Habitual behaviors and Tic Disorders

1-Bruxism (Teeth grinding): common disorders and begins in the 1st 5 years of life, associated with day time anxiety and can leads to dental occlusion 
2-Thumb sucking: normal in infants and toodlerhood , in older children 

it affect teeth alignment It is self soothing behavior and interference by reduction not needed until 4-5years, treated by behavioral therapy and reinforcement

 3-Transient tic disorder, now known as provisional tic disorder, is a condition involving physical and verbal tics. The Diagnostic and Statistical Manual, 5th Edition (DSM-5) renamed this disorder in 2013. A tic is an abrupt, uncontrollable movement or sound that deviates from a person’s normal gestures, may last for less than one year. Examples include eye blinking, facial grimacing or jerking movements of the body. Simple vocal tics: These simple sounds can include sniffing, throat clearing, grunting or coughing
The American Academy of Child and Adolescent Psychiatry states that tics affect up to 10 percent of children during their early school years.

The most notable tic disorder is Tourette syndrome, 
3-Tourette’s syndrome
Definition

Tourette’s syndrome is characterized by multiple motor tics and at least one vocal tic.
Clinical manifestations

· Patients with Tourette’s have sudden, rapid movements of some of the muscles in the body that occurs over and over and do not serve any purpose. 
· The location, frequency, and complexity of tics changes over time. 
· Tourette’s syndrome is usually diagnosed before the age of eighteen- most commonly appearing around seven years of age. 
· It occurs more often in males than females. 
· The severity of Tourette’s varies a great deal over time, but improvement can occur during late adolescence and in adulthood. 
· Teens with Tourette’s syndrome often have additional problems with obsessions, compulsions, hyperactivity, distractibility, and impulsiveness. 

Treatment

There is no cure for Tourette’s syndrome but the disorder can be controlled with relaxation techniques 

 Certain medications. as Haloperidol and dopaminergic antagonists can reduce the severity of tics by 65% , also resperidone  is equivalents to clonidine in reducing tics. 
Conditions mimic epilepsy
1-Temper tantrums

Definition

· A temper tantrum is defined as out of control behavior, including screaming, stomping, hitting, head banging, falling down, and other violent displays of frustration. 

· In the extreme, tantrums can include breath holding, vomiting, conjunctival hemorrhages, and serious aggression, including biting. 

· Such behavior is seen most often when the young child experiences frustration, anger, or simple inability to cope with a situation. 
· Temper tantrums can be considered normal behavior in 1- to 3-year-old children, when the temper tantrum period is of short duration and the tantrums are not manipulative in nature. 

· Some reserve the term temper tantrum for pathologic behavior.
Etiology

Temper tantrums are believed to be a normal human developmental stage. Child temperament may be a determinant of tantrum behavior.

Epidemiology

· This behavior is common in children age 18 months to 4 years. 

· The behavior appears to peak late in the third year of life. 

· Tantrums occur equally in boys and girls during the preschool period.
Clinical manifestations

 1-The typical frequency of tantrums is approximately one per week with a great deal of variability.  

2-The duration of each tantrum is 2 to 5 minutes, and duration increases with age.  

Evaluation

1-Careful attention to the child's daily routines may reveal problems associated with hunger, fatigue, inadequate physical activity, or overstimulation. 

2-A social history is important because family stress can exacerbate or prolong what begins as a normal developmental phase.

3-The coexistence of other behavioral problems, such as sleep problems, learning problems, and social problems, suggests the possibility of a more serious mental health disorder.
Laboratory studies

1-Screening for iron deficiency anemia and lead exposure. 

2-Other laboratory and imaging studies are performed only when the history and physical examination suggest a possible underlying etiology.
Differential diagnosis

1-Seizures may mimic a tantrum. 

2-Hearing loss and language delay are associated with temper tantrums. 
3-Brain injury and other brain disorders are at increased risk for prolonged
Complications

1-Minor bruises and lacerations. There are no case reports of self-inflicted subdural hemorrhage or other serious injuries from a temper tantrum.

2-Child abuse can be a complication of temper tantrums.

Treatment

The treatment of these attacks is by explanation and reassurance of parents about the benign nature of these attacks and the fact that most of these attacks will stop at about the age of 5 years.
2- Breath Holding Spells.
BHS, are the occurrence of episodic apnea in children, possibly associated with loss of consciousness, and changes in postural tone.

Breath-holding spells occur in approximately 5% of the population with equal distribution between males and females. They are most common in children between 6 and 18 months and usually not present after 5 years of age. They are unusual before 6 months of age. A positive family history can be elicited in 25% of cases. They may be confused with a seizure disorder. 
 four types of breath-holding spells.

The most common is termed simple breath-holding spell, in which the manifestation is the holding of breath in and expiration. The usual precipitating event is a frustration or injury leading to the temporary cessation of breathing in and expiration. There is no major alteration of circulation or oxygenation and the recovery is spontaneous.
The second type are the Cyanotic breath-holding spells. They are usually precipitated by anger or frustration although they may occur after a painful experience. The child cries and has forced expiration sometimes leading to cyanosis (blue in color), loss of muscle tone, and loss of consciousness. The child usually recovers within a minute or two, but some fall asleep for an hour or so. Physiologically, there is often hypocapnea (low levels of carbon dioxide) and usually hypoxia (low levels of oxygen). The events are thought to occur due to a variety of factors, including the fact that the child is not breathing, there is increased intrathoracic pressure secondary to the Valsalva maneuver, and decreased cardiac output. This eventually leads to a significant decrease of circulation to the brain and ultimately, loss of consciousness. There is no postictal phase (as is seen with seizures), no incontinence, and the child is fine in between spells. EEGs are normal in these children. There is no relationship to the subsequent development of seizures or cerebral injury as a consequence of breath holding spells.
In the third type, known as Pallid breath-holding spells, the most common stimulus is a painful event. The child turns pale (as opposed to blue) and loses consciousness with little if any crying. The EEG is also normal, and again there is no postictal phase, nor incontinence. The child is usually alert within a minute or so. There may be some relationship with adulthood syncope in children with this type of spell.

A fourth type, known as Complicated breath-holding spells, may simply be a more severe form of the two most common types. This type generally begins as either a cyanotic or pallid spell that then is associated with seizure like activity. An EEG taken while the child is not having a spell is still generally normal.

The diagnosis of a breath-holding spell is made clinically. A good history including the sequence of events, lack of incontinence and no postictal phase, help to make an accurate diagnosis. Some families are advised to make a video recording of the events to aid diagnosis. An electrocardiogram (ECG) may rule out cardiac arrhythmia as a cause. There is some evidence that children with anemia (especially iron deficiency) may be more prone to breath-holding spells.
Treatment.

The most important approach is to reassure the family, because witnessing a breath-holding spell is a frightening experience for observers. There is no definitive treatment available or needed for breath-holding spells, as the child will eventually outgrow them.

Some trials have demonstrated the efficacy of iron therapy,  although BHS can readily occur without anemia, BHS has been found to be exaggerated by the presence of anemia. Other studies have supported the use of piracetam; a 1998 study indicating that over two months piracetam reduced BHS incidence by sixty percent, but real possibility that the BHS episodes are actually a symptom of prolonged QT-syndrome, a serious but treatable form of cardiac arrythmia.

 
