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ABSTRACT

This study was conducted on 60 children, age ranging
from  7-11 years with varying degrees of acquired conductive,
sensorteural or mixed hearing loss, besides 30 apparently
normal control children of nearly the same age and sex
distribution. The duration of hearing loss was ranging from 1-
5 years. General, Otolaryngologic and audiological evaluation
were done for all children. Full psychiatric evaluation was
done for all children of both groups to detect anxiety, phobia
and depression using semistructured psychiatric interview and
specific psychological tests used in Ain Shams Psychiatric
Center.  Anxiety, phobia and depression were more
significantly higher among cases with hearing loss than the
controls and all showed gradual increase with the severity of
hearing loss. Anxicty was the most common psychiatric
morbidity among the hearing impaired children. As the
duration of hearing loss increased, the prevalence of anxiety
and phobia decreased whercas the prevalence of depression

imcreased.
Key Words

Psychological - Hearing Loss - Childhood - Phobia - Anxiety -

Depression.
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INTRODUCTION






INTRODUCTION

[earing is the primary sensory modality for acquisition of
speech and language. providing a fundamental basis for social
adjustment and normal psychological development. Even mild or
unilateral hearing loss  during childhood has been shown to have a
negative impact on language, hearing and child behaviour. More
severe  hearing  loss presents a major handicap for normal

psychological development (Northern and Downs, 1984).

The most obvious handicap which the hearing impaired
suffers is in communication, but Ramsdell, 1970, argued that the
deprivation of background noises was most intimately related to the
feelings of depression to which the hearing impaired were prone.
This was produced by the feeling of detachment, unreality and
isolation that this deprivation produced. The hearing impaired-child
lives in a social world thacis perecived as being somewhat apart.
This permanent handicap  limits  the activity and development
potential ol children (Lobato, 1983). Adverse emotional
conscquences are likely to be a continuum  to hearing loss rather

than discrete ilinesses or stale.

Mahapatra, 1974, has also postulated that emotional
consequences  of hearing  impairment are the result of sensory
deprivation  and  social isolation. lle also  postulated that
psychological effects of hearing loss would be expected to a far
higher degree in patients with bilateral loss, rather than a unilateral
loss. aind 1n the severe degrees than the moderate and mild degrees

ol hearing loss.



Aim Of The Work

- To determine il there is a relationship between psychiatric
morbidity namely anxicty, phobia and depression and acquired
hearing loss in late childhood.

- To study if there is a rclation of severity of hearing loss and
presence of anxicty. phobia and depression.

- To determine if there is cffect of duration of hearing loss on
psychological state, namcly anxicly, phobia, depression, in the
hearing impaired child.
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PHYSIOLOGY OF EAR

The sound conduction mechanism extends from the pinna to
the organ of corti, each part of this mechanism forms a link in the

acoustical chain which 1s designed to carry the following functions :

I.Collection and transmission of sound energy, involving
impedance matching at every stage, and particularly in major
matter ol matching between the external air and the cochlear
fluids ( Groves, 1979 ).

2.. Protection of the inner ear from excessively loud sounds, a
function carried out by the tympanic muscle without sacrificing
sensitivity for low intensity sound levels ( Groves, 1979 )

THE OSSICULAR CHAIN

The malleus and incus vibrates as a combined unit, rocking
on a lincar axis which runs {rom the anterior ligament of the
mallcus to the attachment of the short process of the incus in the
fossa incudis. When reciprocating movement of the conducting
system takes place, the mass of the body of the incus and the head
and neck of the malleus, lying above this, serves to balance the
mass of the drumhcad, malleus handle, long process of incus and
stapes lying below it ( Groves, 1979).

The stapes is often imagined to move in and out in the oval
window nich with the simple movement of a piston. With sounds of
moderate intensity the anterior end of the footplate ossiculates with
a greater amplitude than the posterior end. In other words, a rocking



movement, occurs about a transverse axis near the posterior end
(Groves, 1979 ) .

With high sound levels, the mode ol action changes and a
side-to  side rocking movement is seen around an axis running
longitudinally through the length of the footplate. As a result, the
cochlear fluids flows only from onc edge of the footplate to the
other, with much less fluid displacement  than when the mode of
vibration is through a vertical axis and the footplate is acting like a
piston . This rotational shilt of the axis is a protective mechanism

for the inncer car ( Bluestone, 1991 ).

THE TRANSFORMER MECHANISM OF THE
MIDDLE EAR

In the intact middle car a considerable degree of impedance
matching is brought about, so that, while the amplitude is greatly
reduced at the oval window as compared with amplitude at the
tympanic membrane, the force of the vibration at the oval window
is increased in the same proportion ( Groves, 1979 ) .

This desirable effect depends on :
1. The Ossicular Chain Lever Ratio
The malleus and incus  jointly act as a lever, pivoting upon

the axis of rotation. The malleolar arm is longer than the incudal
arm in the ratio of 1.3:1 ( Groves, 1979 ).



2. The Areal Ratio Of The Tympanic Membrane And
Oval Window

The difference in arcas of the tympanic membrane and the

stapes footplate results in a transformer action by hydraulic effect.
Helmbholtz,
( 1808 ) mcasured the areas and gave 64.3 sq.mm. for tympanic
membranc and 3.2 sq.mm. for the footplate. The areal ratio is 20 :1,
subscquent studies of the ratio gave slightly different values 18.2 :1,
19.1:1.26.6:1. the average of those five values is about 21:1, this is
the anatomic ratio , and as the tympanic membrane does not vibrate
as a whole, because it is fixed all around the periphery. Wever and
Lawrence (1954 ), deduced that the effective area for the tympanic
membrane is two-thirds of the anatomical area. Thus the effective
areal ratio will be 14:1. The overall ratio for the middle ear is the
product of ossicular chain lever ratio and the areal ratio between the
tympanic membrane and the cval window, this give an approximate
figure of 18.3. By mecans of the transformer action of the middle
car, the amplitude is greatly reduced at the oval window as
comparcd with the amplitude at the tympanic membrane, and the
force at the oval window is increased in the same proportion, or
18.3 times ( Bluestone, 1991 ).

ROLE OF THE ROUND WINDOW

The arca of the round window is 2 sq.mm. The window seals
off the scale tympani and is situated at a right angle to the oval
window. The round window is a relief opening to the labyrinth that
permits the contained fluid to move under the influence of the
stapes .As an entrance route for sounds the round window is a very
poor path, and the sounds traveling by this route would be seriously

0



attenuated because the tympanic membrane is in the way . The
phase of sounds entring this window differs from that of the oval
window because the two windows are not situated in the same planc.
This normal condition changes if the middle ear transformer is lost

The oval window is no longer superior to the round window and
the sound strikes the two windows 'simu]tancously . The sound
waves in the labyrinth, however., travel [rom both ends and cancel
cach other . The loss of energy is about 12 dB, and this is called the
cancel cffect ( Bluestone, 1991 ).

TYMPANIC MUSCLE REFELEXES

The stapedius  and tensor tympani muscles act directly upon
the ossicular chain, they cause alternation in tension and stiffness,
as well as. movement of all structures to which they are attached .
The tensor tympani not only increases the tension in the fibers of
tympanic membrane, but also draws the malleus medially and
forwards . If the incudostapedial joint is disrupted, the stapes can be
seen to rock backward and outwards when the stapedius muscle
contracts (Groves, 1979 ).

The two muscles consist of many short striated and non-
striated fibers, they make involuntary contractions during acoustic
stimulation . The reflex contraction starts first in the striated
muscles. and  the contraction is kept by non-striated muscles (
Bluestone, 1991 ) .

Acoustic reflex contraction of the intertympanic muscle can
be evoked bilaterally by unilateral stimulation . The reflex arc is
considered 1o consists  of the input pathway starting from the
cochlear hair cells and reaching either the facial (Stapedial reflex )

7



or trigeminal ( Tensor tympani reflex ), motor nucleus via the
ventral cochlear nucleus. the superior olivary complex, and the
medial longitudinal fascicles. and the output pathway originating
from the motor nuclei and descending to the intertympanic muscle (
Bluestone, 1991)

THE PHYSIOLOGICAL ROLE OF TYMPANIC
MUSCLE REFLEX

The stapedius and tensor tympani muscles exert force in
directions opposite to each other ( anatomical antagonist ), but
perpendicular to the primary rotational axis of the ossicular chain
(functional syncrgists) . Several functions are attributed to the
tympanic muscle reflex reported by Bluestone, 1991 :

* Protective intensity control theory. It is reduction in
transmission which is selectivly for lower tones, this protects the

cochlca from excessive stimulation caused by loud noise .

* Accommodation or frequency selection theory. It supposes
that in certain frequency, muscle contraction selectively increases

hearing sensitivity.
* Fixation theory . The tympanic muscles have a simple and
obvious function to provide stability or suspension for the ossicular

chatn.

* Prevention of aural harmonics.



THE COCHLEA

The fuid spaces of the cochlea:

The principal divisions of the [luid spaces in the cochlea are the
perilymphatic  space, consisting of the scala vestibuli and scala
tympani, and the endolymphatic space, consisting of the scala
media . Between the scala media and the scala tympani is the organ
of corti. along the reticular lamina |

The endolymphatic and perilymphatic spaces extend along
the inner car. The perilymphatic space surrounds the membranous
labyrinth and opens into (he cerebrospinal fluid by way of the
cochlear aqueduct . The cndolymphatic space ,as well as continuing
throughout  the  membranous labyrinth, is joined to the
endolymphatic sac by means of the endolymphatic duct .

Endolymph is unique among the extracellular fluids of the
body in that it has a high k'}‘conlcnt, and a low Na+ content,
resembling intracellular - fluid. Its electric potential, unlike that
usually found inside cells, is strongly positive ranging from +50 to
H20 mV with respeet to the plasma . This positive endocochlear
potential is an clectrogenic potential, directly dependent on ion-
pumping in the stria vascularis. More K ions are pumped into the
Endolymph than Na+ions out . Both ions are pumped against their
coneentration  gradients, and therefore energy is required, this being
supplicd by ATP ( Kuijpers and Bonting, 1969 ).

Perilymphatic ionic concentrations are in the range of normal
extracellular concentrations .

9



Cochlear Mechanics

The mechanical traveling wave in the cochlea forms the
basis of the frequency selectivity . This wave was originally
described by Von Be'ke’sy (1960).

The wave travels along the cochlea, comes to a peak, and dies away
rapidly . High (requencies produce a travelling wave peaking near
the base ol the cochlea, whereas low frequencies produce a wave
stretching  further up to the apex. It is now known that single
neurons of the auditory nerve have very sharp bandpass frequency

filtering characteristics.

The mechanical response of the basilar membrane is very sharply
tuned . ( Sellick et al, 1982 ).

Transduction By Hair Cells

The process of signal transductuon in hair cells is becoming
more clearly understood as a result of the advances that have been
made in clectro physiological recordings from hair cells. (Holton
and udspeth, 1986 ). As the basilar membrane and organ of Corti
arc driven upwards and downwards by a sound stimulus, the
stercocilia of hair cells are moved away from and towards the
modiolus . This shear movement open the channels on stereocilia
for ions to enter or leave the cell. ( Corey and Hudspeth, 1979 ).
Neurotransmitter is released in the synapses at the base of inner hair
cells. and this gives rise to action potentials in the auditory nerve

fibres.

10



The great majority of the afferent auditory nerve fibers make their
synaptic contact with inner rather than outer hair cells . The role of
inner hair cells s to deteet the movement of the basilar membrane
and transmit it to the auditory nerve . The outer hair cells generate
the cochlear microphonics |

As the stimuius intensity is increased. the amplitude of basilar
membrane vibration grows . The activation of the inner hair cells
grows similarly and so also does the firing rate of auditory nerve
fibres . ( Pickles, 1986 ) .

Il



ACQUIRED HEARING LOSS IN LATE
CHILDHOOD

In hcaring loss essentially a causative agent or process leads
to damage ol the auditory pathway. This subsequently results in a
loss of function whithin the auditory system which creates problems
for the individual in real life situations.

Thus aetiology covers a wide range of conditions which may
affect any part of the auditory pathway. Generally concern is with
those parts affecting middle ear, cochlea or inner ear. These
actiological factors may be genetical or due to infection, toxins
Arauma, or may be due to systemic or metabolic causes. These
aetiological agents result in changes in one or more parts of the
auditory pathway, so constituting the pathology. Such changes as
obstruction to ear canal, damage or changes affecting tympanic
membrane or ossicles or damage to hair cells in the inner ear are
irreversible certain actiological factors may lead to pathology only
in one part of the auditory pathway, e.g. noise exposure causing hair
cell damage of the inner ear, while others such as measles or
physical trauma may affect several different parts of the auditory

pathway.

The impairment implies deranged function of one type or
another. This may constitute an elevation of the hearing threshold.
In other cases the impairment may constitute various distortions of
sound. Often these distortions go in parallel with elevated hearing
threshold.  Impairment is generally defined on the basis of
behavioral or clectrophysiological measures, the most commonly

used of which is the pure-tonc audiometry.
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Disability entails the auditory consequences of the
impairment for the patient. While there is a general relationship
between impairment  and disability, in that those individuals with a
severe impairment will tend o have a pronounced disabilitics and
those with « mild impairment have a minimal disability, there is
considerable interindividual variability. However in children, even
mild hearing loss can have a regative impact on child development
(Nothern and Downs, 1984). Disability is generally assessed by
asking the patient what problems are experienced because of
hearing loss. Such interviewing may be done verbally or using a
questionnaire. Handicap entails the general effects on the
individual’s life arising indircctly from the hearing loss. This may
take the form of changes in the patient’s psychology such as
depression or changes in patieat’s pattern of behavior such as
withdrawal from activities as seen in the following diagram :-

14



Aetiology——  Pathology —— Impairment —— Disability —— Handicap

e.g CSOM. e.g. Perforation of e.g HearingLoss.  e.g. Difficulty inhearing e.g. Withdrawal.
eardrum , ossicular speech.
destruction and / or
fixation.

WHO schema for disabelments.
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CAUSES OF ACQUIRED HEARING LOSS
INLATE CHILDHOOD

A good history, proper examination and full audiological
cvaluation will usually permit classification of the deafness,
whether conductive, sensorineural, mixed or non-organic . ( Adams
and Kerr, 1983 ).

The conditions acquired during childhood which cause
hearing loss are summarized as:

A) Conductive Deafness

Inflammation :
olitis externa
acutc suppurative otitis media
acute sceretory otitis media
chronic suppurative otitis media
chronic secretory otitis media
Trauma :
FForeign body :

Neoplasms: rare.
B) Sensorineural Deafness

Infections : complication of otitis media
viral labyrinthitis

Immunization

Autoimnune deafness

Meningitis

Ototoxic drugs



Trauma
Mctabolic diseascs.

