
“Advanced Clinical Psychology”.

In Section 1 of this course you will cover these topics:
Diagnostic Assessment And Treatment Planning

Ethical And Cross-Cultural Aspects Of Practice

Childhood Disorders

Topic : Diagnostic Assessment And Treatment Planning

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

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
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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, 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

anxiety disorder, Social Anxiety Disorder, Panic Disorder, Agoraphobia, Obsessive-

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

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

3
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



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 bio-psychosocial (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 neuroimaging 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 States were the Epidemiological

Catchment Area (ECA) survey and subsequent National Co morbidity 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 : Ethical And Cross-Cultural Aspects Of Practice

Topic Objective:

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

 International or global psychology

 Cross-Cultural Psychology

 Trends
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 Professional Regulations and Ethical Standards

 Research methods

Definition/Overview:

International or global psychology: is an emerging branch of psychology that focuses on

the worldwide enterprise of psychology in terms of communication and networking, cross-

cultural comparison, scholarship, practice, and pedagogy.

Cross-Cultural Psychology:may be defined as the comparative study of behavior and

mental processes in different cultures. It aims to measure the psychological phenomena

across cultures and looks for patterns, generalizability, and culture-specific differentiation.

Key Points:

1. Professional Regulations and Ethical Standards

Many countries around the world have professional regulations for the practice of

psychology. With some exceptions, the existence of professional regulation reflects the level

of development of professional psychology in that country. A profession needs to establish an

identity and credibility before there is something to be regulated. In the 31 European

countries represented in EFPA, a major effort is underway to unify the basic academic

curriculum as well as other requirements underlying the training of psychologists. One of the

goals is to establish a European Diploma in Psychology comparable to a Masters level

university education of six years duration that includes supervised practice.

Some countries that currently have no regulation of the profession include: India,Iran, Japan,

Kenya,Kuwait, Nigeria, Pakistan, the Philippines, Poland, Russia,Singapore, Thailand,

Turkey, and the United Kingdom. Several of these countries are working toward licensing

legislation, and several have developed ethical standards of practice to guide. At present a

considerable number of national psychology associations have adopted a code of ethics such

as, for instance, APAs Ethical Principles of Psychologists and Code of Conduct. EFPA has

adopted several codes of ethics in recent years, and the five Nordic countries

(Denmark,Finland, Iceland, Norway, and Sweden) adopted a unified code of ethics in 1988,

which they revised in 1998 to be more consistent with EFPAs meta-code. Moreover, IUPsyS,

IAAP, and IACCP are now working jointly toward a Universal Declaration of Ethical
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Principles of Psychologists through an Ad Hoc Joint Committee chaired by Janel Gauthier,

Canada. It is hoped that the Declaration will be ratified in 2008 by the three sponsoring

organizations.

2. Trends

Perhaps the best measure of trends within international psychology is within its

organizations, through new membership, conference topics, and cooperative research across

borders. For example, the International Union of Psychological Science (IUPsyS) has seen an

increase of new member countries from Africa, Asia, Eastern Europe, and Latin America in

the past ten years; membership in such organizations represents a desire and need in these

countries for networking, training, accreditation, expansion of scientific research, and

international recognition.

Trends in global psychology point to the sustained growth, specialization, and feminization of

psychology, and the emergence of contextually sensitive paradigms.

The number of psychologists, psychology students, and psychology programs worldwide

continues to grow, proving that one of the goals of globalization is being met. However,

much work is still to be done in order to bring psychology to underdeveloped areas, and to

increase the resources and development of the field in countries where it has already taken

hold.

Specialization is a growing trend, with each nation focusing specializations on its own needs

and goals. Also, communication within these specializations is being facilitated through the

World Wide Web and the emergence and growth of specialized international organizations

and journals in many subfields of psychology. Although access to the Internet is often limited

in less developed countries, it has nevertheless improved in recent years.

Feminization in psychology is another trend, as women are beginning to dominate the field in

Europe, Latin America, and the United States. A trend within this trend is the continued

dominance of male psychologists within business and academia, whereas women tend to

work more in school, counseling, and clinical settings.

Finally, with the globalization of psychology comes the demand for more culturally sensitive

paradigms. Traditionally, psychology was taught in the Western context, reflecting the
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norms, values, and data of those particular regions. Increasing awareness that this psychology

does not address global issues and therefore does not apply to some cultures has led to the

call for indigenous psychologies, or at least an alternative psychology to the mainstream,

reductionist paradigm which may be applied to most, if not all, cultures. Prominent centers of

indigenous psychology include Mexico, the Philippines, South Korea, and Taiwan.

3. Research methods

Wilhelm Maximilian Wundt (seated) was a German psychologist, generally acknowledged as

a founder of experimental psychology. Research in most areas of psychology is conducted in

broad accord with the standards of the scientific method, encompassing both qualitative

ethological and quantitative statistical modalities to generate and evaluate explanatory

hypotheses with regard to psychological phenomena. Investigation may be pursued by

experimental protocols, but alternative methods are sometimes preferred due to research

ethics, the state of development in a given research domain, and other reasons.

Psychology tends to be eclectic, drawing on knowledge from other fields to help explain and

understand psychological phenomena. For example, evolutionary psychologists may

synthesize data from multiple subfields of psychology, biology, and anthropology.

Additionally, they make extensive use of two distinctive types of reasoning. While often

employing the deductive-nomological reasoning of strict positivism, they also rely on

inductive reasoning to generate accounts of hunter-gatherer life that could explain the

adaptive value of different thoughts and actions.

