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· What makes a child’s behaviour abnormal?
· Defined as a pattern of symptoms associated with:
· Distress
· Disability
· Increased risk for further harm
· “Disability” and “risk” can be defined as adaptational failure (failure to reach developmental goals, lack of progress along adaptive developmental trajectories)
· Broad prevalence
· 1 in 8 children has a significant mental health problem
· 1 in 10 meet criteria for diagnosis
· Yet less than 10% receive services
· Effectiveness of many common services is unknown
· Poverty and SES disadvantage
· 1 in 6 children in the US and Canada live in poverty
· Linked with higher rates of MANY disorders
· Diathesis-Stress Model
· Diathesis: underlying vulnerability or tendency toward disorder, could be biological, contextual, or experience-based
· Stress: situation or challenge that calls on resources, typically thought of as external and negative
· Under stress, diathesis increases the likelihood of disorder
· Strengths of this model:
· Organizes thinking about nature and nurture
· Simple foundation for complex theories (could have multiple interacting stressors and diatheses)
· Multifinality: single beginning leads to multiple possible outcomes
· Equifinality: multiple possible beginnings leads to a single outcome
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· Questions answered by developmental psychopathologists
· Epidemiology
· Correlates of Disorder (issues in determining causality)
· Who develops problems and what happens to those who have them (i.e. depression)
· Interventions
· Epidemiology
· How common is a given problem?
· How many kids in the population have conduct disorder?
· WHO has a given problem? Is it random? Is there a pattern? Some people are more likely to have depression than others
· Interested in identifying rates of a problem in the population (how many cases over a time period, incidence... one year incidence of depression)
· How many overall cases during a time period (prevalence)
· Sampling and measurement of disorder are CRITICAL for this type of study, best in the world, matters more for their inferences than anyone else’s
· How do we sample?
· Random sample: everyone in the population has an equal chance of being selected
· Sample of convenience: easier for sampler, measure the people who are here, sample that is readily available
· How you get the sample shapes who is in the sample
· That affects the inferences you can draw
· Example: anxiety and depression study, recruit families who are signing up for activities in Westmount
· Westmount is a fairly affluent neighbourhood, higher SES
· Findings may not generalize to lower SES
· To whom do you want your results to generalize? What population do you want to draw conclusions about?
· External validity
· Generalizability (would you get the result again if you applied the test to a different population)
· Have to be able to generalize to the population of interest
· Ontario Child Health Study: 6 month prevalence (all cases, not NEW cases) rates of psychiatric disorder among children
· Concluded 5.44% had conduct disorder and 6.07% had ADHD
· Random sampling approach to generalize to all kids in Ontario
· Have to watch the percentage of people who were contacted who participated
· Often people who don’t want to do it are of interest
· Have to watch how many people do it once asked to ensure random sample
· Generalized to all of Ontario because their sampling strategy was excellent, good methodology, almost everyone who was asked said yes
· Able to draw conclusions about the rates of disorder
· Measurement
· How you measure will literally change your findings
· How is the construct being measured?
· Prevalence rates shift depending upon who the informant is (i.e. asking parents about symptoms vs. asking teachers)
· Who has a certain problem?
· Epidemiologists asses factors that influence rates and distribution of a disorder in a population
· Age (depression not common under age 11, more common through adolescence)
· Gender (are there differences between males and females)
· SES (are children in low income houses more likely to have a certain problem vs. affluent children)
· Issues in determining causality
· Media often gets this wrong
· Low SES is associated with child psychopathology 
· Does that mean SES causes psychopathology?
· Factors associated with poverty (high crime neighbourhoods, very stressful, witness a lot more aggression, may lead to development of conduct disorder)
· However, may be that parents with psychological illness may be more likely to be poor (harder to find or hold down a job), and their children are more likely to inherit psychological symptoms. Problem is not poverty per se.
· CORRELATION DOES NOT EQUAL CAUSATION!
· “Stay at home sons more prone to violence” Toronto Star, 2009
· Concluded living at home in early 20s was risk factor for violent behaviour, too much leisure time and disposable income
· If you are very aggressive, hard to hold down a job, forced to live at home
· People who use substances likely to have mental illness, also hard to have a job, also likely to have low income
· Could be that A causes B or B causes A or some third variable C is causing both
· So how do we establish causality?
· Theoretical expectation that A would cause B
· A and B have to be related empirically
· Needs to be a relationship between the two things
· Some sort of reasonable theoretical expectation
· You have to rule out other possible causes (i.e. other things associated with A causing B)
· Demonstrate temporal ordering (must show A is occurring before B)
· Responsiveness (changing A should change B)
· What are the correlates of disorder?
· Variables that are associated at a given point in time
· Unclear if one precedes the other
· Kids that have depression often have deficits in social functioning, but which precedes the other? Social skills are a CORRELATE of depression
· Natural experiment, or case control design
· Compare children with disorder or experience to children who do not
· i.e. Rates of psychopathology in children who have or have not experience abuse
· School attendance in depressed versus non-depressed teens
· Health in homeless families versus non-homeless
· Want the groups to be identical except for the variable you are studying, if there are differences then you get a confound that could explain for differences between the groups
· Internal validity of the study
· External validity is about generalizability
· Internal validity knowing that the differences are due to the variable of interest
· Case control designs:
· Association between depression and social skills
· Children on an inpatient unit for depression and children attending school
· They don’t just differ in terms of depression, it could be the issue that the child is in an inpatient unit, not depression
· If you go to an outpatient clinic versus school, not clear that it is depression but also referred to outpatient services
· Study children in outpatient services, one with depression and one with oppositional defiance disorder
· Advantages: allows us to answer important questions, often the only ethical way to address a question-- not allowed to manipulate certain variables (SES, levels of psychopathology)
· Helps us to establish internal validity. Making groups equal on other factors helps to establish that differences are due to the variable of interest
· Weaknesses: does not establish temporal order
· Also does not establish that A causes B
· Prospective designs (longitudinal studies)
· Identify children and follow them over time
· OCHS first measurement wave in 1983, 1987, and again in 2001
· Can establish temporal link
· So who goes on to develop a disorder
· What happens next to these children? important from a public health disorder
· Risk and protective factors
· Occur before the disorder and either increase or decrease the likelihood of the disorder occurring
· Prospective studies also allow us to detemine what happens to chldren with a particular difficulty
· Are psychological symptoms stable over time?
· Are psychological symptoms in childhood associated with more global problems in impairment?
· Social difficulties, employment trouble?
· Must watch internal validity! Have to rule out other possible factors
· Example: association between psychological symptoms in childhood and socioeconomic functioning in adulthood
· Measure psychological symptoms in 1983, rating scales completed by parents and teachers
· In 2001. re-interviewed the children who are now adults
· Assessed their income, education, place of employment
· Found ADHD, CD, and depression were associated negatively with socioeconomic functioning, small correlation but there was a reliable relationship
· What is wrong with this conclusion?
· Your family’s SES is a huge predictor of your own SES
· SES is also associated with psychological symptoms, kids with those symptoms are from lower income families, and it is income predicting the psychological symptoms
· So rule out income as a variable, and psychological functioning still seemed to be a factor
· Is your study actually examining what you want it to?
· Advantages of prospective designs:
· Establish temporal order
· Not relying on retrospective report
· Disadvantages
· Takes a long time
· Costly
· Have to be very careful about ruling effects of other factors (watch your internal validity)
· Aging effects
· Depending on what you are interested in, may be hard to find enough people
· Does not establish that A causes B, not manipulating anything, just showing if there is an association (child abuse may precede conduct disorder, but you cannot manipulate child abuse to see if it affects rates of conduct disorder)
· Interventions (how can we help?)
· Does a treatment work? Are there empirically supported or evidence based treatments?
· Is there scientific evidence that the treatment works?
· Does it improve symptoms and functioning?
· Reduce and impairment and suffering? Are they getting better
· Best practice guidelines
· Scientific approach
· Research findings
· Identify treatments for which there is scientific evidence for their efficacy
· Expert-consensus approach
· Well established treatments
· Large series (more than nine) of single case study designs demonstrating efficacy
· At least 2 between group-design experiments, randomized control trial
· Single Case Experimental Designs
· Examine the effect of treatment on a single child’s behaviour
· Repeated measures of behaviour
· Replication of treatment effects
· Child is serving as their own control group, administer treatment, take it away, see if you can get a replication effect
· A-B-A-B reversal designs
· Baseline of behaviour
· Intervention phase
· Return to baseline (remove intervention)
· Reintroduce intervention
· Advantages: internal validity, temporal ordering (A changes B)
· Disadvantages: external validity (can it be extended to other children? and is it just one therapist who is really good at this and no one else? this is why there needs to be more than 9 studies), can be hard to interpret the findings
· Group Based Designs
· Randomized Control Trials (RCTs)
· Essentially an experiment
· Experimental and control conditions
· Increasing amount of physical affection that parents show children will decrease depression in children
· Random assignment (ALL ABOUT INTERNAL VALIDITY) the gold standard
· Want to ensure that groups do not differ in any way other than the experimental manipulation
· Equal chance you could get into either group
· If people are allocated randomly, other characteristics should be balanced out (gender, age, motivation for treatment)
· If designed carefully it allows us to establish cause
· The intervention is responsible for the change
· A changed B
· Choice of control group is very important
· What you compare your intervention to affects the conclusions that you can draw
· Treatment vs. no treatment
· Attention only placebo (not just treatment, but one on one attention from therapist can be beneficial in many ways)
· Your treatment versus treatment as usual
· This affects the conclusions you draw!
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· RCTs (the gold standard)
· Advantages: high internal validity (but be careful about your control group)
· Disadvantages: participants do not like random assignment (people can also tell when they are not getting the active treatment and people who know they are getting placebos may drop out), external validity (often done in universities, manualized treatment, very well trained therapists), very specific population, note that RCTs are looking at averages (within the treatment group, some people will not have improved)
· High internal validity comes at the cost of external validity 
· Not how practice works in the real world
· Conditions in the lab experiment do not necessarily reflect real life, you can show efficacy under ideal circumstances, but what about real life effectiveness?
· When you read about research findings, consider:
· Internal validity
· Allows you to attribute differences to the variable of primary interest
· E.g. differences in outcome are due to depression, differences in symptoms are due to my treatment
· External validity
· Do the findings generalize to other people? other measures? other situations?
ADHD
· Is it real?
· ADHD is a product of Western culture? Unrealistic expectations concerning children’s behaviour
· Impossible to ignore the fact that the pharmaceutical industry makes a ton of money off of ADHD medications
· Prevalence of ADHD is similar worldwide (use of Ritalin is 5 times higher in North America)
· Notice that presence of ADHD is associated with significant difficulties
· Effect on grades, peer relationships
· “Not fun because they wreck stuff” so impulsive and can’t control themselves
· More likely to be in accidents
· National Insitute of Health (USA) estimates 4 million kids have ADHD
· Brad video, high functioning ADHD kid
· Definition: core characteristics
· Inattention, particularly sustained attention (fails to give close attention to details, makes careless mistakes in homework, work, or other activities such as play)
· Often does not seem to listen when spoken to directly
· Difficulty organizing tasks and activities (i.e. getting ready to go to school)
· Often avoids, dislikes or is reluctant to engage in activities that require sustained attention
· Often losing things, disorganized
· Distractibility
· Difficulty with selective attention
· More likely to be distracted by highly appealing and salient stimuli
· Difficulty with alerting
· Initial reaction to a stimuli
· Orient attention to a source and maintain focus (seemingly always day dreaming, in class room setting most children focus on teacher talking, children with ADHD have trouble orienting to the salient stimuli)
· Hyperactivity/Impulsivity
· Often fidgeting, constantly moving (not intentional)
· Often leaving seat in situations where you are meant to sit (school)
· Runs about or climbs excessively in situations that are inappropriate
· Often “on the go” or acts as if “driven by a motor”
· Talk excessively
· Often blurt out answers before questions have been completed
· Has difficulty waiting turn
· Peers consider them “not fun” because they have difficulty controlling impulses, lack of inhibition leads them to have trouble in social situations, no reciprocity, can’t “take turns”
· Cognitive impulsivity
· Disorganization, hurried thinking, can’t put thoughts together in a linear sequence
· Behavioural impulsivity (difficulty inhibiting response)
· Diagnosis
· Three types in DSMIV
· Primarily Inattentive - ADHD PI
· Primarily Hyperactive - ADHD HI
· Combined - ADHD C
· Additional Criteria:
· Onset before age 7
· Evidence is mixed
· Not clear that children with onset before age 7 are different than those with later onset
· e.g. Worse functioning, worse prognosis
· Behaviour needs to be persistent, impairing, and non-normative
· Across settings
· Importance of obtaining information fro more than one informant
· DSM-IV treats ADHD as categorical
· Qualitative difference between child that has ADHD and child that doesn’t, not a matter of degree
· However, research evidence suggests it may actually be dimensional, ability to have sustained attention is distributed normally, those who suffer from ADHD are at one end of the spectrum
· How to diagnose/assess ADHD?
· One of the most common presenting disorders
· Questionnaires and interviews
· Ask parents and teachers, not youth usually, children tend to underreport their own symptoms, also often 5 or 6 and too little to give accurate report
· Interestingly, ADHD is implicated in prefrontal lobe functioning which may reduce self-awareness, thus underreporting not by fault but because they don’t notice
· Strong focus on observable signs of inattention and hyperactivity
· What can we do that is more performance based, less subjective and based on personal reports?
· Neuropsychological/biological methods
· No blood test equivalent
· However it is important to rule out biological causes
· First question: have you discussed these symptoms with family doctor? Could be a biological cause.
· Neuropsychological tests of cognition, attention
· Ask child to complete tasks that assess inattention and hyperactivity
· Continuous Performance Task - inattention
· Missing letter X when you should have responded is a measure of inattention
· Responding when you should not have is a sign of impulsivity
· Stop-signal task
· Requires quick execution of an action, and the occasional inhibition of this action
· Participants are asked to respond as fast as they can to symbols on a screen
· Some trials a tone will play and you have to not respond
· Child must inhibit response, extent to which they cannot stop is a sign of impulsivity
· Tests can tell if parents and teachers are overreporting symptoms, maybe their expectations are too high, a more objective look to supplement their reports
· Classroom Observation
· Typically do it over several days
· Different classroom situations
· Off-task behaviour, excessive gross motor activity, negative vocalizations “no” refusing to obey commands
· Clinic Observation
· May have low external validity, may not generalize to the real world
· Epidemiology
· Prevalence and demographic correlates
· 4-8% of school children in United States
· 5-10% in Canada
· Cultural and contextual differences, found around the globe, although slightly higher rates for children in lower SES
· Gender differences, more common in boys by a ratio of 3:1 in normal community
· In clinics ratio jumps to 6:1 
· Symptom presentation varies by gender
· Girls more likely to be inattentive, drowsy, daydreamy, hyperverbal while boys are more likely to display overt defiance and aggression
· More likely to cause distress to parents or teachers and thus boys are more likely to be referred
· Note that you do not see the same differences between boys and girls in clinically referred samples
· Course and prognosis
· Developmental course:
· Infancy, should be present at birth yet no reliable and valid measures to assess symptoms below three years
· Preschool: hyperactivity-impulsivity appears around 3 to 4 years, often interferes with parent-child relationship
· If symptoms last for about a year, child is more likely to go on to have problems
· Elementary school: inattention becomes noticeable with increased cognitive demands, start to see some decline in hyperactivity-impulsivity over elementary school years, older children less hyperactive generally
· Adolescence: hyperactivity declines, but still more active and impulsive
· Adulthood: some children do outgrow their ADHD, for others it does continue. Prevalence estimates of adult ADHD may be low because they have relied on self report and people with ADHD may underreport their own symptoms
· Persistence into adulthood
· Poor academic and economic outcomes
· Risk for development of other comorbid conditions (conduct problems, depression)
· Shorter life expectancy
· Clinical correlates and comorbidity
· Difficulty with executive functioning (activate, integrate, and manage other brain functioning)
· Cognitive processing, language (verbal fluency), motor processes (response inhibition), emotional (frustration tolerance)
· Significant academic problems, not due to low IQ, similar to children without ADHD
· Learning disorders are common, speech and language problems (unclear, production issues)
· Social relationships:
· Poorly accepted by peer group in general, go into classrooms and ask children to rate who in their class they like or do not like
· Using these methods children with ADHD are identified as rejected by their peers
· Far more disliked nominations and ratings
· Fewer dyadic friendships
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· Important to note: ADHD diagnostic criteria requires onset before age 7
· To make a combined diagnosis: you need six criteria (not enough inattention)
· Is it occurring across settings? How long has it been going on?