Neoplastic diseasces .
C) Mixed Deafness

Congenital abnormalitics:  Osteopetrosis
histiocytosis X
mucopolysaccharidosis

Acquired infections:  This is the commonest cause of mixed

dealness in childhood.
D) Non-organic Deafness ( Psychogenic Deafness )

There are three types of this condition .

Functional ( hysterical ) deafness: This is apparent deafness in the
absence of a pathological process affecting the auditory pathway .
The dealness is a product of the subconscious . It is estimated that
functional deafness is responsible for about 5% of alf audiolagical
clinic attendances . It would appear to be very uncommon under the
age ol 5 years.

It may be a reaction to stress, especially if the child is not
doing well at school and the parents’ expectations are unrealistically
high . In some cases it is a means of identifying with another
member ol the family who has a hcaring problem. The deafness
may be moderate to severe with evidence of other psychological
disturbances such as mutism, tremors, aggressive or withdrawal
behaviour . The child’s voice is usually unaltered with no
deterioration in the quality of speech . These children often give
different serial audiograms with better speech discrimination scores

17



than would be expected from the pure-tone readings . Clinically the
child’s hearing is usually much better than the audiogram would
suggest .

Malingering : In this type there is intention on the part of the
child to dcceive. This is rare in children as most are not
sophisticated enough to maintain the pretense for long and there is
rarcly the motivation for financial gain as sometimes seen in adults .

Organic Deafness With Psychogenic Overlay

Children with true car discase occasionally appear to be
much deafer than can be explained by the pathology .

In all three types of non- organic deafness, objective tests,
including evoked response audiometry, will reveal the true hearing
thresholds. These children present difficult management problems .
[C is mmportant to stress to  parents the need to avoid accusing the
child of feigning a hearing loss . Attempts should be made to look
for areas of conflict at home or school. This will often mean referral
to a child psychologist or psychiatrist . These children must not be
issucd with hearing aids lor fear of reinforcing their deafness . (
Adams, 1987) .

Otitis media, whether suppurative or secretory is the most
common cause ol deafness in childhood ( Tieri, et al, 1984 ) .

18



Otitis Media With Effusion

Otitis media with effusion is one of the commonest chronic
otological conditions of childhood, Lquivalent terms are chronic
seeretory O.M . Chronic otitis media with effusion ( OME )
indicates  a middle car effusion without pain, redness or bulging of
the tympanic membrane (Gates, 1993 ) . It results from alteration of
mucociliary system within the middle ear cleft where serous or
mucoid fluid accumulates in association with negative pressure
almost invariably caused by eustachian tube malfunction . Although
there are no signs of inflammation, bacteria can be cultured from
cffusion in 50 % of cases. Chronic otitis media with cffusion
especiatly prevalent in children with cleft palate ( Paradise et al,
1969 ) . It frequently occurs in association with chronic upper
respiratory tract infections and conditions affecting the nose and

sinusces.

There appear to be two broad categories of OME (1)
persistent middle car effusion and (2) secretory otitis media.
However it is generally not possible to distinguish them on clinical
pround . A great many cases of OME, especially in older children
have a silent onset without a clinically evident antecedent AOM;
however others, especially in younger, OME is often unresolved
stage of AOM . (Gates, 1993). Factors that may be involved include
ciliary dysfunction. mucosal edema and hyperplasia, viscosity of
secretion, possibly a middle car / nasopharyngeal pressure gradient,
and bacterial exotoxin causing a reversible paralysis of middle ear
cilia ( Bakaletz, 1989 ) . The condition occurs in childhood as overt
or covert hearing loss presenting as an educational or behavioural
problem . In younger children it may present as speech and
language delay . The classic findings of OME are retracted

19



hypomobile or immobile tympanic membrane, and a dark, fluid-
lilled tympanum that obscures visualization of the long process of
the incus ( Gates, 1989 ),

Chronic Suppurative Otitis Media

Chronic  suppurative otitis media is typically a persistent
discase, insidious in onsct, ofien capable of causing severe
destruction and irreversible sequele, and clinically manifests with
dealness and discharge ( Shenoi, 1987 ).

The incidence of chronic suppurative otitis media appears to
depend on race and sociocconomic factors which is the reason for
the widespread prevalence of chronic suppurative otitis media in the
third world .

Chronic suppurative otitis media is traditionally classified
into (two  main groups-tubotympanic  and atticoantral discase
Tubotympanic discase was considered “ safe “ from complications
while the atticantral type was considered to be a dangerous” form of
the discase in view of the risk of intracranial suppuration .

However, Browning, 1984 reported that persistent active
infection whether associated with cholesteatoma . or persistent
mucosal  discase in the middle car or in modificd radical
mastoidectomy  cavity predisposes  the patient (o intracranial
infection .

The ciassical symptoms in uncomplicated disease are of a
long-standing history of unilateral or bilateral, painless otorrhea
associated with deafness . In the tubotympanic-type of the disease,

20



the discharge is intermittent and mainly mucoid or mucopuruleat
and is often precipitated by an upper respiratory tract infection, or
may follow entry of water through a perforation after swimming,
typically the discharge is non-odorous . In contrast, in the
atticoantral-type  the discharge is frequently scanty, but may be
profusce in the presence of active mixed infection and, in addition to
being malodorous. the car is seldom dry . ( Shenoi, 1987 ).

The presence of bloody discharge, facial palsy or a history of
bloody discharge, facial palsy or a history of pain, vertigo, or severe
headache are evidence of complications . Clinically tubotympanic
discase present as : active disease; when the patient reports to the
clinician with a discharging ear and / or deafness . The inactive
discase: if bilateral the only presenting feature is deafness, while in
unilateral discase the patient may not seek medical advice .

Clinical examination forms the main basis of assessing the activity,
type and extent of the  discase in chronic suppurative otitis media
and includes naked eye inspection of the ear, otoscopy and
examination of the car under the microscope. It is imperative to
assess the  state of the upper respiratory tract by examination of the
nose, pharynx and postnasal space. Inspection of the affected ear
with a head mirror helps to cvaluate the type of discharge in respect

to its colour, consistency and odour.

Otoscopic  examination is particularly useful in the
evaluation of tubotympanic disease in its quiescent phase when the
site and size of the perforation, the state of the remainder of the
tympanic membrane, and the nature of the middle ear m}lcosa are

V(g

noted. In atticoantral disease, otoscopic examination may reval the
presence ol a crust, polyp or granulations obscuring cholesteatoma
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in the attic. A posterior retraction pocket may be associated with
keratin debris and a nccrosed lenticular process of the incus with
granulations over the deep meatal margin. Microscopical evaluation
of the car with active chronic suppurative otitis media is essential to
formulate a policy of management. The bacteriological assessment
in active chronic suppurative otitis media should include a culture
and sensitivity test from an ear swab for both Gram-positive and

Gram-negative acrobes and a separate swab for anacrobic culture.

The audiological assessment in chronic suppurative otitis
media must commence by assessing the hearing with a tunning fork
(512 or 1024 frequency) and a l%zf[‘zfny noise box. An accurate pure
tone audiogran with appropriatec masking for air and bone
conduction is carricd out. A speech audiogram with masking is also
advisable. (Shenoi, 1987).

Meningitis

Meningitis is a common cause of deafness in early childhood
and stll onc ol the serious infectious discases in clinical practice.
Rahko ctal ,1984, considered that dealness was duc to labyrinthitis
following  spread of infection through the cochlear aqueduct,
internal acoustic meatus or endolymphatic duct. It would appear, in
some cases, that either the onset or detection of deafness may be
delayed for up to 6 months afler the illness. About 10% of children
with meningitis will develop some degree of hearing loss. In some
children the initial hearing loss in bacterial meningitis will recover
within 6 months (Munos et al., 1983). Haemophilus influenza is
responsible for about 45% of cases of bacterial meningitis,
especially in children aged 2 months to 4 years. Neisseria
meningitides causes 15-25% of bacterial meningitis. It is probably
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most dangerous with respect to hearing loss, causing about 50% of
all dcalness from meningitis (Rahko et al., 1984). Streptococcus
pncumonia is estimated to cause 20-25% of cases of meningitis. It
1s olten accompanied by acute otitis media ( Schuknecht, 1974).
Aust, 1994, reported that 76.4% of children suffering from
meningitis - developed  sensorineural hearing  loss which varied
between mild hearing loss and total deafness.

Viral Affection Of The Inner Ear

Various different viral agents have been identified as
pathogenic in the ear. These include mumps, measles, herpes

simplex, herpes varicella-zoster and influenza viruses.

Davis, 1982, provided the first experimental evidence for
viracmic  spread to the ear and it scems likely that this is the
common route by which the viruses reach the auditory system.
Labyrinthitis may also be caused by extension of infection from the

meninges.

Mumps: The deafness of mumps is usually of sudden onset,
occurring within the first week of infection. In some cases the
dealness may lollow sub-clinical infection. ‘The loss may affect the
higher frequencies only, but more commonly is profound. It is
usually unilateral, but may on occasions affect both ears (Veltri et
al.. 1981).

Measles: Schuknecht, 1974, reported the incidence of deafness
with measles as a suspected cause of hearing loss to be about 4 -
10% of population of deaf children.

The hearing loss tends to be bilateral and moderate to severe.
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Reye’s Syndrome: ‘This is acute, and sometimes fatal illness
usually starts during recovery from a viral illness especially

inllucnza and varicella.

It has been linked to the use of aspirin in children. Clinically
the child’s condition deteriorates with vomiting, lethargy or
rritability. In severe cases cerebral edema will progress to coma
and dcath. The inner hair cells of the organ of corti were damaged
more  severely than the outer cells with various degrees of
degeneration ol non-sensory cpithelial cells lining the cochlear
duct. Similar Iesions were found in the vestibular end organs (Rarey
ctal., 1983).

Immunization

Tetanus  immunization and antitoxin are known to cause
peripheral neuropathies in some patients. Mair and Elverland, 1977,
reported occurrence of  dealness after tetanus immunization; while
Adams, 1987, reported occurrence of bilateral sensorincural severe
hearing loss after triple vaccination.

Autoimmune Sensorineural Hearing Loss

Immunological destruction of the auditory and vestibular
systems is a recognized feature of many discases (Naclerio, 1985).
Damage may occur in several ways. Immune complexes lodge in
the micro  circulation of the car causing obstruction and hypoxia in
the distal tissues. Complement fixation may cause a vasculitis with

subsequent inflammatory response. It is also possible that there is
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an inappropriate direct immune reaction against cells derived from
the neural crest.

Ototoxic Drugs

The potential ototoxicity of many drugs is well recognized,
the two most important groups being the loop diuretics and the

aminoglycoside antibiotics.

There arc lew reports of deafiness due to the administration
ol aminoglycosides and loop diurctics either during pregnancy or
childhood (Crifo ct al, 1980). .

Bernard, 1981, demonstrated alterations in the brain stem
evoked potentials of preterm babies due to conventional doses of

amino glycosides.
Management Of The Hearing Impaired Child

The cffects of auditory deprivation and poor communication
ability on the child’s social, psychological and educational
development are well recognized  (Boothroyd, 1982); and the
benelits of carly detection and initiation of management of deafness
have been known for many years (Ewing, 1975).

The importance of mild degrees of deafness, either
conductive or sensorincural is not yet fully understood. Some
authors have suggested that children with recurrent or chronic
middle car problems show evidence of delayed language
development and educational — achievement (Hamiolton, 1972).
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Others have advocated caution in attributing language disorders and

learning disabilitics to middle car problems (Leviton, 1980).

Deafness in children is discovered in one of the following
ways: the child fails a screening test of hearing; the child is known
to be atrisk of having a hearing loss: parental suspicion or the child
fails to develop speech and language in the normal way.

Screening tests of hearing are performed in an attempt to
identify those children in need of further investigations.

A Family history of deafness, exposure of the fetus to a
known pathogen, or a diflicult birth increases the possibility of a
child having a hearing loss (Parving, 1984).

[l parents suspect their child to be deaf they are rarely
wrong. Parving, 1984, found that in more than one half of the
hearing impaired children in his study group, the parents were the
lirst to suspect hearing loss.

Some of children who fail to develop speech have a hearing
loss, although others have specific language disorders, emotional
problems or mental retardation. There may be a complex
combination of these disorders. There is also no doubt that some of
these  children  have been missed by the carlier screening test.
Children who fail screening tests or otherwise suspected of having a
hearing loss should be referred to an otolarygologist or audiological
physician for further assessment. The aims of this should be as

follows:

- to determine if a hearing loss is present. Many children
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referred are found to have normal hearing.
- to determine the severity of hearing loss

- to decide on the type of deafness, whether conductive or

sensorineural

- o dectermine, if possible, the age of onset of deafness.
Prelingual  deafness has more serious implications for the

child
- to look for other relevant handicaps.

The greatest number of children with hearing impairment
tested in out patient clinics have conductive deafness, usually
caused by otitis media with cffusion. Children with sensorineural
hcaring impairment present much greater management problems.
Modern  techniques  including  evoked  response  audiometry,
tympanometry and radiology, make possible a reliable identification

ol sites of lesions and hearing threshold (Parving, 1985).

Testing And Screening Of Hearing In Late
Childhood

When testing the hearing of young children different
methods may be used (rom those employed for adults, but the
information that is being sought is similar (Flexner and Gans,
1985). The aim is to identify as accurately as possible the threshold
of hearing at a range of frequencies in both ears and to identify the
nature and cause of any hearing impairment that may be present. As
the main effect of hearing loss in young children is on their verbal
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communication skills, the tests of threshold are supplemented as
carly as possible by tests of speech discrimination (Haggard et al,
1984). Screening  tests. whatever their nature, are designed to
identily two groups of children, those with normal hearing and
thosc who [fail the screen and need definitive testing as above.
(I'isch, 1981).

Il a hcaring loss is identified by testing , the child will then
need further investigations and following this may undergo
corrective  surgery  or may cnter a  rehabilitative programme.
(Bluestone et al, 1983).

The behavioural response 1o sound  matures with the child’s
development in the same way as other skills, (Durieux-smith and
Jacobson, 1985). Before a tester can start to assess the hearing of
children, it is essential to have a good working knowledge of how
these responses develop in a normal child. It is also necessary to
understand the normal development of the child in other fields, as
the hearing responses and communication skills have to be related

to the child’s overall level of maturation. (I'lexner and Gans, 1985).

