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Abstract 
Early childhood development involves an appropriate global intervention con-
cerning the different areas of development such as: physical, cognitive, lan-
guage and socio-emotional [1]. Especially during the first six years of life in 
an adequate environment rich in exchange and interaction. We will present 
in this article a review of the literature concerning normal early childhood 
development, focus firstly in normal development’s steps, the importance of 
first experiences and first aid with a stable and caring attachment figure. sec-
ond, we will describe the various developmental disorders, occurring during 
this age group which extends from birth to 6 years and based on the DSM5 
classification, namely that developmental delay may concern only one aspect 
of development (e.g. language delay or motor delay specifically) or concern 
the different aspects of development (overall development delay). The dy-
namics of development is also important to clarify because schematically we 
contrast the pathologies fixed to progressive pathologies (where we find the 
concepts of stagnation or regression in the development of the child). We will 
discuss in the third chapter, the interest of early detection as well as the mul-
tiple clinical and psychometric diagnostic tools, which aim to detect any delay 
or disorder in order to initiate appropriate care and minimize the long-term 
consequences. 
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1. Introduction 

The development of the child implies a dynamic, an evolution, and all of the 
successive processes which, in a determined order, lead an organism to maturity 
[2]. This continuous process follows the same sequence in all children and is 
closely linked to the maturation of the nervous system. Also, it is considered to 
be the result of various environmental internal genetic forces, epigenetic de-
pending both on the characteristics that the child has at birth (innate) and on the 
contribution of acquired experiences. 

Each year, more than 200 million children under the age of five fail to reach 
their full development potential due to their exposure to multiple problems, in-
cluding poverty, malnutrition, poor health and an unstimulating family envi-
ronment, which slow down their physical, cognitive, language and socio-emotional 
development [1] [3] [4]. 

Early childhood development is indeed a concept from neuroscience and be-
havioral research. This concept, established over the decades, has gradually 
highlighted the importance of the first years of life, which shape the entire life of 
the child. Thus, his early experiences lay the foundations of neural architecture 
and are decisive for the robustness or weakness of his learning abilities, his 
health and the behavior he will adopt throughout his life [1] [5]. 

And more than any other human being, the child is born with a significant 
discrepancy in maturation between a rapidly functioning sensory system and a 
sensitive system, on the other hand, a very immature motor nervous system. It 
will be thus, subject to an influx of stimuli and sensations with few possibilities 
of motor responses. 

This situation promotes intense dependence on adults, while his remarkable 
cerebral capacities allow him to gather a large amount of information and to de-
velop a self-awareness and a language which both increase the importance in-
formation provided by the entourage and very early on favor the ability to dif-
ferentiate themselves from those around them and to oppose them [6]. 

Early childhood development is a crucial phase of human development. No 
other period of life will carry out such an extensive transformation in such a 
short period of time, leading to the constitution of a human, sociable being, en-
dowed from the age of two to three, with many already mature functions and all 
developmental delay during this period of early childhood, have consequences 
on mental physical health, on behavior and learning, in the long term. Numer-
ous researches today show that specific signs of psychopathology can be identi-
fied very early in the development of the child [7]. It also seems that certain 
childhood disorders are good predictors of disorders in adulthood [8]. 

An in-depth study of early childhood development is thus essential, in order 
to meet the challenge for physical, mental and moral well-being of early child-
hood and, given the necessary means of prevention, early detection of disorders 
and adequate care for a good subsequent development of the child. 

This article will attempt to carry out a review of the scientific literature concern-
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ing healthy development in early childhood and to cite the various developmental 
disorders occurring during this age group which extends from birth to 6 years. 

So the first chapter will focus on normal development, then the second, on 
pathological development, the third on early detection and the last chapter on 
adequate management. 

2. Early Childhood Development 

Among all known species, the little of the human remains the longest helpless 
and not at all prepared to face the outside world. Likewise, preparing a child to 
become an active member in the society in which he lives requires support and 
interest from parents (caregivers, affection and interaction), the family, educa-
tors, healthcare professionals, with a view to good overall development, both 
physical and psychological. The work of some psychologists such as [9] [10] 
shows that “by the time we realize that the child is experiencing certain difficul-
ties or academic failure, this last has already lost almost everything”. 

The period of early childhood is considered to be the most important devel-
opmental phase of life and requires a multidimensional and regular evaluation 
according to the chronological age of the child. It is during this dynamic phase 
and of increasing vulnerability that various changes take place, as well, on the 
physical, mental as mental level and where different stages succeed meeting ob-
stacles, more or less difficult to face and overcome to develop. 

The quality of the different stimuli, namely: the first links, early interactions, 
the parent/child psycho-affective relationship, the family, the effect of external 
stimuli: experiences and environmental conditions, profoundly affected devel-
opment at adulthood. 

Early childhood is therefore a crucial and sensitive period marked by the most 
rapid development, particularly with regard to the central nervous system and 
during which, thought, feeling and socialization reach increasing levels of com-
plexity, the child gradually adopts a behavior favorable to learning, experiences, 
exploration of the outside world by means of the senses: the child grasps, ex-
plores, experiences learns to master movement and, as a result, creates, estab-
lishes and consolidates links and pathways in the brain that will be decisive for 
the proper development of brain function. 

According to the international political standards, WHO defines early child-
hood as the period from prenatal development to the age of eight [11]. The dic-
tionary of the French language of Emile [12], determine the early childhood as a 
period from 0 to 6 years, studies the first phenomena of physical, intellectual and 
moral life in small children and embracing only the first three or four years, 
second childhood: the period around 6 years to 12 years is that which designates 
the normal period of education and instruction. 

3. Development Stages 

During his development, the child goes through several stages, according to 
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WHO [13], the mother must be in good physical and emotional health before 
and during pregnancy for the foetus to develop optimally. By definition “Opti-
mal development of the fetus” is his state at birth which offers the newborn the 
greatest chance of surviving and thriving during the neonatal period and early 
childhood and which predisposes it so that its initial development does not have 
no harmful consequences later in its existence. 

