
“Assessment and Intervention in Child Clinical Psychology”.

In Section 1 of this course you will cover these topics:
Definition: The Nature Of The Problem

Prevalence: The Extent Of The Problem

The History Of The Problem: Development Of The Field And Current Issues

Conceptual Models: Approaches To The Problem

Topic : Definition: The Nature Of The Problem

Topic Objective:

At the end of this topic student would be able to:

 Behavioral and Emotional Disorders

 Strategies for students classified with EBD

Definition/Overview:

Emotional and behavioral disorders (EBD): is a broad category which is used commonly

in educational settings, to group a range of more specific perceived difficulties of children

and adolescents.

Key Points:

1. Behavioral and Emotional Disorders

Children with Emotional and Behavioral Disorders (EBD) tend to have a various group of

conditions. Repeated inappropriate behaviors are performed interpersonally and intra-

personally. A child with a behavioral disorder may try to hit another child or yell out obscene

phrases. Some children may seem detached or completely remote. For example children tend

to not only act out by verbally or physically deliberately hurting someone, but they can also

be off in another world not paying attention and fiddling around with things at their desk.

These are examples of two groups of behavioral problems that can be identified in children:

externalizing behavior and internalizing behavior . Externalizing behaviors tend to be more

disruptive and impact a larger group of people. Externalizing behaviors are those which are
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deemed antisocial and include lying, vandalism, non-compliance and aggression.

Internalizing behaviors on the other hand, are more personal and include various forms of

anxiety such as lack of enthusiasm and social withdrawal . An article in the journal Emotional

and Behavioural Difficulties states overall, the prevalence of behaviour problems in children

between the ages of 4 and 16 years is estimated at 6.9% for boys and at 2% for girls, with an

average between boys and girls at 4%. (Offrod, Alder & Boyle (1986). As well, behaviour

problems in girls tend to be more internalized in nature, while boys tend to have externalized

behaviour problems.

Although the problematic behavior associated with behavioral and emotional disorders

presents an immediate difficulty in school, educators are becoming more and more concerned

with the repercussions these disorders may have on children as they grow. It is shown that

early challenging behavior in early childhood may lead to social difficulties later in life such

as dropping out of school and substance abuse. Unfortunately children with EBD have no

explanation for their outbursts and give up trying to be socially acceptable. Students may not

ask for help because they feel that they are stupid and have no reason to try.

It is tempting to assume that a child with a behavioral disorder simply chooses not to

cooperate and that it is something within the child that causes them to be disruptive. This,

however, is not the case. There are three types of risk factors that may impact the prevalence

of behavior disorders in children: those which are child-based such as gender, temperament

and social abilities; those based on the family system such as the parents marital status, parent

drug or alcohol abuse and the parent-child attachment; and contextual or environmental

factors.

When a child is subject to more than one risk factor, 'the combined risk for the child is greater

than the two risk factors taken separately. More often than not, one risk factor accompanies

another and they work dynamically together to affect the child. For example, socioeconomic

status is often the most accurate predictor of a childs social inadequacies. Social issues such

as poverty or socioeconomic status greatly increase the chance of a child developing an

emotional or behavioral disorder. A poor family is generally isolated and the economic stress

puts a strain on marital relations. Children themselves may feel stressed or anxious at their

parents fighting and begin to lash out for attention. Increased stress in the family or the

external environment may cause the parents to overlook signs that the child is exhibiting and

further the severity of the disorder.
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2. Strategies for students classified with EBD

 Routine: Provide a structured routine with visual time clock. Auditory sound cues may be

helpful in addition to visual cues to help students manage their time efficiently. Post schedule

and refer to schedule on regular basis. Routines may take 6-8 weeks to establish or even more

for this population of students.

 Changes in Routine: Convey any changes of routine to students as soon as available. The

sooner students are aware of changes the more time students have to adjust to the new

routine.

 Classroom Jobs Chart/Classroom Order Chart: Classroom jobs offer an opportunity for

student to show responsibility. In order to ensure success, make sure students have an

opportunity to experience every job. One suggestion is having a chart with each students

name and according job. Every week rotate the jobs. The list can double as the order in which

students line up or choose preferred activities. Students with EBD classification tend to be

competitive and need specific procedures informing the order students line up and choose

activities.

 Logical Consequences: Students must fix what they break. If a student pushes over a desk,

he or she must pick it up. If a student runs in the hall, she must practice walking the correct

way. If the student talks during the lesson, student must make up the work on his time. Be

consistent with consequences so students know what is expected of them.

 Target Behaviors: After taking data on students observable behavior, determine which

behavior or behaviors to direct attention. Work with student to develop a plan to replace

undesirable behavior with a more suitable behavior. If student throws desks and pencils when

angry, have student work on communicating anger to an adult or trusted peer and how to be

assertive without being aggressive.

 Small Flexible Grouping: Students with EBD may have difficulty establishing relationships

with peers. Abusive language and other behaviors may interfere with learning. Smaller

groups decrease distractions and student-to-teacher ratio. Differentiation of instruction is

more manageable with smaller groups.

 Audience: During a serious behavior episode, the most effective strategy may be to remove

the audience. The audience typically is other peers but may be other adults. The audience can

be removed by moving the student if he or she is willing. However, moving the audience may

be necessary in some cases. Develop a procedure with your class which will function as an
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"everybody out" drill. Behaviors amplified with an audience may be reduced or complete

stopped when an audience is removed.

 Calm spot: Have a designated area of the classroom for students to calm down. This spot can

be used pro actively to prevent behaviors. Alternatively, the spot may be used after a

behavior occurs to give the student a chance to refocus.

 Choices: Students may frustrate easily when doing work. Giving students an option of when

to complete the work is a powerful tool. For example, a teacher may say, "You need to get

this done today. Would you rather do it now or during your free time?"

Topic : Prevalence: The Extent Of The Problem

Topic Objective:

At the end of this topic student would be able to:

 Classification of Mental Disorders

 Disorders

 Causes

 Diagnosis

 Treatment

 Prevalence

Definition/Overview:

Mental Disorder: Mental disorder or mental illness are terms used to refer to a psychological

or physiological pattern that occurs in an individual and is usually associated with distress or

disability that is not expected as part of normal development or culture. The recognition and

understanding of mental disorders has changed over time.

Key Points:

1. Classification of Mental Disorders

The definition and classification of mental disorder is a key issue for the mental health

professions and for users and providers of mental health services. Most international clinical

documents use the term "mental disorder" rather than "mental illness". There is no single

definition and the inclusion criteria are said to vary depending on the social, legal and
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political context. In general, however, a mental disorder has been characterized as a clinically

significant behavioral or psychological pattern that occurs in an individual and is usually

associated with distress, disability or increased risk of suffering. There is often a criterion that

a condition should not be expected to occur as part of a person's usual culture or religion.

The term "serious mental illness" (SMI) is sometimes used to refer to more severe and long-

lasting disorder. A broad definition can cover mental disorder, mental retardation, and

personality disorder and substance dependence. The phrase "mental health problems" may be

used to refer only to milder or more transient issues.

There are currently two widely established systems that classify mental disorders - Chapter V

of the International Classification of Diseases (ICD-10), produced by the World Health

Organization (WHO), and the Diagnostic and Statistical Manual of Mental Disorders (DSM-

IV) produced by the American Psychiatric Association (APA). Both list categories of

disorder and provide standardized criteria for diagnosis.

They have deliberately converged their codes in recent revisions so that the manuals are often

broadly comparable, although significant differences remain. Other classification schemes

may be in use more locally, for example the Chinese Classification of Mental Disorders.

Other manuals may be used by those of alternative theoretical persuasions, for example the

Psychodynamic Diagnostic Manual.

Some approaches to classification do not employ distinct categories based on cut-offs

separating the abnormal from the normal. They are variously referred to as spectrum,

continuum or dimensional systems. There is a significant scientific debate about the relative

merits of a categorical or a non-categorical system. There is also significant controversy

about the role of science and values in classification schemes, and about the professional,

legal and social uses to which they are put.

2. Disorders

There are many different categories of mental disorder, and many different facets of human

behavior and personality that can become disordered. The state of anxiety or fear can become

disordered, so that it is unusually intense or generalized over a prolonged period of time.

Commonly recognized categories of anxiety disorders include specific phobia, Generalized
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anxiety disorder, Social Anxiety Disorder, Panic Disorder, Agoraphobia, Obsessive-

Compulsive Disorder, Post-traumatic stress disorder. Relatively long lasting affective states

can also become disordered. Mood disorder involving unusually intense and sustained

sadness, melancholia or despair is know as Clinical depression (or Major depression), and

may more generally be described as Emotional dysregulation.

Milder but prolonged depression can be diagnosed as dysthymia. Bipolar disorder involves

abnormally "high" or pressured mood states, known as mania or hypomania, alternating with

normal or depressed mood. Whether unipolar and bipolar mood phenomena represent distinct

categories of disorder, or whether they usually mix and merge together along a dimension or

spectrum of mood is under debate in the scientific literature.

Patterns of belief, language use and perception can become disordered. Psychotic disorders

centrally involving this domain include Schizophrenia and Delusional disorder.

Schizoaffective disorder is a category used for individuals showing aspects of both

schizophrenia and affective disorders. Schizotypy is a category used for individuals showing

some of the traits associated with schizophrenia but without meeting cut-off criteria.

The fundamental characteristics of a person that influence his or her cognitions, motivations,

and behaviors across situations and time - can be seen as disordered due to being abnormally

rigid and maladaptive. Categorical schemes list a number of different personality disorders,

such as those classed as eccentric (e.g. Paranoid personality disorder, Schizoid personality

disorder, Schizotypal personality disorder), those described as dramatic or emotional

(Antisocial personality disorder, Borderline personality disorder, Histrionic personality

disorder, Narcissistic personality disorder) or those seen as fear-related (Avoidant personality

disorder, Dependent personality disorder, Obsessive-compulsive personality disorder).

There may be an emerging consensus that personality disorders, like personality traits in the

normal range, incorporate a mixture of more acute dysfunctional behaviors that resolve in

relatively short periods, and maladaptive temperamental traits that are relatively more stable.

Non-categorical schemes may rate individuals via a profile across different dimensions of

personality that are not seen as cut off from normal personality variation, commonly through

schemes based on the Big Five personality traits.

Other disorders may involve other attributes of human functioning.
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Eating practices can be disordered, at least in relatively rich industrialized areas, with either

compulsive over-eating or under-eating or binging. Categories of disorder in this area include

Anorexia nervosa and Bulimia nervosa or Binge eating disorder. Sleep disorders such as

Insomnia also exist and can disrupt normal sleep patterns. Sexual and gender identity

disorders, such as Dyspareunia or Gender identity disorder or ego-dystonic homosexuality.

People who are abnormally unable to resist urges, or impulses, to perform acts that could be

harmful to themselves or others, may be classed as having an impulse control disorder,

including various kinds of Tic disorders such as Tourette's Syndrome, and disorders such as

Kleptomania (stealing) or Pyromania (fire-setting). Substance-use disorders include

Substance abuse disorder. Addictive gambling may be classed as a disorder. Inability to

sufficiently adjust to life circumstances may be classed as an Adjustment disorder. The

category of adjustment disorder is usually reserved for problems beginning within three

months of the event or situation and ending within six months after the stressor stops or is

eliminated.

People who suffer severe disturbances of their self-identity, memory and general awareness

of themselves and their surroundings may be classed as having a Dissociative identity

disorder, such as Depersonalization disorder or Dissociative Identify Disorder itself (which

has also been called multiple personality disorder, or "split personality".). Factitious

disorders, such as Munchausen syndrome, also exist where symptoms are experienced and/or

reported for personal gain.

Disorders appearing to originate in the body, but thought to be mental, are known as

somatoform disorders, including Somatization disorder. There are also disorders of the

perception of the body, including Body dysmorphic disorder. Neurasthenia is a category

involving somatic complaints as well as fatigue and low spirits/depression, which is officially

recognized by the ICD-10 but not by the DSM-IV. Memory or cognitive disorders, such as

amnesia or Alzheimer's disease exist.

Some disorders are thought to usually first occur in the context of early childhood

development, although they may continue into adulthood. The category of Specific

developmental disorder may be used to refer to circumscribed patterns of disorder in

particular learning skills, motor skills, or communication skills. Disorders which appear more

generalized may be classed as pervasive developmental disorders (PDD) also known as
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autism spectrum disorders (ASD); these include autism, Asperger's, Rett syndrome,

childhood disintegrative disorder and other types of PDD whose exact diagnosis may not be

specified. Other disorders mainly or first occurring in childhood include Reactive attachment

disorder; Separation Anxiety Disorder; Oppositional Defiant Disorder; Attention Deficit

Hyperactivity Disorder.

3. Causes

Numerous factors have been linked to the development of mental disorders. In many cases

there is no single accepted or consistent cause currently established. A common view held is

that disorders often result from genetic vulnerabilities combining with environmental

stressors (Diathesis-stress model). An eclectic or pluralistic mix of models may be used to

explain particular disorders. The primary paradigm of contemporary mainstream Western

psychiatry is said to be the biopsychosocial (BPS) model - incorporating biological,

psychological and social factors - although this may not be applied in practice. Biopsychiatry

has tended to follow a biomedical model, focusing on "organic" or "hardware" pathology of

the brain.

Psychoanalytic theories have been popular but are now less so. Evolutionary psychology may

be used as an overall explanatory theory. Attachment theory is another kind of evolutionary-

psychological approach sometimes applied in the context for mental disorders. A distinction

is sometimes made between a "medical model" or a "social model" of disorder and related

disability. Genetic studies have indicated that genes often play an important role in the

development of mental disorders, via developmental pathways interacting with environmental

factors. The reliable identification of connections between specific genes and specific

categories of disorder has proven more difficult.

Environmental events surrounding pregnancy and birth have also been implicated. Traumatic

brain injury may increase the risk of developing certain mental disorders. There have been

some tentative inconsistent links found to certain viral infections, to substance misuse, and to

general physical health. Abnormal functioning of neurotransmitter systems has been

implicated, including serotonin, norepinephrine, dopamine and glutamate systems.

Differences have also been found in the size or activity of certain brains regions in some

cases. Psychological mechanisms have also been implicated, such as cognitive and emotional

processes, personality, and temperament and coping style.
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Social influences have been found to be important, including abuse, bullying and other

negative or stressful life experiences. The specific risks and pathways to particular disorders

are less clear, however. Aspects of the wider community have also been implicated, including

employment problems, socioeconomic inequality, lack of social cohesion, problems linked to

migration, and features of particular societies and cultures.

4. Diagnosis

Many mental health professionals, particularly psychiatrists, seek to diagnose individuals by

ascertaining their particular mental disorder. Some professionals, for example some clinical

psychologists, may avoid diagnosis in favor of other assessment methods such as formulation

of a client's difficulties and circumstances. The majority of mental health problems are

actually assessed and treated by family physicians during consultations, which may refer on

for more specialist diagnosis in acute or chronic cases. Routine diagnostic practice in mental

health services typically involves an interview (which may be referred to as a mental status

examination), where judgments are made of the interviewee's appearance and behavior, self-

reported symptoms, mental health history, and current life circumstances. The views of

relatives or other third parties may be taken into account.

A physical examination to check for ill health or the effects of medications or other drugs

may be conducted. Psychological testing is sometimes used via paper-and-pen or

computerized questionnaires, which may include algorithms based on ticking off

standardized diagnostic criteria, and in relatively rare specialist cases neuro-imaging tests

may be requested, but these methods are more commonly found in research studies than

routine clinical practice. Time and budgetary constraints often limit practicing psychiatrists

from conducting more thorough diagnostic evaluations.

It has been found that most clinicians evaluate patients using an unstructured, open-ended

approach, with limited training in evidence-based assessment methods, and that inaccurate

diagnosis may be common in routine practice. Co-morbidity is very common in psychiatric

diagnosis, i.e. the same person given a diagnosis in more than one category of disorder.
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5. Treatment

Mental health services may be based in hospitals, clinics or the community. Often an

individual may engage in different treatment modalities. They may be under case

management (sometimes referred to as "service coordination"), use inpatient or day

treatment, utilize a psychosocial rehabilitation program, and/or take part in an Assertive

Community Treatment program. Individuals may be treated against their will in some cases,

especially if assessed to be at high risk to themselves or others. Services in some countries

are increasingly based on a Recovery model that supports an individual's journey to regain a

meaningful life.

6. Prevalence

WHO estimated that about 450 million people worldwide currently suffer from some form of

mental or behavioral disorder. One in four people will suffer from mental illness at some time

in life, according to a report from the WHO. Numerous large-scale surveys of the prevalence

of mental disorders in adults in the general population have been carried out since the 1980s

based on self-reported symptoms assessed by standardized structured interviews, usually

carried out over the phone.

Mental disorders have been found to be common, with over a third of people in most

countries reporting sufficient criteria at some point in their life. The World Health

Organization is currently undertaking a global survey of 26 countries in all regions of the

world, based on ICD and DSM criteria. The first published figures on the 14 country surveys

completed to date, indicate that, of those disorders assessed, anxiety disorders are the most

common in all but 1 country (prevalence in the prior 12-month period of 2.4% to 18.2%) and

mood disorders next most common in all but 2 countries (12-month prevalence of 0.8% to

9.6%), while substance disorders (0.1%-6.4%) and impulse-control disorders (0.0%-6.8%)

were consistently less prevalent.

The United States, Colombia, the Netherlands and Ukraine tended to have higher prevalence

estimates across most classes of disorder, while Nigeria,Shanghai and Italy were consistently

low, and prevalence was lower in Asian countries in general. Cases of disorder were rated as

mild (prevalence of 1.8%-9.7%), moderate (prevalence of 0.5%-9.4%) and serious

(prevalence of 0.4%-7.7%). However, these are widely believed to be underestimates, due to
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poor diagnosis (especially in countries without affordable access to mental health services)

and low reporting rates, in part because of the predominant use of self-report data, rather than

semi-structured instruments such as the Structured Clinical Interview for DSM-IV (SCID);

actual lifetime prevalence rates for mental disorders are estimated to be between 65% and

85%.

