Developmental Psychopathology (PSY 343)
It is the study of psychological problems in the context of human development. It seeks to unify, within a developmental perspective, developmental psychology, neuroscience, sociology and cultural anthropology. It is a relatively new approach to the study of deviance which emphasizes that normal and abnormal development have common roots and that pathology can arise from many different ways.
                                                      Development occurs in a multifunctional context

                                                      Development in one context, may be maladaptive in another              

Developmental
context

Psychophatology                           

                                                      Developmental pathways, diverge towards pathological or 

                                                       typical outcome

Developmental Psychopathology differs from:

1. Developmental psychology which focuses on mutual developmental characteristics or life span developmental course. It focuses on “normal” developmental characteristics whereas developmental psychopathology focuses on both normal and abnormal developmental characteristics and individual differences.
2. Child psychiatry which focuses on individual diagnostic courses, their prognosis and etiology whereas developmental psychopathology focuses on developmental perspective rather  than focusing on symptoms and diagnosis.
3. Adult psychopathology focuses on adults. Developmental psychopathology focuses on developmental processes till up to adulthood.
Normal Development

A complex of  factors influence the course of the development:

Internal: Genes, physiology, nerve system, perception, cognition, etc.
External: Physical and social environment that we live in

Genotype : Organisms’ full heredity information that determines our species and unique characteristics (not directly observable, internally coded)
Phenotype: Direct, observable properties, functions, behaviors of a living organism (e.g. physical properties, personality, traits, tendencies, intelligence etc.)

The Four Dimensions of Human Development

	Physical Development
	Cognitive Development
	Emotional Development
	Social
Development

	Maturation, motor development, changes in bodily functions and sensory systems, sexual development, sleep, nutrition, toilet training
	Thinking, learning, attention, intelligence, language acquisition, memory, reasoning, judgement, problem solving, perception
	Attachment, temperament, trust/mistrust, anxiety, self, initiation, stress, emotional disturbances, self-regulation
	Socialization, moral development, conscience, interpersonal relationships, marriage, parenthood, choice of occupation, gender identity, sex roles


	Infancy and Toddlerhood
	Early childhood
	Middle childhood
	Adolescence

	0-2 years
	3-6 years
	7-11 years
	12-18 years


A. COGNITIVE DEVELOPMENT
1. Object permenance: The understanding that objects continue to exist when they are out sight. According to Piaget, around 12 months, most infants grasp the fact that objects continue to exist even when they are no longer available.
According to Piaget object permenance develops in 5 phases:

0-4 months:

4-8 months:

8-12 months:

12-18 months:

18 months and on:

2. Egocentricism: A cognitive state in which the individual sees the world only from his / her perspective without awareness that there are no other perspectives. (e.g. Piaget’s three mountains experiment)

By the onset of middle childhood, children become capable of “social perspective taking” and may appreciate others’ views. Adolescents, who assume that other people are obssessed with their appearences and behaviors (imaginary audience and personal fabl), may exhibit egocentricism as they cannot identify others’ perceptions. By late adolescence, sociocentricism begin to take place of egocentricism.

3. Animism : It is the belief that object have lifelike qualities, such as thoughts, wishes, feelings and intentions (e.g. The child may believe that the car won’t start, because it is tired or sick.) (e.g. Ayşe breaks the arm of her doll, while playing. As she assumes her baby is alive and is hurt, she apologizes from the doll) (e.g. It rains because the sky is sad and crying)

4. Magical thinking: It is an example of animalistic thking. Preschool children may assign non-human like objects, humanlike meanings. For example, preschoolers may believe in fairy tales, super heroes, magic, may not differentiate real and unreal.

5. Omnipotance ( “All powerfull”): It is the misapprehension of reality which causes the distortion that one may control events, even though these events are beyond his control. Infantile omnipotance is a feature of magical thinking and it results with wrong causality. Adolescents may also exhibit omnipotent thinking as they believe they can achieve everything, they can change the whole world. 

B. EMOTIONAL DEVELOPMENT
1. Temperament: Stable individual differences in quality and intensity of emotional reaction, activity level, attention and emotional self-regulation.

Three types of children:

a. Easy child: Generally cheerful, adopts easily, quickly establishes regular routines

b. Difficult child: Slow acceptance of  new experiences, tends to react negatively and intensely

c. Slow-to-warm-up child: Inactive, in negative mood, adjusts slowly

2. Attachment: It is the strong , affectional bond between the child and the parents. Freud first suggested that the infants emotional tie to the mother is the foundation of all later relationships. According to behaviorism, as the mother satisfies the baby’s hunger, infants learn to prefer her caress, warm smiles, tender words, beacuse these feelings have been paired with tension relief.

According to Bowlby, attachment develops generally in 2 years and in 4 phases:
-0-6 weeks: Grasping, crying, smiling into adults eyes, recognizes mother’s smell and voice

-6 weeks-8 months: They respond differently to a cargiver than to a stranger. They begin to develop a sense of trust to the caregiver.

-6/8 months-18/24 months: Attachment with the caregiver is clearly evident.

               Seperation anxiety:  Becoming upset when the adult whom they rely on leaves

               Stranger anxiety: Negative reactions to unfamiliar people

-18/24 months and on: Seperation protest declines, children begin to understand parents coming and going, predict their return.
Ainsworth identified an attachment pattern as: 

Attachment

   Secure attachment                                                                 Insecure attachment

                                                                    Avoidant                 Resistant               Disorganised

Secure Attachment: Infants use the parents as a secure base. When seperated may cry, 

but when parents return, crying is reduced immediately.
Insecure Attachment: 

-Avoidant: Unresponsive to mother when she is present,  shows little emotion when mother departs and returns. 

-Resistant: Before seperation they seek closeness, during reunion, infant displays angry, resistive behavior.
-Disorganised/disoriented: Cries during seperation, but avoids mother during reunion.
4. Emotional Reactions: The common behavioral problems in childhood are:

· Disobedience/Stubbornnes: A child’s stubbornnes may be occuring as a way of demonstrating that he can think for himself and he can assert his thoughts and belifes. Particulary between 3-6 years, stubborness may occur as a result of child’s emotional development. The child wants to take initiative, discover the world and seek for autonomy. Stubbornnes may give them a measure of control over the situation which infact boost their self-esteem. It may result from a simple rebellion or irrational fears. Although it might be regarded as a healthy sign of growing independence, it may become a problem as a result of tense relationship between mother and the child. Children:

-shouldn’t be asked to meet inconsistent requests

-should be given sufficient care and affection

-should be distracted when showing anger and stubbornnes, should be explained why they cannot possess everything they want

-shouldn’t be forced to act like adults

-might be reinforced when displaying required, positive behaviors

-shouldn’t be forced to do things he doesn’t want to do, adults should show respect to their personality

· Negativism: It is the refusal to obey requests and tendency to resist direction of parents or other adults. It appears and declines as the child grows,  resurfaces during adolescence. It is usually accompanied with temper tantrums (peaks around 2-3 years old). With a growing sense of indepence, wishing to do things their own, they will start to use “no” freely. Adolescents also use negativisim as a way of claiming their autonomy from their parents. Unresolved negativism may tend to become hostile attitudes towards adults, personality disorder, oppositional defiant disorder.
· Aggresion: It is the pattern of behavior that intentionally harms other people by causin pain or injury on them. All children display aggression from time to time as they become better at identifying sources of anger and frustration. An occasional expression of anger is normal in early childhood. During infancy children may exhibit agression by pushinhg or shoving. Preschoolers, particularly boys, may exhibit serious aggressive behaviors, if encouraged by parents and traditional gender roles. Girls exhibit more verbal and relational aggression and gossip about others whereas boys are more physical. During middle and late childhood, children may display hostile aggression, criticism, bullying, name calling. Verbal agression increases while pyhsical aggression decreases. Ordinary misbehaviours, fights, push and shoves of children should not be considered as aggressive behavior. 
Inconsistent and hursh disciplinary practices, especially use of physical punishment, domestic violence or violence on TV or sometimes excessively permessive parenting might be causing aggression in children. During adolescence peer groups, parental conflicts, hormonal changes, use of guns and high crime neighbourhood, poverty, low socioeconomic status might be causing aggression. Parents should not be paying excessive attention on child’s crises, but must limits and rules. Instead of punshing the unwanted behavior, the desired and positive behaviours should be rewarded. Children should be provided opportunities for social interaction, so that he can develop empathy and understand others’ feelings. Physical activities may reduce child’s energy while dramatic plays, drawing , painting may help the child to release stress. Adolescents, require freedom to experiment. Parents who are coercive or psychologically controlling ( e.g. looking down upon adolescents, discount their feelings) interfere development of autonomy. These tactics promote low self-esteem, aggression, anti-social behavior and depression.

· Nail biting: It is a habit disorder. Common in children and in adolescents.The main causes are insecurity in the infant, early weaning or long hours of absence of the mother from the child's sight., adaptation problems, school failure, peer rejection, parental conflicts. Nail biting also signifies anxiety, and later on in life it may turn into an uncontrollable habit. In extreme cases, fingers can also start bleeding. Child should be given something to occupy his hands with, give him cotton gloves or finger puppets to wear during stressful times. The child should be told about all the germs and filth in his nails and about how harmful nail-biting can be to his health. Warning the child  about his habit may not help as it the way of the child's reaction to stress situations. Child's nails should be cut at regular intervals. A warm, loving home environment should be provided. Child should be observed, stressors should be searched.

