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Abstract: Many children with mental health problems in Egypt, as in many other countries, do not receive the help they need. Investigating the pathways of care is crucial for the early detection and treatment of these children. This study examined referral patterns and the duration of untreated psychiatric illness of 350 children attending two urban clinical settings in Egypt. Diagnoses were made using the Kiddie Schedule for Affective Disorder and Schizophrenia for School-aged children present and lifetime (K-SADS-PL), Child behavior checklist (CBCL,) and the Stanford-Binet Intelligence Scale. For 46.3%, the most distressing symptom was behavioral problems. A delay in seeking psychiatric help was found. positive family history, and lower socioeconomic class were associated with delays in psychiatric consultation. For 39.7% of patients, the first contact was with a psychiatrist. Most children were referred by relatives. Awareness programs are needed to increase knowledge about and to decrease the duration of untreated illness.
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Nomenclature



	ADHD
	Attention Deficit hyperactive disorder



	ASD
	Autism spectrum disorder



	DUI
	Duration of untreated illness



	IQ
	Intelligence quotient



	K-SADS-PL
	Kiddie Schedule for Affective Disorder and Schizophrenia for school-aged children present and lifetime



	NE
	Nocturnal enuresis



	PCPs
	Primary care physicians



	WHO
	World Health Organization




1  Introduction

Psychiatric disorders among children are a common distressing problem. These disorders can be emotional, behavioral, or developmental and arise in the first two decades of life [1]. Around 10%–20% of children and adolescents experience mental illness worldwide and half of all psychiatric conditions start before the age of 14 [2].

WHO Mental Health Atlas (2005) reported a lack of adequate child and adolescent mental health services worldwide, especially in developing countries, including Egypt [3]. Families in developing countries may not spot psychiatric symptoms in their children except florid and explicit symptoms. Children mostly cannot express psychological distress and can only get professional help through somatic complaints. Many factors hinder psychiatric professional service access including stigma, cultural backgrounds, financial considerations, and service availability [4].

Consequences of untreated mental disorders in this age group include lifelong disability, substance abuse, and suicide [5]. Such delay in diagnosis and treatment can be determined by the pathways which the child and his caregivers took till finally seeking psychiatric services.

Lately, children and adolescents’ mental health services inadequacies have been spotted for attempts to develop, implement, and expand a revised paradigm of care [6,7].

In 2017, Egypt’s population reached around 95 million inhabitants with approximately 34.2% of them being children under the age of 15 [8]. An assessment that was conducted in Egypt in 2006 to evaluate the health care system has found that mental health occupied only 5% of undergraduate training for medical doctors while it occupied 10% of that for nurses. In a primary care setting, only less than 20% of patients undergo proper assessment and management of psychiatric conditions and referral pathways are quite inept with around only 1% of patients properly referred to a mental health professional. Although almost all schools employ health professionals, only about 1% of those are trained in mental health [9].

Health care providers and many of the population in Egypt are not as aware of children’s mental health problems as they should be. Children and adolescents are particularly vulnerable as they do not participate in the decision-making process but can only seek care through the pathways that the parents may choose [10].

By identifying these pathways, improvements in offering psychiatric help and raising awareness of mental illness can be reached which can greatly benefit both children and surrounding individuals and consequently benefiting the entire society.

In the recent years improvements in the mental health sector in Egypt, had resulted in the separation between the services provided for children and those for adolescents. In the current study we were more interested in investigating the pathways of care for children who are more vulnerable. In light of the aforementioned, we aimed to identify the pathways to services and the time taken to reach formal psychiatric care. We hypothesized that there is a delay in the referral pathways to psychiatric care.

