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ABSTRACT
Background

A variety of psychiatric manifestations can be seen in children below the age of 18
years. Such cases rarely present directly to psychiatric care.

Methods

Retrospective study in Tertiary care hospital . The study population included all the
patients of paediatric age group presenting to Psychiatry Outpatient Department
of Dhulikhel Hospital directly or referred by a paediatrician or other specialists from
October 2008 to October 2010.

Results

Among the paediatric population evaluated in the psychiatry clinic for two years from
October 2008 to October 2010 (N=168), 66.7% were in the age group 15-18 years
{mean = 14.77 (£2.99)}, 71.4% were female and 42.3% belonged to Brahmin cast.
The highest number of (15%) patients was seen during the month of August 2010.
Six months analysis of the psychiatric illnesses of the patients from April 2010 up to
October 2010 (n=80) showed dissociative disorder (15%), and seizure disorder (15%)
to be the most common diagnoses, followed by depressive disorder and intentional self
harm (ISH) (13.8% each). 15% of patients were found to be treated by magico-religious
means, with the majority of patients (66.7%) diagnosed as having dissociative disorder.

Conclusion

The majority of the paediatric population presenting to a psychiatry clinic were in the
age group 15-18 years and of female sex. Dissociative disorder was the most common
diagnosis followed by depressive disorders. The majority of patients with dissociative
disorder had previously been treated by magico-religious means.
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INTRODUCTION

Psychiatricdisordersinthe paediatric population may

World Health Organization (WHO) statistics reveal
thattheprevalenceofdisablingmentalillnessesamong
childrenandadolescenceattendinghealthcarecentres
rangebetween20-30%inurbanareasand13-18%inrural
areas.'

VariousstudiesfromdevelopingcountriesincludingNepal
andIndiashowthatasignificantpercentage(7-35%)of
thepaediatricpopulationsuffersfrommentalillness.?®

bessimilartothoseaffecting adultsthroughout Nepal.
However, there are also other disorders which are
invariablydiagnosedamongchildrenandadolescentssuch
asmentalretardation,specificlearningdisabilities,autistic
disorders, hyperkinetic disorders and enuresis.

Studiescompleted atvariouscentres inNepal show
agreatmajority of childrenandadolescentsvisitother
setting of help-seeking before comingtoapsychiatric
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service for different psychological problems.*#

It has beenfoundthatmentaland psychiatric services
for children lag behind those for adults in developing
countries®. Astudy carriedoutatatertiaryhospitallevel
inPakistanconcludedthatthereislackofspecialisedin-
patientchildpsychiatricunitsandawarenessregarding
mentalillnesses at community as wellas atthelevel of
medicalpractitionersandotherhealthcareproviders.’

ThereareveryfewcentresinNepalwhichprovidemental
healthservicestochildrenandadolescents.>*Asaresult,
we have scarcity of child mental health resources and
paucity of data related to child psychiatric ilinesses.

METHODS

ThestudywasconductedintheDepartmentofPsychiatry,
Dhulikhel Hospital Kathmandu University Hospital
situatedin DhulikhelmunicipalityoftheKavreDistrict.
Thestudywaswasinitiatedafterreceivingapprovalfrom
thelnstitutional Review Committee (IRC), Kathmandu
University School of Medical Sciences (KUSMS).

Thestudy populationcomprised ofall the patientsofa
paediatricagegroup(18yearsandbelow)"'whopresented
tothePsychiatryOutpatientDepartment(OPD)directly
or were referred by paediatricians or other specialists
between October 2008 to October 2010. Both the
outpatientsandinpatients(thoseundergoingmedical
managementofISHorothermedical/surgicalillness)of
apaediatricagegroupinvariousotherdepartmentsofthe
hospitalwhorequiredpsychiatricevaluationandreferred
to the Department of Psychiatry were included in the
study.

Aretrospectivefilereviewwasdonetogetthedemographic
detailsofthepatients.Psychiatricdiagnosesofthepatients
presentingtothe OPDfrom April2010toOctober2010
(sixmonths)weredocumentedtoanalysethepsychiatric
manifestationsanditsrelationtodemographics,iliness
andtreatmentrelatedfactors.Psychiatricdiagnosiswas
reached after a detailed evaluation by the consultant
psychiatristin the Department of Psychiatry once the
patientswereclinicallystable.ThelCD-10criteria'*was
used to establish the diagnosis.