· Thumb sucking: Majory of infants suck their thumbs or fingers through the first year of life. During the first year it is accepted as normal as babies meet their needs by sucking, it also allows them to sooth and entertain themselves.  A child usually turns to his thumb when he is tired, upset or bored. Children shouldn't be pressured to stop. The majority of children give up such habits on their own before they enter kindergarten. Even when the habit continues after infancy, thumb sucking is rarely something to be concerned about. It does not indicate that a child has emotional problems or that he will still be sucking his finger when he's a teenager. 
Prolonged thumb sucking can cause minor physical problems, such as chapped lips or cracked skin, dental problems. It might be due to lack of basic trust,  neglect or parental conflicts.  If the behavior continues after infancy and turns out to be a habbit, parents should be patient and undertsanding; should avaid continous warning, or punitive phrases such as “I will cut your finger”. This behavior might be pointing out stressors which must be searched and solved.

· Lying: Children might be lying due to fright, to be liked and accepted by others, to attract attention or to get rid of punishment. But lies before 7 year old should not be regarded like lies of adults as it might be the result of child’s active imagination. The child may have thoughts that a particular thing had happened even though this is not actually the case, but this does not necessarily mean that he is lying. He could have even had a realistic dream that he believes to be true like a robber coming into his bedroom or maybe even a dog or a cat. 
Sometimes they can exaggerate a story , this kind of lying seems harmless to start with, but if not corrected it could become a and lead the child to lose trust not only in himself but in everyone else as well. Parents should not label the child as liar immediately and punish; instead the reasons underlying it should be understood and solved. Parents also act as poistive role models, should not lie to each other and to the child. The child should be rewarded when telling the truth.

· Stealing: It might be due to insufficiency of the parents about acquiring their children how and wht one should be respectful others’ possesions. Children may just like any object they have seen around, just take it without permission and start using. Sometimes it might be a means of getting attention or to overcome loneliness, or sometimes children might involve in such activities for just experiencing an adventure. This behavior is particularly might be considered after 7 years old at which children should have an undertsanding of posession. 
The materials should be given back, the needs of the chhild should be met. The parent can help the child out by accompanying him to the shop or to the person to which the object belongs when the child goes to apologize, return the object or pay for it if he has taken it from a shop. Ithe child should not be humiliated or scared and shoud not be accused for no reason, the parents should try to undertsand the cause.
· Excessive shyness: Most shy children are quiet when they are surrounded by people they don't know, but after some time they get comfortable. However, excessively shy children will try  to avoid social situations. This may manifest into  social phobia in adult life. They then start avoiding socializing as it brings them extreme discomfort, and they may not be able to talk at all. Although avoiding social events may be the easier way, such action is definitely not recommended, as the person will keep avoiding one activity after another, until he feels completely isolated. Such children cannot join peer groups and make freinds, cannot express their desires, they are usually excessively dependent to their mothers and they react oversensitive to jokes. Such behaviours might be resulting from the excessively protective parenting or conflicts in the family.

Such children must be given responsibilities and be rewarded when reacts extrovert. Parents should be first accepting that the child is having difficulty to come out his shell and be patient. But they should not be forcing the child to participate in activities, for a while the child could be let just to stay as an examiner. Opportunities for social interaction with peers and teachers should be provided.  A friend of a child of the same age can invited and let them play together. 
The child will be more comfortable in his home environment. A few games can be organized so the child does not feel strained with the burden of keeping his new 'friend' entertained. In some cases it could be that the child feels inadequate in comparison to a sibling who might be smarter or better looking than him or her and it could result in sibling rivalry and further problems of growth of the child. If the parents believe that the two children are completely different from each other, putting them in different schools might be considered. The underlying reasons of excessive shyness should be searched. Dramatic plays; activities involving clay, paint, water, sand may help child to release stress.

· Masturbation: Masturbation behaviour seen in children, in the form of touching the genitals, causes fear and anxiety  in the parents. Besides, the parents might be having  some wrong information and myths about masturbation and believe it to be harmful to the sexual development of the child. Masturbation has no physical or mental side effects until taken to an extreme. But the child definitely goes through the fear of being caught with his pants down and brought to shame. The masturbation in childhood is different than in adults and does not engage in fantasies as in adults. It is just a basic motor stimulation that gives a different and unknown experience to the child. It also helps them to examine and discover their bodies. 
Masturbation in  young children should be ignored and not made much of as that would only serve to make them more conscious of what they are doing. It would also make them feel unnecessarily guilty of something that comes very naturally at that age. If the parents do not overeact to the situation, this behavior will diseppear by time. If the parents overreact, the child will continue to do it secretly, take pleasure and feel guilty.

It is only when the masturbation is taken to an extreme degree and the child tries to derive  pleasure by stimulating his sexual organs excessively. This kind of behavioral generally affects those who come from broken homes and are totally neglected by their parents who have absolutely no time for them. These children are not only very insecure but crave any kind of attention or company. If they do not get it from others they give it to themselves. In some cases poor housing facilities combined with inadequate sleeping arrangements or child abuse might be the cause.
 Sometimes the child discovers this pleasure giving activity tottaly by chance (e.g. observation of other children,  itches due to parasites). Children might be masturbating while they are about to fall asleep, watching TV, or listening to their parents reading stories. Parents should provide opportunities for physical activities to child to release their extra energy; they might be distracted with toys, plays,games. The duration of falling asleep might be shortened. Certain stressors might be underlying excessive masturbation which must be serched through. Parents should avoid playing jokes on this subject, teasing or humiliating the child.

· Bedwetting: It is a common problem among preschoolers. It should not even be considered as a probleem before 4-5 years old, because the child cannot control it. Most children grow out of it during the early years of school mostly around 2-3 years old they become capable of controling it.But habitual bedwetting (enuresis) is a cause for concern. In nine out of ten cases, enuresis results from a delay or slowness in development. Sometimes it might result from an emotional cause (e.g. pressure from parents to toilet train too early, expecting the child to quit bedwetting as soon as they start toilet training, punishing the child, not considering the bedwetting as a porblem despite the older age of the child ) or a physical cause (a urinary infection or a bladder abnormality). The stressors such as the arrival of a new baby, starting school, an extended or unanticipated  seperation/divorce from partner, getting lost in the department store, an illness or hospital stay, a death in the family might be among the causes, as well.

Strong parental disapproval only makes the problem worse, the child should not be blamed or made fun of for bedwetting. Without pampering, the child should be encouraged to use the toilet right before going to sleep at night. Child's fluid intake before bed should be cut down (Although this may achieve some short-term success, it may have little or no long-term impact) The child maight be praised wakes up dry in the morning. The underliying physical or psychological reasons should be searched.

· Tics: A tic is a sudden, repetitive sound or movement that is difficult to control. Most tics, temporary and usually last less than three months. Rarely do children have chronic tic disorder which lasts for more than a year. Simple motor tics include shoulder shrugging, which is the most common, nose wrinkling, eye blinking, lip biting, head twitching or finger flexing. Complex motor tics include touching other people, smelling objects, obscene gestures, flapping the arms, jumping, kicking or hopping. Tics mostly result from harsh, punitive parental discipline and usully occur in times of stress. Children who become nervous about a test or are in a stressful environment may develop a tic.  Mostly, tics are temporary, rapid, purposeless, repetitive, and in most children, resolve without therapy. If the parents pamper and continously warn the child , they may continue over time, they may become severe and complicated. 
5. Child Rearing Styles: These are the combinations of parenting behaviors that occur over a wide range of situations, creating an enduring child rearing climate. Baumrind gathered information on child rearing by watching parents interact with their preschool age children.
	Child Rearing Style
	Acceptance and involvement
	Control
	Autonomy Granting

	Authoritative
	Warm, attentive, sensitive to child’s needs
	Makes reasonable demands, consistanly enforces, explaining them
	Permits the child to make decisions in accord with readiness

	Authoritarian
	Cold, rejecting, frequently degrades the child
	Makes demands coercively by yelling, commanding, criticizing
	Makes decisions for the child, rarely listens to the child

	Permissive
	Warm but over-indulgent, inattentive
	Makes few demad or no demands
	Permits the child to make many decisions before the child is ready

	Uninvolved
	Emotionally detached and withdrawn
	Makes few or no demands
	Indifferent to the child’s decision making and point of view

	Love oriented
	-Warm, explaining, reasoning, praising
-Threat of withdrawal of love
	-Makes demands, sets standards for maturity, highly loving
-sets control by conditoning love
	Permits the child to make decisions unconditionally or by setting conditions for praisal and love


III. SOCIAL DEVELOPMENT

1. Gender: Biological sex and psychological gender, despite that they are distinctive concepts, are integral components of each individual sense of self.
                                    Sex                                                                 Gender
                           (sexual identity)

                                                                                   Gender identity
Gender Role

Gender identity: Child’s ability to label his own sex correctly, to identify other people as men and women.

-9-12 months: Babies can differentiate male and female faces ,using hair length as the primary clue
-12-24 months: Begin to learn verbal labels of “boy” and “girl”
-2-3 years: Identify and label others correctly by sex, such as pointing out “which one is a girl?”, “which one is a boy?” from a set of pictures

-4 years: Gender stability develops (people stay the same gender throughout life)

-5-6 years: Gender constancy (people don’t change gender by changing appereance)

-6-11 years: Boys identify with “masculine” personality, girls identify with “feminine” personality. This difference is evident in children’s activities

-12-18 years: Increased gender stereotyping of attitudes and behaviors and movement towards a more traditonal gender identity. Puberty magnifies gender differences in appereances, causing teenagers to begin thinking about themselves in gender-linked ways.

Sex-role: It is argued to be the “public expression of gender identity” and involves expactations regarding proper behaviors, attitudes and activities of males and females, socialisation into masculinty (competitive, aggressive, powerfull, unsentimental) and femininity (tender, expressive, nurturing, domestic) norms.

-3-4 years: Children can assign stereotypic occupations, toys, activities specific to each gender.

-6 years: They begin associate certain personality traits with males and females. Peer groups are usually same sex during elementary school years. Girls may involve in more masculine activities.
-12 years: By the onset of adolescence streotypes begin to decline. Teenagers who are encouraged to explore non-stereotyped options are more likely to develop androgynous sex roles.