3.1. Prenatal Period 

From conception to birth, the child already has a singularity and a history. This 
prenatal period is characterized by 2 processes: 

The rapid growth of the fetus and the maturation of organs and tissues and its 
development which essentially depends, during the first trimester, the initial 
phase of gestation, on genetic factors. 

At the end of the first trimester, all the organs are formed and functional, the 
fetus gets to know him and his universe and will acquire sensitive and sensory 
skills allowing him to perceive, act and interact in his environment while keep-
ing in mind the intrauterine experiences. Later, during the second third trimes-
ter, the factors linked to the environment and to the hormonal state become 
preponderant. 

The brain during fetal life is still in full development. The underlying mecha-
nisms are multiple (neurogenic, gliogenic, migration, neuronal differentiation 
and apoptosis, synaptic, dendritic and axonal growth, proliferation and elimina-
tion; myelination of white matter fibers ...) and the brain changes are particularly 
intense during the last weeks of pregnancy and the first postnatal months. This 
stage is particularly vulnerable to any disturbance of the biological and nutri-
tional balance [14]. 

3.2. Postnatal Period 

1) The theory of Piaget (1896-1980) 
Piaget, one of the first founders of developmental psychology, proposed 4 

stages of cognitive development in children: Sensorimotor stage (0 - 2 years) 
(Permanence of the object, mental representation, delayed imitation), the stage 
preoperative (2 - 7 years) (Language, drawing, intuitive reasoning), concrete op-
erating stage: classification and serialization (7 - 11 - 12 years) and formal oper-
ating stage: reasoning (12 years - adult). However, the study will focus mainly on 
the first two stages: sensorimotor stage and the preoperative stage. 

The sensorimotor period (0 to 2 years): During this phase, the baby mainly 
uses his senses and his motor skills to explore and adapt to his environment. The 
role of the environment, and in particular of the parents, is therefore crucial, 
according to Donald Woods Winnicott “A child alone without his environment, 
it does not exist”, it is essentially the mother-baby couple based on the interac-
tions between needs and responses. Bowlby in his writings says that even feeding 
a child is not enough to ensure emotional security, continuous relationships with 
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stable figures are important for a child’s psychological development. The child is 
therefore an active agent in interactions with his environment and the emotional 
bond woven with the parents now becomes the main determinant of the quality 
of development [15]. The infant is thus both stimulated and reassured. It is the 
quality of the interaction with the environment that will, in large part, determine 
the future possibilities for the expression of these skills. 

Winnicott also mentions a period which extends from 0 to 5 months, corre-
sponding to “the primitive psychic phase”, during which the child must be fed, 
cleaned and where the role of the caregiver is crucial. This is the “primary ma-
ternal concern” a state of empathy of the mother who identifies more or less 
consciously with her newborn to know what he needs, how to carry it (“hold-
ing”) and how to treat it (“handling”) [16]. 

At the age of 9 months, the baby is sitting without support, able to pick up 
toys, transfer them from hand to hand and able to pick up very small objects 
between the thumb and the first finger, babbling consonants and vowels and 
modulates the height and volume. He is able to understand his needs for eating, 
drinking and the need for diaper changes. This period was dominated by con-
siderable progress in sensorimotor action or “sensorimotor intelligence” without 
thought or representation. According to Piaget, this is the stage of the perma-
nence of the object, mental representation, delayed imitation. Language, admit-
tedly limited in space and time, is based on action and perception. The child is in 
a state of initial indifferentiation with the environment, but he will gradually 
build the notion of object, during various adaptive interactions between the re-
flexes that the child has at birth and the situations of the environment to which 
he will be confronted. 

Infant-juvenile period: 2 to 6 years: This is the stage of access to Represen-
tative Intelligence: to attribute a kind of mental presence to an absent object. The 
differentiation of a signifier and a signified. The child then becomes capable of 
representing an absent signified (representation of the object) by means of a 
present signifier (the word, symbolic play, drawing) and by using signs and 
symbols = semiotization. Passage also from sensorimotor schemas to conceptual 
schemas which manifests itself in the simultaneous appearance of deferred imi-
tation behaviors, symbolic games, drawing, mental images (internalized imita-
tion) with an explosion of language around the age of 3 years. The child thus 
gains in independence and insurance. 

At the age of 4, the neurological system becomes quite complex. The child can 
ask more complex questions: when, why and how, understands the feelings of 
others, better accepts the limits imposed by adults, manages frustration and op-
posites better, and is able to follow a set of instructions more complex thereafter. 

2) The epigenetic theory of Wallon 
It is a concrete multidimensional approach. According to Walloon, the child 

is already a social being and actively participates in its development, his theory 
offers 6 stages: 
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• The stage of motor impulsivity (from birth to 2 months): in this stage expul-
sion from the maternal body forces the child to sketch out his relationships 
with the outside world, to multiply, intensify and complicate his motor reac-
tions. During this stage, physiological autonomy increases (breathing) and 
food function becomes more complex. The child will then experience the 
sufferings of waiting or deprivation, which are manifested externally by spasms, 
tenses and cries [17]. 

• The emotional stage (from 2 to 3 months up to 8 - 12 months): this stage 
peaks around the middle of the first year. During this stage and around 3 
months the child already knows how to send to those around him, and par-
ticularly to his mother, smiles and signs of contentment which are already an 
emotional bond. At the level of the mother-child relationship, it is a transi-
tion from a simply physiological symbiosis to an emotional symbiosis. 
Throughout this stage, multiply and refine exploratory reactions which pre-
pare the next stage. 

