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INFECTION PREVENTION
Vaccines:

Prevnar 13
Haemophilus Influenzae b (Hib)
Rotavirus
Chickenpox
Meningococcal
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ASCARIS LUMBRICOIDES
(ROUNDWORM)

Incidence ’
Ascaris lwmbricoiaes 1S i)
human parasitic infections W¢
common in the UK.

s is one of the connnpncst
ldwide. It is not

Aetiology e , ) S
Larvac hatched from ingested eggs enter the

venous system and migrate through the lungs
to the oesophagus. Fertilized eggs from adult
worms in the intestine are passed with faeces to
contaminate soil; the cycle recurs when they, in
turn, are ingested.

Diagnosis

Most infected people are symptom-free.
Respiratory symptoms (cough, wheeze), fever
and cosinophilia occur during the pulmonary
phase. Anorexia, abdominal cramps and even
intestinal obstruction may occur with heavy
infestation. Worms can migrate to obstruct the
biliary system (causing jaundice), pancreatic
ducts (causing pancreatitis), appendix (causing
appendicitis), and lead to volvulus, intussus-
ception, intestinal perforation and peritonitis.
The facces should be examined microscopically
for ova and adult worms, and sputum and

gastric washings should be used to detect
larvae.

Treatment

Mcbcndazolc, albendazol
plpcrazipc. Endoscopy to relieve biliary and
Pancreatic duct obstruction. Intestinal obstryc-
tion may be relieved by antihelminthic dru
With intravenous fluids and nasogastric suctiong
but surgery may be necessary, '

¢, flubendazole or

ENTEROBIUS VERMICUL/ g5
(THREADWORM) (9.42)

Incidence

Most common in rcmpgl‘r.uc and colq climgy,
but also occurs worldwide. I)“”i(llldrh' lt.;,ff‘
children, but may be transmitted té,‘();”
family members. ok
Diagnosis

Anal pruritis, particularly at night when he
adult female lays eggs in the periang] region
Rarely, other symptoms may dcvcl()p; fm:
example, symptoms of appendicitis when
worms enter the appendix lumen of if adult
worms migrate through the intestina] wall to
invade other organs. The ‘Sellotape tesp
involves placing a piece of clear adhesiye tape
over the perianal region at night, then
removing it in the morning and examining it
for small white specks/ova.

Treatment

Mebendazole is the drug of choice (except for
children under 1 year of age, for whom it is not
recommended), or piperazine. The whole fam-
ily should be treated and treatment repeated
two to four weeks later to eradicate any worms
hatched since first treatment.

see
9 ; orm)
9.42 Enterobius vermicularis (threadw

©n colonic mucosa at colonoscopy-
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NOSE AND PARANASAL SINUSES

Allergic and vasomotor rhinitis

The term ‘rhinitis’ implies an inflammatory response of the
lining membrane of the nose and may be intermittent or
persistent. It is important to understand that such an event

can occur as a consequence of both primary allergic and

non-allergic mechanisms (Fig. 1). In allergic rhinitis, specific
allergens are responsible for a type 1 hypersensitivity
reaction, and the symptom complex may be subclassified as
being predominantly seasonal or perennial. Non-allergic
pathologies include viral and bacterial infections (pp. 38, 50),
as well as autonomic nervous system abnormalities which

can result in vasomotor rhinitis.
Allergic rhinitis

Between 10 and 20% of the population
suffer to some degree from nasal
manifestations of an antigen-antibody
type 1 hypersensitivity reaction (Fig. 2).
In seasonal allergic rhinitis (hay fever),
the allergens are inhaled, e.g. grass,
pollens, weeds and flowers. Animal
dander, household dust, the dust mite
and feathers are the principal allergens
in perennial allergic rhinitis and have no
seasonal variation. Rarely, ingested

Rhinitis
T [
Acuteand  Nom-infective  Seasonal Perennial
chronic (drugs allergens allergens
infections irrtants
hormonal
idiopathic)

Fig. 1 Causes of rhinitis.