Thesamplesizewasintotal 168patientswhopresented
to the psychiatry OPD from October 2008 to October
2010.There was a total of 80 patients from mid-April
2010toOctober2010whocouldbeinterviewedindetail
bythepsychiatristtoarriveatthepsychiatricdiagnosis.
Amongthetotalpatientsstudiedfortwoyears(N=168),
demographicvariableslikeage,sexandcastwereanalyzed
whileamongthepatientsevaluatedinthelastsixmonths
(n=80), ICD-10 psychiatric diagnosis'? was analyzed

in relation to the demographics, referral patterns and
treatment related factors.

AstatisticalanalysiswasdoneusingSPSSsoftwarepackage
(Version 16, SPSS Inc., and Chicago, USA). Descriptive
statisticswereusedtoanalysethedemographicdetailsof
thepatientswhileaChi-squaretestwasusedforthenon-
parametricanalysisofthecategoricaldatatoestablishthe
possible association.

RESULTS

Table 1showsthedistributionofdemographicprofiles
ofthesubjectsevaluatedfromOctober2008toOctober
2010(N=168),66.7%ofthetotalstudypopulationwasin
theagegroupof15-18years,71.4%werefemaleandmost
of them belonged to (42.3%) to the Brahmin cast.The
meanageofthetotal patientsamplewas14.77(+2.99).

Figure1showsthegraphicalpresentationofthemonth-
wisedistributionofthetotalnumberofpaediatricpatients
visiting the psychiatry unit. Amaximum of 26 patients
were seeninthe month of August 2010 while theleast
numberofpatients(two)wereseeninAugust2009and
February 2010.

Table 2 reveals the psychiatric diagnosis (according to
ICD-10") of the subjects studied over the period of six
months(April-October2010).Dissociative/conversion
disorder was the most common diagnosis equalising
toseizuredisorder (15% each) followed by depressive
disorders(depression,dysthymiaandadjustmentdisorder
withdepressivereaction/mixedanxietyanddepression)
andISH (Intentional selfharm)(13.8%each).Therewas
abulkof patients (13.8%) who could notsatisfy ICD-10
criteriatoreachapsychiatricdiagnosis.They eitherdid
not receive a psychiatricdiagnosis or did not comefor
detailed evaluation as suggested.

Table3showsthedistributionofpsychiatricdiagnosisin
relationtotheagegroup.Depressivedisordersweremost
common(81.8%)amongtheagegroup15-18yearswhile
only 1.25%wasintheagegroup0-4years.Howeverno
statistically significant association was seen.

Table4 showsthedistribution of psychiatricdiagnosis
in relation to the sex group. Depressive disorders
(30.4%)werecommonamongmaleswhilefemaleshad
dissociative/conversiondisorderandseizuredisorderas
thecommonestdiagnosis(19.3%each).Thisassociation
was found statistically significant (p<0.05).

Table5revealsthedistributionof psychiatricdiagnosis
inrelationtoapatient’scaste/racialgroup.Therewasno
significant finding in this area.

Table6analysesthedistributionofpsychiatricdiagnosis
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inrelationtothereferralcentres.Thehighestnumberof
referrals(43.75%)wasfromthepaediatricsdepartment,
mainly for seizure disorders (25.7%) and dissociative
disorders(22.9%).Fromthemedicinedepartment,26.25%
referralwasseen,mainlyforISH(23.8%).Atotalof 17.5%
subjectspresenteddirectlytopsychiatryOPD,maximum
(57.1%)ofthemwerehavingdepressivedisorders.This
relationshipwasfoundsignificantstatistically(p<0.001).

Table7showstherelationshipbetweenthepsychiatric
diagnosisandpresenceofotherphysicalillnesses;50%
eachhadotherphysicalillnesses,themaximumnumber
(30%) ofthepatients hadseizuredisorder.Thiswasalso
statistically significant (p<0.001).

Table 8 tries to analyse the relationship of psychiatric
diagnosis with treatment by magico-religious means.
Fifteen percent of the total sample was found being
treatedbythesemeanspriortocomingtohospital,and
the maximum number (66.7%) of the patients had
dissociative disorder.

