1. Many are children of unplanned or unwanted pregnancies

2. A child’s aggressive behavior rarely seems directed toward any definable goal, in comparison with antisocial personality actions that seem to have a goal

E. Differential Diagnosis

F. Course and prognosis and treatment

1. Poorest prognosis is found in children with symptoms at a young age, that exhibit greatest number of symptoms and express them most frequently

2. Associated with substance abuse disorder

3. Best results with multimodality treatment programs that use all the available family and community resources

4. Removal of patient from home if necessary

G. Treatment

1. Individual psychotherapy oriented toward improving problem-solving skills

2. Medications can be useful adjunctive treatment:  antipsychotics, lithium, tegretol, catapres, SSRIs

IV. Feeding and eating disorders of infancy and early childhood

V. PICA

A. Overview

1. Persistent eating of nonnutritive substances for at least 1 month

2. Developmentally inappropriate, not culturally sanctioned and sufficient severe

3. More frequently in young children than in adults

4. Some forms of pica reported in pregnant woman (clay and starch)

B. Epidemiology and etiology

1. Occur in 10-32% children between 1-6 years of age

2. Among institutionalized children who are mentally retarded

3. Affect both sexes equally

4. Nutritional deficiencies have been postulated as causes: cravings of dirt and ice associated with iron and zinc deficiencies

5. High incidence of parental neglect and deprivation

C. Diagnosis and clinical features

1. Eating inedible substances after 18 months of age is usually considered abnormal

2. Onset usually between 12-24 months

3. Young children ingest: paint, plaster, string, hair and cloth.  Older ones:  dirt, animal feces, stones, paper

4. Complications: lead poisoning, intestinal parasites

D. Differntial diagnosis

1. Iron and zinc deficiency

2. schizophrenies

E. Course and prognosis

1. prognosis is variable

2. pica usually resolves with increasing age

3. determine cause whenever possible for treatment

4. treatment is aimed at education and behavior modification

5. Treatment emphasize psychosocial, environmental, behavioral and family guidance approaches

6. Behavior techniques: mild aversion therapy or negative reinforcement

VI. Rumination disorder

A. Overview

1. Infant’s or a child’s repeated regurgitation and rechewing of food, after a period of normal functioning

2. Symptoms last for 1 month

3. Onset generally occurs after 3 months of age

4. Infant appear to find the experience pleasurable

5. Sometimes associated with medical conditions

6. Infants are often brought for evaluation because of failure to thrive

B. Diagnosis and clinical features

1. Partially digested food is brought up without nausea, retching, disgust or associated GI disorder

2. Complications: dehydration, malnutrition and lowered resistance to disease

3. Failure to thrive

4. Mother is discouraged by the failure to feed and noxious odor

5. No specific labs are pathognomonic

C. Differential diagnosis course and prognosis

1. Differential diagnosis:  gastrointestinal congenital anomalies (pyloric stenosis), infections and other medical illness

2. Occurs in patients with eating disorders

3. Associated with various mental disorders

D. Treatments

1. Education and behavioral techniques

2. Evaluation of the mother-child relationship

3. Behavior:  squirting lemon juice into the infant’s mouth whenever rumination occurs

4. May be decreased by withdrawing attention from the child

5. Treatment of concomitant medical complications

6. Psychotherapy for mother and increased TLC

VII. Tourette’s disorder

A. Overview

1. Multiple motor tics and one or more vocal tics (bad language)

2. Tics occur many times a day for more than one year

3. 3 times more often in boys than girls

4. Studies have supported a genetic etiology

5. Up to half of patients have ADHD

6. Up to 40% have OCD

7. Compelling evidence of dopamine system involvement in tic disorder

8. Abnormalitie sin noradrenergic and basal ganglia have been implicated:  por eso usa antipsychotics

9. Average onset of tics is 7 years

10. Initial tics in face and neck

11. Coprolalia begins in adolescene and occurs in one third

12. No specific lab tests

13. Tics must be differentiated from:  tremors, mannerisms, stereotypic movements, compulsions and other disordered movements

14. Autistic and mentally retarded children may exhibit similar symptoms to those in tic disorders

B. Course and prognosis and treatment

1. Usually a chronic, lifelong disease with relative remssions and exacerbations

2. Severely afflicted people may have serious emotional problems

3. Pharmacological tx are most effective

4. Psychotherapy may help a pt cope with the symptoms and behavior difficulties

5. Meds:  haloperidol, pimozide, clonidine, and SSRI for OCD

