Week11 – Child and Adolescent counseling


Part 1 Development

What is development?

Development 
is a concept that applies to the process of growth from an immature to a mature organism. Ultimately for a Christian, this is the taking on of the mature characteristics of Christ.

Who said what about Development?

Freud: Psychoanalytic Theory 

- 
This theory describes a predictable sequence of stages       through which children pass, each differing as to the physical function that is invested with pleasure.

- 
Freud believed that one’s early life was very significant in terms of personality development.

- 
He developed a structure of personality represented by ID, EGO, and SUPEREGO. 

-
Freud also identified parts of the body that at different ages were susceptible to pleasurable feelings. He described the ORAL, ANAL PHALLIC, LATENCY, and GENITAL stages of development.   

Piaget: Cognitive development 

-
His theory was based on the direct observation of children.

-
He described four stages through which children’s cognitive development passes;


SENSORYMOTOR STAGE in which infants use their senses and motor skills to explore their environment.


PREOPERATIONAL STAGE during which children acquire the ability to represent the world using symbols, such as language.


CONCRETE OPERATIONS STAGE during which children begin to understand the relationship between things in the world but still cannot think in abstract terms


FORMAL OPERATIONS STAGE during which individuals acquire the ability to think in abstract terms.


Piaget also hypothesized that maturation brings with it the acquisition of various general capacities for which there is some inherent intraorganismic basis, not dependent on specific learning and which, once acquired, ordinarily present.


E.g. Spoken Language
So, according to the cognitive structure’s view, development would seem to involve a progressive increase in the level and complexity of ‘Structure’ (and secondarily, therefore, of the functions they serve) up to the point when stabilization and therefore maturity is reached  


Nature Needs Nurture To Fulfil The Maturation Process. I.e. it depends on how the parent/guardian handles each stage.  Nature might provide a child who has ‘Downs syndrome’, but we don’t say that’s the end of things. We can increase the growth with nurturing. In contrast, nature may provide a child that is stable, but give to a mother who is an addict or might have a problem herself, and nurturing will be wrong. This will effect how the brain grows.

What Do We Need For The Development To Progress?

-
A Gene Great many things happening in genetics just now).

-
A Brain, Essential for emotional development as well as frontal activities. Also needed for speech, hunger, is it happy or sad. If developed ok, then still needs nurturing to make it flourish.

-
An Environment. Needed to make the others work. Caring, stimulating, loving.

-
Cognitive Structures, e.g. Language or intelligence, or social relationships or morality.

-
A Function, refers to psychological performance in any domain-emotions, language, social relationships, and so on. For example, alcoholic parents will generally have problem children because the environment doesn’t make them excel, but you get the odd one who pulls out because the gene capability is there. So is the reliant function. Similarly two children brought up in the same environment, one may have a problem whilst the other gets over it. This is due to function.
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Normal Development


Domains Of Development

COGNITIVE, Language

EMOTIONAL, Sad, happy, angry, and disgusted
SOCIAL, Peers, Rules, etc

CHARACTERS, Skills

PERSONALITY

When Does Development Stop?
Timing of developmental process varies greatly across bodily systems. For example the eruption of Wisdom teeth occur many years after puberty and well after height has been achieved. 

Considered system-by-system, and even subsystem-by-subsystem, basis, and the reaching of “maturity” may not occur until well into adult life.

For example, studies of neurotransmitters show that the levels of acetylcholine-esterase do not peak until mid-forties.
Also there was an example of a Bengali recently who got stuck in the Piaget ‘concrete’ stage. The guy decided to be a Muslim, but did it so far that anyone who wasn’t a Muslim had to be killed. When had stopped was the development of the mental phase in his environment. 

Some things may not develop because the gene is not yet ready.

Additionally it is not just when the gene is ready, but also is the function correct. For example, part of language growth is nodding. This is a subsystem within speech. Part of autism is not nodding.

What Do We Need To Build The Brain For Normal Developmental Process?
-
THE DNA 

-
THE GENES 

-
THE GENOME - The human genome consists of 3.2 billion genetic coding (AGTCCTGACT). In the past few months this has already increased to 5.4 billion. If you change the genome you get a disorder such as cystic fibrosis.