Sexual activities: Around 3 years old, preschoolers begin to ask questions about sexuality, mostly about sexual organs, male-female differences, birth of a baby. They may learn about sexuality through plays. Most of the preschool children may involve in sexual activities such as touching sexual organs, watching naked people, fond of being naked and masturbation.

By middle childhood, they learn about sexuality mostly in peer groups. Most of the children in this age group, become aware of issues related to sexual identity and involve in sex plays.

The onset of sexual maturation is accompanied by and interest in sexual anatomy, which may be a source of anxiety. Masturbation is common. By late adolescence, sexuality shifts from experimentation to being an expression of sharing and intimacy with a partner. 
2. Moral Development: It is the process of learning to distinguish between right and wrong in accordance with the cultural values and standards. All theories of moral development recognize that conscience begins to take shape in early childhood. 
Conscience: It is a list of things that “good boys” and “good girls” don’t do, such as telling lies.
Piaget argued that children younger then 8 years old believe that the rules of games cannot be changed as they come from authorities (moral realism: rules are inflexible). Between 8-12 years, children move into moral relativism stage in which children understand that many rules can be changed through social agreement. Kohlberg identified 3 stages of moral development:

	Preconventional Morality
	Conventional Morality
	Post-conventional Morality

	The child decides what is right or what is wrong on the basis of being rewarded or being punished
	Moral actions are taken to meet the expectations of family, social goups or the society as a whole
	Self chosen ethical principles


During perschool years, early conscience is punitive. By elementary school, children begin to understand the distinction between conventional rules and moral rules. They also distinguish between intentional and unintentional acts. Adolescents are aware that most values are relative, laws are changeable.
3. Socialization: It is a process that children learn to behave according to cultural expectations. Primary socialization takes place in the home, within the family. Secondary socialization takes place outside the home and is the way we learn behaviors specific to certain situation or purpose. Family, peer groups, education, language are among agents of socialisation.

Peer relationships: Change over childhood and adolescence. As early as 6 months, infants begin to show interest in other children. Around 14 months, infants begin to play with toys next to, but not with, one another (parallel play). By 3-4 years, children prefer to play with peers rather than alone. During middle childhood, children begin to spend more time with their friends than do preshoolers. They gradually develop reciprocal friendship in which each partner identifies another as “friend”.

In elementary school, peer groups serve for mutual play whereas the function of peer groups change in adolescence. The teenager is struggling to make a transition from the protected life of the family to the independent life of adulthood; the peer groups become a vechile for that.
ATYPICAL DEVELOPMENT

DSM-5- Neurodevelopmental Disorders
- Intellectual Disabilities
            –Intellectual Disabilities 
                        – Mild
                        – Moderate
                        – Severe
                        – Profound
             – Global Developmental Delay

             – Unspecified Intellectual Disability
– Communication Disorders
            – Language Disorder
            –Speech Sound Disorder
            –Childhood-Onset Fluency Disorder (Stuttering)
            –Social Communication Disorders
            –Unspecified Communication Disorders
–Autism Spectrum Disorder 

– Attention-Deficit/Hyperactivity Disorder
–Specific Learning Disorder
            –With Impairment With Reading
            –With Impairment in Written Expression
            –With Impairement in Mathematics
–Motor Disorders
            – Developmental Coordination Disorder
            –Stereotypic Movement Disorder
–Tic Disorders
– Unspecified Neurodevelopmental Disorder
NEURODEVELOPMENTAL DISORDERS
Abnormal functioning can occur at any time in life. Some patterns of abnormality, however, are more likely to emerge during particular periods—during childhood, or, during old age. Emotional and behavioral problems are common in childhood and adolescence, but in addition, at least one fifth of all children and adolescents experience a diagnosable psychological disorder. Some childhood disorders, such as separation anxiety disorder, are unique to children. Others, such as attention-deficit/hyperactivity disorder, have been conceptualized primarily as childhood disorders but may continue into adulthood. Still others, such as depression, may begin in childhood but are common in adulthood as well. Although eating disorders typically begin in adolescence, they are presented separately

Developmental disorders involve delay in normal maturity, especially with respect to intellect, cognition, learning, and methods of self-care .Examples of developmental disorders include mental retardation, autism, and learning disorders. 
Disruptive behavior disorders involve externalizing or obvious behavior problems that include overactivity, impulsivity, inattention, aggression, noncompliance, and other disturbances. Examples of disruptive behavior disorders include attention deficit hyperactivity disorder and conduct and oppositional defi ant disorders Developmental and disruptive behavior disorders may be comorbid, occurring together in a particular child.

Myth: Childhood psychiatric disorders are easy to diagnose because symptoms in

childhood and adolescence parallel characteristics of adult disorders.

Reality: It is generally more complex to diagnose psychiatric disorders in children and adolescents: first, because of variations in the presentation of symptoms of disorders between childhood and adulthood; second, because characteristics that signify mental illness in adults may occur in normally developing children; and third, because children may have a more difficult time articulating their thoughts and feelings. Accurate diagnosis and treatment of psychiatric disorders requires a thorough understanding of normal child development and issues of child temperament, as well as an understanding of risk factors for and the symptoms of psychiatric disorders in children and adolescents
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INTELLECTUAL DISABILITY
It is a condition of limited mental ability in which an individual has a low IQ, usually below 70 on a traditional test of intelligence and has difficulty of adapting everday life. In recent years, the less stigmatizing term intellectual disability has become synonymous with mental retardation in many clinical settings. As many as 3 of every 100 persons meet the criteria for this diagnosis. Majority of them are male.

Assessing Intelligence :Intelligence can be defined as problem solving skills and the ability to learn from  and adopt to the changing environment. Gardner developped multiple intelligence theory and suggested that there 8 types intelligence (“frames of mind”): Verbal, Mathematical, Spatial, Bodily-Kinesthetic, Musical, Interpersonal, Intrapersonal, Naturalist. According to Piaget, intelligence is the ability to adopt to the changing environmenet.
Educators and clinicians administer intelligence tests to measure intellectual functioning . These tests consist of a variety of questions and tasks that rely on different aspects of intelligence, such as knowledge, reasoning, and judgment. The IQ scores that result from tests such as Stanford-Binet and Weschler scales provide information about children’s mental abilities. Many theorists have questioned whether IQ tests are indeed valid. a particular child’s school performance is often higher or lower than his or her IQ might predict

According to World Health Organisation (WHO) , IQ is classified as follows: 

	Range
	Classification

	130 and above
	Very Superior

	120-129
	Superior


	110-119
	Above Average


	90-109
	Average

	80-89
	Below Average


	70-79
	Borderline Mental Deficiency

	70-50/55
	Mild Mental Deficiency



	50/55-35/40
	Moderate Mental Deficiency



	35/40-20/25
	Severe Mental Deficiency



	20/25-0
	Profound Mental Deficiency




There are four levels of mental retardation: mild (IQ 50–70), moderate (IQ 35–49), severe (IQ 20–34), and profound (IQ below 20). In contrast, the American Association of Mental Retardation (1992) prefers to distinguish different kinds of mental retardation according to the level of support the person needs in various aspects of his or her life—intermittent, limited, extensive, or pervasive.
· People should receive a diagnosis of mental retardation when they display general intellectual functioning that is well below average, in combination with poor adaptive behavior. 
· In addition to having a low IQ (a score of 70 or below), a person with mental retardation must have great difficulty in areas such as communication, home living, self-direction, work, or safety. The symptoms must also appear before the age of 18  . 
· The DSM-5 emphasizes the importance of assessing intellectual ability and adaptive functioning within a person’s cultural group. Categories based on IQ scores will no longer be used. This new approach stresses the importance of identifying an individual’s strengths and weaknesses.
Mild Retardation: A level of mental retardation (IQ between 50 and 70) at which people can benefit from education and can support themselves as adults.Some 80–85 percent of all people with mental retardation fall into this category. They are sometimes called “educably retarded” because they can benefit from schooling and can support themselves as adults. Mild mental retardation is not usually recognized until children enter school and are assessed there. 
The individuals demonstrate rather typical language, social, and play skills, but they need assistance when under stress—a limitation that becomes increasingly apparent as academic and social demands increase. The intellectual performance of individuals with mild mental retardation often seems to improve with age; some even seem to leave the label behind when they leave school, and they go on to function well in the community. Their jobs tend to be unskilled or semiskilled.

Moderate Retardation:  A level of mental retardation (IQ between 35 and 49) at which people can learn to care for themselves and can benefit from vocational training. Approximately 10 percent of persons with mental retardation function at a level of moderate retardation . They typically receive their diagnosis earlier in life than do individuals with mild retardation, as they demonstrate clear deficits in language development and play during their preschool years. By middle school they further display significant delays in their acquisition of reading and number skills and adaptive skills. 
By adulthood, however, many individuals with moderate mental retardation manage to acquire a fair degree of communication skill, learn to care for themselves, benefit from vocational training, and can work in unskilled or semiskilled jobs, usually under supervision. Most such persons also function well in the community if they have supervision

Severe Retardation: A level of mental retardation (IQ between 20 and 34) at which individuals require careful supervision and can learn to perform basic work in structured and sheltered settings. Approximately 3 to 4 percent of people with mental retardation display severe retardation. They typically demonstrate basic motor and communication deficits during infancy. Many also show signs of neurological dysfunction and have an increased risk for brain seizure disorder, or epilepsy. 
In school, they may be able to string together only two or three words when speaking. Individuals in this category usually require careful supervision, profit somewhat from vocational training, and can perform only basic work tasks in structured and sheltered settings. Their understandingof communication is usually better than their speech. Most are able to function well in the community if they live in group homes.
Profound Retardation: Around 1 to 2 percent of all people with mental retardation fall into the category of profound retardation . A level of mental etardation (IQ below 20) at which

individuals need a very structured environment with close supervision.This level of retardation is very noticeable at birth or early infancy. 
With training, people with profound mental retardation may learn or improve basic skills such as walking, some talking, and feeding themselves. They need a very structured environment, with close supervision and considerable help, including a one-to-one relationship with a caregiver, in order to develop to the fullest. Severe and profound levels of mental retardation often appear as part of larger syndromes that include severe physical handicaps.

