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Marking Criteria:
 We expect the learners to write minimum one well expressed point in three lines against each allocated mark. This means one needs to write 15 lines with 5 well expressed points to get high grades for a 5 marks question.

For high grades use examples and illustrations where appropriate. 
	Please insert your completed assignment (in word format)  here:
1. Give short answers to the following questions: (20)

i. Define the term ‘conduct disorder.’

Conduct disorder is a consistent routine of behaviour by a child or teenager in which the simple rights of individuals are denied and societal norms, or rules are broken.

ii. Outline the symptoms of conduct disorder.

The symptoms of conduct disorder behaviour fall into four main categories: aggressive conduct that is the reason for or threatens physical injury to other individuals or animals, non-aggressive action that causes property loss or damage, deceitfulness or theft, and breaking of norms repeatedly.

iii. How is conduct disorder diagnosed?

Conduct disorder is diagnosed by a consistent routine of behaviour in which the simple rights of individuals or other age-suitable societal norms or regulations are broken, as manifested by the presence of three (or more) of the following events in the past year, with at least one event occurring within the past six months:

· Destruction of Property 

· usually annoys, threatens, or scares others; 

· often sparks physical bursts; 

· has used a dangerous item that can cause injury; 

· has been physically cruel to people; 

· has been physically cruel to animals; 

· has robbed someone; and 

· has raped someone 

· Deceitfulness or Theft 

· has gone into someone else's house, building, or car; 

· often does not tell the truth to get things or to avoid obligations; and 

· has taken objects of large value without asking the owner 

· Serious Violations of Rules 

· often stays out at night despite parental prohibitions, starting before thirteen years old; 

· has run away from home overnight at least twice while living with parents 

· is often skipping school, beginning before thirteen years old 

iv. What are the two sub-sections of conduct disorder?

Two sub-sections of conduct disorder are usually seen and based on the age at onset of the disorder (i.e., Childhood-Onset Type and Adolescent-Onset Type). The sub-sections change in regard to the features of the presenting conduct issues, developmental course and prognosis, and gender ratio. Both sub-sections can occur in a mild, moderate, or a severe form. In assessing the age at onset, facts should preferably be received from the youth and from adults. Since much behaviour may be concealed, caregivers may underreport symptoms and overestimate the age at onset. 

Childhood-Onset Type: This sub-group is defined by the onset of at least one factor of conduct disorder prior to ten years old. People with childhood-onset type are usually male and they often show physical aggression towards other people, have interrupted peer relationships, may have had Oppositional Defiant Disorder during early childhood, and usually have symptoms that meet full criteria for conduct disorder before puberty starts. These individuals are more likely to have constant conduct disorder that grows into adult Antisocial Personality Disorder than are those with Adolescent-Onset Type. 

Adolescent-Onset Type: This sub-group is defined by the absence of any criteria factor of conduct disorder before ten years old. Compared to those with the childhood-onset type, these people are less likely to show aggressive behaviours and tend to have more normal peer relationships. These people are less apt to have consistent conduct disorder or grow into adult Antisocial Personality Disorder. The ratio of males to females with conduct disorder is smaller for the adolescent-onset type than for the childhood-onset type.

v. What is a social anxiety disorder?

Children with Social Anxiety Disorder or Social Phobia are very shy and fear exposure to anything unusual. They cling to their parents and might be afraid of other children as well as adult strangers at an age when it is no longer typical. They might be scared of reading aloud, starting a conversation, or going to a birthday party.

2. What are the main causes of childhood anxiety and how this anxiety can be treated? (10)

Children’s anxiety conditions have both genetic and environmental roots. Anxiety disorders run in families. Twin and adoption research shows that heredity is a cause. This temperamental shyness impacts the later development of anxiety disorders. In recent researches, adults who had been judged as behaviourally inhibited at age two showed high activity in the amygdala, a focal point of fear scheduling, when they looked at the faces of strangers. Fearful emotions in monkeys and in humans are associated with abnormalities in the activity of the neurotransmitters dopamine and serotonin, and with high levels of corticotrophin releasing a hormone, which triggers the stress response. 