Qualitative psychological research utilizes a broad spectrum of observational methods,

including action research, ethnography, exploratory statistics, structured interviews, and

participant observation, to enable the gathering of rich information unattainable by classical

experimentation. Research in humanistic psychology is more typically pursued via

ethnographic, historical, and historiographic methods than via science. Psychodynamic

research has traditionally entailed interpreting clinical case studies, and sub schools ranging

from Freudian psychoanalysis to Neo-Jungian archetypal psychology have employed myth as

a vehicle of interpretation. Recent developments, particularly in neuro-psychoanalysis, have

demanded a relatively high degree of scientific rigor.
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A precursor to critical psychology, liberation psychology, cited traditional surveys in its

emancipatory quests. There is debate amongst critical psychologists as to whether they

should be the ones to apply the research they conductas to how action-oriented or awareness-

oriented they should be. In general, though, their methods tend to be critical rather than

positivistic, and therefore tend not only to avoid the scientific method, but also to identify the

ways in which this method is improperly used and downright abused. A key concept in

critical-psychological research is reflexivity, or critical self-examination that entails "a

conscious exploration of how own values and assumptions affect theoretical and

methodological goals, activities, and interpretations". Taking a reflexive approach, critical

psychologists both scrutinize the current state of psychological affairs, and seek defensible

positions on the "old questionssuch as free will vs. determinism, nature vs. nurture,

consciousness vs. unconscious forces".

The testing of different aspects of psychological function is a significant area of mainstream

psychology. Psychometric and statistical methods predominate, including various well-

known standardized tests as well as those created ad hoc as the situation or experiment

requires.

Academic psychologists may focus purely on research and psychological theory, aiming to

further psychological understanding in a particular area, while other psychologists may work

in applied psychology to deploy such knowledge for immediate and practical benefit. These

approaches are not mutually exclusive, and many psychologists will be involved in both

researching and applying psychology at some point during their career. Many clinical

psychology programs aim to develop in practicing psychologists both knowledge of and

experience with research and experimental methods, which they may interpret and employ as

they treat individuals with psychological issues.

When an area of interest requires specific training and specialist knowledge, especially in

applied areas, psychological associations normally establish a governing body to manage

training requirements. Similarly, requirements may be laid down for university degrees in

psychology, so that students acquire an adequate knowledge in a number of areas.

Additionally, areas of practical psychology, where psychologists offer treatment to others,

may require that psychologists be licensed by government regulatory bodies as well.
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Topic : Childhood Disorders

Topic Objective:

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

 Attention-Deficit Hyperactivity Disorder

 Classification

 Symptoms

 Causes

 Common Symptoms

 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.
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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

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
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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

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.
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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

(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
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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

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".
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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 labeled 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.

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
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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

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).

In Section 2 of this course you will cover these topics:
Anxiety Disorders

Eating Disorders
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Addiction Disorders

Topic : Anxiety 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

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.
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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.

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.
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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

(hypervigilance) 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?

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.
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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 phobics 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.

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.
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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

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
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interventions are largely just pallative, 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 : Eating Disorders

Topic Objective:

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

 eating disorder

 Anorexia Nervosa

 Binge Eating

Definition/Overview:

An eating disorder: is a compulsion to eat, or avoid eating, that negatively affects both one's

physical and mental health. Eating disorders are all encompassing.

Anorexia Nervosa: Are a mental health condition and an eating disorder. The short name for

this condition is anorexia. People with anorexia think that they are fat, or desperately fear

becoming overweight or fat. They try to lose weight by eating too little and doing too much

exercise. They do not eat the amount of food their body needs, in an effort to avoid gaining

weight. This causes them to stay at a weight that is not normal for their age and height.

Binge Eating : (also known as Obsessive Compulsive Overating [COE]) is one of the most

common mental disorders and is linked with Obsessive Compulsive Disorder (OCD). It

involves the consumption of very large amounts of food in a short period of time
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Key Points:

1. Anorexia nervosa

Anorexia nervosa is deliberate and sustained weight loss driven by a fear of distorted body

image. It is not to be confused with anorexia, which is its symptomatic general loss of

appetite or disinterest in food. DSM-IV characterizes anorexia nervosa as:

 An abnormally low body weight (the suggested guideline ≤ 85% of normal for age and

height, or BMI ≤ 17.5).

 For postmenarcheal females, amenorrhea (the absence of three consecutive menstrual cycles).

 An intense fear gaining weight or becoming fat and a preoccupation with body weight and

shape.

 Most anorexics become so as adolescents, with 76% reporting onset of the disorder between

the ages of 11 and 20.

 The mortality rate for those diagnosed with anorexia nervosa is approximately 6%the highest

of any mental illnesswith roughly half of those due to suicide.

 Anorexics are commonly perfectionists, driven to succeed; yet they set unattainable standards

of performance for themselves. When they fail to meet these standards, they look for a part of

their lives they can control; food and weight become that control for them.

 Low self-esteem and constant self-criticism cause anorexics to constantly fear losing control,

and even consuming a small amount of food could be considered a loss of control.

2. Bulimia nervosa

Bulimia nervosa is a cyclical and recurring pattern of binge eating (uncontrolled bursts of

overeating) followed by guilt, self-recrimination and over-compensatory behavior such as

crash dieting, over-exercising and purging to compensate for the excessive caloric intake.

Bulimics often have "binge food," which is the food they typically consume during binges.

Some describe their binge episodes as a physical high they feel, numbing out, going into

auto-pilot, losing all control, immediate comfort, etc. The reasoning or triggers behind a

binge may serve different purposes for different people. This binge episode leads the

individual to feel guilt, shame, embarrassment, and complete failure. Bulimics try to regain

control of themselves and the situation by purging the foodmaking up for their mistake. This
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leads to feeling famished and empty again, and therefore, another uncontrollable binge,

followed by feeling powerless, and the vicious binge/purge cycle continues. Bulimics have

extreme eating and exercising habits, instead of demonstrating moderation. This compulsive

behavior is often echoed in similar destructive behavior such as sexual promiscuity,

pathological lying, and shoplifting. Some bulimics not only struggle with the eating disorder,

but these other harmful behaviors as well.