A review that pooled surveys in different countries up to 2004 found overall average

prevalence estimates for any anxiety disorder of 10.6% (in the 12 months prior to assessment)

and 16.6% (in lifetime prior to assessment), but that rates for individual disorders varied

widely. Women had generally higher prevalence rates than men, but the magnitude of the

difference varied. A review that pooled surveys of mood disorders in different countries up to

2000 found 12-month prevalence rates of 4.1% for major depressive disorder (MDD), 2% for

dysthymic disorder and 0.72% for bipolar 1 disorder. The average lifetime prevalence found

was 6.7% for MDD (with a relatively low lifetime prevalence rate in higher-quality studies,

compared to the rates typically highlighted of 5%-12% for men and 10%-25% for women),

and rates of 3.6% for dysthymia and 0.8% for Bipolar 1.

Previous widely cited large-scale surveys in the United Stateswere the Epidemiological

Catchment Area (ECA) survey and subsequent National Comorbidity Survey (NCS). The

NCS was replicated and updated between 2000 and 2003 and indicated that, of those groups

of disorders assessed, nearly half of Americans (46.4%) reported meeting criteria at some

point in their life for a DSM-IV anxiety disorder (28.8%), mood disorder (20.8%), impulse-

control disorder (24.8%) or substance use disorders (14.6%). Half of all lifetime cases had

started by age 14 years and 3/4 by age 24 years. In the prior 12-month period only, around a

quarter (26.2%) met criteria for any disorder - anxiety disorders 18.1%; mood disorders

9.5%; impulse control disorders 8.9%; and substance use disorders 3.8%.

A substantial minority (23%) met criteria for more than two disorders. A minority (22.3%) of

cases were classed as serious, 37.3% as moderate and 40.4% as mild.

A 2004 cross-European study found that approximately one in four people reported meeting

criteria at some point in their life for one of the DSM-IV disorders assessed, which included

mood disorders (13.9%), anxiety disorders (13.6%) or alcohol disorder (5.2%).

Approximately one in ten met criteria within a 12-month period. Women and younger people

of either gender showed more cases of disorder
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A 2005 review of 27 studies have found that 27% of adult Europeans is or has been affected

by at least one mental disorder in the past 12 months. It was also found that the most frequent

disorders were anxiety disorders, depressive, somatoform and substance dependence

disorders. A 2005 review of prior surveys in 46 countries on the prevalence of schizophrenic

disorders, including a prior 10-country WHO survey, found an average (median) figure of

0.4% for lifetime prevalence up to the point of assessment and 0.3% in the 12-month period

prior to assessment.

A related figure not given in other studies (known as lifetime morbid risk), reported to be an

accurate statement of how many people would theoretically develop schizophrenia at any

point in life regardless of time of assessment, was found to be about seven to eight

individuals per 1,000. (0.7/0.8%). The prevalence of schizophrenia was consistently lower in

poorer countries than in richer countries (though not the incidence) but the prevalence did not

differ between urban/rural areas or men/women (although incidence did).

Studies of the prevalence of personality disorders (PDs) have been fewer and smaller-scale,

but a broader Norwegian survey found a similar overall prevalence of almost 1 in 7 (13.4%),

based on meeting personality criteria over the prior five year period. Rates for specific

disorders ranged from 0.8% to 2.8%, with rates differing across countries, and by gender,

educational level and other factors. A US survey that incidentally screened for personality

disorder found an overall rate of 14.79%.

Approximately 7% of a preschool pediatric sample was given a psychiatric diagnosis in one

clinical study, and approximately 10% of 1- and 2-year-olds receiving developmental

screening have been assessed as having significant emotional/behavioral problems based on

parent and pediatrician reports.

Topic : The History Of The Problem: Development Of The Field And Current Issues

Topic Objective:

At the end of this topic student would be able to:

 Prehistoric Times

 Ancient civilizations

 Indian
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 Chinese

 Hebrew and Israelite

 Greek and Roman

 Early Navajo Indians

 Middle Ages

 Christian Europe

Definition/Overview:

The medical history or anamnesis:(abbr. Hx) of a patient is information gained by a

physician or other healthcare professional by asking specific questions, either of the patient or

of other people who know the person and can give suitable information (in this case, it is

sometimes called heteroanamnesis), with the aim of obtaining information useful in

formulating a diagnosis and providing medical care to the patient.

Key Points:

1. Prehistoric Times

There is limited evidence by which to judge the existence or nature of mental disorder prior

to written records. Evolutionary psychology suggests that some of the underlying genetic

dispositions, psychological mechanisms and social demands were present, although some

disorders may have developed from a mismatch between ancestral environments and modern

conditions. Some related behavioral abnormalities have been found in non-human great apes.

Brne M, Brne-Cohrs U, McGrew WC, Preuschoft S. (2006) "Psychopathology in great apes:

concepts, treatment options and possible homologies to human psychiatric disorders."

Neurosci Biobehav .

There is evidence from Neolithic times of the practice of trepanation (cutting large holes into

the skull), possibly as an attempt to cure ailments which may have included mental disorders.

A number of mental disturbances, such as melancholy, hysteria and phobia, were described

long ago in Ancient Greece and Rome, while others such as schizophrenia may not have been

recognized. Hippocrates considered the idea that mental illness may be related to biology.

Psychiatric theories and treatments for mental illness developed in Muslim psychology and

Islamic medicine in the medieval Islamic world from the 8th century, where the first
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psychiatric hospitals were built. The BaghdadHospital was run by the Persian physician

Rhazes.

Unlike most ancient and medieval societies which believed mental illness to be caused by

either demonic possession or as punishment from a God, Islamic neuroethics held a more

sympathetic attitude towards the mentally ill.

Medieval Europehad focused on demonic possession as the explanation of aberrant behavior.

Paracelsus used the word lunatic to describe behavior thought to be caused by the lunar

effect. Many other terms for mental disorder that found their way into everyday use have

been traced to initial use in the 16th and 17th centuries. Shakespeare and his contemporaries

frequently depicted mental disorders in their plays. Conditions of "shell shock" came to be

recognized in war veterans.

From the early study of mental illness through individuals such as Philippe Pinel, Sigmund

Freud, and Alois Alzheimer, much has changed in the development and understanding of

mental illness and continues to change today. At the start of the 20th century there were only

a dozen officially recognized mental health conditions. By 1952 there were 192 and the

Diagnostic and Statistical Manual of Mental Disorder, Fourth Edition (DSM-IV) today lists

374.

2. Ancient civilizations

Limited notes in an ancient Egyptian document known as the Ebers papyrus appear to

describe disordered states of concentration and attention, and emotional distress in the heart

or mind. Some of these have been interpreted as indicating what would later be termed

hysteria and melancholy. Somatic treatments typically included applying bodily fluids while

reciting magical spells. Hallucinogens may have been used as part of healing rituals.

Religious temples may have been used as therapeutic retreats, possibly for the induction of

receptive states to facilitate sleep and the interpreting of dreams.

3. Indian

Ancient Hindu scriptures known as Ramayana and Mahabharata contain fictional descriptions

of depression and anxiety states. Mental disorders were generally thought to reflect abstract

metaphysical entities, supernatural agents, sorcery or witchcraft. A work known as the
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Caraka Samhita from circa 600 BC, part of the Hindu Ayurveda ("knowledge of life"), saw ill

health as resulting from an imbalance among three kinds of bodily fluids or forces (doshas).

Different personality types were also described, with different propensities to worries or

difficulties. Suggested causes included inappropriate diet; disrespect towards the gods,

teachers or others; mental shock due to excessive fear or joy; and faulty bodily activity.

Treatments included the use of herbs and ointments, charms and prayers, moral or emotional

persuasion, and shocking the person.

4. Chinese

Mental disorders were treated mainly under Traditional Chinese Medicine by herbs,

acupuncture or "emotional therapy". The Inner Canon of the Yellow Emperor described

symptoms, mechanisms and therapies for mental illness, emphasizing connections between

bodily organs and emotions. Conditions were thought to comprise five stages or elements and

imbalance between Yin and Yang.

5. Hebrew and Israelite

The ancient nation of Israel was formed by people with origins in Mesopotamia and Egypt.

The concept of a single God, as gradually articulated in Judaism, led to the view that mental

disorder was not a problem like any other, caused by one of the gods, but rather caused by

problems in the relationship between the individual and God. Passages of the Hebrew

Bible/Old Testament have been interpreted as describing mood disorders in figures such as

Job, King Saul and in the psalms of David.

6. Greek and Roman

Some ancient Greek scholars proposed that disease was caused by an imbalance in four

humors of the body. Hippocrates (460-377 BC), influenced by humoral theory, proposed a

triad of mental disorders termed melancholia, mania and phrenitis (an acute mental disorder

accompanied by fever). He also spoke of other disorders such as phobia, and is credited with

being the first physician to reject supernatural or divine explanations of illness. He believed

that disease was the product of environmental factors, diet and living habits, not a punishment

inflicted by the gods, and that the appropriate treatment depended on which bodily fluid, or

humor, had caused the problem.
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In ancient Greece and Rome, madness was associated stereotypically with aimless wandering

and violence. However, Socrates considered positive aspects including prophesying (a manic

art); mystical initiations and rituals; poetic inspiration; and the madness of lovers. Now often

seen as the very epitome of rational thought and as the founder of philosophy, Socrates freely

admitted to experiencing what are now called "command hallucinations" (then called his

daemon). Pythagoras also heard voices.

Through long contact with Greek culture, and their eventual conquest of Greece, the Romans

absorbed many Greek (and other) ideas on medicine. The humoral theory fell out of favor in

some quarters. The Greek physician Asclepiades (c. 124 40 BC), who practiced in Rome,

discarded it and advocated humane treatments, and had insane persons freed from

confinement and treated them with natural therapy, such as diet and massages. Arateus (ca

AD 30-90) argued that it is hard to pinpoint where a mental illness comes from. However,

Galen (AD 129 ca. 200), practicing in Greece and Rome, revived humoral theory. Galen,

however, adopted a single symptom approach rather than broad diagnostic categories, for

example studying separate states of sadness, excitement, confusion and memory loss.

Playwrights such as Homer, Sophocles and Euripides described madmen driven insane by the

Gods, imbalanced humors or circumstances. As well as the triad (of which mania was often

used as an overarching term for insanity) there were a variable and overlapping range of

terms for such things as delusion, eccentricity, frenzy, and lunacy. Physician Celsus argued

that insanity is really present when a continuous dementia begins due to the mind being at the

mercy of imaginings.

He suggested that people must heal their own souls through philosophy and personal strength.

He described common practices of dietetics, bloodletting, drugs, talking therapy, incubation

in temples, exorcism, incantations and amulets, as well as restraints and "tortures" to restore

rationality, including starvation, being terrified suddenly, agitation of the spirit, and stoning

and beating.

Most, however, did not receive medical treatment but stayed with family or wandered the

streets, vulnerable to assault and derision. Accounts of delusions from the time included

people who thought themselves to be famous actors or speakers, animals, inanimate objects,

or one of the gods. Some were arrested for political reasons, such as Jesus ben Ananias who
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was eventually released as a madman after showing no concern for his own fate during

torture.

7. Early Navajo Indians

The early Navajo Indians used many of the same techniques that are commonly used today.

They used physical therapy, art therapy, psychotherapy, religion, singing, and drugs. These

are many treatments that have come and gone throughout history. Some are used widely

today, like medications and psychotherapy. We also use art therapy today. Another tool they

used was exercise. There are no records of any killings or sending away of those suffering

from mental illnesses.

8. Middle Ages

Persian and Arabic scholars were heavily involved in translating, analyzing and synthesizing

Greek texts and concepts. As the Muslim world expanded, these were integrated with

religious thought. Over time, new ideas and concepts were developed. Arab texts contained

full discussions of melancholia. Mania and various other disorders and phenomena including

hallucinations and delusions were also described. Mental disorder was generally thought to

be due to reason having gone astray or been lost entirely, and links were made to the brain in

various ways, as well as to spiritual/mystical meaning.

Al-Balkhi wrote about fear and anxiety, anger and aggression, sadness and depression, and

obsessions. Al-Tabari wrote about the need for wise counseling, smartness and gaining trust.

Al-Razi (Rhazes) suggested the benefits of hopeful comments and sudden emotional shocks,

and addressed psychological, moral & religious problems of the spirit. Al-Farabi

(Alpharabius) wrote about the therapeutic effect of music on the soul. Al-Ghazali argued that

spiritual diseases were dangerous and result from ignorance and deviation from God. Ibn-

Sina (Avicenna) took a combined physiological and psychological approach, addressing

conditions such as hallucinations, insomnia, vertigo, melancholia and mania.

He speculated about physiological influences on the brain and mental disorders, as well as

about psychological interventions. Al-Majusi (Haly Abbas) described diseases in terms of the

brain, including sleeping sickness, loss of memory, hypochondria and love sickness. Abu al-

Qasim al-Zahrawi (Abulcasis) may have addressed mental disorder related to injury in his
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pioneering work in neurosurgery, and Averroes described Parkinson's disease. Unhammad

proposed nine categories of mental disorder.

Under Islam, the mentally disordered were considered incapable yet deserving of humane

treatment and protection.

The first psychiatric hospital ward was founded in Baghdad in 705, and insane asylums were

built in Fes in the early 8th century, Cairo in 800 and in Damascus and Aleppo in 1270.

Insane patients were benevolently treated using baths, drugs, music and activities. In the

centuries to come, The Muslim world would eventually serve as a critical way station of

knowledge for Renaissance Europe, through the Latin translations of many scientific Islamic

texts. Ibn-Sina's (Avicenna's) Canon of Medicine became the standard of medical science in

Europefor centuries, together with works of Hippocrates and Galen.

9. Christian Europe

Conceptions of madness in the middle Ages in Europe were a mixture of the divine,

diabolical, magical and transcendental. Theories of the four humors (black bile, yellow bile,

phlegm, and blood) were applied, sometimes separately (a matter of "physic") and sometimes

combined with theories of evil spirits (a matter of "faith"). Arnaldus de Villanova (1235-

1313) combined "evil spirit" and Galen-oriented "four humours" theories and promoted

trepanning as a cure to let demons and excess humours escape. Other bodily remedies in

general use included purges, bloodletting and whipping. Madness was often seen as a moral

issue, either a punishment for sin or a test of faith and character. Christian theology endorsed

various therapies, including fasting and prayer for those estranged from God and exorcism of

those possessed by the devil. Thus, although mental disorder was often thought to be due to

sin, other more mundane causes were also explored, including intemperate diet and alcohol,

overwork, and grief.

The Franciscan monk Bartholomeus Anglicus (ca. 1203 - 1272) described a condition which

resembles depression in his encyclopedia, De Proprietatibis Rerum, and he suggested that

music would help. A semi-official tract called the Praerogativa regis distinguished between

the "natural born idiot" and the "lunatic". The latter term was applied to those with periods of

mental disorder; deriving from either Roman mythology describing people "moonstruck" by

the goddess Luna or theories of an influence of the moon.
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Most of those considered lunatics at the time probably had more support and involvement

from the community than people diagnosed with mental disorders today. As in other eras,

visions were generally interpreted as meaningful spiritual and visionary insights; some may

have been causally related to mental disorders, but since hallucinations were culturally

supported they may not have had the same connections as today.

Topic : Conceptual Models: Approaches To The Problem

Topic Objective:

At the end of this topic student would be able to:

 History

 Concepts of recovery

 New Freedom Commission.

 Elements of recovery

 Hope

 Supportive relationships

 Empowerment and Inclusion

 Coping strategies

 National Mental Health Policies

Definition/Overview:

The Recovery Model: is an approach to mental disorder or substance dependence that

emphasizes and supports an individual's potential for recovery.

Key Points:

1. History

In general medicine or psychiatry, recovery has long been used to refer to the end of a

particular experience or episode of illness. The broader concept of 'recovery' as a general

philosophy and model was first popularized in regard to recovery from substance abuse/drug

addiction, for example within twelve-step programs. Application of recovery model concepts

to psychiatric disorders is comparatively recent. By consensus the main impetus for the
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development came from the consumer/survivor movement, a grassroots self-help and

advocacy initiative, particularly within the United Statesduring the late 1980s and early

1990s.

The professional literature, starting with psychiatric rehabilitation in particular, began to

incorporate the concept from the early 1990s in the United States, followed by New Zealand

and more recently across nearly all countries within the "First World". Similar approaches

developed around the same time, without necessarily using the term recovery, in Italy, the

Netherlands and the UK. Developments were fueled by a number of long term outcome

studies of people with major mental illnesses including populations from virtually every

continent, including the World Health Organization's landmark cross-national studies from

the 1970s and 1990s.

A key issue became how service consumers could maintain the ownership and authenticity of

recovery concepts while also supporting them in professional policy and practice.

Increasingly, recovery became both a subject of mental health services research and a term

emblematic of many of the goals of the consumer/survivor movement. The concept of

recovery was often defined and applied differently by consumers/survivors and professionals.

Specific policy and clinical strategies were developed to implement recovery principles

although key questions remained.

2. Concepts of recovery

There is some variation within the Recovery Model. Professionalized clinical approaches

tend to focus on improvement in particular symptoms and functions, and on the role of

treatments; consumer/survivor models tend to put more emphasis on peer support,

empowerment and real-world personal experience. Recovery can be seen in terms of a social

model of disability rather than a medical model of disability, and there may be differences in

the degree of acceptance of diagnostic "labels" and treatments.

In psychiatric rehabilitation, the concept of recovery may be used to refer primarily to

managing symptoms, reducing psychosocial disability, and improving role performance.

A US agency statement on mental health recovery, that involved some consumer input,

proposed 10 fundamental components of recovery, which it defined it as a journey of healing
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and transformation enabling a person with a mental health problem to live a meaningful life

in a community of his or her choice while striving to achieve his or her full potential.

Conferences have been held on the importance of the concept from the perspective of

consumers and psychiatrists.