Grasses
Weeds

House dust
Dust mite

| el

allergens are implicated in the perennial
group, eg. dairy products and wheat.

Clinical features
The clinical features of allergic rhinitis
include the classic triad of:

= nasal obstruction due to mucosal
vasolidation and oedema

= rhinorrhoea (runny nose) due to
enhanced activity of glandular
elements

= paroxysms of sneezing due to
mucosal stimulation.

The symptom complex is produced by
allergen binding to immunoglobulin E
(IgE), which in turn is bound to mast
cells. This causes degranulation of
mast cells and the release of mediator
substances such as histamine,
leukotrienes and SRSA.

Many patients have associated
evidence of atopy such as asthma,
eczema, allergic dermatitis and drug
allergies. Aspirin sensitivity is not
infrequent. Taking a detailed clinical
history may identify the allergens
involved.

Typically, the nasal mucosa has a
boggy, oedematous appearance (Fig. 3);
it is covered by a thin layer of watery
secretion. Application of a
vasoconstrictor produces marked
mucosal shrinking with improvement
in the nasal airway. Skin-prick tests

|

N Wheat
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T Milk
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Fig. 2 Common allergens in allergic rhinitis.

should be interpreted only in relation
to the history. Negative skin tests in
the face of obvious allergens are not
infrequent.

Management

The simplest treatment is avoidance of
known allergens. In perennial allergic
rhinitis, the quantity of dust and

dust mite may be reduced in the
bedclothes by:

u changing a feather pillow to foam
= washing the bedclothes twice weekly,
as the antigen is heat sensitive

Fig. 3 Oedematous inferior turbinates
narrowing the nasal airway in a patient with
hay fever.

= using commercial sprays that i
house dust mite

= using a dust proof cover over the
mattress, duvet and pillows

= avoiding carpets and heavy drapes
the bedroom.

Suspected food allergens may be
excluded from the diet or replaced
with suitable alternatives. Removing
animal dander by giving up a pet
may be emotionally upsetting but
necessary.

Desensitization injections may be
offered. These work on the principle
producing a blocking IgG antibody
that prevents antigen binding to IgE.
Obviously, the treatment is only of
value if specific allergens can be
identified, and it is essential to
commence the series of necessary
injections well in advance of the
exposure. Due to the risk of
anaphylaxis, desensitization must be
done in a controlled environment
adequate resuscitation available.
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® Sites of submucosal
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Drug therapy similar to allergic rhinitis with less Management

Therapy involving the use of both
topical and systemic drugs has been
directed at either preventing mast cell
degranulation or blocking the effect of
released mediators.

Topical sodium cromoglycate
stabilizes the mast cell membrane and
prevents the release of chemical
agents. It has provided effective relief
of asthmatic symptoms but has been
less successful in allergic rhinitis. Local
decongestants can be either
sympathomimetic agents or steroids.
The former group includes ephedrine
nose drops which provide dramatic
shrinkage of nasal mucosa, but long-
term use can lead to rhinitis
medicamentosa. Locally-acting steroid
nasal sprays, e.g. beclometasone,
fluticasone, are highly effective against
blockage and rhinorrhoea. Regular use
in a ‘course’ is important. Topical
antihistamines are an alternative.

Systemic drug therapy includes
antihistamines which act by blocking
the H, nasal mucosa receptors. Their
major drawback is drowsiness. Modern
derivatives are less able to cross the
blood-brain barrier, hence reducing
side-effects. If sedation occurs,
medication can be taken at night.

Surgery

Surigical treatment (Fig. 4) is only
infrequently indicated, as most
patients’ symptoms are controlled by
conservative therapy. Turbinate
resection, cautery or outfracture may
improve nasal obstruction, but
rhinorrhoea and sneezing are
unaffected by surgical manipulations.

