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Vice-Chancellor's Message

| congratulate you on being part of the historiolation of our Centre for
External Studies into a Distance Learning Centtee feinvigorated Centre,
is building on a solid tradition of nearly twentyears of service to the
Nigerian community in providing higher educationtbh@se who had hitherto
been unable to benefit from it.

Distance Learning requires an environment in wiéeliners themselves
actively participate in constructing their own kredge. They need to be
able to access and interpret existing knowledgeiartie process, become
autonomous learners.

Consequently, our major goal is to provide fulllinmedia mode of
teaching/learning in which you will use not onlyintrbut also video, audio
and electronic learning materials.

To this end, we have run two intensive workshapgroduce a fresh
batch of course materials in order to increasetanbally the number of texts
available to you. The authors made great effortsinidude the latest
information, knowledge and skills in the differatisciplines and ensure that
the materials are user-friendly. It is our hopd s will put them to the best
use.

Professor Olufemi A. Bamiro, FNSE
Vice-Chancellor
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Foreword

The University of Ibadan Distance Learning Programhas a vision of
providing lifelong education for Nigerian citizem$o for a variety of reasons
have opted for the Distance Learning mode. In th@y, it aims at

democratizing education by ensuring access andyequi

The U.Il. experience in Distance Learning datesklacl988 when the
Centre for External Studies was established ta cagenly for upgrading the
knowledge and skills of NCE teachers to a Bachelmgree in Education.
Since then, it has gathered considerable experiencereparing and
producing course materials for its programmes. fdoent expansion of the
programme to cover Agriculture and the need toeng\the existing materials
have necessitated an accelerated process of cowt®gials production. To
this end, one major workshop was held in Deceml@62which have
resulted in a substantial increase in the numbecooirse materials. The
writing of the courses by a team of experts andrdgs peer review have
ensured the maintenance of the University’s higimaards. The approach is
not only to emphasize cognitive knowledge but aldtis and humane values
which are at the core of education, even in anage.

The materials have had the input of experiencetrsdand illustrators
who have ensured that they are accurate, currehteamner friendly. They
are specially written with distance learners in dpisince such people can
often feel isolated from the community of learneékdequate supplementary
reading materials as well as other information sesirare suggested in the
course materials.

The Distance Learning Centre also envisages #wular students of
tertiary institutions in Nigeria who are faced wisthdearth of high quality
textbooks will find these books very useful. We #rerefore delighted to
present these new titles to both our Distance liegristudents and the
University's regular students. We are confiderdttthe books will be an
invaluable resource to them.

We would like to thank all our authors, reviewarsd production staff
for the high quality of work

Best wishes.

gi%’k?( C//\M B

Professor Francis O. Egbokhare
Director
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General Introduction

This is a course in abnormal child psychology whihetter described as
child psychopathology. The term “psychopathologyéfers to the
symptoms, causes and outcomes of a mental disosdetly described so
that treatment can alleviate symptoms. Child pspatimology is not the
immature form of the study of adult psychopatholoBlye study of child
psychopathology is the study of disorders thateainschildhood and the
study of childhood origins in the development skrior psychopathology
at any age (this latter areas is the domain ohthwe and exciting field of
“developmental psychopathology). Many child psyditbplogists also
recognize that adolescent disorder needs partiattention due to its
unique (and often drastic) developmental featukésny adult disorders
occur in children, and many disorders arising inldttood occur in
adulthood.

This course is an overview of child psychopathg)and it examines
reviewing childhood disorders, the diagnosis ofséhdifficulties and
strategies for intervention. It is taught from thmerspective of
developmental psychopathology. It emphasizes the aeis empirical
research and evidence-based intervention. The ®elcompasses an
enormous number of disorders and concerns, ranfyjomg mild and
transient disorders to serious developmental de&ssrdto serious
developmental disorders requiring lifetime care.isTistudy is an
introductory course sufficient for practice in thatire field. It serves well
as a foundation from which students should purquecialty areas of
interest. Most practitioners and researchers iri¢he are specialists.

This book contains 10 lectures, covering five domaf childhood
disorders: behavioural (e.g., conduct and oppositia@efiant disorder),
emotional and social (e.g., depression, anxiety@yetbpmental and
learning (e.g., autism, schizophrenia), health. (@gorexia), and children
at risk (e.g., child maltreatment).
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Course Objectives

As an advanced course, student participation argtudsion are
encouraged and expected. Students will be expdotedllect resource
materials on disorders and make presentations enctinrent state of
knowledge of these disorders. The course will ideldiscussions of case
studies.

The main discussions will include reviews thatphstiudents prepare
for these exams. Class attendance is very impoliahtmay not be a
factor in evaluations and grading. Evaluations graties will be based on
the students’ performance in the examinations aademtations. Students
should complete all assignments on time. At the ehdhe semester,
students will know that child psychology is an ¢xg and interesting
area of work and study.



LECTURE ONE

Classification and Diagnosis of Childhood
Disorders

Introduction

This lecture introduces you to the general classifbn and diagnosis of
childhood disorders. Highlights include the classiion and diagnosis of
childhood disorders listed in DSM — IV. Also inckdl are discussions on
the diagnosis of childhood disorders, which centnestly on the
importance of maturational change and experienbgdi@od disorders as
contained in DSM-IV are presented graphically tcilfiate better
understanding on the part of the students.

Objectives
At the end of this lecture, you should be able to:
1. classify childhood disorders;
2. identify various types of childhood disorders; and

3. mention the factors responsible for abnormal chiéelopment
(childhood disorders).

Pre-Test
1. Classify childhood disorders
2. Mention the four areas of childhood disorders.
3. Mention the factors responsible for childhood dikers.



CONTENT

All the childhood disorders listed in DSM-IV inv@h\behaviours in which
a child deviates from what is expected of her giagticular age and
cultural setting. In addition, these behaviourseesistent and severe and
they interfere with the child’'s development and -tlayglay functioning.
Thus, in order for a behavioural or psychologicalbtem to be considered
a ‘disorder’, the child must either be sufferingtbe child’s behaviour
must be making others to suffer. What distinguishetildhood disorder
from normal variation in development is often oalynatter of degree. In
other words, there is a quantitative rather thagualitative difference
between abnormal and normal behaviours Minor vassiof these
problem behaviours can be found in well-adjusteitim. For example,
the occasional temper tantrums that occur in mamyspholars would
hardly be labelled psychological disorder. But treqt tantrums that occur
in peculiar circumstances or for a long periodimfet might be considered
abnormal. The child’s developmental stage is atgoortant.

Some of the most severe mental disorders suchpasab disorder,
major depressive disorder and schizophrenia dappear in the table 8-
1. It is uncommon for children to show signs ofsiaelisorders, but when
they do, the adult diagnostic criteria are used.

Many children meet criteria for more than oneld tliagnoses listed
in Table 1. This is referred to as co-morbidity, am&g multiple
diagnoses. It is especially common for depressioootoccur with other
disorders in children particularly with conduct ahder and anxiety
disorder. Researchers do not know why syndromesttenccur together.
One possible explanation is that there is a caredationship. In other
words, having a disorder like depression may cabsechild to seek
attention by violating rules.

On the whole, children’s problems can be dividetb ifour areas:
emotional disorders, developmental disorders, gadimd habit disorders
and disruptive behaviour disorders.

A discussion of the diagnosis of childhood disosdeentres mostly
on the importance of maturational change and egpee. The normal
course of human development involves constant ehaagd the child’s
behavioural capacities and propensities are alwagd/ing memory, and
concentration. Impulse control improves dramatcalthroughout



childhood and during the teenage years, abstrasbreng abilities begin
to approach adult levels.

Abnormal child development, like normal child demment is the
result of many factors. Vulnerability to some diens is present at birth
and may be the consequence of genetic factorsematal complications.
One example of disorder that is influenced by gerfattors and prenatal
complications is schizophrenia, a mental illnessat thinvolves
abnormalities in clarity of thought and communioati Usually the early
signs of childhood disorders are recognised by rmgyeprimary care
physicians and/or the child’s teacher.

The outset of a mental disorder is tragic at ayg; éut it is especially
so when it occurs in childhood. People often thotkchildhood as a
carefree and happy time; yet it can also be frighte and upsetting.
Children of all cultures typically experience aadé some emotional and
behavioural problems as they encounter new peopestuations. When
the cause of development is interrupted by psydicéd problems, the
child is often deprived of experiences that areartgnt for psychological
growth.

When diagnosing children, a psychologist mustedéhtiate normal
variability in rates of development from psycholji problems that
indicate a need for treatment. A unique aspecthdfiitood problems is
that normal psychological development proceeds if¢rent rates for
different children. As a result it can be difficatt distinguish a genuine
psychological problem, one that requires profesdiaitention, from a
problem that simply reflects the child’s currentvelepmental stage. A
second unique aspect of childhood psychologicablpro is that they are
less predictable than adult disorders. Childreerofthange dramatically
over a relatively short period of time so thatitifficult to predict which
children are vulnerable to persistent problems.

Thirdly, children cannot communicate their probtems easily as
adults do. Sometimes, a child’s distress may msahifedirectly through
disruptive behaviour. Other times, adults mislabehild’s behaviour as a
‘psychological problem’ when it is merely a norndalvelopmental phase.

At other times, adults will ignore children profslebehaviours,
believing that the child will grow out of them whanfact the child really
does need professional help. There are also diitese among adults in
how they perceive children’s behaviour.
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Finally, children’s problems are often quite sfiecio particular
situations or contexts. For example, a child mighphysically aggressive
at home but not at school. Similarly, over-actiwtich is a common
complaint of teachers depends on the circumstances.

TABLE 1
MAJOR CLUSTERS OF CHILDHOOD DISORDERS
DIAGNOSTIC
CLASS DISORDER TYPICAL AGE OF ONSET
Reactive attachment disorder Birth — 5yrs
Separation Anxiety Preschool — 18 yrs
Emotional disorders Phobias Varies according to type
Childhood depression Birth — 17yrs
Artistic disorder 0-3yrs
Rett’s disorder 0-4yrs
Developmental Childhood disintegrative disorder 3-4yrs
disorders Asperger’s disorder Pre-school period

Mental retardate learning disorders Varies amotgtgoes

Bulimia nervosa Late adolescence
Anorexia nervosa -17 yrs
) ) Elimination disorders e.g. enuresis -5yrs
Eating and habit Speech disorders e.g. stuttering 2-T7yrs
Tourette’s disorder 2-18yrs

Conduct  oppositional defiantd — 16 yrs
disorder 0 —8yrs

Disruptive

bekaviour disorders Attention deficit  hyperactivity

disorder (ADHD) Elementary school age

Source Based on data from DSM — IV



Summary

In this lecture, we have learnt that all of theldindod disorders listed in
DSM - IV involve behaviours in which a child dewatfrom what is
expected of her at a particular age and cultutéihge These behaviours
are persistent and severe. They interfere withcthilel's development
and day-to-day functioning. There is a quantitatragher than a
gualitative difference between normal and abnorbetaviours. Cot
morbidity means multiple diagnoses. Children’s diess can be
divided into four: emotional disorders, developna¢mtisorders, eatin
and habit disorders and disruptive behaviour desard

=

Q2

Assignment
Classify childhood disorders according to DSM —ctegory.