From the perspective of psychiatric rehabilitation services, a number of qualities of recovery

have been suggested: Recovery can occur without professional intervention; Recovery

requires people who believe in and stand by the person in recovery; A recovery vision is not a

function of theories about the cause of psychiatric conditions; Recovery can occur even if

symptoms reoccur; Recovery changes frequency and duration of symptoms; Recovery from

the consequences of a psychiatric condition are often far more difficult than from the

symptoms; Recovery is not linear; Recovery takes place as a series of small steps; Recovery

does not mean the person was never really psychiatrically disabled; Recovery focuses on

wellness not illness; Recovery should focus on consumer choice.

For many, recovery has a political as well as personal implication - where to recover is to find

meaning, to challenge prejudice (including diagnostic "labels" in some cases), to reclaim a

chosen life and place within society, and to validate the self. Recovery can thus be viewed as

one manifestation of empowerment. An empowerment model of recovery may emphasize

that conditions are not necessarily permanent, that other people have recovered who can be

role models and share experiences, and "symptoms" can be understood as expressions of

distress related to emotions and other people. One such model from the US National

Empowerment Center advances 10 such principles of recovery framed them within a

cognitive-behavioral approach. Recovery may be seen as more of a philosophy or attitude

than a specific model, requiring that "we regain personal power and a valued place in our

communities. Sometimes we need services to support us to get there".

Some concerns have been raised about recovery models, including that recovery is an old

concept, that a focus on recovery adds to the burden of already stretched providers, that

recovery must involve cure, that recovery happens to very few people, that recovery

represents an irresponsible fad, that recovery happens only after and as a result of active

treatment, that recovery-oriented care can only be implemented through the addition of new

resources, that recovery-oriented care is neither reimbursable nor evidence based, that

recovery-oriented care devalues the role of professional intervention, and that recovery-

oriented care increases providers' exposure to risk and liability. There have also been tensions
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between recovery models and particular "evidence-based practice" models in the

transformation of US mental health services based on the recommendations of the

3. New Freedom Commission

A number of tools have been developed to try to assess aspects of the recovery journey.

These include the Recovery Enhancing Environment (REE) measure, the Recovery

Measurement Tool (RMT) and the Recovery Oriented System Indicators (ROSI) Measure

and the Stages of Recovery Instrument (STORI) and numerous related instruments.

4. Elements of recovery

Utilizing an model not unlike that used by Occupational Therapists, it has been emphasized

that each individual's journey to recovery is a deeply personal process, as well as being

related to an individual's community and society. A number of features have been proposed

as common core elements:

5. Hope

Finding and nurturing hope has been described as the key to recovery. It is said to include not

just optimism but a sustainable belief in oneself and a willingness to persevere through

uncertainty and setbacks. Hope may start at a certain turning point, or emerge gradually as a

small and fragile feeling, and may fluctuate with despair. It is said to involve daring to trust

in yourself and other people and to risk disappointment, failure and further hurt.

6. Supportive relationships

A common aspect of recovery is said to be the presence of others who believe in the person's

potential to recover, and who stand by them. While mental health professionals can offer a

particular limited kind of relationship and help foster hope, relationships with friends, family

and the community are said to often be of wider and longer-term importance. Others who

have experienced similar difficulties, who may be on a journey of recovery, can be of

particular importance. Those who share the same values and outlooks more generally (not

just in the area of mental health) may also be particularly important. It is said that one-way

relationships based on being helped can actually be devaluing, and that reciprocal

relationships and mutual support networks can be of more value to self-esteem and recovery.
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7. Empowerment and Inclusion

Empowerment and self-determination are said to be important to recovery, including having

control. This can mean developing the confidence for independent assertive decision-making

and help-seeking. Achieving Social inclusion may require support and may require

challenging stigma and prejudice about mental distress/disorder/difference. It may also

require recovering unpracticed social skills or making up for gaps in work history.

8. Coping strategies

The development of personal coping strategies (including self-management or self-help) is

said to be an important element. This can involve making use of medication or psychotherapy

if the consumer is fully informed and listened to, including about adverse effects and about

which methods fit with the consumer's life and their journey of recovery. Developing coping

and problem solving skills to manage individual traits and problem issues (which may or may

not be seen as symptoms of mental disorder) may require a person becoming their own

expert, in order to identify key stress points and possible crisis points, and to understand and

develop personal ways of responding and coping.

9. National Mental Health Policies

The New Freedom Commission on Mental Health has proposed to transform the mental

health system in the US by shifting the paradigm of care from traditional medical psychiatric

treatment toward the concept of recovery, and the American Psychiatric Association has

endorsed a recovery model from a psychiatric services perspective.

The US Department of Health and Human Sciences reports develop national and state

initiatives to empower consumers and support recovery, with specific committees planning to

launch nationwide pro-recovery, anti-stigma education campaigns; develop and synthesize

recovery policies; train consumers in carrying out evaluations of mental health systems; and

help further the development of peer-run services. Mental Health service directors and

planners are providing guidance to help state services implement recovery approaches. At

least some parts of the Canadian Mental Health Association, such as the Ontario region, have

adopted recovery as a guiding principle for reforming and developing the mental health

system.
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10. New Zealand and Australia

Since 1998, all mental health services in New Zealandhave been required by government

policy to use a recovery approach. And mental health professionals are expected to

demonstrate competence in the recovery model. Australia's National Mental Health Plan

2003-2008 states that services should adopt a recovery orientation although there is variation

between Australian states and territories in the level of knowledge, commitment and

implementation.

11. UK & Ireland

The National Institute for Mental Health in England (NIMHE) has endorsed a recovery

model as the guiding principle of mental health service provision and public education. A

new role of Support Time and Recovery Worker has been implemented by the National

Health Service. The Scottish Executive has included promoting and supporting recovery as

one of its four key mental health aims and funded a Scottish Recovery Network to facilitate

this. A 2006 review of nursing in Scotlandrecommended a recovery approach as the model

for mental health nursing care and intervention. The Mental Health Commission of Ireland

reports that its guiding documents place the service user at the core and emphasize an

individuals personal journey towards recovery.

In Section 2 of this course you will cover these topics:
Screening And Classification

Evaluation For Instruction

Biological Factors

Family Factors

Topic : Screening And Classification

Topic Objective:

At the end of this topic student would be able to:

 Analysis of screening

 Lead time bias

www.bsscommunitycollege.in   www.bssnewgeneration.in  www.bsslifeskillscollege.in

24
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



 Length time bias

 Selection bias

 Over diagnosis bias

 Structured Clinical Interview for DSM-IV

Definition/Overview:

Screening: in medicine, is a strategy used in a population to detect a disease in individuals

without signs or symptoms of that disease. Unlike most medicine, in screening, tests are

performed on those without any clinical indication of disease.

Key Points:

1. Analysis of screening

To many people, screening instinctively seems like an appropriate thing to do, because

catching something earlier seems better. However, no screening test is perfect. There will

always be the problems with incorrect results and other issues listed above. Before a

screening program is implemented, it should ideally be looked at to ensure that putting it in

place would do more good than harm. The best studies for assessing whether a screening test

will increase a population's health are rigorous randomized controlled trials. When studying a

screening program using case-control or, more usually, cohort studies, various factors can

cause the screening test to appear more successful than it really is. A number of different

biases, inherent in the study method, will skew results.

2. Lead time bias

By screening, the intention is to diagnose a disease earlier than it would be without screening.

Without screening, the disease may be discovered later once symptoms appear. Even if in

both cases a person will die at the same time, because we diagnosed the disease early with

screening, the survival time since diagnosis is longer with screening. No additional life has

been gained (and indeed, there may be added anxiety as the patient must live with knowledge

of the disease for longer). Looking at raw statistics, screening will appear to increase survival

time (this gain is called lead time). If we do not think about what survival time actually

means in this context, we might attribute success to a screening test that does nothing but

advance diagnosis.
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3. Length time bias

Many screening tests involve the detection of cancers. It is often hypothesized that slower

growing tumors have better prognosis than tumors with high growth rates. Screening is more

likely to detect slower growing tumors (due to longer pre-clinical sojourn time), which may

be less deadly. Thus screening may tend to detect cancers that would not have killed the

patient or even been detected prior to death from other causes.

4. Selection bias

Not everyone will partake in a screening program. There are factors that differ between those

willing to get tested and those who are not. If people with a higher risk of a disease are more

eager to be screened, for instance a woman with a family history of breast cancer joining a

mammography program, then a screening test will look worse than it really is.

This is because there's going to be more people with the illness joining, and a higher chance

of people dying of that illness. Selection bias may also make a test look better than it really is.

If a test is more available to young and healthy people (for instance if people have to travel a

long distance to get checked) then fewer people in the screening population will get ill, and

the test will seem to make a positive difference.

5. Over diagnosis bias

Screening may identify abnormalities that would never cause a problem in a person's lifetime.

An example of this is prostate cancer screening. It has been said that "more men die with

prostate cancer than of it". Autopsy studies have shown that a high proportion of men who

have died in other ways, have prostate cancer when the prostate is examined under a

microscope. Aside from issues with unnecessary treatment (prostate cancer treatment is by no

means without risk), over diagnosis makes a study look good at picking up abnormalities,

even though they are sometimes harmless.

6. Structured Clinical Interview for DSM-IV

The Structured Clinical Interview for DSM-IV Axis I Disorders (SCID-I) is a semi stuctured

interview for making most of the major DSM-IV Axis I psychiatric diagnoses. The SCID-II

is a semi-structured interview for making DSM-IV Axis II (Personality Disorder) diagnoses.
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There are at least 700 reports of published studies in which the SCID was the diagnostic

instrument used. Major parts of the SCID have been translated into other languages,

including Danish, French, German, Greek, Hebrew, Italian, Portuguese, Spanish, Turkish,

and Zulu.

An Axis I SCID assessment with a psychiatric patient usually takes between 1 and 2 hours,

depending on the complexity of the past psychiatric history and the subject's ability to clearly

describe episodes of current and past symptoms. A SCID with a non-psychiatric patient takes

1/2 hour to 1-1/2 hours. A SCID II personality assesment takes about 1/2 to 1 hour.

The instrument was designed to be administered by a clinician or trained mental health

professional, for example a psychologist or social worker. Ideally, this would be someone

who has had experience performing unstructured, open-ended question, diagnostic

evaluations. However, for the purposes of some research studies, non-clinician research

assistants, who have extensive experience with the study population in question, and who

have demonstrated competence, have been trained to use the SCID. The less clinical

experience and specific education the potential interviewer has had, the more training is

required.

Reliability and validity of the SCID for DSM-III-R has been reported in several published

studies. With regard to reliability, the range in reliability is enormous, depending on the type

of the sample and research methodology (i.e., joint vs. test-retest, multi-site vs. single site

with raters who have worked together, etc.)

Topic : Evaluation For Instruction

Topic Objective:

At the end of this topic student would be able to:

 Mini Mental State Examination

 Academic Literature on the Definition Of Mental Disorder

 Mental Status Examination
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Definition/Overview:

Mini MentalState Examination:The mini-mental state examination (MMSE) or Folstein

test is a brief 30-point questionnaire test that is used to assess cognition. It is commonly used

in medicine to screen for dementia. In the time span of about 10 minutes it samples various

functions including arithmetic, memory and orientation.

Key Points:

1. Academic Literature on the Definition of Mental Disorder

 In the scientific and academic literature on the definition of mental disorder, one extreme

argues that it is entirely a matter of value judgments (including of what is normal) while

another proposes that it is or could be entirely objective and scientific (including by reference

to statistical norms); other views argue that the concept refers to a "fuzzy prototype" that can

never be precisely defined, or that the definition will always involve a mixture of scientific

facts (e.g. that a natural or evolved function isn't working properly) and value judgments (e.g.

that it is harmful or undesired).

 Lay concepts of mental disorder vary considerably across different cultures and countries,

and may refer to different sorts of individual and social problems. The World Health

Organization (WHO) and national surveys report that there is no single consensus on the

definition of mental disorder/illness, and that the phrasing used depends on the social,

cultural, economic and legal context in different contexts and in different societies.

 The WHO reports that there is intense debate about which conditions should be included

under the concept of mental disorder; a broad definition can cover mental illness, mental

retardation, personality disorder and substance dependence, but inclusion varies by country

and is reported to be a complex and debated issue. There may be a criterion that a condition

should not be expected to occur as part of a person's usual culture or religion.

 Most international clinical documents avoid the term "mental illness", preferring the term

"mental disorder" . However, some use "mental illness" as the main over-arching term to

encompass mental disorders. Some consumer/survivor movement organizations oppose use

of the term mental illness on the grounds that it supports the dominance of a medical model.

 The term "serious mental illness" (SMI) is sometimes used to refer to more severe and long-

lasting disorder while "mental health problems" may be used as a broader term, or to refer

only to milder or more transient issues.
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 Confusion often surrounds the ways and contexts in which these terms are used.

2. Mental Status Examination

The mental status examination (or mental state examination in the UKand Australia)

abbreviated MSE, is an important part of the clinical assessment process in psychiatric

practice. It is a structured way of observing and describing a patient's current state of mind,

under the domains of appearance, attitude, behavior, mood and affect, speech, thought

process, thought content, perception, cognition, insight and judgment. There are some minor

variations in the subdivision of the MSE and the sequence and names of MSE domains.

The purpose of the MSE is to obtain a comprehensive cross-sectional description of the

patient's mental state, which when combined with the biographical and historical information

of the psychiatric history, allows the clinician to make an accurate diagnosis and formulation,

which are required for coherent treatment planning. The data are collected through a

combination of direct and indirect means: unstructured observation while obtaining the

biographical and social information, focused questions about current symptoms, and

formalized psychological tests.

Topic : Biological Factors

Topic Objective:

At the end of this topic student would be able to:

 Biological Psychiatry

 Scope and detailed definition

 Basis for biological psychiatry

 Scope of clinical biological psychiatric treatment

Definition/Overview:

Biological Psychiatry or Biopsychiatry: is an approach to psychiatry that aims to

understand mental disorder in terms of the biological function of the nervous system.

Key Points:
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1. Biological Psychiatry

Biological psychiatry or biopsychiatry is an approach to psychiatry that aims to understand

mental disorder in terms of the biological function of the nervous system. It is

interdisciplinary in its approach and draws on sciences such as neuroscience,

psychopharmacology, biochemistry, genetics and physiology to form theories about the

biological bases of behavior and psychopathology.

While there is some overlap between biological psychiatry and neurology, the latter generally

focuses on disorders where gross or visible pathology of the nervous system is apparent, such

as epilepsy, cerebral palsy, encephalitis, neuritis, Parkinson's disease and multiple sclerosis.

There is some overlap with neuropsychiatry, which typically deals with behavioral

disturbance in the context of apparent brain disorder.

Biological psychiatry and other approaches to mental illness are not mutually exclusive, but

may simply attempt to deal with the phenomena at different levels of explanation. Because of

the focus on the biological function of the nervous system, however, biological psychiatry

has been particularly important in developing and prescribing drug-based treatments for

mental disorder.

In practice, however, psychiatrists may advocate both medication and psychological therapies

when treating mental illness. The therapy is more likely to be conducted by clinical

psychologists, psychotherapists, occupational therapists or other mental health workers who

are more specialized and trained in non-drug approaches.

The history of the field extends back to the ancient Greek physician Hippocrates, but the term

biological psychiatry was first used in peer-reviewed scientific literature in 1953. The term is

more commonly used in the US than in some other countries such as the UK. The field,

however, is not without its critics and the phrase "biological psychiatry" is sometimes used

by those critics as a term of disparagement.

2. Scope and detailed definition

Biological Psychiatry is a branch of Psychiatry where the focus is chiefly on researching &

understanding the biological basis of major mental disorders such as Unipolar and Bipolar

Affective (Mood) Disorders, Schizophrenia and Organic Mental Disorders such as
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Alzheimers disease. This knowledge has been gained using imaging techniques,

psychopharmacology, neuroimmuno chemistry and so on.

Discovering the detailed interplay between neurotransmitters and the understanding of the

neurotransmitter fingerprint of psychiatric drugs such as Clozapine has been a helpful result

of the research. On a research level, it includes all possible biological bases of behavior -

biochemical, genetic, physiological, neurological and anatomical. On a clinical level, it

includes various therapies, such as drugs, diet, and avoidance of environmental contaminants,

exercise, and alleviation of the adverse effects of life stress, all of which can cause

measurable biochemical changes. The biological psychiatrist views all of these as possible

etiologies of or remedies for mental health disorders.

However, the biological psychiatrist typically does not discount psychoanalytic approaches

(talk therapies). Medical psychiatric training generally includes both psychodynamic and

biological approaches. Accordingly, psychiatrists are usually comfortable with a dual

approach: "psychotherapeutic methods...are as indispensable as psychopharmacotherapy in a

modern psychiatric clinic",

3. Basis for biological psychiatry

Sigmund Freud developed psychotherapy in the early 1900s, and through the 1950s this

technique was prominent in treating mental health disorders. However in the late 1950s, the

first modern antipsychotic and antidepressant drugs were developed: Chlorpromazine (also

known as Thorazine), the first widely-used antipsychotic, was synthesized in 1950, and

iproniazid, one of the first antidepressants, was first synthesized in 1957. In 1959 imipramine,

the first tricyclic antidepressant was developed.

Based significantly on clinical observations of the above drug results, in 1965 the seminal

paper "The catecholamine hypothesis of affective disorders" was published. It articulated the

"chemical imbalance" hypothesis of mental health disorders, especially depression. It formed

much of the conceptual basis for the modern era in biological psychiatry.

Although the "chemical imbalance" hypothesis has been significantly revised since 1965,

many newer medications (such as fluoxetine and other SSRIs) were developed based on the
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underlying theories of the hypothesis. More recent research points to deeper underlying

biological mechanisms as the possible basis for several mental health disorders.