Intrinsic rhinitis
(vasomotor rhinitis)

Intrinsic rhinitis is common (10-15%
of the population). The symptoms are

sneezing, and the patient does not
have positive allergy testing results.
The pathophysiology involves an
imbalance between the
parasympathetic and sympathetic
autonomic nerve supply of the nasal
mucosa. The former predominates
causing nasal obstruction due to
increased vascularity. Enhanced
mucosal secretion produces watery
rhinorrhoea.

Patients may relate an attack of
symptoms to changes in ambient
humidity and temperature. Metabolic
changes seen in pregnancy, puberty,
the menopause and hyperthyroidism
can cause the same nasal response.

In all but the mildest of cases, medical
treatment in the form of local and
systemic decongestants should be
tried. Severe cases may require
submucosal diathermy, laser treatment
or radical turbinectomy to clear the
nasal airway (Fig. 4).

Rhinitis Medicamentosa

Rhinitis medicamentosa is characterized
by reactive vasodilatation of the nasal
mucosa. It is a result of acquired
sensitivity of the nasal lining to
prolonged use of topical agents,
particularly those containing
sympathomimetic agents. Many ‘over the

Certain drugs have also been impli

counter’ medicines fall into this category.

particularly antihypertensives and the
contraceptive pill.

Clinical features

The main clinical features include
nasal obstruction, rhinorrhoea and
sneezing as in allergic rhinitis. The
nasal mucosa over the inferior
turbinate is congested, swollen and
red, occasionally completely blocking
the airway. Some patients may
complain that symptoms occur on
exposure to sunlight, gaseous irritants
such as tobacco or with ingestion of
alcohol.

The patient rapidly becomes addicted to
the short periods of relief produced from
the severe chronic nasal obstruction.

Management

Treatment should be prophylactic, ie.
certain preparations should only be
employed as ‘short sharp’ therapies.
Established rhinitis medicamentosa
requires substitution of the offending
drug by one containing a steroid, or by
employing a systemic decongestant. In
severe cases, the mucosal swelling
becomes irreversible. Such cases
require surgical treatment, usually
turbinate resection (Fig. 4).

»4 Allergic and vasomotor rhinitis |

m The commonest perennial allergens are household dust and dust mite.

= Pollen is the commonest seasonal allergen.

® False-negative results on skin tests are not infrequent.

m Sinofacial congestion is common in allergic rhinitis,

= Rhinitis and asthma frequently coexist as part of the same disease process.
= The mainstay of treatment of allergic and vasomotor rhinitis is medical.

m Topical nasal steroid preparations are valuable in reducing or abolishing the allergic reactions
in many patients and can be prescribed long term.

m Prolonged application of potent topical vasoconstrictors leads to rhinitis medicamentosa.
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CHAPTER 7

Asthma

Bernard Valman

Northwick Park Hospital and Imperial College London, UK

OVERVIEW

* Asthma should be suspected in any child who wheezes, ideally
heard by a health professional on auscultation. The diagnosis is
made clinically with confirmation by peak flow measurements
where there is uncertainty in the older child.

The symptoms of asthma are caused by narrowing of the
bronchi and bronchioles by mucosal swelling and contraction of
the muscle in their walls, with viscid secretion obstructing the
lumen (Figure 7.1). The muscle contraction is reversible bya
bronchodilatator such as salbutamol which is a B,-agonist.
Corticosteroids reduce mucosal oedema and secretions.

In most children with asthma there are no symptoms or
abnormal signs between acute attacks, and lung function tests,
unless performed before and after exercise, are normal.

Asthma is the most common chronic disease of childhood and

it affects about 10% of schoolchildren. About 80% of children

with asthma have the first symptoms before the age of

5 years and at least half will stop having attacks when they

become adults.

Prophylactic drugs and better methods of administering them

have resulted in many children with asthma being completely

free of symptoms.

Treatment needs to be reviewed regularly to ensure that the
child is receiving the minimum doses of drugs that produces
optimal control.