DISCUSSION

Children with psychiatric problems are increasing in
frequency, though variable in type among the South
Asian' 2710131415 and Western population.’s "’

Thestudiesonpsychiatricaspectsofpaediatricpopulation
are limited, particularly in our country. >%>8

Wetriedtolookintothepsychiatricaspectsofpaediatric
populationvisitingatertiarycareuniversityhospitalfor
varietyofclinicalconditionstakingintoconsiderationthe
scarcityofdatabasesparticularlyindevelopingcountries
likeNepal.Ourstudypopulationincludedpatientsbelow
18yearsofagewhovisited our psychiatry OPD directly
orthroughreferralfromotherdepartments/hospitals.A
totalof168patientscametoourdepartmentduringthe
studyperiodoftwoyears.Thehospital recentlystarteda
psychiatryunit withadailyOPDfacility. Forthisreason,
we have limited pool of psychiatric patient samples. A
retrospective file review for the two years (October
2008-October2010)analysingtherecordsofpsychiatric
patientswhilethestudywasconductedwouldprovidea
moreextensiveinsightfrommid-April2010toOctober
2010evaluatingallthepatientsindetailandestablishinga
psychiatric diagnosis based on ICD-10 criteria."

Inourstudy,the maximumnumberof patients(66.7%)
wasamongtheagegroup 15-18yearsand71.4%ofthe
totalpaediatricpopulationwasfemale.Similarfindings
wereseeninthestudyamong 100paediatricpatientsat
BPKIHS,Dharanwiththepredominantagegroupbeing
13-18years(79%)andthemajoritybeingfemale(53%).2
Femalepredominancewasalsoseeninanindianstudy'

conducteddespitemalemajoritiesinotherstudies.’* A
paucityof casesuptofouryearsofage(1.2%)suchasin
thechildguidanceclinicbasedstudy'isnotanunusual
finding,sincethepsychiatricstructurebeforetheageof
fourtofiveyearsisusuallynotsufficientlydevelopedto
permitinternalconflictsof pathologicalsignificanceand
getasymptomcomplextoestablishavalid psychiatric
diagnosis.

The maximum diagnosis was dissociative/conversion
disorder(15%)equalizingtothatofseizuredisordersand
followedbydepressivedisordersandISH(13.8%each),
in accordance with the findings in the BPKIHS study.®
Depression (30.4%) was the most common diagnosis
among maleswhiledissociation (19.3%) was the most
commonamongfemaleswhichwasstatisticallysignificant
(p-value<0.05).0therclinic-basedstudiesfromdifferent
countries such as India, Sri Lanka and Pakistan have
reportedhighratesofdissociativedisordersinthesouth
Asian population” 1> when compared to the studies
conducted among western populations.'® "

Ithasbeenarguedthatthecross-culturalvariationinrates
of the disorder is related to the possibility that Indian
culturediscouragesdirectexpressionofemotionaldistress,
andphysicalsymptomsareacommonwayofexpressing
psychological distress.'® '

We did notfind specificchild psychiatricilinesses such
as Specific Learning Disability (SLD), Attention Deficit
Hyperactivity Disorder (ADHD), Autism Spectrum
Disorders,Mental Retardationasnotedin the Pakistan
study'®and other inpatient and Child Guidance Clinic
Based studies.’* " The reason may be that our sample
poolisfromarecentlydevelopingpsychiatricunitdealing
mainly with general psychiatric outpatients only.

Themaximumnumber(43.75%)ofreferralswasfromthe
paediatricsdepartment,mainlyfordissociativedisorder

(22.9%)whichattainedstatisticalsignificance(p<0.001).
Similarfindingswereseeninvariousotherstudies.*"This
canbeexplained bythefactthatmostofthepaediatric
populationvisitsotherspecialists,mainly paediatricians
rather than directly coming to the psychiatric care as
reported in the study done at BPKIHS.2

Onevaluatingthepresenceofotherphysicalillnesses,the
maximum number (30%) was seenin seizuredisorder,
whilethelowestnumberofphysicalfindingswereseen
inpatientswithdissociativedisorderattainingstatistical
significance (p-value<0.001).