What Could Change The Genome?
Changing the Genome will disrupt the process of development. These changes can be either 

1)
Intrinsic


Genetic – From the family


Insult – Due to accident stopping blood

2)
Extrinsic 


Society - Environment

Familial – Family background, secure, stable, predictable and, consistent environment.

               - Attachment, as described by John Bowlby(1988). It’s a Biological instinct more of which is described in the second section below.
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WHAT DO I MEAN?


Phases Of Developmental Process
-
Infancy

-
Toddler hood

-
Early Childhood

-
Childhood

-
Early Teens

-
Mid Teens

-
Late Adolescence

-
Early Adulthood

What Are The Environmental Turning Points In The Developmental Process?
-
Puberty

-
Peers

-
Schooling

-
Geographical Moves

-
Teenage Pregnancy & Marriage

-
Army Experiences

-
Work

-
Harmonious Marriage

[image: image3.wmf]P

H

A

S

E

AGE


Attachment Theory

As mentioned above, one thing that effects the Genome is the attachment theory. This is because the attachment effects the changes in the brain.  The attachment theory was described by John Bowlby (1988). It is a Biological Instinct that is activated by a feeling of discomfort, fear or a sense of threat. It consists of Proximity-seeking behaviour by a dependant person (child) towards another (primary carer), and is Based on the ‘belief’ or innate knowledge that the other person will be able to lessen the discomfort and lead to a restoration of the well-being of the discomforted or dependent being.  If for example a young child is eating and you make a large bang, the child will not turn towards the noise but rather towards the other or primary carer.

Many grownups are affected now because they didn’t have the correct attachment behavior. You can see it in the way they walk and talk.  Attachments ware mainly about me and my carer.

Characteristics of attachment behaviour
-
Proximity seeking – actively seeking to be near the attachment figure

-
Secure base effect – the attachment figure is used as a secure base from which the environment is explored. With children this is usually the mother. The child needs two parents because if the mother is not around, then they can go to the father. To be a secure base, the attachment needs to be secure. If a depressed mother is having a baby something can go wrong in the establishment of the secure base.  Also note that socio economic factors can have an effect on the secure base. For example the need to work.


Money is not necessarity an issue. Many rich people don’t have a secure base. (Example of girl who’s mother took her to psychiatrists and asked about manic depressive tendencies or bi-polar tendencies rather than looking at how she treated the child). 

-
Separation protest – occurs as a result of separation from the attachment figure. 

-
Attachment behavior is elicited by threat in the external or internal environment. If the carer then doesn’t respond to the attachment, this will create an insecure attachment and may be a factor in a possible deviation in development.

-
Involves a specific attachment figure

-
It persists and is not accessible to conscious control – i.e. no habituation

-
It is insensitive to the experience with the attachment figure (i.e. it persists even if the attachment figure is neglecting or abusing)

Attachment Behaviour – The effect of separation

You can test the secure base effect in a child up to 3 years old y separating the child from their attachment. Ask a mother to leave the room and observe the child. Normal is to look for the carer. If the child can hear her, e.g. is she is washing clothes, the child is happy. If the child can’t hear her he or she will look for her. If a child doesn’t act this way by 1½ years, then they haven’t developed a secure base to contain them when something goes wrong. 

Attachment Behaviour – 3 phases of separation

Protest (related to separation anxiety)

Despair (related to mourning and grief)

Detachment/denial (related to defence)

Attachment Behaviour – Responses of Stress and Separation

-
Secure:   seeks reunion – then plays = maternal sensitivity to signal from the infant

-
Insecure/avoidant: No sign of missing mother – ignores return = insensitivity to signals * rejection of attachment behaviour

-
Insecure/ambivalent: Distress – cannot settle, anger at contact, no play = insensitivity * unpredictability of mother’s response

-
Insecure/disorganised: All movement freezes – some stereotypic behaviour = care giver frightened or frightening. Behaviour seen often in abused children when they are taken into care. 

Correlation between early insecure behaviour and later development

1.
Children who are insecure at one year have more difficulty than their secure counterparts in making friends when they go to school and are less liked by teachers

2.
There is a slight delay in language and cognitive development in insecure children, but the principal effect is on social competence and confidence.

3.
Children rated as avoidant at one year show some tendency to bully other children at five and ten years, whilst those rated as ambivalent may be victims of bullying and tend to be oversensitive and easily hurt.