· You need six months of symptoms to make a diagnosis
· Midterm and exam questions! Know the diagnostic criteria and how to apply it!
· Clinical correlates of ADHD
· Comorbidity in child psychopathology is the rule, not the exception
· Common comorbid diagnosis for ADHD is oppositional defiant disorder (not doing what grownups say, being sulky, angry, not following instructions)
· 50% of children with ADHD (mostly boys) meet criteria for ODD
· Note that is hard for parents and teachers to tell the criteria apart
· ADHD, don’t follow instructions because they can’t pay attention long enough to follow through, children with ODD deliberately do not follow instructions
· In practice, very hard to tell difference
· 30 to 50% go on to develop conduct disorder, tend to have bad prognosis and get worse over time
· Mood and anxiety disturbances, 25% of children with ADHD meet criteria, but link disappears in adolescence, anxiety may serve a protective function
· 20% have depression, not entirely due to difficulties with disorder 
· Possibility of shared genetic link
· Comorbidity may be due to genetics
· Women with depression may be more likely to be partnered with men who have conduct disorder (genetic link?)
· Biological Diatheses?
· Genetic Risk
· Fairly strong evidence for biological underpinnings
· If a parent has ADHD, child’s risk is 60%
· Twin studies, heritability is about 80%
· Few specific genes located (not the case that a single gene has been identified): dopamine
· DRD4 (dopamine disregulation plays a role in ADHD)
· But it is a multi gene problem
· Neurobiological correlates
· Problem with prefrontal cortex and basal ganglia 
· Anatomical differences
· Prefrontal cortex is smaller in children who have ADHD
· Structural abnormalities in basal ganglia (area for planning, motor functioning)
· Delay in brain maturation, lags behind normal children
· Brain develops in the same way, but they are two or three years behind them
· Dopamine involved in psychomotor activity and reward
· Brain structures implicated in ADHD are rich with dopa receptors
· Medications that improve ADHD generally work by increasing the amount of dopamine available in the synapse
· Environmental Stress?
· Pregnancy and birth
· Prenatal substance exposure
· Smoking may be linked to later ADHD if they have specific genetic risk
· Biological diathesis (genetic risk) interacts with environmental stressor (smoke)
· Alcohol
· Hard methodologically to tease apart effects of substances and chaotic environment associated with substance abuse, difficult to know if the issue is the alcohol being consumed, or other stuff that is associated with alcohol, but evidence that alcohol as a teratogen is a factor
· Low birth weight, malnutrition
· Note that this is not specific to ADHD, associated with a number of negative outcomes
· Post natal toxins
· Lead paint and pipes
· Children with ADHD do not have significantly higher levels of lead in their teeth or blood
· Sugar and food additives
· Not a lot of research support
· Note that parents beliefs about sugar affect their views of their children and how they treat them
· Jeopardy question about hyperactivity
· Allergens
· Not a lot of support
· Restrictive diet may help some children with specific allergies
· Family influences
· Twin studies suggest little variance in ADHD accounted for by psychosocial factors
· However, for children at genetic risk, family factors may contribute to symptoms
· Family factors may also contribute to oppositional disorder
· May also affect course
· Bidirectional effects (child’s symptoms may affect the family)
· Treatment of ADHD
· Medication
· Stimulants discovered by accident
· Alter activity in frontrostriatal brain region (namely dopamine)
· Very fast acting, unlike SSRI
· Effects stop when drug wears off
· Side effects: reduced appetite, weight loss, slowing of growth, increased heart rate, difficulty falling asleep
· Parents concerned about putting children on medication
· Prescribe with caution, still not sure of long term effects on the developing brain
· Parent Management Training
· Behavioural treatment
· Clear rules, rewards, consequences
· Set up situations to minimize problems that might arise
· Educational Planning/Teacher Training
· May target organizational skills or comorbid learning problems
· Key intervention for conduct problems in school
· What works best for whom?
· MTA (Multimodal Treatment of ADHD)
· Three key objectives: compare longterm medication and behavioural treatments for ADHD
· Determine if there are additional benefits and behavioural treatments
· Compare systematic administration of treatment as delivered in community settings
· University 
· Six sites
· 579 youths enrolled (found through schools, pediatricians, mental health clinics)
· Age 7 to 9
· 80% male (reflects prevalence rates)
· ADHD-C diagnosis
· Randomly assigned to one of four treatments (idea behind random assignment is that this equalizes the groups)
· No differences except for their treatment
· Medication only
· Psychosocial (behavioural) treatment only
· Combined Medication and Psychosocial Treatment
· Assessment and Referral, no treatment from study (community treatment as usual, left up to the families, could be nothing, could be all of the above but will it be as good due to available resources)
· A large portion of these kids however were on stimulant medication from their local health care facility
· Reasons to allow people to do what they want, ethical reasoning, cannot say that a child can’t have treatment for 14 months
· Also allows researchers to address the question of whether university based, souped up treatments outperform regular treatment
· 14 month treatment program, assessed for 2 years
· Medication management
· Stimulant medication
· 28 day titration period to find optimal dose, very comprehensive, detailed and regimented, unlike the real world
· Psychosocial treatment
· Parent training (27 group sessions and 8 individual sessions)
· Educational interventions (16 to 20 sessions of teacher consultation, 12 weeks of half time classroom behavioural specialist)
· Results
· Hyperactivity: everyone improved
· Combination group improved most in terms of teacher ratings
· Core ADHD outcomes
· All four groups improved ADHD symptoms over time
· Combination good
· Meds only good
· Psychosocial = Treatment as usual (remember that kids from local clinic were getting stimulants, not a proper control group)
· For improving symptoms, combined and medication treatments work best
· Combined treatment and medication treatment did not differ for any outcomes
· Compare systematic administration of treatment to treatment as delivered in a community treatment
· Combined treatment and medication outperformed TAU for most ADHD outcomes
· Behavioural treatment did not (but they weren’t taking any medication)
· But behavioural treatment and combined treatment both outperformed TAU in reducing parent-child conflict
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· DBD heterogenous presentation
· Core features:
· Age inappropriate actions and attitudes
· Yet, some conduct symptoms are normative
· Arguing
· Defiance
· Thus it can be difficult to draw the line in mild cases
· May be difficult to draw the line in mild cases
· Violations of societal norms or the rights of others, chronic disregard for other people
· Range from talking back to murder
· Several different types and pathways
· Subtypes may display other core characteristics
· Callousness/lack of empathy (early-onset typical)
· Different definitions:
· Legal
· Delinquent or criminal acts
· Violation of social rules
· One or two incidences might be enough within the legal perspective to say there’s a significant problem
· Remediation through juvenile justice
· Psychological
· Externalizing dimension with subtypes (delinquent/rule breaking, aggressive, overt-covert, destructive-not)
· Its on a continuum, concerned about people at the high end of the spectrum
· Psychiatric
· Categorical diagnoses (ODD, CD) with subtypes
· Oppositional Defiant Disorder
· Age inappropriate, stubborn, hostile, and defiant behaviour
· Losing temper
· Arguing with adults
· Active defiance or refusal to comply
· Deliberately annoying others
· Blaming others
· Touchy
· Anger or resentful
· Spitefulness or vindictiveness (get revenge)
· Diagnostic Criteria:
· Four of the behaviours must be present or more
· Note that the child has to be engaging in behaviour MORE than is normative for children of their age group and developmental level
· Once you get into adolescence, more likely to have CD, if you meet criteria for CD you are diagnosed with that, not ODD
· Differentiating between ADHD and ODD is difficult, assessing intentionality is hard
· Must last for six months or more
· Conduct disorder
· Repetitive and persistent pattern of violating rights of others and/or age-appropriate societal norms or rules including:
· Aggression to people and animals
· Destruction of property
· Deceit and theft, chronic lying
· Serious violations of rules (truancy, break curfew constantly)
· Subsumes ODD
· Cannot diagnose both at the same time. If an adolescent or child makes criteria for CD, you have CD
· 3 or more of the behaviours within the past 12 months
· Note that there are many possible combinations of symptoms 
· DSM subtypes
· Childhood onset (onset of at least one symptom before age 10). Don’t have to meet full criteria but one of the symptoms has to be there
· Adolescence onset (after age 10)
· Psychopathy (not a diagnosis, it is a characteristic or trait that co-exists for a number of children with conduct disorder)
· Callous and unemotional interpersonal style
· Lacking in guilt
· No empathy
· Don’t show emotion, don’t react in the typical way
· Lack of behavioural inhibition
· Novelty (sensation seeking)
· Not as sensitive to punishment
· Assessment
· Interviews and checklists
· Parents, teachers, youth
· Note that many of the behaviours are hard for others to see and youth won’t report them
· Brief Child and Family Phone Interview
· Hare Psychopathy Checklist
· Clinician administered structured interview
· Questions designed to elicit information about certain domains (pathological lying, serious criminal behaviour)
· Will also obtain additional info like court records
· Observation
· Disruptive Behaviour Diagnostic Observation Schedule
· Preschoolers interacting in 3 contexts
· Trying to induce disruptive behaviour
· #1 work with an interactive examiner
· #2 with a busy examiner (needs child to play independently, no active engagement with an adult)
· #3 with their parent (most frequent situation)
· “Presses” for disruptive behaviour, deliberately set up
· Compliance (ask child to do something boring for a period of five to ten minutes, like sorting coloured beads into bowls)
· Rule breaking (also see if they are lying after)
· Reluctant to fix “antisocial personality disorder” to children because the brain is still in flux, still developing
· Prevalence
· 10% for ODD
· 9% for CD
· Yet cultural and contextual differences
· Strongly associated with poverty
· Strongly associated with exposure to violence
· DSM-IV-TR has a contextual qualifier for when patterns of undesirable behaviour have protective value
· Poverty and Disruptive Behaviour
· There’s a correlation, but it could be that poverty is causing the behaviour problem and vice versa
· Social causation: stress of poverty leads to increase in psychopathology
· Social selection: families with genetic predisposition drift down toward poverty
· Is it a causation model? Or is it a selection model? 
· Longitudinal study of epidemiology of childhood psychiatric disorder
· In Alberta
· Trying to find prevalence rates
· Sample included a significant number of Aboriginal people (25%)
· Found a significant positive association between poverty and disruptive behavior
· Part way through the study, a casino opened on the reservation
· Everyone got a stipend!!!! This increases the internal validity of the study! No confound because everyone gets the money and it’s not about job (which could bring about stress or not, would confound)
· Does increasing money change the level of disruptive behaviour disorders?
· Four groups came out:
· Persistently poor
· Ex-poor (got over it)
· Were never poor
· Newly poor (weren’t poor before, got the money, but still managed to end up below the poverty line... not many of these families, not statistically significant so excluded them from the analysis)
· Social causation model: if being poor is causing the symptoms, then increase in income should reduce children’s symptoms
· Social selection model: but if it’s psychopathology causing poverty, then increase in income should have no effect on children’s symptoms
· Before casino (you see the classic association between low SES and DBD):
· Persistently poor: 2.41
· Ex-poor: 2.25
· Never poor: 1.30
· After casino
· Persistently poor: 2.91
· Ex-poor: 1.34
· Never poor: 1.37
· This experiment supports a social causation model, increasing income led to a significant reduction in disruptive behaviour symptoms
· Mediators
· A variable that influences the direction strength or relationship between two variables
· Mediator variables explain the relationship between two other variables (answers the question “why”)
· What about coming out of poverty is leading to a reduction in DBD symptoms? What is the mediator?
· e.g. Child abuse may mediate the relationship between DBD and conduct, and it is the abusive, neglectful parenting that leads to the increase in conduct symptoms
· In the longitudinal study they looked at mediators
· Examined possible mediators between increase in income and decrease in behavioural symptoms
· Found that it was increased parental supervision (more time available to spend with kids because more financial security)
· Back to Prevalence!
· Gender differences
· Conduct problems are 2 to 4 times more common in males children
· Smaller differences in the early teenage years, in younger kids difference is quite marked
· Increase in girls engaging in covert, non-aggressive behaviour (shoplifting, truancy, relational aggression, sexual promiscuity)
· Early onset persistent CD (need one symptom before you’re 10 years of age)
· 10 male : 1 female reatio
· Adolescent-limited CD (difficult teenage years, but grow out of it)
· 2 male : 1 female
· More physical aggression in males across the lifespan
· What does relational aggression look like?
· Harming other people through social relationships
· For girls this is more common than physical aggression
· However, not clear that girls engage in this aggression more than boys, boys still do use relational aggression
· Because boys’ antisocial behaviour tends to be more overt, it gets them noticed faster
· Covert stuff is harder to track as a parent or teacher
· Girls going undetected
· How does DBD progress?
· Infants: difficult temperament, fussy and irritable
· Preschoolers: diagnostic challenges, impossible or improbable symptoms for age group (most CD symptoms are for adolescents) must adapt symptoms to a younger age group
· Verbal aggression, physical aggression, lying, property destruction
· Normative misbehaviour, 75% of children exhibit aggression and tantrums
· These are also symptoms ODD
· How do we distinguish from typical behaviour?