Post-Test

1. Childhood disorders interfere with the child’'s
and

2. Co-morbidity means

3. Frequent tantrums that occur in peculiar circuntanmight be

considered Abnormal/Normal.  (tick thght
response)

4. On the whole, children’'s problems can be dividedo in
areas. (a) Five (b) Twdleee (d) Six.

References

1. Comer, J.R. (2004bnormal PsychologyNew York: Worth
Publishers.

2. Seligman, M.E.P, Walker, E.F; Rosenhan, D.L. (20@khormal
PsychologyNew York: W.W. Norton and Co.

3. APA (American Psychological AssociatioBSM-IV text Revision
Washington D.C.

4. Phares, D. P. (2003)nderstanding Abnormal Child Psychology
NJ: Wiley.



LECTURE TWO

Conceptual Models of Abnormality

Introduction

In science, the perspectives used to explain phenanare known as
models, or paradigms. Each model spells out thensists’ basic
assumptions, gives order to the field under study/sets guidelines for its
investigation. Each model gives what the investigabbserve as well as
the questions they ask, the information they seekhow they interprete
this information. In the contemporary world, seVvaradels are used to
explain and treat abnormal functioning. The biotadji model sees
physical processes as the key to human behavidile e socio-cultural
model examines the effects of society and cultarendividual behaviour.
In between, are four models that focus on more hpspgical and
personal aspects of human functioning. They arelpsyynamic model;
which looks at people’s unconscious internal preessand conflicts; the
behavioural model emphasizes behaviour and the ,waywhich it is
learned, the cognitive model concentrates on tirkitig that underlies
behaviour and the humanistic — existential modetsses the role of
values and choices in human functioning. None o thodels are
complete in themselves each focuses mainly on epeca of human
functioning, and none can explain all aspects obatmality.

Objectives

At the end of this lecture, you should be able to:
1. list the models of abnormality; and
2. explain the models of abnormality so listed.



Pre-Test
1. What are theories of abnormality?

2. Explain the determinants of abnormality as concajged by the
biological perspective.

3. List the othemodelsof abnormality.

CONTENT
The Biological Model

The biological theorists adopt a medical perspecfihey view abnormal
behaviour as an illness brought about by malfunatip parts of the
organism. Typically, they point to a malfunctionibgain as the cause of
abnormal behaviour focusing particularly on prold@mbrain anatomy or
brain chemistry. Biological researchers have ledhat psychological
disorders can be related to problems in the trasson of messages from
neuron to neuron. Studies indicate that abnormébigc by certain
neurotransmitters can lead to specific mental desa. Certain anxiety
disorders, for example, have been linked to lowivagt of the
neurotransmitter gamma-aminobutyric acid. (GABAhi@ophrenia has
been linked to excessive activity of the neurotmaitter, serotonin and
norepinephrine. Mental disorders have also beenddo be related to
abnormal chemical activity in the body’s endocreystem. Endocrine
glands, located throughout the body work along wigurons to control
such vital activities as growth, reproduction, ssxactivity, heart rate,
body temperature, energy and responses to stréms.glands release
chemicals called hormones into the bloodstreamth@ske chemicals then
propel body organs into action. During stress, deample, the adrenal
glands located on top of the kidneys secret themboe cortisol.
Abnormal secretions of this chemical have been tieanxiety and mood
disorders.

A change of other factors can contribute to biadalgdysfunction
from head injuries to poor nutrition to vasculasafises (which may affect
the flow of blood to the brain). Three sources imlidgical abnormalities
have been identified: they are genetics, evolutiod rural infections.



Genetics

Abnormalities in brain anatomy of chemistry are stimes the result of
genetic inheritance. Studies suggest that inhextgplays an important
role in mood disorders, schizophrenia and mentatdation.

Evolution

Many of the genes that contribute to abnormal fionatg are actually the
result of normal evolutionary principles. Evolutaoy theorists argue that
we can best understand why people behave the vegydi, why certain
genes are inherited, by examining their evolutigriastory, the millions
of years during which the human specials evolvednfDNA sludge to
upright primate. The theorists believe that varibusman reactions and the
genes responsible for them have survived over dlese of time because
they have helped individuals to thrive and adapt.dxample, people who
were particularly sensitive to danger, those witkater fear responses
were more likely to survive catastrophes.

These three parts of the personality are oftersdme degree of
conflict. If the Id, ego and superego are in exieessonflict the person’s
behaviour may show signs of dysfunction. A healtlysonality is one in
which an effective working relationship, an accéfgacompromise, has
formed among the three forces.

The Behaviour Model

Behaviourists concentrate on behaviours and profhedehey develop in
accordance with the principles of learning. Thésotists hold that three
types of conditioning; classical conditioning, cg&r conditioning and
modeling conditioning account for all behaviour, etlier normal or

dysfunctional. The goal of behavioural therapiewigentify and replace
them with more appropriate ones, using techniq@sgdb on one or more
of the principles of learning. The classical coiwdiing approach of
systematic desensitisation, for example, has bdfattiee in treating

phobias.

Behaviourists believe that many learned behavidwlp people to
cope with daily challenges and to lead happy prodedives. However,
abnormal behaviours can be learnt. In operant tiondhg, for example,
humans and animals learn to behave in certain vemys result of
receiving rewards, which is any satisfying conseges, whenever they
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do so. In modelling, individuals learn responsegpdy by observing other
individuals and repeating their behaviours. Iniedtform of conditioning,
classical conditioning learning occurs by tempasdociation when two
events repeatedly occur close together in timeyTdecome fused in a
person’s mind and before long. The person respondlse same way to
both events.

Viral Infections and Abnormal Behaviour

This is another possible source of abnormal briawrcire or biochemical
dysfunctioning. Schizophrenia may be related toosupe to certain
viruses in utero, before birth. Researchers havedl viruses to anxiety
mood disorders and psychotic disorders.

The Psychodynamic Model

The Psychodynamic theorists believe that a persoefsviour, whether
normal or abnormal, is determined by underlyingcpsjogical forces of
which he or she is not consciously aware. Thesernat forces are
described as dynamic, that is, they interact witle @nother and their
interaction gives rise to behaviour thoughts andtens. Abnormal

symptoms are viewed as the result of conflicts betwthese forces.

The psychodynamic model was first formulated byenviese
neurologist, Sigmund Freud (1856-1939), at the tafrnthe twentieth
century. Freud developed the theory of psychoaisalys explain both
normal and abnormal functioning. Freud believed theee central forces
shape the personality; instinctual needs, ratiahaiking and moral
standards. All these forces operate at the uncousdevel, unavailable to
immediate awareness and he believed them to bardgra interactive.
Freud called the forces the Id, the ego and thersego.

The Id

The Id denotes instinctual needs, drives and ingsul$he Id operates in
accordance with the pleasure principle, that is, altvays seeks
gratification. Freud believed that children’s imstis tend to be sexual.
From the very earliest stages of life, a child’'sgsure is obtained from
nursing, defecating, masturbating or engaging hreofctivities that he



considered having sexual overtones. Also a persbbido or sexual
energy fuels the Id.

The Ego

A part of the Id separates off and becomes the Ei§e. the Id, the ego
unconsciously seeks gratification but it does sadoordance with reality
principle, the knowledge we acquire through expexgethat it can be
unacceptable to express our Id impulses outright €go, employing
reason, guides us to know when we can or cannaesgphose impulses.
The ego develops basic strategies called ego defemxhanisms to
control unacceptable Id impulses and avoid or redilne anxiety they
arouse. The defense mechanisms include RepredBmmal, Fantasy,
projection, Rationalisation, Reaction formation, splacement,
Intellectualization, Undoing, Regression, Overcongation, Sublimation.

The Super-ego

The super-ego grows from the ego. As we learn foam parents that
many of our Id impulses are unacceptable, we urouasly adopt or
introjet our parent’s values. We identify with oparents and judge
ourselves by their standards. We develop a conseieWhen we uphold
their values we feel good; and we feel guilty, winengo against them.

Developmental stages

Freud proposed that at each stage of developmem fnfancy to
maturity, new events and pressures challenge ihgals and require
adjustments in their Id, the ego and the superdgbe adjustments are
successful, they lead to personal growth. If nlo¢ person may became
fixated or entrapped at an early stage of developniden all subsequent
development suffers, and the individual may be bdatbr abnormal
functioning in the future because parents are #yednvironmental figure
during the early years of life. They are oftennsas the cause of improper
development. The first 18 months of life is refdrte asthe oral stage,
18 months to 3 yrs of age is theal stage 3-5 yrs is thephallic stage
while 12 yrs to adulthood is thgenital stage Children whose mothers
consistently fail to gratify their oral needs magcbme fixated at the oral
stage and display a character marked by extremendepce or extreme
mistrust. Such persons are particularly prone teeldp depression.
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The Cognitive Model

According to the cognitive model, we must underdthoman thought in
order to understand human behaviour. When peogplagi abnormal
patterns of functioning, cognitive theorists poiat cognitive problems,
such as maladaptive assumptions and illogical th@hkprocesses.
Cognitive therapists try to help people recognisd ehange their faulty
ideas and thinking processes.

The Humanistic — Existential Model

The humanistic — existential model focuses on tlendn need to

successful confront philosophical issues, suchedfsasareness values,
meaning and choice in order to be satisfied in iamanists believe that
people are driven to self-actualise. When this eris interfered with,

abnormal behaviour may result. One group of huntignikerapists, the

client — centered therapist tries to create a gepportive therapy climate
in which people can look at themselves honestly acceptingly, thus

opening the door to self-actualisation. Anothemgrahe gestalt therapists
uses more active techniques to help people recegmiwl accept their
needs.

According to existentialists abnormal behaviowsults from hiding
from life’'s responsibilities. Existential theragstencourage people to
accept responsibility for their lives, to recognibeir freedom to choose a
different course and to choose to live with greateaning.

The Socio-Cultural Model

The socio cultural model looks outwards to the alofarces that affect
members of a society. Some socio-cultural theoestphasize the family
system believing that a family’s structure or conmication pattern may
force members to behave in abnormal ways. Stilersthook at cultural
background, social networks and support or socgatadlitions to see what
special issues they may pose. Finally some thefogsis on societal labels
and roles; they hold that society calls certaingbedmentally ill” and that
the label itself may influence how a person behaveksis responded to.

11



Post-Test
1. The perspectives used to explain phenomena arerkagw--------

3. - mmmmmmmme s focuseson the biological and
physiological conditions that initiate childhooddiders.

References
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LECTURE THREE

Emotional and Social Disorders

Introduction

This lecture introduces you to the emotional andiadadisorders. This
includes specifically reactive attachment disordeeparation anxiety
disorder, phobias and childhood depression. Thepgyms, causes and
treatments for these disorders are also mentiomeddtter understanding
of the part of the students.

Objectives
At the end of this lecture, you should be able to:

1.
2.

3.

identify the emotional and social disorders in d@feh;

discuss separation anxiety, Reactive attachmenbrabs and
phobias in children; and

mention the factors that trigger childhood depi@ssi

Pre-Test

1.
2. What are the factors that trigger childhood depoess
3.

4. Mention the types of school phobias that we have.

What are emotional and social disorders in chil@dren

What do you understand by depression?

13



CONTENT
Reactive Attachment Disorder

Reactive attachment disorder is characterised maiked disturbance in
the child’s ability to relate to other people. Tdisturbance begins before
the age of five years. Children with this disordeil to show social
attachments that are appropriate for their agereTlaee two sub-types:
The inhibited and the disinherited sub-type.

The inhibited sub-type: entails a persistent failuo initiate or
respond to interpersonal situations. The child $etedbe highly inhibited,
constantly observing the behaviour of others, asists physical contact
or comforting.

The disinherited sub-type: shows an opposite paté behaviour:
these children are indiscriminate in their socgsponses. They respond to
strangers and familiar people in the same way, Wwits of physical
contact and expressed need for comforting.

The diagnostic criteria for reactive attachmergodier include the
child’s early experiences, as well as symptomsorter to receive this
diagnosis, the child must have been exposed taisareglect or outright
abuse during some period before the symptoms bdigenassumed that
inadequate care causes the syndrome.