Diagnosis

Asthma should be suspected if there is recurrent cough, wheezing,
and shortness of breath, especially after exercise or during the
night. Improvement with a bronchodilatator is helpful evidence
but is not specific for asthma. The first attack may occur at any age,
but to avoid many children with an acute lower respiratory tract
infection being labelled as having asthma it is preferable to wait
until three episodes have occurred within a year before confirming
the diagnosis. There is no clinical or laboratory method of distin-
guishing between acute bronchial infection and asthma. Wheezes

ABC of One to Seven, 5th edition. Edited by B. Valman. © 2010 Blackwell
Publishing, ISBN: 978-1-4051-8105-1.

Normal

Figure 7.1 Structural changes in asthma.

may be heard in the chest during and between attacks of asthma,
but there may be no abnormal signs despite repeated examinations.
The absence of night cough is the best evidence that treatment
is adequate. The length of absences from school, as well as the
number of hospital admissions, give an indication of the severity of
the problem. Details of previous drug treatments may help to avoid
the repetition of failures.

Features not commonly found in asthma may indicate an
alternative diagnosis. Cough present from birth, a family his-
tory of unusual chest disease, persistent wet cough, diarrhoea, or
failure to thrive suggest cystic fibrosis (see p. 41). Excessive
vomiting suggests the possibility of gastro-oesophageal reflux
with or without aspiration. Sudden onset suggests inhalation of
a foreign body.

Most children with recurrent cough but no wheeze do not
have asthma. As wheeze may not be recognized, a 2-week course
of asthma treatment may be given but should be stopped if
there is no improvement and the dose should not be increased.
The cough is induced by a viral infection or an irritant, such
as smoke, affecting airways with increased cough receptor sensi-
tivity. The increased sensitivity is temporary and no medication
reduces it. *

21




CHAPTER 9

Bernard Valman

Recurrent Abdominal Pain

Northwick Park Hospital and Imperial College London, UK

OVERVIEW

* Recurrent abdominal pain, which is also called the periodic
syndrome, is diagnosed on the basis of at least three episodes
of pain in over 3 months.

At least 10% of schoolchildren have recurrent abdominal pain.
The symptoms usually begin at the age of 5 years, although
they may appear as early as 2 years or as late as 13 years.

In & study of 100 children investigated in hospital only eight
were found to have organic causes for the pain, including three
with renal problems (Figure 9.1).

In contrast, 60% of adults with recurrent abdominal pain have a
demonstrable physical cause: most have a peptic ulcer, which is
uncommon in children, or disease of the biliary tract, which is
extremely rare in childhood.

In children with recurrent abdominal pain the most common
emotional state is anxiety and the most common trigger for
attacks of pain is events at school.

“inscury
Details of the first attack may be remembered with special clarity
and may help to elucidate the cause. Two-thirds of the children
have central abdominal pain, which is usually not organic in origin,
but pain in other sites may have a physical cause (Figure 9.2). Pain
on one side of the abdomen suggests renal disease. Aggravating and
relieving factors should be considered but the type of pain is usually
not helpful, and very severe pain causing the child to cry out may
still derive from emotional causes. The duration and frequency of
the pain, relation to meals, and whether it occurs on a particular
day of the week, at weekends, or holidays are all important. Pain
that wakes the child at night is likely to have an organic origin.
About two-thirds of the children have vomiting with the pain
and 10% have diarrhoea during attacks. Twenty five per cent have
headaches and 10% have pain in their limbs between attacks. Pallor
during an attack is noticed in half of cases, and one-quarter of
children are sleepy after an attack.

ABC of One to Seven, 5th edition. Edited by B. Valman. © 2010 Blackwell
Publishing, ISBN: 978-1-4051-8105-1.
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l— Physical disease —1

Children Adults

Figure 9.1 Prevalence of physical disease in children and adults with
recurrent abdominal pain

Not organic

~——— Renal

Vil
DX 7

Figure 9.2 Site of pain is an indicator of cause.
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If there is a family history of inflammatory bowel disease or
peptic ulcer there is an increased risk of these diseases in the child.