Modern brain imaging techniques allow noninvasive examination of neural function in

patients with mental health disorders, however this is currently experimental. With some

disorders it appears the proper imaging equipment can reliably detect certain neurobiological

problems associated with a specific disorder. If further studies corroborate these experimental

results, future diagnosis of certain mental health disorders could be expedited using such

methods.

Another source of data indicating a significant biological aspect of some mental health

disorders is twin studies. Identical twins have the same nuclear DNA, so carefully

constructed studies may indicate the relative importance of environmental and genetic factors

on the development of a particular mental health disorder.

The results from this research and the associated hypotheses form the basis for biological

psychiatry and the treatment approaches in a clinical setting.

4. Scope of clinical biological psychiatric treatment

While psychiatrists often combine both psychodynamic ("talk therapy") and biological

approaches, this discussion covers mainly the biological aspects. Since various biological

factors can affect mood and behavior, psychiatrists often evaluate these before initiating

further treatment.

Such factors include hormone levels (especially thyroid), diet (especially alcohol and

caffeine), and amount/quality of regular sleep and exercise. Biological treatment of mental

health disorders is not limited to drugs. Non-drug treatments include diet and exercise

modifications, and in some severe cases treatments such as trans-cranial magnetic stimulation

or electroconvulsive therapy may be indicated.
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Topic : Family Factors

Topic Objective:

At the end of this topic student would be able to:

 Family-Based Treatments Concept

 Methodology

Definition/Overview:

Family-Based Treatments: are effective for substance abuse and conduct disorders in

children and adolescents, according to a new, ten-year research review released today. The

treatment also helps reduce the behavior problems associated with attention deficit

hyperactivity disorder (ADHD) and shows promise in treating depression and anxiety.

Family Therapy: also referred to as couple and family therapy and family systems therapy,

is a branch of psychotherapy that works with families and couples in intimate relationships to

nurture change and development. It tends to view change in terms of the systems of

interaction between family members. It emphasizes family relationships as an important

factor in psychological health.

Key Points:

1. Family-Based Treatments Concept

Family-based treatments are effective for substance abuse and conduct disorders in children

and adolescents, according to a new, ten-year research review released today. The treatment

also helps reduce the behavior problems associated with attention deficit hyperactivity

disorder (ADHD) and shows promise in treating depression and anxiety.

There are some myths about family therapy, and one of them is that it's not effective. They

found evidence that two types of family-based treatments are effective for conduct disorders,

which may cause children or teens to be aggressive, destroy property or otherwise violate

established rules.
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The first, parent management training (PMT), teaches parents techniques to promote good

behavior in their children. These may include using positive reinforcement, awarding points

for good conduct or working with children to develop problem-solving skills. Studies have

shown that PMT can be effective for conduct disorders for as long as 14 years.

Behavioral family therapy (BFT) is similar to PMT but also includes methods to reduce

family factors that may contribute to a child's disruptive behavior, such as stress in the

parents' lives or the child's personality. Family therapy also has been shown to be as good as

or better than other types of treatment in reducing drug use and related behavior problems

among children and adolescents with substance abuse.

Though the treatment doesn't seem to help much with core ADHD symptoms, such as

difficulty staying focused, family training in stress, anger management, communication and

school advocacy can reduce the behavior problems normally associated with the condition.

More research is needed to prove family therapy's effectiveness for disorders like depression

and anxiety, but the outlook is promising.

For many conditions, involving parents in the treatment process can make therapy or

medications more effective, encourage children and adolescents to comply with the health

care provider's recommendations, get them more engaged in the process and help maintain

any benefits that are gained.

Family therapy is often provided by psychologists, social workers or other specialists,

although psychiatrists also should be trained to assess young patients' families even if they do

not always treat them and may refer them to another non-medical specialist for treatment.

2. Methodology

Family therapy uses a range of counseling and other techniques including:

 Communication theory

 Psychoeducation

 Psychotherapy

 Systemic coaching

 Systems theory

 Reality therapy
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 Media psychology

The basic theory of classical systemic family therapy was derived mainly from systems

theory and cybernetics. As the field evolved, it was then influenced by behavioral therapy and

cognitive psychotherapy, although most of the founders of the field had psychoanalytic

backgrounds. More recent developments have come from feminist, postmodernist, narrative,

psychodynamic and attachment theories.

Important schools of family therapy include structural family therapy, strategic family

therapy, a range of cognitive and behavioral approaches, constructivist (eg, Milan systems,

post-systems/collaborative/conversational, reflective), solution-focused therapy,

psychodynamic, object relations, intergenerational (Bowen systems theory, Contextual

therapy), Emotionally Focused Therapy, experiential therapy, and narrative therapy.

Multicultural, intercultural, and integrative approaches are being developed. Most

practitioners claim to be "eclectic," using techniques from several areas, depending upon their

own inclinations and/or the needs of the client(s).

The number of sessions depends on the situation, but the average is 5-20 sessions. A family

therapist usually meets several members of the family at the same time; (conjoint family

therapy is used in the approach of Virginia Satir and others.) This has the advantage of

making differences between the ways family members perceive mutual relations as well as

interaction patterns in the session apparent both for the therapist and the family. These

patterns frequently mirror habitual interaction patterns at home, even though the therapist is

now incorporated into the family system. Therapy interventions usually focus on relationship

patterns rather than on analyzing impulses of the unconscious mind or early childhood trauma

of individuals as a Freudian therapist would do - although some schools of family therapy, for

example psychodynamic and intergenerational, do consider such individual and historical

factors, and they may use instruments such as the genogram to help to elucidate the patterns

of relationship across generations.

Family therapy is really a way of thinking, an epistemology rather than about how many

people sit in the room with the therapist. Family therapists are relational therapists; they are

generally more interested in what goes between people rather than in people. Depending on

circumstances, a therapist may point out to the family interaction patterns that the family

might have not noticed; or suggest different ways of responding to other family members.
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These changes in the way of responding may then trigger repercussions in the whole system,

leading to a more satisfactory systemic state; it should be noted though, that some family

therapists - in particular those that identify as psychodynamic, object relations,

intergenerational, EFT, or experiential family therapists - tend to be as interested in

individuals as in systems.

Family therapists tend to be more interested in the maintenance and/or solving of problems

rather than in trying to identify a single cause. A causal focus can be experienced as blaming

by some families and is with many issues of questionable clinical utility. Media and the

Family have been emerging as an important area since the introduction of the topic by

Bernard Luskin at the spring 2008 CAMFT Conference. The effect of media on behavior has

become so pervasive now that those studying family therapy are now studying the subject.

A novel development in the field of couples therapy in particular, has involved the

introduction of insights gained from affective neuroscience and psychopharmacology into

clinical practice. There has been interest in use of the so-called love hormone oxytocin during

therapy sessions, although this is still largely experimental and somewhat controversial.

In Section 3 of this course you will cover these topics:
School Factors

Cultural Factors

Attention And Activity Disorders

Topic : School Factors

Topic Objective:

At the end of this topic student would be able to:

 Attention-Deficit Hyperactivity Disorder

 Classification

 Symptoms

 Causes

 Common Symptoms

 Diagnosis
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Definition/Overview:

Attention-Deficit Hyperactivity Disorder (ADHD): is a neurobehavioral developmental

disorder affecting about 3-5% of the world's population under the age of 19

Key Points:

1. Classification

ADHD is a developmental disorder, in that, in the diagnosed population, certain traits such as

impulse control significantly lag in development when compared to the general population.

Using magnetic resonance imaging, this developmental lag has been estimated to range

between 3 years, to 5 years in the prefrontal cortex of those with ADHD patients in

comparison to their peers; consequently these delayed attributes are considered impairment.

ADHD has also been classified as a behavior disorder and a neurological disorder or

combinations of these classifications such as neurobehavioral or neuro developmental

disorders. Three forms of ADHD exist, ADHD-PI or ADHD Primarily Inattentive

(previously known as ADD or Attention Deficit Disorder), ADHD-PH/I or ADHD Primarily

Hyperactive/Impulsive, and ADHD-C or combined type. The majority of studies have looked

at ADHD-C, with much less work done on ADHD-PI.

2. Symptoms

The most common symptoms of ADHD are distractibility, difficulty with concentration and

focus, short term memory loss, procrastination, problems organizing ideas and belongings,

tardiness, impulsivity, and weak planning and execution. Not all people with ADHD exhibit

all symptoms. The Diagnostic and Statistical Manual of Mental Disorders categorizes the

symptoms of ADHD into two clusters: Inattention symptoms and Hyperactivity/Impulsivity

symptoms. Most ordinary people exhibit some of these behaviors but not to the point where

they seriously interfere with the person's work, relationships, or studies or cause anxiety or

depression. Children do not often have to deal with deadlines, organization issues, and long

term planning so these types of symptoms often become evident only during adolescence or

adulthood when life demands become greater.

According to an advanced high-precision imaging study at the United States National

Institutes of Health's National Institute of Mental Health, a delay in physical development in
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some brain structures, with a median value of three years, was observed in the brains of 223

ADHD patients beginning in elementary school, during the period when cortical thickening

during childhood begins to change to thinning following puberty. The delay was most

prominent in the frontal cortex and temporal lobe, which are believed responsible for the

ability to control and focus thinking, attention and planning, suppress inappropriate actions

and thoughts, remember things from moment to moment, and work for reward, all functions

whose disturbance is associated with a diagnosis of ADHD; the region with the greatest

average delay, the middle of the prefrontal cortex, lagged a full five years in development in

the ADHD patients.

In contrast, the motor cortex in the ADHD patients was seen to mature faster than normal,

suggesting that both slower development of behavioral control and advanced motor

development might both be required for the restlessness and fidgetiness that characterize an

ADHD diagnosis. Aside from the delay, both groups showed a similar back-to-front

development of brain maturation with different areas peaking in thickness at different times.

This contrasts with the pattern of development seen in other disorders such as autism, where

the peak of cortical thickening occurs much earlier than normal.

The same laboratory had previously found involvement of the "7-repeat" variant of the

dopamine D4 receptor gene, which accounts for about 30 percent of the genetic risk for

ADHD, in unusual thinness of the cortex of the right side of the brain; however, in contrast to

other variants of the gene found in ADHD patients, the region normalized in thickness during

the teen years in these children, coinciding with clinical improvement. Hyperactivity is

common among children with ADHD but tends to disappear during adulthood. However,

over half of children with ADHD continue to have symptoms of inattention throughout their

lives.

Inattention and "hyperactive" behavior are not the only problems with children with ADHD.

ADHD exists alone in only about 1/3 of the children diagnosed with it. Many of these co-

existing conditions require other courses of treatment and should be diagnosed separately

instead of being grouped in the ADHD diagnosis. Some of the associated conditions are
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2.1. Oppositional Defiant Disorder and Conduct Disorder

These are both characterized by extreme anti-social behaviors. These disorders are

frequently characterized by aggression, frequent temper tantrums, deceitfulness, lying, or

stealing.

2.2. Primary Disorder of Vigilance

Characterized by poor attention and concentration, as well as difficulties staying awake.

These children tend to fidget, yawn and stretch, and appear to be hyperactive in order to

remain alert and active.

2.3. Bipolar disorder

As many as 25% of children with ADHD may have bipolar disorder. Children with this

combination may demonstrate more aggression and behavioral problems than those with

ADHD alone. d. Anxiety Disorders. Commonly accompany ADHD, particularly

Obsessive-Compulsive Disorder. OCD is believed to share a genetic component with

ADHD, and shares many of its characteristics. Although children with ADHD have an

inability to maintain attention, conversely, they may also fixate.

3. Causes

Most of the time ADHD is inherited, but it can also be caused by problems with the

pregnancy, the delivery, early childhood severe illness, environmental toxins, etc.

3.1. Genetic Factors

According to a majority of medical research in the United States, as well as other

countries, ADHD is today generally regarded as a chronic disorder for which there is

some effective treatments, but no true cure. Evidence suggests that hyperactivity has a

strong heritable component, and in all probability ADHD is a heterogeneous disorder,

meaning that several causes could create very similar symptomology. Candidate genes

include dopamine transporter (DAT), dopamine receptor D4 (DRD4), dopamine beta-

hydroxylase (DBH), monoamine oxidase A (MAOA), catecholamine-methyl transferase

(COMT), serotonin transporter promoter (SLC6A4), 5-hydroxytryptamine 2A receptor
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(5-HT2A), and 5-hydroxytryptamine 1B receptor (5-HT1B). Researchers believe that a

large majority of ADHD arises from a combination of various genes, many of which

affect dopamine transporters. Suspect genes include the 10-repeat allele of the DAT1

gene, the 7-repeat allele of the DRD4 gene, and the dopamine beta hydroxylase gene

(DBH TaqI).

Genome wide surveys have shown linkage between ADHD and loci on chromosomes 7,

11, 12, 15, 16, and 17. If anything, the broad selection of targets indicates the likelihood

that ADHD does not follow the traditional model of a "genetic disease" and is better

viewed as a complex interaction among genetic and environmental factors. As the authors

of a review of the question have noted, "Although several genome-wide searches have

identified chromosomal regions that are predicted to contain genes that contribute to

ADHD susceptibility, to date no single gene with a major contribution to ADHD has been

identified."

Studies show that there is a familial transmission of the disorder which does not occur

through adoptive relationships. Twin studies indicate that the disorder is highly heritable

and that genetics contribute about three quarters of the total ADHD population. While the

majority of ADHD is believed to be genetic in nature, roughly one-fifth of all ADHD

cases are thought to be acquired after conception due to brain injury caused by either

toxins or physical trauma prenatally or postnatally.

3.2. Diet

Studies have found that malnutrition is also correlated with attention deficits. Diet seems

to cause ADHD symptoms or make them worse. Many studies point to synthetic

preservatives and artificial coloring agents aggravating ADD & ADHD symptoms in

those affected. Older studies were inconclusive quite possibly due to inadequate clinical

methods of measuring offending behavior. Parental reports were more accurate indicators

of the presence of additives than clinical tests. Several major studies show academic

performance increased and disciplinary problems decreased in large non-ADD student

populations when artificial ingredients, including artificial colors were eliminated from

school food programs... Professor John Warner stated, Significant changes in childrens

hyperactive behavior could be produced by the removal of artificial colorings and sodium
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benzoate from their diet. and you could halve the number of kids suffering the worst

behavioral problems by cutting out additives.

In 1982, the NIH had determined, based on research available at that time, that roughly

5% of children with ADHD could be helped significantly by removing additives from

their diet. The vast majority of these children were believed to have food allergies. More

recent studies have shown that approximately 60-70% of children with and without

allergies improve when additives are removed from their diet, that up to almost 90% of

them react when an appropriate amount of additive is used as a challenge in double blind

tests, and that food additives may elicit hyperactive behavior and/or irritability in normal

children as well.

3.3. Head Injuries

Head injuries can cause a person to present ADHD-like symptoms, possibly because of

damage done to the patient's frontal lobes. Because these types of symptoms can be

attributable to brain damage, one earlier designation for ADHD was "Minimal Brain

Damage".

3.4. Social Factors

There is no compelling evidence that social factors alone can create ADHD. Many

researchers believe that attachments and relationships with caregivers and other features

of a child's environment have profound effects on attentional and self-regulatory

capacities. It is noteworthy that a study of foster children found that an inordinate number

of them had symptoms closely resembling ADHD. An editorial in a special edition of

Clinical Psychology in 2004 stated that "our impression from spending time with young

people, their families and indeed colleagues from other disciplines is that a medical

diagnosis and medication is not enough. In our clinical experience, without exception, we

are finding that the same conduct typically labelled ADHD is shown by children in the

context of violence and abuse, impaired parental attachments and other experiences of

emotional trauma." Furthermore, Complex Post Traumatic Stress Disorder can result in

attention problems that can look like ADHD, as can Sensory Integration Disorders.
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4. Common Symptoms

Additionally, SPECT scans found people with ADHD to have reduced blood circulation, and

a significantly higher concentration of dopamine transporters in the striatum which is in

charge of planning ahead. Medications focused on treating A.D.H.D.(such as

methylphenidate) work because they force blood to flow in certain areas of the brain, such as

those that control and regulate concentration, which usually don't receive a normal or

sufficient amount of blood flow or circulation in the brains of individuals with A.D.H.D. A

study by the U.S. Department of Energys Brookhaven National Laboratory in collaboration

with Mount Sinai School of Medicine in New York suggest that it is not the dopamine

transporter levels that indicate ADHD, but the brain's ability to produce dopamine itself. The

study was done by injecting 20 ADHD subjects and 25 control subjects with a radiotracer that

attaches itself to dopamine transporters.

The study found that it was not the transporter levels that indicated ADHD, but the dopamine

itself. ADHD subjects showed lower levels of dopamine across the board. They speculated

that since ADHD subjects had lower levels of dopamine to begin with, the number of

transporters in the brain was not the telling factor. In support of this notion, plasma

homovanillic acid, an index of dopamine levels, was found to be inversely related not only to

childhood ADHD symptoms in adult psychiatric patients, but to "childhood learning

problems" in healthy subjects as well.

Although there is evidence for dopamine abnormalities in ADHD, it is not clear whether

abnormalities of the dopamine system are the molecular abnormality of ADHD or a

secondary consequence of a problem elsewhere. Researchers have described a form of

ADHD in which the abnormality appears to be sensory overstimulation resulting from a

disorder of ion channels in the peripheral nervous system

5. Diagnosis

Many of the symptoms of ADHD occur from time to time in everyone. In those with ADHD

the frequency of these symptoms is much higher and impairs regular life functioning

typically at school or at work. Not only will they perform poorly in task oriented settings but

they will also have difficulty with social functioning with their peers. No objective physical

test exists to diagnose ADHD in a patient. As with many other psychiatric and medical
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disorders, the formal diagnosis is made by a qualified professional in the field based on a set

number of criteria. In the USA these criteria are laid down by the American Psychiatric

Association in their Diagnostic and Statistical Manual of Mental Disorders (DSM-IV), 4th

edition. Based on the DSM-IV criteria listed below, three types of ADHD are classified:

 ADHD, Combined Type: if both criteria 1A and 1B are met for the past 6 months

 ADHD Predominantly Inattentive Type: if criterion 1A is met but criterion 1B is not met for

the past six months

 ADHD, Predominantly Hyperactive-Impulsive Type: if Criterion 1B is met but Criterion 1A

is not met for the past six months.