Because reactive attachment disorder is a newdgtig category in
DSM — IV, there has been relatively little reseamh its prevalence,
specific causes or treatments some practitionevecatied certain forms
of therapy that they believe are effective in theatment of Reactive
attachment disorder while other clinicians haveresped their doubts
about the appropriateness of these therapy treatmen

Separation Anxiety

Fear and anxiety that children experience when raggh from their

parents or primary caregivers, psychologists cansséparation anxiety a
normal part of a child’s development. It usuallygins when a child is 8
or 9 months old, peaks at about 14 months, and ghatually subsides.
The onset of separation anxiety coincides withdhiél's development of

object romance, the ability to understand that fge@md objects still

exists when they disappear from view. Infants ggiparation anxiety cry
or become irritable and distressed when separatedtheir parents.

14



When separation anxiety continues well into cloloith or reappears
later in childhood or adolescence, the diagnosig beaseparation anxiety
disorder. Children with this disorder worry excessy about the safety of
their parents. They may fear that their parentsdid or become ill. They
may worry that some danger, such as a kidnappincapaccident, will
lead to separation from their parents. They arenofcared of being alone
and may refuse to go to school because of feasepdration. Children
with this disorder often act in demanding or inivesways and seek
constant attention. At bedtime they may insist thameone stay with
them until they fall asleep. Some children expaergephysical symptoms,
such as headache and nausea, when they anticggeagon from their
parents.

Sometimes, separation anxiety disorder continues adulthood.
Adults with separation anxiety may refuse to mokent their parents’
home or feel unable to live independently. In addit they may
experience anxiety when separated from their spouskildren.

Researchers are unsure what causes separati@tyagisiorder. Often
the symptoms begin after the children experienceestoss, such as the
death of a family member or a pet. Treatment in@slgradually exposing
the child to separation experiences, such as atigrsthool and teaching
the child how to overcome his or her anxiety amdtional thinking. In
addition, the therapist often works with the paseiat ensure that they do
not inadvertently aggravate their child’s separatamxiety through over
protective parents.

Phobias

At some point, many children experience unjustifiedr so extreme that
he or she is immobilised. Childhood fears are asemsal phenomenon,
although there are cultural differences in theinteat and intensity. The
nature of fear also varies with age. Fears becadnobips when they are
out of proportion to the reality of danger that @ject presents. The
following case demonstrates the transition of tegrhobia.

School phobia is one of the most common and pnadilie childhood
phobias. It creates great distress in both chil@nea their parents. Many
children with school phobia do well in school angbreess desire to attend
but they experience intense anxiety when they egdy to go to school,
for example, they may go to the toilet frequenfigel sick, or sweat
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profusely when the topic of school is brought uplike the truants whose
parents are often unaware that their child is machool, these children
stay at home during their prolonged absences, hanl parents know
exactly where they are. Some specific and effedieteavioural treatments
for phobias include de-sensitization which invohgradual exposure to
the feared object and therapy that involves somk with the parents. It
is important that parents be involved in the precee that they can
monitor the child’s behaviour. The therapist alsglps the parents to
identify any behaviour on their part that mightdwtly encouraging and
maintaining the child’s phobia.

Many cases of school phobias have causes otheis#paration fears
such as social or academic fears, depression amsl ¢ specific objects
or persons at school.

Case study

SARA was referred for treatment of her phobias wétem was
thirteen. She acknowledged that beyond airplanestees, she
was also afraid of elevators but nothing more. Yadter she
came to know and trust her therapist, it emerged there was a
fear that underlay and linked all the others theswa fear of
anesthesia. A number of years early Sara had te levooth
extracted. The doctor used a general anestheticshs ‘went
under’, everything went black but Sara could dtidlar voices
and rushing voices. She was not prepared for thlseskating,
they terrified her. Ever since she has diligentipided putting
herself in a situation where she might be injured aherefore
be rushed to the hospitahirplanes crush, so do elevators, Bees
sting. Any of these might land her in the hospitéle therapist
later treated Sara in relaxation techniques thatildobe used in
situations of high anxiety. Within 3 months Sard heported no
more difficulties.

Childhood Depression

Childhood depressions an emotional disorder that has the highest
lifetime prevalence. Prior to the 1970’s, many icliens assumed that pre-
adolescent were unlikely to develop depression. réwent years,
researchers have found that pre-adolescents ahilchie and do develop
the symptoms that make up the syndrome of depress§lbildren like
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adults may develop depression. Between 2 and 4peof children under
17 years of age experience major depressive disoriiae symptoms in
young sufferers are likely to include physical disdort, irritability, and
social withdrawal (APA, 2000). Explanations of cibod depression are
similar to those of adult depression. Factors sashloss, learned
helplessness, negative cognitions and low serotmn@pinephrine activity
are indicators. Also like adults many cases ofdttobd depression seem
to be triggered by a negative life event, majomge rejection or ongoing
abuse. Like depressed adults, children with defmesse at high risk for
suicide. Like depression among adults, childhoog@retssion often is
helped by cognitive therapy or interpersonal apghmea, such as social
skills training. In addition, family therapy can beffective. Anti-
depressant medications also seem to help somesdegradolescents.

Depression is a mental illness in which a persgpeeences deep
unshakeable sadness and diminished interest ifyradbactivities. Severe
depression also called “major depression” can diaally impair a
person’s ability to function in social situationsdaat work. People with
major depression often have feelings of despaipelessness, and
worthlessness as well as thoughts of committingidei Depression can
take other forms. In the case of Bipolar disordenstimes called “manic
depressive illness”, a person’s mood swings baadk famth between
depression and mania. In younger children, demessnay include
physical complaints, such as stomach-aches, heaslaels well as
irritability, moping around, social withdrawal antlanges in eating habits.
They may feel unexcited about school and othevidies.
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Summary

Reactive attachment disorder is characterisedrogirked disturbance i
the child’s ability to relate to other people. Tdare two subtypes of
reactive attachment disorder; The inhibited anddisanherited subtype.
Separation anxiety is the fear and anxiety thatlotm experience when
separated from their parents or primary caregivers.

>

=

When separation anxiety continues well into chilath@r appears late
in childhood or re-appears later in childhood orladcence, th
diagnosis may be separation anxiety disorder. Sthildren experience
physical symptoms such as headache and nauseathdemnticipate
separation from their parents. Adults with separatinxiety may refus
to move from their parent’s home or feel unablév® independently.

W

D

Fears become phobias when they are out of proporbidhe reality of
danger that an object presents. Many children wahool phobia dc
well in school and express desire to attend bu theerience intense
anxiety when they get ready to go to school. Sopeeiic and effective
behavioral treatments for phobias include de-seasibn. Researchers
have found that in recent years, pre-adolescerdreni can and do
develop the symptoms that make up the syndromemiedsion.

o
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Between 2 and 4 percent of children under 17 yehmge experienc
major depressive disorders. The symptoms in youiffgrers are likely
to include physical discomfort, irritability anda@al withdrawal.

Post-Test

1. Reactive attachment disorder is characterized
in the child’s

2. There are two subtypes of reactive attachment désonamely
(@) (b)

3. The reactive attachment disorder begins before dge of

years.

4. The diagnostic criteria for reactive attachmentodisr include
and

5. Some forms of are effective in thattent of

reactive attachment disorder.
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6. Separation anxiety disorder begins when a child is
months old.
7. Infants with separation anxiety orcobe
and when separated from theintsare
8. Children with separation anxiety disorder about the
safely of their parents.
9. Treatments of separation anxiety disorder involves
10. Causes of school phobias may be caused by acadewhic
(mention one fear).
11. Children like adults may develop depression
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LECTURE FOUR

Developmental Disorders

Introduction

The Essential feature of developmental disordeiis ihe acquisition of
cognitive language, motor or social skills. The rseuof developmental
disorders tends to be chronic when signs of therdes persist into adult
life. However, in many mild cases, adaptation dr fiecovery may occur
(DSM-IV).

A general category of developmental disordersedalpervasive
developmental disorders”includes Autism, Rett's disorder, Childhood
disintegrative disorder and Asperger’s disordedisted in DSM — IV.
These disorders involve noticeable abnormalitiesthie child’s social
adjustment. In contrast, other developmental dmmrdsuch as mental
retardation and learning and communication disaidenpair the child’s
cognitive functioning but these disorders do netassarily affect social
adjustment of all the childhood disorders listed@M-1V, the pervasive
developmental disorders are the most devastatidgrenmost perplexing.
These disorders involve problems in many domainsfusictioning:
language attention, social responsiveness, peotept@nd motor
development. The term ‘pervasive’ is used becaasky elevelopmental
processes are often so seriously impaired thathiié usually requires a
special educational setting.

Objectives
At the end of this lecture, you should be able to;
1. learn about developmental disorders;
2. discuss pervasive developmental disorders;
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3. learn how developmental disorders affects childesrat
4. identify the various types of developmental disesde

Pre-Test
1. Mention the essential feature of developmentalrdisc.
Mention why term ‘pervasive’ is used.
List thepervasive developmental disorders.
List the other developmental disorders.
When is course of developmental disorder termdzktohronic?

arMwn

CONTENT

Autism: Autism is a pervasive developmental disorder wigsaptoms

are first observed very early in life — usuallyimfiancy. Autistic disorder
is also called Autism. The pattern was first ideed by the American
psychiatrist named Leo Kanner in 1943. Childrerhvitiis disorder are
extremely unresponsive to others, uncommunicategetitive and rigid.

Their symptoms appear early in life before 3 yragé. Autism affects 5
of every 10,000 children (Phares 2003, APA 200®ual80 per cent of
children with autism are boys. As many as 90 pdroérchildren autism

remain severely disabled into adulthood and areblena to lead

independent lives (APA 2000). The highest functgnadults with autism
typically have problems in social interacting amincnunication and have
restricted activities and interests. (APA, 200094

Several other disorders are similar to autismdiffeer to some degree
in symptoms or time of onset. These different disos are categorised as
pervasive developmental disorders, but most chngirefer to them in
general as autism. The individual's lack of respersess including
extreme aloofness and lack of interest in otherplgedias long been
considered the central feature of autism. Suffergosnetimes have
language or communication problem in the forms diodalia, delayed
echolalia and pronominal reversal. Autism is alsarkad by limited
imaginative play and very repetitive and rigid babar. Affected
children may be unable to play in a varied, spoepas way or to include
others in their play. The motor movements of peopiid this disorder
may also be unusual.
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Characteristics: One main feature of autism is that the child’s ibtio
respond to others does not develop normally withefirst three years of
life. They lack interest in people and do not regpto them. They fail to
develop normal attachments to the adults who aareéhem. In infancy,
these tendencies are reflected in their failureuidle, lack of eye contact,
or even a version to physical affection. Thesedcan may fail to develop
language, and if language is acquired it is usualigormal. It might be
characterised by echolalia, the tendency to repeatho precisely what
one has just heard and echopraxia, the tendencgpeat the action of
others. These children respond negatively to chamgjeeir routines or in
their environments.

Causes of Autism

A variety of explanations has been offered forsauatiRecent work in the
psychological and biological spheres has persuatiedal theories that
cognitive limitations and abnormalities are thenmary causes of autism.
Leo Kanner (1943), a child psychiatrist was thist fto recognise this
disorder as a distinct syndrome. A significant mijn of children with
autism have 1QS in the range of mental retardatRsychodynamic and
behavioural theorists came up with possible psyjioal causes of
autism by examining parental traits. The parentshiidren with autism
seemed to be introverted, distant, intellectual meticulous. (Betel-heim,
1967). They were described as creating an envirahroé emotional
refrigeration, and many clinicians referred to trefrigerator mothers” of
these children. It is assumed that the parentsawiebral tendencies were
reflected in their offspring, increase in attentiwas also been directed to
the biological origins of the disorder (Rapin andtXnen, 1988). A
biological basis to autism is that the childrenhwihe disorder tend to
have seizures. Another biological cause is newastmission. When the
neuro-transmitter activity is abnormal, the bram unable to pass
messages efficiently from one neuron to anotheis €ould produce the
behavioural and cognitive abnormalities observechiidren with autism.