· Severity (is he hitting his sibling? or is he pulling pictures off the wall and hitting his sibling with them? latter is worse)
· Flexibility (can you end the bad behaviour? Typically kids do respond to a change in parental behaviour. If the tantrum is unshakable this is more indicative of a problem)
· Expectability (if children are provoked, they will hit back. Not surprising. If they are engaging in aggression when unprovoked, that is cause for concern)
· Pervasiveness 
· Developmental Pathways
· Early onset/life course consistent pathway
· At least 1 symptom before age 10
· The earlier it starts, more likely to persist, about 50% have antisocial behaviour in adulthood
· Ratio of 10:1 for males
· Aggression in childhood
· Less serious non aggressive antisocial behaviours in middle school
· More serious delinquency in adolescence, it peaks
· Late onset pathway
· Onset in adolescence, frequently with social change (peer influences)
· 2:1 or equal male to female ratio
· Less extreme antisocial behaviour
· Less likely to commit violent offenses
· Less likely to persist (wraps up in late adolescence)
· Snares (consequences that affect you for the rest of your life)
· Outcomes of antisocial behaviour that put people on a problematic path
· Teenage pregnancy, dropping out of school, criminal record, drug addiction
· Clinical correlates of DBD
· Cognitive/learning problems
· Normal IQ, but generally 8 points lower
· Verbal IQ lower than performance IQ
· Language difficulties
· Possible diathesis interacting with stress of family factors (hostile parenting)
· Executive functioning deficits
· Struggle to plan and carry out functions
· Academic difficulties
· Poor skills leading to difficulty in school, dis-identify with school, which tends to go hand in hand with associating with deviant peers, peer contagion effect
· Antisocial kids tend to seek out other antisocial kids
· Social relationships
· Reactive (hostility) and proactive (get what you want) aggression
· Often will get you rejected by your peers
· Affiliation with deviant peers, predicts later conduct problems
· Other externalizing problems
· 50% of children with CD also have ADHD
· May account for some of the learning disability
· CD almost always preceded by ODD
· BUT ODD does not ALWAYS lead to CD (only in 25% of case)
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· Clinical correlates with CD and ODD
· Reactive aggression: respond aggressively when provoked
· Proactive aggression: instrumental, use aggression to get what you want
· Affiliation with deviant peers
· Predicts later conduct problems
· Commit crimes together, engage in substance abuse
· Internalizing comorbidity
· 50% of children with conduct problems also have a diagnosis of depression or anxiety
· For boys:
· Combined CD and internalizing symptoms increased risk of psychiatric disorder in adulthood
· For girls:
· Most girls with CD develop depression or anxiety
· Depression likely a consequence, not a cause
· Anxiety as a protective factor
· Inhibit aggressive behaviour, children with anxiety disorder show less severe behaviour
· Children with callous/unemotional behaviour show no anxiety disorders
· Definitions
· CD and ODD are psychiatric disorders, there is criteria with them
· Researchers instead of researching CD or ODD per se will research disruptive or aggressive behaviour
· Just because you have disruptive behaviour or aggressive behaviour does not mean you necessarily have CD or ODD
· More likely to get significant findings if you use a continuous DV instead of a 
· Theories of etiology and maintenance
· Genetic diatheses
· Direct inheritance of diagnoses unlikely
· Genetic contribution to key dimensional traits (inherit difficult temperament or to seek rewards)
· Stronger heritability for early onset
· Neurobiological correlates
· Low arousal/reactivity
· Higher sensitivity to rewards
· Lower sensitivity to punishment
· Parent Management
· Operant conditioning
· Administer positive: positive reinforcement (increases behaviour)
· Administer negative: punishment (extinguishes behaviour)
· Remove positive: omission training (decreases behaviour)
· Remove negative: negative reinforcement (increases behaviour)
· Reinforcers are personal and developmental
· Different things are rewarding for different people at different ages
· Coercion Theory
· Cycle of increasingly negative interactions
· Delay and escape strategies by child
· Nattering, inconsistency, and explosions from parents
· Manages to be reinforcing to all
· Child maltreatment and how it contributes to conduct disorder
· Caspi et al. 2001
· MAOA is an enzyme that metabolizes neurotransmitters like dopamine and norepinephrine
· Low MAOA activity leads to aggression
· Interaction between low MAOA activity leads to heightened antisocial problems?
· Stressor interacting with a diathesis
· 1,037 children, 52% males
· Assessed at ages 3, 5, 7, 9, 11, 13, 15, 18, and 21
· Got them again at age 26 and had 96% of sample still in tact
· Why is this important?
· When people drop out of a study it’s called attrition
· It is a problem for external validity (probably different from the people in your sample in meaningful ways... people who move a lot are likely to be more disadvantaged, and then if they drop out, sample becomes unrepresentative)
· Strengths of the study:
· Representative of general population
· Well characterized adversity histories between age 3 - 11
· 8% were severely maltreated
· 28% probably maltreatment
· 64% no maltreatment
· Results
· Not an effect of MAOA by itself
· Maltreatment has an effect on later antisocial behaviour
· There is an interaction however
· Low MAOA is a genetic risk and maltreatment is an environmental stressor
· Cognitive Factors
· Social information processing
· What do I pay attention to? (encoding)
· What does it mean? (interpretation)
· What can I do? (response search)
· What will I do? (response decision)
· How well did I do it? (enactment)
· Children with CD think aggressive responses will have a positive outcome
· Genes and biology
· Some evidence of genetic diathesis
· Some evidence of differences in biological reactivity
· Seems to be a genetic x environment interaction
· Strongest biological evidence for early onset pathway
· Parenting and environmental factors
· Strong correlations
· May interact with biological factors
· Cognitive and learning factors
· Difficult to establish that information processing comes first
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· Disruptive behaviour disorders: treatment
· All three of the following work, have been empirically studied
· Parent Management Training
· Teaches parents to change their child’s behaviour at home using contingency management techniques, focus is on improving parent-child interactions and enhancing other parenting skills (communication, supervision, monitoring)
· Underlying theory: operant conditioning and Patterson’s coercion theory
· Education
· Reasonable expectations for child’s behaviour
· Behaviour will get worse before it gets better (learned response is for child to escalate)
· Communication
· Say what you mean, be direct
· Give directions in manageable chunks
· Tell child what to do, rather than what not to do
· Also, mean what you say, follow through (consequences that are doable, important to the child, immediate, and not too lengthy or extreme)
· Learn to observe child’s behaviour
· ABC model (antecedent-behaviour-consequence)
· Significant reduction in problem behaviours relative to no-treatment control groups and wait-list control groups
· Stronger effects for preschoolers and elementary school aged kids than adolescents
· Adolescents tend to be more impaired and care less about their parents, look to peers
· Problem-Solving Skills Training
· Identifies child’s cognitive deficiencies, child learns to appraise the situation, change his/her attributions, be more sensitive, and generate alternative/appropriate solutions
· Target is the child
· Underlying theory is social information processing
· Encoding (attention)
· Interpretation (many children with CD or ODD have hostile attribution bias)
· Response Search (generate a response, aggressive kids more likely to choose aggressive 
· Response Selection (which response am I going to use?)
· STEPS (say what the problem is, think of solutions, examine each one, pick one and try it out, see if it works)
· Anger coping Program (a lot of evidence behind it, designed by John Lochman)
· Focuses on cognitive biases
· Attributional biases (hostile)
· Distorted perceptions of aggressiveness (aggressive youth underestimate their actions and overestimate the aggression of others)
· Faulty emotional identification (tend to mislabel affect arousal as anger)
· Response generation and selection (rely heavily on direct action rather than verbal solutions, maladaptive expectancies)
· Three critical steps. Children are taught to:
· Inhibit early angry and aggressive reactions (learn to identify bodily cues that signal arousal and identify thoughts that might reduce anger)
· Cognitively relabel stimuli perceived as threatening
· Solve problems by generating alternative responses and choosing adaptive, nonagressive alternatives (role play, use cartoon sequences)
· Anger Coping Program has been demonstrated to reduce aggression
· Lochman et al. 1984
· Aggressive boys randomly assigned to one of the following groups:
· Anger coping
· Anger coping and goal setting
· Goal setting (minimal intervention)
· No treatment
· Anger coping and Anger coping + goal setting led to reduction in aggressive off-task behaviours
· Note that ratings were done by observers who were blind to treatment condition (important!)
· Social Aggression Prevention Program (relational aggression)
· Designed by Elise Capella
· Recognition of emotions that may lead to social aggression
· Social problem solving and skills (practice engaging in prosocial and assertive behaviours)
· Capella & Weinstein 2006, randomly assigned grade 5 girls to two conditions
· SAPP
· Reading group
· Group who received SAPP had improved social problem solving abilities at the end of the intervention
· Offering more assertive and prosocial solutions
· Among girls who were identified as being socially aggressive to start with, were rated by teachers to be slightly more empathic and slightly less likely to engage in socially aggressive behaviours than those who received the reading intervention
· However PSST may not be enough because childrens’ behaviours may be being reinforced in the real world
· Perhaps parents are reinforcing the behaviour, thus PMT
· Multisystemic Treatment
· Intensive approach that draws on other techniques such as PMT, PSST, and marital therapy as well as specialized interventions
· Dealing with very disadvantaged families, many significant problems
· MST results in people getting arrested less
· MST based on the idea of Bronfenbrenner’s ecological model
· Key features:
· Based on solid, empirical research evidence (may use PSST, PMT, and may change global reinforcement context such as association with deviant peers)
· Targets multiple systems (children, parent, neighbourhood, school, and probation officers)
· Very intensive (therapist available 24/7)
· Services in home and directly into other settlings
· Typically four months worth of intensive intervention
· MST has been shown to improve variables that matter
· Clinical significance
· Functional outcomes
· Bordion et al. 1995 study
· Participants were 176 youths age 12 to 17, 68% male
· All court referred
· Mean of four prior arrests
· One group got MST
· Other group got individual therapy
· Mean of 24 hours of treatment
· Assessed for 4 years
· Very few MST kids got re-arrested (74% stayed arrest free), whereas therapy kids had a much higher rate of re-arrest (29% stayed arrest free)
· How does MST work?
· Mediators of treatment:
· Recall that a mediator is a variable that explains the association between A and B
· Huey et al. 2000 looked at 155 violent and chronic juvenile offenders and their caregivers
· Before treatment started they measured family functioning, delinquent peer affiliation, delinquent behaviour
· During treatment measured MST adherence (the extent to which therapists were engaged in behaviour consistent with MST... consider this to be similar to “dose”)
· After treatment measured family functioning, delinquent peer affiliation, delinquent behaviour again
· Results:
· MST adherence had a positive effect on family functioning, a little bit of an effect on delinquent behaviour directly
· YET as family functioning improves, delinquent behaviour decreases, as well as delinquent peer affiliation
· MST is not affecting delinquency directly, its helping through family functioning
· The key ingredient in MST is the improvement in family functioning!
· What is the criteria to make a treatment effective?
· A large series (more than nine) of single case studies demonstrating efficacy, or at least 2 between group design experiments
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· Substance Abuse & Dependence
· Two separate DSM diagnoses
· Substance Abuse:
· A maladaptive pattern of substance use leading to clinically significant impairment or distress as manifested by one or more of the following occurring within a 12 month period
· Recurrent use resulting in failure to complete obligations at work, school, or home
· Recurrent use in situations where to do so is hazardous
· Recurrent substance related legal problems
· Continued substance use despite having persistent social or interpersonal problems caused or exacerbated by the effects of the substance
· The symptoms have never met the criteria for substance dependence 
· Substance Dependence:
· A maladaptive pattern of substance use, leading to clinically significant impairment or distress as manifested by three (or more) of the following, occurring at any time over a twelve month period
· Tolerance
· Withdrawal
· Substance taking in larger amounts or over a longer time than intended
· Persistent desire or unsuccessful efforts to cut down or control substance abuse
· Great deal of time spent procuring or using the substance
· Important social, occupational, or recreational activities are given up or reduced
· Substance use is continued despite subject knowing the physical and psychological harm it causes
· Prevalence
· 8% of adolescents aged 12 to 17 years meet criteria for abuse or dependence
· Rates increase with age
· Experimentation is very common
· Demographic Correlates
· Male to female ration evening out
· Increased substance use among girls
· Use peaks in adolescence and declines throughout young adulthood
· Teens drink differently, less frequently but more volume
· Native people have highest rates of illicit drug use, followed by whites, hispanics, blacks... asians have lowest rates
· In general, appears it is more common among lower SES
· Work with affluent youth has suggested that their substance use is far higher than people previously thought
· In one study (Luthar and Goldstein) affluent suburban girls reported smoking and using weed at more than twice the national rate
· The more parents know, and the more teens think their parents will do something about it, the less likely they are to use substances
· Course and Prognosis
· Rates peak in late adolescence and then decline throughout adulthood
· Earlier someone starts, more likely their substance abuse will continue
· Alcohol use before age 14 is a strong predictor
· Odds of developing alcohol dependence decreased by 9% each year that the onset of drinking was delayed
· Other factors affecting course
· Antisocial behaviour
· Aggression
· Academic problems
· Poor peer relationships
· Experimental stage
· Social stage (only use with friends)
· Instrumental stage (use to alter feelings and behaviour)
· Habitual stage (develop habit of using substances and ignore other things
· Compulsive stage (focused on gaining access to substance over other aspects of life)
· Clinical Correlates
· Nearly 50% of adolescents with substance abuse will also have conduct disorder
· Depression, suicidality
· PTSD
· Family factors
· High concordance between parents’ and adolescents’ substance abuse
· Genetics
· Also evidence from twin studies
· Environmental factors
· Modeling
· Parents with substance abuse fail to monitor their children
· Attitudes towards substances are lax
· Interaction between children and parents
· Very little research on effectiveness for substance use in adolescents
· May not be motivated to change
· Treatment
· Relapse prevention
· Many youth improve but then go back to their old ways when they return from treatment
· One half of adolescents receiving treatment relapse within 3 months
· Only 20 to 30% not using at one year
· Focus on identifying high risk situations
· Develop skills for refusing
· Develop interests that would help them stay away from high risk situations
· Develop a new peer network
· Norm based interventions for college studensts
· Norms about drinking
· How much others approve or disapprove
· How much others actually drink
· American university students overestimate how much their peers drink
· Highlight this discrepancy
· Brief Alcohol Screening and Intervention for College Students
· Individualized feedback about actual drinking norms
· Comparison between individual’s drinking pattern and the norm
· Effective at reducing drinking even when delivered by mail or on a computer
· See reductions in drinking at both 3 and 6 months after drinking
· Prevention programs
· Stop the problem before it starts
· Prevent negative outcomes (HIV transmission)
· D.A.R.E. (Drug Abuse Resistance Education)
· Developed in 1980s during Reagan’s “War on Drugs”
· Zero tolerance approach
· Police officers deliver substance use prevention curriculum to students
· Resist peer pressure
· Decision making skills
· Building self esteem
· Also includes parent education and summer and after school programs
· Used in 80% of school districts in the US and in 54 countries
· In 2009, 5.5 million dollars spent on D.A.R.E.
· Ennet et. al 1994 did a meta analysis
· Quantitative synthesis of different studies
· Found no effect of D.A.R.E. on extent to which participants report using drugs
· Effects are smaller than those seen for other programs
· Clayton et al. 1996
· 23 schools randomly assigned to receive D.A.R.E. and 8 schools were controls (received drug education lessons but not D.A.R.E.)
· No difference between students in D.A.R.E. schools and control schools with respect to cigarette, alcohol or marijuana use immediately following the program, 1 year later, or 5 years later
· Where is D.A.R.E. now? Federal funding was cut
· Currently developing a new program within the original framework
· Evaluating this new program and following students for 5 years after receiving the program
· Syringe-Exchange Programs
· Developed around the same time as D.A.R.E.
· In the 1980s, rapid increase in rates of HIV infection among intravenous drug users
· Harm reduction approach
· No expectation that use will stop completely
· Trying to limit the negative effects on the individual and society that are associated with using
· Sharing of needles contributing to the spread of HIV among IV drug users and their sexual partners
· Most programs also include HIV testing and counseling, condom distribution, referral to drug abuse treatment
· Evidence for effectiveness played a role in the dissemination of syringe exchange programs
· Amsterdam, 1984
· Large pharmacy stopped selling injection equipment, making it much more difficult to get clean needles
· The local health department and a drug users group set up a syringe exchange program
· Found that subsequent to the introduction of this program, the rates of HIV among IV drug users decreased
· Disseminated to other cities in the Netherlands
· United Kingdom, 1987
· Conducted a study evaluating the efficacy of a syringe exchange program
· After finding evidence for effectiveness, implemented a national system
· Tacoma, Washington
· Portland, Oregon
· New Haven, Connecticut
· All found that syringe exchange programs were associated with reductions in HIV rates
· Note that none of these studies were randomized clinical trials
· Case control designs, pre- and post-comparisons
· Programs
· 2001 literature review 
· 42 studies examining syringe-exchange programs and HIV risk behaviour and infection
· 28 showed positive effects of syringe exchange programs, two found negative associations  and 14 found no association or mixed effects
· RCT case, (Fisher et al. 2003) addressing the question, do people with access to a syringe exchange program use more?