The terminology of ADD expired with the revision of the most current version of the DSM.

Consequently, ADHD is the current nomenclature used to describe the disorder as one

distinct disorder which can manifest itself as being a primary deficit resulting in

hyperactivity/impulsivity (ADHD, predominately hyperactive-impulsive type) or inattention

(ADHD predominately inattentive type) or both (ADHD combined type).

Topic : Cultural Factors

Topic Objective:

At the end of this topic student would be able to:

 History

 Cultural Aspects

 Alternative theories concerning ADHD

 Neurodiversity

 Social construct theory of ADHD

 Epidemiology

Definition/Overview:

In this topic A study by two anthropologists looked at the way laypersons talk about ADHD

will be discussed, and found five thematic patterns: "appropriating the Diagnostic and

Statistical Manual of Mental Disorders (DSM-IV) descriptors; schools as identity-
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construction sites; resistance: biology versus moral culpability; alternative solutions to a real

problem; and relief and hope in naming experience."

Another study looked at Colombian and United Statesschoolchildren to examine whether

ADHD is merely a cultural phenomenon, or a cultural phenomenon with a biological basis.

The authors conclude: If ADHD were explicable as a culturally formulated psychiatric

phenomenon, then it would be predicted that the same hyperactive and inattentive behaviors

displayed in different cultural contexts would be associated with differing degrees of harmful

dysfunction. In this study we found that children's hyperactive and inattentive behavior were

similarly expressed in diverse populations and systematically related to children's social and

academic wellbeing across those varied cultural contexts. This study was later criticized for

assuming a homogenous culture for the United States population, failing to mention the

socioeconomic backgrounds of the populations, and using two study populations that share

European cultural origins.

Key Points:

1. History

The clinical definition of "ADHD" dates to the mid-20th century, when physicians developed

a diagnosis for a set of conditions variously referred to as "minimal brain damage", "minimal

brain dysfunction", "learning/behavioral disabilities" and "hyperactivity". Researchers

speculate that earlier references to the condition as mentioned in the examples below have

been made throughout history.

In 493 BCE, physician-scientist Hippocrates described a condition that seems to be

compatible with what we now know as ADHD. He described patients who had "quickened

responses to sensory experience, but also less tenaciousness because the soul moves on

quickly to the next impression". Hippocrates attributed this condition to an "overbalance of

fire over water. His remedy for this "overbalance" was "barley rather than wheat bread, fish

rather than meat, water drinks, and many natural and diverse physical activities." Shakespeare

made reference to a "malady of attention", in King Henry VIII.

In 1845, Dr. Heinrich Hoffmann (a German physician and poet who wrote books on medicine

and psychiatry) became interested in writing for children when he couldn't find suitable
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materials to read to his 3-year-old son. The result was a book of poems, complete with

illustrations, about children and their undesirable behaviors. "Die Geschichte vom Zappel-

Philipp" (The Story of Fidgety Philip) in Der Struwwelpeter was a description of a little boy

who could be interpreted as having attention deficit hyperactivity disorder, or as merely a

moral fable to amuse young children and encourage them to behave properly. In 1902, the

English pediatrician George Still gave a series of lectures to the Royal College of Physicians

in England, and described a condition which some have claimed is analogous to ADHD. Still

described a group of children with significant behavioral problems, caused, he believed, by

an innate hereditary dysfunction and not by poor child rearing or environment.

In 191819, the world-wide influenza pandemic left many survivors with encephalitis,

affecting their neurological functions. Some of these exhibited immediate behavioral

problems which may correspond to ADHD (although no diagnosis for such a disorder existed

at the time). This caused many later commentators to believe that the condition was the result

of injury rather than heredity. (The concept of hyperactivity not being caused by brain

damage was first described by Stella Chess as, ""Hyperactive Child Syndrome" in 1960.)

This caused a significant rift in the understanding of the disorder. Europeans saw hyper-

kinesis as unusual and often associated it with retardation, brain damage, and conduct

disorders, and changes to the ICD were not made until 1994. In the USA by 1966, following

observations that the condition existed without any objectively observed pathological

disorder or injury, researchers changed the terminology from Minimal Brain Damage to

Minimal Brain Dysfunction.)

In 1937, Dr. Charles Bradley in Providence, RIreported that a group of children with

behavioral problems improved after being treated with stimulant medication. In 1957, the

stimulant methylphenidate (Ritalin, which was first produced in 1950) became available

under various names (including Focalin, Concerta, Metadate, and Methylin); it remains one

of the most widely prescribed medications for ADHD. Initially the drug was used to treat

narcolepsy, chronic fatigue, depression, and to counter the sedating effects of other

medications. The drug began to be used for ADHD in the 1960s and steadily rose in use.

Psychiatry officially codified a condition called hyperkinetic reaction of childhood in 1968,

displaying the psychoanalytical influences of that time. The name Attention Deficit Disorder

(ADD) was first introduced in DSM-III, the 1980 edition. By 1987 The DSM-IIIR was

released changing the diagnosis to "Undifferentiated Attention Deficit Disorder." Further
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revisions to the DSM were made in 1994 DSM-IV described three groupings within ADHD,

which can be simplified as: mainly inattentive; mainly hyperactive-impulsive; and both in

combination.

In 1975, pemoline (Cylert) was approved by the FDA for use in the treatment of ADHD.

While an effective agent for managing the symptoms, the development of liver failure in 14

cases over the next 27 years would result in the manufacturer withdrawing this medication

from the market. New delivery systems for medications were invented in 1999 that

eliminated the need for multiple doses across the day or taking medication at school. These

new systems include pellets of medication coated with various time-release substances to

permit medications to dissolve hourly across an 812 hour period (Metadate CD, Adderall XR,

Focalin XR) and an osmotic pump that extrudes a liquid methylphenidate sludge across an

812 hour period after ingestion (Concerta).

The fact that diagnoses of ADD/ADHD occur at a higher incidence per capita in the United

States than many other countries, notably the United Kingdom, has led to doubts concerning

its inheritability. However, it has been suggested that the higher incidence in the U.S. is to be

expected given its history of colonization and later immigration from overseas, since the

disorder may be one manifestation of the restlessness which leads people to leave their home

countries. During 1996, ADHD accounted for at least 40% of child psychiatry references.

In 2003, atomoxetine (Strattera) received the first FDA approval for a non-stimulant drug to

be used specifically for ADHD. In 2007, lisdexamfetamine (Vyvanse) becomes the first

prodrug to receive FDA approval for ADHD. The landmark study of 1999 The largest study

of treatment for ADHD in history is published in the American Journal of Psychiatry. Known

as the Multimodal Treatment Study of ADHD (MTA Study), it involved more than 570

children with ADHD at 6 sites in the United States and Canada randomly assigned to 4

treatment groups. Results generally showed that medication alone was more effective than

psychosocial treatments alone, but that their combination was beneficial for some subsets of

ADHD children beyond the improvement achieved only by medication. More than 40 studies

have subsequently been published from this massive dataset.
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2. Cultural Aspects

A study by two anthropologists looked at the way laypersons talk about ADHD, and found

five thematic patterns:

(1) Appropriating the Diagnostic and Statistical Manual of Mental Disorders (DSM-IV)

descriptors;

(2) Schools as identity-construction sites;

(3) Resistance: biology versus moral culpability;

(4) Alternative solutions to a real problem; and

(5) Relief and hope in naming experience."

Another study looked at Colombian and United Statesschoolchildren to examine whether

ADHD is merely a cultural phenomenon, or a cultural phenomenon with a biological basis.

The authors conclude: If ADHD were explicable as a culturally formulated psychiatric

phenomenon, then it would be predicted that the same hyperactive and inattentive behaviors

displayed in different cultural contexts would be associated with differing degrees of harmful

dysfunction. In this study we found that children's hyperactive and inattentive behavior were

similarly expressed in diverse populations and systematically related to children's social and

academic wellbeing across those varied cultural contexts. This study was later criticized for

assuming a homogenous culture for the United States population, failing to mention the

socioeconomic backgrounds of the populations, and using two study populations that share

European cultural origins.

3. Alternative theories concerning ADHD

Hunter vs. farmer theory of ADHD

The hunter vs. farmer theory is a hypothesis proposed by Thom Hartmann about the origins

of attention-deficit hyperactivity disorder (ADHD). He believes that these conditions may be

a result of adaptive behavior of the species. His theory believes that those with ADHD

retained some of the older hunter characteristics.
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4. Neurodiversity

Proponents of this theory assert that atypical (neurodivergent) neurological development is a

normal human difference that is to be tolerated and respected as any other human difference.

Social critics argue that while biological factors may obviously play a large role in difficulties

sitting still and/or concentrating on schoolwork in some children, for a variety of reasons they

have failed to integrate into the social expectations that others have of them.

5. Social constructs theory of ADHD

Social critics question whether ADHD is wholly or even predominantly a biological illness.

A minority of these critics maintain that ADHD was, "invented and not discovered". They

believe that no disorder exists and that the behavior observed is not abnormal and can be

better explained by environmental causes or just the personality of the "patient."

6. Epidemiology

A review of 102 studies estimated ADHD's worldwide prevalence in people under the age of

19 to be 5.29%. There was wide variability in prevalence estimates, mostly due to the

methodological characteristics of studies (for example, diagnostic criteria used) and, to a

lesser extent, geographic location (North America having a significantly higher rate of

ADHD than Africa and the Middle East). 10% of males and (only) 4% of females have been

diagnosed in the U.S.This apparent sex difference may reflect either a difference in

susceptibility or those females with ADHD are less likely to be diagnosed than males.

Topic : Attention And Activity Disorders

Topic Objective:

At the end of this topic student would be able to:

 Attention-Deficit Hyperactivity Disorder

 Classification

 Symptoms

 Causes

 Common Symptoms
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 Diagnosis

Definition/Overview:

Attention-Deficit Hyperactivity Disorder (ADHD): is a neurobehavioral developmental

disorder affecting about 3-5% of the world's population under the age of 19

Key Points:

1. Classification

ADHD is a developmental disorder, in that, in the diagnosed population, certain traits such as

impulse control significantly lag in development when compared to the general population.

Using magnetic resonance imaging, this developmental lag has been estimated to range

between 3 years, to 5 years in the prefrontal cortex of those with ADHD patients in

comparison to their peers; consequently these delayed attributes are considered impairment.

ADHD has also been classified as a behavior disorder and a neurological disorder or

combinations of these classifications such as neurobehavioral or neuro developmental

disorders. Three forms of ADHD exist, ADHD-PI or ADHD Primarily Inattentive

(previously known as ADD or Attention Deficit Disorder), ADHD-PH/I or ADHD Primarily

Hyperactive/Impulsive, and ADHD-C or combined type. The majority of studies have looked

at ADHD-C, with much less work done on ADHD-PI.

2. Symptoms

The most common symptoms of ADHD are distractibility, difficulty with concentration and

focus, short term memory loss, procrastination, problems organizing ideas and belongings,

tardiness, impulsivity, and weak planning and execution. Not all people with ADHD exhibit

all symptoms. The Diagnostic and Statistical Manual of Mental Disorders categorizes the

symptoms of ADHD into two clusters: Inattention symptoms and Hyperactivity/Impulsivity

symptoms. Most ordinary people exhibit some of these behaviors but not to the point where

they seriously interfere with the person's work, relationships, or studies or cause anxiety or

depression. Children do not often have to deal with deadlines, organization issues, and long

term planning so these types of symptoms often become evident only during adolescence or

adulthood when life demands become greater.
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According to an advanced high-precision imaging study at the United States National

Institutes of Health's National Institute of Mental Health, a delay in physical development in

some brain structures, with a median value of three years, was observed in the brains of 223

ADHD patients beginning in elementary school, during the period when cortical thickening

during childhood begins to change to thinning following puberty. The delay was most

prominent in the frontal cortex and temporal lobe, which are believed responsible for the

ability to control and focus thinking, attention and planning, suppress inappropriate actions

and thoughts, remember things from moment to moment, and work for reward, all functions

whose disturbance is associated with a diagnosis of ADHD; the region with the greatest

average delay, the middle of the prefrontal cortex, lagged a full five years in development in

the ADHD patients.

In contrast, the motor cortex in the ADHD patients was seen to mature faster than normal,

suggesting that both slower development of behavioral control and advanced motor

development might both be required for the restlessness and fidgetiness that characterize an

ADHD diagnosis. Aside from the delay, both groups showed a similar back-to-front

development of brain maturation with different areas peaking in thickness at different times.

This contrasts with the pattern of development seen in other disorders such as autism, where

the peak of cortical thickening occurs much earlier than normal.

The same laboratory had previously found involvement of the "7-repeat" variant of the

dopamine D4 receptor gene, which accounts for about 30 percent of the genetic risk for

ADHD, in unusual thinness of the cortex of the right side of the brain; however, in contrast to

other variants of the gene found in ADHD patients, the region normalized in thickness during

the teen years in these children, coinciding with clinical improvement. Hyperactivity is

common among children with ADHD but tends to disappear during adulthood. However,

over half of children with ADHD continue to have symptoms of inattention throughout their

lives.

Inattention and "hyperactive" behavior are not the only problems with children with ADHD.

ADHD exists alone in only about 1/3 of the children diagnosed with it. Many of these co-

existing conditions require other courses of treatment and should be diagnosed separately

instead of being grouped in the ADHD diagnosis. Some of the associated conditions are
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2.1. Oppositional Defiant Disorder and Conduct Disorder

These are both characterized by extreme anti-social behaviors. These disorders are

frequently characterized by aggression, frequent temper tantrums, deceitfulness, lying, or

stealing.

2.2. Primary Disorder of Vigilance

Characterized by poor attention and concentration, as well as difficulties staying awake.

These children tend to fidget, yawn and stretch, and appear to be hyperactive in order to

remain alert and active.

2.3. Bipolar disorder

As many as 25% of children with ADHD may have bipolar disorder. Children with this

combination may demonstrate more aggression and behavioral problems than those with

ADHD alone. d. Anxiety Disorders. Commonly accompany ADHD, particularly

Obsessive-Compulsive Disorder. OCD is believed to share a genetic component with

ADHD, and shares many of its characteristics. Although children with ADHD have an

inability to maintain attention, conversely, they may also fixate.

3. Causes

Most of the time ADHD is inherited, but it can also be caused by problems with the

pregnancy, the delivery, early childhood severe illness, environmental toxins, etc.

3.1. Genetic Factors

According to a majority of medical research in the United States, as well as other

countries, ADHD is today generally regarded as a chronic disorder for which there is

some effective treatments, but no true cure. Evidence suggests that hyperactivity has a

strong heritable component, and in all probability ADHD is a heterogeneous disorder,

meaning that several causes could create very similar symptomology. Candidate genes

include dopamine transporter (DAT), dopamine receptor D4 (DRD4), dopamine beta-

hydroxylase (DBH), monoamine oxidase A (MAOA), catecholamine-methyl transferase

(COMT), serotonin transporter promoter (SLC6A4), 5-hydroxytryptamine 2A receptor
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(5-HT2A), and 5-hydroxytryptamine 1B receptor (5-HT1B). Researchers believe that a

large majority of ADHD arises from a combination of various genes, many of which

affect dopamine transporters. Suspect genes include the 10-repeat allele of the DAT1

gene, the 7-repeat allele of the DRD4 gene, and the dopamine beta hydroxylase gene

(DBH TaqI).

Genome wide surveys have shown linkage between ADHD and loci on chromosomes 7,

11, 12, 15, 16, and 17. If anything, the broad selection of targets indicates the likelihood

that ADHD does not follow the traditional model of a "genetic disease" and is better

viewed as a complex interaction among genetic and environmental factors. As the authors

of a review of the question have noted, "Although several genome-wide searches have

identified chromosomal regions that are predicted to contain genes that contribute to

ADHD susceptibility, to date no single gene with a major contribution to ADHD has been

identified."

Studies show that there is a familial transmission of the disorder which does not occur

through adoptive relationships. Twin studies indicate that the disorder is highly heritable

and that genetics contribute about three quarters of the total ADHD population. While the

majority of ADHD is believed to be genetic in nature, roughly one-fifth of all ADHD

cases are thought to be acquired after conception due to brain injury caused by either

toxins or physical trauma prenatally or postnatally.

3.2. Diet

Studies have found that malnutrition is also correlated with attention deficits. Diet seems

to cause ADHD symptoms or make them worse. Many studies point to synthetic

preservatives and artificial coloring agents aggravating ADD & ADHD symptoms in

those affected. Older studies were inconclusive quite possibly due to inadequate clinical

methods of measuring offending behavior. Parental reports were more accurate indicators

of the presence of additives than clinical tests. Several major studies show academic

performance increased and disciplinary problems decreased in large non-ADD student

populations when artificial ingredients, including artificial colors were eliminated from

school food programs... Professor John Warner stated, Significant changes in childrens

hyperactive behavior could be produced by the removal of artificial colorings and sodium
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benzoate from their diet. and you could halve the number of kids suffering the worst

behavioral problems by cutting out additives.

In 1982, the NIH had determined, based on research available at that time, that roughly

5% of children with ADHD could be helped significantly by removing additives from

their diet. The vast majority of these children were believed to have food allergies. More

recent studies have shown that approximately 60-70% of children with and without

allergies improve when additives are removed from their diet, that up to almost 90% of

them react when an appropriate amount of additive is used as a challenge in double blind

tests, and that food additives may elicit hyperactive behavior and/or irritability in normal

children as well.

3.3. Head Injuries

Head injuries can cause a person to present ADHD-like symptoms, possibly because of

damage done to the patient's frontal lobes. Because these types of symptoms can be

attributable to brain damage, one earlier designation for ADHD was "Minimal Brain

Damage".