Etiology of Mental Retardation: 
1. Prenatal causes: 

a. Genetic causes: Theses causes might be divided into two, chormosomal disorders and and the genetic disorders that are not due to chromosomes (decrease in enzyme activity due to gene mutation). If there is a disorder in 44 chromosomes, somatic chromosomes that make up body structure, Down Syndrome may occur. If there is a disorder in 2 chromoses , the sex chromosomes, Klinefelter and Turner Syndrome occur. Fragile X syndrome is one of the most common cuases of mental retardation related to X chromosome.

· Down Syndrome: Named after Langdon Down, the British physician who first identified it. Fewer than 1 of every 1,000 live births result in Down syndrome, but this rate increases greatly when the mother’s age is over 35. Many older expectant mothers are now encouraged to undergo amniocentesis (testing of the amniotic fluid that surrounds the fetus) during the fourth month of pregnancy to identify Down syndrome and other chromosomal abnormalities.
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Individuals with Down syndrome may have a small head, flat face, slanted eyes, high cheekbones, and, in some cases, protruding tongue. The latter may affect their ability

to pronounce words clearly. They are often very affectionate with family members but

in general display the same range of personality characteristics as people in the general

population. 
Several types of chromosomal abnormalities may cause Down syndrome. The most common type (94 percent of cases) is trisomy 21, in which the individual has three free-floating twenty-first chromosomes instead of two. In a second type, translocation, the person has two normal twenty-first chromosomes and a third twenty-first chromosome fused with nother chromosome (the fifteenth or thirteenth). And in a third extremely rare type, mosaicism, cells with two and cells with three twenty-first chromosomes are found in the same

person. 
Most people with Down syndrome range in IQ from 35 to 55. The individuals appear to age early, and many even show signs of dementia as they approach 40. Studies suggest that Down syndrome and early dementia often occur together because the genes that produce them are located close to each other on chromosome 21.
· Kleinfelter Syndrome:  XXY chromosomal pattern in males, secondary sex cahracters do not develop, learning disabled, possible psychological problems. There are 47 chromosomes. Seen once in every 400 birth. Moderate mental retardation might be seen.

· Turner Syndrome: One X chromosome missing in females (XO), lack of secondary sex characteristics, infertile, learning disabled. There are 45 chromosomes. Intelligence is closed to normal.

· Fragile X syndrome is a genetic condition that causes a range of developmental problems including learning disabilities and cognitive impairment. Usually, males are more severely affected by this disorder than females. Mutated gene that causes the disorder is located on the X chromosome, one of the two sex chromosomes. Children born with a fragileX chromosome (that is, an X chromosome with a genetic abnormality that leaves it prone to breakage and loss) generally display mild to moderate degrees of intellectual dysfunctioning

b. Biochemical diseases and problems as with brain:

· Phenylketonuria (PKU): Abnormal digestion of protein, results in mental retardation, treated by special diet. The most common metabolic disorder to cause mental retardation strikes 1 of every 14,000 children. Babies with PKU appear normal at birth but cannot break down the amino acid phenylalanine.
· Children with Tay-Sachs disease, another metabolic disorder resulting from a pairing of recessive genes, progressively lose their mental functioning, vision, and motor ability over the course of two to four years, and eventually die. One of every 30 persons of Eastern European Jewish ancestry carries the recessive gene responsible for this disorder.
· Galoctesemia: People with galactosemia are unable to fully break down the simple sugar galactose. Galactose makes up half of lactose, the sugar found in milk. The other sugar is glucose. If an infant with galactosemia is given milk, substances made from galactose build up in the infant's system. These substances damage the liver, brain, kidneys, and eyes. 

· Hydrocephalus is a condition in which the primary characteristic is excessive accumulation of fluid in the brain. Although hydrocephalus was once known as "water on the brain," the "water" is actually cerebrospinal fluid (CSF) — a clear fluid that surrounds the brain and spinal cord.

· Microcephaly is present at birth in which the baby's head is much smaller than normal for an infant of that age and gender. "Micro" means small and "cephaly" refers to the head. Most children with microcephaly also have a small brain and mental retardation. However, some children with small heads have normal intelligence. Theories suggest that the following may predispose a fetus to problems that affect the normal development of the head during pregnancy

2. Birth related causes : Birth complications can also lead to mental retardation. A prolonged period without oxygen (anoxia) during or after delivery can cause brain damage and retardation in a baby. Similarly, although premature birth does not necessarily lead to long-term problems for children. Certain maternal infections during pregnancy may cause childhood problems that include mental retardation. Fetal alcohol syndrome, A group of problems in a child, including lower intellectual functioning, low birth weight, and irregularities in the hands and face, that result from excessive alcohol intake by the mother during pregnancy.

3. Causes after birth: After birth, particularly up to age 6, certain injuries and accidents

can affect intellectual functioning and in some cases lead to mental retardation. Poisonings,

serious head injuries caused by accident or abuse, excessive exposure to X-rays, and excessive use of certain drugs pose special dangers. For example, a serious case of lead poisoning, from eating lead-based paints or inhaling high levels of utomobile fumes, can cause retardation in children. Mercury, radiation, and poisoning may do the same. In addition, certain infections, such as meningitis and encephalitis, can lead to mental retardation if they are not diagnosed and treated in time
Interventions for People with Mental Retardation: 
a. Special education: It is an approach to educating children with mental retardation in which they are grouped together and given a separate, specially designed education. It refers to information and resources to serve the unique needs of persons with disabilities so that each person will meet or exceed high standards of achievement in academic and nonacademic skills. Each country, state or educational department might have different policies, rules, regulations and legislation that governs what special education is. Special Education services are not only put into place for students that have specific disabilities, such as mental retardation, but also available for students with significantly high abilities. These students are usually referred to as "gifted". Special Education therefore is a set of guidelines that teachers, parents, and students follow so that each child has a specific educational plan in place. 
Mainstreaming is the placement of childrenwith mental retardation in regular school classes. Also known as inclusion. In this approach, students with special educational needs spend all, or at least more than half, of the school day with students who do not have special educational needs. Generally, inclusion refers to  the educational practice of educating children with disabilities in classrooms with children without disabilities. There are four ways inclusion benefits disabled kids: 

Inclusion improves learning for both classified and non-classified students:

· Children learn to accept individual differences. 

· Children develop new friendships. 

· Parent participation improves. 

· It's a matter of civil rights. 

Students with special needs are segregated in separate classes exclusively for students with special needs for the rest of the school day. Segregation in a separate classroom or special school exclusively for students with special needs: In this model, students with special needs spend no time in classes with non-disabled students. Segregated students may attend the same school where regular classes are provided, but spend all instructional time exclusively in a separate classroom for students with special needs.

For school-aged children (including preschoolers), special education and related services are made available through the school system. School staff will work with the child's parents to develop an Individualized Education Program. It describes the child's unique needs and the services that have been designed to meet those needs. Special education and related services are provided at no cost to parents.

Many children with mental retardation need help with adaptive skills, which are skills needed to live, work, and play in the community. Teachers and parents can help a child work on these skills at both school and home. Some of these skills include: communicating with others; 

taking care of personal needs (dressing, bathing, going to the bathroom);  health and safety; 

home living (helping to set the table, cleaning the house, or cooking dinner);  social skills (manners, knowing the rules of conversation, getting along in a group, playing a game); reading, writing, and basic math; and  as they get older, skills that will help them in the workplace. Supports or changes in the classroom help most students with mental retardation.

For children with mild mental retardation, “school of educable children” are available. These children may acquire both academic and social skills. As with moderate mental retardation, rather than the academic training ,vocational training and parental education is essential. For children, with severe and profound retardation focal point of education is helping children to acquire self care and independent living skills 

b. Residential Treatment: Developmental disorder live in small to mediumsized residences that are integrated into the community. Medical care is provided, and trained, live-in supervisors and aides help with residents’ special needs around the clock. Many adults with intellectual developmental disorder have jobs and are able to live independently in their own apartments. 
c. Behavioral Treatments: Early-intervention programs using behavioral techniques have

been developed to improve the level of functioning of people with intellectual developmental

disorder. To teach a child a particular routine, the therapist usually begins by dividing the targeted behavior, such as eating, into smaller components: pick up spoon, scoop food from plate onto spoon, bring spoon to mouth, remove food with lips, chew, and swallow food. Operant conditioning principles are then applied to teach the child these components of eating. For example, the child may be reinforced for successive approximations to picking up the spoon until he or she is able to do so. Self-instructional training teaches these children to guide their problem-solving efforts through speech. For example, one group of researchers taught high school students with intellectual developmental disorder to make their own buttered toast and clean up after themselves. 

e. Computer-Assisted Instruction Computer-assisted instruction: It is increasingly found in educational and treatment settings of all kinds; it may be especially well suited to the education of people with intellectual developmental disorder. The visual and auditory components of computers can help to maintain the attention of distractible students.  For example, computers have been used to help people with intellectual developmental disorder learn to use an ATM.
ADHD and Disruptive Behavior Disorders

Attention-Deficit/Hyperactivity Disorder: The term hyperactive is familiar to most people, especially parents and teachers. The child who is constantly in motion—poking others for no apparent reason, talking out of turn —is often called hyperactive. Often, these children also have difficulty concentrating on the task at hand for an appropriate period of time. When such problems are severe and persistent enough, these children may meet the criteria for diagnosis of attention-deficit/hyperactivity disorder (ADHD), a disorder marked by inability to focus attention, or overactive and impulsive behavior, or both.