Treatment: behavioural techniques may treat specific disardaused by
autism. A variety of medications are used in tieatiment of autism. They
are prescribed for limited periods of time to trepécific symptoms rather
than the entire syndrome. Treatment can help peefih autism adapt
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better to their environment, although no treatmget known totally
reverses the autistic pattern. Behavioural thesapieommunication
training, parent training and community integratiare being used in
treatment of autism.

Mental Retardation

Mental retardation refers to substantial limitaidn present functioning.
(AAMR — American association on mental retardatitiny characterized
by significantly sub-average intellectual functiogiexisting concurrently
with related limitations in two or more of the foling applicable
adaptive skill areas: communication, self-care, &diving, social skills,
community use, self-direction, health and safetynctional academics,
leisure and work. Mental retardation manifests keetbe age of eighteen.
This definition has been incorporated into DSM — &€ criteria for
diagnosing mental retardation. It is often presenthildren with Autism
and Schizophrenia. According to the DSM-IV, mem&hrdation has a 1
percent prevalence rate. Despite its prevalencejsithowever a
controversial disorder and it is often difficult thagnose. In part the
difficulty arises from the stereotypes that peopl@ve about mental
retardation. But in a larger measure, the diffiguticcurs because the
notion of intelligence is at the heart of mentdhardation and intelligence
is very difficult to define (Gould 1981; Kamin, 19/ What has been
clearly established however is that there are nmates than females
suffering from the disorder.

In recent years, the less stigmatising term “dgwalental disability”
has became synonymous with mental retardation myrohnical settings
(Phares, 2003) Approximately, one of every 100 qessreceives this
diagnosis (APA, 2000). Around three-fifths of theme male and the vast
majorities are considered mildly retarded. Accogdioc DSM-IV, people
should receive a diagnosis of mental retardatioanthey display general
intellectual functioning that is well below average combination with
poor adaptive behaviour (APA, 2000, 1994). Thahiaddition to having
a low 1Q (a score of 70 or below) a person with takretardant may have
great difficulty in areas such as communicatiormbpliving self direction
or safety (APA, 2000 1994). The Symptoms must ajspear before the
age of 18.
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Characteristics of Mental Retardation

The most consistent sign of mental retardatiorh& the person learns
very slowly. Other areas of difficult are attentioghort-term memory
planning and language. These who are institutinedliwith mental
retardation are particularly likely to have thesmitations. DSM-IV
describes four levels of mental Retardation; mif@l $0-70) moderate (1Q
35-49) severe (IQ 20-34) and Profound (IQ below 20)

Mild Retardation: About 85 of all the people with mental retardatiat
into the category of mild retardant (IQ 50 — 70)P@\ 2000). They are
sometimes called educable retarded because theybeagfit from
schooling and can support themselves as adultk. tBéy typically need
assistance when they are under stress. Their gri$ to be skilled or
semi-skilled. Mild mental retardation is not usyatkecognised until a
child enters school and is assessed there. Thikeottel performance of
individuals in this category often seems to improwth age, some even
seem to leave the label behind when they leaveotema they go on to
function well in the community.

Research has linked mild mental retardation maimlgocio-cultural
and psychological causes particularly poor and derdlvironments,
inadequate parent child interactions and insufficlearning experiences
during a child’'s early years. Some biological fastamlso may be
causative. Studies suggest, for example, that aherist moderate
drinking, drug use or malnourishment during pregyamay lower a
child’s intellectual potential; similarly, malnogshiment during a child’'s
early years may hurt his or her intellectual depeient, although this
effect can be reversed at least partly if a chithiét is improved before too
much time goes by (Bareff & Olley, 1999).

Moderate Retardation: Approximately, 10 percent of persons with
mental retardation function at a level of modenaardation. They can
learn to care for themselves and can benefit frocatronal training and
many can work in unskilled or semi-skilled jobs alty under
supervision. Most persons with moderate retardaisn function well in
the community if they have supervision (APA 200994).

Approximately, 10 percent of children in this ggaey make up those
with mental retardation. Like other children, therg able to learn to talk
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and communicate during the pre-school period. Buotike other children,
those with moderate mental retardation have difficlearning social

conventions. During the school-age period theymafit from training in

social and occupational skills, but they are umjikeo go beyond the
second grade levels in academic subjects. Phygith#y may be clumsy
and occasionally they may suffer from poor motceoodination.

Severe Mental Retardation

Before they are five, those with severe mentalrdetzon show poor
motor development and they develop little or no samicative speech.
At special schools, they may learn to talk andlwanrained in elementary
hygiene. Generally they are unable to profit fromcational training,

though as adults they may be able to perform simpiskilled job tasks
under supervision.

Profound Mental Retardation

Children in this category are severely handicapgpeatiaptive behaviours
and they are unable to master the simplest moskstduring the pre-
school years. During the school years, some dewedapin motor skills
may occur, and the child may respond in a limite 1o training in self-
care. Severe physical deformity, central nervougtesy difficulties, and
retarded growth are not uncommon. Health and eesistto disease are
poor and life expectancy is shorter than normalesghchildren require
custodial care.

Causes of mental Retardation

Mental Retardation is a symptom and not a spedifease, and there are
a multitude of causes. Mental retardation may tefsam chromosomal
disorders, prenatal exposure to certain drugsciioies, complications
during labour and delivery, post natal physicalutna to the brain,
metabolism or nutrition problems, brain disease agrslchosocial
disadvantages including deprivation, abuse andegeglGenetic causes
include single-gene defects such as fragile X symérand chromosomal
disorders, such as Down syndrome. Metabolic digerdach as in PICU
(Phenyketonuria fragile & syndrome is caused whea tip of the X
chromosome breaks off. The syndrome is characterise severe to
profound mental retardation, autistic behaviour @péech defects. In
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addition, males with fragile x syndrome have laeges, long faces and
enlarged testes.

Down syndrome sometimes referred to as ‘Trisomyiadolves an
abnormal number of chromosomes or changes in thetste of a
chromosome. The most common form of Down syndraamwet inherited.
It occurs at conception and immediately affects degelopment of the
fetus. It arises because there are forty-sevemubsomes rather than the
usual forty six in the cell is of the children bamith the disorder. There is
an “extra” chromosome 21. Down syndrome childreveha characteristic
facial appearance that usually includes wide-daftad eyes, physical
anomalies, especially heart malformations.

It is possible to detect chromosomal problemsughoamniocentesis,
a test that is administered to the mother after tthegeenth week of
pregnancy. In this procedure, a small amount ofiatienfluid (the fluid
that surrounds the fetus) is drawn off and examifeedhe presence of
abnormal chromosomes.

Environment appears to play an important rolehian development of
intelligence. The prenatal environment to which s is exposed can
have a profound effect on intellectual developmbigi blood pressure or
diabetes in the mother can interfere with fetal irbrdevelopment.
Similarly, infectious disease, and drugs the moth&es can affect fetal
development. Low birth weight, premature births idegatal falls or
physical abuse can also cause brain damage andlmeardation.

The treatment of mentally retarded children ha=atly changed in
modern times. In the past, many children with mlerggardation were
placed in institutional aged settings. Today, ia Whestern world, young
children with severe retardation are now educatadgional facilities that
offer a broad range of educational programs to gmepthem for
independent living. Early intervention programme paovide specialised
teaching and other services for infants, toddlergl pre-school children
some individuals diagnosed with mild mental retdotaas children may
gradually develop new skills through early intetvem and educational
services. Children with mental retardation also dbérfrom help with
acquiring social skills that enable them to interaore easily with people
in school and community settings.
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Rett’s Disorder

Rett’s disorder is distinguished from autism beeatle disorder shows a
different developmental course and patterns of $gmpRett’'s disorder

typically has its onset between five and forty-éighonths of age,

although the age of onset may range from birthotar fyears of age as
described by DSM-IV. It is a rare disorder withrayalence estimate of 1
in 10,000. Unlike the other pervasive developmenligbrders, Rett’s

disorder only occurs in females.

At first, the child’s physical emotional developmés normal. When
the disorder does begin to manifest itself, thédcélnows a slowing down
in head growth and a decline in motor and commuimicaskills. She then
begins to withdraw from social interaction and dlgi adheres to non-
functional routines or rituals. She also starts ifeating stereotypic and
repetitive hand or finger movements or whole bodyvements. Most
children with Rett's disorder suffer from mental tarelation.
Unfortunately, Rett's disorder is usually persisteand progressive.
Studies have discovered that Rett's syndrome isexhby mutations in a
specific gene on the X chromosome.

Childhood Disintegrative Disorders

In this type of disorder, development is within thermal range at least
until the child reaches two years. The child bedigsshowing a loss of
skills in at least two of three areas; languagesiatocand motor. The
symptoms are very similar to those shown by aatistiildren. This

disorder occurs more often in males than in femalése cause of the
disorder is unknown but researchers believe it @obbinvolves some
abnormality in the early development of the nervaystem. The

treatment is the same as those for autism whichnéeasive behaviour
therapy, educational programme, and in some casdgation.

Asperger’s Disorder

Asperger’s Disorder has the latest onset. Usudliy not detected until
the pre-school period or later. The estimated peena for Asperger
disorder is 1 to 26 percent of the population.sitassociated with less
severe deficits. The primary symptom is impairniargocial interaction.

It is often accompanied by repetitive patterns ehdwiour and limited
interests. When interacting with others, most imimls with Asperger’s
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disorder fail to make eye contact and their fa@apressions rarely
change. Their body posture and gestures seem ahmedtanised. They
have few friends and express little interest irreational activities and
humour. Like autism, it is more common in males nthiemales.
Surprisingly, some children who suffer from Asperggisorder are
unusually gifted in certain areas.

Case study

Samuel was diagnosed as having Asperger syndroree v
was ten years old. He was viewed as very unusuabthbits and
peers. Sam went on to complete his high schoolagidacwith

the help of a tutor. He then got a job packing gmies at a local
supermarket. He has now worked there for over &gy He is
the most reliable employee at the store. Nonethelam has
very obvious signs of Asperger’s disorder. He newekes eye
contact, and he greets everyone with the same ehiraghe

same high pitched tone of voice. As patrons efiterstore, he
says “welcome today and | hope you are doing findé turns

his head towards the person but averts his gazhdaaight and
shows no facial expression of emotion. He packgtbeeries in
a very precise manner and occasionally initiates beef

conversation while doing so. As the customer ledhesstore,
Sam says, “Good-bye and | hope you come back mah’s

Sometimes, he repeats this several times, usualthe same
high pitch and with the same pattern of intonation.

Learning Disorders

Learning disorders are more common than mentatdatian. Learning

disorders are difficulties that reflect developna¢rdelays mainly in the
areas of language and mathematical skills. Chilevigim learning disorder
are considered to be learning disabled. There lanee tmain types of
learning disorders and they are reading disordehenaatics disorder and
disorders of written expressions.

Individuals with learning disorders are delayedspecific cognitive
skills not in all areas of mental functioning. Théy not have the severe
social problems that characterize those with péreaslevelopmental
disorders. Learning disorders also occur frequemtlgombination with
other difficulties. Children progress in their edtion at different speeds.
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A certain amount of logging behind is to be expeadé many children
some of the time. But when a child is significantlglow the expected
level, as indexed by the child’s schooling, age Hpdthen the matter is
viewed as psychological. A significant problem &xi$ the child is more
than two years behind his or her age level.