· Participants randomly assigned to either a S-E program or received instructions how to buy syringes at the pharmacy
· Found no difference in number of injections in the two groups
· In 1988 US government forbid federal dollars from being spent on these programs until they were shown a) not to be associated with increased drug use and b) to be associated with lower rates of HIV infection
· In 1995 a research summary by the National Academy of Sciences showed that the programs met these requirements
· Federal government still does not provide funds
February 10, 2011
· A shift from externalizing disorders (ADHD, ODD, CD, acting out disorders) to internalizing spectrum (anxiety, depression)
· Internalizing problems
· Fearful
· Withdrawn
· Avoidant
· High strung
· Easily set off, worrisome
· Lonely
· Irritable
· Panicky (intense physiological responses)
· Moody
· Cluster of interrelated problems
· Anxiety disorders
· Mood disorders
· Cross sectional and lifetime comorbidity extremely high, very likely that anxiety and depression go hand in hand
· Developmental Psychopathology Framework
· Remember what we evaluate what is abnormal in the context of what is typical for children of that age
·  Fear and sadness are important emotions
· Normal fears come and go over development
· Anxiety Disorders
· Associated with significant impairment
· Anxiety problems often go untreated
· Why untreated?
· Hard to draw the line between normal, adaptive anxiety and maladaptive anxiety
· Nearly all 1 year olds become distressed when they’re separated from their mother
· Most children have very short lived specific fears
· Half of children aged 6 to 12 have seven or more fears
· Is it causing disability, distress, or risk?
· Only 5% of children report excessive fear in response to a fear stimulus
· Some anxiety is adaptive, if it’s providing the person with a positive reward they may not want to seek treatment
· Stranger anxiety in young children
· Test anxiety
· Excessive checking of homework or tests
· It may not be as upsetting to adults
· Remember that children and adolescents generally do not refer themselves for treatment
· Anxiety may not be causing disruption as an externalizing problem
· May be associated with favourable characteristics
· Less aggression
· More visits to family doctor or GP due to physical manifestations
· Anxiety Core Features
· Focus on threat or danger
· Anxiety is future oriented
· Anxious apprehension
· Note that this differs from fear, which is present oriented
· Strong negative emotion or tension
· Physical sensations
· Cognitive shifts
· Behavioural patterns
· Panic
· Anxiety Disorders By Content
· Anxiety Disorders: Specific Content or Worry
· Specific Phobias: Specific situations/things
· Separation anxiety (SAD)
· Social phobia: negative evaluation
· GAD: worry about multiple threats
· Agoraphobia: public places/being trapped
· Panic disorder: fear of panic attacks
· Post-traumatic stress disorder: trauma cues
· OCD: obsessive thoughts/consequences of stopping compulsions
· Prevalence
· Lifetime prevalence estimates between 8 to 27%
· Most common anxiety disorders: separation anxiety and specific phobia 4 to 10%
· Others less common:
· OCD: 2 to 3%
· Social phobia: 1 to 3%
· Panic disorder: 1%
· Gender differences, 2 to 1 female to male ratio
· Socioeconomic status: low SES report more fears than high SES children
· Content differs
· Low SES: violence, being harmed or abused by parent
· High SES: heights, car accidents, dangerous animlas
· Return to legendary casino study
· Additional income did not affect symptoms of anxiety
· Lower income was not causing these problems
· Culture
· Anxiety is experienced in all cultures
· Developmental fears appear at about the same age cross culturally
· Somatic fears
· Course
· Some fears, worries, and rituals are developmentally appropriate
· Different typical age of onset
· 2 years: loud noises, animals, the dark, separation from parents
· 5 years: animals, dark, separation, injuries, “bad” people
· 7 to 8 years: dark, supernatural, bodily injuries, being alone
· Worries become more complex as youth age
· Young children may not realize their fears and anxieties are abnormal
· Different Disorders have different ages of onset
· Separation Anxiety Disorder (7 to 8)
· OCD (9 to 12) although some younger around 6
· If you have it in childhood more likely to continue into adulthood
· GAD (10 to 14)
· Social Phobia (adolescence)
· Panic Disorder (Adolescence)
· Longitudinal Study in New Zealand
· As anxiety disorders increase, comorbidity with major depression, illicit drug dependence
· Less likely to go to university
· Having anxiety problems in childhood/adolescence associated with having poor outcomes in adulthood
· Research is ongoing to figure out long term outcomes
· OCD left unchecked is unlikely to resolve itself
· Panic disorder has the lowest remission rate, even if treated still runs a very chronic course
· Heterotypic Continuity (having one type of problem predicts another problem in another domain)
· Anxiety predicts depression, substance dependence, etc. 
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· Anxious children typically have normal IQs but the disorder may have an impact on academic performance
· Hard to concentrate when constantly anxious or worrying
· Some refuse to go to school (fear of being away from parent, separation anxiety, social judgment, social anxiety etc)
· Difficulty remaining in school
· Selective mutism 
· Social difficulties
· Shy/withdrawn is not necessarily a huge problem in young children
· Becomes a problem as age increases, kids that are very shy and withdrawn increasingly rejected by other peers
· Either not liked or not mentioned, “neglected” in nominations
· More likely to be picked on
· They do have dyadic friendships but if you ask them about their relationships, anxious children think their relationships aren’t particularly good
· Anxiety and Mood Disorders
· Highly comorbid with depression
· Negative affectivity
· Persistent negative mood (nervous, sad, guilty)
· See this in anxious and depressed children
· Children with depression show lower positive affectivity
· Etiology and Maintenance
· Two stage model of fear acquisition
· Stage 1: Fear develops through classical conditioning
· Direct Experience
· CS: Dogs
· US: Danger
· UR: Fear
· CR: Fear
· Stage 2: Avoidance behaviour maintained through operant conditioning
· Avoidant behaviour provides relief from anxiety
· Incredibly powerful reinforcer
· Avoidant behaviour increases, removing aversive stimuli (negative reinforcement)
· But only temporarily
· It also increases the idea that there was something to fear in the first place
· Maintenance Model of OCD
· Obsessive Thought
· Appraise the thought as important, cannot dismiss it like normal people do
· Reaction of fear, anxiety, or disgust
· Need to neutralize the negative reaction (start counting, check locks, wash hands)
· Reduces distress (temporarily pulls distress down, but increases the “importance” of the thoughts... if it feels so relieving to get this negative reinforcement, then there must have been something to fear)
· This increases the obsessive thoughts (it is an IMPORTANT thought... have to look out for it)
· Cycle continues
· Attention Biases
· Biased information processing
· Attention to threat
· We don’t know that much about encoding but that’s the focus
· Waters et al Study 2008
· Angry-neutral
· Happy-neutral
· Reaction time measured, half the time the asterisk replaces the neutral face, and other half replaces the emotional face
· If you’re showing a bias to a happy or angry emotion, you’re faster to respond to those asterisk
· If you’re showing a bias to look away, to look at the neutral faces, you’re faster to respond to those
· Highly anxious kids show a bias for the emotional faces (doesn’t matter whether happy or angry)
· Genetics
· Tendencies toward anxieties are inherited
· Twin studies, 33% of variability is genetic, a lot of it is environmental
· Parents who are very anxious can communicate their fears
· Note that identical twins can have significant anxiety problems but the form of the disorder might be different
· How do family factors contribute?
· Modeling
· Demonstrate to children that the world is a place to be feared
· Just watching someone have an intense fearful response can be enough to establish fear in a child
· Monkeys develop phobias by watching another experience fear
· Information transmission (being consistently told that something is dangerous can make you fear it)
· Low expectations (expect children to have difficulty or not be able to cope)
· Barret et al Study
· Three groups of children
· Clinically referred for anxiety/ODD/regular community
· 12 ambiguous situations
· “On the way to school you get a funny feeling in your tummy”
· Threat interpretation
· Many possible interpretations
· What would you do?
· Had children and parents discuss, then had children come back and offer their final answer
· Results
· Threat interpretation
· ODD most, then Anxious kids, then non-clinic kids
· Before talking with parents, anxious kids offered 30% avoidant solutions, after talking with parents they offered 68% avoidant solutions
· With ODD children, they offered 35% aggressive solutions, and after family discussion offered 79% aggressive
· Unified Model of Anxiety
· Biological predisposition
· Family factors contribute
· Diathesis-stress model
· Biological diathesis
· Family and environmental stress
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· Overview of treatment approaches
· Biological treatment (medication, SSRI)
· Psychosocial/behavioural treatment (therapy, CBT, family therapy)
· Combination treatment (CBT and SSRI)
· SSRIs
· Paxil
· Prozac
· Zoloft
· Celexa
· Lexapro
· Stop the reuptake of serotonin into the presynaptic neuron, increases amount in the synapse
· They work very selectively on serotonin
· Used for young kids for OCD, GAD, SAD, social phobia, increasingly used to treat anxiety, yet no that many studies going over the efficacy
· Most studies have been for OCD
· Cognitive-behavioural approaches are recommended first for children and adolescents
· Medication does not cure anxiety
· Surpresses symptoms
· Adult literature on relapse, because you haven’t done anything to remove the mechanism causing the anxiety
· If you stop taking medication, 60% of patients free from panic disorder while on drugs but 20% and 90% will relapse when they come off the medication
· Because of this relapse, psychosocial/behavioural treatment is recommended first
· Behavioural (exposure)
· CBT (exposure and cognitive re-working, new cognitive models)
· CBT and family therapy
· 50-75% effective
· Review: Core Features of Anxiety
· Focus on threat or danger
· Future oriented
· Anxious apprehension
· Strong negative emotion or tension (physical sensations)
· Cognitive shifts (when you are very concerned about something it is hard to not think about it)
· Behavioural patterns
· Core components of Effective Treatment
· Reduce cognitive biases
· Threat interpretation
· Self-talk (anxious feelings)
· Child learns to identify different thoughts and the behaviour that goes with those thoughts
· Coping with self talk
· Cognitive interventions may not work for very young children because they might not have the cognitive skills
· Reduce bodily tensions
· Diaphragmatic breathing
· Progressive muscle relaxation
· Guided imagery
· Exposure and Habituation
· Make the feared stimuli the right amount of exposure (just anxiety-provoking enough, yet not too severe)
· Controlled exercise
· Usually graded (baby steps)
· Key technique in CBT for anxiety
· Why is exposure important? Because fear develops through classical conditioning
· Exposure, when you do not avoid the feared stimulus, causes you to habituate
· Extinction paradigm
· In behavioural terms you show the CS-
· CS presented in the absence of the US
· But when people are avoiding they never learn that CS (dogs) doesn’t go with US (danger)
· Repeated exposure to CS- will cause extinction
· In vivo versus imaginal
· In vivo (real life)
· Imaginal
· Flooding (can be so traumatic) versus grade exposure
· Key aspect of exposure, you have to do it until you have habituated
· If you have not habituated, you make the anxiety worse (negatively reinforced)
· Developing a graded exposure hierarchy:
· List anxiety triggers
· Rate each trigger
· Subjective units of distress from 0-10
· May use a Mood Thermometer with very young kids (variety of anxious faces)
· Rank order triggers
· Organize from easiest to hardest tasks
· Build a good ladder
· Plan
· Where to start? (Bottom or middle of hierarchy)
· What will happen exactly? (this is a planned practice)
· Keep track
· Rate anxiety during exposure
· Keep track of anxiety across exposures
· Practice
· Practice each exposure until habituation
· Move up the hierarchy
· Treatment Goals for OCD
· Normalize OCD and intrusive thoughts
· Not your fault
· Everyone has these thoughts, most people just forget
· Exposure and response prevention
· Limit neutralization of the thought
· Pediatric OCD Treatment study
· 112 youth with OCD
· Randomly assigned to one of four groups
· CBT
· CBT + SSRI
· SSRI
· Pill placebo
· Not a lot of difference for placebos, CBT = meds, but CBT and meds (combination therapy) is more effective
· Context is not just external world but internal state
· More than one university did the POTS (Pediatric OCD Treatment study)
· CBT much more effective at Penn than Duke
· Meds more effective at Duke than Penn
· Even on standardized treatment you will see variability
· Therapists vary in the skill with which they administer treatment
· However combined treatment had greater generalizability
· How do parents make anxiety worse?
· Avoidance can be reinforcing for adults (like cuddling)
· Parents may share / model behaviours
· Good intentions can go wrong (aiding in escape, arranging avoidance)
· How do parents make anxiety better?
· Reduce support for anxious behaviour
· Positive reinforcement: Attention/care/time increases behaviour
· Negative reinforcement: Letting them off the hook increases behaviour
· Increase support for age-appropriate independence
· Praise for attempts at exploration/management
· Practical support for exposure
· Allow natural reinforcers to have effects
· Allow “punishment” of anxiety to occur (i.e. missing a fun birthday party because a family has a dog, don’t make up for the loss)
· Support positive (social) reinforcement of new behaviours
March 1, 2011 - Child Maltreatment
· U.S. Child Abuse Prevention and Treatment Act
· Any recent act or failure to act on the part of a parent or caretaker, which results in deat, serious physical or emotional abuse, or exploitation, or an act or the failure to act which presents an imminent risk of serious harm
· Physical abuse
· Physically harming a child (beating, burning, shaking, or anything that “leaves a mark)
· Often unintentional and resulting from severe physical punishment
· Stereotype of violent male figure intentionally doing this
· More typical, young single mother, frustrated and trying to use corporal punishment and it gets out of control
· Neglect
· Child’s basic needs not being met
· Physical neglect
· Food, refusal of health care, inadequate supervision
· Again, unintentional (single mother who needs to work and can’t find anyone to care for sick child)
· Educational neglect
· Not putting a child of mandatory schooling age in school, ignoring special education needs
· Emotional neglect
· Failure to attend to child’s emotional needs, refusal or failure to provide psychological care
· Witnessing domestic violence
· Sexual abuse
· Touching genitals, intercourse, exhibitionism, production of pornographic photos
· Emotional abuse
· Repeated acts or omission by parents or caregivers that might have caused serious behavioural, cognitive, emotional, or mental disorders
· All abuse will cause emotional harm!
· Incidence and prevalence
· Incidence: new cases in a given time frame
· Prevalence: total cases
· Challenges
· Reporting bias, people are not willing to report this
· Retrospective report (a lot of studies are completed by asking adults to report their experiences
· In the USA, 12.1/1000 children
· In Canada, 9.7/1000
· US has higher rates of poverty and less access to health care
· Responding anonymously, 10% of parents report using physical punishment that would constitute as child abuse
· Epidemiology
· Demographic characteristics
· Age
· Younger children are more likely to be neglected
· Poverty strongly associated with child abuse (crowded, unsafe housing, restricted child care options, parents under more pressure)
· Single parent families, higher rates of physical abuse and neglect
· Girls more likely to be sexually abused by male family members
· Boys are less likely to be sexually abused, but when they are, they are more likely to be sexually abused by people outside of the famil
· Developmental Course
· Maltreated children must learn to cope with challenges in environment
· These adaptations may cause problems in other contexts
· Long-term changes in the HPA axis makes them highly sensitive to stress
· Understanding of emotion, being abused or neglected by a parent exposes you to different emotional experiences
· More adaptive to pick up anger quickly, more likely to anticipate anger
· Research team from the University of Wisconsin did a cool research paradigm with facial expressions and abused children
· Pollak et al. 2000
· Looked at children’s ability to differentiate different emotions
· 15 physically abused children, 13 physically neglected children, 11 children with no abuse history
· You can draw specific conclusions about neglect and abuse and the differences between them
· If you dropped one of the categories, if you found differences between abuse and non-abused, it’s not clear that it’s due to physical abuse, it could just be an atypical child rearing
· Had the children do an emotion recognition task
· Children presented with 25 vignettes with a protagonist experiencing one of 5 emotions: happiness, sadness, disgust, fear, anger
· After each story the children has to pick between three photographs (correct photo and two distractors)
· How sensitive are kids to differences between facial expressions?
