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Problems of Middle Childhood

Question one:

I. Conduct disorder is a group of behavioral and emotional problems that can affect children and teenagers, (Kivi, 2016). A child with this disorder may be disruptive, violent and have trouble following rules (Bhandar, 2016). When this behaviour is long lasting, “violates the rights of others, goes against accepted norms of behaviour and disrupts the child’s or family’s everyday life”, (Bhandar, 2016), the behaviour is considered to be a conduct disorder.

It is believed that a “combination of biological, genetic, environmental, psychological, and social factors play a” part in the cause of the disorder, (AACAP, 2013).  



II. Conduct disorder can vary in severity; it can be mild, moderate or severe, (Bhandar, 2016). The symptoms also vary in response to the severity, but generally there are four categories:

· Aggression that threatens or causes physical harm (Bhandar, 2016). This may include;

· Bullies, threatens or intimidates others

· Initiating physical fights

· Using a weapon that can cause physical harm

· Being physically cruel to others

· Cruelty to animals

· Stealing from a victim e.g. mugging, purse snatching

· Forcing someone into sexual activity (Bressart, 2016). 

· Destructive behaviour which can include, “intentional destruction of property such as arson and vandalism”, (Bhandar, 2016).

· Deceitfulness or theft behaviour including;

· Lying, 

· Shoplifting 

· Stealing from cars or homes, (Bhandar, 2016). 

· Serious violation of accepted rules of society or entering into inappropriate behaviour for their age. These may include;

· Staying out against parent’s wishes, (Bressart, 2016).

·  “Running away, 

· Skipping school, 

· Playing pranks 

· Being sexually active at a very young age”, (Bhandar, 2016)

Other common symptoms may be irritability, low self-esteem, temper tantrums, and drug or alcohol abuse. These children feel little empathy for others and may not understand how they may have hurt others. They may not experience feelings of guilt or show remorse, (Bhandar, 2016).

III. Children are diagnosed with conduct disorder based on signs and symptoms, (AACAP, 2013). If the symptoms for conduct disorder are observed an evaluation may be completed by looking at the child’s full medical and psychiatric history. Other medical factors may be ruled out through medical exams, blood tests and neuroimaging studies. Signs of other disorders may be looked at, which can “occur along with conduct disorder, such as ADHD and Depression”, (AACAP, 2013). 

If no physical explanation is found for the symptoms the child will usually be referred to a child and adolescent psychiatrist or psychologist who are trained to identify and diagnose mental illnesses in childhood/adolescence, (AACAP, 2013). With specifically designed assessment tools they are able to evaluate a child for disorders, (AACAP, 2013). For a child to be diagnosed with conduct disorder they “must have a pattern of displaying at least three behaviours that are common to conduct disorder”, and display, “at least one of the behaviours within the past six months, (Kivi, 2016). The behaviour must also significantly impair the child socially or at school, (Kivi, 2016). 



IV. There are two subtypes of conduct disorder, which depends on the age at onset;

· Childhood-Onset Type is defined by the onset of one or more behaviours which are characteristics of Conduct Disorder, and this occurs before the age of ten, (Bressart, 2016). Children who fit in this type:

· are usually male

· frequently display physical aggression towards others

· have disturbed peer relationships

· may have had Oppositional Defiant Disorder during early childhood,

· usually have symptoms that meet full criteria for Conduct Disorder prior to puberty”, (Bressart, 2016) 

These children “are more likely to have persistent Conduct Disorder and develop adult Antisocial Personality Disorder than are those” that experience the onset in adolescence, (Bressart, 2016). 

· Adolescent-Onset Type is defined by no behaviours which are characteristic of Conduct Disorder before the age of ten, (Bressart, 2016). This type “are less likely to show aggressive behaviours and tend to have more normal peer relationships” than those with the childhood-onset type, (Unit 11, 2017).  They are also less likely to develop adult Antisocial Personality Disorder and the ratio of males to females is not as large as in childhood-onset, (Unit 11, 2017). 

· When the age of onset is unknown the type is referred to as Unspecified-Onset.