Using the label simply because a child is more lively and more difficult to control than a parent or teacher would like is a serious mistake. The diagnosis of ADHD should be reserved for truly severe and persistent cases.
Three types of ADHD according to DSM-5:

1. Predominantly inattentive type: children whose problems are primarily those of poor

attention

2. Predominantly hyperactive-impulsive type: children whose difficulties result primarily from hyperactive/impulsive behavior

3. Combined type: children who have both sets of problems

Features of ADHD: 

· Children with ADHD seem to have particular difficulty controlling their activity in situations that call for sitting still, such as in the classroom or at mealtimes. When told to be quiet, they appear unable to stop moving or talking. They may quickly wear out their shoes and clothing, smash their toys, and exhaust their families and teachers.Although these children are usually friendly and talkative, they often miss subtle social cues, such as noticing when other children are tiring of their behaviors.

· About half of the children with ADHD also have learning or communication problems, many perform poorly inschool, a number have difficulty interacting with other children, and about 80 percent misbehave, often quite seriously. It is also common for these children to have anxiety or mood problems. 

· Attentional deficit and excessive motor activity are not necessarily observed in all settings. Boys with ADHD, for example, may show greater motor activity during academic tasks but may not differ from normally functioning children during lunch, recess, and physical education activities. Thus a child might be identified as hyperactive in one situation but not in others

· ADHD also predicted subsequent substance (nicotine, alcohol, illicit drugs) use at age 14 and substance use disorder at age 18 even after controlling for symptoms of conduct disorder, and this was equally true for boys and girls. By adolescence, girls with ADHD were more likely to have symptoms of an eating disorder and substance abuse

· Children with ADHD are often singled out very quickly and rejected or neglected by their peers.

· ADHD is more common in boys than in girls, but boys are more likely to be referred to clinics because of a higher likelihood of aggressive and antisocial behavior

· ADHD is the most common cognitive and behavioral disorder diagnosed among school children .Around 5 percent of schoolchildren display ADHD, as many as 90 percent of themboys . The disorder usually persists throughout childhood. Many children show a marked lessening of symptoms as they move into mid-adolescence, but between 35 and 60 percent of affected children continue to have ADHD as adults. 
· In adulthood, most people with ADHD are employed and financially independent, but some studies have found that adults with ADHD are generally at a lower socioeconomic level and change jobs more frequently than is typic. The symptoms of restlessness and overactivity are not usually as pronounced in adult cases.

Assessment:  ADHD is a difficult disorder to assess Ideally, the child’s behavior should be observed in several environmental settings(school, home, with friends) because the symptoms of hyperactivity and inattentivenessmust be present across multiple settings in order to fit DSM  criteria. It is important to obtain reports of the child’s symptoms from his or her parents and teachers. In addition to these reports and to clinical observations, clinicians commonly employ diagnostic interviews, ratings scales, and psychological tests to assess ADHD. Intelligence tests and neuropsychological tests may also be used. 

Etiology: 
a. Genetic Factors: Adoption and numerous large-scale twin studies indicate a genetic component to ADHD

b. Neurobiological Factors : Studies suggest that brain structure and function differ in childrenwith and without ADHD, particularly in areas of the brain linked to the neurotransmitter dopamine.

c. Prenatal Factors : Low birth weight, for example, is a predictor of the development of ADHD.  Other complications associated with childbirth, as well as mothers’ use of substances such as tobacco (discussed below) and alcohol, are also predictive of ADHD symptoms 

d. Environmental factors:  It was  proposed that additives and artificial colors in foods upset the central nervous systems of children who were hyperactive. Lead is another environmental toxin that has been studied.Nicotine is an environmental toxin that may play a role in the development of ADHD.

e. Psychological Factors : The parent–child relationship interacts with neurobiological factors in a complex way to contribute to ADHD symptom expression . Just as parents of children with ADHD may give them more commands and have negative interactions with them ,  so these children have been found to be less compliant and more negative in interactions with their parents. 

Treatment of ADHD: 
a. Stimulant Medications:  Stimulant medications, such as methylphenidate, or Ritalin, have

been prescribed for ADHD. Other medications to treat ADHD include Concerta and Strattera. The prescription of these medications has sometimes continued into adolescence and adulthood. 

Most studies have indicated that Ritalin is safe for the majority of people . Its undesired effects are usually no worse than insomnia, stomachaches, headaches, or loss of appetite. However, a recent wave of research and case reports suggests that, in a small number of cases, Ritalin and related drugs may increase the risk of having a heart attack and produce psychotic symptoms or facial tics.  They also apparently can affect the growth of some children, thus requiring “drug holidays” to prevent such an effect.

Extensive investigations indicate that ADHD is overdiagnosed, so many children who are receiving Ritalin may, in fact, have been inaccurately diagnosed. 

b. Psychological Treatment  : Behavioral therapy hasbeen applied in many cases of ADHD. Here parents and teachers learn how to rewardattentiveness or self-control in the children, often placing them on a token economy program. Such operant conditioning treatments have been helpful for a number ofchildren, especially when combined with stimulant drug therapy

c. Other promising treatments for ADHD involve parent training and changes in classroom management. In these treatments, children’s behavior is monitored at home and in school, and they are reinforced for behaving appropriately—for example, for remaining in their seats and working on assignments. 

Oppositional Defiant Disorder and Conduct Disorder : Most children break rules or misbehave on occasion . If they consistently display extreme hostility and defiance, however, they may qualify for a diagnosis of oppositional defiant disorder or conduct disorder. Mental health professionals use various methods to examine children with disruptive behavior disorders. These methods primarily include interviews, rating scales, and behavioral observation.

Oppositional defiant disorder is a childhood disorder in which children argue repeatedly with adults, lose their temper, and swear, feeling intense anger and resentment.  Those with oppositional defiant disorder are often hostile (they argue repeatedly with adults, lose their temper, feel great anger and resentment) and disobedient (they ignore rules and requests) and display negative behaviors . The disorderis more common in boys than in girls before puberty but equal in both sexes after puberty. Oppositional defiant disorder may continue over time and eventually evolve into a more severe condition,  conduct disorder. 

Conduct disorder,. Symptoms of conduct disorder may be divided into four main categories:

- may be aggressive toward other people or animals, often displaying cruel behavior such as using a weapon, torturing someone (or an animal), stealing from someone, rape , in rare cases, homicide

- may destroy property, such as setting fires or vandalizing a school building. 

- may lie to others to get something or to avoid punishment. They may also steal from others in a secretive way, such as shoplifting, and forcibly break into someone’s house or car. 

-may violate laws or rules for their age group, such as missing school or curfew or running away from home. 

Conduct disorder usually begins between 7 and 15 years of age. As many as 10 percent of children qualify for this diagnosis .More than 80 percent of individuals who develop conduct disorder first display a pattern of oppositional defiant.  Many children with conduct disorder are suspended from school, placed in foster homes. 
Etiology: 

a. Genetic and biochemical influences:  It is claimed that violent behavior may link to genes that help control amount of neurotransmitters in the brain, most notably norepinephrine, dopamine, and serotonin. Lower levels of cortisoland higher levels of testosterone also appear among youths with disruptive behavior disorders. 
b. Environmental Factors: Teratogens such as maternal smoking and alcohol use, which closely relate to problems of attention, cognition, and learning. Increased stress during pregnancy, pregnancy and delivery complications, premature birth, and lower birth weight are significant risk factors as well

c. Family Conflict and Parenting Practices: Poor parenting practices closely relate to disruptive behavior problems. Examples include rewarding child misbehavior by providing positive consequences or removing negative ones. A child could become aggressive and overactive so parents will bribe him to stop the behaviors. Other parenting problems associated with disruptive behavior disorders include poor monitoring of a child’s behavior,

harsh and uncaring communications, overcontrol, excessive physical punishment, and use of unclear commands. Some parents phrase commands in the form of a question (“Will you

please just go to school?”), (“Go clean your room”). This often leads to child noncompliance or defi ance

d. Other factors: Deviant Peers,  maltreatment, poverty.
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Treatment: 
a. Stimulant medications, such as Ritalin,  have also been used for youths with conduct disorder. Other drugs such as antianxiety, antimanic, and antipsychotic medications are sometimes used as well to help control explosive symptoms such as intense anger outbursts.

b. Psychological treatments for disruptive behavior disorders primarily focus on home, school, and community-based programsto reduce problematic symptoms and develop academic,social, and self-regulation skills.

c. Parent Training:  Parent training programs are thus a key treatment element for this population. And  typically include the following components:
■ Educate parents about a child’s behavior problems and how best to address them.

■ Teach parents to identify and specifi cally defi ne problem behaviors, such as “My son will not wash the dishes when told,” and establish clear rules for behavior.

■ Provide appropriate attention and rewards when a child engages in prosocial behaviors such as completinghomework, fi nishing chores, and eating dinner quietly.

■ Ignore minor inappropriate behaviors such as whining.

■ Provide appropriate and consistent disciplinary procedures such as time-out or loss of privileges when a child engages in serious misbehaviors.

■ Give effective commands that are clear, short, and linked to consequences.

■ Use a token economy for prosocial and antisocialbehaviors.

■ Increase daily monitoring and supervision of a child.

■ Teach parents to solve problems effectively and refrainfrom conflict.

■ Increase daily contact with school offi cials to coordinatetreatment and consequences for behavior, such as askingteachers to send home a daily behavior report card

d. School-Based Behavior Management: Children with disruptive behavior disorders pose a challenge to teachers trying to maintain classroom order, so school-based behavior management is also a key treatment for this population. School-based treatment does overlap with parent-based training

e. Social and Academic Skills Training: These programs focus on helping youths control impulses and anger, develop social and problem-solving skills, cooperate better with others,

and enhance academic competence. 