• The sensorimotor and projective stages (between the end of the 1st year and 
the end of the 3rd year): this period is generally characterized by a centrifugal 
reversal of psychic orientation, especially in the 1st stage (sensorimotor stage 
until around 18 months). The child, at the start of the second year, is almost 
completely turned towards the outside world. Investigation and exploration 
of objects and the environment are becoming dominant. The practical and 
cognitive conquest of the environment takes place along 3 main axes; ma-
nipulation, locomotion and denomination. From the middle of the second 
year, the child enters the projective stage: it is the establishment of a repre-
sentative intelligence which takes its source in the game of attitudes and it 
requires the use of language to refine fully [17]. 

• The stage of personalism (between 3 and 6 years old): in this stage the 
self-arises by opposing (personality crisis) and an attitude of refusal becomes 
usual as if the only concern of the child was to safeguard the newly discov-
ered autonomy of his person. The perception of the presence of others gives 
rise to inhibition reactions, to manifestations of shyness accompanied by 
clumsiness. Towards 5 - 6 years especially, the personalism of the child re-
sults in a new form of differentiated relations with others; this is the rise of an 
imitation of a model (favorite character and often jealous). Self-care also in-
volves an essential reference to others and the child can only please him if he 
feels he can please others. Thus personable reactions invade the child’s be-
havior and the aggressive or arrogant tone becomes conciliatory or seductive. 
And the last two categorial stages (6 - 11 years) where there is intellectual 
predominance, differentiation between objective and subjective and the stage 
of puberty where the demands of personality come to the fore. Walloon 
therefore has a more general approach, more global than that of Piaget, be-
cause he was interested in the construction of the personality encompassing 
social, intellectual and emotional dimensions as affectivity or intelligence. 
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4. Domains of Development 

Early childhood development takes place in several interrelated areas: physical, 
cognitive, language and socio-emotional. Each of these areas influences and de-
pends on the others. To distinguish, during this development, two different but 
complementary phenomena: physiological growth which is defined as a change 
in size and weight gain and psychological development which is characterized by 
the evolution of skills and functions. One organ in particular plays an essential 
role: the brain. 

4.1. Brain Development 

Brain growth is the consequence of the increase in the volume occupied by cells 
(neurogenesis and myelination), and the functional maturation of cells and their 
connections (synaptogenesis). One of the characteristics of the cerebral archi-
tecture of the child’s brain compared to the adult brain, is the notion of neuronal 
and synaptic redundancy. It is important to recognize that the nervous system 
continues to reshape and change not only in early development, but throughout 
life in response to environmental influences as well as genetically programmed 
events [18]. The majority of brain growth takes place in the first year and the 
vast majority before 4 years. At birth, the brain has already reached 25% of its 
adult mass, 66% at 1 year and 90% at 3 years [19]. Thus the relationships and 
bonds that we weave from birth through interactions, experiences, stimuli, in-
fluence the development of nerve connections. 

The priority role of parent-child interactions should be emphasized, with 
parents being the primary stimulants in early childhood. 

4.2. Postural, Sensory and Motor Development   

All the senses are very developed from birth except that of sight, but very quickly 
the vision of the child improves day by day. Motor skills are dependent on two 
systems: The lower or cortico-spinal system whose maturation is early and as-
cending and is expressed during the third trimester of pregnancy and, the upper 
or cortico-spinal system which begins at birth and whose maturation is later and 
descending. 

Indeed, examination of the newborn reveals the presence of so-called archaic 
or primary motor reflexes, spontaneous movements with hypertonia of the limbs 
and axial hypotonia. The development takes place according to a cephalo-caudal 
progression and, is marked by the progressive disappearance of reflex motor 
skills around the age of 4 months, the relaxation of the passive tone of the limbs 
and the progressive installation of a controlled motor skills more and more pre-
cise and quick between 5 months and 5 years. These motor acquisitions have an 
important functional and adaptive value and are the sign of a good maturation 
and a good functioning of the upper cortico-spinal system [20] [21]. Motor ac-
quisitions are dependent more to brain maturation, perceptual and cognitive 
capacities and also experience [22]. The first is little influenced by intelligence 
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and the environment and the acquisition sequences are little affected by specific 
sensory impairments (blindness, deafness). Fine motor skills, which essentially 
concern handling skills, are dependent, in addition to brain maturation, on the 
child’s visual and cognitive perceptual capacities. 

4.3. Cognitive Development 

The word cognition comes from the Latin “cognocere” (to know). Cognition is 
defined as the set of processes that allow the processing of information and the 
constitution of knowledge. Cognitive development (of knowledge), refers to 
thinking, reasoning and intelligence. Cognition (or thinking) has several broad 
categories: perception, memory, learning, language, intelligence, reasoning, at-
tention processes and decision making. The child acquires knowledge during the 
0 to 5 year periods. Encouraged and stimulated by those around him, the child 
gradually explores, discovers, experiments and builds knowledge of his envi-
ronment. 

The first to propose a model of intellectual development for children is Piaget 
(1896-1980) who, according to constructivist theory, emphasizes the effect of the 
environment and its interaction with cerebral maturation. It describes 4 stages of 
intelligence development: Sensorimotor stage (0 - 2 years): Permanence of the 
object, mental representation, delayed imitation; Preoperative stage (2 - 7 years): 
Language, drawing, intuitive reasoning; Concrete operations stage (7 - 11 years 
old): Storage of measurements, logic of classes and operations; Formal operation 
stage (from 11 - 12 years old): Hypotheticodeductive and combinatorial reason-
ing. 

4.4. Psychoaffective Development 

Psycho-emotional development refers to the bonds that the child establishes 
with his parents and to the expression of his feelings and emotions which he 
learns to manage little by little. 

This area of development is very important based on the parent-child rela-
tionship. By the signals, the responses, the reactions on the part of the child and 
the parents, there is established an “interactive synchrony” and a reciprocity in 
the relationship. Parents have a primary role in establishing the bonding rela-
tionship through their attitude, behaviors and how they respond [23]. 