3.4. Social Factors

There is no compelling evidence that social factors alone can create ADHD. Many

researchers believe that attachments and relationships with caregivers and other features

of a child's environment have profound effects on attentional and self-regulatory

capacities. It is noteworthy that a study of foster children found that an inordinate number

of them had symptoms closely resembling ADHD. An editorial in a special edition of

Clinical Psychology in 2004 stated that "our impression from spending time with young

people, their families and indeed colleagues from other disciplines is that a medical

diagnosis and medication is not enough. In our clinical experience, without exception, we

are finding that the same conduct typically labelled ADHD is shown by children in the

context of violence and abuse, impaired parental attachments and other experiences of

emotional trauma." Furthermore, Complex Post Traumatic Stress Disorder can result in

attention problems that can look like ADHD, as can Sensory Integration Disorders.
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4. Common Symptoms

Additionally, SPECT scans found people with ADHD to have reduced blood circulation, and

a significantly higher concentration of dopamine transporters in the striatum which is in

charge of planning ahead. Medications focused on treating A.D.H.D.(such as

methylphenidate) work because they force blood to flow in certain areas of the brain, such as

those that control and regulate concentration, which usually don't receive a normal or

sufficient amount of blood flow or circulation in the brains of individuals with A.D.H.D. A

study by the U.S. Department of Energys Brookhaven National Laboratory in collaboration

with Mount Sinai School of Medicine in New York suggest that it is not the dopamine

transporter levels that indicate ADHD, but the brain's ability to produce dopamine itself. The

study was done by injecting 20 ADHD subjects and 25 control subjects with a radiotracer that

attaches itself to dopamine transporters.

The study found that it was not the transporter levels that indicated ADHD, but the dopamine

itself. ADHD subjects showed lower levels of dopamine across the board. They speculated

that since ADHD subjects had lower levels of dopamine to begin with, the number of

transporters in the brain was not the telling factor. In support of this notion, plasma

homovanillic acid, an index of dopamine levels, was found to be inversely related not only to

childhood ADHD symptoms in adult psychiatric patients, but to "childhood learning

problems" in healthy subjects as well.

Although there is evidence for dopamine abnormalities in ADHD, it is not clear whether

abnormalities of the dopamine system are the molecular abnormality of ADHD or a

secondary consequence of a problem elsewhere. Researchers have described a form of

ADHD in which the abnormality appears to be sensory overstimulation resulting from a

disorder of ion channels in the peripheral nervous system

5. Diagnosis

Many of the symptoms of ADHD occur from time to time in everyone. In those with ADHD

the frequency of these symptoms is much higher and impairs regular life functioning

typically at school or at work. Not only will they perform poorly in task oriented settings but

they will also have difficulty with social functioning with their peers. No objective physical

test exists to diagnose ADHD in a patient. As with many other psychiatric and medical
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disorders, the formal diagnosis is made by a qualified professional in the field based on a set

number of criteria. In the USA these critera are laid down by the American Psychiatric

Association in their Diagnostic and Statistical Manual of Mental Disorders (DSM-IV), 4th

edition. Based on the DSM-IV criteria listed below, three types of ADHD are classified:

ADHD, Combined Type: if both criteria 1A and 1B are met for the past 6 months

ADHD Predominantly Inattentive Type: if criterion 1A is met but criterion 1B is not met for the

past six months

ADHD, Predominantly Hyperactive-Impulsive Type: if Criterion 1B is met but Criterion 1A is

not met for the past six months.

The terminology of ADD expired with the revision of the most current version of the DSM.

Consequently, ADHD is the current nomenclature used to describe the disorder as one

distinct disorder which can manifest itself as being a primary deficit resulting in

hyperactivity/impulsivity (ADHD, predominately hyperactive-impulsive type) or inattention

(ADHD predominately inattentive type) or both (ADHD combined type).

In Section 4 of this course you will cover these topics:
Conduct Disorder: Overt Aggression

Conduct Disorder: Covert Antisocial Behavior

Problem Behaviors Of Adolescence: Delinquency, Substance Abuse, And Early Sexual
Activity

.

Topic : Conduct Disorder: Overt Aggression

Topic Objective:

At the end of this topic student would be able to:

 Diagnosis

 Aggression to people and animals

 Destruction of property

 Deceitfulness or theft

 Serious violations of rules
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 Criticism

 Rejoinder

 Different types of aggression

 Moyer Classification

Definition/Overview:

Conduct Disorder: Conduct disorder is a psychiatric category to describe a pattern of

repetitive behavior where the rights of others or the current social norms are violated.

Symptoms include verbal and physical aggression, cruel behavior toward people and pets,

destructive behavior, lying, truancy, vandalism, and stealing. After the age of 18, a conduct

disorder may develop into antisocial personality disorder.

Key Points:

1. Diagnosis

The diagnostic criteria for Conduct Disorder (codes 312.xx, with xx representing digits which

vary depending upon the severity, onset, etc. of the disorder) as listed in the DSM-IV-TR are

as follows:

A repetitive and persistent pattern of behavior in which the basic rights of others or major

age-appropriate societal norms or rules are violated, as manifested by the presence of three

(or more) of the following criteria in the past 12 months, with at least one criterion present in

the past 6 months:

2. Aggression to people and animals

This type of disorder results in following consequences

 Often bullies people, threatens, or intimidates others

 Often initiates physical fights

 Has used a weapon that can cause serious physical harm to others (e.g., a bat, brick, broken

bottle, knife, gun)

 Has been physically cruel to people

 Has been physically cruel to animals
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 Has stolen while confronting a victim (e.g., mugging, purse snatching, extortion, armed

robbery)

 Has forced someone into sexual activity

3. Destruction of property

This type of disorder results in following consequences

 Has deliberately engaged in fire setting with the intention of causing serious damage.

 Has deliberately destroyed others' property (other than by fire).

4. Deceitfulness or theft

This type of disorder results in following consequences

 Has broken into someone else's house, building, or car

 Often lies to obtain goods or favors or to avoid obligations (i.e., "cons" others)

 Has stolen items of nontrivial value without confronting a victim (e.g., shoplifting, but

without breaking and entering; forgery)

5. Serious violations of rules

This type of disorder results in following consequences

 Often stays out at night despite parental prohibitions, beginning before age 13 years

 Has run away from home overnight at least twice while living in parental or parental

surrogate home (or once without returning for a lengthy period)

 Is often truant from school, beginning before age 13 years

 The disturbance in behavior causes clinically significant impairment in social, academic, or

occupational functioning

 If the individual is age 18 years or older, criteria are not met for Antisocial personality

disorder.

6. Criticism

Social critics of psychiatry allege that individuals exhibiting symptoms of a 'conduct disorder'

(similar to oppositional defiant disorder) may be reacting to an abnormal circumstance, or
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may simply be committing criminal and/or uncivil acts out of selfishness. Critics of this

disorder also may state that the coming of age of an individual does not automatically signify

a new disorder. It has also been noted that the criteria for diagnosis can often be subjective

and that only exemplifying a few of the above behaviors may just indicate normal teenage

rebellion.

7. Rejoinder

Whether "violating other people's rights and major societal norms" is a psychiatric disorder or

not, research has indicated that there are known risk factors and developmental pathways for

development of this set of problems. More recently, interventions have been developed that

research has shown can provide significant assistance to these youth and families and, in the

process, promote community safety for the longer term.

8. Different types of aggression

Aggression is a complex phenomenon that is composed of a number of more specific types of

behavior.

9. Moyer Classification

Moyer (1968) presented an early and influential classification of seven different forms of

aggression, from a biological and evolutionary point of view.

 Predatory aggression: attack on prey by a predator.

 Inter-male aggression: competition between males of the same species over access to

resources such as females, dominance, status, etc.

 Fear-induced aggression: aggression associated with attempts to flee from a threat.

 Irritable aggression: aggression induced by frustration and directed against an available

target.

 Territorial aggression: defense of a fixed area against intruders, typically conspecifics.

 Maternal aggression: a female's aggression to protect her offspring from a threat. Paternal

aggression also exists.

 Instrumental aggression: aggression directed towards obtaining some goal, considered to be a

learned response to a situation.
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Topic : Conduct Disorder: Covert Antisocial Behavior

Topic Objective:

At the end of this topic student would be able to:

 Antisocial behaviors

 Description

 Demographics

 Causes and Symptoms

 When to Call the Doctor

 Diagnosis

 Treatment

 Prognosis

 Prevention

 Parental Concerns

Definition/Overview:

Antisocial behaviors: are disruptive acts characterized by covert and overt hostility and

intentional aggression toward others. Antisocial behaviors exist along a severity continuum

and include repeated violations of social rules, defiance of authority and of the rights of

others, deceitfulness, theft, and reckless disregard for self and others.

Key Points:

1. Description

Antisocial behavior may be overt, involving aggressive actions against siblings, peers,

parents, teachers, or other adults, such as verbal abuse, bullying and hitting; or covert,

involving aggressive actions against property, such as theft, vandalism, and fire-setting.

Covert antisocial behaviors in early childhood may include noncompliance, sneaking, lying,

or secretly destroying another's property. Antisocial behaviors also include drug and alcohol

abuse and high-risk activities involving self and others.
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2. Demographics

Between 4 and 6 million American children have been identified with antisocial behavior

problems. These disruptive behaviors are one of the most common forms of

psychopathology, accounting for half of all childhood mental health referrals. Gender

differences in antisocial behavior patterns are evident as early as age three or four. There has

been far less research into the nature and development pattern of antisocial behavior in girls.

Pre-adolescent boys are far more likely to engage in overtly aggressive antisocial behaviors

than girls. Boys exhibit more physical and verbal aggression, whereas antisocial behavior in

girls is more indirect and relational, involving harmful social manipulation of others. The

gender differences in the way antisocial behavior is expressed may be related to the differing

rate of maturity between girls and boys. Physical aggression is expressed at the earliest stages

of development, then direct verbal threats, and, last, indirect strategies for manipulating the

existing social structure.

Antisocial behaviors may have an early onset, identifiable as soon as age four, or late onset,

manifesting in middle or late adolescence. Some research indicates that girls are more likely

than boys to exhibit late onset antisocial behavior. Late onset antisocial behaviors are less

persistent and more likely to be discarded as a behavioral strategy than those that first appear

in early childhood.

As many as half of all elementary school children who demonstrate antisocial behavior

patterns continue these behaviors into adolescence, and as many as 75 percent of adolescents

who demonstrate antisocial behaviors continue to do so into early adulthood.

3. Causes and Symptoms

Antisocial behavior develops and is shaped in the context of coercive social interactions

within the family, community, and educational environment. It is also influenced by the

child's temperament and irritability, cognitive ability, the level of involvement with deviant

peers, exposure to violence, and deficit of cooperative problem-solving skills. Antisocial

behavior is frequently accompanied by other behavioral and developmental problems such as

hyperactivity, depression, learning disabilities, and impulsivity.
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Multiple risk factors for development and persistence of antisocial behaviors include genetic,

neurobiological, and environmental stressors beginning at the prenatal stage and often

continuing throughout the childhood years. Genetic factors are thought to contribute

substantially to the development of antisocial behaviors. Genetic factors, including

abnormalities in the structure of the prefrontal cortex of the brain, may play a role in an

inherited predisposition to antisocial behaviors. Neurobiological risks include maternal drug

use during pregnancy, birth complications, low birth weight, prenatal brain damage,

traumatic head injury, and chronic illness.

High-risk factors in the family setting include the following:

 Parental history of antisocial behaviors

 Parental alcohol and drug abuse

 Chaotic and unstable home life

 Absence of good parenting skills

 Use of coercive and corporal punishment

 Parental disruption due to divorce, death, or other separation

 Parental psychiatric disorders, especially maternal depression

 Economic distress due to poverty and unemployment

Heavy exposure to media violence through television, movies, Internet sites, video games,

and even cartoons has long been associated with an increase in the likelihood that a child will

become desensitized to violence and behave in aggressive and antisocial ways. However,

research relating the use of violent video games with antisocial behavior is inconsistent and

varies in design and quality, with findings of both increased and decreased aggression after

exposure to violent video games. Companions and peers are influential in the development of

antisocial behaviors. Some studies of boys with antisocial behaviors have found that

companions are mutually reinforcing with their talk of rule breaking in ways that predict later

delinquency and substance abuse.

4. When to Call the Doctor

Parents and teachers who notice a pattern of repeated lying, cheating, stealing, bullying,

hitting, noncompliance, and other disruptive behaviors should not ignore these symptoms.

Early screening of at-risk children is critical to deterring development of a persistent pattern
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of antisocial behavior. Early detection and appropriate intervention, particularly during the

preschool years and middle school years, is the best means of interrupting the developmental

trajectory of antisocial behavior patterns. Serious childhood antisocial behaviors can lead to

diagnoses of conduct disorder (CD) or oppositional defiant disorder (ODD). Children who

exhibit antisocial behaviors are at an increased risk for alcohol use disorders (AUDs).

5. Diagnosis

Systematic diagnostic interviews with parents and children provide opportunity for a

thorough assessment of individual risk factors and family and societal dynamics. Such

assessment should include parent-adolescent relationships; peer characteristics; school, home,

and community environment; and overall health of the individual. Various diagnostic

instruments have been developed for evidence-based identification of antisocial behavior in

children. The onset, frequency, and severity of antisocial behaviors such as stealing, lying,

cheating, sneaking, peer rejection, low academic achievement, negative attitude, and

aggressive behaviors are accessed to determine appropriate intervention and treatment.

6. Treatment

Enhanced parent-teacher communications and the availability of school psychologists and

counselors trained in family intervention within the school setting are basic requirements for

successful intervention and treatment of childhood antisocial behaviors. School-based

programs from early childhood onward that teach conflict resolution, emotional literacy, and

anger management skills have been shown to interrupt the development of antisocial behavior

in low-risk students. Students who may be at higher risk because of difficult family and

environmental circumstances will benefit from more individualized prevention efforts,

including counseling, academic support, social-skills training, and behavior contracting.

Academic settings with the capacity to deliver professional parental support and provide

feedback in a motivating way can help parents to develop and hone effective parenting skills

that may interrupt further progression of antisocial behavior patterns in their children. Access

to written and video information on parenting skills and information about community family

resources, as well as promotion of parent-support groups, are effective intervention strategies

for changing family dynamics that shape antisocial behavior in the children.
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Older students who already exhibit a persistent pattern of antisocial behavior can be helped

with intensive individualized services that may involve community mental health agencies

and other outside intervention. Community-based programs, including youth centers and

recreational programs with trained therapists, can provide additional support for at-risk

children.

7. Prognosis

The longer antisocial behavior patterns persist, the more intractable they become. Early-onset

conduct problems left untreated are more likely to result in the development of chronic

antisocial behavior than if the disruptive behavior begins in adolescence. Though it is never

too late to intervene, researchers warn that if by age eight a child has not learned ways other

than coercion to meet his social goals, he has a high chance of continuing with antisocial

behavior throughout his lifetime. Longitudinal studies have found that as many as 71 percent

of chronic juvenile offenders had progressed from childhood antisocial behaviors through a

history of early arrests to a pattern of chronic law breaking.

8. Prevention

Healthy nutrition and prenatal care, a safe and secure family and social environment, early

bonding with an emotionally mature and healthy parent, role models for pro-social behaviors,

non-coercive methods of parenting, peer relationships with pro-social individuals, and early

intervention when problems first appear are all excellent means of assuring development of

pro-social behaviors and reducing and extinguishing antisocial behaviors in children.

9. Parental Concerns

Parents may hesitate to seek help for children with antisocial behavior patterns out of fear of

the child being negatively labeled or misdiagnosed. Almost all children will engage in some

form of antisocial behavior at various stages of development. Skilled parents will be able to

lovingly confront the child and help the child recognize that certain behaviors are

unacceptable. However if these conduct disturbances persist and worsen, they should be

taken seriously as precursors to more serious problems. Early intervention is important for the

sake of the child and the entire family system.
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Topic : Problem Behaviors Of Adolescence: Delinquency, Substance Abuse, And Early

Sexual Activity

Topic Objective:

At the end of this topic student would be able to:

 Juvenile Delinquency

 Theoretical Perspectives on Juvenile Delinquency

 Social disorganization theory

 Strain theory

 Sub cultural theory

 Differential association

 Labeling theory

 Juvenile delinquency as a male phenomenon

 Substance Abuse

 History

Definition/Overview:

Juvenile Delinquency:Juvenile delinquency refers to criminal acts performed by juveniles.

Substance Abuse: Substance abuse is the overindulgence in and dependence of a drug or

other chemical leading to effects that are detrimental to the individual's physical and mental

health, or the welfare of others.

Key Points:

1. Theoretical Perspectives on Juvenile Delinquency

1.1. Rational Choice Theory

Classical criminology stresses that causes of crime lie within the individual offender,

rather than in their external environment. For classicists, offenders are motivated by

rational self-interest, and the importance of free will and personal responsibility is

emphasized. Rational choice theory is the clearest example of this approach. It states that

people weigh the pros and cons of committing a crime, and offend when the former
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outweigh the latter. A central deficiency of rational choice theory is that while it may

explain when and where people commit crime, it cant explain very well why people

choose to commit crimes in the first place. Neither can it explain differences between

individuals and groups in their propensity to commit crimes. James Q. Wilson said the

conscience and self-control of a potential young offender must be taken into account, and

that these attributes are formed by parental and societal conditioning. Rational choice

does not explain why crime should be committed disproportionately by young people,

males, city dwellers, and the poor. It also ignores the influence young persons peers can

have on them, and the fact that some youths may be less able to accurately foresee the

consequences of their actions than others. Rational choice theory does not take into

account the proven correlations between certain social circumstances and individuals

personalities, and the propensity to commit crime.

1.2. Social disorganization theory

Current positivist approaches generally focus on the cultural and socio-economic

environment to which a young person has been exposed, and how these conditions may

be criminogenic. These theories de-emphasize individual agency, and stress criminal

behavior is largely determined by factors outside a young person's control. Social ecology

or social disorganization theory says crime is generated by the breakdown of traditional

values and norms. This was most likely to occur in urban areas with transient populations

and high levels of migration, which would produce the breakdown of family relationships

and community, competing values, and increasing impersonality.

