EDITORIALS

J Nutr. 2009;139:672-9.

3. Kumari PL, Nair MK, Nair SM, Kailas L, Geetha S. Iron
deficiency as a risk factor for simple febrile seizures - a case
control study. Indian Pediatr. 2011;49:17-9.

4. IdroR, Gwer S, Williams TN, Otieno T, Uyoga S, Fegan G,
et al. lron deficiency and acute seizures: results from
children living in rural Kenya and a meta-analysis. PL0S
One. 2010;5:e14001.

5. Trenkwalder C, Paulus W. Restless legs syndrome:

pathophysiology, clinical presentation and management.
Nat Rev Neurol. 2010;6:337-46.

6. Juneja M, Jain R, Singh V, Mallika V. Iron deficiency in
Indian children with attention deficit hyperactivity
disorder. Indian Pediatr. 2010;47:955-8.

7. Gilbert DL, lIsaacs KM, Augusta M, Macneil LK,
Mostofsky SH. Motor cortex inhibition: a marker of
ADHD behavior and motor development in children.
Neurology. 2011;76:615-21.

Childhood Mood Disorders: Myth or Reality

SouMYA BAsU AND V SENTHIL KuMAR REDDI*
Consultant, Child and Adolescent Mental Health Service, Latrobe Regional Hospital, Traralgon, Victoria, Australia 3844; and
*Assistant Professor, Department of Psychiatry, National Institute of Mental Health and Neurosciences (NIMHANS),
Bangalore-560029, India. senthilreddi@hotmail.com

he concept of depressive syndrome and mania

that is distinct from the broad class of childhood

onset emotional disorders has a relatively short

history. In the past it was felt that children, for
theoretical reasons such as ‘immature personality
structures’ could not experience extremes of mood.
Depression in adolescents was viewed as a normal feature
of development, so-called ‘emotional turmoil’. However,
the last two decades saw intensive research in this area
which has lead to a reappraisal of the concept of childhood
depression and its difference from adolescent depression.
In contrast to adolescent depression, pre-adolescent
depression is less likely to lead to adult depression, has
more overlap with other disorders, is less prevalent, shows
amale preponderance and is more strongly associated with
family dysfunction [1].

The clinical presentation of bipolar-disorder (BD) in
the pre-adolescent and early adolescent age groups is
greatly debated, although mid- to late-adolescent—onset
BD is considered similar to adult BD [2]. Apart from the
classical descriptions of bipolar disorder, children
presenting with “affective storms,”” mood lability, severe
irritability and temper outbursts, symptoms of depression,
anxiety, hyperactivity, poor concentration, and impulsivity
with or without clear episodicity, can attract the DSM IV
diagnosis of bipolar disorder- not otherwise specified
(BD-NOS) [3]. Over the past decade, there is a surge in the
numbers of children and adolescents diagnosed with BD in
USA. However, there is a considerable transatlantic debate
and European skepticism over the high prevalence of
pediatric BD in the US [2]. A large epidemiological study
in the UK did not detect any cases of pre-adolescent
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mania. Studies in psychiatric hospitals found BD in
0.0006% of hospitalized patients in Finland, 1.2% in
Denmark, and 2.5-4.2% in India [4].

Additionally, the treatment for pre-pubertal affective
disorder is controversial due to the limited evidence of the
efficacy and safety of mood-stabilizer and antipsychotic
medications in this population [5]. Ethical challenges in
conducting clinical trials of psychotropic medications in
children [6] and Blackbox warnings against the use of
certain anti-depressants in this group has guidelines
focusing on the efficacy of psychotherapy in depression
[1] and off label clinical use of psychotropics. The
proponents of the debate claim that the early detection and
treatment of affective disorder would prevent adult
morbidity and site examples from adult psychiatry
literature of retrospective studies claiming that a high
percentage of affective disorders have roots in childhood
and adolescence. The skeptics claim that affect-
dysregulation can be a symptom of a broad range of
clinical condition like ADHD, conduct disorder,
developmental trauma and misdiagnosis and
pharmacological treatment may be detrimental [5].

In the background of such global controversies, this
study by Sagar, et al. [7] gives an interesting insight in the
Indian clinical scenario. Although the study is
retrospective, it shows bipolar disorder as being less
common than depression, half with an onset in early
childhood, presentation age being <13 years, lack of major
psychosocial stressors in majority of the cases and male
preponderance. The study doesn’t make clear distinctions
in the clinical presentation between pre-pubertal and post-
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pubertal presentations. However, the SD of <3 in both the
groups indicate that there were a substantial number of
patients below the age of 10 years and a significant number
of patients in the bipolar group presented with >1 episode,
indicating an earlier onset of the illness. Although difficult
to extend the findings to any epidemiological trends in the
Indian population, it sheds some light on the clinical
presentation of mood disorders in the clinic based
population from an Indian context, adding to the emerging
literature and greater understanding of the concept of
mood disorders in childhood.
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Although estimates vary, it is recognized that more than
20 million infants worldwide, representing 16% of all
births in developing countries, are born with low birth
weight (LBW). The vast majority, over 95%, of these
births are in developing countries [1]. More than two
thirds (68%) of all LBW infants are born with evidence of
intrauterine growth retardation (IUGR), the majority in
South-Central Asia, where more than a quarter (27%) of
all infants weigh less than 2500 g at birth [2]. Such JUGR
infants mostly include those born at term (about 9.6% of
all newborns weigh between 2000 and 2499 g at birth).
They may also include preterm infants (an estimated
1.3% infants born globally weighing between 1500-1999
g at birth) or those born with a combination of
prematurity and IUGR. Term IUGR infants have much
higher rates of morbidity and neonatal complications
including a higher risk of mortality [2]. It is estimated
that newborn infants weighing between 2000-2499 ¢
(those representing the majority with term IUGR) are 2.8
(95% CI 1.8-4.4) times more likely to die during the
neonatal period than those weighing more than 2499 g at
birth. Despite limited data from community settings, it is
also known that the corresponding relative risks of dying
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from birth asphyxia and infectious diseases are 2.3 (95%
Cl 1.3-4.1) and 2.0 (95% CI 1.2-3.4) for those weighing
2000-2499g at birth [2]. More importantly, the well
documented long term effects of LBW, coupled with
post-natal factors also highlight important links with the
growing epidemic of non-communicable diseases [3].

Recognized major risk factors associated with term
LBW include maternal undernutrition, frequently
reflected with low maternal body-mass index [4], as well
as placental insufficiency associated with severe morbidity
such as pre-eclampsia. The potential role of multiple
micronutrient deficiencies in affecting birth weight is
underscored by several studies from South Asia attributing
the IUGR to specific deficiencies and corroborated by the
recognized effect of multiple micronutrient supplemen-
tation in pregnancy on increasing the birth weight [5].
These distal determinants of LBW are manifestations of a
number of proximal factors including poverty and
marginalization. These social determinants of LBW were
poignantly underscored by the classic enunciation of the
“Asian enigma” by the late Professor Ramalingaswami,
et al. [6], who highlighted the importance of gender
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