2  Methodology

2.1 Participants

The study sample consisted of 350 children (new or old), aged 2–12, which is the age range that presents to the child psychiatry outpatient clinics in the study settings. Cases were recruited over 15 months period (from January 2020 to March 2021) from two tertiary care settings, the first is the child psychiatry outpatient clinic of the Okasha Institute of Psychiatry, which belongs to Ain Shams University Hospitals (Group I) (n = 181), and the second is the child outpatient clinic of Al Abbasia governmental mental hospital which is operated by the Health Ministry’s General Secretariat of Mental Health and Addiction Treatment (Group 2) (n = 169). Both clinical settings serve as a catchment area of more than the third of greater Cairo including areas around greater Cairo as well. Choosing to conduct the study at the two hospitals was aiming to better generalization of the results, we also hypothesized that there would be a difference between the two hospitals regarding the duration of untreated illness and characteristics of participants, may be due to the higher stigma associated with seeking help at Al Abbasia Hospital as the oldest and most famous psychiatric hospital in Egypt specialized only in mental health [11] in comparison to Ain Shams University Hospitals which are 13 hospitals of different specialties located in one campus. Cases that refused to participate or withdrew during the interview were excluded.

The sample size was calculated using Stata 10 program. after reviewing the existing literature of similar studies [10], setting α error at 5% and achieving power of 80%, the needed sample is at least 350 subjects.

Due to the current COVID 19 pandemic, clinics in both places stopped working and recruitment was held for 3–4 months and resumed with decreased numbers of children being examined, that is why the current study was extended until the needed number of cases was recruited.

2.2 Procedures

Subjects were recruited over 15 months period (from January 2020 to March 2021). Ethical approval for the study was granted by the Ain Shams University Faculty of Medicine Ethical Committee and the Ethical Committee of Al Abbasia Psychiatric Hospital. An informed written consent was obtained from the guardians of children participating in the study after being informed about the nature and objectives of the study. Confidentiality of the participants was ensured.

The study was conducted at the outpatient clinics of the two hospitals, Both the children and their caregivers were interviewed. A full psychiatric history and examination according to DSM IV were performed using the K-SADS-PL [12]. Sociodemographic data were recorded from one of the parents using the updated and re-validated version of Fahmy’s socioeconomic scale [13,14]. Psychiatric contact data were collected using an interviewer-designed checklist which included information about the family’s first contact for consultation, the source of the referral, the duration of untreated illness, the most distressing symptom, and traditional healers’ help history. The severity of internalizing and externalizing behaviors of children was assessed using the Arabic version of the child behavior checklist, completed by the caregiver [15,16]. The interview took around 60 min to complete. Children were then referred for assessment of their intellectual functions using the Arabic version of the Stanford-Binet Intelligence Scale fifth edition [17] performed by a well-trained psychologist from the staff working at Okasha institute of psychiatry to diagnose intellectual disability in children.

Statistical analysis

The collected data was analyzed using Statistical Package for Social Science, version 25 (SPSS 25) [18]. Descriptive statistics included mean, standard deviation (±SD) for parametric data, and Median, Interquartile range (IQR), frequency, and percentage for non-parametric data. Analytical statistics included: (1) Chi-Square test was used to compare between groups with qualitative data. (2) Independent t-test was used to compare between two groups with quantitative data and parametric distribution. (3) Mann Whitney test (U test) was used to assess the statistical significance of the difference of a non-parametric variable between two study groups. (4) The Kruskal-Wallis test was used to assess the statistical significance of the difference between more than two study group ordinal variables. Correlation analysis using Spearman method was used. The level of significance was set at P < 0.05.

3  Results

3.1 Characteristics of Subjects

Of the 350 subjects who participated in the study, 181 were recruited from Okasha Institute of Psychiatry, Ain Shams University (Group I) while 169 were recruited from Al Abbasia Governmental mental Hospital (Group 2). The study group averaged 7.92 (SD = 2.40) years of age.