4.
Secure children make fewer ideas for a teacher’s attention and are more likely to be attended. They seem to be good at getting the response that they want.

5. Secure children are better at resolving playground disputes. They either negotiate, or if that is not feasible, leave the dispute.
6. If secure children of five or six years are shown a strip cartoon showing an ambiguous situation they will tend to attribute benign intent. For example – the boy accidentally knocked over the girl’s toy. Insecure children tend to attribute malign intent. I.e. the boy knocked over the girl’s toy on purpose.

7. It has been suggested that secure children are more socially competent because they are more empathic than insecure children and are therefore more skilled at sensing how other people feel and how they should be approached.

Finally

We live in a favoritism world. How we behave effects how people will judge and relate to use. Many other things in our growth, e.g. 9/11 recently will also effect how we grow. However how we deal with these insults (threats) defines our development, and this will itself be defined depending on how our secure base was.

As children of Christ we can form a new attachment or secure base in Christ. Satan will continually attack, e.g. someone is better than me. Do we believe this or can we go to our new attachment.

Mental Illness 

What Is Mental Health?
Some components of mental health include – 

-
The ability to develop psychologically, emotionally, intellectually and spiritually

-
The ability to initiate, develop and sustain mutually satisfying personal relationships


Question – Do we relate according to Status, money etc. Maturity doesn’t stop you relating to anyone. You are mature if you can develop a relationship with someone from another class to you. Can you go down and up? God was able to come down. If I have a problem with someone above or below me, I have a problem with my mental health. But this is not a mental illness. 

-
The ability to become aware of others and to empathise with them.

-
The ability to use psychological distress as a developmental process, so that it does not hinder or impair further development

More specifically this mental health in adolescents is indicated by: - 
-
A capacity to enter into and to sustain mutually satisfying personal relationships

-

Continuing progression of psychological development. This is emotional as well as cognitive.

-
An ability to play and to learn so that attainments are appropriate for age and intellectual level

-

A developing moral sense of right and wrong. This defines identity. Parents play a major role n this. Am I conscientious? How did my parents relate. If they thought stealing was ok in the context of need, then this would indicate a problem in mental health but not a mental illness.

-
The degree of psychological distress and maladaptive behaviour being within normal limits for the child’s age and context (Hill, 1995)
So what is a mental problem?

Pearce (1993) has styled the progression from a problem to a disorder according to the following criteria
-
Change on the child’s usual behaviour, emotions or thoughts

-

Persistence of the problem – for at least two weeks

-
Severe enough to interfere with the child’s everyday life

-
A disability to the child and/or their carers

In coming to an opinion on these matters professional are recommended to Take account of the child’s stage of development and 
Take account of the social and cultural context. 

Predisposing Factors
These are factors that happen before the problem either in the child, family or environment that could make a child develop a disorder from a problem

a)
Child Risk Factors


1) Genetic influences


2) Low IQ and learning disability


3) Specific Developmental delay. E,g, dyslexia


4) Communication difficulty


5) Difficult temperament


6) Physical illness – especially if chronic and/or neurological


7) Academic failure


8) Low self-esteem


9) Drugs & Alcohol

b)
 Family Risk Factors

1) Overt parental conflict


2) Family breakdown


3) Inconsistent or unclear discipline


4) Hostile and rejecting relationships


5) Failure to adapt to child’s changing developmental needs


6) Abuse – physical, sexual and/or emotional, e.g. emotional could be a 6 yr old watching an 18 movie. This is detrimental to mental health.


7) Neglect


8) Parental psychiatric illness


9) Parental criminality, alcoholism and personality disorder


10) Death and loss – including loss of friendships. Includes loss of pets.

c) Environmental Risk Factors


1) Socio-economic disadvantage


2) 
Homelessness


3) 
Disaster


4) 
Discrimination


5) 
Other significant life events


6)
 Immigration

Resilience to Problems and Disorder
Research has shown three groups of factors, which appear to protect children and adolescents (Rutter, 1989,1990; Garmezy, 1985) these are: -

-
Self-esteem, sociability and autonomy

-

Family compassion, warmth and absence of parental discord

-
Social support systems that encourage personal effort and coping (Religious belefs)
Adolescent Mental Health problems
1) Anorexia Nervosa

-
Less than 85% of expected weight 


-
Most frequently in females 


-
Intense fear of gaining weight or becoming fat even though underweight 


-
Physical symptoms of absence of regular menstrual cycles, dry skin, low pulse rate, and low blood pressure


-
Behavioral changes include social withdrawal, irritability, moodiness, and depression


-
Without treatment, this disorder can become chronic and with severe starvation, some teenagers may die.