This reciprocal affective relationship which is gradually built up between the 
child and the stable figures, will have an important influence on personal secu-
rity, confidence, autonomy, socialization, in short on the development of the 
personality of the child. 

4.5. Social Development 

As the family is the first place of socialization, the parents will influence the de-
velopment of the child’s social skills. They can, for example, teach him strategies 
to get in touch with others, to develop empathy, etc. The relationship developed 
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with the parents gives him the security he needs to reach out to others and in-
teract with siblings, friends or other children. 

The cognitive, affective and social spheres influence each other as always. For 
example, at a cognitive level, being around other children means that they no 
longer have to take into account their own point of view, but to take into ac-
count that of others. While on a social level, playing with others allows him to 
put into action different skills that stimulate the cognitive (solving problems, 
imagining games, developing his sense of humor). The more he develops these 
skills, the more enriching his contacts with others. Furthermore, at the emo-
tional level, by being in contact with others, he develops the management of his 
emotions. Thus, we find that the more harmonious his emotional development, 
the more pleasant he has contact with others. 

Also, several scientific studies have shown [24] that a social and psychological 
development of the child, without oppression and without stress, also influence 
his physical growth, Likewise, an adequate psycho-affective development of the 
child and an interaction with his environment, will promote its development. In 
addition, the environmental factors which intervene during early childhood, can 
have a decisive impact on the development of the individual, namely conse-
quences on biological and social functions and on behavior throughout life [25] 
[26]. 

5. Development or Neuro-Developmental Disorders 

“Developmental disorders” means any situation of maladjustment, any difficulty 
or problem which has the characteristic of presenting disturbances in the acqui-
sition, assimilation or application of specific skills or sets of information. Those 
disorders generally appear during early childhood and are characterized by de-
velopmental delay, result in cognitive, behavioral and sensorimotor impairments 
leading, among other things, to dysfunction of attention, memory, perception, 
language, problem solving or social interaction. However, it often takes several 
years between the appearance of the first symptoms and their detection. 

Developmental delay may relate to a single aspect of development (language 
delay or isolated motor delay, etc.) or in different aspects of development (over-
all developmental delay) [27]. 

Currently, the AAP [28] specifies that Developmental delay: if and only if the 
functional skills do not appear at the expected age, but the usual sequence of ap-
pearance is respected. The delay can be global or dissociated. Developmental 
disorder: is identifiable when an abnormality of the neurological or develop-
mental examination is associated with a functional limitation, in this case, the 
acquisitions are not delayed, but deviant, not resembling the usual sequence of 
maturation of a function [29]. 

Several epidemiological studies [30] [31] show that approximately 10% to 15% 
of children between 3 and 5 years old, present problems in behavior or in the 
sphere of effects, 50% of them they will continue to present these problems dur-
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ing the preteen years. In the U.S. alone, it is estimated that 9% of children 
younger than 36 months of age have a possible developmental problem [32], 
while 13.87% of children 3 to 17 years of age have a developmental disability 
[33]. 

Longitudinal studies [34] also make a link between early behavioral and emo-
tional difficulties and adult psychopathology. These studies allow us to conclude 
that the quality of parent/child interactions is strongly associated with the sever-
ity and continuity of behavioral problems in young children. 

Lavigne [31] note that dysfunctional or “inconsistent” parent/child interac-
tions and a disadvantaged family and social environment are associated with 
maintaining behavioral difficulties between the ages of 2 and 5 years, the study 
by Ana Sancho Rossignol in 2005, shows the existence of links between dysfunc-
tions in early parent/child interactions, behavioral problems and the presence of 
“preforms” of psychopathological organization in very young children [35]. 

The model of psychopathology thus goes from a direct dyadic and causal 
mode, where psychopathology is the consequence of disorders of the mother- 
child relationship, to a sequential and systemic, family model, proceeding in 
stages, depending on the intensity risk and resilience factors, and on a model of 
genetic susceptibility influenced by the environment [36]. 

Global developmental delay and intellectual disability affect around 3% of the 
pediatric population [37] [38] [39]. 

One in 150 newborns are affected by an autism spectrum disorder; 1 to 2% of 
the population has an intellectual disability, the leading cause of disability in 
children; 5% to 10% of children, all “DYS” disorders combined, including 5% by 
written language disorders, presence of comorbidity in almost 40%, (several 
types of disorder), among children with one or more “DYS”: 1% have a severe 
form; 2% to 5%: HPI (high intellectual potential) recognized as a disability ac-
cording to the minimum intellectual quotient threshold used; 10% to 15% of 
children with simple learning delay, the causes of which can take root in the 
child’s environment. 

The cause of developmental delays is not always identified despite a detailed 
etiological assessment in 40% to 50% of cases. The dynamics of development are 
important to clarify because schematically we contrast the pathologies fixed to 
progressive pathologies (where we find the concepts of stagnation or regression 
in the development of the child). 

In the face of any concern in this area, instead of just waiting and seeing, it is 
recommended to use standardized screening tools. These disorders can be mild 
and easy to manage with educational and behavioral interventions, or they can be 
more severe and children affected by them are likely to require more assistance. 

6. Classification of Disorders 

Early childhood development disorders from 0 to 6 years old can be classified 
according to whether they are more related to: The influence of the environment 
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(post-traumatic stress disorder and adjustment disorder); A biological vulner-
ability of the child (disorder of the regulation or disorder of the relation and the 
communication), The disorder also takes very different forms according to the 
reality of the lived event, and what it is about its construction or its reconstruc-
tion by the child himself, or that they result from a failing relational environ-
ment (affect disorder). 