Table 1 shows the characteristics of the 350 participants. The most common diagnosis was attention-deficit hyperactivity disorder (ADHD); followed by intellectual disability while the most common distressing symptom reported by the cases was behavioral problems, followed by poor scholastic performance (Table 1). The mean duration of illness before psychiatric consultation was 27.33 (SD = 19.63) months.
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On comparing the sociodemographic data of the two groups, we found that the mean age of group 2 was significantly higher than that of the children in group I. There was a statistically significant difference between the two groups as regards socioeconomic class. Group I had a significantly shorter duration of untreated illness compared to group 2 (Table 2).
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As shown in Table 3, it was found that lower socioeconomic class, and positive psychiatric family history were significantly associated with delayed treatment-seeking. Parents in a middle social class sought consultation earlier than those in a low or very low social class. Whereas the order of birth, gender, and severity of externalizing and internalizing behaviors were not associated with the duration of untreated illness.
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3.2 Parents’ Help-Seeking Pattern

Most parents first contacted a psychiatrist (39.7%) about their child’s mental health condition; pediatricians were the first contact in 19.1% of cases. Other specialties first contacted included neurology and PCPs. Traditional healers were the first contact in 9.7% of cases. Many participants had sought second opinion about their children’s condition, where 26.3% cases had consulted pediatricians, others consulted for a second advice from neurologists, other psychiatrists, and traditional healers. As regards the referral source, the largest proportion of patients were referred by relatives. Lack of awareness was the most commonly reported reason for the delay in seeking psychiatric help by families (Table 4).
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Eighteen percent of the sample sought help at traditional healers. Easy accessibility was the most common reason reported for seeking help at traditional healers (79.4%), while recommendations from relatives were stated by 60.3% of the parents, and 33.3% stated that it was also because of their low expenses. Table 5 shows that a higher percentage of females (27.27%) sought help at traditional healers compared to males (14.89%). Also, a higher percentage of those living in rural areas (45.65%) sought traditional healers’ help compared to those living in urban areas (13.82%).
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4  Discussion

The majority of the sample in the current study consisted of males (74.9%) which may show that parents are more concerned with behavioral problems in males. This appears to be in concordance with previous studies which stated that girls were less likely to be recognized by families as having a disorder [19].

On comparing the sociodemographic data of the two groups, we found that the mean age of group 2 (8.44) was significantly higher than that of group I (7.44), which might indicate that families knew better about psychiatric services available at the university hospital, and the more stigma associated with seeking help at El Abbasiya governmental hospital, the most famous psychiatric hospital in Egypt. Also, we found that there was a significant difference between the two groups as regards the socioeconomic status with the cases belonging to lower socioeconomic class going to Al Abbasia governmental hospital which may be due to the availability of more affordable services.

In this study, the most common diagnosis was externalizing disorder (ADHD and conduct disorder) with 53.2% patients, which was similar to another study conducted in India which found that children with hyperkinetic disorder and conduct disorder represented the majority (37.5%) of the sample [20]. Meanwhile, 10.2% of the sample met the criteria for childhood anxiety, mood disorder, or schizophrenia which was close to the findings of Hussein et al. [10]. Still, this was not in line with a study conducted in Norway which found that cases with these diagnoses represented 42% [21]. It may be because externalizing behaviors are more distressing to families in Egypt than internalizing behaviors. Around 26.0% of our sample had intellectual disability while 10.3% had autism disorder, this was also close to what Hussein et al. found in their study [10]. It took families an average of 27.33 ± 19.63 months to reach psychiatric service. This may indicate that parents tolerated the child’s condition and tried to control his behavior at home or by seeking help through other fields before seeking psychiatric help. This finding is close to previous studies that reported that patients with ADHD took an average of 2.6 years to reach mental health services [22], but it was longer than 1.5 years found in the study that was conducted in Iran by Ghanizadeh [23]. The discrepancy can be owed to different clinical settings between the two studies and different sample size and diagnoses, as his study included 119 children with ADHD.

When comparing between the two groups regarding the duration of untreated illness, cases in group I were found to have reached psychiatric services earlier than cases in the second group. This may be due to the availability of other specialties in university hospitals that serve cases coming from all over the country with earlier identification and referral to psychiatric services and perhaps due to the more stigma associated with seeking help at Al Abbasia governmental hospital.