Reading Difficulties

Reading disorder has also been referred to aséxigsl It is the most
common of all the learning disorders. It affectew@t? percent of school-
aged children.

As group poor readers are late in acquiring laggughey are poor
spellers and are more likely to have a historyeafding difficulty in their
families. Children with severe reading difficultiet age ten are at
increased risk of other psychological disorderstipaarly behaviour
disorders. Boys and girls suffer serious readifijcdities.

Theories of the causes of reading disorder focugansious aspects of
brain development. On dominant view is that dysl@gicaused by a delay
in the development of the brain. Another perspectiy that there is
actually an abnormality in the structure of theifora

In the treatment of dyslexia, a combination ofinireg in reading
skills and behaviour therapy designed to maintaichéd’'s interest in
learning has proven effective for many childrenhwiarning disabilities.
Many programme for enhancing reading skills areilalvke for use on
home computers.

There are social implications of serious readirgbfems: poor
readers who are of average intelligence rarely besuks or newspapers.
Some fail to graduate from high school. Many chatdrwith reading
disabilities emerge from the school system hangiedpeducationally
socially and economically and their employment opputies may be
limited. Their self-esteem often suffers. Nevertissl most of the children
with learning disabilities grow up to be highly sessful adults.
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Summary

The essential feature of developmental disordens tise acquisition o
cognitive, language, motor or social skills. Theirse of developmental
disorders tends to be chronic when signs of therdes persist int
adult life. However in mild cases, adaptation df fecovery may occur].
A general category called “pervasive developmedisdbrders includ
autism, Rett's disorder, childhood disintegrativeisodder an
Asperger’s disorder as listed in DSM-IV.

Other developmental disorders include mental retasd and learnin
and communication disorders. The symptoms of autesm first
observed very early in life — usually in infancy.

Leo Kanner (1943) a child psychiatrist was thet fis recognize this
disorder as a distinct syndrome. Mental retardatesars to substantia
limitations in present functioning (AAMR - Amerigaassociation on
mental retardation.

Approximately 1 out of every 100 people receivas thagnosis (APA
2000). In Rett's disorder, at first, the child’sygital and emotiong
development is normal. When the disorder does begmanifest itself
the child shows a slowing down in head growth amtkéline in motor
and communication skills. The typical onset of dhdod disintegrative
disorder is between three and four years. The pyinsgmptom of
Asperger’s syndrome is impairment in social intécac There are threg
main types of learning disorders and they are repdiisorders
mathematics disorder and disorders of written esgoms.

Post-Test

1. are the tedsen
features of developmental disorders

2. Pervasive developmental disorders includes

3. Other development disorders include

4. The symptoms of autism are first observed
5. Autistic disorder was first identified by in 1943.
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6. Mental Retardation refers to

7. There are levels of mental retardation.
8. The age of onset of Rett's disorder may range from to
years.

9. Asperger’s disorder is not detracted until the __period.

10.Learning disorders are difficulties that reflectvel®pmental
delays in the areas of and sskill
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LECTURE FIVE

Disruptive Behaviour Disorders

Introduction

Children often break rules or misbehave. If theysistently display
extreme hostility and defiance, however, they maalify for a diagnosis
of oppositional defiant disorder or conduct disorde

Disruptive behaviour disorders are characterizediéfycits in self
control and involve behaviour tendencies like hgpévity, inattention,
aggressiveness, destructiveness, and defiancetudray. The symptoms
tend to emerge in the preschool and elementaryoscrears. There are
three types of disruptive behaviour disorders ngneeinduct disorders,
oppositional defiant disorder and attention defigiperactivity disorder.

Objectives
At the end of this lecture, you should be able to:
1. identify oppositional defiant disorders;
2. identify conduct disorders; and
3. identify Attention deficit/hyperactivity disorders.

Pre-Test
1. What are the characteristics of Disruptive behavisorders
2. Name the three types of disruptive behaviour dised
3. Mention the diagnostic criteria for children witbraluct disorder.
4

. Mention the three subtypes of attention—deficitdrgativity
disorder.
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5. Mention the distinction between oppositional deffidisorder and
conduct disorder

CONTENT
Oppositional Defiant Disorder

Children with oppositional defiant disorder argepeatedly with adults,
lose their temper, and feel great anger and resstrithey often ignore
adult rules and requests, try to annoy other peapte blame others for
their own mistakes and problems. Between 2 andet6ept of children
display this pattern (APA, 2000). The disorder isrencommon in boys
than in girls before puberty, built equal in botbxes after puberty
probably because many boys with this disorder #gtweorsen during

adolescence and develop a more extensive and sangsecial pattern,
called conduct disorder.

Children who meet diagnostic criteria for oppasil defiant
disorder (ODD) are negativistic, hostile, temperatak and defiant
towards authority figures over at least six montAkhough, the non
compliant behaviours of children with ODD are uspalanifested toward
adults, these children are also prone to be negttivtowards peers.
Many steal from, threaten or harm their victimsmeoaitting such crimes
as shop lifting, forgery, breaking into buildingscars, assault and armed
robbery. As they get older, their acts of physiialence many include
rape or in rare cases, homicide (APA 2000, 1994nddct disorders
usually begins between 7 and 15 years of age (ABBA0). Children with
a mild conduct disorder may improve overtime bwese cases frequently
continue into adulthood and may develop into aotisd personality
disorder or other psychological problems (Pharé83»

The distinction between ODD and conduct disordebased on the
presence of violating of the law or basic sociat@so Children with ODD
do not engage in repeated physical aggressionggrogdestruction, theft
or deceit. Both disorders tend to occur in sequamckeare associated with
problems in understanding and solving interpersgmablems. Both
disorders are also associated with increased oiskriti-social behaviour
in adulthood.

Conduct disorders are characterised by persidtehtviours that
seriously violate the rights of others and basiciegal norms. Children
with conduct disorders often get in trouble witke thw, and some become
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career criminals. Children who meet diagnostic ecdt for conduct
disorder repeatedly violate very basic norms faerpersonal behaviour.
They are often physically aggressive and cruel tilers. They may
habitually lie and cheat.

Society factors might play a role in the most@esicases of conduct
disorder. There is also a biological basis of vidbdity to conduct
disorder a constitutional vulnerability to conddcsorder. Heredity is one
source. Genetic factors play a role in determinivigch children have
conduct problems and which do not. Cases of condigotders have been
linked to genetic and biological factors, drug ahugoverty, traumatic
events and exposure to violent peers or commuiotgnce.

Treatments for conduct disorder are generally nadfctive with
children younger than 13. Given the importanceamhify factors in this
disorder, therapists often use family interventiorfS8ocio cultural
approaches such as residential treatment in thenconty, programme at
school and group therapy have also helped somelrehilimprove
(Phares, 2003). Individual approaches are sometgfiestive as well.
Drug therapy has also been tried to help contrgiressive outburst in
children institutionalisation in juvenile trainingentres has not met with
much success.

Attention Deficit Hyperactivity Disorder (ADHD)

This is the most frequently diagnosed disruptiveodier of childhood.
DSM-IV distinguishes three sub-types of this diswrdattention deficit
hyperactivity disorder — combined type; attentioefict hyperactivity
disorder — predominantly inattentive type: and rditen deficit
hyperactivity disorder — predominantly hyper activeimpulsive type.
These distinctions are made because children n@ay shly one aspect of
the syndrome, attention problems or excessive iactevel. In majority
of cases however, they show problems with bothnatie and activity
level. In order to be diagnosed with ADHD, a chifdust show
developmentally inappropriate attention problemspulsiveness and
motor hyperactivity. In the classroom, the attemtabfficulties are often
manifested in an ability to stick with a specifask. Children with ADHD
have difficulty organising and completing work. Theften give the
impression that they are not listening or that thaye not heard what they
have been told. Just sitting still seems to be jmnthallenge for them.
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When they interact with pears, children with ADHIDe sometimes
awkward and disorganised. Similarly, at home theg described as
failing to follow through on parental requests afaling to sustain
activities including play for periods of time thate appropriate for their
age. A good example of a child with attention défieyperactivity
disorder is provided in the following case.

“Victor was four years old when he was first adetitto a children’s
psychiatric ward as a day patient. As soon as hddcorawl, he got into
everything. He had no ideas of danger. He slepy Viite at night and
was difficult to pacify when upset. It was only daese he was their only
child and they could devote all of their time tonhthat his parents
managed to maintain him at home.

His problems were noticed by others just as s@¥iator began pre-
school at age three. He made no friends among tther @hildren. Every
interaction ended in trouble. He rushed around @dly, and could not
even sit still at story time. His flitting from orectivity to another
completely exhausted her teachers. After someeasghthonths of trying,
his teachers suggested that he be referred to dspital for assessment
and treatment.

On examination, no gross physical damage can hmdoin his
control nervous system. Psychological examinati@vealed that Victor
had a nearly average intelligence. In the hospitheé was just as
hyperactive as he had been in school and at home. chimbed
dangerously to the top of the outdoor swings. Hefram one play thing
to another and showed no consideration for otheitdobn who were
using them. Left to his own devices, he was cotigtam the move,
tearing up paper, messing with toys all in a nonstouctive manner.

Victor was placed in a highly structured classroaith two teachers
and five other children. There, his behavior waadyrally brought under
control. He was given small tasks that were wethinihis ability, and he
was carefully shown how to perform them. His suse®svere met with
lavish praises. Moreover, patience and reward gedijuincreased the
length of time he would spend seated at the table.

Victor had an especially severe form of ADHD. Hesviayperactive,
always on the go, with apparently boundless energ/ was impulsive;
doing whatever came to mind, often without regardphysical danger.
And he had problems focusing his attention on amy task without a

35



great deal of support from teachers. EventuallyGtadfi was placed in a
small structured, residential school. By age sirtdee had settled down a
great deal. He was no longer physically overactivat his conversation
still flitted from one subject to another. He had friends among his
peers, although he could relate reasonably welhdalts. Victor showed
little initiative in matters concerning his owndifand his prospect for
gaining employment was not good”.

Children who display ADHD have great difficultyteriding to tasks
or behave over actively and impulsively, or bottheTdisorder often
appears before the child starts school. The sympwADHD often feed
into one another. Children, who have trouble foggsttention, may keep
turning from task to task until they end up tryibg run in several
directions at once. About half of the children wi#DHD also have
learning or communication problems, many perfornerfyoin school, a
number have difficulty interacting with other chith and about 80
percent misbehave, often quite seriously it is atsmmon for the children
to have mood or anxiety problems. The disorder lihsupersists
throughout childhood (APA 2000, 1994) many childstrow a marked
lessening of symptoms as they move into mid-adelese but at least half
continue to have problems (Phares, 2003).

ADHD have been considered to have several integotauses,
including biological causes, high levels of strassl family dysfunction
(Barkley, 2002).

DSM-1V cites prevalence rates in pre-adolescemcging from 3-5
percent. The proportion of children who meet thegdostic criteria for
ADHD varies as a function of (1) how informationaaib the child’s
behaviour is obtained from parents, teachers arcdi observers. (2) The
nature of the setting classroom, playground or hame (3) the child’'s
family background. Teachers are often the firstewognize ADHD in a
child. This is especially true of children from lewincome families.
Many children “grow out” of the symptoms of ADHD #sey get older.
Genetic factors are involved in some cases of ADKRRulnerability to
ADHD is also increased by environmental factorg therfere with brain
function). The child’s social environment may alse a factor in the
symptoms of ADHD.
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Treatment

The two main treatment approaches to ADHD are nag¢idic and
behavior therapy.