· How many times does the child say “angry” correctly?
· Some of these may be lucky guesses
· Subtract number of times child says angry incorrectly
· In general, neglected children had more difficulty discriminating between facial expressions
· That makes sense, neglected children aren’t having as rich of an emotional experience because they don’t see their parents/family a lot, may not be going to school, not getting opportunities to interact with others
· Also, does the child show a bias toward labelling a particular stimulus as a particular emotion?
· How sure does a child need to be before he/she picks a particular expression?
· Physically abused children show a liberal bias for angry, it’s not that they have a sensitivity to anger, they just guess angry more
· If you are in an environment where you see a lot of anger, and to guess angry is adaptive, then this makes sense
· Neglected children showed a bias toward sad faces
· Then Pollak et. al did an emotional differentiation task
· Children shown photographs of two models and asked about the similarity of the facial expressions
· Six shelfs lined up horizontally
· One photograph placed on the far right
· Child indicated similarity by placing the other photo
· Neglected children perceived less distinction between angry, sad, and fearful expressions
· Physically abused children needed less information to accurately identify angry faces than control children
· Physically abused children needed more information than control children to identify sad faces than control children
· No difference for fearful and happy faces
· Early experience of maltreatment fundamentally changes how children perceive emotions
· Implications for their behaviour and emotional response
· Links to psychopathology
· Diathesis-stress models
· Genetic predispositions interacting with maltreatment lead to later psychopathology
· Saw this in Caspi et al Conduct disorder study (particular variant of MAOA activity interacting with maltreatment)
· But there wasn’t a main effect of MAOA activity on its own, had to interact
· Also another Caspi et al. 2003 study
· Serotonin transporter gene 5-HTTLPR
· 2 versions: short and long allele
· In adults, short allele is associated with increased depression but only for those who encounter significant life stress
· Diathesis: short allele
· Stress: life stress
· With no maltreatment, doesn’t matter the combination of short-long alleles
· By the time you get to severe maltreatment, the combination of two short alleles makes a significant contribution to depression
· Very clean diathesis-stress model
· Note that this finding has been called into question quite recently
· Meta analysis came out that looked at 14 studies that looked at this relationship between 5-HTTLPR and diathesis-stress model, did not find interaction
· However, a second study replicated the Caspi et al finding
· Found that social support played a protective role
· Maltreated children with a short allele and poor social support had rates of depression 2x higher than maltreated children with a short allele and social support
· Some children who are abused will go on to develop PTSD
· Has to be extremely traumatic
· Three core features:
· Re-experiencing the event through flashbacks
· Avoidance (avoid reminders of the trauma, cues)
· Extreme arousal (physiological)
· What do we do to help kids who have experienced significant trauma?
· Trauma-focused Cognitive Behavioural Therapy (TF-CBT)
· Psychoeducation (reduce stigma that they may be feeling and their emotions and reactions are normal)
· Prevalence rates of trauma
· Typical reactions to stress
· Many children have transient symptoms
· Cognitive techniques
· More adaptive ways of thinking about their experience, reduce avoidance
· Relaxation skills
· Safety skills
· Graded EXPOSURE
· Create a trauma narrative
· Very detailed and graphic
· Gradually read and shared between the child and the therapist
· Eventually you will habituate to those thoughts and not have significant arousal about them
· May be an exposure to the parent and it will be very traumatic for the parent as it was for the child
· So be aware that you’re doing this with two different people
· May also need to do exposure around trauma cues (for example, when children can’t go specific places because of the trauma)
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· Trauma Focused (CBT)
· TF-CBT for Child Sexual Abuse
· Participants
· 2 sites
· 229 youths enrolled age 8-14
· 79% female
· PTSD symptoms (89% diagnosed)
· 90% experienced many traumas
· Randomly assigned
· TF-CBT vs. “child centered therapy”
· Child centered therapy is a treatment focused on developing a strong relationship with a therapist and having a safe space to talk about problems, no specific cognitive restructuring
· No exposure to trauma narrative
· Much more generalized treatment
· Everyone treated for 12 weeks
· Some were initially excluded for psychotic episodes, learning disabilities, etc
· 114 for TF-CBT, 115 for child centered therapy
· Outcomes of TF-CBT
· Child effects
· Less PTSD symptoms
· Less shame
· Less depression
· Fewer total problems
· Greater trust
· Parent effects
· Less depression
· Less self-blame
· More support of child
· Better parenting in general
Depression
· Presentation and Diagnoses
· Epidemiology
· Course and Prognosis
· Internalizing Diagnoses in Youth
· Anxiety disorders
· Specific phobias
· Separation anxiety
· Generalized anxiety
· Agoraphobia
· Panic disorder
· Trauma related diagnoses
· OCD
· Mood Disorders
· Major Depression (MDD)
· Dysthymic Disorder (DD)
· Bipolar disorder
· Books about Depression
· Darkness Visible
· The Noonday Demon
· Core Features
· Dysphoria: prolonged sadness
· Anhedonia: loss of pleasure or interest in previously enjoyed activities
· Irritability: excessive sensitivity, hostility, and moodiness, unique to children and adolescents
· Symptom
· In isolation, feeling or emotion of sadness (very common 40% of people report feeling that at any given point)
· Syndrome
· Cluster of common syndromes, multiple symptoms we see hanging together
· “Negative affect”: sadness with somatic symptoms,
· DIMENSIONAL view of depression
· As a Disorder/Diagnosis
· Syndrome with minimum duration
· Syndrome with required impairment
· Want to be attentive to how they’re operationalizing depression
· Major Depressive Episode
· 5 symptoms total during the same two week period
· At least one of:
· Depressed mood, most of the day, nearly every day
· Anhedonia, most of the day, nearly everyday
· Plus (and all of these are nearly every day):
· Significant weight loss or gain
· Insomnia or hypersomnia
· Psychomotor agitation or retardation
· Fatigue/loss of energy
· Feelings of worthlessness or guilt
· Diminished ability to think or concentrate
· Recurrent thoughts of death, suicide ideation (with or without a plan) or an attempt
· Dysthymic Disorder
· Chronic, lower level depression
· Depressed or irritable mood for most of the day, more often than not, as indicated by either subjective account or by observation by others, for at least 1 year (a modification of the two year criteria for adults)
· Presence while depressed of two or more:
· Poor appetite or overeating
· Insomnia/hypersomnia
· Low energy or fatigue
· Low self-esteem
· Poor concentration or decision making
· Hopelessness
· During the 1 year period, the person has never been without symptoms for more than 2 months at a time
· Depression diagnosis
· What typically happens is that you have dysthymia first and then you’ll have a major depressive episode
· If that happens you would meet criteria for both
· Categorical versus dimensional diagnoses
· Disadvantage of categorical approach: some people don’t make the cut off
· Many children and adolescents will have subclinical depression
· They still show significant impairment
· This can be a problem for people as well as researchers
· Does our system reflect what’s going on in the world? Categories don’t, better thought of as a continuum
· Some people are high on the negative affect and some are low
· MDD is not prevalent in young children
· 1% in preschoolers
· 2% of school children
· Note that these may be underestimates
· 8% of adolescents
· 20% cumulative prevalence by the end of adolescence (increase likely due to biological maturation)
· Cultural and contextual differences
· Higher symptoms in minority youth
· Likely reflects SES differences
· Life stressors and daily hassles are important with depression
· More hassles for children in lower SES
· The overall rate of depression and the proportion of females with major depressive disorder increases dramatically during adolescence
· Spikes at 18 and 21
· One of the most robust differences is the increased rate of depression among girls and women
· Why does this happen? What causes gender differences to such a noticeable degree?
· No one variable explains this trend
· Higher experience of stressors and trauma
· Girls are more likely to be sexually abused and assaulted
· Gender related expectations
· Limitation of choices, focus more on appearance
· Biological
· Dysregulated HPA axis overly reactive to stress
· Coping styles 
· Rumination
· Thinking about a problem constantly but never moving to active problem solving
· In the context of depression, may be like “Why do I feel like this?” “Why is this happening to me?” 
· Girls are more likely to ruminate than men
· Course and Prognosis
· For a long time people thought children could not be depressed
· The reason for this is because within the psychoanalytic tradition, children lacked the superego development (the cognitive skills) to be depressed
· We now know that’s not true
· Even young children can be depressed
· May be hard for adults to see it
· Many symptoms of depression are internal
· Sadness, shame, guilt, feelings of worthlessness
· Big adult emotions and it’s hard for people to understand that a three year old might feel that way is hard to cope with
· Behavioural profile associated with depression is heterogenous
· Some kids will be avoidant (if they’re passive), some kids will be less assertive, but some people will be MORE aggressive and more hostile
· Because it can manifest as irritability
· Depression in Preschoolers
· Was originally thought that preschoolers could only show masked symptoms of depression
· Such as aggression, somatic symptoms
· Outward manifestations of an underlying depressed mood
· Would not show the “typical symptoms”
· Luby et. al (2003) tested this using an interview for parents that assessed psychiatric symptoms in preschoolers
· Asked about typical symptoms
· Sad? Grouchy? Anhedonia (loss of interest in playing?)
· Themes of death or suicide in play or talk?
· Somatic, masked complaints
· Found that typical symptoms occur at much higher rates than the masked symptoms of depression
· Typical symptoms often showed high specificity (only see them in kids with depression) Big example of this is anhedonia
· Masked symptoms did not show as much specificity
· Somatization (most frequent masked condition)
· For preschoolers, some criteria in the DSM need to be changed
· Activities and play vs. work and school
· Themes of death or suicide in play
· 2 week duration might be too long
· Stable constellation of symptoms
· Similar to adults
· Sadness, anhedonia, changes in activity level, appetite, difficulty with sleep, death related/suicidal themes in play
· Course
· Untreated MDD lasts 8-12 months
· Untreated dysthymic disorder (DD) lasts 2-5 years
· Residual symptoms frequently present at end of episode
· Residual symptoms strong risk factor for recurrence
· MDD recurrence
· Preschoolers with depression are 4 times more likely than those without depression to meet criteria for major depression
· For children and adolescences who experience a major depressive episode, recurrence is common:
· 25% within 1 year
· 40% within 2 years
· 70% within 5 years
· 30% develop bipolar disorder (the BP switch)
· Most adults with MDD date onset of first episode in adolescence, may not have been identified and treated but they will admit it occurs when they were a teenager
· Kindling hypothesis
· First episodes frequently follow significant life stress
· Biological changes that make you more reactive to stress in the future
· Takes less stress to make you more reactive to stress in the future
· Thus, later episodes may require less stress to begin
· Depression Recurs
· Children and adolescents who have a depressive episode are more likely to have a depressive episodes as adults
· Earlier it starts, the worse the prognosis
· More severe, more chronic, greater suicidality
· Is depression in childhood and adolescence associated with the likelihood of other disorders?
· Heterotypic continuity (likelihood of comorbidity? anxiety? substance abuse?)
· Is depression in childhood/adolescence associated with other problems in adulthood
· Prognosis
· Longitudinal study in New Zealand
· Followed them from birth
· Met DSM criteria for MDD when they were 15, looked at psychiatric profile, psychopathology, education, and outcomes in early adulthood
· 3.5 times more likely to have MDD in adulthood
· 2.2 times more likely to have anxiety disorders
· No difference on nicotine, alcohol abuse, educational outcomes or become a parent
· So no significant life troubles just far more likely to meet criteria for an anxiety disorder
· Note that these analyses took into account a number of factors associated with adolescent depression and outcomes (SES and sexual abuse)
· Once you control for SES you don’t see the impairment of depression on other facts
· They also took comorbid conditions into account as well (e.g. conduct disorder)
· Combination of those factors in depression leading to adverse outcomes in adulthood
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· Comorbidity (typically the rule rather than the exception)
· For Major Depressive Disorder:
· Often see anxiety co-occurring
· Anxiety
· Dysthymia, conduct problems, ADHD, substance abuse
· In general, co-morbid conditions come first and then depression occurs
· These comorbid conditions create social problems and ineptitude which add to negative mood and can make depression worse or bring it on
· You don’t see depression --> other conditions
· Tends to be other way around
· You CAN have dysthymia and depression diagnosed at the same time
· Anxiety, conduct disorder, ADHD, etc. usually precede dysthymia
· Cognitive Functioning
· IQs in normal range, yet academic achievement is worse
· Makes sense given symptoms of depression
· Suicidality
· Suicide: taking one’s life
· Suicidality: includes attempts, intent, ideation
· Suicide is the third leading cause of death amongst children and adolescents
· Two strongest predictors:
· Mood disorder
· Young female
· 60% of children and adolescents with major depressive disorder admit to having suicidal thoughts
· Approximately 30% attempt suicide
· Girls will attempt more, but use less lethal means (less likely to complete)
· Boys are more likely to use firearms and lethal means and complete
· Non-suicidal self injury (NSSI)
· Deliberate destruction of your own body tissue but the absence of intent to die
· Cutting, burning, biting
· 17% of adolescents admit engaging in one of these behaviours
· Associated with a number of psychological disorders including depression and anxiety
· NSSI
· Functional approach to NSSI
· Behaviour is reinforced by intra- or interpersonal consequences
· Way to regulate negative mood (intrapersonal negative reinforcement, removing an adverse stimuli)
· Generates desired feelings, again regulating mood (intrapersonal positive reinforcement)
· Way to obtain desired consequences in the environment, care and attention (interpersonal positive reinforcement)
· Less responsibility, parents prohibit you from going to school (interpersonal negative reinforcement)
· Biological factors
· Genetics
· Children of depressed parents are more likely to become depressed (one of strongest risk factors for childhood depression)
· Children with a parent who was depressed as a child are 14 times more likely to become depressed before age 13
· Twin studies suggest a heritability rate of 35 to 75%
· Serotonin transporter gene 5-HTTLPR and maltreatment
· 2 versions of allele, short and long
· 3 possible combinations - ss, sl, ll
· Having a short allele conferred a risk for depression only in the presence of maltreatment
· HPA axis, taking less to set off a later episode
· Cognitive Processes
· Social Information Processing
· Encoding (attention)
· Interpretation (hostile attribution bias)
· Response search (generation)
· Response choice (evaluation along different dimensions)
· Encoding
· There is not a lot of evidence that youth depression that is associated with encoding biases
· That is, depressed children do not show an attentional bias for sad or negative material
· Interpretation
· Tend to see hostile or negative intent rather than neutral
· For negative events, children with depression are more likely to think the causes are internal (their fault), stable (it will never change), and global (this is going to happen always, everywhere)
· For positive events, they are external (not their fault), unstable (this is random), and specific
· Response Search
· Identify fewer assertive strategies (i.e. standing up for themselves)
· Response choice
· Less able to carry out assertive strategies
· Evaluate avoidant strategies as more likely to be associated with positive outcomes
· Assertive strategies less likely to result in good outcomes 
· Interpersonal Theories of Depression
· Behaviour
· Less prosocial
· Fewer assertive
· More avoidant and withdrawn
· Some children are also more hostile and aggressive
· Children and adolescents may be responding to challenging interpersonal situations in problematic ways
· Responding with aggression or withdrawing may cause the peer victimization to continue
· We also know that being treated badly results in increased depression
· Are depressed children and adolescents trapped in a vicious cycle
· Stress Exposure versus Stress Generation
· Stress Exposure
· Depression results from exposure to stressful events
· Experience of stress precedes the experience of depression
· Peer rejection leads to an increase in depression
· Stress Generation
· Depression may lead individuals to generate stressful life events
· Difficulties in interaction may be causing their problems
· Rudolph et al. 2000
· 88 children who were clinically referred (clinically referred samples tend to be more severe because the families are actively seeking treatment)
· Assessed symptoms of depression and externalizing problems
· Assessed experience of life stress
· Stressful experiences rated by researchers among dimension:
· Severity (no stress/impact to severe stress/impact) objective ratings
· Extent to which child contributed to the event (completely independent to completely dependent)
· Interpersonal or non-interpersonal
· Results:
· Depression is associated with dependent, interpersonal stress
· Depression was NOT association with independent stress
· In other words, youth with depression were not more likely than other clinic-referred youth to experience stressors that they had no role in
· They WERE MORE LIKELY to experience interpersonal stressors to which they had contributed
· Note that all children in this study were clinically referred
· Youth with depression may be more likely than clinically-referred children to experience significant independent stressors
· Stress-Generation
· Youth with depression more likely to generate problematic interpersonal circumstances
· These interpersonal circumstances exacerbate depression
· See similar patterns for life hassles
· Internalizing symptoms predict life hassles, and vice versa
· Internalizing symptoms predict being victimized by peers which predicts subsequent internalizing symptoms
· Interpersonal theories of Depression
· Friendships
· Friends are a critically important part of development
· Protect children from feelings of loneliness and depression
· Children with friendships are less likely to be victimized by peers
· Opportunity to develop good social skills
· For children with depression, it may be harder to maintain healthy, meaningful friendships
· Features of friendships may be contributing to their symptoms
· Studies have observed depressed children interacting with driends
· Have noticed the friends’ affect becoming more negative over the course of the interaction
· Really seeing an impact of the depressed child’s behaviour on the behaviour of their friends
· Reassurance Seeking
· Children want others to demonstrate that they care about them, tell them they are ok, etc.