Fifteenpercentofthepaediatricpopulationwerefound
tobetreatedbymagico-religiousmeansbeforecoming
to the hospital, and the maximum number of patients
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Table 1. Demographic Findings Of The Patients
Evaluated From Oct’08-Oct’10

P s SRS Tabie 2 requeney Of Paychitic Diagnosis

0 to 4years 2 (1.2) Generated From April’10 To Oct’10

1 AGE 5to 9 years 9 (5.4)
15 to 18 years 112 (66.7) 1.  Not Recorded/ Undiagnosed 11(13.8)

) SEX Male 48 (28.6) 2. ISH 11(13.8)
Female 120 (71.4) 3. Depression, Dysthymia and Adjustment Disorder 11 (13.8)
Brahmin 71 (42.3) 4.  Dissociative/Conversion Disorder 12 (15.0)
Chhetri 32(19.0) 5. Anxiety Disorder 5(6.2)

3, e Newar 28 (16.7) 6. Evolving Personality Disorder 2(2.5)
Mangolian 23 (13.7) 7. Seizure Disorder 12 (15.0)
Terai / Madhesi sub casts 1(0.6) 8. Headache Syndromes 7 (8.8)
Dalit / Disadvantaged 13(7.7) 9.  Others 9(11.2)

*Mean (£S.D.)= 14.77 (£2.99)

Table 3. Distribution Of Psychiatric Diagnosis Among The Different Age Groups Of Patients

1 Not Recorded/ Undiagnosed 0(0.0%) 1(9.1%) 4(36.4%) 6(54.5%)
2. ISH 0(0.0%) 0(0.0%) 4(36.4%) 7(63.6%)
3. Depression, Dysthymia and Adjustment 0(0.0%) 0(0.0%) 2(18.2%) 9(81.8%)
Disorder
4, Dissociative/Conversion Disorder 0(0.0%) 0(0.0%) 4(33.3%) 8(66.7%)
5, Anxiety Disorder 0(0.0%) 0(0.0%) 1(20.0%) 4(80.0%) 17.389
6. Evolving Personality Disorder 0(0.0%) 0(0.0%) 1(50.0%) 1(50.0%)
7. Seizure Disorder 0(0.0%) 0(0.0%) 3(25.0%) 9(75.0%) 24
8. Headache Syndromes 0(0.0%) 1(14.3%) 1(14.3%) 5(71.4%)
9. Others 1(11.1%) 1(11.1%) 2(22.2%) 5(55.6%) 0832

Table 4. Distribution Of Psychiatric Diagnosis Among Sex Groups Of The Patients

1 Not Recorded/ Undiagnosed 4(17.4%) 7(12.3%) 15.638

2. ISH 1(4.3%) 10(17.5%) 8
Depression, Dysthymia and Adjustment 7(30.4%) 4(7.0%)

0.048"

Disorder

4. Dissociative/Conversion Disorder 1(4.3%) 11(19.3%)

5. Anxiety Disorder 2(8.7%) 3(5.3%)

6.  Evolving Personality Disorder 1(4.3%) 1(1.8%)

7. Seizure Disorder 1(4.3%) 11(19.3%)

8. Headache Syndromes 2(8.7%) 5(8.8%)

9. Others 4(17.4%) 5(8.8%)

*p-value<0.05
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Table 5. Distribution Of Psychiatric Diagnosis Among Different Caste Groups Of The Patients

1  Not Recorded/ Undiagnosed 3(8.8%)
2. ISH 3(8.8%)

3.  Depression, Dysthymia and Adjustment Disorder 4(11.8%)

4.  Dissociative/Conversion Disorder 6(17.6%)
5.  Anxiety Disorder 2(5.9%)
6.  Evolving Personality Disorder 1(2.9%)
7.  Seizure Disorder 7(20.6%)
8.  Headache Syndromes 6(17.6%)
9. Others 2 (5.9%)

1(9.1%)

1(9.1%)

2(18.2%)
2(18.2%)
2(18.2%)
0(0.0%)
1(9.1%)
0(0.0%)

2(18.2%)

2(15.4%)
3(23.1%)
2(15.4%)
0(0.0%)
1(7.7%)
0(0.0%)
2(15.4%)
0(0.0%)

3(23.1%)

3(23.1%)
3(23.1%)
2(15.4%)
2(15.4%)
0 (0.0%)
0 (0.0%)
2(15.4%)
0 (0.0%)

1(7.7%)

2(22.2%)
1(11.1%)
1(11.1%)
2(22.2%)
0 (0.0%)

1(11.1%)
26.746
32

1(11.1%) 0.730

0 (0.0%)