Autism Spectrum Disorders
Pervasive developmental disorders are a group of disorders marked by impaired social

interactions, unusual communications, and inappropriate responses to stimuli in the

environment. The group includes autistic disorder, Asperger’s disorder, Rett’s disorder, and

childhood disintegrative disorder. The DSM-5 eliminates autistic disorder, Asperger’s disorder, childhood disintegrative disorder and pervasive developmental disorder (not otherwise specified) by dissolving them into one diagnosis called autism spectrum disorder.
1. Autistic disorder: It is pervasive developmental disorder marked by extreme unresponsiveness to others,  poor communication skills, and  repetitive,  rigid behavior. Also known as autism,  first identified by Leo Kanner in 1943.

Features of Autism:
· Children with this disorder are extremely unresponsive to others, uncommunicative, repetitive, and rigid . Their symptoms appear early in life, typically before 3 years of age. They display marked impairment in the use of multiple nonverbal behaviors, such as eye-to-eye gaze, facial expression, body postures, and gestures to regulate social interaction.

· They display stereotyped and repetitive motor mannerisms (e.g., hand or finger flapping or twisting or complex whole-body movements) and are apparently inflexible adherence to specific, nonfunctional routines or rituals

· There are delays or abnormal functioning in at least one of the following areas, with onset prior to age 3 years: (1) social interaction, (2) language as used in social communication, or (3) symbolic or imaginative play.

· One of the most common speech problems is echolalia, the exact echoing of phrases spoken by others. The individuals repeat the words with the sameaccent or inflection, but with no sign of understanding or intent of communicating. Some even repeat a sentence days after they have heard it (delayed echolalia).

· They use of “you” instead of “I.”, Sometimes individuals with autismseem overstimulated by sights and sounds and appear to be trying to block themout, while at other times they seem understimulated and appear to be performing self stimulatory actions.

· Children with the disorder may be unable to play in a varied, spontaneous way. Unlike other individuals of the same age, the children may fail to include others in their play or to represent social experiences when they are playing; they often fail to see themselves as others see them and have no desire to imitate or be like others. They lack of social or emotional reciprocity
· Typically they become very upset at minor changes of objects, persons, or routines and resist any efforts to change their own repetitive behaviors.
· Autism seems to affect around 1 out of every 2,000 children. Around 80 percent of all cases of autism occur in boys. 
· They have enormous difficulty maintaining employment, performing household tasks, and leading independent lives.Moreover, even the highest-functioning adults with autism typically haveproblems displaying closeness, empathy, and support in their social interactions and communications and have restricted interests and activities

2. Asperger’s disorder: It is  pervasive developmental disorder in which individuals

display profound social impairment yet maintain a relatively high level of cognitive functioning and language skills. Also known as Asperger’s syndrome, identified by Hans Asperger. Many individuals with this disorder want to fit in and interact with others, but their impaired social functioning makes it hard for them to do so. They wind up appearing awkward and unaware of conventional social rules.Asperger’s disorder appears to be more prevalent than autism.Mostly seen in boys. It is important to diagnose and treat Asperger’s disorder early in life so that the individual has a better chance of being successful at school and living independently. Many are able to complete a high level of education, such as college or trade school. Similarly, they may successfully hold jobs, particularly ones that require a focus on details and limited social interactions

3. Rett’s disorder : It is also marked by multiple developmentaldelays, though many delays are not apparent until a child is atleast 5 months old Children with Rett’s disorder have a normalprenatal and birth process and normal head size. Between ages 5 months and 4 years, however, a child with Rett’s disorder experiences slowed head growth, loss of hand skills such as washing, lack of social interaction, and impaired motor and language development .Rett’s disorder is an especially tragic condition because a child appears normal for months before developmental delays begin. Rett’s disorder is largely seen in girls. 
4. Childhood disintegrative disorder: It is marked by normal growth followed by developmental .Childhood disintegrative disorder involves at least a 2-year period of normal

development before problems begin. A child first appears normal with respect to language, social interaction, play, and adaptive functioning .  The child experiences loss of language, social, adaptive, play, or motor skills. Those with childhood disintegrative disorder show at least two of the three main symptom sets seen in children with autism, and the two disorders are quite similar . 

Etiology: 
a. Biological causes: Studies display a high rate of sibling and twin concordance.  Some studies have also linked autism to prenatal difficulties or birth complications
Some researches has pointed to the cerebellum which coordinates movement in thebody, but they now suspect that it also helps control a person’s ability to shift attention rapidly

b.Sociocultural causes: At first, theorists thought that family dysfunction and social stress

were the primary causes of autism. Kanner saw these parents as very intelligent yet cold—“refrigerator parents.” Similarly, some clinical theorists have proposed that a high degree of social and environmental stress is a factor in autism. Once again, however, research has not supported this notion.

c. Psychological causes:  According to certain theorists, people with autism have a central

perceptual or cognitive disturbance that makes normal communication and interactions

impossible.

Currently, many researchers believe that autism may in fact have multiple biological causes
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Treatment: 
a. Behavioral therapy includes speech, social skills, classroom skills, and self-help skills, while reducing negative, dysfunctional ones. Most often, the therapists use modeling and operant conditioning. In modeling, they demonstrate a desired behavior and guide people with the disorder to imitate it. In operant conditioning, they reinforce such behaviors, first by shaping them—breaking them down sothey can be learned step by step—and then rewarding each step clearly and consistently

Many school districts are now trying to provide education and training for autistic children in special classes that operate at the district’s own facilities. However, most school districts remain ill equipped to meet the profound needs of students with autism. 
b. Communication training: Even when given intensive behavioral treatment, half of the people with autism remain speechless. As a result, they are often taught other forms of communication,including sign language and simultaneous communication, a method

combining sign language and speech. 

c. Parent training:  Today’s treatment programs involve parents in a variety of ways. Behavioral rograms, for example, often train parents so that they can apply behavioral

techniques at home . Instruction manuals for parents and home visits by teachers and other professionals are often included in such programs.

LEARNING DISORDERS

People with limited developmental disorders usually function much better than people with pervasive developmental disorders, but still struggle in key areas. One type of limited developmental disorder is a learning disorder.

Learning disorders are marked by poor school achievement in reading, math, or written expression, which usually means a student is failing that particular subject . The disturbance significantly interferes with academic achievement or with activities of daily living.

Features: 

· Children with a learning disability are usually of average or above-average intelligence but have difficulty learning some specific skill in the affected area (e.g., arithmetic or reading), and thus their progress in school is impeded. Individualized testing is always required to make the diagnosis of a learning disorder.

· Learning disorders may be comorbid with any other disorder but are linked in many cases with ADHD. Problems with social skills, aggression, and substance abuse are also common to youths with learning disorders.

· The prevalence of learning disorders ranges from 2 to 10 percent, depending on the nature of ascertainment and the defi nitions applied. Learning disabilities are more common in boys than girls, possibly because boys are slower to mature.. 

· Approximately 5 percent of students in public schools are identifi ed as having a learning disorder. The school dropout rate for children or adolescents with learning disorders is reported at nearly 40 percent . 

· Children with learning disorders may try to hide their problem and feel stupid, inferior, orembarrassed by poor school performance. They can go undetected in the early grades of schooling. The child may show signs of depression and low self-esteem. Behavior problems at home as well as at school are frequently seen. The child may become unmotivated and develop a dislike for school. Learning disorders may persist into adulthood. 

· Classroom teachers may not be able to determine if a child has learning disorder. They may detect early signs that suggest further assessment by a psychologist or other health professional in order to actually diagnose the disorder. 
Assessment: Learning disorders difficult disorder to diagnose. There are many factors the psychologist or other health professional reviews to diagnose the disability. The testing determines the child's functional reading level and compares it to reading potential, which is evaluated by an intelligence test. All aspects of the reading process are examined to pinpoint where the breakdown is occurring. A standard battery of tests can include, but is not limited to, the following:
· Wechsler Intelligence Scale for Children

· Stanford-Binet Intelligence Scale

· Peabody Individual Achievement Tests-Revised (PIAT)

· Wechsler Individual Achievement Tests (WIAT)

· Bender Gestalt Test of Visual Motor Perception

· Motor-Free Visual Perception Test

· Test of Auditory Perception (TAPS)

· Test of Visual Perception (TVPS)

· Peabody Picture Vocabulary Test-Revised

Types of Learning Disorders:  

1. Dyslexia refers to learning problems in reading and spelling. Most research on learning disabilities concerns dyslexia, perhaps because it is the most prevalent of this group of disorders: it affects 5 to 10 percent of school-age children, more common in boys.  Some people with dyslexia reverse letters when seeing them, but not all do. Dyslexia is instead a broader term that includes any learning disorder of reading or spelling . 

Dyslexia, in general,  can manifest itself in different ways.:
· problems with the auditory side of language (the way sounds are translated into different symbols)

· difficulty recognizing letters and spelling

· struggling to link multiple words together (even if individual words can be read without a problem)  

· difficulty with language comprehension (for example, taking a long time to process words; by the time the end of a sentence or paragraph is reached, the beginning has been forgotten) 

· trouble with  understanding jokes, comic strips, and sarcasm;
· trouble wtih following directions
· mispronounciation of words or use a wrong word that sounds similar
· trouble with organizing what he or she wants to say or not be able to think of the word he or she needs for writing or conversation
· difficulty  following the social rules of conversation, such as taking turns, and may stand too close to the listener
· learn language late and have a limited vocabulary

· difficulty  retelling a story in order (what happened first, second, third)
2. Dyscalculia refers to problems learning mathematicsand can relate to dyslexia because a person may have troublereading mathematical symbols.  The term refers to an impairment of the ability to solve mathematical problems, usually resulting from brain dysfunction. It occurs in people across the whole IQ range, and implies mathematical reasoning difficulties as well as difficulties with arithmetic operations, such as subtraction, multiplication and division (or dyscalculia), with no impairment of, or even giftedness in, abstract mathematicalreasoning abilities.