3. Compulsive exercising

Compulsive exercising is a type of bulimia nervosa, where those afflicted exercise in order to

purge excess calories. One that struggles with this disorder takes part of vigorous physical

activity to the point that it is unhealthy and unsafe. It is often referred to as obligatory

exercise or anorexia athletic. The individual usually feels compelled to exercise and has

problems with anxiety and guilt until exercising. Someone that has compulsive exercising

disorder will still force themselves to work out even when sick or injured. He or she will

often calculate how much they have eaten and exercise on the amount of calories they have

eaten and usually have low energy because of all the calories they have burned. People who

struggle with this disorder usually do it to have more control in their life. Praise is often given

to the individual about how in shape he/she may look which gives that person more of a drive

to continue to work out. Females most commonly have compulsive exercising disorder and

measure their self worth through their performance. They often take out their emotions like

anger, depression, or frustration when exercising by pushing their bodies to the limit.

4. Binge eating

Binge eating (also known as Obsessive Compulsive Overeating [COE]) is one of the most

common mental disorders and is linked with Obsessive Compulsive Disorder (OCD). It

involves the consumption of very large amounts of food in a short period of time. About 2

percent of all adults in the United States struggle with binge eating. People at any age can

develop this particular disorder, but it is seen in most in young adults. Clinical studies have

continued to find that obese binge eaters have much higher levels of depression than other

obese individuals that do not have a binge eating disorder. The individual has feelings of

disgust and guilt that leads to depression.
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People that struggle with binge eating are likely to have alcohol problems and engage in

impulsive behavior, such as not thinking before acting out.[citation needed] They do not feel

that they can control themselves, are typically not close with their community, and have

difficulty discussing their problems and feelings. They also have more health problems, a

hard time sleeping at night, joint pain, muscle pains, menstrual problems, and headaches.

Affected people often have suicidal thoughts, struggle digesting their food, and are stressed.

People that have a binge eating disorder are usually ashamed and become very good at hiding

the fact that they have it. They become so good at hiding that most people around them,

including close friends and family members, do not even know about their disorder.

Although it is not diagnosed very often, several factors can make it more difficult to diagnose

than other eating disorders. Because COE is an eating disorder which is less commonly

taught in school or talked about, a large amount of people who have the disorder just blame

their weight on their binges and don't consider that there might be a psychological reason

behind their binge eating, or are not even aware that the disorder exists altogether. One way

to determine if a person has COE is by looking at their eating patterns. It is not uncommon in

some that their food habits can be completely random: healthy foods a few days, attempted

dieting or even crash dieting, which are followed by a relapse into binge eating. A very

common misconception is that people who have COE do not know healthy eating habits or

simply "don't know better," however, what makes this specifically an eating disorder is the

addiction of eating large amounts of food and repeated relapsing in attempts to changing to

healthy eating habits.

5. Orthorexia nervosa

Orthorexia nervosa is a recently discovered disease previously thought to be Anorexia. This

type of disorder is an obsession with eating only healthy types of foods. This disorder derives

from the drive to become pure, so that a sufferer begins to become obsessed with everything

that he or she is consuming. Someone who struggles with orthorexia nervosa will do things

like planning out their meals for the next day. This means that they will have a strict planned

schedule of breakfast, lunch and dinner. Thinness often results due to the restricted types and

amounts of food eaten, but is a side effect rather than an intended result. People who have

orthorexia nervosa are often critical of what others eat, and usually isolate themselves from

surroundings.
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6. Selective eating disorder

Selective Eating Disorder (SED) prevents the consumption of certain foods. Although it is

often viewed as a phase of childhood that is generally overcome with age, one may continue

to be afflicted with SED throughout his or her adult life. Those with the disorder eat a "highly

limited range of foods" and are unlikely to try new foods, as well. When the disorder persists

into middle childhood and adolescence, it can result in conflict, anxiety, and social

avoidance. Sufferers of SED have an inability to eat certain foods based on texture or aroma.

"Safe" foods may be limited to only certain types of food or even specific brands. In some

cases, afflicted individuals will exclude whole food groups, such as fruits or vegetables.

7. Causes

7.1. Environmental

The media may be a significant influence on eating disorders through its impact on

values, norms, and image standards accepted by modern society. Both societies exposure

to media and eating disorders has grown immensely over the past decade. Researchers

and clinicians are concerned about the relationship between these two phenomena and

finding ways to reduce the negative influence thin-ideal media has on womens body

perception and susceptibility to eating disorders. The dieting industry makes billions of

dollars each year by consumers continually buying products in an effort to be the ideal

weight. Hollywood displays an unrealistic standard of beauty that makes the public feel

incredibly inadequate and dissatisfied and forces people to strive for an unattainable

appearance. This takes an enormous toll on one's self-esteem and can easily lead to

dieting behaviors, disordered eating, body shame, and ultimately an eating disorder.

7.2. Biological

Patients with severe obsessive compulsive disorder, depression or bulimia were all found

to have abnormally low serotonin levels. Neurotransmitters such as serotonin, dopamine

and norepinephrine are secreted by the intestines and central nervous system during

digestion. Researchers have also found low cholecystokinin levels in bulimics.

Cholecystokinin is a hormone that causes one to feel full and decreases eating. Low levels

of this hormone are likely to cause a lack of satiative feedback when eating, which can
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lead to overeating. Other explanation researchers found for overeating is abnormalities in

the neuromodulator peptides, neuropeptide Y and peptide YY. Both of these peptides

increase eating and work with another peptide called leptin. Leptin is released by fat cells

and is known to decrease eating. Research found the majority of people who overate

produced normal amounts of leptin but they might have complications with the blood-

brain barrier preventing an optimal amount to reach the brain.

Cortisol is a hormone released by the adrenal cortex which promotes blood sugar and

increases metabolism. High levels of cortisol were found in people with eating disorders.

This imbalance may be caused by a problem in or around the hypothalamus.A study in

London at Maudsley Hospitalfound that anorexics were found to have a large variation of

serotonin receptors and a high level of serotonin.

