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INTRODUCTION

	 The developed nations of the world have 
acknowledged the importance of child health 
which not only includes the physical health but also 
the psychiatric health of the child.1 For this purpose 
extensive research has been carried out in these 
countries to outline the various child psychiatric 
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ABSTRACT
Objective: To determine the pattern of referrals, socio-demographic factors, frequency of 
psychiatric diagnosis, and help offered to children presenting in Child Psychiatry Department 
outpatient clinic of a tertiary care hospital in Lahore.
Methodology: A cross sectional study of children attending child psychiatry outdoor in a 
tertiary care hospital in Lahore was conducted. Following informed consent from the parent/
legal guardian, 1000 consecutive new referral to the department were assessed by interviewing 
the parent and the child. A Structured proforma was used for data collection. ICD-10 criteria 
were used for the diagnosis of psychiatric illness. Record was made of the interventions offered 
to the child & family.
Results: Total sample size was 1000 children with predominant male gender (65%) and mean 
age of 8.46 (S.D 4.51).More than half (54.5%) of the children in our sample were not enrolled in 
school and 19% had family history of psychiatric illness. Among the various sources of referral, 
self-referral was the highest (84.7%) followed by referral from Pediatrics (8.4%). Psychiatric 
diagnosis observed were Speech Related Difficulties {including speech delay, articulation 
problems and specific developmental delays of speech & language} (46.5%) , Learning Disability 
(43.3%), Behavior Problems (26.3), Epilepsy (12.6%), Dissociative Disorders (10.1%), Attention 
Deficit Hyperactivity Disorder (4.5%), Autism (3.2%), Depression(2.4%), Anxiety(1.7%), Psychosis 
(1%) and Tics (1%). Co-morbidities were found in 44.7 percent of the children. The various 
interventions offered included medications, referral to psychologist (for family therapy and 
individual work), play therapist and speech therapist.
Conclusion: Majority of children presenting to the child psychiatry clinic have multiple and 
complex needs due to high frequency of learning disabilities and co morbidities. The findings 
illustrate the importance of multidisciplinary approach and to assess the different dimensions 
of psychopathology in children for future service planning.
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disorders and their causes/risk factors so that a 
proper health care system could be defined to tackle 
the various child health disorders. 
	 In America epidemiological research has shown 
that between 3% and 18% of children have psy-
chiatric disorders. Costello and colleagues have 
proposed a median prevalence estimate of 12%.2 
Waddell and colleagues propose a prevalence rate 
for all mental disorders in children of 14.2%.3  Even 
in America the demand for child and adolescent 
psychiatry services continues to far outstrip the 
supply especially in rural and poor urban areas 
where access is significantly reduced.4,5 Only 20% 
of emotionally disturbed children and adolescents 
received any mental health treatment.  
	 Limited research related to child mental 
health in developing countries suggests that the 
prevalence of various child psychiatric disorders 
in developing countries is similar to that of 
Western Countries.6-9 A study from Bangladesh 
reported an estimated prevalence of about 15% 
for any ICD-10 Psychiatric diagnosis in children.10 
Prevalence rate of 12.5% among children aged 
0-16 years was found in a study from neighboring 
country India.11 Various types of child psychiatric 
disorders seen were also comparable to west like 
Emotional Disorders(anxiety, depression and 
phobias), Behavioral Disorders, Attention deficit 
hyperactivity disorder, Learning Disabilities, 
Psychosomatic Disorders, Neurological Disorders 
like epilepsy and its related psychological squeal.
	 The current situation in Pakistan is that it is 
one of the countries that has no national child 
mental health policy. Very few studies have been 
conducted in child mental health. In a study done 
in Karachi which included children attending 
community schools, prevalence of child mental 
health problems was higher than reported in 
studies from other countries.12 Another limited 
study carried out in Lahore aimed to establish the 
prevalence of emotional and behavioral problems 
in school children using the Rutter rating scales. 
The study found a prevalence of 9.3% for emotional 
and behavioral problems among school going 
children.13