3. Dysgraphia refers to problems of written expression, such as writing very slowly or off a page, may have very messy handwriting or hold a pencil awkwardly These symptoms are most commonly seen as poor letter formation in printing, or as poor handwriting skills. As a specific learning disability these symptoms would be identified as immature fine motor development.
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Etiology: 
a. Children with learning often show brain symmetry, where opposing sides of a brain area are nearly equal in size. Most people have asymmetry, where one side is larger than the other. Brain areas most implicated in learning disorders, especially reading and language disorders, are the temporaleand parietal lobe
b. Studies using various brain-imaging techniques support the idea that children with dyslexia

have a problem in phonological awareness. These studies show that areas in the left temporal,

parietal, and occipital regions of the brain are important for phonological awareness, and these

same regions are centrally involved in dyslexia.

c. Learning disabilities tend to run in families, so some learning disabilities may be

inherited.

d. Researchers have investigated whether dyscalculia might be linked to dyslexia in terms of the cognitive deficits. Having dyslexia may make dyscalculia worse, but they seem to have some different cognitive deficits attheir core.

e. Brain injury that have been shown to produce learning disabilities are brain hemorrhages, brain tumors, encephalitis, meningitis, untreated glandular disorders in infancy and infant hypoglycemia. Other health factors such as malnutrition and exposure to toxic chemicals have been indicated. Radiation and chemotherapy treatments can cause learning disabilities as well as anything that deprives the brain of oxygen such as choking, , drowning, smoke inhalation, carbon monoxide poisoning, and some birth complications or premature birth.

f. Environmental factors, particularly impoverished living conditions early in a child’s life and poor instruction, probably contribute to the achievement deficits experienced by many children in this special education category. Another environmental variable that is likely to contribute to children’s learning problems is the quality of instruction they receive. Many special educators today believe that “children who are labeled ‘learning disabled’ exhibit a disability not because of anything wrong with their perception, synapses, or memory, but because they have been seriously mistaught”. From an educational perspective, intensive, systematic instruction should be the treatment of first choice for all students with learning disabilities.

Treatment of Learning Disabilities:

a. For school-aged children (including preschoolers), special education and related services are important sources of help. School staff work with the child's parents to develop an Individualized Education Program, or IEP. This document describes the child's unique needs. It also describes the special education services that will be provided to meet those needs. 

b. Most children with learning disabilities have probably experienced a great deal of frustration and failure, eroding their motivation and confidence. Whatever their design, treatment programs should provide opportunities for children to experience feelings of mastery and self-confidence. Rewarding small steps can be useful in increasing the child’s motivation, helping the child focus attention on the learning task, and reducing behavioral problems caused by frustration.

d. Computer games and audiotapes that slow speech sounds: After intensive training with these modified speech stimuli for 1 month, children with severe language disorders were able to improve their language skills to the point at which they were functioning as typically developing children do. 
The following might be offered to parents having children with learning disorders:

1. Talk to your child about dyslexia and explain how it may affect the child and what you both can do to overcome it. Explain the child why she/he is having difficulty at school: ” It is difficult but we can overcome  with proper help and support. There is no reason to hide it. Dyslexia ia a very common condition and several other people in the school and maybe even others in the class, or in the family have it. There are also many famous people with dyslexia. Everyone is different. We all have different strengths and weaknesses.”

2. Don't feel guilty. You did not cause your child to have dyslexia and you could not have prevented it. Don't blame anyone else - the child, the teacher, the other parent; accept it and think of positive things you can do.

3. Find something the child does well, whether it is sport, music, art or hand work- whatever. Find some real strength which the child has

4. Read to abd play with your child without pressure. Provide a large vocabulary.

5. Talk to the child - about anything, just chat. Ask help for organising - getting meals ready, collecting and delivering. 

6. Listen to the child. Ask open questions, e.g. "How do you feel about that?" or "What do you think of that?".

7. Help with homework by being close at hand to answer questions. But don't take charge of the homework or feel that you have to teach the child. Students with dyslexia find schoolwork more tiring than other children do, limit homework time for younger children.

8. Keep in touch with the school and keep teachers informed of how things are progressing for the child.

9. Provide instruction and accommodations to address the child's special needs (e.g. breaking tasks into smaller steps, and giving directions verbally and in writing;  giving the child more time to finish schoolwork or take tests)

ELIMINATION DISORDERS

Children with elimination disorders repeatedly urinate or pass feces in their clothes, in

bed, or on the floor. They already have reached an age at which they are expected to

control these bodily functions, and their symptoms are not caused by physical illness.

Enuresis: It is repeated involuntary (or in some cases intentional) bed-wetting or wetting
of one’s clothes. It typically occurs at night during sleep (nocturnal). but may also occur during the day (diurnal). They may be voluntary or involuntary. Children must be at least 5 years of age to receive this diagnosis. The problem may be triggered by stressful events, such as a hospitalization, entrance into school, or family problems,.

Psychodynamic theorists explain it as a symptom of broader anxiety and underlying conflicts. Family theorists point to disturbed family interactions. Behaviorists view the problem as the result of improper, unrealistic, or coercive toilet training . And biological theorists suspect that children with this disorder often have a small bladder capacity or an inadequacy of the muscles that inhibit urination.

Two types of enurezis:

a. Primary enuresis occurs when a child has never established bladder control. Medical causes of primary enuresis are often related to malformations of the urinary system, developmental delays, and hormonal imbalances that affect the ability to concentrate urine. There appears to be a genetic component to primary enuresis, since the condition tends to run in families. Primary enuresis may also be caused by psychological stressors such as family instability or erratic toilet training. 

b. Secondary enuresis occurs when a child has established good bladder control for a substantial period, then begins wetting again. Involuntary secondary enuresis is thought to be brought on by life stresses. For example, it is common for young children to begin wetting the bed after moving to a new house or having a new sibling enter the family. Voluntary enuresis is not common. Like voluntary encopresis, it is associated with psychiatric conditions such as conduct disorder and oppositional defiant disorder.  

As many as 10 percent of children who are 5 years old suffer from this disorder. Those with enuresis typically have a close relative (parent, sibling) who has had or will have the same disorder. Most cases of enuresis correct themselves even without treatment. However, therapy, particularly behavioral therapy, can speed up the process . Enuresis is treated by behavior modification including changing nighttime toileting habits. An effective behavioral treatment method is dry-bed training, in which children receive training in cleanliness and retention control, are awakened periodically during the night, practice going to the bathroom, and are appropriately rewarded.

A special pad that sets off an alarm when the pad becomes wet, might be used. This wakes the child and allows him to finish relieving in the toilet. Eventually he awakes without assistance before wetting. Drugs can also help in the treatment of enuresis. Secondary enuresis caused by stress is treated by resolving the stress. Psychotherapy is usually not needed, although it may be helpful to children who develop feelings of shame associated with their elimination disorders. Adults can help children avoid shame and embarrassment by treating elimination accidents mater-of-factly and kindly. 

Encopresis: It is repeatedly defecating into one’s clothing, is less common than enuresis,
and it is also less well researched. This problem seldom occurs at night during sleep. It is usually involuntary, starts after the age of 4. The disorder is more common in boys than in girls. It might be diurnal, either nocturnal; voluntary or involuntary. Encopresis and enuresis may occur together, although most often they occur separately. 

Encopresis causes intense social problems, shame, and embarrassment Children who suffer from it usually try to hide their condition and to avoid situations, such as camp or school, in which they might embarrass themselves . Most children with encopresis have a history of repeated constipation, a history that may contribute to improper intestinal functioning. Because physical problems are so often linked to this disorder, a medical examination is typically conducted first, followed by a psychological evaluation.

The most common and successful treatments for encopresis are behavioral and medical

approaches or a combination of the two mong other features of treatment, practitioners may try to eliminate the children’s constipation, and stimulate regular bowel functioning with high-fiber diets, mineral oil, laxatives, and lubricants . Family therapy has also proved helpful
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Depression and Anxiety in Children and Adolescents

Depression:  There are both similarities and differences in the symptomatology of children and adults with major depressive disorder . Children and adolescents ages 7 to 17 and adults both tend to show the following symptoms: depressed mood, inability to experience pleasure, fatigue, concentration problems, and suicidal ideation. Children and adolescents differ from adults in showing more guilt but lower rates of early-morning wakefulness, early-morning depression, loss of appetite, and weight loss. A depressed child’s inability to experience pleasure (anhedonia) is typically expressed as a disinterest in toys and games, as opposed to a reduced desire for sex in depressed adults . In addition, childhood depression is more commonly characterized by such symptoms as headaches, stomach pain, and irritability.

As in adults, depression in children is recurrent. In general, depression occurs in less than 1 percent of preschoolers, and in 2 to 3 percent of school-age children. By adolescence,

rates of depression are around 5 percent .The prevalence among adolescent girls is almost twice that among adolescent boys.

Etiology of Depression in Childhood and Adolescence

a. As with adults, evidence suggests that genetic factors play a role. Having a mother or father who is depressed increases the chances of being depressed as a child or adolescent

b. Children with depression are often rejected by peers because they are not enjoyable to be around or they might be experiencing onging abuse . These negative interactions in turn may aggravate the negative self-image and sense of worth that the depressed child already has. 

c. Consistent with both Beck’s theory and the hopelessness theory of depression,  cognitive distortions and negative attributional styles are associated with depression in children and adolescents in ways similar to what has been found with adults, depression can make children think more negatively

Treatment of Childhood and Adolescent Depression : As in adults, anti-depressants might be used. The side effects experienced by some children taking antidepressants include diarrhea, nausea, sleep problems, and agitation. Interpersonal therapy has been modified for use with depressed adolescents by focusing on issues of concern to adolescents, such as peer pressure, the stress inherent in the transition from childhood to adulthood, and the conflict between dependency on parents (and parental figures, like teachers) and the drive to be independent . Cognitive behavioral therapy in school settings appears to be effective and is associated with more rapid reduction of symptoms than family or supportive. 