Emotional and social factors

In the parents and siblings of children with recurrent abdominal
pain the incidence of similar complaints is nearly six times higher
than in those of controls. The family member most often affected
is the mother. There may be a history of domestic difficulties
or parental illness, including depression. Parents should be asked
what sort of child their son or daughter is and what disorder they
particularly fear in their child. Their reactions to the child should
be observed during the visit. The child’s attitude to the rest of the
family and to friends may need to be explored. The parents must be
encouraged to say what they feel, and apparently irrelevant details
about everyday life at home and at school may be of diagnostic
importance.




CHAPTER 22

Bernard Valman

Recurrent Headache

Northwick Park Hospital and Imperial College London, UK

OVERVIEW

.

Any acute illness with fever may cause headache, but if there
is drowsiness, vomiting, photophobia, or neck stiffness an
emergency lumbar puncture needs to be considered to exclude
meningitis

.

Recurrent headaches are caused by migraine, emotional tension,
or intracranial pathology. Emotional factors may precipitate
attacks of migraine

Detailed physical examination is essential on the first visit, and
reassessment is needed during the first 6 months after the onset
of headaches to exclude a cerebral tumour that did not produce
localizing symptoms or signs initially.

The blood pressure should be measured and the fundi examined
in every child with headache.

Migraine

Migraine occurs in about 4% of children, and tension headaches
probably have about the same prevalence.The pain of migraine is
usually accompanied by nausea or vomiting and is relieved by sleep.
There is often intolerance to light or noise and there may be pallor.
The pain lasts for hours and there is complete freedom from pain
between attacks. In about 20% of patients there is a hemicranial
distribution of the pain, and in about another 20% there is vertigo
or lightheadedness. Only about 5% of children with migraine have
a visual aura. Migraine can occur at any age, but its apparent rarity
under the age of 5 years may be because of children’s difficulty in
discussing their symptoms (Figure 22.1).

As 90% of children with migraine have parents or siblings with
this condition, the absence of a family history throws some doubt
on the diagnosis. However, 50% of all children have a family his-
tory of migraine, so the presence of this history is not helpful in
diagnosis. Although they may have been called migraine, the details
of the relatives’ headaches may show that they have the features of
emotional tension headaches.

Psychological stress is the most common trigger factor of attacks,
and school is often implicated (Figure 22.2). The child may have

ABC of One to Seven, 5th edition. Edited by B. Valman. © 2010 Blackwell
Publishing, ISBN: 978-1-4051-8105-1.

Figure 22.1 Take the history from the child

Mon | Tues | Wed [ Thur | Fri | Sat | Sun [Mon | Tues LV]

08.00

- Headache

Figure 22.2 A diary may show the trigger factor.

difficulty in keeping up with his peers or may fear impending
examinations. Children are often seen by a doctor for the first time
at the beginning of the new school year in September, but in other
families the mother may cope until March or April. Some of these
children are progressing well at school but pursue a very hectic life
afterwards. The importance of specific foods is controversial but a
mother may have observed that a particular food such
late or cheese may consistently precipitate symptoms. This occurs
in about 10% of children. Provided that only one type of food is

choco-
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Factor

Examples

Genetic

Environmental
Family factors
Parenting styles

Parental conflict

Parental psychiatric disorder
Social factors

Deprivation

Bullying
Other factors

Prematurity

Medical disorder
Physical abuse

Autism

Harsh, critical style associated with
conduct disorder

Increased risk of emotional or conduct
disorder

Increased risk of eating disorder

Increased risk of conduct disorder
School refusal

Increased risk of developmental delays and
behavioural disorders

Epilepsy increases risk of most disorders

Increased risk of emotional and
behavioural disorders




Somatoform disorder

Children readily develop somatic symptoms, espe-
cially when stressed. Non-specific abdominal pain
and headaches are the commonest and may lead
to a paediatric referral. As in adults, somatoform
disorder describes bodily symptoms that are
unexplained by a medical condition. The assess-
ment of these requires:

® Exclusion of a medical disorder that fully
explains the symptoms.