As the child gets older, he/she becomes increasingly able to
mhibit the carlier. rcady response to sound. Such a child will
usually turn to a particular stimulus on the first presentation only,
and will subscquently appear to ignore the sound. There is a
developing ability to recognize background sounds without visual
confirmation so that many sounds do not seem to be recognized at a
conscious level. At the same time there develops an ability
consciously to avoid turning to sounds when anticipated, for
example during testing. (Ewing, 1975).
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When testing children, it is very important to use the
appropriate mcthods for the child’s overall developmental stage and
this  must be roughly assessed prior to starting the test. (Cramer and
Firber, 1974).

Clinical Testing In Children

The  diagnostic test used depends on the child’s
chronological and developmental age.

Startle reaction to speech (56 dB) Any age from birth.

Stilling to sound 6-16 weeks
Distraction tests 4-30 months
Visual reinforcement audiometry 6-30 months
Conditioning audiometry From 2 years
Pure tone audiometry (air and bone) From 30 months
Audiometry with masking From 5 years
Speech tests I'rom 21 months

Pure Tone Audiometry

The extent of hearing impairment is usually measured
primarily in terms of loss of sensitivilty. Pure-tone audiometry
involves estimating the threshold of hearing for certain standardized
stimuli, usually via  the air-conduction (a-c) and bone cone
conduction (b-¢) routes. The standards are specific to particular
audiometric  test [requencics. IFor air-conduction, frequencies of
0.125. 0.25, 0.5, 1,1.5,2,3,4, 6 and 8 kHz are included; for bone
conduction at Icast the following are included: 0.25, 0.5, 1, 2, 3, and
4 K11z, although there is some variation between national standards.
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The audiometer itself must conform to appropriate standards
(I.utman, 1983).

During an assessment of hearing, it is essential to know not
only the frequency of sound to which the child responds, but also
the intensity of  the quictest sound responded to at each frequency.
The child must aceept the headphones to proceed to an audiogram.
(Iisch, 1981).

Speech Tests

['rom a functional point of view the most important measures
of a child’s hearing is the ability to hear and discriminate speech. In
older child, speech detection and discrimination tests can be carried
out in a similar way to tests on adults. This is by presentation of
phonctically  balanced words Through headphones with the
instruction to the child to repeat the word / sound that they hear,
with scoring for correetly heard phonemes. (Haggard ct al, 1984).

Objective Tests Of Hearing

. Impedance Audiometry
The are three measurements used in impedance audiometry,

the middle-car compliance, the tympanogram and acoustic reflex .

Many young children do have middle ear abnormalities, the
most common being the (emporary presence of fluid . Impedance
audiometry gives particularly useful information on middle ear
function, which can aid diagnosis and also monitor progress in
young children with conductive hearing losses. (Bennett and
Mewat, 1981). Acoustic reflex measurements are used in more
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detailed asscssment of a sensorineural hearing loss, to distinguish a
cochlear from a ncural lesion . In an car with a cochlear disorder
Jerger and Tlayes. 1984, demonstrated the decline in the acoustic
reflex: sensation level in proportion to the degree of hearing loss . A
combination of acoustic reflex threshold measurement and reflex
decay was felt o be reasonably sensitive in eighth nerve lesions (
Olsen ct al, 1975) .

Evoked Response Audiometry

The usual aim of such tests in children is to gain an
indication  of hearing threshold in those who are too young or
handicapped to be tested by subjective methods . Present techniques
iclude  clectrocochlcography  and auditory brain stem evoked
responses . (Sohmer and Kinarti, 1984).

School Screening

Iisch, 1981, has demonstrated that school screening was
very cffective and should be extended to all areas. A sweep test is
frequently  emiployed using a stimulus of 20 - 25 dB HI, at
[requencics 250 Tz - 4 kIHz, and this is supplemented in some cases
by spcech tests and tympanometry.

Bennett and Mowat, 1981, reported on the validity of

impedance measures in school screening.
[aggard et al, 1984, argued that the best combination of tests

for school screening would be otoadmittance measures to identify
pathological problems, and a speech test in noise on those who

31



failed the first screen to identify those with hearing disability. These

latter children would then be referred for further assessment.
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DEPRESSION IN CHILDHOOD

The idea that children can develop conditions that are the
sume as these depressive disorders of adults has been controversial
tRutter. 10861

Only in 1980s was depression clearly acknowledged as a
clinical phenomenon occurring in children and adolescents. The use
ol symptom-oriented personal interviews with children has now led
to widespread recognition that disorders resembling adult depression

can and do occur in childhood (Harrington, 1994) |
* Clinical Features

The syndrome of depression is defined by the combination of
depressed mood with certain associated Symptoms particularly a
negative style of thinking, loss ol enjoyment, and somatic symptoms

such as loss of energy and reduced sleep (Harrington, 1994).

Toolan, 1981. showed that the manifestations of depression
in children differ depending on their age and developmental stage,
as - younger children with age ranging from 5-8 years verbalize
feelings  of sadness more airectly whereas older children (8-12)
years old arc more likely to show increasingly poor self esteem, as
children pass through  adolescence, guilt themes become more
prominent and the depressive syndromes resemble those of adults;
this variation in the expression of disturbed mood in childhood
is probably due to three developmental issues; the substantial age

differences in the occurrence of most forms of affective phenomena
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(Rutter, 1986 ). Sccondly, children differ from adults in their ability
to experience some of cognitive features said to characterize adult
depression  such as guilt (Rutter, 1986). Thirdly, the valid
application of adult criteria to  children requires not only that they
arc capable of expericneing depression, but also that they can report
it accurately (Rutter, 1986). Several investigators suggest that it
might be better to identity age-appropriate symptoms of depression
that take irio account the child’s level of functioning in the various

cognitive and allective domains (Ilarrington, 1991).
* Diagnostic Criteria (DSM-1V & ICD10)

The diagnostic criteria in the fourth edition of Diagnostic and
Statistical Manual of Mental Disorders (DSM-1V) for major
depressive disorder, dysthymic disorder, and bipolar I disorder are
the same for children and adolescents as they are for adults with
some minor  modifications. (Kaplan ct al, 1994). The modifications
i the criteria for childhood and adolescence major depressive
disorder include irritable mood; and failure to gain expected weight.
In dysthymic disorder; also irritable mood can replace depressed
mood, and the duration criterion has been modified to one year
instead of two ycars in adults. The criteria for bipolar I disorder arc

the same for children and adolescents as for adults.
Generally, depression in children could be conceptualized as

having a basic similarity with adult-onset depression, but with some

age-specilic tcatures (Harrington, 1994).
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DSM-IV  differentiatcs between mood disorders in which
there may or may not have been cpisodes of mania (bipolar
disorders  and depressive disorders respectively). The two major

mood disorders are major depressive disorder and bipolar I disorder.

Two additional mood disorders which are more chronic in
course and with Icss severe symptoms are dysthymic disorder and
cvelothymic  disorder. (Kaplan ct al., 1994). DSM - 1V has codified
additional mood disorders related to depression namely: Minor
depressive  disorder;  recurrent  brief depressive disorder and
premenstrual  dysphoric  disorder, in which  there is functional

impairment although symptoms are less severe or less in duration.

ICD-10 (World Health Organization, 1992) makes an explicit
distinction  between unipolar and bipolar disorders, and also ICD-10
distinguish between milder forms of affective disorders and severe
alfective disorder which are mostly included under mood disorders
(Harrington, 1994).

* Epidemiology

The wuse of similar diagnostic criteria together with more
comparable methods of data collection has led to greater consistency
in cstimates of the prevalence of current rates in the range from 0.5-
2.5% in preadolescents  (Velez et al, 1989). However
cpidemiologicol studies of adolescents have generally reported
higher prevalence, with current rates of major depression ranging
from 2.0-8.0% (McGee et al., 1990),
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indicating that mood  disorders increases with increasing age.
(Kaplan ct al., 1994),

There are also strong age trends for depression-related
conditions  such as suicide which shows a huge rise over the

adolescent years (McClure, 1988).

On the other hand Carlson ,1979, reported a 16% occurrence
rate of severe depression in pediatric population and other study
conducted by Larls 1984, confirmed an increase in the rates of
depression from middle childhood through life to adulthood,

adolescent’s rate of depression remain constant being 8.6%.

Some studies showed that there is equal sex distribution of
depression in children (Velez et al,1989) other studies confirmed
male preponderance (Anderson et al., 1987). In contrast to a recent
study conducted by FLarson and Melin, 1992, which showed that
girls experienced  more depressive symptoms than boys in a sample

ol 471 schoolchildren aged 8-13 years.

This female preponderance is much more evident in adult
depression (McGee et al., 1990). Angold and Rutter, 1992,
suggested that the swilch begins at around the age of 10 years, with
rates of depression increasing steadily in both boys and girls, but

with the increase being more marked in girls.
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Etiology

Considerable evidence indicates that the mood disorders are
the same  fundamental discase or discase group regardless of age of
onscet. (Kaplan ct al.. 1994).

Genetic Influences:
A- Genetic predisposition

Interest in the genetics of depressive disorders arising in
childhood has been stimulated by data from different studies, the
most important was the cross-sectional and longitudinal studies of
children of depressed parents which have found that they have
ercater than expeeted rates ol depression  (Weissman, 1992),
however. this risk secems non specific as non depressive symptoms
are increased as well. Other studies reported high rates of affective
disorders among relatives of depressed children probands, the most
recent study was conducted by Harrington et al., 1993, who reported
that the lifetime prevalence of depression in first degree relatives of
depressed children proband was significantly higher than depression
in relatives of control children, and that the higher rates of
depression were found to be among the female relatives of both

control and depressed probands.

Goodyer et al., 1993, proposed that the increase in the life

time prevalence of depression in relatives of depressed children may
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be due to that these familics become life event-prone as a result of
parcntal psychopathology. Yet family studies cannot discriminate
clfectively between genetic and environmental mediation, the best

discriminator is the twin study.
B- Biological Mechanisms

Studics  of  prepubertal major  depressive disorder and
adolescent mood disorders have revealed biological abnormalities
(Kaplan ¢t al., 1994). Decakin and crow, 1986, proposed that

depression results from hypo activity ol monoamine reward systems.

Several studies of young people with depressive disorders
have reported  abnormalities  of the biological markers that are
thought to refleet the activity of these systems (Yaylayan et al.,
1992). The major implicated transmitters are monoamines,
indolcamines and catecholamines, with indications that deficits in
these agents would produce depression, whereas excesses would
produce mania. 1t should also be borne in mind that early-onset
depressive conditions are likely to be biologically heterogencous
(Goodyer ct al., 1991). Noradrenalin, acetylcholine, and serotonin in
certain levels have all been indicated as present in those suffering
from depression. These agents regulate neuroendocrine levels
controlling hormone  production and in some cases pituitary

functioning.



C- Psychosocial

Rescarch  on  the psychosocial correlates of childhood
depression is at an carly stage. (Harrington, 1994), some researches
showed the  impact ol parental depression on the child and its
influcnces on the child's environment (Rutter, 1990). Yet this path
may be bi-dircctional as child characteristics can clicit negative

parental rcactions, which in  turn increases the risk for

psychopathology in the child.

It was found that in depressed young people acute life events
often oceurred in the context of long standing problems, although
the relationship between stress and the type of emotional disorder
that oceurs in the child appears to be non-specific as in the presence
ol acute adversity children are equally likely to become anxious as

they are to become depressed (Goodyer et al., 1988).

Depressive symptoms have been found in association with
many types of adverse life cxperiences such as divorce (Aro and
Palosaari.  1992). disasters (Yule et al, 1990), bearevement
(Kranzler., 1990) and physical and scxual abusc (Goldston et al.,
1989).

D- Psychological

Many Psychological models have been devised to explain the
links by which external stresses lead to the internal mood state of
depression. At the root ol the psychodynamic formulation of
depression was Freud’s, 1957, idea of the actual or perceived loss of
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the love object. This loss was followed by sell-rejection and self

criticism, the anger toward the parent turned inward.

Recently  Kohut, 1971, redefined depression in  terms of self
psychology when self’ object needs for mirroring, twinship or
idcalization arc not forthcoming  from significant people; the
depressed  person feels a sense off incompleteness and despair as not
receiving the longed-for response. Scligman, 1975, introduced the
concept ol “Learned helplessness™ positing that when people can not
influence events in their lives that very experience or expectation

lcads to depression.

The reformulated learned helplessness theory now called the
hopelessness  theory  (Abramson ¢t al., 1989) and has many

similarities with the so-called cognitive theories of depression.

The occurrence of such cognition has been documented in
several  cross-sectional  studies of depressed children, whose
distorted — style  of processing  self-evaluative  information
distinguished them from children with other psychiatric disorders.
(Kendall, 1992).

A recent psychological construct s the competence theory,

which  provides evidence of  an association between perceived

incompetence and depressive symptoms (Adams and Adams, 1991).
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Assessment

Assessment  of depression in young people should starts with
a thorough cvaluation of depressive symptomatology. Efforts to
improve the  reliability and validity of the diagnosis have been
focused on two areas: the development of standardized assessment

instruments and biological tests .
I Clinical Interviews

Several standardized interviews have been devised for use
with children and many ol them will generate depressive diagnoscs
as a result structured psychiatric interviews are being used more as

a diagnostic tools in clinical settings (Harrington, 1994).

The most [requently identified instruments in the literature
are the Kiddie Schedule for Affective Disorders and Schizophrenia
(K-SADS) (Chambers, 1985) which include both parent and child

VCISIONS.

A more structured interview is the Diagnostic Interview
Schedule for Children-Revised (DISC-R) which is applicable to
children between 8 and 17 years of age, with both parent and child
version. Nevertheless, there are several unresolved difficulties, The
first one s the test-retest reliability as alfective symptoms are
particularly unstable in the younger age group. The second is the
low agreement between parent and child on depressive symptoms
(Barret et al., 1991).
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Unstructured — interview  remains  the  most commonly
employed though not necessarily the most efficient,Most of the
unstructured approaches employ  open-ended questioning to obtain

information.

Palmer, 1983, addressed three major issues needed to be
included in unstructured interview: (he child’s own view of his or
her complaints symptoms and stressors: the child’s  view of
environment and current level of functioning, and the child’s view

ol his or her developmental history.
I Chick Lists and Inventories:

Sell” report  questionnaires provide a convenient way of
screening for symptoms  that are not part of the presenting
complaint, and may be helpful in monitoring subjective feelings
(Harrington. 1994).