2) 
Bulimia Nervosa 

-
Episodes of binge eating and purging 

-
Loss of control over eating


-
Self-induced vomiting, laxative use, diuretics, enemas, medications, fasting, or excessive exercise 


-
Serious medical problems can occur with Bulimia Nervosa (e.g. esophageal or gastric rupture, cardiac arrhythmias, kidney failure, and seizures) 


-
Other psychological problems such as depression, intense moods, and low self-esteem 
3) Depression

A persistent lowering of mood and misery severe enough to interfere with everyday life

Classifications


-

Endogenous


-
Reactive


-
Unipolar 


-
Bipolar

4)
Anxiety 

-
Fearful anticipation accompanied by an intense unpleasant feeling (dysphoria) or physical symptoms 


-

Separation Anxiety Disorder 


-
Generalized Anxiety Disorder


-
Panic Disorder 


-
Phobias 
5)
Attention Deficit/Hyperactivity Disorder (ADHD)

-
Problems with paying attention and concentration and/or with hyperactive and impulsive behavior 


-
Diagnosed during the elementary school years, some continue into adolescence


-
Unable to listen well, organize work, and follow directions 


-
More common in boys and symptoms are always present before the age of seven 


-
Less severe during the late teen years and in young adulthood 


-
Often caused and corrected by diet.
6)
Bipolar Disorder (Manic Depression)

-
Mood disorder with marked changes in mood between extreme elation or happiness and severe depression 


-
Mania - expansive or irritable mood, hyperactive and agitated, no sleep, excessively involved, impaired judgment 


-
Risk taking behaviors, such as sexual promiscuity and anti-social behaviors. No inhibitions 


-
First develop during adolescence 
7)
Conduct Disorder 

-
Repetitive and persistent pattern of behavior violating rights of others, or social norms appropriate to their age 


-
Low self-esteem 


-
 “Delinquent” or “anti- social behavior.” 


-
Symptoms of other psychiatric disorders e.g. ADHD, depression, alcohol & drug abuse


-
Obsessive Compulsive disorder(OCD). When looking at this, look at the norm (ignore chronological age), and look at where they are coming from, culture and backgriund),
8)
Psychosis

-
Severe mental disorders characterized by extreme impairment of a person’s ability to think clearly, respond emotionally, communicate effectively, understand reality, and behave appropriately 


-
Seen in teenagers with a number of serious mental illnesses 


-
Delusions and hallucinations 
9)
Schizophrenia

-
Psychotic disorder characterized by severe problems with a person’s thoughts, feelings, behavior, and use of words and language 


-
Paranoid delusions, persecutory in nature 


-
Auditory hallucinations in the third person, as well as to each other 


-
Common misconception is of a ‘split personality’.


-
First episode in the teenage years 
10) Post-Traumatic Stress Disorder (PTSD)

-
Shocking, unexpected event that is outside the range of usual human experience 


-
Overwhelm coping mechanisms


-
Intense feelings of fear and helplessness 


-
Experienced directly, by observation or by learning about a trauma affecting a significant other. 


-
Symptoms
11) Physical Abuse

-
The person responsible for the adolescent very often causes him/her physical harm


-
Abusive treatment (e.g. Physical, Psychological)


-
Depression, anxiety, low self-esteem, inability to build trusting relationships, alcohol and drug abuse, learning impairments, and conduct disorder 
12) Sexual Abuse

-
Adolescent used for gratification of an adult’s sexual needs or desires.


-
Most common targets are young females.


-
Can cause Depression, anxiety, Post Traumatic Stress Disorder, feelings of worthlessness and helplessness, learning impairments, and destructive behaviors in the abused individual.
13)
Other


-
Somatoform (Physical problem but you cant find which)


-
CFS (Very tired easily but you cant find why)


-
Pervasive Refusal Syndrome(Wont walk, talk, eat or anything).