The early home life can also add to anxiety conditions. Child abuse as a cause of post-traumatic stress conditions are a clear example, but less severe stress is also a factor. Children have a need to be close to their mothers or other guardians for physical and emotional well-being. Their fearful emotion of separation is deep in the emotional bonding needed for survival. Children who are not well attached are more likely to have anxiety conditions. Worried or mentally ill parents might make their children feel unsafe or neglected. 

According to behavioural learning theory, fears arise from classical conditioning. An object, person, or situation becomes scary by pairing with something that is naturally frightening. This conditioned learning might then be moved onto other things. Operant conditioning, or learning by reward and punishment, also helps to maintain anxiety conditions. For example, parents may pay attention to their child when the child exhibits worry.

Acknowledging these conditions in children can be hard because fear and worry are parts of many other diseases, which includes depression, Bipolar Disorder, and Attention Deficit Disorder. Parents are not always knowledgeable about children’s symptoms of worry and teachers frequently give useful views based on their work with many children. Before diagnosing an anxiety problem, it is vital to first determine whether the child phobia is based on sound reasoning, such as, abuse by a parent or a person picking on them at school. 

The typical treatments reflect those for adult anxiety conditions, although children’s developmental needs must be addressed and the family should be involved.

Cognitive Behavioural Therapy is the best treatment for anxiety disorders in children and adults. Its effectiveness has been shown in research that was conducted for as long as four years. A common method is by step-by-step exposure to scary objects or situations, with treats for success in facing fears. Young children with phobias, for example, can be put near the feared object and allowed to do something calm and enjoyable such as eating or playing with a favourite toy. Older children can be taught how to use deep breathing or muscle relaxation, or be taught how to talk themselves out of self-defeating and fear-provoking thoughts. Another method is modeling — asking the anxious child to copy the therapist or another child who expresses no fear. 

Cognitive and behavioural methods usually work best in groups, which give shy and fearful children the opportunity to making friends, increased self-confidence, and opportunity to try new types of behaviour.

The growth of the child’s idea of pain is affected by both cognitive maturation and the child’s previous experience of pain (McGrath, 1995). Children, younger than 18 months, can indicate they are in pain by crying or simple speech but are unable to differentiate between or label different levels of pain intensity. Rating scales rather than self-report scales are considered the best way to look at changes in pain levels in children at this stage of development (McGrath, Johnson et al., 1985). Children of eighteen months can express that pain hurts. They can say where the pain in their own bodies is located and they can see pain in others. They can understand that their experience of pain may be relieved by asking for medicine or receiving hugs and kisses from caregivers. They may also try to relieve pain in other people by offering to hug them. At approximately two years of age, more elaborate descriptions of pain happen and children can more clearly attribute pain to external causes. By three or four years of age children can differentiate between differing intensities and qualities of pain and tell about their pain. Poker chips or counters might be used as concrete symbols of pain, and children as young as three years might be asked to identify the intensity of their pain using such concrete signs (Hester et al., 1990). 

By three years old, children are also aware that certain methods such as distraction might be used to deal with pain. Children at this age might be aware that playing when they have hurt themselves may help them feel better by taking them away from the pain. Children between ages five and seven become better able at stating differing levels of pain intensity and may be able to use face scales to show changes in pain experiences (Bieri et al., 1990). On face scales, children show the intensity of their pain by selecting, from a range of faces expressing a mixed amount of pain, a face which most replicates their own experience of hurt. Between the ages of seven and ten years, children can answer why pain hurts. Once they reach adolescence, they can describe the adaptive value of pain for protecting people from harm.

A family-based approach to illness leadership tries to help family members communicate clearly and openly about the condition, symptoms, and related problems. This helps in defining family limits and increase the autonomy of the child in symptom management; to decrease the emotional level of parent-child interactions related to the symptom; to agree on joint parental issue solving with respect to the symptom: to maximise the parents’ support of the poorly treated child and siblings; and to maximise parents’ use of health-care and support groups. 

To meet these objectives, children may attend treatment classes with other children to help them learn symptom-management techniques such as relaxation exercises, breathing exercises, visualisation, distraction, and self-instruction. Nevertheless, other treatment classes should involve the parents and siblings, who may feel forgotten if family life is organised around the ill child.
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