· Initially people will do this and will give what the child seeks
· Problem is, depressed child thinks the person doesn’t mean it and seeks more reassurance
· Over time, this becomes irritating and invalidating
· Eventually, child will be rejected
· From an operant conditioning standpoint, the friend is not getting positive reinforcement
· Reassurance seeking is associated with unstable friendships
· Predicts lower quality friendships as perceived by the friend
· Contagion
· Contagion of depression and problematic attributional styles
· Depression of a best friend predicts adolescent depression over time
· Depressive attributional style of best friends also predicts adolescents’ own depressive attributional style over time
· Summary
· Evidence of biological predisposition for depression (heritability, interacting with stressful life events)
· Diathesis-stress model (Caspi and child maltreatment)
· In general, the earlier it starts the more likely it is to have a significant biological component
· Cognitive patterns with depression (socio-cognitive)
· Behavioural patterns with depression
· Combination of cognitive and behavioural patterns may increase negative experience, which increases depression
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· Treatment:
· Behavioural therapy: aim to increase behaviours that increase positive reinforcement, teach social and other coping skills and relaxation training
· Cognitive therapy: help the youngster with depression and become more aware of negative, pessimistic thoughts, hope to end these thought patterns
· CBT: most common form of psychosocial intervention, combines behavioural and cognitive and self-control therapies in an integrated approach, attribution re-training
· Interpersonal therapy: explore family and peer interactions that maintain depression
· Supportive therapy: create safe space, healthy therapeutic space where the child feels safe
· Medications: pharmacological techniques, SSRIs
· CBT Model of Depression
· Underlying diathesis-stress model
· Personal diatheses interact with stressful life events to disrupt normal mood
· Depression maintained by negative cognitive and behavioural processes
· Cognitive processes to target: depressogenic thinking
· Behavioural processes to target: low reinforcement and negative life event
· May have to teach some skills
· Ultimate goal is for the person to elicit positive experiences from their environment
· Avoiding the downward emotional spiral
· Negative events may breed negative moods, negative moods elicit negative behaviours, behaviours may produce negative thoughts... etc
· But just as moods go down we can send them up in the same way
· Positive triggers can start a chain of pleasant feelings, events, and thoughts
· So what is the goal of CBT:
· Help youths learn to OBSERVE their thoughts, feelings and beliefs
· Consider alternative explanations
· Solve problems and make rational decisions
· Therapy as observation and experiment
· Generate hypotheses and assess the accuracy and affective consequences of their thinking
· Be very careful observers
· Try correcting your thought and see what happens
· Must match developmental lvel of the child
· Very verbal and it can get very complicated, use of concrete examples and cartoons is often helpful
· Two key questions:
· Is there any other way to look at this situation?
· Is there any other reason this might have happened?
· Behavioural Techniques
· Teach people how to have fun again!
· In reality, we usually do behavioural therapy first and cognitive therapy second
· If you look at the cognitive techniques, these may backfire in someone who is very depressed
· May mount a lot of evidence FOR their negative thoughts and feel even more worthless
· Behavioural techniques to raise mood first, experience some success, and then move to cognitive techniques
· Keep track of mood and activity
· Develop a list of rewarding activities that produce pride and pleasure
· Change habits that are problematic
· Address environmental obstacles
· Address skill deficits
· Monitor IMPACT
· Antidepressant Medication
· Tricyclic antidepressants
· Prevent the reuptake of norepinephrine and serotonin in the synapse
· No evidence of efficacy in youth
· Monoamine oxidase inhibitors (MAOIs)
· MAO is an enzyme that breaks down some neurotransmitters
· MAO inhibitors stop this enzyme thus increasing the level of neurotransmitters
· Some mixed evidence of efficacy in teens
· Potentially lethal side effects, interacts with tyramine and causes fatal increase in blood pressure (red wine, beer, chocolate, aged cheese)
· SSRIs
· Inhibit reuptake of serotonin in the synapse
· Similar to tricyclics but focused more specifically on serotonin
· Good evidence for fluoxetine (Prozac) for adolescents
· Tend not to be fatal in overdose
· Side effects: agitation, jitters, anger, hostility, nausea, stomach cramps
· Evidence is mixed on antidepressant use in children and teens
· Balancing risk and benefit, may increase suicide ideation
· But Prozac has been shown to have benefits that outweigh risks
· Treatment of Adolescents with Depression Study (TADS) 2004
· Very large randomized control trial
· 13 sites
· 439 kids enrolled
· 12 to 17
· Half were female
· MDD moderate to severe
· Randomly assigned
· CBT
· SSRI (Prozac)
· CBT + SSRI
· Placebo
· Treated for twelve weeks (at twelve weeks unblinded placebo group and let them get treatment)
· Study is noteworthy because it is so large and the severity of the cases
· Were there differences between CBT and SSRIs and combination therapy?
· Results:
· CBT did not perform very well on its own
· Children’s Depression Rating Scale (clinician rating), Reynolds Adolescent Depression Scale (teenager self-report), Suicide Ideation
· CBT did about as well as a placebo
· Overall, groups with active medication did better in terms of depressive symptoms
· CBT did help a bit with suicide ideation, rather than depressive symptoms
· However, CBT may be helpful for suicidality, but SSRI and CBT are recommended for mood disorders
· Also there is a BIG placebo effect in depression
· Why did this study look different than others?
· Sample characteristics
· The TADS sample was pretty severe
· In less severe samples, CBT might perform much better
· Treatment manual
· Very flexible
· Therapists pick from different modules
· May have resulted in patients getting smaller “doses” of CBT
· So two key features:
· Severity of sample
· Flexibility of treatment manual
· Initial TADS results for 12 weeks of treatment but they actually conducted 36 weeks of treatment
· By week 18, CBT outcomes looked similar to medication, and by week 36 they looked similar to combination treatment
· It is possible that the severity of the sample meant that it took longer for CBT to work
· You see faster improvement with medication, but the CBT will catch up
· Interestingly, suicide ideation is more common in the medication only group than in the group that had CBT and combined treatment
· General conclusions:
· CBT can be effective for children and adolescents
· It may not be the best choice for very severe cases, in which case an antidepressant may be a better choice
· For SSRIs, must weigh risks and benefits
· However, TADS authors suggested that CBT + SSRI protects from suicide ideation
· Treatment for Depression in Preschoolers
· Diagnosis of depression in preschoolers is very new
· As of 2006, no studies had examined the safety and efficacy of prescribing medication for preschool mood disorders
· Also no psychotherapy trials
· Note that prescribing occurs “off label”
· 3-9/1000 US preschoolers treated with psychotropic meds in the 1990s
· Most common prescriptions are for stimulants
· Luby and colleagues have developed a version of PMT that focuses on helping parents learn to manage their children’s moods
· Therapy is recommended as the first approach
· If symptoms are severe and persist, fluoxetine has the best risk/benefit profile in older children and is recommended as the first choice in preschoolers
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· Does this disorder actually occur in children and adolescents?
· If so what does it look like?
· It is a different manifestation of the same underlying problem seen in adults
· Fundamental debate in child psychology: how do we ensure that symptoms are developmentally appropriate
· Definition
· Manic Episode
· A distinct period of abnormally and persistently elevated, expansive, or irritable mood, lasting at least one week (or any duration if hospitalized)
· Three or more of the following symptoms have persisted (four if the mood is only irritable)
· Inflated self esteem or grandiosity
· Decreased need for sleep
· More talkative than usual
· Flight of ideas or racing thoughts
· Distractibility
· Increase in goal directed activity, psychomotor agitation
· Excessive involvement in pleasurable activities that have hihg potential for painful consequences (sex, shopping, gambling)
· Hypomanic episode
· Same as above, but lasting at least four days
· No marked deterioration in functioning
· Depressive Episode
· Meets criteria for a major depressive episode
· Mixed episode
· Criteria are met for both a manic episode and a major depressive episode (except for duration) nearly every day for a one week period
· DSM Diagnoses
· Bipolar I
· Manic or mixed episode lasting 7 days (unless hospitalization required)
· May or may not show depression
· Bipolar II
· Major depressive episodes and hypomanic episodes
· Does not ever have a full manic episode
· Cyclothymia
· Subthreshold chronic mood dysregulation
· Period lasts at least one year
· Numerous hypomanic and depressive symptoms that don’t meet full criteria for mania, major depressive episode, etc
· Between 1990 and 2000 diagnoses for bipolar disorder in children quadrupled
· 1999 saw the publication of a book entitled The Bipolar Child by a NY psychiatrist
· Argued people were overlooking bipolar disorder
· Provided a vague and general list of behaviour
· Poor handwriting, complains of being bored, intuitive and creative, difficulty getting up in the morning, elated and silly moods, curses viciously, intolerant of delays
· But these are criteria for many other symptoms and also of NOTHING
· 2001 Field decided that bipolar disorder could be diagnosed in children
· Noted differences in presentation of bipolar disorder in children and adults
· Adults have discrete episodes and then return to normal functioning
· In children there are rapid changes in mood even within the same day
· Children tend to have long episodes where their moods change rapidly (1 to 4 years)
· Barbara Geller (leading psychiatrist on childhood bipolar)
· Definition
· So the question is: how narrow or broad should the criteria be?
· Narrow phenotype
· “Classic” adult symptoms
· Mania, grandiosity
· Downward extension of adult criteria to children
· Some children and adolescents do meet this criteria
· Another possibility is a broader phenotype
· Rather than just extending the adult criteria, include other features like irritability and mood lability
· Irritability is much more common than mania, but how do you distinguish “irritability” from other disorders (i.e. ADHD, ODD, GAD, depression)
· You could be misdiagnosing
· BD presents significant diagnostic challenges
· Rapid cycling even within the same day
· Youth with chronic mania, but often irritability rather than euphoria is the predominant mood state
· This makes the differential diagnosis very challenging, a lot of overlap
· Therefore, due to overlap, some people have argued that to be diagnosed with BD children MUST show core features of mania (grandiosity and euphoria) otherwise not convinced
· Could be very agitated ADHD
· But also grandiosity and elevated mood do occur in a significant number of youth who have been identified as having BD
· Practice Parameters of the American Academy of Child and Adolescent Psychiatry believe that the DSM-IV-TR criteria for adults should be applied for children and adolescents
· So mania, which may include irritability, presents as a marked change in the individual’s state
· Illness is a departure from baseline functioning
· Many children do not meet the duration for a full manic episode, which is required for Bipolar I so Bipolar II is a more common diagnosis
· Diagnostic validity of BD in preschoolers has not been established
· Prevalence
· Lifetime prevalence in children and adolescents is about 0.4 to 1.2%
· Very rare but enormously debilitating
· Note these may be underestimates due to differences in presentation of symptoms
· Very rare prior to puberty
· Rates rise in adolescence
· Presentation in children
· Usually different from adults
· Changes in mood, energy, behaviour are erratic and inconsistent
· Irritability, belligerence, mixed states (switching between mania and depression rapidly) more common than pure mania
· Rapid cycling (periods of mania lasting around four hours)
· For some children, the illness does seem to represent their baseline functioning... this is not consistent with DSM criteria for adults
· Presentation in adolescents
· Mania in adolescence associated with psychosis, mixed episodes, extreme mood lability
· Often mistaken for schizophrenia
· About 60% of people with bipolar disorder experience their first episode in adolescence prior to 19 years of age)
· Peak age of onset between 15 and 19
· Most people report first episode was major depressive disorder
· Recovery 
· Defined by DSM as eight consecutive weeks in which a child does not meet criteria for manic episode, hypomanic episode, depressive episode, or mixed episode
· 40 to 100% of adolescents will recover within a year
· However 60 to 70% of those who recover will also show recurrence
· Children with pre-pubertal onset BD are two times less likely to recover than those with adolescent onset
· Course
· Rate of mania in adults who had Bipolar I as a child are 13 to 44 times higher than population prevalences
· Suggests continuity
· Taken together, evidence suggests a chronic course from childhood to adulthood
· Clinical correlates
· 60 to 90% of children and 30% of adolescents with bipolar meet criteria for ADHD
· Note the similarity in symptoms
· Disruptive behaviour disorders 
· 20% of children with BD meet criteria for conduct disorder 
· Again, the overlap of symptoms
· BD in children is associated with marked social impairment
· Poor social skills
· Very touchy and unpredictable
· Frequently teased and victimized by peers
· Few friends
· Also difficult family circumstances, poor relationships with siblings
· Frequent hostility and conflict with parents 
· Etiology and Maintenance
· Very little work done here
· Work with adults suggests it is highly heritable
· If one or both parents have bipolar, chances are 5 times greater that child will develop bipolar or another mood disorder
· However twin studies suggest that variability is not entirely due to genetics
· If one identical twin has bipolar disorder, 65% chance other twin will have it
· Genetics seem to play a bigger role in early onset cases
· A multiple gene problem
· Environmental factors likely play a role
· Diathesis-stress model, an elevated genetic risk and environmental stressor playing a role
· Problematic family interactions, hostility, conflict in the family interacting with a genetic predisposition
· Treatment
· Medication
· Lithium, common treatment for adult BD
· Mood stabilizer
· Approved for children in age 12 and up
· It can be very effective but it has serious side effects
· It is extremely toxic, and the difference between an effective and toxic dose is extremely small
· Associated with renal and thyroid problems
· Significant weight gain
· Compliance with instructions is incredibly important
· Visit physician regularly to monitor side effects
· RCT examined lithium use in adolescents compared to placebo
· Improved symptoms of bipolar and general functioning
· But because of compliance needs, if physician feels like family environment is not supportive for lithium, it may not be prescribed
· Atypical antipsychotics
· Wide range class of antipsychotics
· Originally thought they would not cause the same side effects on motor functioning
· Some evidence from RCT’s that these are effective in youth
· Two have been approved for treating mania in youth
· Practice recommendations for using medication
· Typically suggest to start with ONE medication (monotherapy) either a mood stabilizer or an atypical antipsychotic
· For patients that do not fully respond, add a second MS or AA, and add third if still not responding
· Note limited data is available for combination therapy
· For parents presenting with a psychosis, start with a combination of a mood stabilizer and an atypical antipsychotic
· Psychosocial Treatments
· Never a replacement for medication
· Family education
· Understanding disorder and symptoms
· Reducing conflict
· Medication management
· Poor compliance to medication regimes is a MAJOR source of relapse in BD
· Child and Family Focused CBT
· First phase (unique characteristics of the disorder): therapeutic alliance, psychoeducation, role of medication, routine
· Second phase (affective circuitry dysfunction... excessive reactivity of amygdala and poor problem solving with DLPFC with negative experiences): increase positive experience, measured tone and timing with negative consequences, affect regulation, I can do it, no negative thoughts and live in the now
· Third phase (environmental stressors, interpersonal conflict, school, siblings, increased expressed emotion): be a good friend, balanced lifestyle, oh how can we solve this, ways to get support
· RAINBOW approach
· Routine
· Establish a predictable routine that will reduce tantrums, conflict
· Affect Regulation
· Parents taught behaviour management techniques
· Children taught to monitor and recognize moods
· I can do it!