	 Lack of child mental health services directly 
correlates with the lack of epidemiological studies 
in Pakistan. Inadequate information about the 
magnitude of the needs that should be met and 
the prevalence of various types of child mental 
disorders are important hindrances in service 
planning and delivery. One of the ways forward 
is to try to gather information about the relevant 

socio-demographic factors & type of problems and 
difficulties for which the children gets referred to 
the child Psychiatry Departments in the country.
	 The present study reports on the pattern of refer-
rals, the frequency of various child psychiatric diag-
nosis, and associated socio- demographic factors of 
children presenting to the child & family Psychiatry 
outpatients at a tertiary care hospital in Lahore.

METHODOLOGY

	 Ethical review Board of King Edward Medical 
University approved the study. This descriptive 
cross sectional study was carried out in the 
outpatient of Department of Child & Family 
Psychiatry at Mayo Hospital, Lahore, Pakistan over 
a period of about one year (March 2010 - February 
2011). Mayo Hospital is an 1199 bedded tertiary 
care hospital and has a separate established Child 
Psychiatry Department with multidisciplinary 
health provision. Departmental staff includes 
Consultant Child Psychiatrist& other medical team 
members, psychologists, speech therapist and play 
therapist.
	 Following informed consent from the parent/ 
guardian, one thousand consecutive new referrals 
to the department outdoor (aged between 0-16 
years, both genders) were recruited in the study 
during the data collection period. A structured 
questionnaire was used for data collection and filled 
by a team member under supervision of a senior 
child psychiatrist by interviewing the caregiver as 
well as the child (where possible) and observation. 
Questionnaire included demographic and family 
information, source of referral, history of the child 
illness, co-morbidities & relevant developmental 
history. A record was made of the provisional 
diagnosis according to ICD-10 diagnostic criteria. 
Medication was prescribed where needed. Patient 
was then referred to the other team members for 
further evaluation and treatment according to the 

Figure 1: Interventions needed by the sample.
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diagnosis. After getting the inputs from the team 
members a joint review discussion was done about 
the diagnosis and follow up was advised. All the 
data was entered and analyzed with windows SPSS 
version 17.0. Descriptive statistics were employed 
and data presented in the form of frequencies and 
percentages.

RESULTS

	 One thousand children with predominant male 
gender (65%) and mean age of 8.46 (S.D 4.51) were 
recruited in the study. Table-I shows the various 
socio-demographic variables of the sample. More 
than half (54.5%) of the children in our sample were 
not getting formal education in schools. Among 
the various sources of referral, self-referral was the 
highest (84.7%). Table-I also highlights various oth-
er associated relevant factors for child psychiatric 
illness.
	 Regarding the frequency of Psychiatric diagnosis 
in the sample, speech related difficulties (including 
speech delay) were the highest (46.5%) followed 

by learning disability (43.3%), behavior problems 
(26.3) and epilepsy (12.6%) Table-II. Co-morbidities 
were found in 44.7 percent of the children. 
	 Fig.1 shows the various treatment interventions 
advised to the children. The various modalities 
included medications, referral to psychologist, 
play therapist and speech therapist.  Majority of 
the children were prescribed medication (79.6%) 
mostly neurotropics (drugs, which improves brain 
microcirculation, promotes the metabolism and 
modulate neurotransmission) & multivitamins 
(Table-III). Around half of the children were also 
referred to a psychologist for family therapy and 
individual work while many of the children also 
needed play therapy (44.1%) and speech therapy 
(46.2%). 