V. Social Anxiety disorder is when a person feels intense and overwhelming fear when doing everyday activities like, shopping, and speaking on the phone, (NHS Choices, 2017). Children suffering from social anxiety disorder fear situations where they are expected to participate e.g. parties, athletic activities, or reading out in class. They fear the judgements of others. If they do something embarrassing “others will think badly of them”, (Anxiety BC, 2017). These children are extremely self-conscious and may feel they are always being judged by the people around them, which causes them distress and they may avoid being with other people, (Anxiety BC, 2017).  



VI. “Fear is a normal response to a stimulus which poses a threat to well-being, safety or security”, (Unit 11, 2017). It is normal to feel nervous in new or stressful situations, (NHS Choices, 2017). Although some children feel overwhelmed by these situations and may feel they cannot stop thinking about these situations and their fears, (TCCF, 2013). When the anxiety begins to interfere with daily functioning like going to school, playing, falling asleep or trying new things is when the child may require professional intervention, (TCCF, 2013). 



“Anxiety disorders are caused by a combination of life events, hereditary, temperament and biochemical factors” (TCCF, 2013). They can develop after a stressful or embarrassing experience or slowly over time, (Anxiety BC, 2017). As children learn about the world they may start to fear natural disasters like, floods, thunder and disease, (Unit 11, 2017). Anxiety can begin as the child may experience negativity from those around them after poor performance in academia or athletics, (Unit 11, 2017). They may not manage the negativity well and fear future negativity in all its forms. Anxiety disorders can run in families and early home life experiences can add to anxiety conditions, (Unit 11, 2017). Children living in stressful situations will show signs of high vigilance as they feel unsafe. Anxiety may also be a learnt state of being from an anxious parent/caregiver, or just as a learnt behaviour; attention may have been shown during the child’s anxious times, (Unit 11, 2017). “Separation anxiety is common in younger children, whereas older children tend to worry about school performance, relationships or health”, (NHS Choices, 2017). 



Some signs of anxiety in children may be:

· “finding it hard to concentrate

· Not sleeping, or waking in the night with bad dreams

· Not eating properly

· Quickly getting angry or irritable, and being out of control during outbursts

· Constantly worrying or having negative thoughts

· Feeling tense and fidgety, or using the toilet often

· Always crying

· Being clingy all the time (when other children are okay)

· Complaining of tummy aches and feeling unwell”, (NHS Choices, 2017).

· “Obsessive thoughts and / or compulsive behaviours” (TCCF, 2013). 



There are several types of anxiety disorders and the common ones are:



· Generalized anxiety disorder: Is defined by the feelings of excessive worry or fear that can occur almost all the time and are not triggered by any specific issue. These fears can include a combination of things like fear of failing; about family safety; about war or weather; what others think or being in new situations and meeting new people, (TCCF, 2013). These children are “self-conscious, self-doubting and very worried about meeting other individual’s standards”, (Unit 11, 2017). They may complain of headaches or other physical ailments, (Unit 11, 2017).

 

· Phobias: “are highly specific and exclusive fears”, (TCCF, 2013). The child will not show any anxiety until they are met with the object, situation or event they fear. Then their fear can become overwhelming, but would only need treatment if they are, “excessive and unreasonable, continue for a long time, or occur at an inappropriate age”, (Unit 11, 2017). Some of these fears could be linked to things like bugs, fear of heights; fear of flying, thunder storms, water, elevators, choking, blood, and specific animals, (TCCF, 2013 & Unit 11, 2017). 



· Separation Anxiety Disorder: is when the child worries excessively about being away from their parent/caregiver.  This is often associated with pre-school, but may be seen in older children following a stressful event, (TCCF, 2013). They could be feeling insecure about something like changes at home, (NHS Choices, 2017). They can worry that their parent/caregiver will not return for them or their parent/caregiver may be harmed in some way. These children may not want to go to school, parties or sleep overs and the fear may be so strong that they even want to sleep with their parents, (Unit 11, 2017). 