A number of factors need to be considered in selecting an
instrument to assess depression among the young, as some of these
scales may be used as discriminator between depressed and non
depressed children, or as a measure for change in the course of
treatment of” depression (Costello and Angold, 1988). In research
settings, questionnaires have been used both as primary source of
data and as a screening instrument to select subjects for further in-
depth interviews. (Harrington, 1994). The most currently used
appear to be the Children’s Depression Inventory (CDI; Kovacs
1981) which is designed to assess cognitive, behavioral and

affective signs of depression.
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111 Psychobiological Measures

No single laboratory test is useful in making a diagnosis of a
mood disorder (Kaplan et al.. 1994), Dexamethasone-suppression
test (DS, was initially thought to be of diagnostic usefulness,
however  several recent studies have shown that in both children
and adolescents the DST is a poor discriminator between depressed

and non depressed cases (Tyrer et al., 1991).

Indced,  onc  study of depressed adolescents found
abnormalitics of nocturnal growth hormone sccretion (Kutcher et al.,
1991).

A screening test for thyroid function can rule out the
possibility of an endocrinological contribution to a mood disorder.
(Kaplan ct al., 1994).

Comorbidity

DSM-1V and ICD-10 take different approaches to the overlap
between depression and other child psychiatric problems. In DSM-
IV there is no separate category for conditions characterized by two
problems. Rather, it is assumed that comorbidity between depression
and other psychiatric conditions represents the co-occurance of
separate disorders. By contrast, in the ICD-10 the expectation is that
mixed clinical picture is more likely to mean a single disorderwith

varicd manifestations. (Harrington, 1994).
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[t scems that most children who meet research criteria for
depressive disorder-are givena primary diagnosis of other disorders
this has been consistent finding from rescarch population, where an
association has been found with conditions  as diverse as conduct
disorder (Harring ton ct al., 1991), anxicty states (Bernstein and
Garfinkel, 1989) including school refusal. Anderson, et al, 1987,
reported e his study that anxicety disorders was the major comorbid
disorder:  followed by attention  deficit disorder and conduct
disorder. McGee et al. 1990, reported that adolescent  with
depressive disorders seem to be more likely to have an additional

psychiatric condition than depressed adults.

FFinally, it should be borne in mind that depressive disorders
may present not only with non depressive psychiatric symptoms but
also with somatic complaints. Conversely physical conditions or
endocrine disorders may  be associated with significant depression.
(Harrrington, 1994).
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ANXIETY DISORDERS IN CHILDHOOD

Anxicety is a universal  phenomenon and commonest single
cause of il health. The growing knowledge of the biology of
anxicty  moved the anxiety disorders through various classifications
on the basis ol valid and reliably rccognizable‘clinical criteria (
Kaplan et al, 1994 ).

Definitions

Anxicly is an enduring response to an internal cue without an
obvious external threatening cause precipitating reaction ( Carter,
1990 ). Barrios and O Dell, 1989, defined anxiety as a dysphoric
aversive feelings, similar to fear, that arises without an obvious
external threat . It may be cither transitory or present throughout the
lite of the individual, and it may be a primary physiological state or
a symptom of an underlying somatic discase or toxic condition. It
may occur alter trauma, but more frequently no precipitating event
can be identified . The main characteristic is a constant feeling of

tension that persists in absence of threat.

On the other hand, Okasha, 1987, defined anxiety as a state
of uncasy concern in response to external events or inner thoughts
and feelings or, in psychoanalytic theory, duce to conflict associated
with unconscious repressed impulses . It may be experienced as an

AiptErnnt emietling with slemisite ol sk and disad o 1 may e
expressed verbally, or in other behaviour, and in a characteristic

state of physiological arousal . The experience and expression of
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anxicty are normal when appropriate to and focused on particular
situations . When they arc free floating, pervasive and excessive,
they reflect an abnormal or pathological state .

Normal anxicty howcever is commonly experienced by virtually all

humans, with a vary constellation of symptoms .
Anxiety As State Or Trait

Researches of Catell and Scheier, 1961, has led to anxiety
being conceptualized both as a relatively enduring personality
characteristic that is manifested at varying degrees and independent
of circumstances ( trait anxicty ), and as a generally transitory state
that is associated with an identifiable stimulus or even with
variations in intensity related to  the traumatic impact of the
experience (state anxiety). Individuals manifesting trait anxiety do
not require provoking circumstances, and their anxiely is likely to
exert a constant influence upon their behavior . The origin of this
anxicty may be related to inherent temperamental factors (Wolfson
ct al. 1987). parental and family factors ( Goodyear, ct al, 1988), or
other prior life experiences, yet persists (o become an integrated
part of the individuals personality, resulting in a chronically higher
level ol anxiety. but not neeessarily a more intense anxiety than that
expertenced by others . In children however this distinction between
state and trait is complicated by the interplay of developmental
factors; it appears that the trait versus state anxiety distinction has
limited utility in understanding childhood anxiety ( Goodyear et al,
1988).



Distinction Between Normal And Pathological Anxiety

It is cspecially problematic to  establish the limits between
normal behavior and  pathology for anxiety, since many childhood
anxiclics are not only common, but they may also play an adaptive

role in human development .

The mere fact that anxiety falls on a continuum of severity
docs not preclude the presence of qualitatively distinct disorders at
the extremes ( Klein, 1994) .

Anxicty may become symploinalic at any age when it
prevents or limits developmentally appropriate adaptive behaviour .
What are the standards for diagnostic decisions? A useful rule of
thumb is the child’s ability to recover from anxiety, and to remain
anxicty-free  when the provoking situation is absent ( Klein, 1994) .
Klein. 1994, defined three clinical features  impringe on the
definition of pathological anxicty . Two of these, distress and dys-
function, vary in importance as a function of developmental stage .
The third, symptomatic inflexibility, is diagnostically important
regardless of age . Although two major epidemiological studies
have reported that the rates of all psychiatric disorders in children
are markedly reduced by requiring functional impairment (Bird et
al. 1990, Weissman ct al., 1990)

Diagnosis Of Anxiety Disorders
Anxicly as a symptom can be associated with many
psychiatric  disorders, in addition to the anxiety disorders

themselves (Kaplan et al., 1994) .
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The €210 and DSM-IV have very similar approaches to

the classification of anxicty disorders, but differ in several ways .
DSM-1V ANXIETY DISORDERS

DSM-1V Tists the following anxicty disorders

L. Panic disorder with and without agoraphobia

2. Agoraphobia without a history of panic disorder

3. Specific and social phobias

4. Obsessive-compulsive disorder

5. Post traumatic stress disorder

6. Acute stress disorder

7. Generalized anxiety disorder

8. Anxicty disorder due to general medical condition

9. Substance induced anxiety disorder

10. Anxicty disorder not other wise specified, including mixed
anxiety-depressive disorder (- American psychiatric association,
1994).

Separaticii anxiely disorder is the only anxiety disorder
currently contained in the child and adolescent section of DSM-IV.
In contrast the child and adolescent section of revised 3rd edition of
DSM  (DSM-IHI-R) included overanxious disorder and avoidant
disorder of  childhood or adolescence in addition to scparation

anxicty disorder .

In DSM-III-R, overanxious disorder was marked by

excessive anxiety unrelated 1o separation issues . Children with
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symptoms consistent with overanxious disorder are currently
covered by the DSM-IV adult category of generalized anxiety
disorder . In the DSM-II-R category of avoidant disorder of
childhood or adolescence. a child exhibited warm and satisfying
relationships  with family members but avoides contact with
unfamiliar people, children with symptoms of avoidant disorder
meet the DSM-1V diagnostic criteria for social phobia which is also
used for adults . Children may also present with anxiety disorders
described by DSM-IV, including specific phobia panic disorder,
obsessive compulsive disorder and post traumatic stress disorder (
Kaplan ct al., 1994).

Separation Anxiety Disorder

Developmentally — inappropriatc  and  excessive —anxiety
emerges concerning scparation from the major attachment figure
(Kaplan et al., 1994).

As cognitive development proceeds during the first year of
life and the infant acquires object constancy, fear of strangers and
distress upon caretakers departure emerge, and separation anxiety
appears ( Lewis and Brooks, 1974). In most of anxiety disorders,
there is congruence between the developmental timing of normal
and abnormal forms of these affective states, exceptionally, the
onset of maladaptive separation anxiety does not {it this pattern the
peak age in community and clinical samples is reported in late
childhood rather than infancy ( Last et al., 1992) this goes well with
the DSM-1V criteria for diagnosis, yet it does not fit the ICD-10

classification which requires onset before age of six (Klein, 1994).
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Clinical picture: according to DSM-1V the patient exhibit
peripheral manifestations of anxicty, plus concerns about death.

dying and the integrity of the family or the major attachment ligure,

DSM-1V

Diagnostic Criteria for separation Anxiety Disorder

A.  Deveiopinentally inappropriate and excessive anxiety
concerning separation from home or from those to whom
the individual is attached, as evidenced by three (or more)

of the following:

—

. Recurrent excessive distress when separation from home or

major attachment figures occurs or is anticipated.

2. Persistent and excessive worry about losing, or about
possible harm befalling, major attachment figures .

3. Persistent and excessive worry that an untoward event will
lead to separation from a major attachment figure .

4. Persistent reluctance or refusal to go to school or elsewhere
because of fear of separation .

5. Persistently and excessively fearful or reluctant to be alone
or without major attachment figures at home or without
significant adults in other settings.

6. Persistent reluctance or refusal to go to sleep without being
near a major attachment figure or to sleep away from
home.

7. Repeated nightmares involving the theme of separation.

Repeated complaints of physical symptoms ( such as

headaches , stomachaches , nausea , or vomiting) when

separation of major attachment occurs or is anticipated.
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3. The duration of the disturbance is at least 4 weeks.
C.. The onset is before age 18 years.

D. The disturbance causes clinically significant distress or
impairment in social, academic(occupational), or other

arcas of functioning.

E. The disturbance does not occur exclusively during the
course  of a pervasive developmental disorder,
schizophrenia, or other psychotic disorder and in adults
and adolescents, is not better accounted for by panic
disorder with agoraphobia specify if:

Early onset : It onset occurs before age 6 years.

Typically the child will refuse to visit friends or go to school,
this latter situation pertaining to school has been referred to as
school refusal, which represent school phobia, however often it is a
part of the larger picture of separation anxiety. DSM-III-R retain
the term school phobia for those cases in which anxiety and fear
reactions occur on account of school perse, and when school refusal
is duc to fear of being scparated; separation anxiety is the more
appropriate  term. School refusal prevalence is 1-2% of school aged
children. and appears (o peak during periods of major traumas and
transitions as first beginning  school. Generally separation anxiety
disorder is the most common anxiety disorder in childhood
(Cantwell and Baker, 1988) and it is more common in young
children than in adolescents, and has been reported to occur equally

in boys and girls with onset most commonly seen in 7-8 year olds
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(Kaplan ¢t al., 1994). Cantwell and Baker, 1988, estimated
prevalence of separation anxicty disorder to be 3-4% in all school

age children.

Generalized  anxiety disorder: The DSM-IV  has
climinated overanxious disorder, which was the childhood variant
ol generalized anxicty disorder . lustead. children may reccive a
diagnosis of gencralized anxicty disorder as in the case in ICD-10
(Klein, 1994) . Wervy, 1991, was the first to show overanxious
disorders " poor validity, and scrutiny of the diagnostic criteria (or
overanxious disorder reveals its ambiguities. Overanxious disorder
in DSM-I-R characterized by chronic and  excessive worry and

fearful behavior.

Typically, the child is worried about future events, if he or
she  will do well enough on whatever task with an element of
perfectionistic  tendencics, obsessional  self doubt and approval

seeking from others .

Now overanxious disorder in DSM-IV has combined with
generalized anxiety  disorder, focuses on over concerns, not
reflected in other anxiety disorders, such as worries about untoward

events.

Generalized anxicty disorder is  defined in DSM-IV as
excessive and  pervasive worry, accompanied by a variety of
somatic symptoms, that causes significant impairment in social or
occupational or marked distress in the patient . The primary

symptoms of gencralized anxiety disorder is similar to that of DSM-
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[11-R overanxious disorder which include: motor tension, autonomic
hyperactivity and  cognitive vigilance (Kaplan et al., 1994);
behaviorally — the child may exhibit such nervous habits as nail

bitting or thumb sucking.

DSM-1V
Diagnostie Criteria for Generalized Anxiety Disorder

A. Excessive anxiety and worry (apprehensive expectation)
occuring more days than not for at least 6 months, about
a number of events or activities (such as work or school

performance).
B. The person finds it difficult to control the worry.

C. The anxicty and worry is associated with three (or more)
of the following six symptoms (with at least some
symptoms present for more days than not for the past six
months).

Note: only one item is required in children.

1. restlessness or feeling keyed up or on edge.

2. being easily fatigued.

3. difficulty concentrating or mind going blank.

4. Irritability.

5. muscle tension.

6.sleep disturbance (difficulty falling or staying asleep, or

restless unsatisfying sleep ).

D. The focus of the anxiety and worry is not confined to
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E.

.

features of an Axis | disorder, e.g. the anxiety or worry is
not about having a panic attack (as in panic disorder),
being embarrassed in public (as in social phobia), being
contaminated (as in obsessive-compulsive disorder), being
away from home or close relative (as in separation anxiety
disorder), gaining weight as in anorexia nervosa), having
multiple physical complains (as in somatization disorder),
or having a serious illness (as in hypochondriasis), and the
anxiety and worry do not occur exclusively during post

traumatic stress disorder.

The anxiety, worry, or physical symptoms cause clinically
significant distress or impairment in social, occupational,

or other important areas of functioning .

The disturbance is not due to the direct physiological
effects of asubstance (c.g. a drug of abuse, a medication)
or a general medical condition (e.g. Hyperthyroidism),
and does not occur exclusively during a mood disorder,
psychotic  disorder, or a pervasive developmental
disorder.

(American Psychaitric Association, 1994)

Obsessive-Compulsive Disorder

or

Obscession is a recurrent and intrusive thought, feeling, idea,

sensation;  while  compulsion is a conscious standardized

recurrent thought or behavior (Kaplan et al., 1994) .



Obsessive-compulsive  disorder 1s classified as a separate
disorder  under the heading  of Neurotic stress-related and

somatoform disorders in 1CD-10 .

The rationale for its inclusion as an anxiety disorder in the
DSM-HIT (American Psychiatric association, 1980) relates to the
organizational  principles  of the DSM-III; the anxiety disorders

provided the least in congruous locus for it (Klein, 1994).

Whereas DSM-II-R  defined obsessions as thoughts and
compulsions as actions, DSM-1V introduces the clinical observation
that thoughts (that is, mental acts) can be cither obsessions or
compulsions, depending on  whether they increase anxiety

(obsessions), or reduce anxiety (compulsions).