Regarding the most distressing symptom, Behavioral problems were the most frequently reported symptom. This finding is consistent with other studies that found that behavioral issues were the commonest reason that motivated the families to seek help [10,22]. This may confirm the suggestion that regardless of the nature of a child’s mental disorder, it is the child’s disturbing behavior that motivates the family to seek treatment.

Meanwhile, 22.9% stated that scholastic impairment and underachievement was the most distressing symptom for them. In Egypt, parents give great value to school grades, so if the child’s grades are falling behind and teachers are not satisfied, parents get motivated for help-seeking. This agreed with another study that stated that educational difficulties were an important encouraging factor for help-seeking by parents [24]. This was also close to the findings by Hussein et al. [10] who found that around 18% of the families reported scholastic impairment as the most distressing symptom.

In this study, it was found that faster utilization of psychiatric services was associated with better socioeconomic status. These findings were in line with the study by Hussein et al. [10] that found that willingness to use psychiatric services was associated with higher socioeconomic status which suggests the role played by financial resources in determining the pathway of care.

Also, we found that family history of psychiatric illness was associated with longer DUI. Several factors may affect DUI including stigma; denial; experience with psychiatric service and/or treatments. They were afraid that they will stigmatize their child and that he will be labelled as having a mental disorder. Similarly, Oliva et al. found that patients with ADHD and positive family history for ADHD had a longer DUI [25]. On the other hand, that was different from what was suggested in another study which found that having a family history of psychiatric illness was an important point in the early identification of mental illness by pediatricians [26]. This difference may be because the other study was based on the identification of the cases by the pediatricians and not by other pathways including the family themselves.

We found that the severity of internalizing or externalizing behaviors of children measured by CBCL did not show any significant correlation with DUI. This was the same as in another study where it was found that the severity of ADHD, measured on the validated scale, did not show any significant correlation with DUI [25], supporting findings by other studies [22,23].

In this study, most families, 39.7%, firstly contacted a psychiatrist regarding their child’s condition. This finding is in line with another study in which the majority of ADHD patients sought primary advice from psychiatrists [27]. Which may be a promising finding indicating better awareness about mental disorders with earlier referral to psychiatric care.

Furthermore, 19.1% contacted pediatricians at first, while other specialties first contacted included: neurologists, PCPs, psychologists, and speech therapists. This could be due to the confusion of the public regarding the nature of their children’s symptoms, this also uncovers the hidden, yet important role that other healthcare and mental health professions play as regards to providing proper guidance to psychiatric services, it could also be due to the stigma associated with visiting a psychiatrist, which pushes parents to consult other professions first.

In this study, 9.7% of the families first sought help for their children’s symptoms at traditional healers, in Egypt, traditional religious healers have a powerful influence in the pathway of care for patients with mental health problems [28].

We found that the majority of the cases were referred to the psychiatric service by relatives 26.9%. This can be a result of parent’s doubts about their child’s behavior, so they would seek advice from relatives in search of help or looking for a similar experience. This finding came in agreement with the study by Abdulmalik et al. [29] who found that the commonest source of referral and information about mental health services was via community networks and neighbors. Meanwhile it was found that neurologists referred 15.4% of the cases. This can be due to the confusion regarding the nature of mental health problems and mixing up between the two specialties.

Pediatricians, on the other hand referred 13.7% of the cases. It was reported that referral from a pediatrician to psychiatric care is affected by several factors: including parental anxiety, concern about child’s behavior and/or symptoms, and positive family history of psychiatric illness [26].

Media referred 12.6% of cases, it was reported in the study by Ghanizadeh [23], that radio and television were the main sources of knowledge about ADHD as a psychiatric disorder needing help from the public. Abdulmalik & Sale recognized media as an important source of information about available mental health services [29].