1. Either of the following groups:

A. At least six of the following symptoms of inatteon, persisting
for at least six months to a degree that is malkadgapand
inconsistent with development level:

a) Frequent failure to give attention to details orkmng
careless mistakes.

b) Frequent difficulty in sustaining attention.
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c)
d)

€)

)

9)

h)

)
B. At

impulsivity, persisting for at least six months dodegree that i
maladaptive and inconsistent with developmentaditev

a)
b)

c)
d)
e)

f)
9)

h)
)

Frequent failure to listen when spoken to directly.

Frequent failure to follow through an instructiomsd
failure to finish work.

Difficulty in organising tasks and activities.

Avoidance of dislike of, and reluctance to, engagé&asks
that require sustained mental effort.

Frequent loss of items necessary for tasks oritesy
Easy distraction by irrelevant stimuli.

Forgetfulness in daily activities.

least six of the following symptoms of hypetigity —

Fidgeting with hands or feet, or squirming in seat.

Frequent wandering from seat in classroom or sin
situation.

Frequent running about or climbing excessively
situations in which it is appropriate.

Frequent difficulty in playing or engaging in leisy
activities quickly.

Frequently “on the go” activity or acting as if fden by a
motor”.

Frequent excessive talking.

Frequent blurting out of answers before questi@sskeen
completed.

Frequent difficulty in awaiting his turn.
Frequent interrupting of or intruding on others.

1.The presence of some symptoms before the age of 7
2.Impairment from the symptoms in at least two sg#in
3.Significant impairment

L

nila

in
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Summary

Children with oppositional defiant disorder argepeatedly with adults,
lose their temper and feel great anger and resetetween 2 and 1/6
percent of children display this pattern (APA, 2D00he distinction
between ODD and conduct disorder is based on tesepce of
violations of the law or basic social mares. Clatdrwith conduct
disorders often get in trouble with the law and sobecome caree
criminals. Conduct disorders usually begin betwéesnd 15 years @
age (APA, 2000). The three subtypes of attentidicitidryperactivity
disorders are (1) Attention deficit hyperactivitysarder — combined
type (2) attention deficit hyperactivity disorder predominantly
inattentive type and attention deficit hyperacyivitdisorder —
predominantly hyperactive
impulsive type. When they interact with peers, dtgh with ADHD are
sometimes awkward and disorganised. ADHD is thetrfresjuently
diagnosed disruptive disorder of children (DSM-I\. order to be
diagnosed with ADHD. A child must show developmenentally
inappropriate attention problems. At home, childthwiPDHD are
described as failing to follow through on paremé&gjuests.

— =

Post-Test
1. Disruptive behaviour disorders involve behaviourdencies like

2. are the types sfuptive
behaviour disorders.

3. Between and 16 percent of children dis@®D
pattern.

4. Children with engage in repeated physiggtession.

5. Conduct disorders begins from between 7 and years of
age.

6. Conduct disorders are characterised by persistmaviours that

7. Children with conduct disorder improvertime.

8. is the most frequently diagnosed disrapdisorder of
childhood.
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9. In order to be diagnosed with ADHD, a child mustowh

10.The causes of ADHD are and
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LECTURE SIX

Eating and Habit Disorder

Introduction

Disorders whose primary symptoms involve a disauptiin the
individual’'s patterns of eating, elimination, movemh or communication
will be discussed in this lecture. The eating digsos can occur at either
extreme; excessive consumption of food or dramaikictions in food
intake. Both can have life-threatening consequentle habit disorders
of elimination movement and communication. Acqurinsocially
appropriate habits with respect to this behavisuofi critical importance
for healthy development. Problems with eliminatioeferred to as
enuresis and encopresis can have significant pfygical causes and
consequences. Similarly, the ability to communiadéarly and maintain
conscious control over movement is central to thiéds functioning in
society. In this lecture, we will also discuss t&rihg and tic disorders.

Objectives
At the end of the lecture, you should be able to:
1. identify the eating and Habit disorders;
2. list the eating and Habit disorders; and
3. mention or list the symptoms of the eating and Hdisiorders.

Pre-Test
1. List the two major categories of eating and halsibdlers.
2. Mention the symptoms of Anorexia and Bulimia
3. Mention the prevalence of Anorexia and Bulimia.
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CONTENT
Eating Disorders: Anorexia and Bulimia

The two major categories of eating disorders thathave are anorexia
nervosa and bulimia. These two disorders havendisteatures but they
also share some common symptoms and common egslobiney show a
similar developmental course. They tend to begimadolescence but do
not extend past early adulthood.

Anorexia Nervosa: People suffering from anorexia nervosa have an
intense fear of gaining weight despite being muddeuweight. Even
when they are emaciated, people with anorexia d&ehfat. There are
two sub-types of those with anorexia: Restrictord Rurgers. Restrictors
are thin primarily because they refuse to eat. &grglso refuse to eat
much of the time, but when they do eat, they useithog and laxatives to
purge what they have eaten. The consequences mhamacan be severe,
such as having low blood pressure and low body ésatpre, the
occurrence of life — threatening cardiac rhythmratarded bone growth
and anemia. Moreover, the low level of serum pasasscaused by
starvation can lead to irregularities in the heaté that may cause death.
Amenorrhea the absence of menstrual periods is @yamong girls or
women with anorexia.

About 95 percent of those with anorexia are femake prevalence
of this disorder appears to be rising such thatiathon 100 females suffer
from it. Anorexia is considered a disorder of chddd because its onset is
usually in early to late adolescence, althoughan begin at any age.
Psychosocial theories of anorexia suggest thaises from a deep need
for autonomy, which comes from being in over coltitrg family.

Anorexia can be a difficult disorder to treat. @ians and researchers
explore the use of psychotherapy in treatments.|éVhiore recent

approaches rely heavily on behavioural and cognitherapy techniques
to help the families reduce the symptoms.

Bulimia: Bingeing on food is not uncommon but people vathimia are
excessively critical about their binges and moraegally about their
physical appearance. As a result, they attemptutgepafter a binge by
self-induced vomiting by misusing laxatives, diicgt or other
medications by fasting or by excessive exercisdffjen the binge/purge
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episodes take hours out of each deny and beconmeidaMany sufferers

of bulimia also suffer from severe depression. Maalfferers of bulimia

also suffer from severe depression. Majority of pjeowvho suffer from

bulimia are women. The women also experience magisiproblems

frequent vomiting and other types of purging caadl¢o severe loss of
body fluids and an imbalance in electrolytes, whielgulate the heart.
Such an imbalance can result in heart failure.

Some researchers believe that both anorexia alirdidware variants
of a mood disorder. In recent years, there is arease in the prevalence
of both anorexia and bulimia, and they are morermomin developed
countries than in underdeveloped countries. Cultawams play a role in
the etiology of these disorders. Thinness is carsidl a virtue in some
societies, especially for females. The ideal sifapevomen as indicated
by television stars, fashion models and winnerbeduty pageants has
been that of a thin frame. Some women succumbiggtiessure by going
on extremely restrictive diets. Many women who depéulimia have a
history of going on extremely restrictive diets, igéh are chronically
stressful and frustrating. Other times, purgingaisvay of reducing the
distress that the binge has caused.

Summary

The two major categories of eating disorders thathave are anorex
nervosa and bulimia. People suffering from anoremavosa have a
intense fear of ___ The two subtypes of anoregiaosa are restricte
and purgers. About 95 percent of those with anaraxe female. Peop
with Bulimia are excessively critical about theimdpes and morg¢
generally about their physical appearance. Manyegers of Bulimia
also suffer from severe depression.

The termenuresisis defined as involuntary urination at least twe
month for those who are older. Stuttering is a radr#tisorder in speech
rhythm. The signs are first apparent by the tineedhild is 3 years old.
A tic is a repetitive involuntary movement or vasation that has a
very sudden onset.

Yo wnw S
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Post-Test
1. Mention the two major categories of eating disosder
2. People suffering from anorexia nervosa have amsaefear of

The two subtypes of anorexia nervosaare __and
______iscommon among girls or women with anorexia.
_____Percent of those with anorexia are women.

People with Bulimia shows __ about their bingega
Many sufferers of Bulimia also suffer from severe.
Another term for enuresisis

Primary Enuresis occurs when

10. Factors play a role in stuttering.

© 0N Ok
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LECTURE SEVEN

Substance Abuse Disorders

Introduction

In this lecture, substance use disorders are diedusith emphasis on the
maladaptive patterns of substance use. The cagsgoffsubstances people
often misuse are also listed according to the DSMNlany people use

drugs to change their level of awareness, moodfeglthgs. Sometimes,

the drugs are not prescribed by a qualified medacattitioner i.e. they

are self-medicated and self administered. This hstws referred to as

drug abuse, which could lead to maladaptive behlmydrug dependence
and addiction.

Objectives
At the end of this lecture, you should be able to:
1. distinguish between substance use and substancisoséers,

2. describe the maladaptive of behaviour due to sobstanisuse;
and

3. differentiate the categories of substances pedfde misuse.

Pre-Test
1. Distinguish between substance use and substanchbsasders.
2. Describe the maladaptive patterns of substanceseiisu
3. Differentiate the categories of substances pedpda onisuse.
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CONTENT

Drug use is not a new problem. Humans have usegsdar thousands of
years to cure illness, alleviate pain, and reliestal suffering. A drug is
defined as any substance other than food that taffear bodies and
minds. It need not be a medicine or be illegal. Tdren “substance” is
now frequently used in place of “drug” in part besa many people fail to
see that such substances as alcohol, tobacco #fietheaare drugs too.
When a person ingests a substance whether it ishallc cocaine,

marijuana or some form of medication, trillions pdwerful molecules

surge through the blood stream and into the br@nce there, the
molecules set off a series of biochemical evends tisturb the normal
operation of the brain and body. The substanceusgsmay lead to
various kinds of abnormal functioning. Some sulbstancan also lead to
long-term problems. People who regularly ingestntheay develop

maladaptive patterns of behavior and changes i thedly’s physical

responses. The maladaptive patterns may include:

Substance AbuseThis is a maladaptive pattern of substance usengad
to clinically significant impairment or distressedple may excessively
rely on the drug and in doing so damage their fanahd social
relationships, function poorly at work or put theies and others in
danger. This is indicated by one or more of théofaihg occurring within
one year.
1. Recurrent substance use, resulting in failure thillfunajor
obligations at work, school or home.

2. Recurrent substance use in situations in whicls iphysically
hazardous ,

3. Recurrent substance-related legal problems ; and

4. Substance use that continues despite its causingnooeasing
persistent social or interpersonal problems.

Substance Dependencethis is a more advanced maladaptive pattern of
substance use leading to significant impairmentdistress. Substance
dependence is also known as addiction. In thisepattpeople not only
abuse the drug but also centre their lives on @ parhaps acquire a
physical dependence on it, marked by a toleranceitfowithdrawal
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symptoms or both. Substance dependence is mauifegtat least three of
the following within one year period:

1. Tolerance
2. Withdrawal

3. Substance often taken in larger amounts over aelopgriod than
was intended.

4. Persistent desire for substance or unsuccessfolt®ffo control
substance use.

5. Considerable time spent trying to obtain, use ocover from the
substance

6. Substance use in place of important activities

7. Substance use that continues despite its causinmooeasing
persistent physical or psychological problems.

Withdrawal: symptoms consist of unpleasant and even dangerous
symptoms — cramps, anxiety attacks, sweating, amgea that occur
when individuals suddenly stop taking or can'tlbatk on the drug.

Categories

The substances people misuse fall into severalgcets. They are
examined below:

1. Depressants

Depressants slow the activity of the central nesveystem. It includes
alcohol, sedative — hypnotic drugs and opiods.