Until recently, obsessive compulsive disorder was unfamiliar
to most child psychiatrists. however Karno and Golfing, 1990,
reported  that 50% of obsessive compulsive patients developed
symptoms in childhood or adolescence, with age onset as early as
two vyears (Rapoport et al.,, 1994). Clinically obsessions dealt
primarily with contamination, danger to self or others, symmetry or

moral issues.
A combination ol rituals and obsessions was most common,

and purce obsessives were rare compared with more frequent pure

ritualizers .(Rapport et al., 1994) .
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Panic Disorder

Yanic disorder is characterized by spontaneous, unexpected
occurrence  of panic attacks (Kaplan et al., 1994) . Panic attacks are
relatively short-lived, usually less than one hour, periods of intense
anxiety or fear which are accompanied by somatic symptoms such
as palpitation and tachypnea (Kaplan ct al., 1994) . DSM-1V does
make  panic  disorder the predominant disorder in a dyad as i
contains diagnoses for panic disorder with or without agoraphobia
yet panic disorder with agoraphobia is unknown before age 18
(Kaplan et al., 1994) . Much interest currently exists regarding the
prevalence  of these phenomena  in children and adolescents |
Ollendick ¢t al., 1994, reported that panic attacks are common
among adolescents, while both panic attacks and panic disorders
appear to be present, but less frequent, in children . The peak age of
onsct was reported to be between 15 and 19 years, with 18% of
adults indicating onset before 10 years of age, with clinical

presentation similar to that found in adults (Moreau and Weissman,

1992) . Obviously whether panic disorder occurs at all in
preadolescents, it is still an unresolved issue, but it seems clear that
i it does, itis very rare (Klein, 1994). The most common previous
psychiatric - disturbance was separation anxiety disorder, which
suggests that separation anxiety disorder may be a precursor to
panic disorder, or perhaps an carly form of it in some children
(Ollendick ct al., 1994) .



Epidemiology

Unexpecetedly, epidemiological studies have observed high
rates of anxicty disorders in children and adolescents as well as in
adults (Christi et al., 1988) . Interest in childhood anxiety has been
heightened by reports that carly onset characterizes adult anxiety
disorders (Christi et al., 1988) .

A study by Benjamin, et al, 1990, conducted psychiatric
interviews with 789 child and their parents, with ages ranging from
7-11 vears, using  Diagnostic Interview Schedule for Children
(DISC).  showed a | ycar-prevalence of anxicty disorders 6.6%
bascd on parent interview and 10.5% based on child interview,

bascd onDSM-1II diagnostic criteria.

Separation Anxiety Disorder reported to be the most
common of the anxicty disorders occurring in childhood;according
to Anderson et al., 1987, the one year prevalence in prepubertal
children has been 3.5 to 4.1 percent, with girls to boys ratio 3:1 .
However, Kaplan et al., 1994, reported equal distribution among

both sexes, and age distribution between 7-8 years.

The overanxious disorder among prepubertal children has
been  estimated by Anderson ct al., 1987, and found it to be ranging
(rom 2.9 to 4.1 pereent, in the same previous study conducted in
Newzealand, he also reported that most anxiety disorders had an
over-representation  of females, except for overanxious disorder
which showed male predominance 1.7:1 this prevalence figure was

exaggerated by Kleinknecht, 1991, who reported a prevalence ratio
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2-9% of overanxious disorder in preadolescent children also McGee
ct al. 1990, in another study  in Newzealand among 15 years old
children. showed that the overanxious disorder was the most
common anxicty disorder with a prevalence rate 5.9%. Kashani and
Ovraschel, 1990, of university of Missouri examined a randomly
selected  group of 210 children aged 8-17 years and administered to
them Anxicty-Disorders Interview, they found that 21% of their
sample had one or more anxiety disorder. Of those with an anxiety
disorder 36% had more than one diagnosis, with the most frequent

diagnosis being separation anxicty and overanxious disorder .

Bishry ct al., 1990, studied the emotional and behavioral
disorders in Egyptian urban primary school children, the prevalence
rate was 4.6%, and the overanxious disorder was the only prevailing

frank anxicty disorder in the study sample (3.9%).
COMORBIDITY

Clinical studies have reported high rates of comorbidity in
children with anxiety disorders. Two types of comorbidity are
reported, cach with its diagnostic implications; the co-occurrence of
multiple anxiety disorders and the co-occurrence of anxiety

disorders with other conditions.
A. Comorbidity Among Anxicty Disorders

Clinical studies have reported high comorbidity across
anxiety disorders (50% or more; Last et al.,, 1987, 1992) . The

DSM-1II-R  overanxious disorder seems (o be the one most
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frequently  associated  with  multiple  anxiety  diagnoses.
Epidemiological studies, however, are unbiased by clinical factors
and arc mmportant informative sources of comorbidity . An
important study conducted in United  States by Benjamin and co-
workers. 1990, examined 1-year prevalence of anxiety disorders in
community cascs between 7 and 11 years of age, found that 50% of
those with overanxious disorder also had separation anxiety
disorder: of those with a separation anxiety disorder, 27% had an
overanxious disorder and 33% had simple phobias . From the
cpidemiological  evidence multiple anxiety disorders appear
frequent, and  comorbidity rates appear to exceed chance

expectations .

B. Comorbidity Of Anxiety Disorders With Other
Disorders

Clinical, epidemiological and family studies have generated
informative data. Several clinical studies of children with anxiety
disorders have noted a frequent co-occurrence of major depressive
disorder (from 30-80%; Last et al., 1987.,1992). The observation
that when anxiety and depression co-occur, onset of the anxiety
syndrome typically precedes that of the affective disorder (Klein,
1990). Although clinical reports are inconsistent with regard to
comorbidity to other disorders, such as conduct disorder or attention
deficit disorder; clinical studies of children identificd because of
ADDIT have noted a high prevalence of anxiety disorders . (Klein,
1994).
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ASSESSMENT OF ANXIETY DISORDERS

Despite the presence of multiple anxicty disorders, anxiety is
a unitary emotion  with - similar - psychological mechanisms
underlying normal and  pathological states, in all anxicty disorders
anxicty varies in severily but not in its fundamental nature.
Assessment ol anxiety is a complex problem an anxiety follows as
identifiable evolution  that parallels other aspects of growth (Klein,
1994). Rutter, 1986, viewed developmental patterns as critical to
the definition of psychopathology in children. On the other hand,
current reports of comorbidity among the anxiety disorders also
support the notion of the complexity of children’s fears and

anxieties (Last et al., 1987) .

Anxicety is expressed through three modalities: behaviour,

subjective experience and physiological response.

Direct observation of anxious behaviour can be made in a
laboratory when the controlling  stimulus is available for
presentation, but this procedure has faded due to ethical
consideration  (Bandura et al., 1967); instead, behaviour can be
cvaluated in the ficld by direct observers e.g. parents or participants
for day time activities and bed time behaviour, and teacher for
observation of behaviour pattern in response to different scholastic
tasks c.g. examination, peer relationship, and speaking in front of
the class . those observers , whether parents , teachers or
participants , require training to ensure collection of good data.

The current methodology for the assessment of childhood

anxicety disorders includes rating scales and direct interviews.
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I Rating anxiety scales.

These scales are all designed to quantify level, or type of
anxicty . they are cither self rating anxiety scales . or parent and

teacher-rated anxicty scales.
(a) Self-rating anxiety scales:

These are paper and pencil measures derived from adult

scales . designed to obtain self-perception of anxiety in children.

Children manifest anxiety scale | a modified version of the
manifest anxicety scale , Castaneda et al., 1956 ] it can be applied
to 6-19 ycars old , self administered , or can be read by the

examiner , it has the unique feature of providing a lie scale.

Spiclberger and Colleagues, 1970, devised a scale for adults
derived  from a two-part model of anxiely , one tapping stable
consistent tendencies ( traits ), and the other reflecting situational
temporary reactions ( states ): [the state - trait anxiety inventory :
Spiclberger et al, 1970 ] . A child version was adapted
subscquently, the State-Trait Anxiety Inventory for Children {
STAIC | this is used along with parent version . yet thereisa
question as to the instruments ability to accurately measure “state”

Anxicety in children.

The Wolpe-Lang Fear Survey ( Wolpe and Lang , 1964) was
modified for use in children and became the Fear Survey Schedule

for children (Scherer and Nakamura , 1968), revised to be applied
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to children below age 9 (I'SSC-R) (Ollendick, 1983) . FSSC-R had
no significant differences across diagnostic subgroups , however it
does discriminate separation anxicty Irom overanxious disorder and

school phobia , using a total intense [ear score.,

Another scale  designed to assess anxiety related to negative
social cvaluation in adults . modificd for use in children [Social
Anxicty Scale for Children © La Greea et al, 1988] which is a
semistructured  10-item  self report measure , it pin points two
factors ol social anxicty . Fear of Negative Evaluation ( FNE ) and
Soctal Avoidance and Distress (SAD). The short term reliability ( 1-
2 weeks ) ol these scales found to be satisfactory (Ollendick , 1983 |
La Greca ctal . 1988 ) . However evidence for the diagnostic
validity ol sclf-rating scales is limited and not encouraging
although higher scale ratings have been obtained in children with
anxiety disorders compared to normal subjects (Ollendick 1983),

this finding has not been consistent .

Although some claim that self rating can distinguish the
affects of anxiety and depression in children: reviews of the adult
literature document the poor discriminative  ability of such scales
(Dobson and Cheung , 1990 ).

(b) Parent and teacher - rated anxiety scales

Anxiety factor scores are included in several parent scales
such as Louisville Behaviour Chick List , which was elaborated into
Louisville  I'car Survey ( Miller ¢t al, 1972 ) 5 the Personality
Inventory for Children ( PIC : Lachar , 1982 ) ; and the Child
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Behavior Chick List | CBCIL, . Achenbach and Edelbrock , 1979 ] .
e most widely used parent scale is the CBCL , although it has
two limitations : the first it has no anxiety factor at all ages , the
scecond is that the content of the anxiety factor varies between boys
and eirls ; these discrepancics in the CBCL suggest that item
content may lail to capture relevant aspects of children’s anxious

symptomatology ( Klein | 1994 ).

-Personality assessment is not a generally recommended method (
Gittleman . 1988 ) . duc to length . necessary reading skills and
breadth of information covered. However the PIC has been found to

distinguish between anxious and depressed casces.

Obviously : parents are poor , invalid informants for assessing
children’s anxiety ( Gittleman , 1988 ) . The picture seems even
worse with regard to teacher scales . Although the test-retest
reliability of the anxicty scores of the teacher CBCL appear to be
satisfactory ( Achenbach and Ldelbrock , 1979 ) , teachers ability to

identily anxious children is questionable.

II Clinical Interviews

The inclusion of diagnostic criteria DSM-111 ( American
Psychiatric Association . 1980 ), gave impetus to the development
of chinical interviews designed to clicit diagnostic  information (
Klein . 1994 ). Now it is considered the most widely used method
for obtaining information. Clinical interviews include history taking

- mental status examination, and direct behavioral observation .
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The clinical interviews are helpful in providing systematic
comprehensive coverage of symptomatic status and |, as such may

be a resource to clinicians. ( Klein , 1994 ).

Structured and  semistructured interviews have gained
popularity . and several of these interview schedules are in gencral

LUsce .

Omnibus interviews that include DSM-III-R childhood
anxicty disorders are Schedule for the Affective Disorders and
Schizophrenia | Ibr School-Age Children (kiddie-SAD or K-SADS :
Chambers et al ., 1985) .

This semistructured interview presents multiple items with
some space for further clarification of symptoms ; It is applicable
lor children between ages 6-17 years . It comes into 2 forms , one
for the usc for the parents about the child , and the other to be used

with the child directly.

The diagnostic interviews for children and Adolescents (
DICA | Reichetal, 1992 ) . The Diagnostic Interview Schedule for
Children ( DISC ; Costello et al , 1985 ) . Both are structured
interviews  which assess symptoms of a multitude of diagnoses
keyed to the revised third edition of DSM ( DSM-111-R ).

The Child Assessment Schedule ( CAS ; Hodges , 1989) and
the Interview Schedule for Children [ISC; Kovacs , 1985].
The coverage of adult anxiety disorders is partial in these

omnibus interviews. This omission is important since the onset of
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adult anxicty disorders is {requently in childhood ( Christie et al
988 ) . therefore | the results obtained reflect only a partial picture

ol anxicty disorder in youth.
The World Health Organization , 1992 |, introduced another
structured Clinical interview  based on ICD-10 diagnostic criteria ,

the Schedules for Clinical Assessment in Neuropsychaitry (SCAN).

Interviews specific to anxiety disorders are another type of

interviews:

The Anxiety Disorders Interview Schedule for Children (

ADIS o Silverman, 1991) provides inquiry for all anxiety disorders.
It is still in the investigative stage . This semistructured interview
has 2 versions ADIS-C-Child version and ADIS-P parent version ,
it 1s symptom oriented , Independent of informant , the ADIS-C and
ADIS -Parc reported to discriminate between simple phobias |, over
anxious disorders and school phobias , Two other interviews are
undergoing testing. The first is a new version of the DISC for use in
cpidemiological  studies  ( NIMI, 1991) includes detail inquiry
about all anxiety disorders. The Child and Adolescent Psychiatric
assessment | CAPA ; A. Angold , A. Cox, M. Prendergast , M.
Rutter and 5. SinonofT, unpublished observations ] designed for
clinicians . clicits symptoms of all anxicty disorders over a 3 month

period.
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PHOBIC DISORDERS IN CHILDHOOD

Definitions

The term “phobia™ is derived from the Greek word
“phobos™ meaning fcar or panic (Knoff, 1979). A phobia is an
irrationale fcar resulting in a conscious avoidance of the feared
object, activity or situation cither the presence or the anticipation of
the phobic entity clicits severe distress in the aflected person who
recognizes that the reaction is excessive, this phobic reaction results
in a disruption of the persons ability to function in life (Kaplan et al,
1994). Marks, 1969, dcfined phobic states as emotional disorders in
which there is  abnormally intense dread of certain objects or

specific situations that normally do not have that effect.

[fowever the term fear is usually described as normal human
experience and response to real  or imagined situation (king et al,

1988). l'or children, fear is an_integral part of their normal

development, {ear therelore often involve normal reactions to those

stimuli that are considered by the child as either directly threatening
or associated with threatening stimuli (Morris and Kratochwill,
1988). Phobia sometimes termed ““clinical fear”, however,
distinction between fear and phobia on the basis of intensity or
magnitude of the individuals reaction is sometimes questioned;
King, ct al., 1988, differentiated between both phobia and fear on
the basis of the diruption of the individual or the family life style

the reaction may cause.
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Phobia and Anxiety

Childhood phobias must also be distinguished from more
diffuse anxicty states, anxicty states are not limited, as phobias

typically arc to particular situations (Dupont, 1983).