Defining and classifying the various disorders of early childhood development 
is referring to the two main international classifications: 

ICD 10 and soon ICD 11 will focus, during early childhood, on mental, be-
havioral and neurodevelopmental disorders and are characterized by clinically 
significant disturbances of cognition, emotional regulation or behavior of an in-
dividual, reflecting a dysfunction of the psychological, biological or develop-
mental processes underlying mental and behavioral functioning. These distur-
bances are generally associated with distress or impaired personal, family, social, 
educational, professional or other functioning. 

Our discussion will focus on the recent version of DSM-5 due to the organiza-
tion of diagnostic categories for infants and infants who have undergone signifi-
cant changes in the DSM-5 classification; the diagnoses thus are registered under 
the classification of neurodevelopmental disorders. 

7. Description of the Different Early Childhood Development 
According to DSM5 

Developmental disorders include cerebral palsy, developmental delay, mental 
handicap, primary language disorder or dysphasia, autism spectrum disorder 
(ASD), attention deficit disorder with/without and hyperactivity (ADD/ADHD), 
learning disabilities, coordination acquisition disorder (CAD) as well as genetic 
and chromosomal abnormalities. 

7.1. Neuro-Developmental Disorders 

Intellectual deficit (intellectual developmental disorder): Presence of deficits in 
intellectual functions such as reasoning, problem solving, planning, abstract think-
ing, judgment, academic and experiential learning, and deficits in adaptive func-
tioning that result in disability for individual to meet the developmental and 
socio-cultural requirements of personal independence and social responsibility. 

Specific learning disabilities: Look for difficulties in at least one of these three 
areas: transcription, writing or arithmetic. 

Motor disorders: These disorders fall into three types. Developmental coordi-
nation disorder (i.e. delay in crawling or walking, escaping things or poor per-
formance in sports; Disorder of stereotypical movements; Tic disorder and; 
Other specified tics or Unspecified tics. 

Communication problems: There are four types of communication disorders: 
Language disorder, which is a developmental disturbance of vocabulary resulting 
in an inability to make sentences appropriate for the subject’s age; Phonation 
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(speech and articulation) disorder; Verbal fluency appearing in childhood (stut-
tering); Social Communication Disorder (pragmatic); Unspecified communica-
tion disorder, diagnosis made by a clinician who does not want to specify how 
the disorder does not meet all the criteria of one of the four previous diagnoses. 

Autism spectrum disorders: Persistent deficits in communication and social 
interactions observed in various contexts, either in the current period or in the 
past: Deficits in social or emotional reciprocity; Deficits in nonverbal communi-
cation behaviors used during social interactions; Deficits in developing, main-
taining and understanding relationships; Restricted and repetitive nature of the 
behaviors, Extremely restricted and fixed interests, abnormal either in their in-
tensity, or in their aim Hyper or hypo-reactivity to sensory stimulations or un-
usual interest for the sensory aspects of the environment [40]. 

Attention deficit disorder with or without ADHD hyperactivity: Persistent 
mode of inattention and/or hyperactivity-impulsivity that interferes with func-
tioning or development, characterized by Inattention: Six (or more) symptoms 
persist for at least 6 months, to a degree that does not correspond to the level 
development and which has a direct negative impact on social and school/ pro-
fessional activities (Makes a lot of careless mistakes; Difficulty sustaining atten-
tion at work or in games; Not listening; Difficulty following instructions; Diffi-
culty organizing work and activities; Dislikes or avoids tasks that require sus-
tained mental effort; Losing business; Easily distracted; Frequent forgetfulness in 
everyday life). 

Hyperactivity and Impulsivity: Six (or more of the following nine symptoms 
have persisted for at least 6 months (Wiggles hands or feet often, wiggles in 
chair; Difficulty sitting; Short or climbing everywhere; Difficulty playing quietly; 
Often “on the breach” or “mounted on springs”; Talks too much; Rushes to an-
swer questions; Difficulty waiting his turn; Interrupts others or imposes him-
self). 

These inattentiveness or hyperactivity-impulsivity symptoms were present 
before the age of 12, and they are present in two different contexts (eg school 
and home). In addition, Autism Spectrum Disorders are no longer considered to 
be incompatible with a diagnosis of ADHD. 

7.2. Other Development Disorders 

Oppositional Provocation Disorder: Angered/irritable mood, quarrelsome/provocative 
behavior, or a vindictive spirit persisting for at least 6 months during which at 
least 4 (or more) symptoms of the following categories are present, and mani-
festing itself during interactions with at least one subject external to the siblings. 

Conduct Disorder: A set of repetitive and persistent behaviors in which the 
fundamental rights of others or the social norms and rules corresponding to the 
subject’s age are violated, as evidenced by the presence of at least three of the 15 
criteria during in the last 12 months, and at least one of these criteria in the last 6 
months (Assault against people and animals, Destruction of material goods, 
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Fraud or theft, Serious violations of established rules, etc.). 
Anxiety Disorders: The anxiety disorders section in the DSM-V includes 10 

disorders: panic disorder, agoraphobia, generalized anxiety, specific phobia, so-
cial anxiety disorder also called social phobia, generalized anxiety, anxiety dis-
order caused by a general medical condition, substance-induced anxiety disorder 
in which anxiety symptoms are the prominent feature of the clinical picture, and 
finally separation anxiety. 

Trauma or stress disorders: In this category, the six disorders in the DSM-5 
are caused by exposure to a natural or man-made disaster or to a major life 
stressor. for example the experience of physical or moral abuse (Reactional At-
tachment Disorder; Disinhibition Disorder of Social Contact; Post Traumatic 
Stress Disorder; Acute Stress Disorder; Adjustment Disorders; Other Related 
Disorder trauma or stressors, specified; Disorder of trauma or stressors, un-
specified). 

Eating behavior and food intake disorders: These disorders are characterized 
by a disturbance in food function. And it is necessary for all, if necessary, to 
specify if: In remission, or In partial remission, In complete remission, and the 
level of severity: Mild, Medium, Severe, Extreme. Anorexia nervosa, Bulimia 
nervosa, Binge-eating disorder, PICA, Merycism (Rumination disorder), Re-
striction or avoidance of food intake disorder, Other eating or food intake dis-
order, specified, Eating or food intake disorder, unspecified. 