* Exclusion of emotional or depressive disorder.

* Identification of likely precipitating and per-
Petuating factors. For example, the child may be
unhappy at home, is worried about a sick sibling
Oris using the symptoms to gain attention.

medudcries |

Management is aimed at avoiding reinforcing the
symptoms (for example by teaching the parents
how not to do this inadvertently) and at tackling
the underlying stresses. The prognosis is variable.

Some children proceed to somatoform disorder as
adults.

Other emotional disorders

Obsessive—compulsive disorder in children is rare
clinically, but has a prevalence of 1 in 400 in British
5-15 year olds. It is sometimes associated with
Tourette syndrome (see below). It is the only child-
hood emotional disorder with good evidence that
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What’s new about

Attention Deficit
Hyperactivity Disorder

Attention deficit hyperactivity disorder (ADHD) is the most
commonly diagnosed neurobehavioral disorder that typically
begins in childhood and often persists into adulthood. ADHD
is characterized by developmentally inappropriate levels of in-
attention and hyperactivity resulting in functional impairment
in academic, family, and social settings. There are increasing
trends in prevalence during the past decade and increases
in ADHD medication use. The worldwide-pooled (for all age)
prevalence was 5.29% [1]. The American Psychiatric Associa-
tion stated that 3%-7% of school-aged children have ADHD
[2]. The prevalence of ADHD in Hong Kong is 6.1% in Primary 1
schoolboys and 3.9% in early adolescence [3, 4. In this article,
1 would like to highlight some latest update on this topic.

AAP Clinical Practice Guideline on ADHD 2011

The American Academy of Pediatrics had published the latest
clinical practice guideline in 2011 [5]. Attention should be paid
to the few key action statements:

1. With emerging evidence, evaluation for ADHD can be
initiated for any child 4 through 18 years of age who presents
with academic or behavioral problems and symptoms of
inattention, hyperactivity, or impulsivity.

2.To make a diagnosis of ADHD, the DSM-IV criteria should be
met, including documentation of impairment in more than
1 major setting. Information should be obtained primarily
from reports from parents or guardians, teachers, and other
personnel involved in the child’s care. Any alternative cause
should also rule out.

3. Assessment for other conditions that might coexist with
ADHD should be included. These include emotional or
behavioral (e.g, anxiety, depressive, oppositional defiant,
and conduct disorders), developmental (e.g., learning and
language disorders or other neurodevelopmental disorders),
and physical (e.g., tics, sleep apnea) problems.

4, ADHD should be recognized as a chronic condition and,
therefore, consider children and adolescents with ADHD with
special health care needs.

Dr. Sylvia Doo

Specialist in Paediatrics
’ \ Child Development and Assessment Centre

83\ stPaul’s Hospital

5. Recommendations for treatment of children and youth
with ADHD vary depending on the patient’s age:

a. For preschool-aged children (4-5 years of age), evidence-
based parent- and/or teacher-administered behavior
therapy is the first line of treatment. Approved medication
may be added if there is no significant improvement
with moderate-to severe continuing disturbance in the
child’s function. This special recommendation based on
study finding that that many young children experience
improvements in symptoms with behavior therapy alone,
and the overall evidence is strong. Depending on severity,
many young ADHD children might still require medication
to achieve maximum improvement, and medication is NOT
contraindicated for this age.

b. For elementary school-aged children to adolescents (6-
18 years of age), approved medications for ADHD is the
first line treatment with/without evidence-based behavior
therapy, preferably both. Evidence is particularly strong for
stimulant medications; and sufficient but less strong for
atomoxetine, extended-release guanfacine, and extended-
release clonidine.