Dupont, 1983, stated that childhood phobias are not well
corrclated with general mental health, worry or even anxiety, he
postulated that there is a high correlation between childhood

phobias and specific maternal phobias.
Classification

Phobia is classificd under the heading of neurotic stress-
related and  somatoform disorders in the 1CD-10 classification,
furthermore, 1CD-10 includes phobic disorders of childhood.
[However, in the DSM-1V  phobia is included under anxiety
disorders. The Fourth Edition of Diagnostic and Statistical Manual
of Mental Disorders (DSM-1V) lists 3 types of phobia; namely:
agoraphobia, specific phobia and social phobia; which is more or
less similar to ICD-10 subdivisions; the divisions in DSM-1V maich

the nomenclature in the ICD-10.
Specific phobia

Specific phobia is the most common type of phobia
encountered. 1t was previously named simple phobia in DSM-111-

R.: this name was changed into specific phobia to match ICD-10

nomenclature, and to avoid restricting the scope of diagnosis, since
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panic attacks arc common in patients with specific phobia, the name
“simple phobia™ incorreetly implics that panic attacks are not
allowed by diagnostic criteria(Kaplan ct al., 1994). Preliminary
data indicate that the natural environmental type of phobia is the
most common in children under 10 years with peak age of onset in

the range of 5-9 years (Kaplan, ct al., 1994).

DSM-1V
Diagnostic criteria for specific phobia

A. marked and persistent fear that is excessive or unreasonable,
cued by the presence or anticipation of a specific object or
situation (c.g. flying, heights, animals, receiving an injection,

seeing blood).

B. Exposure to the phobic stimulus almost invariably provokes
an immediate anxiety response, which may take the form of a
situationally bound or situationally predisposed panic attack

Note: In children, the anxiety may be expressed by crying,

tantrums, freezing, or clinging,

C. The person recognizes that the fear is excessive or

unreasonable, Note: in children, this feature maybe absent .

D. The phobic situation(s) is avoided, or else endured with

intense anxiety or distress.
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E. The avoidance, anxious anticipation, or distress in the feared
situation(s) interferes significantly with the person’s normal
routine, occupational (or academic) functioning, or social
activities or relationships with others, or there is marked
distress about having the phobia.

F. In individuals under age 18 years, the duration is at least 6

months.

G. The anxiety, panic attacks, or phobic avoidance associated
with specific objecet or situation are not better accounted for
by another mental disorder such as obsessive-compulsive
disorder (e.g. fear of dirt in someone with an obsession about
contamination, post t(raumatic stress (c.g. avoidance of
stimuli associated with a severe stressor), separation anxiety
disorder (e.g. avoidance of school), social phobia (e.g.
avoidance of social situations because of fear of
cmbarrassment), panic disorder with agoraphobia or

agoraphobia without a history of panic disorder.
Specify Type
- Animal Type
- Natural environment type (e.g. Heights, storms and water).

- Blood, injection, injury type .

- Situational type (c.g., plancs, clevators, enclosed spaces).
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-Other type (c.g.. phobic avoidance of situations that may lead to
choking, vomiting or contracting an illncss in children, avoidance
of loud sounds or costumed characters).

(American Psychiatric Association, 1994).
Social Phobia

[CD-10 includes social phobia that is equivalent to
dystunction DSM-I11-R avoidant disorder: however in the DSM-1V
this disorder is combined with adult diagnosis of social phobia
(Klein, 1994). Tt involves persistent withdrawal from contact with
strangers to the extent  that it impairs social functioning and peers

relationship (Kleinknecht ,1991).

Although this fear is considered normal during the first year
of life having an average onset of about 8 months of age, a
diagnosis ol social phobia is only considered after the intense fear
ol strangers  has persisted well past the normal developmental
phasc, roughly upto 2 and half years of age (Francis et al, 1992).
However these  children report comfort and satisfying involvement
with significant  others, such children often present as embarrassed

and socially phobic.

DSM-1V

Diagnostic Criteria For Social Phobia
A. marked and persistent fear of one or more social or

performance situations in which the person is exposed to

unfamiliar  people or to possible scrutiny by others, the
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individual fears that he or she will actin a way (or show
anxiety symptoms) that will be humiliating embarrassing.

Note: in children , there must be evidence of capacity for
age-appropriate social relationships  with familiar people
and the anxiety must occur in peer settings, not just in

interactions with adults.

B. Exposure to the feared social situation almost invariably
provokes anxiety, which may take the form of a
situationally  bound or situationally predisposed panic
attack Note: in children, the anxiety may be expressed by
crying, tantrums, freezing ,or shrinking from social

situation , with unfamiliar people .

C. The person recognizes that the fear is excessive or
unreasonable.

Note: in children, this feature maybe absent.

D. The feared social or performance situations are avoided, or

clse.endured with intense anxiety or distress .

E. the avoidance, anxious anticipation, or distress in the feared
social, performance situation(s) interferes significantly with
the person’s normal routine, occupation (academic)
functioning, or social activities or relationships with others,

or there is marked distress about having the phobia.

F. In individuals under age 18 years, the duration is at least 6

months.
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G. The fear or avoidance is not due to the direct physiological
cffects of a substance or a general medical condition, and is

not better accounted for by another mental disorder .

H. If a general medical condition or other mental disorder is

present , the fear in criterion A is unrelated to it, specify if:

Generalized : If the fears include most social situations (also
consider the additional diagnosis of avoidant personality
disorder)

(American Psychiatric Association, 1994).
Epidemiology Of Phobia

Phobia among children have been studied by numerous
rescarchers for many decades,  Body et al, 1990, reported that
prevalence ol phobia is 6.2% in community sample. However
phobia are relatively uncommon in child psychiatric practices as it

is seen in less than 5% of all patients (Dupont, 1983).

Specific phobias is more common than social phobia
prevalence of soctal phobia was reported to range from 0.9 10 2.2
pereent. (Myers et al, 1984), while specific phobias was recorded
to be 7.7 per cent ( Agars et al. 1969), they also reported that fears

of heights and darkness made, 2% for cach in their sample.

School phobia, however is reported to be 1-2 per cent of
children (Dalton, 1996).
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In cpidemiological studies females are affected more than
males, but in clinical samples the reverse is often true. The reason

ol those varying observation is still unknown. (Kaplan et al., 1994).
Comorbidity

Many studics have reported comorbidity of phobia with
other conditions; as the distress associated with phobias, especially
when they are not recognized or acknowledged as mental disorders ,
can lcad to further psychiatric complications, including other
anxiety disorders, major depressive disorder ,and substance related

disorders (Kaplan et al, 1994).

Anderson et al., 1987, reported that social phobia is present
in 25 pereent of patients with a primary diagnosis of panic disorder;
similarly in  their study 17 percent of patients of social phobia also
met DSM-III-R criteria  of panic disorders, and 59 percent of
paticnts with generalized anxicty disorder met criteria for social

phobia.

In specific phobia, comorbidity of panic attacks are common
(Kaplan et al, 1994), morcover many children with separation
anxicty have dark fear (Klein, 1994). Some investigators may
interpret this fear as feature consistent with separation, others may

view a fear of dark as an additional simple phobia (Klein, 1994).

Separation anxiety also, clearly plays a leading role in phobic

disorder development as Kaplan et al, 1994, reported that the most
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common anxiety disorder  associated with separation anxiety

disorder is by far specific phobia.

School phobia reported to show comorbidity with anxiety
disorders,  obsessive  compulsive disorder and  psychosomatic
symptoms by Bernstein and  Garfinkel,  1989; they also reported
that 70% of school phobic children suffer from depression, and
60% with anxicty disorder especially separation anxiety. Okasha et
al, 1988, reported that phobia, anxicty and depression often relate,
as  preexisting  phobia  almost invariably gets worse during
depressive episodes .Some depressive episodes are accompanied by
temporary anxiety, and a depressive mood often accompanies some

phobias especially agoraphobia,
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MATERIALS AND METHODS

This  study included 60 patients with varying degrees of

acquired hearing loss, of duration more than onc year.

The patients were chosen from the Otorhinolaryngology

Clinic of Ain Shams University Hospital.

The patients were in late childhood, age ranging from 7-11
years with a mean of 8.8 + 1.39
37 were males and 23 were females.
Most  of them were school children of poor-medium

socioeconomic class of non-specified family construction.

The type of acquired hearing loss in these children was:-

Conductive hearing loss ;42 patients
Sensorineural hearing loss : 5 patients
Mixed hearing loss .13 patients

The cause of hearing loss in these children was :-

Chronic suppurative otitis media (CSOM) : 30  patients
Chronic secretory otitis media . 25 patients
Post-meningitic : 3 patients
Post-measles : 1  patients
Viral labyrinthitis : 1 patients
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Control Group Character

30 apparently normal children of nearly the same age 7-11
years (mean 8.9 + 1.56) and sex distribution ( 18 males and 12

females ).

They were relatives  of  patients  visiting  the  otorhino-
laryngologic  clinic, of ncarly the same social level and family

construction .

Procedures

Full general and otorhinolaryngologic examination were
done for all the children ol both groups ( hearing impaired children
and control group) to exclude any other associated general medical

or otorhinolaryngologic discasc .

Full audiologic evaluation was done for all the children of

both groups; including :

*

Puretone audiometry

%

Speech audiometry

*  Tympanometry

*

livoked response audiomeltry (in certain cases).
According to the audiologic results, the children with

hearing loss were divided into three groups :-
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I :  Mild hearing loss ( less than 30 dB) : 24 cases
II: Moderate hearing loss ( from 30-60 dB ) : 29 cases
I11:  Severe hearing loss ( from 60-90 dB ) : 7 cases

The duration of hearing loss was more than one year in all 60

children, and ranging lrom 1-5 years .

IFull psychiatric evaluation was done for all children of both
groups  to  detect anxicty, phobia and depression using
semistructured  psychiatric interview for each child with the help of
his or her parents, this psychiatric interview is the one applied Ain

Shams Psychiatric department.
The psychiatric diagnosis is done according to DSM-IV (1994).
The specific  psychological tests used in Ain Shams
Psychiatric Center were also applied to all of these children of both
groups namely:
l. Children’s Anxiety Scale

2. Children’s Phobia Scale

3. Children’s Depression Inventory
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Tools Applied

[ Children’s Anxiety Scale ( CAS)

This is the Arabic version derived from Children’s Manifest
Anxicty Scale ( CMAS ) by Castaneda et al, 1956: It is designed by
Abdecl Hamid and El- Nial, 1991 .

The authors prepared the ( CAS ) to be applied on children at
the primary and preparalory schools to obtain self-perception of
anxicty; both reliability and validity of the scale were assessed the
authors. This scale consists of 36 statements which mecasures all
aspects of anxiety : Somatic [catures, physiological fcatures, motor

fcatures, emotional features mental and social features. (Appendix).

II Children’s Phobia Scale

This is a self report instrument designed by Altayeb, 1980, to
asscss presence of phobia in late childhood, this test consists of 20
statcments, the questions are easy to read and understand, and the
answers require yes or no, these statements include symptoms of
common specific phobias and social phobia in children; Validity

and reliability of this test were assessed by the author. ( Appendix ).
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Children’s Depression Inventory ( CDI )

This Scale was designed by Ghareeb, 1988, It is an Arabic
version dertved from the Children’s Depression Inventory ( CD1)
developed by kovacs M., 1981, which is a downward extension of
the Beek Depression Inventory ( Beck and Beamesderfer, 1974 ).
The DI is a scli-report instrument and has been used in several
cpidemiological studies to cvaluate the prevalence of depressive

symptoms in children. (Appendix) .
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STATISTICAL ANALYSIS

The data collected was introduced to IBM computer.
Statistical analysis of the whole work was done at the department of

community medicine, Ain Shams University.

The following statistical Parameters have been used in this

{icld research:

I. Prevalence Rate

Definition: - The prevalence of a disease in population is the

proportion of that population having disorder at a given point in

time.
Number of individuals with attribute or event.
PIEVAlCINICE = mm oo e e
Total number of individuals in a group
* The numerator encompasses both new and on going cases of the
disorder.

2. The mean = the arithmetic average

o 2 X
I'he mean =
N
Where > = the sum of the individual values.
X = individual values.
N = the number of cases.
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3. Standard Deviation (SD)

[t is the square root of the variance. It gives an astimate ol

the average deviation around the mean

> X

S X
n

S.D=
n-1
Where  3X* = the sum of squares of the individual values.
(ZX)z = (he square of the sum of the individual
values.
4. T-Test:
t=- Y1 _Yz

SD; xn, +SD} xn,
\ (n, +n,)-2
for the wvalue of (, consult tables at the degree of freedom

n,+n, -2.
5. Chi-Square: x?

(0-E)’
0

X* =X

Where O = the observed value.

< = the expected value .
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6. Correlation Matrix

Was exmined between the various parameters and statistical

tests of signilicance.

7. Mc¢ Nemar Test

Non parametric test ol the differences between group

mcasures. (Hill.1991)
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RESULTS

This study was conducted on 60 children with varying
degrees of haring  loss acquired more than one year duration;
besides 30 apparently normal control children of nearly the same

age and sex distribution as shown in Table (I&II) and Fig. (I&II).

The patients were divided according to the degree of hearing

loss into 3 groups: mild - moderate - severe.

Group I mild hearing loss (11.1..): less than 30 d.B.
Group I moderate hearing loss (H.1..): from 30 - 60 d.B.
Group Il severe hearing loss (I1.L.): from 60 - 90 d.B.

The results of psychiatric and psychologic evaluation of all
the hearing - impaired children and the control were analysed in the
Public Health Department of Ain Shams University using IBM

Compulter.
Psychometry for children with severe hearing loss could not

be completed because of inability of these severely disabled

children to complete this self - assessment investigation.
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Table I : Age Distribution.

Cascs Mean S.D. + Minimum | Maximum
Mild H.L. 8.75 .45 7 [
Moderate H.L. 8.52 1.33 7 11
Severe H.L. 9.29 .38 7 11
Total H.L. 8.85 .39 7 11
Controls. 897 1.56 7 1

The age range in cases with hearing loss and the controls
varics from 7 - 11 with a mcan value of 8.85 + 1.39 in diseased

children and 8.97 + 1.56 in the controls.