-
Demonic possession. Mathew, know the difference between spiritual and  mental health.

Drugs

Drug and Alcohol use in the young: Reasons for concern

-
More Young people are using drugs and alcohol

-
They are using drugs at a younger age 

-
 High risk of accidents, suicides and violent crimes 

-
 Disrupts Families, causes distress to near and dear 

-
 School failure; Dropping out, Blighted Future 

-
High rates of Mental illness such as Depression, Anxiety, and Psychosis.  

-
Most important risk factor for suicide in young people with Severe Mental Illness.

What Constitutes Problem Use?

A Pragmatic Model 


-
Non-use (abstinence)




-
Experimental use




-
Social use





-
Prodromal Or At-Risk Stage    


-
Problem use



-
Dependence 

Experimental Stage 


-
Primary motives: curiosity and risk taking


-
Setting: alone as well with peer group


-
A rite of passage with themes of defiance


-
Emotional impact: Mind altering effects of drug are secondary to the associated thrill 


-
Frequency of use: occasional at best 

Social stage


-
Primary motive: Social acceptance-“to fit in”


-
Setting: facilitated by Peer Group


-
Mind altering effects (on mood and behaviour) are recognised as important variables. 


-
Frequency: occasional but variable 


-
May be associated with significant dangers

Prodromal or At Risk Stage 


Hedonistic


-
Primary motive: To enhance Pleasure 


-
Setting: Private/social


-
Active drug seeking behaviour


-
Some impairment in role functioning  


-
Frequent use


Compensatory


-
Primary motive: To Cope with negative emotions


-
Setting: usually private


-
Active drug seeking behaviour


-
Some impairment in role functioning 


-
Frequent use
Stage of Problem Use


-
Substance use become the primary means of recreation, coping with stress or both


-
Regular use


-
Life style changes to accommodate substance use


-
Negative consequences in various spheres of life


-
Continued use despite negative consequences 


-
Change in peer group 

Majority of young people we see fit this profile

Stage of Dependence


-
Compulsive use and Loss of control over use 


-
Development of Tolerance


-
Physiological Withdrawal symptoms


-
Physical/Psychological complications 


-
Significant functional impairment in almost all areas of life/ Personality changes


-
Rapid reinstatement after abstinence  


Very few young people present with this profile

Substance use: How Common is it? 
Studies done in 11-17yr olds show that 
-
60-90% drink alcohol 

-
25-30% develop alcohol related problems

-
40- 60% smoked cigarettes

-
10-20% smoke regularly: 10% dependent 

-
30-50% used cannabis –5-10% use regularly

-
17% used inhalants –1-2% regularly

-
9% tried Hallucinogens (Ecstasy, Mushrooms)

-

6% tried cocaine  

-
<1% tried Heroin

Co-morbidity: Adolescent SUD
-
Clinic based studies report very high rates

-
Large-scale general population studies are conspicuous by its absence 

-
Disruptive behaviour disorder: 50-100%

-
Major depressive disorder 20-50%

-
Anxiety disorder (including PTSD) 10-30% 

-
Bulimia 10-20%
Co-morbidity is the rule rather than the exception

Co-morbidity: Clinical Implications 
-
Difficulties in accessing Help 

-
Difficulties in assessment and 

-
Prioritisation of treatment  

-
Increased risk of self-harming behaviour

-
High drop out rates 

-
Poor response to treatment 

-
Course of the illness may vary

Our Favourite Myths about Adolescence and Drug Use
The MYTHS About Adolescence


Adolescence is a time of “Storm and Stress” and one that invariably leads to “Family Turmoil” characterised by difficult relationships with parents

 “The TRUTH” (based on Scientific Evidence)  


Most Adolescents negotiate the developmental tasks of Adolescence gradually, with few problems


75% of families enjoy warm and pleasant relations during adolescent years. `

The MYTH About Drugs and Risk Taking

Drug and Alcohol Use is an invariable part of Normal Adolescence.  Adolescents’ attempt to attain autonomy and identity lead to Risk Taking behaviour.


 “They’ll try anything just for the thrill of it”.