6. Doses of medication for ADHD should be titrated to
achieve maximum benefit with minimum adverse effects.
Because stimulants might produce positive but suboptimal
effects at a lower dose, titration strictly on a milligram-per-
kilogram basis is not recommended. Education of parents
is an important component to ensure their cooperation in
appropriate titration.

Diagnostic and Statistical Manual of Mental
Disorders — 5th edition (DSM-V) 2013

As mentioned above, we are now using the DSM-IV
diagnostic criteria for diagnosing ADHD. A new revision of
DSM-V will be issued in May 2013 (Table 1) [6]. The major
changes are:

1. Increase the limit for age of onset from 7 to 12 years. A
substantial literature overwhelmingly indicated that the age
of onset by age 7 was invalid by all criteria: not able to be
reliably assessed, no clinical differences between children
identified as onset by 7 versus later in terms of course,

o B S I o et e



" Table 16.10 Features of attention deficit hyperactivity
" disorder (ADHD).

Core features

Hyperactivity
Poor attention and concentration

Impulsivity

Present for at least 6 months

Evidence for impaired functioning in two or more
settings

Onset by age 9, usually by 5

Other features
Distractibility
Poor at planning and organizing tasks
Learning difficulties
Clumsiness
Low self-esteem
Socially disinhibited
Unpopular with other children
Non-localizing neurological signs
Conduct disorder coexists in 50%




Autism

Autism is a syndrome characterized by a failure to
develop normal communication, especially social
and emotional communication. Autistic children
have a delayed, restricted and deviant use of
language. They seem oblivious to non-verbal cues
and emotional expressions, with little desire to
interact with others or form relationships. In-
stead, they demonstrate a limited range of solitary,
repetitive behaviours and resist attempts to change
their routine. Most also have a degree of learning
disability. The features are summarized in
Table 16.11.
® A very few autistic children (and adults), called
idiot savants, have remarkable abilities in discrete
areas, such as complex mental arithmetic (as in the
film Rain Man).

The differential diagnosis of ‘true’ autism com-

Table 16.11 Features of autism.

1in 2000 children
80% are boys
Age of onset <3 years

Key features (the ‘autistic triad’)
No emotional warmth (autistic aloneness)
Impaired language and communication
Solitary, repetitive behaviours

Associated features
Mannerisms and rituals
Epilepsy in a quarter
Learning disability in 75%
Non-specific behavioural problems




Tics

lics are involuntary, rapid, Spasmodic movements,
usually repeated blinking and grimacing. They
are common, especially in young boys, and may
begin after an emotional upset. They are generally
transient and need no specific treatment.
However, some tics become severe, prolonged and
incapacitating.

The main tic disorder is (Gilles de la) Tourette
syndrome, in which tics are accompanied by












When you take your child along
to visit reiatives or friends or when
they visit your home, encourage your
child to greet them. Similarly, at de-
parture, teach your child the appro-
priate greeting of your l.anguage
community. When your child comes
home, say, from nursery school, en-
courage her to greet you. When she
goes out on a shopping trip for ex-
ample, expect her to take proper
leave of elders at home.

At mealtime, children should be
encouraged to invite others to the
meal before helping themselves.
Mealtime is a social activity. Have
your child join you at the table in-
stead of dishing up her share in a
bowl and letting her wander off to
watch her favourite TV programme.

Doubtlessly, there are other rules
of etiquette appropriate to your com-
munity that you can think of. The
.eaTlier you inculcate these, the easier
it is for your child to incorporate
them as habits,
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From an early age, a child shoulq
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One way of showing respect is to
use appropriate terms of greeting.
Teach your child the appropriate
terms to address family members.
Non-related adults are addressed as
“uncle” or “aunt” together with their
name if preferred, but not by their
names alone.

In addition, a Malay child may
greet her elder by lifting the older
person’s hand to her lips. An Indian
child may place both palms togeter
at chest level in a sign of obeisanc¢
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