Only 8.6% of the cases were referred by schoolteachers, this came in agreement with another study that found fewer referrals by schoolteachers and reported insufficient teachers’ knowledge about cases of ADHD [22]. It was suggested that a compulsory child mental health training program among schoolteachers is mandatory to facilitate the identification of symptoms thus shortening the duration of illness before reaching children’s mental health services [30].

Meanwhile, only 3.1% of the cases were referred by traditional healers and PCPs, this refers to the inadequacy of referral to psychiatric services by traditional healers and by primary care physicians which is like the findings of Hussein et al. [10] who found that traditional healers referred 5% of cases while only 2% of the cases were referred by PCPs. This low percentage referred from primary care units may reflect the insufficient psychiatric training and recognition received by PCPs [31].

In this study, when parents were asked about the reason for the delay in seeking psychiatric help for the child’s symptoms, 79.7% stated that lack of awareness about their children’s symptoms was the reason behind their delay in help-seeking. This was like previous studies that found that the most frequently reported reason for the delay was poor public knowledge about mental health services and mental disorders [23,27].

Another common reason reported by 26.6% of the sample was the belief that the child is naughty, and his behavior needed strict rules to be controlled. This reason was mentioned by other studies that parents usually tend to attribute symptoms to behavioral or cognitive difficulties rather than a psychiatric condition [24,30]. Lack of resources was stated as the reason for the delay in seeking psychiatric help by 24.9% of parents. Meanwhile, 14.9% of the families reported that distant health services were the reason for such delay and that they had difficulty deciding to go such long distances to seek help.

In Arabic countries, social and religious beliefs have a powerful influence. Patients who go to sheikhs believe that their symptoms are due to evil spirits, or a jinni and those sheikhs may be able to cure them by controlling the jinn and forcing it to leave their bodies. In the current study traditional healers had been consulted by 18% of cases and the majority of these consultations were before psychiatric advice (55.5%). This came in agreement with what was found by other studies [10,32]. This also explains why most patients in our study seeking help at traditional healers were treated by religious rituals (85.7%), the same as found in the study by Hussein et al. [10].

Easy accessibility was the commonest reason stated for choosing to seek help at traditional healers this was the same as reported in the study by Hussein et al. [10]. This may explain why a higher percentage of those who lived in rural areas visited traditional healers where it is easier to reach these services.

We found that the percentage of females (27.27%) who sought help at traditional healers was significantly higher than the percentage of males (14.89%). This came in line with previous studies in which being a female was associated with higher rates of seeking non-psychiatric care [32], it may because of culture beliefs and mental illness stigma fear. Families of female patients would fear that their daughter’s future chances of getting married might be threatened if they were known to have a psychiatric illness.

We conclude that there was a delay in seeking psychiatric help and that externalizing behavioral problems were the main reason for seeking help, awareness programs are needed to increase the public knowledge about symptoms of internalizing problems and to decrease the duration of untreated illness.

A limitation of our study was that it did not explore the pandemic effect as a factor influencing the DUI and pathway of care, also, a recall bias was inevitable due to the retrospective nature of the study, families were self-reporting previous data which were not officially recorded.
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Table 2: Comparison between the two study groups regarding the sociodemographic data, traditional healers
help seeking and duration of untreated illness

Group I Group 2 Test value P-value Sig.
No. = 181 No. =169
Age Mean = SD 744+£237 8.44+£233  3.979e <0.001
Range 2-11.5 2-12
Residence Rural 28 (15.5%) 18 (10.7%) X°=1.778* 0.182 NS
Urban 153 (84.5%) 151 (89.3%)
Socioeconomic class High 4 (2.2%) 0 (0.0%) X’=11.831* 0.008 S
Middle 60 (33.1%) 45 (26.6%)
Low 105 (58.0%) 97 (57.4%)
Very low 12 (6.6%) 27 (16.0%)
Traditional healers help seeking X°=0.014* 0907 NS
Yes 33 (18.23%) 30 (17.75%)
No 148 (81.77%) 139 (82.25%)