DISCUSSION

	 We found a high preponderance of boys (65%) 
in our sample which is similar to majority of 
other studies carried out both in Pakistan and 
Internationally,14-16 except a study conducted in 
Alain which shows female predominance.17The 
strength of our study is the large sample size 
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Table-I: Socio-demographic variables 
and associated factors. (n=1000)

Factors	 N(%)
Age(Mean; S.D)	 8.46 (4.51)
Under 3 years	 12(1.2)
3-5 years	 303(30.3)
6-10 years	 345(34.5)
11-16 years.	 340(34)
Gender
Male	 649(64.9)
Female	 351(35.1)
Schooling
Yes	 455(45.5)
No	
545(54.5)	
Family Structure
Joint	 752(75.2)
Nuclear	 248(24.8)
Mode of referrals
Self-referrals	 847(84.7)
Pediatrics	 84(8.4)
Others	 57(5.7)
Neurology	 8(.8)
Emergency	
4(.4)	
Associated Factors
Developmental delays	 497(49.7)
Educational difficulties	 297(29.7)
Family History of Psychiatric Illness	 213(21.3)
Medical problems	 192(19.2)
Neonatal complications	 85(8.5)
Family History of Epilepsy	 63(6.3)
Past Psychiatric history	 54(5.4)

Table-II: Diagnostic categories in sample.
Diagnosis	 Total 	 Male 	 Female
	 n(%)	 n(%)	 n(%)
Speech related	 465(46.5)	 320	 145
  Difficulties(including speech delay & specific 
  developmental disorders of speech & language)
Learning Disabilities	 433(43.3)	 281	 152
Behavior Problems	 263(26.3)	 172	 91
  (include ODD & Conduct Problems)
Epilepsy	 126(12.6)	 85	 41
Dissociative Disorders*	 101(10.1)	 53	 48
Others(e.g. feeding	 45(4.5)	 26	 19
  problems, minor behavior issues, 
  adjustment difficulties)
ADHD	 45(4.5)	 11	 4
Autism Spectrum	 32(3.2)	 21	 11
  Disorders
Depression	 24(2.4)	 12	 12
Anxiety	 17(1.7)	 10	 7
Psychosis	 11(1.1)	 9	 2
Tics	 10(1.0)	 7	 3
Comorbidity	 447(44.7)	 288	 159

Table-III: Various medications prescribed 
to children with Psychiatric illness.

Neurotropics	 43%
Antipsychotics	 27%
Benzodiazpines	 13%
Antiepileptics	 13%
Antideppessents	 4%
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(n=1000) and the provision of services in a 
multidisciplinary setup. It is also one of the very 
few studies to be carried out in a dedicated child 
psychiatry setup in Pakistan
	 A finding of concern was the fact that majority 
of the children in our sample were not enrolled in 
any school. Even if we exclude children who are 
not in school going age, this percentage is still very 
high. Pakistan already has a very poor literacy rate 
and only about a third of Pakistani children aged 
between five and nine are enrolled in primary 
education.18 We can only hypothesize the cause/
factors behind poor enrolment of children in 
school in our sample. One of the reasons might be 
high prevalence of learning disability and normal 
schools not having the resources and necessary 
expertize to cater for special needs of these children 
leading to high dropout. Limited number of  
government schools for special children especially 
in remote village areas, the hesitation of the parents 
not to send these children to school due to financial 
constraints and stigma of a child being labeled as 
special child among many other factors may play 
a part for this high rate of children not attending 
schools. There is an urgent need at the government 
level to explore these causes. Results may help 
in policy making and establishing institutions at 
the government level to make these children into 
productive members of the society.  
	 Another area highlighted by our study was the 
poor referral rate from other departments within the 
hospital as well as directly from schools. Few chil-
dren were referred from the pediatric department, 
neurology and emergency. In a study conducted in 
London the referrals from within the hospital were 
35 percent specifically pediatric department.19 De-
velopment of active liaison between the various de-
partments of the hospital in general and the pedi-
atric department in particular  as well as steps to 
promote awareness of psychological factors in the 
management of children and high psychiatric co-
morbidity with physical illnesses are needed .Same 
approach has been suggested in other studies from 
the country.16 Furthermore perhaps schools rarely 
refer the children directly for assessment in Pa-
kistan, rather ask parents to get child assessed in 
case of any difficulties. It may be that most of the 
children are also not being referred because of lack 
of teachers training in screening for child mental 
health difficulties.
	 It was noted that majority of the children were 
referred because of speech related difficulties 
(which encompasses speech delay, stammering 