1(11.1%)

Table 6. Distribution Of Psychiatric Diagnosis In Relation To The Referral Centres

Not Recorded/ Undiagnosed 8(22.9%)
ISH 4(11.4%)
Depression, Dysthymia and Adjustment
3. 0 (0.0%)
Disorder
Dissociative/Conversion Disorder 8(22.9%)
Anxiety Disorder 0 (0.0%)
6.  Evolving Personality Disorder 0(0.0%)
7.  Seizure Disorder 9 (25.7%)
8. Headache Syndromes 5(14.3%)
9.  Others 1(2.9%)

***p-value<0.001

3(14.3%)  0(0.0%)
5(23.8%)  2(33.3%)
3(14.3%)  0(0.0%)
0 (0.0%) 4(66.7%)
3(14.3%)  0(0.0%)
0 (0.0%) 0(0.0%)
3(14.3%)  0(0.0%)
2 (9.5%) 0(0.0%)
2(9.5%) 0(0.0%)

0(0.0%) 0(0.0%)
0(0.0%) 0(0.0%)

0 (0.0%) 8(57.1%)

0(0.0%) 0 (0.0%)
1 (25%) 1(7.1%)

0(0.0%) 2(14.3%)
99.294

0(0.0%) 0(0.0%) 32
0.000%**

0(0.0%) 0 (0.0%)
3 (75%) 3 (21.4%)

Table 7. Distribution Of Psychiatric Diagnosis In Relation To The Presence Of Other Physical llinesses

Not Recorded/ Undiagnosed

ISH

Depression, Dysthymia and Adjustment Disorder
Dissociative/Conversion Disorder

Anxiety Disorder

Evolving Personality Disorder

Seizure Disorder

Headache Syndromes

Others

***p-value<0.001

NGV AW N e

©

11(27.5%)
3 (7.5%)
2 (5.0%)
0(0.0%)
1(2.5%)
0 (0.0%)
12 (30%)
7 (7.5%)
4(10%)

0 (0.0%)

8 (20%)
9 (22.5%)

12 (30%)

4 (10%)

2 (5.0%) 52.638
0 (0.0%) 8
0(0.0%) 0.000%**

5 (12.5%)
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Table 8. Distribution Of Psychiatric Diagnosis In Relation To Magicoreligious Treatment Done

1 Not Recorded/ Undiagnosed 2(16.7%) 9 (13.2%)
2. ISH 0 (0.0%) 11 (16.2%)
Depression, Dysthymia and Adjustment 0(0.0%)
3. 11 (16.2%)
Disorder
4.  Dissociative/Conversion Disorder 8 (66.7%) 4 (5.9%)
5.  Anxiety Disorder 0 (0.0%) 5(7.4%)
6.  Evolving Personality Disorder 0(0.0%) 2(2.9%) 32.556
7.  Seizure Disorder 0 (0.0%) 12 (17.6%) 8
8.  Headache Syndromes 1(8.3%) 6 (8.8%) 0.000%**
9.  Others 1(8.3%) 8 (11.8%)

***p-value<0.001

30
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Figure 1. Distribution Of Paediatric Patients Presenting To Psychiatric Clinic
From Oct’'08 To Oct’10
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had dissociative disorder (66.7%), which also showed
statistical significance (p-value<0.001).

CONCLUSION

Themajorityofthepaediatricpopulationpresentingto
apsychiatryclinicwereintheagegroup 15-18years, of
femalesexandbelongingtoBrahmincaste.Dissociative
disorderwasthe mostcommondiagnosisfollowed by
depressivedisorders.Themaximumnumberofpatients
with dissociative disorder were found to be treated by
magico-religiousmeans.Futurestudiesneedtobeusing
community-basedsurveysinalargerscalewithappropriate
sample size to find out the depth of the psychiatric
problems in children.

LIMITATIONS

Ourstudy, beingthe firstofitskindisnotwithoutsome
shortcomings.Asthisstudywascompiledwithalimited
sample pool (168) mainly in an OPD basis of a tertiary
care hospital, selection bias might have been a critical
issueandtheresultsofthisstudycannotbegeneralized.
Retrospectiveanalysisofclinicalrecordsmayhaveledto
lessthanperfectdatagathering.Similarly,astructured
data recording format would have helped gain extra
information for evaluation.
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