Duration of untreated illness median (IQR) 24 (10-36) 24.5 (13-42) U =12095.0" 0.002 S

Note: o: Independent #-test; *: Chi-square test (X); «: Mann-Whitney test (U).
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Table 1: Characteristics of the subjects (N =350)

N (%)

Sex

Male

Female

Residence

Urban

Rural

Socioeconomic class
High

Middle

Low

Very low

Most distressing symptom
Behavioral problems
Academic achievement
Delayed development
Emotional problems
Others

Diagnoses (primary & comorbid)
ADHD

Intellectual disability
ASD

Anxiety disorders
Conduct disorder
Mood disorder

NE

Schizophrenia

Tic disorder

262 (74.9%)
88 (25.1%)

304 (86.9%)
46 (13.1%)

4 (1.1%)
105 (30.0%)
202 (57.7%)
39 (11.1%)

162 (46.3%)
80 (22.9%)
79 (22.6%)
16 (4.6%)
13 (3.7%)

171 (48.9%)
91 (26.0%)
36 (10.3%)
19 (5.4%)
15 (4.3%)
13 (3.7%)
13 (3.7%)

5 (1.4%)

5 (1.4%)






OEBPS/Images/table-3.png
Table 3: Association between socio-demographic and clinical variables and duration of untreated illness

Characteristic Duration of untreated Test of P- Sig.
illness (months) significance  value
Median Interquartile
range (IQR)
Gender: U=10569.5 0.359 NS
Male 24 12-36
Female 24 10-36
Family history of psychiatric illness: U= 8300.5 0.034 S
Yes 325 12-47.5
No 24 12-36
Socioeconomic class: H=10.093 0.018 S
High 27 24-30
Middle 20 6-35
Low 24 13-36
Very low 24 12-54
Order of birth R =0.042 0.449 NS
Severity of internalizing and externalizing
behaviors by CBCL:
Internalizing R=-0.037 0.497 NS
Externalizing R =0.090 0.093 NS

Notes: “Mann-Whitney test of significance (U).
Kruskal-Wallis test (H).
Spearman’s rho (R).
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Table 5: Association of gender and residence with traditional healers help-seeking history

Went to traditional healers N (%) Test of significance P-value Sig.
Yes No value

Gender X = 6.848 0.009* S
Male 39 (14.98%) 223 (85.11%)

Female 24 (27.27%) 64 (72.73%)

Residence X =27.436 <0.001* S
Urban 42 (13.82%) 262 (86.18%)

Rural 21 (45.65%) 25 (54.35%)

Note: “Chi-Square test of significance (X?).
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Table 4: Parents’ help-seeking pattern

Response N (%)

First contact for help
Psychiatrist
Pediatrician
Neurologist
Traditional healers
PCPs

Psychologists
Speech therapists

139 (39.7%)
67 (19.1%)
61 (17.4%)
34 (9.7%)
20 (5.7%)
17 (4.8%)

9 (2.6%)

Second contact for help
Pediatricians
Neurologists
Psychiatrists
Traditional healers
Speech therapists
Psychologists

PCPs

92 (26.3%)
79 (22.6%)
64 (18.3%)
28 (8.0%)
25 (7.1%)
14 (4.0%)
3 (0.9%)

Source of referral
Relatives
Neurologists
Pediatricians
Media

Speech therapists

Others (Organizations, self-referrals)

School teacher
Traditional healers
PCPs

94 (26.9%)
54 (15.4%)
48 (13.7%)
44 (12.6%)
36 (10.3%)
33 (9.4%)
30 (8.6%)
6 (1.7%)

5 (1.4%)

Reasons for delay of help-seeking

Lack of awareness

The child is naughty and needs strict parenting

Lack of resources
Distant health services
Stigma

279 (79.7%)
93 (26.6%)
87 (24.9%)
52 (14.9%)
15 (4.3%)
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