Table 11 Sex Distribution

Cases Male Female
Mild H.L. 15 9
62.5% 37.5%
Moderate H.L. 18 11
62.1 % 37.9 %
Severe H.L. 3 4
42.9 % 57.1 %
Total H.L. 36 24
60 % 40 %
Controls 18 12
60 % 40 %

Both the cases and controls have nearly the same sex

distribution as seen in Table (11) and Figure (I).
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)

40 %

Hearing Loss (H. L.)

v 0
o 40 %
60 %

Controls

Figure I : Sex Distribution.
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Table 111 Clinically diagnosed anxiety

- + t - test
Mild 1.L. 20 4 p>0.05
83.3 % 16.7 % not signiflicant
Moderate H.L. 23 6 p <0.05
79.3 % 20.7 % Significant
Severe H.L. 5 2 p <0.05
71.4 % 28.6 % Significant
Total H.L. 48 12 p <0.05
80 % 20 % Significant
« Controls 28 2
93.3 % 6.7 %

Clinically diagnosed anxicty is more significant among cases
with hearing loss than the controls ; and shows gradual increase
with severity of hearing loss. ( sce Table HI and Figure I).

anxicly anxiety
20 % 6.7%

80 %
93.3%

H. L. Control

Figure II
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Table 1V Clinically diagnosed phobia.

- + t - test
'Mild II.L. 22 2 p>0.05
91.7 % 8.3 % Not Significant
'Moderate H.L. 26 3 p>0.05
89.7 % 10.3 % Not Significant
' Severe ILL. 4 3 p<0.0l
57 % 42.6 % Highly Significant
Total H.L. 52 8 p <0.05
86.7 % 13.3 % Significant
Controls 28 2
93.3 % 6.7 %

Clinically diagnosed phobias are more significant among
cases with hearing  loss than the controls ; and show gradual
increase with the severity of hearing loss.

[)hObiaS phobias
13.3 % 6.7%

80.7% 93.3%

H. L. Control
Figure 111
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Table V Clinically diagnosed depression.

- + t - test
Mild L. | 23 1 p > 0.05
95.8 % 4.2 % Not Significant
Moderate H.L. 24 5 p>0.05
82.8 % 17.2 % Significant
Severe H.L. 4 3 p < 0.01
57.1 % 42.9 % [lighly Significant
Total H.L. 51 8 p <0.05
&5 % 15 % Significant
Controls 29 1
96.7 % 3.3 %

Clintcally diagnosed depression is more signilicant among
cascs with hearing loss than the controls; and show gradual increase
with the severity of hearing loss.

depression
15%

I. L.

96.7%

Figure 1V
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Table VI Psychometric scores in anxiety.

Number | Mean | S.D. t - test
of Cases
Mild H.L. 24 11.10 5.4 p<0.001
Highly Significant
Moderate H.L. 29 12.10 6.23 p <0.001
Highly Significant
Controls 30 6.63 3.2

Psychometric scores for anxiety were highly significant in
mild and moderate hearing loss than the controls.

Psychometric 16 11.1 12.1
Score in anxiety
12 1 | ¢
8 )
i
4 {1 |
0 ./ -/

Mild HL Moderate H.L  Controls

Figure V
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Table VII Psychometric scores in phobia.

Number | Mean | S.D. t - test
of Cases
Mild H.L. 24 5.79 3.24 p>0.05
Not Significant
Moderate H.L. 29 8.01 3.46 p <0.001
Highly Significant
[ Controls 30 4.97 2.3

Psychometric scores for phobia were
moderate hearing loss than the controls.

Psychometric
Score in
phobia

12
10

8
6
4
2
0]

highly

significant in

5.79

8.601

Mild H.L

Moderate H.L

Figure VI

93

o 8

Controls




Table VIII Psychometric scores in Depression.

Number | Mean | S.D. t - test
of Cases
Mild H.L. 24 7.83 5.16 p <0.01
Significant
Moderate H.L. 29 10.72 6.97 p <0.001
Highly Significant
Controls 30 4.24 3.36

Psychometric scores [or depression were highly significant
in mild and moderate hearing loss than the controls.

Psychomseiric 44 10.72
dSC(Tre in 19 7.83
epression
10
4.24
8 3
6 ; Lo AT
4 by ‘
2 I A
S b b

0

MildHL Moderate HL  Controls

Figure VII
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The relationship between the duration of hearing loss and the
prevalence of psychiatric disorders is demonstrated in the following
table (1X) and figures (VIII, IX, X, XI).

Table IX Duration of hearing loss.

Casces Mean S.D.+ | Minimum | Maximum
Mild H.L. 2.17 0.80 1.00 3.50
Moderate H.L. 2.55 1.21 1.00 4.50
Severe H.L. 3.64 0.90 2.50 5.00
Total H.L. 2.79 0.97 1.00 5.00

Duration of hearing loss varies from 1 - 5 years.

Duration in
years

3.64
2.17 2.55 2.79

Q =2 N W bHh NP

MidHL Moderate HL  Severe HLL Told H.

Figure VIII
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2 1%

No. of patients with hearing loss with anxiety
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0 ! 2 3 4 5

Duration of hearing loss in years.

Figure IX

Relationship between  the prevalence of anxiety and the
duration of hearing loss

As the duration of hearing loss increases, the prevalence of
anxicty decreasces.

The solid curve in figure (IX) represents the best fit of data
oblained using the following cquation;

Log(y) = B e Log(x)+ A

Wiikie: AR N
x 15 ¢ umllon of humng: loss in years.

y is number of patients with hearing loss with anxiety.
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No. of patients with hearing loss with phobias
o

0 1 2 3 4 5

Duration of hearing loss in years.

Figure X

Relationship  between  the prevalence of phobias and the
duration of hearing loss.

As the duration ol hearing loss increases, the prevalence of
phobias decreases.

Log(y) = Be Log(x)+ A
Where; A=1.6, B=-10,

x is duration of hearing loss in ycars.
y is number of paticnts with hearing loss with anxiety.
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No. of patients with hearing loss with depression

0 — LI LA I A
0 1 2 3 4 5

Duration of hearing loss in years.

Figure XI

Relationship between the prevalence of depression and the
duration ol hearing loss.

As the duration ol hearing loss increases , the prevalence of

depression increases.
Log(y) = Be Log(x) -+ A
Where; A =-0.5, B = 1.3,

X is duration of hearing loss in years.
y is number of patients with hearing loss with anxiety.
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DISCUSSION

In the carly 1950s . the conjunction of developments in
political, social and scicntific spheres created the necessary
condition to attract widespread attention to sensory deprivation
rescarch ( Okasha, 1987 ) . Sensory impairments can have profound
clfects  on children’s development. The more profound the
impairment and the earlier onset the greater the effect. ( Hindley
and Brown, 1994 ).

Hearing disabilities . due to their interactive nature strongly
affect intimate relationships  that  lcads to social isolation and
cmotional impact ( Hetu . 1993 ) .

icbb and his coworkers, 1966 , showed in their
experimental studies that sensory deprived subjects reacted with
increased  suggestibility mainly, however some subjects showed
anxicly . tension . inability to concentrate disorganized thoughts «
body illusions , somatic complaints and emotional distress ; several
theories have been postulated:
Psychological theories showed that under conditions of sensory
deprivation the abrogation of such ego function as perceptual
contact with reality and logical thinking brings about confusion ,
irrationality , fantasy formation , hallucinatory activity and wish

domimated mental reactions.

Physiological theories revealed that the maintenance of
optimal conscious awareness and accurate reality testing depends
on anccessary state of alertness . That alert state , in turn , depends
on a constant stream of changing stimuli {rom the external world ,
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mediated through the ascending reticular activating system in the
bramn stem.

In the absence or impairment of such a stream as occurs in sensory
deprivation | alertness falls away |, dircct contact with the outside
world diminishes . and impulses from the inner body and central

nervous system may gain prominence .

Personality theories, however Lattempt to explain rather the

variation of phenomena of sensory deprivation from subject to
subjcct. Various approaches are offered by various investigators :
introversion - cxtroversion , body field orientation and optimal
stimulation level.
Cognitive  theories  stress  the fact that the organism is an
information - processing machine , the purpose of which is optimal
adaptation to perceived cenvironment . Lacking  sufficient
mformation, the machine is unable to form a cognitive map, against
which  current experience is matched . Disorganization and
maladaptation arce the result . ( Kaplan at el , 1994 )

The child’s developing theory of mind as an interconnected
network of  beliels | desires and feelings that govern behavior
provides a cornerstone lor social and intellectual life. Peterson and
Sicgal , 1995 . explored the development of a theory of mind in a
group of signing deafl children of normal intelligence aged from 8-
I3 ycars . their results revealed that 65% failed a simple test of false
belicl which normal preschoolers . mentally retarded and other
handicapped groups routinely pass ; conversational account of the
development of theory of mind has been hypothesized.

Social and personality development depends heavily on
communication . Ramsdell , 1970 , hypothesized that hearing serves
three functions, symbolic : communication via speech ; warning :
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signals of impending danger , threatening cry of animal , motor
horns and as a background noises associated with various activities
going on around us which have no particular informational content.
The most obvious handicap which the hearing impaired suffers is in
communication ., but Ramsdell argued that the deprivation of
background noises was most intimately related to the feeling of
depression to which the hearing impaired were prone.

This was produced by the [eeling of detachment |, unreality and
isolation that deprivation produced .

learing loss is considred one of the most common and
important forms of sensory deprivation. At least one of every 16
Amcricans has some degree of hearing loss and may use a variety
of communication modes ( McEntee , 1995 ). Estimates of the
number of children with hearing impairment vary considerably such
things as diffcrences in definition , population studies and accuracy
of testing contribute to the varying figures. Bamford and Saunders,,
1991. reported that approximately 1 in 1000 children will have
moderale  to  profound congenital and early onset hearing
impairment . rising to 4 in 1000 il acquired losses are included , yet
other authoritics  have concluded that approximately 5% of all
school children have hearing impairments ( Bensberg and Sigelman
., 1976 ) many of these impairments, however, are not considered

severe cnough to require special educational services .

Males . black students and_children aged 6-11 ycars were
found to be somewhat over represented in hearing impairment
group in comparison to their proportions in general population , this

corresponds to the age group included in the present study.
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The most common cause of acquired hearing loss in children

is C.S.OM. ( Kenna et al. | 1986 ) . this goes w1th our study in
which C.S.0.M. was the most frequent cause of hearmg, loss
C.5.0.M. is more common and aggressive in children probably duc
to lesser immunity and greater incidence of cxposure to upper
respiratory infection than adults ( Ruper and Raman , 1991 ) .
Prevalence of C.S.0.M. among Igyptian primary school children is
1.48% . in which bilateral car discase was accounted for 21.8% of
these cases . all of them had various degrees of hearing loss (
Wassila and Mahasen |, 1994 ).
Otitis media with effusion is now thought to have a significant but
not a major effect on language development. (Haggard and Hughes
. 1991y also it adversely affect the social and  emotional
development ( Limas and Karunagh, 1986 ). Otitis media with
cffusion was the second frequent cause of hearing loss in our study
group.

Meningitis is still one of the serious infectious diseases in
clinical practice. In a high percentage of cases with this discase
process . the auditory and vestibular parts of the inner car are
damaged . 76.4% of children who had previous history of
meningitis showed  sensorineural hearing losses which varied from
mild hearing loss to total deafness ( Aust, 1994 ) |
Brobby . 1985 . reported that mchingilié was 8.5% in a study on 105
cases ol congenital and acquired total sensorincural hearing loss ;
three cases ( 5%) with history of meningitis followed by sever:
hearing loss were rccoxded in lhc current work.

Several authors have studied psychiatric morbidity in
rclation to he nm;a impairment among clnldlen and adolescents.
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Rutter et al, 1970 , showed a 15.4% prevalence of psychiatric
morbidity in his series of moderate to profound hearing loss.
Fundulis ct al , 1979 |, reported a 54% prevalence of total
psychiatric. morbidity in cases with profound hearing loss , and a
28% prevalence in cases of hard of hearing among a series of
school population. However ., Aplin, 1987 , have shown a 16.6%
psychiatric morbidity in a sample with wide age range of children
and adolescents  with wide range of hearing loss mild to profound .
lIiﬁdlcy et al ., 1994 | have reported a 50.3% prevalence of
psychiatric morbidity in large series of hearing impaired children
ranging [rom moderate to profound using a highly structured
diagnostic interview . they used also parent’s chick list ( PCL, ) and
teachers chick list ( TCL ).

Two other studies conducted among deaf children

with psychiatric morbidity done by Schlesinger and Meadow ,

1972, and Aplin , 1985 .results of both studies were 31.2% and
36.1% respectively.

In the current study on children with mild to severe hearing

loss the prevalence of anxiety . phobia and depression was 35%

which goes with the previous results .

Some of the previous mentioned studies included control
groups , and reported that the prevalence of psychiatric disorders in
the hearing impaired group was 2.5 - 3 times that of the control ,
which goes with the present study  being 2.6 times prevalence of
psychiatric morbidity in hearing impaired than that of the control

was recorded.

Several studies have provided important insights into the
ctiology of psychiatric disorders in deaf children . General factors
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such as brain abnormalitics ( I'reemanetal.. 1975), disordered
family life ( Goldberg ctal , 1975 ) and low 1.Q. ( Schlesinger and
Mcadow . 1972 ) have been found to correlate with behavioral and

psychiatric problems.

‘Threc major factors have been identified which are more
spectlic to dealness : severity of hearing loss ; communication ; and
type ol schooling . In the present study scverity of hearing loss was
correlated to psychiatric morbidity , especially to phobia and

depression.

This goes with the results of Jones ct al , 1984 | which
revealed  that probability of cmotional disturbances did increase
with increasing scverity of hearing difficulties . Anyway in
Schlesinger and Meadow , and I'reeman et al studies, the severity
did not scem to correlate with psychiatric disorders.

Vernon , 1967 | stated that the hard of hearing seems to
reflect  more psychological disturbances than the deaf as they
frequently  share the problem of marginal people in any group , that
of identification . Al Gendi , 1993, showed in her study that
behavior disorders were commonest in the hard of hearing group
40% than dcal children 28% in the same deaf school.

This might be true in prelingualy deaf ; but highly unlikely in
paticnts with acquired h ‘urinﬂg loss.

Stockoe and Battison , 1975 ; and Meadow 1980
hypothesized diflicultics in communication in deaf children to be
more corrclated to psychiatric disorders . I'inally school setting and
type of schooling have emerged as important variables whose effect
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1s still unclear . Studies that have compared deaf children attending
schools for deal” against hcaring impaired children in integrated
units , have suggested that there are higher rates of disorders in
children at deal schools ( Fundulis et al , 1979 and Aplin, 1985 and
1987 ) . Thesc findings run counter to the accounts of deaf adults
who regard schools for deaf children as one of the central
experiences of becoming deaf and  the views of hearing impaired
children v integrated  settings who  often  describe  stressful
experiences ( NDCS | 1990 ) ; this goes with results of Hindley et al

1994, that showed prevalence rate of psychiatric morbidity in the
hearing impaired unit population one and half times that of the deaf

school group.