· Increase childrens’ and parents’ beliefs that they can manage bipolar symptoms
· No negative thoughts
· Retraining cognitive distortions associated with depression
· Be a good friend and balanced lifestyle
· Teach skills necessary to be a good friend and give opportunities to practice
· Help parents develop a balanced lifestyle (keep date nights, etc)
· Oh, how can we solve this problem?
· Help parents and children learn to problem solve together
· Ways to get support
· Help parents learn how to seek help as well as advocate for their child at school
· Authors of the RAINBOW study (West, Henry, and Pavaluri, 2007) held an open trial of child and family focused CBT
· Looked to see if symptoms improved, no comparison to another group
· 12 sessions
· Followed by booster sessions
· Begin with acute phase of treatment, 12 sessions taking place over 6 months
· Maintenance phase of treatment (booster sessions) over 2.5 years
· 50 minute session incorporating elements of treatment
· Frequency depended on family
· Outcomes
· Bipolar symptoms 
· Global functioning
· Clinician was not blind to treatment (potential bias, expectations)
· Significant improvements in aggression, mania, psychosis, depression, and sleep disturbance
· Increase in overall functioning
· No real change from post acute phase and post maintenance
· Summary
· No control group and all children are on medication
· Treatment shows promise, significant reduction in symptoms and maintenance of gains over time
· But study design is not strong enough to draw real conclusions
· But not enough to show us if the treatment is better than medication (could just be medication causing gains)
· Raters weren’t blind either which could be biasing results
· However this is a significant move forward because we don’t know anything else about bipolar, a very new area for developmental psychology
· Follow up step is RCT to get better data about the efficacy of this treatment
March 22, 2011 - Mental Retardation
· What is intelligence?
· Many subprocesses
· Verbal ability
· Spatial skills
· Reasoning
· Working memory and control of attention
· Is it a trait or a state? Stable or are there changes over time?
· Generally IQ is pretty stable but it can change
· Environment and testing situation can play a role
· MR core features
· Significantly subaverage intellectual functioning, IQ below 70 or equivalent assessment
· Impaired adaptive functioning (at least two areas of functioning... interpersonal, basic living skills)
· Onset before age 18
· Subtypes by degree of impairment
· Mild MR (IQ of 55 to 70)
· Applies to about 85% of people with MR
· Most common diagnosis
· Typically not identified until elementary school years
· Overrepresentation of minorities and low SES members
· Moderate MR (IQ 40 to 54)
· Applies to only 10% of people with MR
· Usually identified during preschool years
· Many people with Down syndrome
· Severe MR (IQ of 20 to 39)
· Applies to about 3 to 4% of persons with MR
· Often associated with a clear organic, biological cause
· Profound MR (IQ below 20 or 25)
· Applies to 1 or 2% of persons with MR
· Identified in infancy
· Clear organic cause, usually co-related with other developmental problems
· IQ Assessment
· A series of tasks designed to assess different types of intellegence
· Weschler Intelligence Scale for Children (WISC)
· For ages 6 to 17
· Also a preschool version
· Full scale IQ comprises your verbal IQ and performance IQ score
· Verbal: 
· Comprehension, vocabulary, similarities, information tasks
· Working memory index: arithmetic, digit span, letter-number sequencing
· Performance:
· Perceptual organization: picture completion
· WISC is incredibly standardized
· Procedures for administering the tasks are very specified
· Even for where you sit relative for them, how you interact
· Norms have been established
· Performance can be compared to other children of the same age and gender
· Average performance on the WISC is 100
· Criticisms
· Culturally specific
· Focus on speed of processing
· Problematic for children with behavioural difficulties
· Assessment of Adaptive Functioning
· Vineland Adaptive Behaviour Scales
· Assesses functioning in several domains
· Semistructured interview, interviewer has a lot of latitude
· Excellent for building rapport, it’s like having a conversation
· Given a number of general overview questions and a set of more specific probes if needed
· Given a list and check of items as they go
· Communication:
· Receptive (listening, following instructions)
· Expressive (pointing when offered a choice, uses phrases with a noun and verb)
· Written (Recognizes name, prints more than 20 words)
· Living Skills
· Personal (drinks from a cup, asks to use toilet, puts shoes on the right feet)
· Domestic (careful around sharp/hot objects)
· Community (function of telephone, function of clock, money)
· Socialization
· Interpersonal (looks at faces, shows two or more emotions, demonstrates friendship seeking behaviour with others)
· Play and leisure time (responds when caregiver is playful, simple interaction games, shares toys or possessions)
· Coping skills (controls angry feelings, changes easily from one activity to the next)
· Prevalence
· Community prevalence estimates range from 1 to 3%
· More prevalent in lower SES and minority groups
· These cultural and contextual differences are only apparent for MILD MR
· Once you get to more severe MR there are fewer sociocultural differences because it has more biological causes
· Slightly more males than females, X-linked traits?
· Etiology
· Organic MR
· Includes chromosome abnormalities, single gene conditions, neurobiological influences
· Like Down syndrome, clear biological cause
· Impacts youth across all levels of SES
· Cultural/familial MR
· Includes family history of MR, economic deprivation, inadequate child care, poor nutrition, and parental psychopathology
· Much more serious than organic
March 24, 2011 - Autism 
· Qualitative impairment in social interaction
· Examples
· Joint attention
· Expressive nonverbal behaviour
· Social “mind” and reciprocity
· Heider and Simmel 1944 film
· Used in social psychology experiments originally
· Adapted for autism research
· Assesses “normal” or typical tendency for people to attribute social meaning to ambiguous stimuli
· Core Features of Autism
· Qualitative impairments
· Echolalia and repetitions
· Poor pragmatic use of language
· 50% do not develop useful language
· Repetitive patterns of behaviours
· Self stimulations, intense narrow interests, rigid routines, preoccupation with parts of objects
· Movie experiment
· Typical viewer looks at the eyes
· Person with autism looks at chin, not useful for extracting social cues
· AUTISM DSM DIAGNOSIS
· Qualitative impairment in social interaction, at least two of the following:
· Marked impairment in multiple nonverbal behaviours such as eye to eye gaze, facial expression, postures, and gestures
· Failure to develop peer relationships
· Lack of spontaneous seeking to share enjoyment, interests, or achievement with other people, lack of social or emotional reciprocity
· Communication impairments
· Delay in or total lack of spoken language (no attempt to compensate through alternate modes of communication
· In individuals with adequate speech, marked impairment in ability to initiate or sustain a conversation with others
· Stereotyped and repetitive use of language or idiosyncratic language
· Lack of varied, spontaneous, make believe play appropriate to developmental level
· Restricted repetitive and stereotyped patterns of behaviour, interests, and activities (abnormal):
· Encompassing preoccupation with one or more stereotyped and restricted patterns of interest
· Apparently inflexible adherence to specific, nonfunctional routines or rituals
· Persistent preoccupation with parts of objects
· Need to be six symptoms total, at least two (2) from social interaction and one (1) from communication.
· Asperger’s syndrome
· Similar to autism but minus the communication problems, typically higher functioning than autistic children
· Qualitative impairment in social interaction (at least two of above symptoms)
· Restricted repetitive and stereotyped patterns of behaviour (one of above symptoms)
· Autism as a Spectrum
· Historically viewed as a classic, categorical disorder
· Current research emphasizes the idea of a spectrum
· Evidence for dimensional spectrum, within diagnosis, severity of symptoms can vary a tremendous amount
· Within the diagnosis, any level of IQ is possible
· Presence of autistic-like traits in close relatives
· Autism spectrum disorders:
· Autism
· Asperger’s
· Pervasive Developmental Disorders NOS (don’t meet full criteria but something for sure is going on)
· Assessment
· Autism Diagnostic Observation Schedule (ADOS... kind of like the DBDOS, in fact it was based on the DBDOS)
· Semi structured observation
· Examiner interacts with child in a series of situations
· Designed to assess social interaction, communication, etc
· Presses
· A certain pattern of behaviour is likely to appear
· Know that autistic children are prone to certain types of behaviour
· Example: unstructured presentation of toys
· Often autistic children will not play imaginatively
· Prevalence
· “Old rate” was 4 in 10,000
· Most recent CDC data has it more like 1 in 150
· Due to better identification and broader definitions
· Present cross-culturally and cross-nationally, found at all income levels
· 4:1 male to female ratio
· 10:1 male to female ratio in “high functioning” ASDs
· Developmental Course
· Efforts to create very early ID tests
· Typically identified around age 2
· Some children seem to lose early developmental milestones
· Prognosis
· Usually chronic and impairing
· Strongest predictors of adult outcome: language and IQ
· Comorbity
· Mental retardation most common (in 70% of kids who meet criteria for autism will meet criteria for MR, 40% meet criteria for severe or profound MR)
· Epilepsy (25%)
· In high functioning ASDs like Asperger’s, anxiety and OCD are also common
· Splinter skills:
· 25% of autistic children have this
· A skill that is above average (memory, math, drawing)
· 5% are savants (way better than ANYONE at a particular skill... think rain man)
· Clinical Correlates and Comorbidities
· Perceptual organization
· Distracted by parts of objects
· May have extreme sensory sensitivity
· May have sensory preoccupation (i.e. sniffing)
· May lack “central coherence” -- the tendency to take in the “whole picture” rather than its constituent parts
· Social information processing
· May lack theory of mind (ToM; Simon Baron-Cohen)
· Sally-Anne test (where will Sally look for her marbles?)
· 100% of typically developing children have ToM skills at age 4
· 85% of children with Down syndrome can do this
· 20% of Autism can do this
· Poor attention to social cues
· Differential Diagnosis
· Children with MR will not have a specific deficit in joint attention
· No deficit in theory of mind
· No specific deficit in pretend play
· Social behaviours appropriate for their mental age
· Speech and language problems vs communication problems in autism
· Children with speech and language disorders will show less DEVIANT forms of language (less echolalia and nonsense words)
· More spontaneous social conversation, they want to interact
· Greater skill in nonverbal communication
· How do you tell autism from Asperger’s?
· Asperger’s kids have higher verbal mental age
· Less language delay
· Greater interest in social contact
· May have a more skewed gender ratio, more boys
· Often better long term outcomes, can live on their own even
· Rett’s Disorder
· Very rare
· Characterized by rapid loss of skills/developmental benchmarks
· Stereotyped hand movements
· Severely impaired language
· Deceleration of head growth
· Prevalence is 1 per 10,000 females
· Very poor long term prognosis
· Compared to autism:
· It’s a genetic mutation that is fatal in males, this is why there are only females
· Opposite gender ratio
· REGRESSION of progress and movements
March 29, 2011 - Autism Continued
· Jenny McCarthy and Jim Carrey video
· Environmental toxins?