and articulation problems as well as specific 
developmental delays related to speech & language) 
followed by learning disabilities, epilepsy and 
behavioral difficulties. Children with learning 
difficulties also have very high rates of Psychiatric 
morbidity and multiple needs and in order to 
address the needs of these children we require the 
presence of multidisciplinary team, speech therapist 
being one important member. In the absence of 
separate services for learning disability in Pakistan 
at the moment, majority of these children are 
seen, assessed and managed by Adult Psychiatry 
Departments which in the absence of relevant staff 
like speech, play and occupational therapist are 
mostly unable to cater for the special needs of this 
vulnerable group of children.
	 Similar to other studies worldwide, a high 
proportion of children presented with behavioral 
problems (Oppositional Defiant Disorder and 
Conduct Disorder).19 Two national studies, one 
conducted in Karachi and the other in Lahore 
also has shown the high prevalence of behavioral 
disorders.13,16 A study from Alain UAE has reported 
male predominance of behavioral problems, a trend 
reflected in our results as well.17In a study conducted 
in London frequency of conduct disorders in the 
presenting referrals were found to be 44 percent.19

	 Our study also showed that co-morbidities were 
very common, a finding which correlates with an-
other study carried out in New York, USA which 
also showed a high level of co-morbidity among 
children suffering from attention deficit disorders, 
conduct/oppositional disorders, depression and 
anxiety disorders.20 This further highlights the need 
for a multidisciplinary assessment approach and 
use of multi-axial classification in management 
of children with psychiatric problems to ensure a 
comprehensive treatment strategy.
	 Family history of psychiatric illness was noted 
in 19.2 percent of the children. This may be 
under reported as we only included those cases 
which had an established diagnosis. Significant 
association between parental mental illness and 
child psychiatric problems has been reported in 
literature however we did not assess the psychiatric 
health of the care giver/parent due to resource/ 
time constraints. While managing these children, it 
is essential to look after the caregivers and address 
any relevant family stressors which are thought 
to play a role in the causation of the difficulties. 
Without involving and taking care of caregivers, it 
is difficult to bring any improvement in the quality 
of life of the families which are in dire need.
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	 Majority of the children included in our study 
were prescribed medication mostly neurotropic. 
Although pharmacotherapy has an important role 
in psychiatric disorders,21 but their judicious use 
in children is essential. High prescription rates of 
medicines may be related to the fact that majority 
of parents believe that medicines are necessary part 
of the treatment and insists on it in Pakistani setup. 
Quite often neurotropic are prescribed for children 
with learning disability along with referral for other 
more important services like family therapy & neu-
ro-developmental groups. Antipsychotics are also 
prescribed to the children with behavioral prob-
lems, autism with challenging behaviors, tics and 
psychosis as reported in literature.22-24

	 More than half of the children presenting in the 
department were also referred to the play therapist, 
speech therapist and psychologist emphasizing the 
multiple needs of this group of children .Many stud-
ies have emphasized on the role of play therapy25,26 
and psychotherapy in children.27,28 Speech therapy 
also has a significant role in the patient with speech 
difficulties.29,30 It is suggested that where ever a child 
psychiatric setup/department is established for the 
care and treatment of these children, it should have 
a multidisciplinary team.
	 The results of the study have to be seen in con-
text of various limitations. It was based in a hospi-
tal setting and data is from one hospital only thus 
results cannot  not  generalized. Furthermore this 
data was collected on the first visit and included the 
most probable diagnosis after team assessment. In 
some case diagnosis may have been reviewed when 
further information from multiple sources became 
available.
	 Our study highlights the importance of collect-
ing data on a structured basis in order to identify 
the need & planning of the services. Future studies 
should include hospitals in multiple sites across the 
country encompassing both urban and rural set-
tings as well as community based epidemiological 
studies would be very helpful.
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