2. Alcohol: is any beverage that contains ethyl alcohol inclgdbeer,
wine and liquor.

3. Sedative-hypnotic drug A drug used in low doses to reduce anxiety
and in higher doses to help people sleep. It is eddled anxiolytic drug.
The sedative-hypnotic drug includes Barbiturate$@@nzodiazepines.
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3. Opiods: This is a highly addictive substance made from gbp of
opium poppy. The drugs derived from it are heramorphine and
endorphins.

Stimulants

These are substances that increase the activitheofcontrol Nervous
system resulting in increased blood pressure araft hate, greater
alertness and speeded up behaviour and thinkinig. imbludes cocaine,
amphetamines, caffeine and nicotine.

Cocaine: An addictive stimulant obtained from the coca pldnts the
most powerful stimulant known. Its potent form isack, which is
extremely addictive. Chronic use can cause psyshasd paranoia.
Cocaine use is associated with many medical prablem

Amphetamine: Is a stimulant drug that is manufactured in #imlatory.

Caffeine: The world’s most widely used stimulant, most oftamsumed
in coffee. The rest is consumed in tea (from tleeléaf) cola (from Kola
nut) chocolate (from Cocoa Bean) and numerous pptiens and over-
the-counter medications, such as Excedrin.

Hallucinogens

This is a substance that causes powerful changesandy in sensory
perception including strengthening perceptions anaducing illusions
and hallucinations. This includes LSD (Lysergic dadiethylamide)
developed by Albert Hoffman in 1938. Lysergic Acibiethylamide
(LCD) is a hallucinogenic drug derived from ergdk&oids.

Cannabis Drugs

These are drugs produced from the varieties ofhtmap plant cannabis
sativa. They cause a mixture of hallucinogenic,réegant and stimulant
effects. The most powerful of them... is hashible, weaker ones include
Marijuana.
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Marijuana: One of the cannabis drugs derived from the budsshed
leaves and flowering tops of hemp plant, Cannalaiva It is a
commonly used illicit drug and cause mild perceptahanges and
feelings of well-being.

Polysubstance-related Disorder:

A long-term pattern of maladaptive behaviour cehtos abuse of or
dependence on a combination of drugs. Poly substeglated disorders
are becoming as common as individual substancedeceldisorders.
Multiple drug use has led to the death of thousarfdseople, especially,
American celebrities. Elvis Presley delicate bailagcact of stimulants
and depressants eventually killed him. This isséw@e for many others.

Psychological, social and biological factors cdnite to the development
of substance use disorders (see lecture 2). A dgagnof anti-social

personality disorder is a risk factor drug and h@doaddiction. Genetic

factor may also influence vulnerability to addictio

Many approaches have been used to treat substalated disorders,
including psychodynamic, behavioral cognitive-bebaxal, biological
and socio cultural therapies. Today, the treatmargstypically used in
combinations on both out- patient and in-patierdivsaMoreover, some
people recover without any intervention at all whdthers recover and
then relapse and still others fail to improve. Amhep (2007) suggested the
following in the treatment of drug abuse:

1. Re-assure the patient that it is possible to stdusiag
substances/drugs.

Link the patient up with alcohol/narcotic among manoups.
It may be necessary to enter a patient treatmerérce
Encourage patient de-toxification for about two leee

Identify and deal with psychosocial problems enmeggrom drug
use.

Substance abuse shows a high rate of co morbadity personality
disorders depression, anxiety and schizophreniaereThis often a
developmental progression with children who haveoaduct disorder
beginning experimentation with drugs, then progreswith children who
have a conduct disorder beginning experimentatioth wrugs, then
progressing to anti social personality disorder airdig addiction.

a WD
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Although this developmental pattern is more commaammng males, it can
also occur in females. The following case historynany illustrates the
childhood origins of substance abuse.

Substance Abuse in children: case study

Mary was the second of three children born intoiddie class
family. Her father was a sales representative fofuaniture

company and her mother worked part-time as a haytiss.

Mary was a happy energetic child who did well imea and

had a broad cycle of friends. At the age of nile won a state
award for her skills in jazz dance. Her family affidends

attended her performance and celebrated her awakthen
Mary was twelve, she travelled with a group of rfde to
participate in a dance competition in another stdtier group
came in second place. At a party following the oetitipn,

many met pre-teens from many areas of the couAftgr she
returned home, Mary began to correspond with a bayne
Larry, whom she had met at the party. Mary’s pasdmd some
apprehension about her new friend, primarily beeale was
fourteen years old. But they decided not to expréwsr

reservations. One year later, when Mary was thimekarry

came to visit friends in her home town. He phoneatyMand

invited her to his home town. He phoned Mary amitéd her to
a party. Her parents said she should not go, anayMsecame
furious. She sneaked out of the house that evéaiatfend the
party, and didn’t return until 2.00am.

That evening marked the beginning of a series dfatieur
problems. At fourteen, Mary began to wear makefugp @othes
that made her look much older than she was. Sheategdly
violated her curfew and her grades began to drope Qight,
she came home at 12:00am with alcohol on her bredtr
parents grounded her and limited her privileges bbathing
seemed to affect Mary’s behaviour. When she weefif Mary
stole money from her parents and she began smbkamiguana.

Mary’s first experience with an illegal drug, Margna, was
preceded by the use of a legal drug, alcohol. Dritis
transitional period, there was an increase in henocompliance.
This is a very typical developmental pattern. Hosvefor most
youngsters, the behaviour problems begin to subsidéate
adolescence, and there is no progression to adulitsteince
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abuse. It is only a minority of teens who progréssdrug
addiction.

Summary

The term *“substance” is now frequently used in @ladf “drug”
Substance misuse many lead to various kinds ofraialdunctioning.
The maladaptive patterns of substance misuse nmranhydie substanc
Abuse and substance dependence. Substance abuseashigh rate o
co morbidity with personality disorders. There feen a developmenta
progression with children who have a conduct dispreginning
experimentation with drugs, the progressing to saial personality
disorder and drug addiction. The substances pewmese falls intg
several categories such as depressants stimuldalisicinogens ang
cannabis drugs. Depressants include alcohol, Sedayipnotic drugs
and opiods. Stimulants include cocaine, amphetanieadfeine and
Nicotine. Hallucinogens include cocaine, amphetasicaffeine and
Nicotine.
Cannabis drugs include hashish and marijuana. fddgtance related
disorder is a long term pattern of maladaptive b&ha centered on
abuse of or dependence on a combination of drugs.

= (D

=

Post-Test
1. The maladaptive patterns of substance misuse maludm

2. Substance abuse shows a high rate of co-morbidlity w

3. Depressants includes and

4. Stimulants includes nd
5. LSD is derived from

6. Hashish and marijuana are derived from

7. Poly-substance related disorder is centered on___

8. Withdrawal symptoms includes (mention 3) and

9. Alcohol is any beverage that contains
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LECTURE EIGHT

Child Abuse & Neglect

Introduction

Child abuse is a problem that affects many childred has an enormous
impact on their psychological development. Thiguez will make you to
understand the early detection of child abuse, gleece of child abuse,
the forms of child abuse and the treatments whepshparents to deal
with child abuse.

Objectives

At the end of the lecture, you should be able to:
1. explain child abuse;
2. describe the forms of child abuse; and
3. describe the treatments of child abuse.

Pre-Test
1. Explain what is meant by child abuse
2. describe the forms of child abuse
3. describe the treatments of child abuse

CONTENT

Case study

What | remember most about my mother was that she w
always beating me. She'd beat me with her highdueshoes,
with my father's belt, with a potato masher. Whemak eight,
she black and blued my legs so badly, and | toid’ego to the
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police. She said, “Go, they'll first put you intdet darkest
prison”. So | stayed. When my breast started growah 13, she
beat me across the chest until | fainted. Thendshag me and
for ask forgiveness... most kids have nightmares tabeing

taken away from their parents. | would sit on oront porch

crooning softly of going far, far away to find ahet mother”.

(TIME, SEPTEMBER 5, 1983, p. 20)

The above represents physical or psychologicakfby an adult on a
child, often with the intention of hurting or desting the child. 5/26
percent of children in the United States are plasiabused each year.
Surveys suggest that one of every 10 children ésictim of severe
violence, such as being kicked, bitten, hit, beatanthreatened with a
knife or a gun. Some observers believe that phlyalwmase and neglect are
the leading causes of death among young children.

Boys and girls are physically abused at approxeigahe same rate.
Child abuse occurs in all socio-economic groups, iais more common
among the poor. Abusers are usually the parentsteTare two forms of
child abuse; psychological abuse and sexual abuse.

Psychological abuse:This may include severe regeration, excessive
discipline, scapegoating and ridicule, isolationl aefusal to provide help
for a child with psychological problems. It probgbdccompanies all
forms of physical abuse and neglect and often edoyiitself.

Child sexual Abuse:This is the use of a child for gratification ofudid
sexual desires. This may occur outside the homgtbim the home. Child
sexual abuse appears to be equally common acrbsecb-economic
classes, races, and ethnic groups’ surveys sutigsat least 13 percent
of women were forced into sexual contact with anltachale during their
childhood, many of them with their father or stepé. At least 4 percent
of men were also sexually abused during childhdberapies which help
parents to develop insights into their behaviouovfte training on
alternatives to abuse and also teach parentinig $kdve been used in the
treatment of child abuse. Other treatments helpergar deal more
effectively with the stresses that often trigger thbuse, such as
unemployment, marital conflict and feelings of degsion.
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Summary

Child abuse is a non-accidental use of excessivgsiqd or
psychological force by an adult on a child ofterthwihe intention of
hurting or destroying the child. Surveys suggest tine of every 1
children is the victim of severe violence such amty kicked, bitten
hit, beaten or threatened with a knife or a gumé&ambservers believ
that physical abuse and neglect are the leadingesaof death amon
young children. Boys and girls are physically alouae approximately
the same rate. Abusers are usually the parentse dre two forms o
child abuse psychological abuse and sexual abgseh8logical abus
may include sever rejection, excessive disciplicepsgoating an
ridicule, isolation and refusal to provide help far child with
psychological problems. Child sexual abuse: isube of a child fof
gratification of adult sexual desires. Therapieg aseful in the
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treatment of child abuse.

Post —Test

1. Child abuse is a problem that affects money
What is child abuse?
Child abuse canleadto _ of a child
Child abuse occurs in groups.
The abusers are usually
The two forms of child abuse are and
What is child sexual abuse?
Child sexual abuse may occur
___is useful in the treatment of child abuse.
Other treatments help the parents to
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LECTURE NINE

Childhood Indicators of Schizophrenia

Introduction

Schizophrenia is a profound psychological disorthat affects thought,
perception and mood. In this lecture you will leatvout the definition,
symptoms, diagnosis, prevalence and treatmenthozegahrenia in order
to better understand the childhood indicators bfzphrenia.

Objectives
At the end of this lecture, you should be able to.
1. define schizophrenias;
2. ldentify the symptoms of schizophrenia; and
3. Explain the childhood indicators of schizophrenias.

Pre-Test
1. Define schizophrenia.
2. ldentify the symptoms of schizophrenia
3. Explain the childhood indicators of schizophrenia.

CONTENT

The term “schizophrenia” was coined by combininge€k words that
mean” split mind” by the Swiss psychiatrist Eugeleuer (1857-1939).
Although the definition of schizophrenia is conteesial, Comer (2004)
defined schizophrenia as a psychotic disorder inchvipersonal, social
and occupational functioning deteriorate as a tesdudtrange perceptions
disturbed thought processes, unusual emotions amtar @bnormalities.
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People with schizophrenia experience psychosisss of contact
with reality. Their ability to perceive and respotal the environment
becomes so disturbed that they may not be ablentctibn at home, with
friends in school or at work. They may have hahations (false sensory
perceptions) or delusions (false sensory perception delusions (false
beliefs), or they may withdraw into a private world

Another definition was offered in 1994 in DSM — W order to be
diagnosed with schizophrenia, the symptoms mudt flas at least 6
months and there must be marked deterioration ftioen individual's
previous level of functioning at work, in socialagons and in self care.
The five symptoms according to DSM |V category examined below:

Delusions

Many people with schizophrenia develop delusiothsas that they believe
whole-heartedly but that have no basis in fact.r@here five kinds of
delusions: delusions of grandeur, delusions of rogntdelusions of
persecution, delusions of reference, and somalicsides. The deluded
person may consider the ideas enlightening or realydonfused by them.