· Casein free diet
· Gluten free diet
· Toxins during pregnancy
· Vaccines
· Thimerosal
· Preservative in vaccines (removed from nearly all vaccines as of 2001)
· Mercury
· Symptoms of ASDs show up when kids are getting vaccinated, illusory correlation
· Reasonable biological explanation
· 1998 Andrew Wakefield 
· 12 children
· Normal development followed by onset of behavioural difficulties and GI problems
· For 8 children, onset was linked to MMR vaccines
· Note that the authors were careful to point out that this was not conclusive proof, that there was no link between ASDs and vaccines
· Also noted only a subset of autistic cases were linked to the vaccine
· Scientific inference
· Null hypothesis: assume no relationship
· Using probability theory, determine how likely the observed relationship is if there really is no relationship
· We cannot quantify the likelihood of no relationship
· Lancet retracted the paper
· In January 2011, it was reported in the British Medical Journal that the data reported was in fact fraudulent
· Genetics
· Heritability
· Concordance between MZ twins is 60-90%
· Have one child with ASD, 1 out of 15 secondary births will also have ASD
· Overall evidence that autism is over 80% heritable
· But it likely involves multiple genes working together, gene x gene interaction, anywhere from 5 to 100
· Broader autism phenotype (spectrum)
· Rigid
· Lack of tact
· Aloof, disconnected from relationships
· Poor verbal comprehension
· Literal use of language
· Do not display atypical language, MR, repetitive behaviours
· Brain development
· Evidence of abnormalities but not sure if it’s causal
· Differences in structure
· Frontal lobe, cerebellum, medial temporal, limbic
· Higher rates of tuberous sclerosis (benign brain tumours)
· Differences in function
· Very high rates of epilepsy and seizures
· Decreased activation of emotion processing regions (amygdala)
· Decreased activation of mirror neurons
· Altered activation of facial recognition areas (children as young as 6 months show different brain activity when they see their mother versus a stranger)
· Biomedical Treatments
· Vitamins and diet (C, B6, magnesium)
· Diet (gluten free, secretin)
· Several well designed studies show no effect for secretin
· Otherwise, few studies methodologically problematic
· What there is evidence for is behavioural treatments
· Core targets of treatment
· Psychosocial treatments
· Common models: ABA (applied behavioural analysis), DIR floor time, TEACCH
· Common features: EARLY intervention, many hours, many staff, structured, intense family involvement
· UCLA Early Autism Project
· Design
· Non-random assignment to conditions
· Why wasn’t it randomly assigned? Parental protest and ethical concerns about withholding treatment for sick children
· Originally wanted to use a randomized design, but once parents found out they were assigned to the placebo group they complained
· Children assigned to treatment conditions unless there was an insufficient number of staff members (in which case assigned to control)
· No difference between treatment and control groups on 19 out of 20 variables (age at diagnosis, abnormal speech, self stimulatory behaviours)
· Control group 1 was shown to be slightly older but this was not found to be related to outcomes
· Outcomes (age 7)
· 47% of youths in intense ABA “recovered”
· Completed first grade without support
· Promoted to second grade
· IQ scores increased
· Only 2% of children in control groups showed similar progress
· Outcomes (at age 13)
· Follow up of the 9 children with the best outcomes showed they maintained their gains
· 42% of children in intervention group were identified as mildly mentally retarded and placed in special ed classes
· 11% classified as profoundly retarded
March 31, 2011 - Eating Disorders
· Anorexia Nervosa
· Bulimia Nervosa
· Eating Disorder Not Otherwise Specified
· Binge Eating not an official diagnosis but mentioned in the DSM IV
· Obesity not mentioned
· Karen Carpenter died of heart failure at 33
· Anorexia Nervosa diagnostic criteria in DSM IV
· Refusal to maintain a body weight at or above a minimally normal weight for age and height, less than 85%
· Intense fear of weight gain, gets worse as you lose weight
· Disturbed sense of weight and shape, self evaluation influenced largely by shape/weight, or denial of seriousness of low weight
· In postmenarcheal females, they lose their period (amenorrhea)
· AN Subtypes
· Restricting type (diet, fast, restrict food intake, this is about 50% of people diagnosed)
· No binge/purge
· Excessively exercise
· Binge eating/purging type
· Binge eat and then engage in some compensatory behaviour
· Compared to individuals with bulimia, they tend to eat smaller amounts of food and purge more consistently
· Diagnostic Criteria for Bulimia Nervosa
· Binge eating (large amount, lack of control)
· Often a lot of shame, occurs in secrecy
· To the point of being so full there is discomfort 
· More than feeling hungry, more like being triggered by discrete rules, all or nothing thinking
· Frenzied state
· Compensatory behaviours
· Exercise, laxatives, diet pills, vomiting, fast, diuretics
· Feeling of relief of the physical discomfort
· Yet in reality these activities don’t really work, not effective for weight loss
· These activities occur at least twice a week for three months
· Self evaluation unduly influenced by weight and shape
· Does not meet criteria for AN
· Binge purge AN diagnosis trumps bulimia
· People with bulimia are typically within a normal weight range (often feel like they don’t qualify as having an eating disorder because they are not clinically underweight)
· BN Subtypes
· Purging type (vomiting, misuse of laxatives, diuretics, enemas)
· Non-purging type (excessive exercise and fasting)
· Most people engage in strict dieting and vigorous exercise
· Eating Disorders NOS
· ED-NOS
· For females, all of the criteria for AN are met except the individual has regular menses
· All AN criteria except despite substantial weight loss, current weight is in normal range
· All criteria for BN met except binge eating and compensation occur less frequently than twice a week for three months
· Repeated chewing and spitting out, not swallowing
· Binge eating disorder, recurrent episodes of binge eating but no compensation
· Anorexia Prevalence
· Rare compared to many other disorders
· 0.9% of female teens (0.3% males)
· Rates of problem eating may be higher (8% girls, 3% boys)
· Gender differences (females more concerned with thinness, males with attractiveness and muscle)
· Cultural and contextual differences
· Eating disorders have become more popular in the last half of the twentieth century, correlate with cultural trends
· Only modest increase with anorexia though
· Evidence for AN across cultures and history, unlike BN... medical and doctoral theses from the 1600s
· Bulimia Nervosa Prevalence
· More common than AN
· 1.5% of female teens, 0.5% males
· Again problem rates of eating higher
· More females than males
· Culture bound, modern cult of thinness (Keel and Klump, 2003)
· Clinical Correlates of AN
· Rigid, inflexible thinking
· Depressive symptoms (depressed mood, social withdrawal, feelings of ineffectivness)
· Perfectionism
· OCD like features (both related and unrelated to food, collect recipes, hoard food, obsessive weighing and counting calories)
· Concerns about eating in public, strong need to control one’s environment, limited social spontaneity, overly restrained emotional expression
· Clinical correlates of BN
· Black and white thinking
· Impulse control, emotional instability
· High comorbidity with depression and anxiety
· Subgroup that engages in substance abuse and self injury
· Substantial proportion meet criteria for personality disorder (usually BPD)
· Some association with past history of sexual abuse, although this is contested and the link not as strong for anorexia
· Certain cognitive personality factors predispose one to, or increase the risk for particular eating disorders
· Also eating disorders result in exaggerations of these factors
· Due to the starvation effects, dietary chaos, and emotional turmoil associated with eating disordered behaviour
· Binging as a way to increase serotonin?
· Minnesota starvation experiment
· Famine in Europe and Asia post-WWII
· Volunteers, starved for 24 weeks
· Lost 25% of pre-study weight
· Different rehabilitation methods used to re-feed them
· Big increase in depression, hypochondriasis
· Emotional distress, self injury, lack of sexual interest
· Extreme preoccupation with food
· Social withdrawal and isolation, poor concentration and focus
· Being underweight can have an effect on your mental health
· Impulsivity, when binge purge behaviours are healed people become better at impulse control
· Rigidity tends to persist after the recovery of an eating disorder
· Neuropsychological Deficit 
· Set shifting
· Ability to switch between tasks
· Roberts et al., Meta-analysis, looked at different studies
· Figure out the right rule of sorting cards by being told when you’re wrong
· Wisconsin card sort
· If you’ve been told you’re wrong but you keep sorting the cards the wrong way they would say you have a set shifting deficit
· People with eating disorders tend to have difficulties with these tasks
· AN Course and Prognosis
· Typical age of onset 14-18
· Often begins with dieting and/or stressful life event
· Less than 50% show full recovery
· Fluctuating course common, achieve normal weight, relapse
· 1/2 cases of AN eventually become BN
· Becomes more difficult to treat the longer it persists
· In about 10-20% never remits
· Mortality rate of 5-10% highest of all diagnoses of eating disorders
· BN Course and Prognosis
· Typical age of onset is late teens or early adulthood
· Often begins with dieting and/or stressful life events
· Between 50-75% show full recover
· Better than AN
· Body dissatisfaction may remain high
· May have serious health consequences (electrolyte imbalance
· Proposed Revisions for DSM IV
· Eating disorders workgroup’s recommendations
· Binge eating disorder as a free standing diagnosis
· Renamed feeding and eating disorders? Reflect infants and small children who have difficulty being fed and gaining weight
· Rephrasing
· Change from “refusal to eat” to “restriction of energy intake leading to significant loss of body weight”
· Intense fear of gaining weight replaced with “persistent behaviour that interferes with weight gain..”
· Subtypes: “during last three months” instead of “during current episode”
· Deletion of menstruation aspect because people who have eating disorders and have not had their period ever, disorder is more damaging
· For BN, no changes to A & B criteria but change instead of twice a week to at least ONCE a week
· Little evidence for non-purging subtype in BN, might get rid of this subtype
April 5, 2011 - Eating Disorders Cont’d
· Biological Factors
· ED probands, controls and 400 first degree relatives 
· Rate of ED in relatives of each group
· AN: 13%
· BN: 11%
· Control: 2%
· Seems to be clustering in families
· Not entirely genetic/biological, environmental too (parents enforcing body image ideals on children)
· Twin studies and heritability
· AN: 58-76%
· BN: 30-83&
· Serotonin system and potential genes involved? Complex polygene problem but 5HT has gotten a lot of attention
· Regulates mood and appetite
· 5HT-2A Serotonin Transporter Polymorphism Genotypes
· A/A  combination more common in AN
· A/G and G/G combination more common in controls
· But controversial because the study was done in white females and results could not be replicated for women of other races
· Cognitive Factors
· Maintenance models rather than thinking of how it started
· Attention (Viken et al. paradigm)
· How similar are these two photos, vary systematically in terms of body size and affect (emotion)
· Four quadrants: heavy/happy, heavy/sad, thin/happy, thin/sad
· Bulimics paid more attention to body weight than emotion
· Controls paid more attention to affect (which makes sense, we should be predisposed to paying attention to emotion and social cues to tell us about our environment)
· So paying more attention and attending to weight and shape information could enforce and maintain disordered cognitive schemas
· Illusory Correlation
· Perception that two things covary even when they don’t
· Like vaccines and autism
· Draw a person task (projective test)
· Correlation with paranoia and drawing big eyes (NOT TRUE)
· Viken et al. 2006 worked with college age women
· Had them complete a rating scale for disordered eating
· Showed them photos of women which varied in terms of body weight and emotion
· There was NO correlation in the stimulus set between body size and affect (a thin woman just as likely to be happy as a heavy women in the set of photos, very carefully designed)
· Asked the women at the end of the task if the stimuli covaried
· Findings: as eating symptoms increased, participants more likely to see a relationship between weight and happiness (specifically women who are heavier are less happy and vice versa)
· But not the case! Seeing a correlation that doesn’t actually exist in the photo set
· Family and Peer Factors
· Family
· Parent’s eating and attitudes toward eating
· Frequent dieting
· Encouragement of child to diet
· Peers
· Contagion effects
· Study examined binge eating within sororities
· Fall: no correlation of binge eating within sorority cliques (r = -.15 - .00)
· Spring: moderate correlation (r = .21 - .41)
· Women’s eating became similar as year progressed
· What are the implications for this in inpatient clinics?
· Media
· Does increased media attention affect eating habits
· Very hard to study
· In Western cultures, we are surrounded by Western media images and eating pathology is already so common
· The Advent of TV in Fiji (Becker et al. 2002)
· Known for having very low rates of eating pathology, only one case of AN ever reported by mid 1990s
· TV arrives in 1995
· Will it have an effect
· Took two samples of girls, 63 girls interviewed one month after TV was introduced
· Three years later they interviewed another sample of 65 girls (not the same girls, but similar samples... gender, age, ethnicity)
· First group (one month)
· 8 out of 63 showed significantly disordered eating
· 0 vomiting to control weight
· Second group (three years later)
· 19 out of 65 had significantly disordered eating
· 7 vomiting to control weight
· Qualitative work, narrative data suggested girls admired the women they saw on TV and wanted to emulate their hair, bodies, clothing, lifestyles
· 77% did report that TV had influenced their body image
· Treatment
· CBT for bulimia
· Limited evidence for effective treatments for anorexia
· Problem of random assignment
· Cannot ethically assign a dying, starving women to get a placebo or be controls
· Also AN is not that common so it is hard to recruit participants (although disordered eating is very common very few people make the actual AN diagnosis)
· Ego Syntonic Disorders
· Eating disorders are egosyntonic
· People who have AN or BN do not think they are sick
· Secondary gain from their pathology, they like being thin, it is valued by society, they get a lot of envy (at the beginning), the behaviour may be being reinforced
· Badge of “honor” they feel virtuous
· Regulate their affect, they can control their bad feelings by controlling their food intake (whether through dieting or bingeing)
· They aren’t necessarily motivated to change their behaviour
· And they don’t see themselves as unhealthy and skeletal they have a warped body perception
· Enhancing motivation to change is key to any treatment
· Get angry at the therapists for trying to “make them fat”
· CBT for bulimia, challenging cognitions that are maladaptive
· Phase I 
· A lot of self-monitoring, keep food diaries and engage in body checking (i.e. if you eat one day, the next day you will not gain 20 pounds, your clothes still fit)
· Prescribe regular meal pattern (3 meals a day, rather than fasting and bingeing)
· Exposure to forbidden foods (“everything in moderation” mindset)
· Replace bingeing with pleasurable alternative activities
· Phase II
· Identify maladaptive cognitions
· If I gain weight, I’ll be a worse dancer
· If I eat white rice, I’ll become super fat
· Cognitive restructuring
· Test out those hypotheses
· Sample thought records
· Situation: My therapist suggested I gain weight
· Feeling: Terrified
· Thought: If I gain weight, my swim times will be slower, and then I’ll lose all of my meets
· Evidence for: larger body mass increases water resistance, elite swimmers are very fit
· Evidence against: actually, as you’ve lost weight your times have gotten slower because you aren’t fueling your body, look at your swim times from your last meet
· Outcome Evidence (Fairburn et al.)
· 50% of BN patients cease bingeing and purging following 16-20 weeks of CBT
· Best prognosis is large INITIAL reductions in BN activity (are they getting better quickly)
· Worst prognosis is if they are comorbid with borderline personality disorder or a substance abuse problem
· For Anorexia there are fewer effective treatments
· Family therapy, AN as a symptom of a family problem
· AN as a developmental setback
· Patient cannot control symptoms
· Parents must step in to save the starving child
· Phase I: Parental Refeeding
· Teenager is identified as unable to care for herself
· Parents are coached to work as a team to develop and maintain a plan to feed the child
· Eat all meals as a family
· High calorie diet
· This phase continues until patient begins to gain weight regularly
· Phase II: Cognitive Distortions and Family Structure
· Target patient’s distorted body image and beliefs about food
· Women with anorexia have very distorted images of how they look
· Work on problematic family patterns (how families talk and think about food and how that affects the child)
· Role of eating symptoms in family life (having a sick child will shift family dynamics, central focus is on the sick child, is there a secondary gain here for people in the family?)
· Phase III: Adolescent Issues
· Return responsibility for eating to the adolescent
· Learn to make choices and take responsibility for her own eating
· Foster adolescent autonomy
· Teach problem solving skills (can you learn to manage negative affect without resorting to pathological eating habits)
· Family Therapy Outcomes
· Data is promising for adolescent AN
· 39 to 68% moderate or good outcome
· Appropriate candidates are less than 18 years and live with parents
· Not appropriate for older candidates, cannot become completely dependent
· Parental criticism = worse prognosis
April 7, 2011 - Final Class Wrap Up: How do we prevent childhood mental illness?
· Poverty, low SES as a predictor/trigger for mental illness
· Recall there is evidence that low SES causes behaviour problems
· If we change conditions associated with environment can we change behaviour problems
· Neighbourhood: violence, deviant peers, few adult role models
· Worse schools, lower income area, less funding, poorer teachers
· What happens if you move these kids out of their neighbourhood
· MTO study from 1994 to 1998 (Moving to Opportunity)
· Run in Baltimore, Boston, Chicago, LA, and New York
· Provided low income families with opportunity to move to a better neighbourhood
· Randomly assigned
· Eligible families were living in public housing in high poverty neighbourhoods (more than 40% living below poverty line)
· 4608 eligible families in public housing
· Low poverty voucher group (N = 1800), assistance with rent subsidized by study but had to move to a neighbourhood more advantaged than their previous one (mobility counseling)
· But only 47% used it to move
· Section 8 group (N = 1350) were also given assistance to move but were allowed to choose where they wanted to go
· 68% used it to move
· Control group (N = 1400) got no voucher or existing programs
· Type of sample
· Only 22% of household heads were employed at baseline
· 87% single parent female headed households
· Baltimore and Chicago samples almost 100% black
· LA and NY roughly half black half Hispanic
· In Boston, 20% white or asian but mostly all other minorities
· Neighbourhood outcomes
· Assignment to either of the MTO mobility groups led participating families to feel safer and more satisfied with their housing and neighbourhood
· Improved outcomes for female youth
· Low poverty voucher group - less psychological distress and fewer behavioural problems
· Section 8 - less depression
· Both moving groups - less GAD
· Deleterious effects on male youth risky behaviour
· LPVG more likely to be arrested (maybe not change in behaviour but response from community changed, more noticeable)
· No detectable effects on math and reading
· Final analyses of the MTO study are underway
· Interim findings are mixed at best
· Why?
· Neighbourhood wealth can affect children in different ways
· Access to more resources may be helpful
· But moving to a higher income neighbourhood may make them aware of their relative deprivation
· If you’re moving small children the benefits might be better, moving older kids that have an established peer group will find a way to get back to their old group
· Child Abuse
· Also a risk factor for many types of disorders
· Conduct problems, depression, bulimia
· Can we reduce the incidence of child abuse?
· Nurse-Family Partnership Program (NFP, David Olds)
· Support for mothers “at risk”
· Low income, single, young (under age 19)
· Treatment model: structured home visits, education and social support
· Target Outcomes
· Pregnancy (smoking and substance use), Caregiving (abuse and neglect), Maternal life course (education and employment, number/spacing of additional births)