Many of these chemicals and hormones are associated with the hypothalamus in the

brain.Damage to the hypothalamus can result in abnormalities in temperature regulation,

eating, drinking, sexual behavior, fighting, and activity level. Uher & Treasure performed

a study researching brain lesions effects on eating disorders. They evaluated 54 formally

published cases of eating disorders and brain damage. They found many correlations

between eating disorders and damage to the hypothalamus. People with brain lesions in

the hypothalamus had abnormal eating behaviors; unprovoked and self induced vomiting,

over concern with becoming fat, cheating with eating, frequent sleepiness, depression,

obsessive compulsive behavior and diabetes insipidus.

7.3. Developmental etiology

Research from a family systems perspective indicates that eating disorders stem from

both the adolescent's difficulty in separating from over-controlling parents, and disturbed

patterns of communication. When parents are critical and unaffectionate, their children

are more prone to becoming self-destructive and self-critical, and have difficulty

developing the skills to engage in self-care giving behaviors. Such developmental failures

in early relationships with others, particularly maternal empathy, impairs the development

of an internal sense of self and leads to over-dependence on the environment. When

coping strategies have not been developed in the family system, food and drugs serve as a

substitute.
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7.4. Trauma

Eating disorders should also be understood in the context of experienced trauma, with

many eating problems beginning as survival strategies rather than vanity or obsession

with appearance. According to sociologist Becky Thompson, eating disorders stemming

from women of varying socio-economic status, sexual orientation and race, and finds that

eating disorders and a disconnected relationship with one's body is commonly a response

to environmental stresses, including sexual, physical, and emotional abuse, racism, and

poverty. This reality is further detrimental for women of color and other minority women,

since they are forced to live in a culture that embraces a narrowly defined conception of

beauty: "people furthest from the dominant ideal of beauty, specifically women of color,

may suffer the psychological effects of low self-esteem, poor body image, and eating

disorders."

7.5. Gender differences

"Frequent dieting and trying to look like persons in the media were independent

predictors of binge eating in females of all ages. In males, negative comments about

weight by fathers were predictive of starting to binge at least weekly."

Exercise addiction is common in men and women, especially in those who suffer from

eating disorders and obsessive-compulsive disorder. It is the result of a fear of becoming

fat, and allowing their need to stay fit to overtake their lives. Exercise addicts are risking

their health in order to get a "runner's high." They are in search of the ideal body type and

place the importance of exercise above the needs of their children, parents, friends and

health.

Topic : Addiction Disorders

Topic Objective:

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

 History of addiction models

 Psychological dependency
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Definition/Overview:

Addiction: is a state in which the body relies on a substance for normal functioning and

develops physical dependence, as in drug addiction.

Key Points:

1. History of addiction models

The term "addiction" appeared as far back as at least 1599, when Shakespeare used it in the

first scene of Henry V; however it wasn't until 1906, in reference to opium, that it began to be

used regularly. There is also an isolated usage, recorded from 1779, referring to tobacco. The

first use of the adjective 'addict' (with the meaning of 'delivered, devoted') was in 1529.

Prior to the latter half of the 20th Century, addiction was primarily a pharmacological term

that referred to the process of developing drug tolerance so that more of a drug was required,

more frequently, for the same effect to occur. However, with the founding of Alcoholics

Anonymous in 1935, the allergy concept eventually morphed into the disease-model of

addiction was proposed, based on the work of Dr. William Duncan Silkworth, and began to

gather support in the professional community, amongst medical and social services workers,

and amongst addicts themselves. The disease-model concept led to a definition of addiction

based on the continued use of alcohol or drugs despite negative consequences for the user.

This latter definition is now thought of as a disease state by the medical community. Morse

and Flavin summaries the disease-model definition of addiction commonly utilized by

treatment centers and substance abuse counselors:

Addiction is a primary, progressive, chronic disease with genetic, psychosocial, and

environmental factors influencing its development and manifestations. The disease is often

progressive and can sometimes be fatal. It is characterized by impaired control over use of the

substance, preoccupation with the substance, use of the substance despite adverse

consequences, and distortions in thinking.

In the latter half of the 20th Century, the twelve-step program began to be applied to a wide

range of problem behaviors, many never previously identified as addictions. For example,

during this process the establishment of Overeaters Anonymous in 1960 led to the

identification of an associated concept of food addiction and the establishment of Sex and
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Love Addicts Anonymous in 1977 led to the identification of the concept of sexual addiction.

However, although these terms are widely used in the recovery movement and by

commentators on that movement, neither of them are widely accepted by members of the

professional communities working in the fields of addiction.

In the 21st Century, attempts have been made to model addiction using the tools of

economics, for instance, by calculating the elasticity of addictive goods and determining to

what extent present income and consumption has on future consumption. In general, most

modern economists identify 3 models of addiction when analyzing patterns for policy

research. These are:

Myopic/Naive: This model essentially stipulates that addicts are characterized by near-

sighted behavior and are wholly incapable of ascertaining the potential implications of their

behavior. Therefore, under this model, demand for whatever the addict is addicted to would

be totally inelastic, implying that the addict is unable to even slightly reduce consumption

regardless of cost.

Rational time-consistent: Under this model, the addict is assumed to be perfectly aware of

future consequences of their behavior and is assumed to have fully considered all benefits and

costs of their actions. Under this model, the elasticity of demand would be very high (at or

nearing 1), implying that the addict will almost certainly change their behavior in response to

price, since a high price may outweigh potential benefits.

Time-inconsistent (as well as imperfectly rational): Under this model, the addict is assumed

to be capable of some level of analysis of the benefits and costs of their behavior, but may not

be able to act on the conclusions of this analysis due to physical dependencies and/or

insufficient "willpower". The essence of this model is an attempt to classify typical behavior

by which most addicts wish they could quit, indicating rationality and proper benefit/cost

analysis, but are still unable to. Under this model, there is a moderate level of elasticity

indicating some but not perfect responsiveness to price.

2. Psychological dependency

Psychological dependency is a dependency of the mind, and leads to psychological

withdrawal symptoms (such as cravings, irritability, insomnia, depression, anorexia, etc).
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Addiction can in theory be derived from any rewarding behavior, and is believed to be

strongly associated with the dopaminergic system of the brain's reward system (as in the case

of cocaine and amphetamines). Some claim that it is a habitual means to avoid undesired

activity, but typically it is only so to a clinical level in individuals who have emotional,

social, or psychological dysfunctions (psychological addiction is defined as such), replacing

normal positive stimuli not otherwise attained.