Hallucination

This is the experiencing of sights, sounds or otberceptions in the
absence of external stimuli. Hallucinations are peeceptual signs of
psychosis. They involve false sensory perceptibas have a compelling
sense of reality even in the absence of extermaduBtthat ordinarily
provoke such perceptions. In a schizophrenic, bigations are usually
auditory, but they can also be usual or involveepdense organs, such as
taste and smell.

Occasionally, children are diagnosed with sgbliwenia, but this is
very rare. For children under the age of twelve, phevalence is about 2
cases per 100,000 children. In late adolescencesartg adulthood, there
is a marked increase, so that the prevalence agpeedhe lifetime rate of
1 in 100. The risk for the onset of schizophresiastrongly linked with
developmental changes. Numerous studies show #ra&nis state that
long before the onset of clinical symptoms, thetiasal the same unusual
behavioural characteristics in their pre-schizoplorehild such as motor
delays, emotional instability and academic probleSwmme parents report
that they noticed subtle temperamental abnormalitienfancy.
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In most cases, clinical symptoms of schizophremégaret apparent
until the person reaches early adulthood. Researchigggest that the
vulnerability must be “silent” or unexpressed dgrirthe person’s
formative years. Pre-schizophrenic children diffeom their healthy
siblings. They show more delays and abnormalitiesotor development
during the first two years of life. Among the abmadities observed were
weakness and unusual positioning of the left archlag. The early signs
of schizophrenia falls into several domains of hvetars such as motor,
interpersonal and cognitive. Secondly, many prezsgirenic children
show the most pronounced adjustment problems whwy tenter
adolescence. Thirdly, the more severe the childhmrotllems, the earlier
the onset and the more severe the illness vulrgyato the disorder can
be inherited. Events that occur during pregnanay delivery such as
obstetrical complications can increase the childk for schizophrenia in
adult life. The leading psychological explanatidoisschizophrenia come
from the psycho-dynamic, behavioural and cognitivedels. There are
also socio-cultural and the diathesis — stressaggpions.

For several years in the past, efforts to trehizephrenia brought
only frustration. The disorder is still difficuld ttreat however; therapies in
the contemporary world are more successful, thasetlof the past. In the
past, the main treatment for schizophrenia wastuisinalisation and
custodial care through overcrowd public institu§pauch a state hospitals
etc. Nowadays the discovery of anti-psychotic drugsthe 1950s
revolutionised the treatment of schizophrenia. Retferapy has also
been employed successfully in combination with gaythotic drug. A
community approach to the treatment of schizophratéo began in the
1960’s.
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Summary

The term schizophrenia was carried by combiningereords that
mean “split mind. In order to be diagnosed withizgphrenia, the
symptoms must last for at least 6 months. The dieiin of
schizophrenia is controversial. Comer (2004) defisehizophrenia as|a
psychotic disorder in which personal, social andcupational
functioning deteriorate as a result of strange ggarons, disturbed
thought processes, unusual emotions and motor aiatides.
Delusions are ideas that people with schizophrdrehave whole
heartedly but that have no basis in fact. Therdiaeekinds of delusions
of grandeur, delusions of control, delusions otrefces, delusions of
persecution and somatic delusions. Hallucinatiores the perceptual
signs of psychosis. Children are diagnosed witlzsgiirenia but this i
very rare. The risk for onset of schizophreniat®rgly linked with
developmental changes. Antipsychotic drugs and hpdherapy are
used in the treatment of schizophrenia.

U7

Post-Test
1. coined the term for schizophrenia in 1853919

2. A psychotic disorder in which personal, social awdupational
functioning deteriorates is called

3. Psychosisis a with reality.

4. According to DSM — 1V, 1994, in order to be diagedswith
schizophrenia, the symptoms must last for at least _month.

5. Delusions are

6. The experiencing of sights, swords or other peroeptin the
absence of external stimuli is called

7. Unusual behavioural characteristics in pre-schirepic children
includes (a) (b) and (c)

8. In the past, the main treatment for schizophreraa w

9. Recent treatments for schizophrenia includes (a) __ and (b)
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LECTURE TEN

Suicide in Children

Introduction

Most people faced with difficult situation nevey to kill themselves. In
an effort to understand why some people are mavaepto suicide than
other, theorists have proposed explanations fdr dedtructive actions.
Recently, researchers have paid particularly atierntio self-destructive
behaviour in children party because suicide at th@iung age contradicts
perception that childhood is an enjoyable periotisTlecture gives a
definition of suicide and what triggers it, the yakence of suicide in
children, causes of suicide in children, causesuidide in children, the
behavioural patterns that precedes suicide attempisildren and finally
treatment of suicide.

Suicide is the most disastrous consequence ofedsijpn. It is
frequent among young people, and it is the secoost common cause of
death among college students. There are two funadiamotivations for
suicide. Surcease or desire to end it all, and pedation: or desire to
charge the world or other individuals by a suictkempt

Objectives

At the end of the lecture, you should be able to:
1. describe “suicide”;
2. discuss suicide in children; and
3. Explain treatment and suicide.

62



Pre-Test
1. Distinguish between suicide and natural death.
2. discuss in detents suicide in children
3. explain treatment and suicide

CONTENT

Edwin Schneidman (2001) defines suicide as imeat death in which
one makes an intentional, direct and consciousteftoend one’s life.
Suicidal acts may be triggered by stressful evemsod and thought
changes, alcohol, other drug use, mental disorddr raodelling. Most
people faced with difficult situation never try kill themselves. In an
effort to understand why some people are more ptonsuicide than
others, theorists have proposed explanations fibrdestructive action.
The leading theories come from the psychodynamacjoscultural and
biological perspectives. These hypotheses havevestémited research
support and fail to address the full range of slaicacts. The likelihood of
suicide varies with age.

Although suicide in children is infrequent, it hbeen increasing
over the past several decades. Approximately, B@f@ren under 14 years
of age in the United States now commit suicide egear. Boys out
number girls by as much as 5 to 1. It has beemagtd that one of every
100 children tries to harm himself or herself andnsn thousands of
children are hospitalised each year for delibeyasellf destructive acts
such as stabbing, cutting, burning overdosing onpmg from high
places. One study of suicide attempts by childremealed that the
majority had taken an overdose of drugs at homk,wexe living with
only one parent and a quarter had attempted suieftee. Recent studies
further suggest that the use of guns is increaaimmgng children who
attempt suicide (Cytrn and Mcknew, 1996)

The suicide attempts by the very young are comynpréceded by
such behavioural patterns as running away from homecident
proneness, acting out temper tantrums, self degdrenj social withdrawal
and loneliness, extreme sensitivity to criticismgwl tolerance of
frustration, dark fantasies and clay dreams, magezdonality change and
overwhelming interest in death and suicide.

Children suicide has also been limited to the recgnanticipated
loss of a loved one family stress etc. Furthermooaditions of poverty,
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unemployment, etc could lead to depression thatldveuentually cause
suicide attempts. Most people find it hard to bedig¢hat children fully

comprehend the meaning of a suicide act. They atirae because a
child’s thinking is so limited, children who attempuicide fall into

Schneidman category of “death ignoréike a boy named Billy who
sought to join his mother in heaven.”

Many child suicides, however, appear to be basedaoonlear
understanding of death and a wish to die. Clinictdrviews with school
children revealed that between 6 and 33 percent tihought about
suicide. (Culp, Cylman & Culp, 1995).

Treatment and suicide: the treatment of suicidal people falls into two
major categories: treatment after suicide has la®mpted and suicide
prevention. Treatment may also be beneficial tatreds and friends.
After a fatal suicide attempt, most victims needdioal care. Some are
left with several injuries, brain damage, and eitla® inpatient or
outpatient basics.

Suicide prevention:the first suicide prevention programme in the Bahit
States was founded in Los Angeles in 1955 while fite¢ in England
called the Samaritans was started in 1953. Thexenamerous suicide
prevention centres in the United States and in &hlIn addition, many
of today’'s mental health centre hospital emergenoyms, pastoral
counselling centre include suicide prevention paogmes among their
services. Suicide prevention programmes offerrigiervention; they try
to help suicidal people see their situations maeueately, make better
decisions act more constructively, and overcomg thises. Furthermore,
crises intervention in the lives of suicidal peopllso need long term
therapy. Thus, another way to help prevent suioidg be to reduce the
public access to common means of suicide. Measui@s as gun control,
safer medications and car emmission may eradichie megative
phenomenon. Several theorists have called for tefeepublic education
about suicide as the ultimate form of preventioa.aesult, some suicide
education programmes have begun to emerge.
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Case study 1

Tommy (age 7) and his younger brother were playoggether, and a
qguarrel arose that was settled by the mother, wiemtleft the room. The
mother recalled nothing to distinguish this incitdeftom previous
innumerable similar ones. Several minutes after Isfte she considered
Tommy strangely quiet and returned to find him som face and
struggling for air, having knotted a jumping ropeoand his neck and
jerked it tight. (French Berlin, 1979, p 144)

Case study 2 Dear Mum & dad

| love you. Please tell my teacher that | canndtetd anymore. | quit.
Please don't take me to school anymore. Please melpl will run away
so don’t stop me. | will kill myself. So, don't kofor me because | will be
dead. | love you. | will always love you. Remember Help me

Love Justin (age 10) (Pfeiffer, 1986, p. 273)
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Summary

Edwin Schneidman (2001) defines suicide as
Suicidal acts may be triggered tbgssful life
events, mood and thought changes. Suicide is thst misastrous
consequence of depression. There are two fundahmantavations for
suicide, surcease, or desire to end it all, andipodéation or desire to
change the world or other individuals by a suicidaempt. Although
suicide in children in children in infrequent, & 1been increasing over
the past several decades. Recent studies suggéshé¢huse of guns |s
increasing among children who now attempt suicigicide attempts
by the very young are preceded by behavioral petteuch as running
away from home, accident proneness, acting outpéerantrums selfr
depreciation, social withdrawal and loneliness,reme sensitivity ta
criticism low tolerance of frustration, dark fantss and day dream
marked personality change and overwhelming intenestleath and
suicide.

Children who attempt suicide fall into Schneidmacédegory of ‘death
ignorers”. Although crisis intervention seems tododficient treatment
of suicide, most suicidal people also need longitéherapy. The
treatment of suicidal people falls into two majategories “treatmerjt
after suicide has been attempted and suicide ptieven

)

Post-Test
1. Edwin Scheidman (2001) defines suicide as

2. Suicidal acts may be triggered by (a) (b) (c)
changes, alcohol and other drug use meistaiders and

modeling.

3. Suicide is the most disastrous consequence of .

4. There are two fundamental motivations for suicidé)

(b)

5. Approximately 500 children under __ years of egthe United

States how commit suicide each year.

6. Children with suicidal tendencies commit self-destive acts such
as (a) (b) and (c)
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7. The suicide attempts by the very young are commprégeded by
such behavioural patterns as (a) (b) (c)
(d)
8. Child suicides have been linked to
9. Children who attempt suicide fall into Schneidmao&egory of

10. The two major categories of suicide treatmentqa@ye

() J—
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