1.3. Strain theory

Strain Theory is associated mainly with the work of Robert Merton. He felt that there are

institutionalized paths to success in society. Strain theory holds that crime is caused by

the difficulty those in poverty have in achieving socially valued goals by legitimate

means. As those with, for instance, poor educational attainment have difficulty achieving

wealth and status by securing well paid employment, they are more likely to use criminal

means to obtain these goals. Merton's suggests five adaptations to this dilemma:

 Innovation: individuals who accept socially approved goals, but not necessarily the socially

approved means.
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 Retreatism: those who reject socially approved goals and the means for acquiring them.

 Ritualism: those who buy into a system of socially approved means, but lose sight of the

goals. Merton believed that drug users are in this category.

 Conformity: those who conform to the system's means and goals.

 Rebellion: people who negate socially approved goals and means by creating a new system

of acceptable goals and means.

A difficulty with strain theory is that it does not explore why children of low-income

families would have poor educational attainment in the first place. More importantly is

the fact that much youth crime does not have an economic motivation. Strain theory fails

to explain violent crime, the type of youth crime which causes most anxiety to the public.

1.4. Sub-cultural theory

Related to strain theory is sub-cultural theory. The inability of youths to achieve socially

valued status and goals results in groups of young people forming deviant or delinquent

subcultures, which have their own values and norms. Within these groups criminal

behavior may actually be valued, and increase a youths status. The notion of delinquent

subcultures is relevant for crimes that are not economically motivated. Male gang

members could be argued to have their own values, such as respect for fighting ability

and daring. However it is not clear how different this makes them from ordinary non-

lawbreaking young men. Furthermore there is no explanation of why people unable to

achieve socially valued goals should necessarily choose criminal substitutes. Sub-cultural

theories have been criticized for making too sharp a distinction between what is deviant

and what is normal. There are also doubts about whether young people consciously reject

mainstream values.

1.5. Differential association

The theory of Differential association also deals with young people in a group context,

and looks at how peer pressure and the existence of gangs could lead them into crime. It

suggests young people are motivated to commit crimes by delinquent peers, and learn

criminal skills from them. The diminished influence of peers after men has also been

cited as a factor in desisting from offending. There is strong evidence that young people

with criminal friends are more likely to commit crimes themselves. However it may be
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the case that offenders prefer to associate with one another, rather than delinquent peers

causing someone to start offending. Furthermore there is the question of how the

delinquent peer group became delinquent initially.

1.6. Labeling theory

Labeling theory states that once young people have been labeled as criminal they are

more likely to offend. The idea is that once labeled as deviant a young person may accept

that role, and be more likely to associate with others who have been similarly labeled.

Labeling theorists say that male children from poor families are more likely to be labeled

deviant, and that this may partially explain why there are more lower-class young male

offenders.

2. Juvenile delinquency as a male phenomenon

Youth crime is disproportionately, committed by young men. Feminist theorists and others

have examined why this is the case. One suggestion is that ideas of masculinity may make

young men more likely to offend. Being tough, powerful, aggressive, daring and competitive

may be a way of young men expressing their masculinity. (Brown: 1998 p.109) Acting out

these ideals may make young men more likely to engage in antisocial and criminal behavior.

Alternatively, rather than young men acting as they do because of societal pressure to

conform to masculine ideals; young men may actually be naturally more aggressive, daring

etc. As well as biological or psychological factors, the way young men are treated by their

parents may make them more susceptible to offending.

3. Substance Abuse

Distinct from the Concept of Drug Abuse

Substance abuse is sometimes used as a synonym for drug abuse, drug addiction, and

chemical dependency, but actually refers to the use of substances in a manner outside socio-

cultural conventions. All use of illicit drugs and all use of licit drugs in a manner not dictated

by convention (e.g. according to physician's orders or societal norms) is abuse according to

this definition, however there is no universally accepted definition of substance abuse.
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The physical harm for twenty drugs was compared in an article in the Lancet, with the results

shown in the diagram. Physical harm was assigned a value from 0 to 3 for acute harm,

chronic harm and intravenous harm. Shown is the mean physical harm. Not shown, but also

evaluated, was the social harm.

4. History

 In the early 1950s, the first edition of the American Psychiatric Association's Diagnostic and

Statistical Manual of Mental Disorders grouped alcohol and drug abuse under Sociopathic

Personality Disturbances, which were thought to be symptoms of deeper psychological

disorders or moral weakness.

 The third edition, in the 1980s, was the first to recognize substance abuse (including drug

abuse) and substance dependence as conditions separate from substance abuse alone, bringing

in social and cultural factors. The definition of dependence emphasized tolerance to drugs,

and withdrawal from them as key components to diagnosis, whereas abuse was defined as

"problematic use with social or occupational impairment" but without withdrawal or

tolerance.

 In 1987 the DSM-IIIR category "psychoactive substance abuse", which includes former

concepts of drug abuse is defined as "a maladaptive pattern of use indicated by...continued

use despite knowledge of having a persistent or recurrent social, occupational, psychological

or physical problem that is caused or exacerbated by the use (or by) recurrent use in situations

in which it is physically hazardous". It is a residual category, with dependence taking

precedence when applicable. It was the first definition to give equal weight to behavioral and

physiological factors in diagnosis.

 By 1988, the DSM-IV defines substance dependence as "a syndrome involving compulsive

use, with or without tolerance and withdrawal"; whereas substance abuse is "problematic use

without compulsive use, significant tolerance, or withdrawal". Substance abuse can be

harmful to your health and may even be deadly in certain scenarios

 By 1994, The fourth edition of the Diagnostic and Statistical Manual of Mental Disorders

(DSM) issued by the American Psychiatric Association ,the DSM-IV-TR, defines substance

dependence as "when an individual persists in use of alcohol or other drugs despite problems

related to use of the substance, substance dependence may be diagnosed." followed by

criteria for the diagnose

 In Section 5 of this course you will cover these topics:
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Anxiety And Related Disorders

Depression And Suicidal Behavior

Schizophrenia And Pervasive Developmental Disorders

Topic : Anxiety And Related Disorders

Topic Objective:

At the end of this topic student would be able to:

 Anxiety disorder

 Diagnosis

 Causes and contributing factors

 Types

 Treatment

Definition/Overview:

Anxiety disorder: Anxiety is an unpleasant emotional state, the sources of which are less

readily identified. It is frequently accompanied by physiological symptoms that may lead to

fatigue or even exhaustion.

Fear: is defined as an emotional and physiological response to a recognized external threat

Key Points:

1. Diagnosis

Anxiety disorders are often debilitating chronic conditions, which can be present from an

early age or begin suddenly after a triggering event. They are prone to flare up at times of

high stress. A good assessment is essential for the initial diagnosis of an anxiety disorder,

preferably using a standardized interview or questionnaire procedure alongside expert

evaluation and the views of the affected person. There should be a medical examination in

order to identify possible medical conditions that can cause the symptoms of anxiety. A
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family history of anxiety disorders is often suggestive of the possibility of an anxiety

disorder. Anxiety can be accompanied by headache, sweating, palpitations, and hypertension.

It is important to note that a patient with an anxiety disorder will often exhibit symptoms of

Clinical Depression and vice-versa. Rarely does a patient exhibit symptoms of only one or

the other.

2. Causes and contributing factors

 Clinical and animal studies suggest a correlation between anxiety disorders and difficulty in

maintaining balance.

 A possible mechanism is malfunction in the parabrachial nucleus, a structure in the brain, that

among other functions, coordinates signals from the amygdala with input concerning balance.

 The amygdala is involved in the emotion of fear.

 Biochemical factors come into play.

 A low level of GABA, a neurotransmitter that reduces over activity in the central nervous

system, contributes to anxiety.

 A number of anxiolytics achieve their effect by modulating the GABA receptors.

3. Types

3.1. Generalized Anxiety Disorder

Generalized anxiety disorder is a common chronic disorder that affects twice as many

women as men and can lead to considerable impairment (Brawman-Mintzer & Lydiard,

1996, 1997). As the name implies, generalized anxiety disorder is characterized by long-

lasting anxiety that is not focused on any particular object or situation. In other words it is

unspecific or free-floating. People with this disorder feel afraid of something but are

unable to articulate the specific fear. They fret constantly and have a hard time controlling

their worries. Because of persistent muscle tension and autonomic fear reactions, they

may develop headaches, heart palpitations, dizziness, and insomnia and chest pain. These

physical symptoms, combined with the intense, long-term anxiety, make it difficult to

cope with normal daily activities.
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3.2. Panic disorder

In panic disorder, a person suffers from brief attacks of intense terror and apprehension

that cause trembling and shaking, confusion, dizziness, nausea, difficulty breathing, and

feelings of impending doom or a situation that would be embarrassing. One who is often

plagued by sudden bouts of intense anxiety might be said to be afflicted by this disorder.

The American Psychiatric Association (2000) defines a panic attack as fear or discomfort

that arises abruptly and peaks in 10 minutes or less, and can occasionally last hours.

Although panic attacks sometimes seem to occur out of nowhere, they generally happen

after frightening experiences, prolonged stress, or even exercise.

Many people who have panic attacks (especially their first one) think they are having a

heart attack and often end up at the doctor or emergency room. Even if the tests all come

back normal the person will still worry, with the physical manifestations of anxiety only

reinforcing their fear that something is wrong with their body. Heightened awareness

(hyper-vigilance) of any change in the normal function of the human body will be noticed

and interpreted as a possible life threatening illness by an individual suffering from panic

attacks.

Normal changes in heartbeat, such as when climbing a flight of stairs will be noticed by a

panic sufferer and lead them to think something is wrong with their heart or they are

about to have another panic attack. Some begin to worry excessively and even quit jobs or

refuse to leave home to avoid future attacks. Panic disorder can be diagnosed when

several apparently spontaneous attacks lead to a persistent concern about future attacks.

3.3. Agoraphobia

A common complication of panic disorder is agoraphobia, anxiety about being in a place

or situation where escape is difficult or embarrassing. It seems that the definition of the

word has expanded to refer to avoidance behaviors that sufferers often develop. If a

sufferer of panic attacks seems to have them while driving, for example, then he or she

may avoid driving, which relieves the anxiety, and subsequently makes future driving

more difficult, as a result of behavioral reinforcement?
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3.4. Phobias

This category involves a strong, irrational fear and avoidance of an object or situation.

The person knows the fear is irrational, yet the anxiety remains. Phobic disorders differ

from generalized anxiety disorders and panic disorders because there is a specific

stimulus or situation that elicits a strong fear response. A person suffering from a phobia

of spiders might feel so frightened by a spider that he or she would try to jump out of a

speeding car to get away from one.

People with phobias have especially powerful imaginations, so they vividly anticipate

terrifying consequences from encountering such feared objects as knives, bridges, blood,

enclosed places, certain animals or situations. These individuals generally recognize that

their fears are excessive and unreasonable but are generally unable to control their

anxiety.

3.5. Social anxiety disorder

Social anxiety disorder is also known as social phobia. Individuals with this disorder

experience intense fear of being negatively evaluated by others or of being publicly

embarrassed because of impulsive acts. Almost everyone experiences "stage fright" when

speaking or performing in front of a group. Since occasionally there are artists or

performers with social anxiety disorder who are able to perform publicly without

significant anxiety, their love of performing and practicing their art may be diminishing

their anxiety.

Although some high-functioning phobic such as Glenn Gould are able to perform despite

anxiety, most people with social phobias become so anxious that performance is out of

the question. In fact, their fear of public scrutiny and potential humiliation becomes so

pervasive that normal life can become impossible (den Boer 2000; Margolis & Swartz,

2001). Another social phobia is fear of intimacy, or "love-shyness", which most adversely

affects certain men. Those afflicted find themselves unable to initiate intimate adult

relationships.
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3.6. Obsessive-compulsive disorder

Obsessive compulsive disorder is a type of anxiety disorder primarily characterized by

obsessions and/or compulsions. Obsessions are distressing, repetitive, intrusive thoughts

or images that the individual often realizes are senseless. Compulsions are repetitive

behaviors that the person feels forced or compelled into doing, sometimes, in order to

relieve anxiety. The OCD thought pattern may be likened to superstitions: if X is done, Y

won't happenin spite of how unlikely it may be that doing X will actually prevent Y, if Y

is even a real threat to begin with.

A common example of this behavior would be obsessing that one's door is unlocked,

which may lead to compulsive constant checking and rechecking of doors. Another

example is obsession with the state of one's personal items, such as eyeglasses, leading to

their excessive cleaning or adjustment. Often the process seems much less logical. For

example, the compulsion of walking in a certain pattern may be employed to alleviate the

obsession that something bad is about to happen. More often, though, the compulsion is

inexplicable, simply an urge to complete a ritual triggered by nervousness. Light switches

and other household items are also common objects of obsession.

3.7. Post-traumatic stress disorder

Post-traumatic stress disorder is an anxiety disorder which results from a traumatic

experience. Post-traumatic stress can result from an extreme situation, such as being

involved in warfare, rape, hostage situations, or involvement in a serious accident. It can

also result from long term (chronic) exposure to a severe stressor, for example soldiers

who endure individual battles but cannot cope with an unceasing sequence of battles. The

sufferer may experience flashbacks, avoidant behavior, and other symptoms.

3.8. Separation anxiety

Separation anxiety disorder is the feeling of excessive and inappropriate levels of anxiety

over being separated from an attachment figure or from a person or place that gives a

feeling of safety. While it is seen mostly in children (for example on being left at school)

it is also seen in adolescents and adults. Separation anxiety itself is a normal part of
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development in babies or children. It is only when this feeling is excessive or

inappropriate that it can be considered a disorder.

4. Treatment

The choices of treatment include cognitive behavioral therapy, lifestyle changes, and/or

pharmaceutical therapy (medications). Mainstream treatment for anxiety consists of the

prescription of anxiolytic agents and/or antidepressants and/or referral to a

Psychologist/cognitive-behavioral therapist. Treatment controversy arises because some

studies indicate that a combination of the medications and behavioral therapy can be more

effective than either one alone; however, others studies suggest pharmacological

interventions are largely just palliative, and can actually interfere with the mechanisms of

successful therapy.

Meta-analysis indicates that psychotherapeutic interventions have superior long-term efficacy

when compared to pharmacotherapy. The right treatment may depend very much on the

individual's genetics and environmental factors. Therefore it is important to work closely with

a psychologist and medication provider who is familiar with anxiety disorders and current

treatments. A number of drugs can be prescribed to treat these disorders. These include

benzodiazepines (such as Xanax), antidepressants of most of the main classes (SSRI, TCAs,

MAOIs), and possibly Quetiapine.

Topic : Depression And Suicidal Behavior

Topic Objective:

At the end of this topic student would be able to:

 Depression

 Concept

 Biology

 Depression as mechanism of adaptation

 Symptoms and signs

 Psychological disorders with depression
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Definition/Overview:

Depression: In the fields of psychology and psychiatry, the terms depression or depressed

refer to expected and pathologically chronic or severe levels of sadness, perceived

helplessness, disinterest, and other related emotions and behaviors.

Key Points:

1. Concept

The Diagnostic and Statistical Manual of Mental Disorders (DSM) states that a depressed

mood is often reported as being: "depressed, sad, hopeless, discouraged, or 'down in the

dumps'." In traditional colloquy, "depressed" is often synonymous with "sad," but both

clinical and non-clinical depression can also refer to a conglomeration of more than one

feeling. Such a mixture can include (but is not limited to) anger, fear, anxiety, despair, guilt,

apathy, and/or grief, in addition to what many people would describe as typical "sadness."

2. Biology

Biological influences of depression are varied, but can include hereditary, hormonal, and

seasonal factors, stress, illness, neurotransmitter malfunction, and long-term exposure to

dampness and mold and to aerosol exposure via the frequent use of air fresheners and other

aerosols in the home.

3. Depression as mechanism of adaptation

While a depressed mood is usually referred to (and perceived) as negative, it can sometimes

be subtly beneficial in helping a person adapt to circumstance. For example, physical illness,

such as influenza, can lead to feelings of psychological malaise and depression that seem, at

first, only to compound an already unpleasant situation. However, the experience of

depression, or feeling "down," often results in physical inertia, which leads to the compulsion

to rest. The fleeting helplessness and immobility of the physically ill may also serve to elicit

care from others.

From an evolutionary standpoint, some argue that depression could be at least partially

related to atavistic fears that were originally based on real dangers. Paul Keedwell, in his
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book, How Sadness Survived: The Evolutionary Basis of Depression suggests that, because

"social support and interdependence were important features of the [human] ancestral

environment," "the [peer] group could have offered extra help to the depressed person until

the condition resolved." Further, "...a depressed person may change the attitudes of other

people around him, making them more sympathetic to his needs and therefore giving him a

long term [social or reproductive] advantage."

4. Symptoms and signs

Major depression is a serious illness that affects a person's family, work or school life,

sleeping and eating habits, and general health. Its impact on functioning and well-being has

been equated to that of chronic medical conditions such as diabetes.

A person suffering a major depressive episode usually exhibits a very low mood pervading all

aspects of life and an inability to experience pleasure in previously enjoyable activities.

Depressed people may be preoccupied with, or ruminate over, thoughts and feelings of

worthlessness, inappropriate guilt or regret, helplessness, hopelessness, and self hatred. Other

symptoms include poor concentration and memory, withdrawal from social situations and

activities, reduced sex drive, and thoughts of death or suicide. Insomnia is common: in the

typical pattern, a person wakes very early and is unable to get back to sleep. Hypersomnia, or

oversleeping, is less common. Appetite often decreases, with resulting weight loss, although

increased appetite and weight gain occasionally occur.

The person may report multiple physical symptoms such as fatigue, headaches, or digestive

problems; physical complaints are the most common presenting problem in developing

countries according to the World Health Organization's criteria of depression. Family and

friends may notice that the person's behavior is either agitated or lethargic. Older depressed

persons may have cognitive symptoms of recent onset, such as forgetfulness, and a more

noticeable slowing of movements. In severe cases, depressed people may have symptoms of

psychosis such as delusions or, less commonly, hallucinations, usually of an unpleasant

nature.