A person who is physically dependent, but not psychologically dependent can have their dose

slowly dropped until they are no longer dependent. However, if that person is psychologically

dependent, they are still at serious risk for relapse into abuse and subsequent physical

dependence.

Psychological dependence does not have to be limited only to substances; even activities and

behavioral patterns can be considered addictions, if they become uncontrollable, e.g. problem

gambling, Internet addiction, computer addiction, sexual addiction / pornography addiction,

eating, self-injury, or work addiction.

In Section 3 of this course you will cover these topics:
Mood Disorders

Schizophrenia And Other Psychoses

Topic : Mood Disorders

Topic Objective:

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

 A mood disorder

 Classification

Definition/Overview:

A mood disorder: is the term given for a group of diagnoses in the DSM IV TR

classification system where a disturbance in the person's emotional mood is hypothesized to

be the main underlying feature
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Key Points:

1. Mood Disorder

A mood disorder is the term given for a group of diagnoses in the DSM IV TR classification

system where a disturbance in the person's emotional mood is hypothesized to be the main

underlying feature. The classification is known as mood (affective) disorders in ICD 10.

English psychiatrist Henry Maudsley proposed an overarching category of affective disorder.

The term was then replaced by mood disorder, as the latter term refers to the underlying or

longitudinal emotional state, whereas the former refers to the external expression observed by

others.

Two groups of mood disorders are broadly recognized; the division is based on whether the

person has ever had a manic or hypomanic episode. Thus, there are depressive disorders, of

which the best known and most researched is Major depressive disorder commonly called

Major depression, and Bipolar disorder, formerly known as "manic depression" and described

by intermittent periods of manic and depressed episodes.

2. Classification

2.1. Depressive disorders

Major depressive disorder, commonly called Major depression or unipolar depression,

where a person has two or more major depressive episodes. Depression without periods of

mania is sometimes referred to as unipolar depression because the mood remains at one

emotional state or "pole". Diagnosticians recognize several subtypes or course specifies:

Atypical depression is characterized by mood reactivity (paradoxical anhedonia) and

positivity, significant weight gain or increased appetite ("comfort eating"), excessive

sleep or somnolence (hypersomnia), a sensation of heaviness in limbs known as leaden

paralysis, and significant social impairment as a consequence of hypersensitivity to

perceived interpersonal rejection.[4] Difficulties in measuring this subtype have led to

questions of its validity and prevalence.
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2.2. Melancholic depression

Melancholic depression is characterized by a loss of pleasure (anhedonia) in most or all

activities, a failure of reactivity to pleasurable stimuli, a quality of depressed mood more

pronounced than that of grief or loss, a worsening of symptoms in the morning hours,

early morning waking, psychomotor retardation, excessive weight loss (not to be

confused with anorexia nervosa), or excessive guilt.

2.3. Psychotic depression

Psychotic depression is the term for a major depressive episode, particularly of

melancholic nature, where the patient experiences psychotic symptoms such as delusions

or, less commonly, hallucinations. These are most commonly mood-congruent (content

coincident with depressive themes).

2.4. Catatonic depression

It is a rare and severe form of major depression involving disturbances of motor behavior

and other symptoms. Here the person is mute and almost stuporose, and either immobile

or exhibits purposeless or even bizarre movements. Catatonic symptoms also occur in

schizophrenia, a manic episode, or are due to neuroleptic malignant syndrome.

2.5. Postpartum depression

Postpartum depression is listed as a course specifier in DSM-IV-TR; it refers to the

intense, sustained and sometimes disabling depression experienced by women after

giving birth. Postpartum depression, which has incidence rate of 1015%, typically sets in

within three months of labor, and lasts as long as three months.

2.6. Bipolar disorders

Bipolar disorder, a mood disorder formerly known as "manic depression" and described

by alternating periods of mania and depression (and in some cases rapid cycling, mixed

states, and psychotic symptoms). Bipolar I is distinguished by the presence or history of

one or more manic episodes with or without major depressive episodes. For a diagnosis

according to the DSM-IV-TR, there requires one or more manic or mixed episodes. A
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depressive episode is not required for the diagnosis of Bipolar I disorder but it frequently

occurs. Bipolar II consisting of recurrent intermittent hypomanic and depressive episodes.

Cyclothymia is a milder form of bipolar disorder, consisting of recurrent hypomanic and

dysthymic episodes, without any more severe ones occurring.

Topic : Schizophrenia And Other Psychoses

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

 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.
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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

 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.
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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.

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
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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

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
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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

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.
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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

Clinical Assessment in Neuropsychiatry) which can be used for diagnosing a number of

psychiatric conditions, including schizophrenia.
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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

neurocognitive 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.

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
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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.

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.
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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

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.
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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

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.

In Section 4 of this course you will cover these topics:
Delirium And Dementias

Post-Traumatic And Acute Stress Disorders
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Topic : Delirium And Dementias

Topic Objective:

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

 Delirium

 Delirium Diagnosis

 Causes of Delirium

 Dementia

 Diagnosis of Dementia

Definition/Overview:

Delirium: is an acute and relatively sudden (developing over hours to days) decline in

attention-focus, perception, and cognition. In medical usage it is not synonymous with

drowsiness, and may occur without it. Delirium is not the same as dementia (the two entities

have different diagnostic criteria), though it commonly occurs in demented patients

Dementia: is the progressive decline in cognitive function due to damage or disease in the

body beyond what might be expected from normal aging. Although dementia is far more

common in the geriatric population, it may occur in any stage of adulthood.

Key Points:

1. Delirium Diagnosis

Differential points from other processes and syndromes that cause cognitive dysfunction:

 Delirium may be distinguished from psychosis, in which consciousness and cognition may

not be impaired (however, there may be overlap, as some acute psychosis, especially with

mania, is capable of producing delirium-like states).