Sphincterian Control Disorders: These are disorders of elimination functions 
that are caused by physiological or psychological factors (Enuresis Disorder 
which is the inability to control the bladder, and it must be specified whether it 
is Exclusively nocturnal, Exclusively diurnal or nocturnal and diurnal; Encopre-
sis Disorder which is the inability to maintain intestinal control and it must be 
specified whether it is With or Without constipation and overflow incontinence 
or Without constipation and overflow incontinence; The Other specified 
sphincter control disorder; Unspecified sphincter control disorder, this disorder 
presents with urinary symptoms or with fecal symptoms, such diagnosis is made 
in the absence of all of the criteria for the elimination disorders previously men-
tioned and generally in a situation of incomplete information. 

Sleep-wake alternation disorders: These disorders involve a disturbance in the 
quality, schedule or duration of sleep, a disturbance which results in an altera-
tion in daytime functioning and causes mental distress. In all cases, you must 
first specify whether the disorder is Episodic (lasting at least one month but less 
than three months) or Persistent (lasting more than three months), or Recurrent 
(at least two episodes in one year), then if it is Acute (having lasted less than a 
month), Subacute (having lasted more than one month and less than three 
months) or Persistent, (having lasted more than three months) and finally if its 
level of severity is Mild (difficulty in maintaining daytime alertness one or two 
days a week) Medium (difficulty in maintaining daytime alertness 3 to 4 days a 
week) or Severe (difficulty in maintaining daytime alertness 5 to 7 days a week). 
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We find: The Insomnia Trouble; Hyper Drowsiness Disorder; Narcolepsy 
which is characterized by sudden attacks of sleep, generally with loss of muscle 
tone; Sleep disorders related to breathing; Disorders of the sleep-wake pattern 
linked to the circadian rhythm. In these disorders, there is a disturbance of the 
circadian system leading either to insomnia or to excessive drowsiness; and 
Parasomnias, these disorders consist of unusual situations of behavior, experi-
ence or physiological events during the night. 

Disruptive disorders, impulse control and conduct: we find the conditions in-
volving problems of self-control of emotions and behaviors (Oppositional pro-
vocative disorder; Intermittent explosive disorder; Disorder conduct; Pyromania 
disorder; The Kleptomania Disorder; The other disruptive disorder, impulse 
control and behavior, specified; The disruptive disorder control impulses and 
unspecified behavior; The Personality disorder. 

Neurocognitive Disorders: These disorders are characterized by changes in the 
structure of the brain and its functioning, which results in impaired learning, ori-
entation, judgment, memory and intellectual functions. These disorders were for-
merly called dementia, delirium, amnesic disorder and other cognitive disorders. 

8. Support of Early Childhood Development Disorders 
(ECDD) 

Identifying difficulties early allows you to intervene without delay and to be 
more effective. Interventions via the ECDD, must target the many risks that 
children undergo early. These are reactive disorders, which are not yet registered 
in the child’s psyche and which have not yet given rise to harmful relationship 
vicious circles. These situations most often, but not always, show great plasticity 
and a potential for reversibility at a time when the development of the brain is in 
its most intense phase “The plasticity of the brain compensates for certain defi-
ciencies”. And if the disorders are more serious, it is important to treat them 
early in life to prevent the child’s development from being too much affected 
[41]. The earlier we intervene, in a favorable and sustained manner, the better 
the results. This is more effective than trying to remedy cumulative deficits later 
in life [42]. When the disorder results from a trauma, the intervention will be 
mainly environmental and will focus on the practical consequences of the 
trauma. 

In the case of an affective disorder, therapeutic interventions must above all 
focus on the quality of the parent/child relationship. On the other hand, when it 
is a regulatory disorder or a relationship and communication disorder, the in-
terventions should be primarily educational in nature and relate, for example, to 
sensory integration or the child’s motor skills. 

In addition, the child is a developing being, so there are always difficulties in 
locating the value of symptomatic disorganization. In addition, the expression of 
the lesion changes with the development of the child. In the first year, signs and 
symptoms are to be looked for in motor function, in the following years in lan-
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guage, fine motor skills and behavior, at school age it is rather in learning dis-
abilities. 

In all cases, the objective will be an early detection of the delay to initiate ap-
propriate care and minimize the long-term consequences. 

9. Development Screening and Diagnostic Tools 

To identify people with ECDD, a comprehensive assessment should include his-
torical information such as a pregnancy, labor, delivery, first neonatal treatment, 
history of development, and communication milestones and motor skills. 

The medical history should include screening for sensory deficits (hearing or 
visual impairments, for example), as well as a discussion of other medical condi-
tions and specific signs and symptoms. History and physical examination may 
assist in the search for known or associated etiological conditions. 

The delay will be confirmed by the use of calibrated tests, the passing of which 
will be carried out by the appropriate professional (e.g. passing of a psychomet-
ric test by a psychologist or neuropsychologist, taking of motor tests by a psy-
chomotrician, passing of language tests by a speech therapist). 

However, screening requires neuropsychological evaluation by qualified health 
professionals experienced in the use of the guidelines using age-appropriate tools 
and scales involved in the diagnosis of the disorder early childhood development 
(ECDD) to confirm or not the diagnosis such as for: 

Infant: ADBB, Massy Campbell, STAI, PPQ, IDI, IDE. 
ADBB [43]: Observation of relational withdrawal of the baby, child from 2 to 

24 months, it contains 8 Items: Facial expression; Eye contact; General level of 
activity; Self-stimulation gestures; Vocalizations; Briskness of response to stimu-
lation; Relationship to the observer; Attractiveness to the observer. 