Depressed children often display an irritable rather than a depressed mood, and show varying

symptoms depending on age and situation. Most exhibit a loss of interest in school and a

decline in academic performance. They may be described as clingy, demanding, dependent,
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or insecure. Diagnosis may be delayed or missed when symptoms are interpreted as normal

moodiness.

5. Psychological disorders with depression

Episodes of depressed mood are a core feature of the following psychological disorders, as

specified by the DSM-IV:

 Dysthymia

 Bipolar disorder

 Cyclothymia

 Schizoaffective disorder

 Seasonal affective disorder

 Adjustment disorder with depressed mood.

Topic : Schizophrenia And Pervasive Developmental Disorders

Topic Objective:

At the end of this topic student would be able to:

Pervasive Development Disorder

Symptoms of PDD

Cure and care of PDD

 Schizophrenia Concept

 Signs and symptoms

 Schneiderian classification

 Positive and negative symptoms

 Diagnosis

 Diagnostic issues and controversies

 Treatment and services

 Medication
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 Psychological and social interventions

Definition/Overview:

Schizophrenia: is a psychiatric diagnosis that describes a mental illness characterized by

impairments in the perception or expression of reality, most commonly manifesting as

auditory hallucinations, paranoid or bizarre delusions or disorganized speech and thinking in

the context of significant social or occupational dysfunction.

Key Points:

1. Pervasive Development Disorder

The diagnostic category pervasive developmental disorders (PDD), as opposed to specific

developmental disorders (SDD), refer to a group of five disorders characterized by delays in

the development of multiple basic functions including socialization and communication. The

most commonly known PDD is Autism, with the remaining identified as Rett syndrome,

Childhood disintegrative disorder, Asperger syndrome, and Pervasive Developmental

Disorder Not Otherwise Specified (or PDD-NOS). Parents may note symptoms of PDD as

early as infancy and typically onset is prior to 3 years of age. PDD itself generally does not

affect life expectancy.

There is a division among doctors on the use of the term PDD. Many use the term PDD as a

short way of saying PDDNOS. Others use the general category label of PDD because they are

hesitant to diagnose very young children with a specific type of PDD, such as autism. Both

approaches contribute to confusion about the term, because the term PDD actually refers to a

category of disorders and is not a diagnostic label.

2. Symptoms of PDD

Symptoms of PDD may include communication problems such as:

 Difficulty using and understanding language

 Difficulty relating to people, objects, and events

 Unusual play with toys and other objects

 Difficulty with changes in routine or familiar surroundings
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 Repetitive body movements or behavior patterns

3. Cure and care of PDD

 There is no known cure for PDD. Medications are used to address certain behavioral

problems; therapy for children with PDD should be specialized according to the child's

specific needs. Some children with PDD benefit from specialized classrooms in which the

class size is small and instruction is given on a one-to-one basis. Others function well in

standard special education classes or regular classes with support.

 Early intervention, including appropriate and specialized educational programs and support

services play a critical role in improving the outcome of individuals with PDD. PDD is very

commonly found in individuals and especially in children with the range of 2 to 5 years of

age. These signs can be easily detected within the classroom settings, home, etc.

4. Schizophrenia Concept

Schizophrenia is a psychiatric diagnosis that describes a mental illness characterized by

impairments in the perception or expression of reality, most commonly manifesting as

auditory hallucinations, paranoid or bizarre delusions or disorganized speech and thinking in

the context of significant social or occupational dysfunction. Onset of symptoms typically

occurs in young adulthood, with approximately 0.40.6% of the population affected. Diagnosis

is based on the patient's self-reported experiences and observed behavior. No laboratory test

for schizophrenia currently exists.

Studies suggest that genetics, early environment, neurobiology and psychological and social

processes are important contributory factors. Current psychiatric research is focused on the

role of neurobiology, but no single organic cause has been found. Due to the many possible

combinations of symptoms, there is debate about whether the diagnosis represents a single

disorder or a number of discrete syndromes. For this reason, Eugen Bleuler termed the

disease the schizophrenias (plural) when he coined the name. Despite its etymology,

schizophrenia is not synonymous with dissociative identity disorder, previously known as

multiple personality disorder or split personality; in popular culture the two are often

confused.
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Increased dopaminergic activity in the mesolimbic pathway of the brain is a consistent

finding. The mainstay of treatment is pharmacotherapy with antipsychotic medications; these

primarily work by suppressing dopamine activity. Dosages of antipsychotics are generally

lower than in the early decades of their use. Psychotherapy, vocational and social

rehabilitation are also important. In more serious cases where there is risk to self and others

involuntary hospitalization may be necessary, though hospital stays are less frequent and for

shorter periods than they were in previous years.

The disorder is primarily thought to affect cognition, but it also usually contributes to chronic

problems with behavior and emotion. People diagnosed with schizophrenia are likely to be

diagnosed with co-morbid conditions, including clinical depression and anxiety disorders; the

lifetime prevalence of substance abuse is typically around 40%. Social problems, such as

long-term unemployment, poverty and homelessness, are common and life expectancy is

decreased; the average life expectancy of people with the disorder is 10 to 12 years less than

those without, owing to increased physical health problems and a high suicide rate.

5. Signs and symptoms

A person experiencing schizophrenia may demonstrate symptoms such as disorganized

thinking, auditory hallucinations, and delusions. In severe cases, the person may be largely

mute, remain motionless in bizarre postures, or exhibit purposeless agitation; these are signs

of catatonia. The current classification of psychoses holds that symptoms need to have been

present for at least one month in a period of at least six months of disturbed functioning. A

schizophrenia-like psychosis of shorter duration is termed a schizophreniform disorder. No

one sign is diagnostic of schizophrenia and all can occur in other medical and psychiatric

conditions.

Social isolation commonly occurs and may be due to a number of factors. Impairment in

social cognition is associated with schizophrenia, as are the active symptoms of paranoia

from delusions and hallucinations, and the negative symptoms of apathy and avolition. Many

people diagnosed with schizophrenia avoid potentially stressful social situations that may

exacerbate mental distress.

Late adolescence and early adulthood are peak years for the onset of schizophrenia. These are

critical periods in a young adult's social and vocational development, and they can be
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severely disrupted by disease onset. To minimize the effect of schizophrenia, much work has

recently been done to identify and treat the prodromal (pre-onset) phase of the illness, which

has been detected up to 30 months before the onset of symptoms, but may be present longer.

Those who go on to develop schizophrenia may experience the non-specific symptoms of

social withdrawal, irritability and dysphoria in the prodromal period, and transient or self-

limiting psychotic symptoms in the prodromal phase before psychosis becomes apparent.

6. Schneiderian classification

The psychiatrist Kurt Schneider (18871967) listed the forms of psychotic symptoms that he

thought distinguished schizophrenia from other psychotic disorders. These are called first-

rank symptoms or Schneider's first-rank symptoms, and they include delusions of being

controlled by an external force; the belief that thoughts are being inserted into or withdrawn

from one's conscious mind; the belief that one's thoughts are being broadcast to other people;

and hearing hallucinatory voices that comment on one's thoughts or actions or that have a

conversation with other hallucinated voices. The reliability of first-rank symptoms has been

questioned, although they have contributed to the current diagnostic criteria.

7. Positive and negative symptoms

Schizophrenia is often described in terms of positive (or productive) and negative (or deficit)

symptoms. Positive symptoms include delusions, auditory hallucinations, and thought

disorder, and are typically regarded as manifestations of psychosis. Negative symptoms are

so-named because they are considered to be the loss or absence of normal traits or abilities,

and include features such as flat or blunted affect and emotion, poverty of speech (alogia),

anhedonia, and lack of motivation (avolition). Despite the appearance of blunted affect,

recent studies indicate that there is often a normal or even heightened level of emotionality in

schizophrenia, especially in response to stressful or negative events. A third symptom

grouping, the disorganization syndrome, is commonly described, and includes chaotic speech,

thought, and behavior. There is evidence for a number of other symptom classifications.

8. Diagnosis

Diagnosis is based on the self-reported experiences of the person as well as abnormalities in

behavior reported by family members, friends or co-workers, followed by secondary signs
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observed by a psychiatrist, social worker, clinical psychologist or other clinician in a clinical

assessment. There is a list of criteria that must be met for someone to be so diagnosed. These

depend on both the presence and duration of certain signs and symptoms.

An initial assessment includes a comprehensive history and physical examination by a

physician. Although there are no biological tests which confirm schizophrenia, tests are

carried out to exclude medical illnesses which may rarely present with psychotic

schizophrenia-like symptoms. These include blood tests measuring TSH to exclude hypo- or

hyperthyroidism, basic electrolytes and serum calcium to rule out a metabolic disturbance,

full blood count including ESR to rule out a systemic infection or chronic disease, and

serology to exclude syphilis or HIV infection; two commonly ordered investigations are EEG

to exclude epilepsy, and a CT scan of the head to exclude brain lesions.

It is important to rule out a delirium which can be distinguished by visual hallucinations,

acute onset and fluctuating level of consciousness and indicates an underlying medical

illness. There are several psychiatric illnesses which may present with psychotic symptoms

other than schizophrenia. These include bipolar disorder, borderline personality disorder,

drug intoxication, brief drug-induced psychosis, and schizophreniform disorder.

Investigations are not generally repeated for relapse unless there is a specific medical

indication. These may include serum blood sugar level (BSL) if olanzapine has been

prescribed previously, liver function tests if chlorpromazine, or creatine phosphokinase

(CPK) to exclude neuroleptic malignant syndrome. Assessment and treatment are usually

done on an outpatient basis; admission to an inpatient facility is considered if there is a risk to

self or others.

The most widely used criteria for diagnosing schizophrenia are from the American

Psychiatric Association's Diagnostic and Statistical Manual of Mental Disorders, the current

version being DSM-IV-TR, and the World Health Organization's International Statistical

Classification of Diseases and Related Health Problems, currently the ICD-10. The latter

criteria are typically used in European countries while the DSM criteria are used in the

USAor the rest of the world, as well as prevailing in research studies. The ICD-10 criteria put

more emphasis on Schneiderian first rank symptoms although, in practice, agreement

between the two systems is high. The WHO has developed the tool SCAN (Schedules for
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Clinical Assessment in Neuropsychiatry) which can be used for diagnosing a number of

psychiatric conditions, including schizophrenia.

6. Diagnostic issues and controversies

Schizophrenia as a diagnostic entity has been criticized as lacking in scientific validity or

reliability, part of a larger criticism of the validity of psychiatric diagnoses in general. One

alternative suggests that the issues with the diagnosis would be better addressed as individual

dimensions along which everyone varies, such that there is a spectrum or continuum rather

than a cut-off between normal and ill. This approach appears consistent with research on

schizotypy and of a relatively high prevalence of psychotic experiences and often non-

distressing delusional beliefs amongst the general public.

Another criticism is that the definitions used for criteria lack consistency; this is particularly

relevant to the evaluation of delusions and thought disorder. More recently, it has been

argued that psychotic symptoms are not a good basis for making a diagnosis of schizophrenia

as "psychosis is the 'fever' of mental illness a serious but nonspecific indicator".

Perhaps because of these factors, studies examining the diagnosis of schizophrenia have

typically shown relatively low or inconsistent levels of diagnostic reliability. Most famously,

David Rosenhan's 1972 study, published as on being sane in insane places, demonstrated that

the diagnosis of schizophrenia was (at least at the time) often subjective and unreliable. More

recent studies have found agreement between any two psychiatrists when diagnosing

schizophrenia tends to reach about 65% at best. This and the results of earlier studies of

diagnostic reliability (which typically reported even lower levels of agreement) have led

some critics to argue that the diagnosis of schizophrenia should be abandoned.

Alternatively, other proponents have put forward using the presence of specific neuro-

cognitive deficits to make a diagnosis. These take the form of a reduction or impairment in

basic psychological functions such as memory, attention, executive function and problem

solving. It is these sorts of difficulties, rather than the psychotic symptoms (which can in

many cases be controlled by antipsychotic medication), which seem to be the cause of most

disability in schizophrenia. However, this argument is relatively new and it is unlikely that

the method of diagnosing schizophrenia will change radically in the near future.
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The diagnosis of schizophrenia has been used for political rather than therapeutic purposes; in

the Soviet Union an additional sub-classification of sluggishly progressing schizophrenia was

created. Particularly in the RSFSR (Russian Soviet Federated Socialist Republic), this

diagnosis was used for the purpose of silencing political dissidents or forcing them to recant

their ideas by the use of forcible confinement and treatment. In 2000 there were similar

concerns regarding detention and 'treatment' of practitioners of the Falun Gong movement by

the Chinese government. This led the American Psychiatric Association's Committee on the

Abuse of Psychiatry and Psychiatrists to pass a resolution to urge the World Psychiatric

Association to investigate the situation in China.

7. Treatment and services

The concept of a cure as such remains controversial, as there is no consensus on the

definition, although some criteria for the remission of symptoms have recently been

suggested. The effectiveness of schizophrenia treatment is often assessed using standardized

methods, one of the most common being the Positive and Negative Syndrome Scale

(PANSS). Management of symptoms and improving function is thought to be more

achievable than a cure. Treatment was revolutionized in the mid 1950s with the development

and introduction of chlorpromazine. A recovery model is increasingly adopted, emphasizing

hope, empowerment and social inclusion.

Hospitalization may occur with severe episodes of schizophrenia. This can be voluntary or (if

mental health legislation allows it) involuntary (called civil or involuntary commitment).

Long-term inpatient stays are now less common due to deinstitutionalization, although can

still occur. Following (or in lieu of) a hospital admission, support services available can

include drop-in centers, visits from members of a community mental health team or Assertive

Community Treatment team, supported employment and patient-led support groups.

In many non-Western societies, schizophrenia may only be treated with more informal,

community-led methods. The outcome for people diagnosed with schizophrenia in non-

Western countries may actually be better than for people in the West. The reasons for this

effect are not clear, although cross-cultural studies are being conducted.
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8. Medication

The mainstay of psychiatric treatment for schizophrenia is an antipsychotic (aka

"neuroleptic") medication. These can reduce the "positive" symptoms of psychosis. Most

antipsychotics take around 714 days to have their main effect.

Though expensive, the newer atypical antipsychotic drugs are usually preferred for initial

treatment over the older typical antipsychotics; they are often better tolerated and associated

with lower rates of tardive dyskinesia, although they are more likely to induce weight gain

and obesity-related diseases. Prolactin elevations have been reported in women with

schizophrenia taking atypical antipsychotics.It remains unclear whether the newer

antipsychotics reduce the chances of developing neuroleptic malignant syndrome, a rare but

serious and potentially fatal neurological disorder most often caused by an adverse reaction to

neuroleptic or antipsychotic drugs.

The two classes of antipsychotics are generally thought equally effective for the treatment of

the positive symptoms. Some researchers have suggested that the atypicals offer additional

benefit for the negative symptoms and cognitive deficits associated with schizophrenia,

although the clinical significance of these effects has yet to be established. Recent reviews

have refuted the claim that atypical antipsychotics have fewer extrapyramidal side effects

than typical antipsychotics, especially when the latter are used in low doses or when low

potency antipsychotics are chosen.

Response of symptoms to medication is variable; "Treatment-resistant schizophrenia" is a

term used for the failure of symptoms to respond satisfactorily to at least two different

antipsychotics. Patients in this category may be prescribed clozapine, a medication of

superior effectiveness but several potentially lethal side effects including agranulocytosis and

myocarditis. Clozapine may have the additional benefit of reducing propensity for substance

abuse in schizophrenic patients. For other patients who are unwilling or unable to take

medication regularly, long-acting depot preparations of antipsychotics may be given every

two weeks to achieve control.

The United States of America and Australia are two countries with laws allowing the forced

administration of this type of medication on those who refuse but are otherwise stable and
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living in the community. Some findings have found that in the longer-term some individuals

may do better not taking antipsychotics. Despite the promising results of early pilot trials,

omega-3 fatty acids failed to improve schizophrenic symptoms, according to the most recent

meta-analysis.

9. Psychological and social interventions

Psychotherapy is also widely recommended and used in the treatment of schizophrenia,

although services may often be confined to pharmacotherapy because of reimbursement

problems or lack of training. Cognitive behavioral therapy (CBT) is used to reduce symptoms

and improve related issues such as self-esteem, social functioning, and insight. Although the

results of early trials were inconclusive, more recent reviews suggest that CBT can be an

effective treatment for the psychotic symptoms of schizophrenia. Another approach is

cognitive remediation therapy, a technique aimed at remediating the neurocognitive deficits

sometimes present in schizophrenia.

Based on techniques of neuropsychological rehabilitation, early evidence has shown it to be

cognitively effective, with some improvements related to measurable changes in brain

activation as measured by fMRI. A similar approach known as cognitive enhancement

therapy, which focuses on social cognition as well as neurocognition, has shown efficacy.

Family Therapy or Education, which addresses the whole family system of an individual with

a diagnosis of schizophrenia, has been consistently found to be beneficial, at least if the

duration of intervention is longer-term. Aside from therapy, the impact of schizophrenia on

families and the burden on carers has been recognized, with the increasing availability of

self-help books on the subject. There is also some evidence for benefits from social skills

training, although there have also been significant negative findings. Some studies have

explored the possible benefits of music therapy and other creative therapies.

The Soteria model is alternative to inpatient hospital treatment using a minimal medication

approach. It is described as a milieu-therapeutic recovery method, characterized by its

founder as "the 24 hour a day application of interpersonal phenomenologic interventions by a

nonprofessional staff, usually without neuroleptic drug treatment, in the context of a small,

homelike, quiet, supportive, protective, and tolerant social environment." Although research
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evidence is limited, a 2008 systematic review found the programme equally as effective as

treatment with medication in people diagnosed with first and second episode schizophrenia.
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