 Delirium is distinguished from dementia (chronic organic brain syndrome) which describes

an "acquired" (non-congenital) and usually irreversible cognitive and psychosocial decline in

function. Dementia usually results from an identifiable degenerative brain disease (for

example Alzheimer disease or Huntington's disease). Dementia is usually not associated with
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a change in level of consciousness, and a diagnosis of dementia requires a chronic

impairment.

 Delirium is distinguished from depression. Delirium is distinguished by time-course from the

confusion and lack of attention which result from long term learning disorders and varieties

of congenital brain dysfunction. Delirium has also been referred to as 'acute confusional state'

or 'acute brain syndrome'. The key word in both of these descriptions is "acute" (meaning: of

recent onset), since delirium may share many of the clinical (i.e., symptomatic) features of

dementia, developmental disability, or attention-deficit hyperactivity disorder, with the

important exception of symptom duration.

 Delirium is not the same as confusion, although the two syndromes may overlap and be

present at the same time. However, a confused patient may not be delirious (an example

would be a stable, demented person who is disoriented to time and place), and a delirious

person may not be confused (for example. a person in severe pain may not be able to focus

attention, but may be completely oriented and not at all confused).

 It is a corollary of the above differential criteria that a diagnosis of delirium cannot be made

without a previous assessment or knowledge of the affected person's baseline level of

cognitive function.

2. Delirium Occurrence in hospitals

The highest prevalence of delirium (often 50% to 75% of patients) is generally seen in

critically ill patients in the intensive care unit or ICU (which used to be referred to by the

misnomer ICU Psychosis, a term largely abandoned now for the more widely accepted and

scientifically supported term delirium). Since the advent of validated and easy to implement

delirium instruments for ICU patients such as the Confusion Assessment Method for the ICU

(CAM-ICU) and the Intensive Care Delirium Screening Checklist (IC-DSC)[8]. Of the

hundreds of thousands of ICU patients develop delirium in ICUs every year, it has been

recognized that most of them being of the hypoactive variety that is easily missed and

invisible to the managing teams unless actively monitored using such instruments. The causes

of delirium in such patients depend on the underlying illnesses, new problems like sepsis and

low oxygen levels, and the sedative and pain medicines that are nearly universally given to all

ICU patients. Outside the ICU, on hospital wards and in nursing homes, the problem of

delirium is also a very important medical problem, especially for older patients. The most

recent area of the hospital in which delirium is just beginning to be monitored routinely in
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many centers is the Emergency Department. Also, one on four geriatric patients suffers from

an episode of delirium at least once during their stay in the hospital.

3. Causes of Delirium

Delirium, like mental confusion, is a very general and nonspecific symptom of organ

dysfunction, where the organ in question is the brain. In addition too many organic causes

relating to a structural defect or a metabolic problem in the brain (analogous to hardware

problems in a computer), there are also some psychiatric causes, which may also include a

component of mental or emotional stress, mental disease, or other "programming" problems

(analogous to software problems in a computer).

Delirium may be caused by severe physical illness, or any process which interferes with the

normal metabolism or function of the brain.[9] For example, fever, pain, poisons (including

toxic drug reactions), brain injury, surgery, traumatic shock, severe lack of food or water or

sleep, and even withdrawal symptoms of certain drug and alcohol dependent states, are all

known to cause delirium. In addition, there is an interaction between acute and chronic

symptoms of brain dysfunction; delirious states are more easily produced in people already

suffering with underlying chronic brain dysfunction. A very common cause of delirium in

elderly people is a urinary tract infection, which is easily treatable with antibiotics, reversing

the delirium.

4. Dementia

Dementia is a non-specific illness syndrome (set of signs and symptoms) in which affected

areas of cognition may be memory, attention, language, and problem solving. Higher mental

functions are affected first in the process. Especially in the later stages of the condition,

affected persons may be disoriented in time (not knowing what day of the week, day of the

month, month, or even what year it is), in place (not knowing where they are), and in person

(not knowing who they are or others around them).

Symptoms of dementia can be classified as either reversible or irreversible, depending upon

the etiology of the disease. Less than 10 percent of cases of dementia are due to causes which

may presently be reversed with treatment. Causes include many different specific disease

processes, in the same way that symptoms of organ dysfunction such as shortness of breath,
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jaundice, or pain are attributable to many etiologies. Without careful assessment of history,

the short-term syndrome of delirium can easily be confused with dementia, because they have

many symptoms in common. Some mental illnesses, including depression and psychosis, may

also produce symptoms which must be differentiated from both delirium and dementia.

5. Diagnosis of Dementia

Proper differential diagnosis between the types of dementia (cortical and subcortical - see

below) will require, at the least, referral to a specialist, e.g. a geriatric internist, geriatric

psychiatrist, neurologist, neuropsychologist or geropsychologist. However, there exist some

brief tests (5-15 minutes) that have reasonable reliability and can be used in the office or

other setting to screen cognitive status for deficits which are considered pathological.

Examples of such tests include the abbreviated mental test score (AMTS), the mini mental

state examination (MMSE), Modified Mini-Mental State Examination (3MS), the Cognitive

Abilities Screening Instrument (CASI), and the clock drawing test. An AMTS score of less

than six (out of a possible score of ten) and an MMSE score under 24 (out of a possible score

of 30) suggests a need for further evaluation. Scores must be interpreted in the context of the

person's educational and other background, and the particular circumstances; for example, a

person highly depressed or in great pain will not be expected to do well on many tests of

mental ability.

Topic : Post-Traumatic And Acute Stress Disorders

Topic Objective:

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

 Acute Stress Reaction

 Background

 Causes

 Symptoms of Acute Stress Reaction

 Treatment

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

51
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



Definition/Overview:

Acute Stress Reaction: (also called acute stress disorder, psychological shock, mental shock,

or simply, shock) is a psychological condition arising in response to a terrifying event. It

should not be confused with the unrelated circulatory condition of shock.