Massy Campbell contains 20 items: mood in the past 7 days, score 0-60; De-
pression thresholds are possible between 16-22, and likely if > 23. 

STAI (State-Trait Anxiety Inventory): 20 items (0 to 4 points) on anxiety, 
anxiety threshold if > 40. Anxiety-state scale (at this precise moment); Anxi-
ety-trait scale (in general). 

PPQ (Perinatal Post-traumatic stress disorder Questionnaire): Memories of 
hospitalization, birth and stay in neonatology intruding into the maternal psyche 
and active avoidance mechanisms 6 months after birth, duration more than a 
month, it contains 14 items (0 to 4 points), post-traumatic stress threshold 
greater than 19. 

IDI (Infant Development Inventory): The Infant Development Inventory [44] 
was developed by Ireton to cover the period from birth to 21 months of age. 
Parents describe their infant in terms of current behaviors using an Infant De-
velopment Chart, describing patterns of behavior expected across the five do-
mains of fine motor, gross motor, social, self-help and language. The IDI is a 
descriptive tool which health professionals ask concerned caregivers to complete 
at-risk infants are referred for subsequent assessment. 
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Preschool: IDE, CBCL, M-CHAT, ASQ-SE 
CDI (Child Development Inventory) 15 months to 5 years and 11 months: 

IDE is a simple and fairly rapid tool, designed to identify and assess the devel-
opment problems of young children in different development areas and thus de-
termine the age of Development (AD) versus chronological age (AC). This mo-
mentary estimate of development will be supplemented by successive evalua-
tions which will make it possible to assess the dynamics of development [45]. 

CBCL (Child Behavior Check List): 1.5 - 5 years; Parental question of 100 
items (score 0.1 or 2) grouped into, it contains 7 scales: (I. Withdrawn, II. So-
matic Complaints, III. Anxious/Depressed, IV. Social Problems, V. Thought 
Problems, VI. Attention Problems, VII. Delinquent Behavior, VIII. Aggressive 
Behavior, and IX. Sexual Problems [46]. 

M-CHAT (Modified Checklist for Autism in Toddlers): from 16 to 30 
months; it consists of 23 items, including 6 that discriminate if “NO”; item 2: 
Interest in other children; Item 7: Proto-declarative score (point the finger to in-
dicate an interest in something); Item 9: Bring objects to parents; Item 13: Imita-
tion; Item 14: Response of the child to his first name when he is called; Item 15: 
Ability to follow the adult’s score [47], and other test for Autism spectrum dis-
order as: ADOS, ADI-R, CARS. 

ASQ: SE (Ages and Stages Questionnaire: Social-Emotional). The ASQ: SE is a 
brief parent-or teacher-reported instrument designed to assist in identifying de-
velopmental delays in children aged six to 60 months. There are three response 
options (rarely or never, sometimes, most of the time) for each item, which are 
scored zero, five, and ten with a possible additional five points if this specific 
behavior worries the informant. A total difficulty score is calculated by adding 
the points from all the items and the items related to expressed concerns [48]. 

School: SDQ, SCQ 
Self-description questionnaire (SDQ): 2 - 4 years and 4 - 17 years: Parental 

questionnaire, self questionnaire, or Teacher questionnaire, it contains 25 items 
rated from 0 to 2: Emotional disorders; Behavior disorder; Hyperactivity; Rela-
tionship disorder [49] [50]. 

Social Communication Questionnaire (SCQ): Parental questionnaire for 
ASD < 10 minutes, it contains 40 “Yes or No” items, for children over 4 years 
old, with a mental age over 2 years. SCQ is fast and inexpensive for routine 
screening for ASD [51]. 

Other supplementary examinations: Electroencephalograms (EEG): In case 
of convulsive disorder or associated signs leading to a degenerative condition; 
Potential Hearing Events (PEA): A hearing evoked potential assessment and a 
complete speech and language assessment should always be performed in any 
child with speech delays; Genetic counseling and test: It is important to provide 
genetic counseling after a diagnosis of ECDD in order to provide parents with 
information on the risks of recurrence in the following children. Conventional 
methods of genetic testing to identify conditions associated with ECDD can in-
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clude karyotype and/or fluorescence in situ hybridization (FISH). 
In addition, due to the heterogeneity of ECDD, the multiple etiologies, and 

the questionable clinical validity of extensive screening tests for all children with 
ECDD, additional evidence is required before genetic testing of this population 
becomes the norm of care. 

10. Remediation 

According to the National Institute of Child Health and Human Development, 
there is currently no single, definitive treatment for ECDD remediation. People 
with ECDD have a wide range of behaviors and abilities, so that no approach is 
as effective for everyone, and not everyone involved in outcome studies has 
benefited to the same extent. 

In addition, people with ECDD may need new and/or multiple sets of care or 
changes in the frequency and duration of existing services. These changes are 
usually based on a review due to the severity of the current situation, as well as 
changes related to growth and development, caregivers, the environment, or 
functional requirements. We know that remedial actions will be all the more ef-
fective in preventing school failure because they will have been implemented as 
early as possible, during the most favorable period of development. 

The main objectives in the management of TDPE are to minimize the main 
characteristics and associated deficits, to maximize functional independence and 
quality of life and to relieve family distress [52], but also to include services such 
as, but not limited to: 

Pharmacological therapy: Consensus on recommended guidelines for the use 
of drugs in the management of TDPE has not been reached. Currently, the U.S. 
Food and Drug Administration has not approved any drugs specifically for the 
treatment of ECDD. However, medications can be used to treat some of the 
symptoms associated with ASD (for example, aggression, hyperactivity, inatten-
tion, depression, anxiety). 