· Obsessive Compulsive Disorder: is when obsessions cause significant distress. “Obsessions are recurrent thoughts, impulses or images that are difficult to control”, (TCCF, 2013). The child tries to ease this distress through specific behaviours like, hand washing, checking and redoing things, (TCCF, 2013). This is considered an anxiety disorder because the obsessions are often linked to a fear like; catching a disease, luck or parents becoming ill, (Unit 11, 2017). 



· Panic Disorder: is when the child experiences intense anxiety that is usually unexpected, without warning and not linked to any particular place or situation. These children can experience high anxiety, feel like they are being closed in, have feelings of impending doom and have difficulty breathing, (TCCF, 2013). These children may then worry about the next panic and this could then result in agoraphobia; “a fear of being in situations where escape might be difficult or that help wouldn't be available if things go wrong”, (NHS Choices, 2016). The child develops a fear of going into the places or settings where panics have happened before, (Unit 11, 2017). 



· Post-Traumatic stress disorder: “is an intense re-experiencing of a traumatic event”, (TCCF, 2013). Post-traumatic stress disorder can be the result of “experiencing or witnessing a traumatic or horrifying event such as a major accident; natural disaster; physical or sexual assault”, (Unit 11, 2017). These intense responses can be brought on by intrusive memories, nightmares, smells, noises and anything that can trigger the feelings at the time of the trauma. These can be unpredictable and again the child may withdraw from activities which may trigger the re-experiences. They may detach from their own feelings and others in a bid to keep themselves safe from the re-experiencing, (Unit 11, 2017). The child may present as highly vigilant, irritable, jumpy; they may have angry outbursts; struggle to sleep and may have poor concentration, (Unit 11, 2017). 



“Long-term anxiety can severely interfere with a child’s personal development, family life and schooling”, (TCCF, 2013). 



Before an anxiety diagnosis can happen it is important to determine whether the fears are based on sound reasoning, (Unit 11, 2017). This will be done through a comprehensive evaluation which may include:



· “A review of current symptoms and concerns, their duration, and level of intensity

· A thorough review of the child’s development and background

· Past medical and psychiatric history

· Important family background as well as family psychiatric history

· A mental status exam, (TCCF, 2013). 

The treatment offered will depend on what is causing the child’s anxiety, (NHS Choices, 2017).





Treatment may include:

· “Cognitive behavioral therapy for the child”, (TCCF, 2013). This is a talking therapy. Talking therapies can help the child to change the way they think and behave. This therapy is often offered to young people who are anxious, (NHS Choices, 2017). With Cognitive Behavioral Therapy  step-by-step exposure to the feared object or situation can be a method used. Some strategies that may be taught to the sufferer are:

1.  “how to use deep breathing 

2. muscle relaxation

3. how to talk themselves out of self-defeating and fear provoking thoughts

4. Modelling; asking the child to copy someone who expresses no fear”, (Unit 11. 2017). 

Cognitive Behavioral Therapy can be offered as group therapy which could help the child who is shy and fearful to make friends with a child who has anxiety in common, (Unit 11, 2017). This can also be stressful for the child who fears to be around others, so this could be a sudden exposure to a feared situation. 

For young children Schaefer (2009) feels that play-based approaches to the treatment of anxiety can give children confidence and a sense of personal power, and may aid in dispelling the intimidation often inherent for anxious children in the counselling process.

· “Medication”, (TCCF, 2017). Sometimes a medication is offered. These are selective serotonin reuptake inhibitors which can help the child to feel calmer and differently about things, (NHS Choices, 2017).  

· “Family therapy” (TCCF, 2013). If a family dispute is the source of a child’s anxiety family therapy can help. The whole family is supported to talk about the family disputes and this can alleviate the child’s fears, especially if the child thinks they are the cause of a dispute. The family can work together to change any family issues.

· “Parent education and support” (TCCF, 2013). Parents/caregivers can be taught ways to manage a child’s anxiety. They can help their child by:

1. “Staying calm when the child is feeling anxious

2. Providing a safe and stable home life including a reliable routine

3. Paying attention to the child’s feelings

4. Praising accomplishments and not punishing for experienced anxiety

5. Teaching positive coping skills and strategies

6. Promoting self-esteem and self-confidence

7. Learning about anxiety in children” (Tracy, 2016). 
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