Key Points:

1. Background

"Acute Stress Response", was first described by Walter Cannon in the 1920s as a theory that

animals react to threats with a general discharge of the sympathetic nervous system. The

response was later recognized as the first stage of a general adaptation syndrome that

regulates stress responses among vertebrates and other organisms.

The onset of a stress response is associated with specific physiological actions in the

sympathetic nervous system, both directly and indirectly through the release of epinephrine

and to a lesser extent norepinephrine from the medulla of the adrenal glands. The release is

triggered by acetylcholine released from pre-ganglionic sympathetic nerves. These

catecholamine hormones facilitate immediate physical reactions by triggering increases in

heart rate and breathing, constricting blood vessels in many parts of the body - but not in

muscles (vasodilation), brain, lungs and heart - and tightening muscles. An abundance of

catecholamines at neuroreceptor sites facilitates reliance on spontaneous or intuitive

behaviors often related to combat or escape.

Normally, when a person is in a serene, unstimulated state, the "firing" of neurons in the

locus ceruleus is minimal. A novel stimulus, once perceived, is relayed from the sensory

cortex of the brain through the thalamus to the brain stem. That route of signaling increases

the rate of noradrenergic activity in the locus ceruleus, and the person becomes alert and

attentive to the environment.

If a stimulus is perceived as a threat, a more intense and prolonged discharge of the locus

ceruleus activates the sympathetic division of the autonomic nervous system. The activation

of the sympathetic nervous system leads to the release of norepinephrine from nerve endings

acting on the heart, blood vessels, respiratory centers, and other sites. The ensuing
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physiological changes constitute a major part of the acute stress response. The other major

player in the acute stress response is the hypothalamic-pituitary-adrenal axis.

2. Causes

By definition, acute stress disorder is the result of a traumatic event in which the person

experiences or witnesses an event that causes the victim/witness to experience extreme,

disturbing or unexpected fear, stress, (and sometimes pain) and that involves or threatens

serious injury, perceived serious injury (usually to someone else), or death. Acute stress

reaction is a variation of Post-Traumatic Stress Disorder (PTSD) and is the mind's and body's

response to feelings (both perceived and real) of intense helplessness. Symptoms may include

anxiety, impaired judgment, confusion, detachment and depression.

3. Symptoms of Acute Stress Reaction

The symptoms show great variation but typically they include an initial state of "daze", with

some constriction of the field of consciousness and narrowing of attention, inability to

comprehend stimuli, and disorientation. This state may be followed either by further

withdrawal from the surrounding situation (to the extent of a dissociative stupor), or by

agitation and overactivity (flight reaction of fugue). Autonomic signs of panic anxiety

(tachycardia, sweating, flushing) are commonly present. The symptoms usually appear within

minutes of the impact of the stressful stimulus or event, and disappear within 2-3 days (often

within hours).

Partial or complete amnesia for the episode may be present. Symptoms of acute stress

disorder are: numbing, detachment, derealization, depersonalization or dissociative amnesia.

Continued re-experiencing of the event by such ways as thoughts, dreams, and flashbacks,

and avoidance of any stimulation that reminds them of the event. During this time, they must

have symptoms of anxiety, and significant impairment in at least one essential area of

functioning. Symptoms last for a minimum of 2 days, and a maximum of 4 weeks, and occur

within 4 weeks of the event.
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4. Treatment

The disorder may resolve itself with time or may develop into a more severe disorder such as

PTSD. Medication can be used for a very short duration (up to four weeks) or psychotherapy

can be used to assist the victim in dealing with the fear and sense of helplessness.

In Section 5 of this course you will cover these topics:
Sexual Dysfunction

Personality And Other Disorders

Topic : Sexual Dysfunction

Topic Objective:

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

 Sexual dysfunction

 Onset

 Clinical studies

Definition/Overview:

Sexual dysfunction or sexual malfunction: is difficulty during any stage of the sexual act

(which includes desire, arousal, orgasm, and resolution) that prevents the individual or couple

from enjoying sexual activity

Key Points:

1. Onset

Emotional factors affecting sex include both interpersonal problems (such as

marital/relationship problems, or lack of trust and open communication between partners) and

psychological problems within the individual (depression, sexual fears or guilt, past sexual

trauma, sexual disorders, and so on).

Physical factors include drugs (alcohol, nicotine, narcotics, stimulants, antihypertensives,

antihistamines, and some psychotherapeutic drugs); injuries to the back, problems with an

enlarged prostate gland, problems with blood supply, nerve damage (as in spinal cord
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injuries); or disease (diabetic neuropathy, multiple sclerosis, tumors, and, rarely, tertiary

syphilis); failure of various organ systems (such as the heart and lungs); endocrine disorders

(thyroid, pituitary, or adrenal gland problems); hormonal deficiencies (low testosterone,

estrogen, or androgens); and some birth defects.

Sexual dysfunction disorders are generally classified into four categories: sexual desire

disorders, sexual arousal disorders, orgasm disorders, and sexual pain disorders. Sexual

desire disorders or decreased libido can be caused by a decrease in normal estrogen (in

women) or testosterone (in both men and women) production. Other causes may be aging,

fatigue, pregnancy, medications (such as the SSRIs) or psychiatric conditions, such as

depression and anxiety.

Loss of libido from SSRIs usually reverses after SSRIs are discontinued, but in some cases it

does not. This has been called PSSD; however, this is not a classification that would be found

in any current medical text.

Sexual arousal disorders were previously known as frigidity in women and impotence in

men, though these have now been replaced with less judgmental terms. Impotence is now

known as erectile dysfunction, and frigidity has been replaced with a number of terms

describing specific problems with, for example, desire or arousal. For both men and women,

these conditions can manifest as an aversion to, and avoidance of, sexual contact with a

partner. In men, there may be partial or complete failure to attain or maintain an erection, or a

lack of sexual excitement and pleasure in sexual activity.