Physiotherapy: It is a treatment prescribed by a doctor for physical disabilities 
or impairments resulting from illness, injury, birth defect and/or previous 
therapeutic intervention. Characteristics of ECDD may include delays in the 
achievement and development of motor skills and sensorimotor adaptation, un-
usual postures and movements, poor balance reactions, decreased muscle per-
formance and the extent of mobility, as well as a general lack of physical condi-
tion. Associated conditions may include, but are not limited to: hypotonia, limb 
apraxia, and joint laxity. 

Occupational Therapy: Occupational therapy practitioners work with people 
with ECDD to help them succeed in participation and adjustment in school, 
home and social environments. 

Speech therapy: Help treat specific speech and language deficits, as well as re-
lated eating disorders. Speech therapy services should help the communicative 
partner (teacher, parent, caregiver, peer and brother) to provide support and use 
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of specific teaching strategies to enhance active participation in natural learning 
environments. 

Psychiatric services: Direct or advisory services are provided by a doctor spe-
cializing in psychiatry, responsible for diagnosing ECDD and/or diagnosing and 
treating concomitant psychiatric disorders presented by the subject. 

Psychological services: A psychologist treats the psychological disorders asso-
ciated with ECDD. 

Neuropsychological Assessment (NPA): The NPA consists of the administra-
tion of a series of standardized tests of different mental functions and the inter-
pretation of the results in order to allow the deduction of brain function. There 
are too few peer-reviewed publications to support the standard use of NPA in 
people with ECDD. However, NPA can be useful in assessing specific neuro-
logical conditions present in a person suspected of having ECDD. 

Applied Behavior Analysis (ABA) and other methodologies to promote 
learning: Methodologies to promote learning are believed to improve commu-
nication, teach social skills and reduce inappropriate behavior. These method-
ologies are based on several model programs, including behavioral, structured 
and/or developmental education. 

Among the many methodologies available for the remediation of early child-
hood developmental disorders, ABA: is undoubtedly the most studied treatment 
modality in the field. It is generally accepted that ABA is the process of applying 
interventions based on the principles of learning (positive reinforcement, for 
example) derived from research in experimental psychology to systematically 
change behavior. It can also be used to teach new skills and demonstrate that the 
interventions used are responsible for observable improvements in behavior. 

ABA methods would be used to replace inappropriate and interfering behav-
iors with more desirable adaptive behaviors and to refine the conditions under 
which these behaviors occur. In addition, it is believed that ABA teaches new 
skills through implicit instruction and repetition, generalizing behaviors in new 
environments or situations and maintaining learned behaviors. For example, 
clear instructions with assistance (demonstration, incentive, for example) are 
given to the person. When the person gives the correct answer, the instructor 
gives positive reinforcement. 

Some methodologies to promote learning have also emerged and, although 
they are not considered behavioral, they share common elements with behav-
ioral methodologies. For example, the TEACCH (Treatment and Education of 
Children with Autism and Related Communication Disorders) Structured Teach-
ing Model uses many forms of visual aids, such as picture calendars, to help 
people with ECDD. 

Another modality commonly used with individuals is the developmental ap-
proach. Examples of a developmental approach include, but are not limited to, 
the Denver model (which emphasizes intensive teaching and the development of 
social communicative skills) and/or the time development model based on indi-
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vidual difference, the relationship focuses on building emotional reciprocity). 
Despite the common use of such methodologies to promote learning, most have 
not been empirically validated. 

Alternative therapies and complementary medicine or other therapy: Parents 
and/or caregivers sometimes turn to alternative therapies, complementary drugs 
and/or therapies not traditionally used in the management of ECD disorders, 
note food supplements; Immunoglobulins; Secretin in the treatment of ECD 
disorder is based on the theory that a link exists between gastrointestinal disor-
ders and brain dysfunction; chelation therapy: Advocates of chelation therapy 
believe that ASD is caused by childhood exposure to environmentally toxic sub-
stances, mainly metals (especially mercury in vaccines) and minerals [53], 
therefore, there are no data on the efficacy of chelation therapy for the treatment 
of ASD. 

The International Child Development Steering Committee (ICDSC) [54] de-
fined the components of good integrated ECDD interventions such as: Integra-
tion of health, nutrition, education, socio-economic development and protec-
tion; Cooperation between public authorities and civil society; Focus on young 
disadvantaged children; The involvement of parents and families alongside 
teachers and other caregivers; An amalgam of traditional practices and sci-
ence-based approaches; Programs of sufficient intensity, duration and quality 
experienced by the caregiver in contact with the baby and his family. 

The help that must be given to families in suffering in the health service in 
Morocco: Creation of a space of trust and discussion with the family so that they 
feel safe enough to talk about what concerns them and them touch; Listening to 
them about their emotions, their feelings, their difficulties, their doubts, their 
suffering, possibly more ambivalent feelings towards the baby is very therapeutic 
support in itself; The observation of the baby or the examination of the baby ac-
cording to the Brazelton method [55] (our team working on developing many 
researches in different neuropsychologist scales), allows the caregiver to focus on 
the parents and to focus on the baby and its primitive experiences. This can 
serve as a medium and allow some parents, who are more suspicious or in de-
nial, to feel less threatened, to relax and to give themselves up a little more. 

11. Conclusions 

Early childhood is of crucial importance in relation to child development. Sev-
eral research results reported in the literature indicate considerable changes at all 
levels of child development. These changes are constantly subject to various 
sources of influence, coming from his environment or inherent in himself and 
his type of evolution and therefore, subject to change. However, in order to 
guarantee good development for each child, early identification and treatment 
must be established. Several situations can be modified in this way and others 
are treated and resolved, others are also dealt with so that the harmful conse-
quences are minimized and the child arrives at the best possible development. 
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As a result, screening, diagnosis, care and support for the child are based on 
good interaction between care providers, making sure to give families a special 
place throughout the process and, ensuring a suitable orientation taking into 
account the economic and geographic reality of families. Several research studies 
show that high quality integrated programs are needed globally to ensure that all 
children reach their full potential and thrive. 
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