 The “TRUTH”


Many Young people (as high as 30%) do not use   any drugs at all; especially in non-western cultures


As a group, they are not innately more prone towards risk taking or less capable of taking wise decisions     

The MYTH about Drug Related Harm


Illegal drugs such as Cannabis, Cocaine, Heroin, and Ecstasy constitute the major problem 

The TRUTH” 


Alcohol and Tobacco cause more problems than all the other drugs put together: a fact borne out by studies in Adults as well as in adolescents.


Decisions to classify drugs as legal and illegal were not based on any scientific evidence.       

How to Interview

Interviewing Children
Setting

-
The Room. Consider pediatric wards, nice and coloured aren’t they.


-
Toys. What sort, Not noisy. Are they relevant, house with gran, mum dad etc. Plenty of crayons and paper.

The Session


-

Parent-Child Interaction. Is she forcing ideas on child. 


-
Picking Up Cues


-
Stimulating


-
Style Of Play (E.G. Ambulance Car)


-
Who Is Invited? How To Run It? Dad, ex-wife, ex-wife’s female partner?
The Therapist

-
Curious, interested in they’re culture. Tell them you don’t want to insult them and want to learn from them. This shows concern for them and they will respond to this.


-
Warmth


-
Openness


-
Ability To Listen


-
Time To Be Thoughtful. You may have several hypotheses but don’t rush in to interpret what you see.

-
Compassionate


-
Non-Judgmental


-
Knowledge Of Infant, & Child Development


-
Able To Inform. Tell them in words they understand. At the beginning start by asking did mummy tell you why you were coming.


-
Limitation & Boundaries


-
Intersubjuctivity


-
Interapsychic


-
Child Protection


-
Understanding Your Own Countertranseference
Talking To Adolescents
-
Respect

-
Treat As An Adult. With a teenager, make them aware they are the boss. You will not be going to disclose anything to mum or anybody unless they are going to harm themselves or someone else.

-
Try To Understand Them. 


-
Privacy And Confidentiality. Always see a young person by themselves.
-
Empathy And Compassion

-
You Don’t Know Everything. Don’t say I was a young person opnce.
-
Sincerity

Therapy targets

Always consider the child in context with regard to therapy. The problem may be in the child or family, but may also be in the child system (school problems), or society (e.g. bullying). Where the problem occurs decides who will be involved in the therapy. Also consider the crossover. For example, of a child is bullied tells dad who then also hits him, tells school who don’t believe him then he will become depressed. May be diagnosed and given tablets but the problem is actually a society problem.

The aim in the long term for the child is to have all areas covered when rectifying a problem.

With disclosures remember do not try to investigate. Write exactly what is said and ppass on to the child protection team.
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Treatment

Therapeutic Approaches
-
Behavioural

-
Cognitive

-
Interpersonal

-
Family Therapy

-
Pharmacotherapy

Principles
-
Treatment offered should be one that is known to be effective.

-
Emphasis on evidence-based treatment options.

-
Acceptable to both the child and their family.

-

Several different therapeutic approaches may be combined or used in unison (e.g. antidepressant medication and cognitive behavioural therapy in the treatment of depression.

-
Multi-disciplinary.

Behaviourally-based approaches 
-
Based on the idea that any observed behaviour occurs in a setting and leads to certain reactions from those around the child and that these reactions influence subsequent behaviour.

Cognitive Approaches
-
Identify different ways of thinking and tend to focus on the content and structure of cognition and how this effects one’s emotions and behaviour.

-
Commonly used in the treatment of anxiety and depressive disorders, eating disorders, and anger management.

-
Often used in conjunction with behavioural strategies (e.g. Cognitive Behavioural Therapy – CBT)

Family Therapy
-
Assessment and treatment in the context of those significant to the client (e.g. Mother, Father, siblings etc)

-
The central belief is that the members of the family exert influences and pressures upon each other that are more that the sum of the individual relationships between them.

-

Family structures vary enormously, the culture, ethnicity and composition of which is unique.

-
It is important to gain an understanding of how the client’s family interacts with one another.

-
Observation is an important tool in assessment of the family.

-
Individuals within the family may need to be seen individually if assessment suggests they would benefit.

Note: As councillors we need to be free and the Holy Spirit is part of that. It isn’t just theory. To have supernatural insight you need the Holy Spirit. Therefore go back and find out what are your attachments.
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