There may be medical causes to these disorders, such as decreased blood flow or lack of

vaginal lubrication. Chronic disease can also contribute, as well as the nature of the

relationship between the partners. Unlike disorders of orgasm, as the success of sildenafil

(Viagra) attests most erectile disorders in men are primarily physical conditions. Orgasm

disorders are a persistent delay or absence of orgasm following a normal sexual excitement

phase. The disorder can occur in both women and men. Again, the SSRI antidepressants are

frequent culprits -- these can delay the achievement of orgasm or eliminate it entirely.

Sexual pain disorders affect women almost exclusively and are known as dyspareunia

(painful intercourse) and vaginismus (an involuntary spasm of the muscles of the vaginal wall
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that interferes with intercourse). Dyspareunia may be caused by insufficient lubrication

(vaginal dryness) in women.

Poor lubrication may result from insufficient excitement and stimulation, or from hormonal

changes caused by menopause, pregnancy, or breast-feeding. Irritation from contraceptive

creams and foams can also cause dryness, as can fear and anxiety about sex.

It is unclear exactly what causes vaginismus, but it is thought that past sexual trauma (such as

rape or abuse) may play a role. Another female sexual pain disorder is called vulvodynia or

vulvar vestibulitis. In this condition, women experience burning pain during sex which seems

to be related to problems with the skin in the vulvar and vaginal areas. The cause is unknown.

Sexual dysfunctions are more common in the early adult years, with the majority of people

seeking care for such conditions during their late twenties through thirties. The incidence

increases again in the geriatric population, typically with gradual onset of symptoms that are

associated most commonly with medical causes of sexual dysfunction.

Sexual dysfunction is more common in people who abuse alcohol and drugs. It is also more

likely in people suffering from diabetes and degenerative neurological disorders. Ongoing

psychological problems, difficulty maintaining relationships or chronic disharmony with the

current sexual partner can also interfere with sexual function.

2. Clinical studies

Since people tend not to talk to one another about their sexual problems, many people

imagine that they are "abnormal", or that their sexual problems are unique or shameful.

Images of sexuality presented by society and the media often present people with unrealistic

ideals of sexual behavior, whether of the ideals of chastity and sexual fidelity presented by

religion, or the ideal of sexual inexhaustibility and promiscuous availability presented by

pornography. Neither image appears to be representative of human behavior in real life: this

has been summed up in the phrase "everyone lies about sex".

The earliest attempts at treating sexual dysfunctions, especially erectile dysfunction, date

back to Muslim physicians and pharmacists in the medieval Islamic world. They were the

first to prescribe medication for the treatment of this problem, and they developed several

methods of therapy for this issue, including a single-drug therapy method where a drug was
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prescribed and a "combination method of either a drug or food." Most of these drugs were

oral medication, though a few patients were also treated through topical and transurethral

means. Sexual dysfunctions were being treated with clinically tested drugs in the Islamic

world since the 9th century until the 16th century by a number of Muslim physicians and

pharmacists, including Muhammad ibn Zakarīya Rāzi, Thabit bin Qurra, Ibn Al-Jazzar,

Avicenna (The Canon of Medicine), Averroes, Ibn al-Baitar, and Ibn al-Nafis (The

Comprehensive Book on Medicine).

In modern times, the genuine clinical study of sexual problems is usually dated back no

further than 1970 when Masters and Johnson's Human Sexual Inadequacy was published. It

was the result of over a decade of work at the Reproductive Biology Research Foundation in

St. Louis, involving 790 cases. The work grew from Masters and Johnson's earlier Human

Sexual Response.

Prior to Masters and Johnson the clinical approach to sexual problems was largely derived

from the thinking of Freud. It was held with psychopathology and approached with a certain

pessimism regarding the chance of help or improvement. Sexual problems were merely

symptoms of a deeper malaise and the diagnostic approach was from the psychopathological.

There was little distinction between difficulties neither in function and variations nor between

perversion and problems. Despite work by psychotherapists such as Balint sexual difficulties

were crudely split into frigidity or impotence, terms which too soon acquired negative

connotations in popular culture.

The achievement of Human Sexual Inadequacy was to move thinking from psychopathology

to learning, only if a problem did not respond to educative treatment would

psychopathological problems be considered. Also treatment was directed at couples, whereas

before partners would be seen individually. Masters and Johnson saw that sex was a joint act.

They believed that sexual communication was the key issue to sexual problems not the

specifics of an individual problem. They also proposed co-therapy, a matching pair of

therapists to the clients, arguing that a lone male therapist could not fully comprehend female

difficulties and vice versa.

The basic Masters and Johnson treatment program was an intensive two week program to

develop efficient sexual communication. Couple-based and therapist led the program began

with discussion and then sensate focus between the couple to develop shared experiences.
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From the experiences specific difficulties could be determined and approached with a specific

therapy. In a limited number of male only cases Masters and Johnson had developed the use

of a female surrogate, an approach they soon abandoned over the ethical, legal and other

problems it raised.

In defining the range of sexual problems Masters and Johnson defined a boundary between

dysfunction and deviations. Dysfunctions were transitory and experienced by the majority of

people, dysfunctions bounded male primary or secondary impotence, premature ejaculation,

ejaculatory incompetence; female primary orgasmic dysfunction and situational orgasmic

dysfunction; pain during intercourse (dyspareunia) and vaginismus. According to Masters

and Johnson sexual arousal and climax are a normal physiological process of every

functionally intact adult, but despite being autonomic it can be inhibited. Masters and

Johnson treatment program for dysfunction was 81.1% successful.

Despite the work of Masters and Johnson the field in the US was quickly over-run by

enthusiastic rather than systematic approaches, blurring the space between 'enrichment' and

therapy. Although it has been argued that the impact of the work was such that it would be

impossible to repeat such a clean experiment.

Topic : Personality And Other Disorders

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.
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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

intrapersonally. 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

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 Behavioral Difficulties states overall, the prevalence of behavior 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, behavior

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

behavior 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
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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.

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

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

60
www.onlineeducation.bharatsevaksamaj.net        www.bssskillmission.in

WWW.BSSVE.IN



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

"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?"
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