Dumoulin and Bonard , 1987 , noted that whatever the origin
ol dealness it surely leads to grave cut from the environment and a
very big isolation from the society , this is in turn leads to psychic
inevitable complications.

The nature and complexity of the problem that the patient
willconfront differ radically according to the age onset of deafness
. the organic lesion found in him | the age of discovery of deafness ,
the onset of intervention with use of hearing aid or rehabilitation
especially auditory training , the expectation of the family and
teachers as well as those of the hearing impaired child , academic ,
pereeptual and cognitive potential and opportunity for learning , yet
there s very little idea about what is likely to predispose a person to
develop an adverse emotional reactions to hearing loss ( Jakes ,
1987 ) . In the current study , there was a positive correlation
between the severity of hearing loss and the psychiatric morbidity .
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Gordon et al ., 1994 | showed an interaction between age and
hcaring loss. in which younger subjects with hearing loss reported
morc handicapping effects of sensitivity loss than the older subjects
with hearing loss . This age effect was not attributed to differences
in hearing sensitivity between the young  and older subjects with
hearing mmpairment. Yet in the current study age was not correlated
with psychiatric morbidity indicating different ages of onset of
hearing impairment present different tasks for children.

The constant insccurity in which the child lives in from
continuos worry of change of places that he can not understand
what for and can not be convinced of] leaves serious imprints on the

child’s psychological development. (Decant and Dumoulin, 1982).

Individuals  manifesting anxiety trait do not require
provoking circumstances, and their anxiety is likely to exert a
constant influence upon their behavior. The origin of this anxiety
may be related to inherent  tempermental factors (Wolfson, et al.,
1987) parental or family factors (Goodyer, et al, 1988), or other
prior lifc experienees; yet persist to become an integrated part of the
individuals  personality resulting in chronically higher level of
anxiety, but not necessarily a more intense anxiety than that

experienced by others,

A large number of studies was conducted to assess the
prevalence  of anxiety disorders in normal children population.
Sayed et al L1994, found that prevalence of anxicty symptoms
among primary school children was 7.9%; Abdel-Baky et al., 1988,
found the prevalence of anxiety disorder among primary school
children was 3.9%: Moussa ct al., 1990, reported the prevalence
rate ol anxicty 2.24%. A study by Benjamine et al., 1990, based on
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parent interview alone yielded 6.6% prevalence of anxiety in
children.

In the current study anxiety disorders among hearing
impaired group was  20% opposite to 6.7% recorded in the control
group.

[t was the most prevalent disorder among hearing impaired
children in this study, this goes with Hindley et al 1994, study;
they reported in their study that the largest smgle group of disorders
among the hearing impaired adolescents were anxiety disorders.
Other studies support our results, Ingalls, 1946, in his study on hard
ol hearing patients. recorded 27% of patients were classified as
psychoneurotic (mainly anxiety). Using the Eysenck Personallty
[nventory (1:P1), Stephens, 1980, showed that the hearmg impaired
were found to be Signilicantly more introverted and neurotic, he
suggested that emotinnal disturbance of more than [l ansitory nature
docs  oceur in hearing loss. Jones et al., 1984, found that self
assessed hearing difficulty related to anxiety and less strongly to
depression using the SAD scale. Kellam, 1990, posits that failure to
adapt to social and cognitive developmental demands and the
resulting negative  feedback from natural ratters in the hearing
impaired children (c.g. teachers, peers or parents) within their
respective social field may prove stressful for the child and result in
decrements in- psychological  well-being, primarily reflected in

anxious and depressive symptoms .
King and Stephens, 1992, revealed in their work that even

paticnts who have auditory disability with normal hearing have a

tendeney Lo anxicty, depression and loncliness; they suggested that
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bad strategics may lead to increased anxiety in those with auditory
disability with normal hearing .

In the present study children with severe and moderate
hearing loss showed more prevalence of anxiety disorders; 28.5%
and 20.6% respectively, while mild hearing loss showed 16.7%
prevalence  of anxicty disorders. Psychometric scores using the
Child Anxicty Scale (CAS) were also highly significant in mild and

modcrate hearing loss in whom the test was reliable.

Teele et al., 1990, explained this by the fact that hearing loss
makes the child miss or confuse important acoustic cues, resulting
in the encoding of incomplete or inaccurate information; so they are
more likely than hearing children to be described as disobedient and
restless, that leads to anxiety (Freeman et al., 1975). Anxiety
disorders in sever hearing loss group can be explained by the
frustration that they have during communication with other people,

and possible rejection by their siblings and peer group.

Depression was found to be the most common psychiatric
morbidity in hearing impaired patients in a study conducted by
Knapp, 1948, Followed by anxiety, hypochondriasis and social
phobia, suspiciousness and ideas of reference were also reported.
Similar results were reported in Mahapatra's, 1974 study in which

depressive states were largely reported.

Ramsdell, 1970, argued that the deprivation of background
noises was most intimately related to the feelings of depression to
which hearing impaired were prone.
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Several studies all over the world in varying populations
have been  carried out to estimate the prevalence of depression; yet
they are still far away from being truly representative because of

nosological and diagnostic controversices. (Kielholz, et al., 1982).

Okasha et al, 1988, reported that overall estimates of
depressive disorders in Lgypt was 15.3%, Abdcl-Baky et al., 1988
reported 22.5% prevalence of alfective disorders among psychiatric

morbidity in primary school children.

Away from Egypt, Carlson, 1979, reported a 16% occurrence
rate ol depression in pediatric population, another recent study
conducted by Larsson and Mclin, 1992, identified 10% of school
children aged 8-13 years as depressed.

In the current study depression was assessed in both control
and study groups and showed 3.3%, 15% prevalence of depression

in both groups respectively.

Gilhome et al., 1980, showed that a significant relationship
between dcprcssion and hearing impairment as they record 41%
prevalence  of depression among  hearing  impaired group of
moderate to severe hearing loss. In the present study depression was
signiliczmlkiﬂl‘lmsévcréﬁand moderate hearing impaired group being
42.9% and 17.2% respectively.

Deaf children had a 6.5% prevalence of depression in Saudi
Arabia. (Abol foutouh and Telmesani, 1993). However recent study
conducted by Hindley et al., 1994, showed a paucity of depressive
disorders in their hearing impaired children and adolescent study
group. as only 2 children (2.5%) were diagnosed as depressed. This
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can be explained by the difference in type of schooling as in current
study non was attending deal” school and non used sign language
opposite  to Hindley’s et al., study, in which all children were
signing and attached 1o an integrated system whether deaf schools
or hearing impaired  units. this leads to more social maladjustment
duc to pecer rejection, and frustration due to lack of communication
both were  more pronounced in the severe hearing loss group.
Another explanation is that in tHindley ct al., study DSM-I-R
diagnostic critcria was used to evaluate depression in subjects; yet
in the current study diagnosis of dcprcssmn was made dccordmg to
DSM-1V_ diagnostic criteria in whlch addmonal mood _ disorders
were codified. It scems that lhosc who cxperience adventitious loss
of hearing  frequently express feelings of depression, withdrawal
and isolation more than congenital hearing loss ( Meadow Orlans
,1985).

Phobia have been postulated to occur more in sensory
deprived children-In the present study phobia was diagnosed in
13.3% in hearing impaired group and 6.7% in the control group,
which goes with the results of Dupont, 1983, who reported 5%
occurrence ol phobia in all pediatric patients. Only severe hearing
impaired  group showed significant phobic disorders-42.9%. A
predominance of dark phobia in our study was noticed, this £0€S
with results of Lismat, 1983, who reported 52% occurrence of
nh{)bia in deat children opposite to 4% in normal controls. The high
incidence of dark phobia in deal children is due to the fact that deaf
people are far more dependent upon visual symbols than people
with normal hearing,.

School phobia was also recorded in milder degrees of
hearing loss, as children with mild hcarmg loss can allend school
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for several years before their impairment are identified. Although
they: may have Iearned to compensate for their hearing difficulties
i many school situations. yet those children with mild to moderate
hearing loss frequently give the  impression of inattention and
stubbornness in the classroom thus triggering reprimand with
subscquent  development of  psychological problem especially
school phobia (Cornelius, 1979) duc to bad experience in school.
Social phobia could not be recorded in the present study. This may
be duc to sample age range in which social phobia rarely occurs and
duc to small size of the sample; yet social phobia was reported in
Hindley ctal.: 1994, study among deaf adolescents.

Experimental  studics done in the field of sensory
deprivation. showed that in the initial period of sensory deprivation,
subjects appear relaxed; however they soon become bored and tend
toward alicrnating sleep wakefullness. As time passes this leads to
restless, irritability, brooding, anxiety and depression. They become
increasingly sensitive to residual stimuli, body image distortion, and
feclings of depersonalization develop as well as primitive fears;
thought processes become more bizarre (Okasha,1987).

Gortmaker et al., 1990, reported also that children with long
term  deafness appear to be of greater risk than their hearing
collcagues for having significant behavioral problems, also children
with chronic health conditions have been considered at substantial
risk for excess psychological morbidity. Canning et al, 1992, found
that children with chronic illness reported higher levels of anxiety

and depression.

In the current study depression was found to be directly
proportional to prolonged duration of hearing loss, this goes with
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Silverman and Davis, 1970, report about the invariable association

between depression and deafness .

There are a  wvaricty of reasons 1o expecl increased
psychosocial  morbidity among these children ; chronic or recurrent
cpisodes  of pain and diminished or altered physiologic function,
may promote anxicty and depression. The presence ol a chronic
condition may also limit or alter social interaction and distinguish
children  form their peers. which in turn  increases the risk of
probiems with normal psychological adjustment (Perrin et al.,
1987).

Anxicty and phobia in our study scems to be inversely
proportional to the duration of hearing loss, although phobia has a
more  persistent nature than anxiety disorders; this can be explained
by the adaptation of the hearing impaired child to his handicap.
Dorator et al. 1981, reported that child with prolonged duration of
ilness  significantly suffer from depression, social withdrawal,
sensitivity,  fear and irritability respectively. Mattson, 1977,
considered social withdrawal as a mechanism used by ill children in

coping with their illness.
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SUMMARY AND CONCLUSIONS

Hearing is the primary sensory modality for acquisition
of speech and language, providing a fundamental basis for
social adjustment and normal psychological development.

Even mild or unilateral hearing loss during childhood
has been shown to have a negative impact on language,
hearing and child behavior. More severe hearing loss presents
a major handicap for normal psychological development. The
hearing impaired-child lives in a social world that is perceived
as being somewhat a part. This permanent handicap limits the
activity and developmental potential of children.

This study was done on 60 children with varying
degrees ol acquired hearing loss of more than one year
duration, besides 30 apparently normal control children.

[full  general, otolaryngologic and audiological
evaluation were done for all children. The psychiatric
diagnosis for all of these children was done according to
DSM-1V (1994). Also, the specific psychological tests used in
Ain Shams Psychiatric Center were applied to all the diseased

children and the controls namely:

Children’s Anxiety Scale .
Children’s Phobia Scale.
Children sDepression Inventory.
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*Otitis media, whether suppurative or secretory is the most

common cause of deafhess in childhood.

*Meningitis is a common cause of deafness in early childhood
and still one of the serious infections diseases in clinical

practice.

*A good history, proper otolaryngological examination and

full audiological evaluation are essential to permit
classification of deaftness into conductive, sensorineural,
mixed or non-organic.

Screening tests of hearing are required to identify those
children in need for further investigations.

*Clinically diagnosed anxiety is more significant among cases
with hearing loss than the controls; and increases with the
severity of hearing loss. Psychometric scores for anxiety are
highly significant in mild and moderate hearing loss than the
controls.

*Clinically diagnosed phobias are more significant among
cases with hearing loss than the controls; and increase also
with the severity of hearing loss, Psychometric scores for
phobias are highly significant in moderate hearing loss than
the controls.
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*Clinically diagnosed depression is more significant among
cases with hearing loss than the controls; and increases with

the severity of hearing loss.

*Psychometric scores are not reliable for evaluation of cases

with severe hearing loss.

*As the duration of hearing loss increases the prevalence of
anxicty and phobias decreases whereas that of depression

INCICases.

*he physician should be  sensitive to the psychological and
social consequences  of hearing loss in children; school
screening for early detection of any hearing loss should be
carricd out to avoid social and psychological problems in

these children.
siuch work remains to be done before we are able to

ferret out the linkage between anxicty, phobia and depression

and hearing loss in children.
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APPENDIX

Children’s Anxiety Scale.
[ Children’s Phobia Scale

[I Children’s Depression Inventory

V Audiological Evaluation (Examples)
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I Children’s Anxiety Scale
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II Children’s Phobia Scale

JUBM "l 81" Ciglaal L)

s A il e et b jladl il 1Y "p“m(]) Adle puiy Al ol Jlall 0

L WL L L L L L L L L L L WL

L L L L

I A A A A T A T )

g pafile oo etV B Hlall Ccl€ 1Y YT Caas (

AR TYO I LR It ISR IR VARJYSE BT QW
Sede Uislle L pe dlliny Catla el uay

Phan ) SisilSle o a Gunsil 0¥ Ul S 5 W Galasy (gl

Phas § e b i€ 1Y) s Gagd Gilasy
Caadi yall GSLAY o ALl o'W e il

oSl 130 e din ol iy e oS 6 el
fhadiall (KLY g e il

CelalCiy b 4 of el L Aabiall i el

ol plile Jallly s gl o pull = 5 55 alisy

Phdall (b S W ey ey

Comise e agd Cijle cal Gl cilala e Gila,y
Clilall e asage ol 4 o Aalaall ol Ggan
9 galSiy g Gpaaine (i 48 (lSe Jadi L Gasally uay
$akai o LIS i gl Lad A3 g0 Adie gy ualy

Phalin ()5S Ll A g1 A a3 Calay

ki g S Gipli W e p Gu iy Ao pur 2
Cogd s Ll de jony G iy of A e LAy

J) e

-

-1
-1y
-y
-Y¢
—\o
-1
-\v

-YA



W2 [V

WL

v

pr Yogd o Lal de pun (333 ol 5 () yidll (e Gl
prd Toed ol Ll de jun (B Ay sl puall e Gilasy
and o g By gaa 8 LS o] e ld Gaedd Ll Bl Caga ualy

£ 50 il
axd Fadabia Liall 550 Lal Has b dgall 3 550 7 5 55 oA,

=Y A

-14

__“



[II Children’s Depression Inventory
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