Anxiety:  Just about every child experiences fears and worries as part of the normal course of development. Common fears, most of which are outgrown, include fear of the dark and of imaginary creatures and fear of being separated from parents. The seriousness of some childhood anxiety problems should not be underestimated, for example a child who is painfully shy and finds interacting with peers virtually intolerable is unlikely to learn important social skills. This deficit may persist as the child grows into adolescence and will form the foundation of still further social difficulties.

· For fears and worries to be classified as disorders according to DSM criteria, children’s functioning must be impaired; unlike adults, however, children need not regard their fear as excessive or unreasonable, because children sometimes are unable to make such judgment. 

· Separation anxiety disorder is characterized by constant worry that some harm will befall their parents or themselves when they are away from their parents. When at home, such children shadow one or both of their parents. Since the beginning of school is often the first circumstance that requires lengthy and frequent separations of children from their parents, separation anxiety is often first observed when children begin school. Separation anxiety disorder may further take the form of a school phobia, or school refusal, a common problem in which children fear going to school and often stay home for a long period . 
· Social anxiety disorder is another anxiety disorder among children and adolescents (called social phobia in DSM-IV-TR). Most classrooms include at least one or two children who are extremely quiet and shy. Often these children will play only with family members or familiar peers, avoiding strangers both young and old. Their shyness may prevent them from acquiring skills and participating in a variety of activities enjoyed by most of their peers, for they avoid playgrounds and stay out of games played by other children
· Children who are exposed to traumas such as chronic abuse, community violence, and natural disasters may experience symptoms of posttraumatic stress disorder (PTSD) similar to those experienced by adults. 

· Obsessive compulsive disorder is also found among children and adolescents, with prevalence estimates ranging from less than 4 percent  The symptoms in childhood are similar to symptoms in adulthood: both obsessions and compulsions are involved. The most common obsessions in childhood involve dirt or contamination as well as aggression; recurrent thoughts about sex or religion become more common in adolescence

Etiology: As with adults, genetics plays a role in anxiety among children . Specifically, parental control and overprotectiveness, more than parental rejection, is associated with childhood anxiety. Other psychological factors that predict anxiety symptoms among children and adolescents include emotion-regulation problems and insecure attachment in infancy  Theories about the causes of PTSD in children are similar to the theories for adults. There must be exposure to a trauma, either experienced or witnessed. Like adults, children who have a propensity to experience anxiety may be at more risk for developing PTSD after exposure to trauma. 

Treatment : CBT appears to be equally as effective as medication, and CBT plus medication is more effective than medication alone but not more than CBT alone.Treatment typically involves working with both children and parents. Beyond exposure, the treatment includes psychoeducation, cognitive restructuring, modeling, skills training, and relapse prevention. The major focus of these treatments is on exposure to the feared object. Millions of parents help children overcome fears by exposing them gradually to feared objects, often while acting simultaneously to inhibit their anxiety. If a little girl fears school, a parent takes her by the hand and walks her slowly toward the building.

Offering rewards for moving closer to a feared object or situation can also be encouraging to a

child who is afraid.   Play therapy, an approach to treating childhood disorders that helps

children express their conflicts and feelings indirectly by drawing, playing with

toys, and making up stories, might be used for treatment as well

Children with Language and Speech Disorders
Although we sometimes use the terms communication, language, and speech interchangeably,

each means something different. 

Language, represents ideas, or mental constructs, and that these are separate from the actual objects and events. Two kinds of language are involved in communication: 
Receptive language involves the ability to take in themessage and understand it (that is, listening with understanding to oral languageand reading written language with comprehension). Expressive language is the ability to produce a message to send; this typically involves speaking and writing. 
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Speech is the systematic oral production of the words of a given language. Sounds become speech only when they produce words that have meaning.A speech disorder is an impairment of the articulation of speech sounds, fluency, and/or voice.
1.Articulation disorders:  An articulation disorder is the atypical production of speech sounds characterized by substitutions, omissions, additions, or distortions that may interfere with intelligibility. There are 4 types of articulation disorders: 

a. Omissions : When a disorder involves omissions, certain sounds are omitted

entirely (pay for play, ka for cat or cap). 

b.Substitution : When the intended phoneme is replaced by another phoneme, the error is one of substitution. Common examples are w for r (wight for right), t for k (toat for coat), and w for l (wove for love). 

c. Addition: Thw word contains extra sounds that do not the word include grammatically

d. Distortion: a misproduction makes a phoneme sound different, (for example, bru for blue). 
2. Fluency disorder: It is an interruption in the flow of speaking characterized by atypical

rate, rhythm, and repetitions in sounds, syllables, words, and phrases.This may be accompanied by excessive tension, struggle behavior, and secondary mannerisms.

Stuttering , most commonly seen fluency disorder , is a speech disorder in which sounds, syllables, or words are repeated or prolonged, disrupting the normal flow of speech. These speech disruptions may be accompanied by struggling behaviors, such as rapid eye blinks or tremors of the lips.Some researchers believe that there may be a genetic component to stuttering , mostly seen in males.

Many children who stutter show spontaneous recovery by school age. Many of the current therapies for teens and adults who stutter focus on speaking more slowly, regulating their breathing, or gradually progressing from single-syllable responses to longer words and more complex sentences. Approximately 5 percent of all children will stutter for some period in their life. Boys are twice as likely to stutter . 
Parents may be encouraged to provide a relaxed home environment that allows many opportunities for the child to speak, refrain from reacting negatively when the child stutters. Instead, parents should react to the stuttering as they would any other difficulty the child may experience in life, be less demanding on the child to speak in a certain way or to perform verbally for people, particularly if the child experiences difficulty during periods of high pressure, s peak in a slightly slowed and relaxed manner, help the child learn that a person can communicate successfully even when stuttering occurs. 

3. Voice disorder: It  is characterized by the abnormal production and/or absences of vocal

quality, pitch, loudness, resonance, and/or duration, which is inappropriate for an individual’s age and/or sex. There are 4 types of voice diorders: 
a. Vocal pitch: Pitch indicates whether the speaker is male or female, young or old. Pitch breaks, a common problem, occur in adolescents and affect boys particularly when their voices are maturing.
b. Vocal loudness: Weak or very abundant vioce

c. Voice quality: Disorders of voice quality, generally called dysphonia, can be related

to phonation, resonation, or both. Breathiness, hoarseness, and harshness are disorders of phonation.  Problems such as  excessively nasal-sounding speechor speech that sounds as if the speaker has a bad cold might be seen. Often phonation and resonation disorders are present in the same person, but they can be separate disorders. 

d. Duration/Flexibility: Unusual puases, fast or slow talking

Etiology of Speech Disorders: 

- Organic causes (e.g. disabilities of  vision and hearing; abnormalities of tongue, lips and/or teeth, palate; deficits in nervous system)

- Functional causes: Foreign language spoken within the family, the lack of appropriate models, neglect

- Socioemotional reasons: Abuse/neglect, domestic problems, conflict with in the family, sleep problems, mood and anxiety problems,

Treatment: Early intervention programs enrich a child’s language experience.  Treatment of speech-language disorders includes 3 components: causal, habilitative, and supportive. Causal treatment is focused on repairing defects, correcting dysfunction, or eliminating factors that contribute to the language problem (eg, cleft palate repair, hearing aids). Habilitative treatment is designed to directly improve the child’s language skills (ie, speech-language therapy, counseling of parents to actively engage in the child’s language development). Supportive treatment aims to boost language acquisition (eg, training programs for speech-related skills, increasing social contacts).Goals for treatment depend on the nature of the child’s speech or language impairment. 
Childhood Disorders in DSM V

There will likely be several changes to the childhood disorders in DSM-5. In DSM-IV-TR, all the childhood disorders were in one chapter. In DSM-5, there are two proposed chapters: “Neurodevelopmental Disorders” and “Disruptive, Impulse Control, and Conduct Disorder.” Other disorders, such as separation anxiety disorder, will be in the chapter for adult anxiety disorders. Other likely changes in DSM-5 will involve new names for disorders . Another proposed change is the combination of three disorders from DSM-IV-TR (autistic disorder, Asperger’s disorder, and pervasive developmental disorder not otherwise specified) into one DSM-5 disorder called autism spectrum disorder.
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Brief Cases
Case 1:  

James’s mother told that he was disruptive at school and at work. James was 17 and attended the local high school. He had Down syndrome and was described as likable and, at times, mischievous. He enjoyed skiing, bike riding, and many other activities common among teenage boys. His desire to participate was a source of some conflict between him and his mother: he wanted to take the driver’s education course at school, which his mother felt would set him up for failure, and he had a girlfriend he wanted to date, a prospect that also caused his mother concern. 

School administrators complained because James didn’t participate in activities such as physical education, and at the work site that was part of his school program he was often sullen, sometimes lashing out at the supervisors. They were considering moving him to a program with more supervision and less independence. James’s family had moved often during his youth, and they experienced striking differences in the way each community responded to James and his intellectual disability. In some school districts, he was immediately placed in classes with other children his age and his teachers were provided with additional assistance and consultation. In others, it was just as quickly recommended that he be taught separately. 

Sometimes the school district had a special classroom in the local school for children with intellectual disability. Other districts had programs in other towns, and James would have to travel an hour to and from school each day. Every time he was assessed in a new school, the evaluation was similar to earlier ones. He received scores on his IQ tests in the range of 40 to 50, which placed him in the moderate range of intellectual disability. 
At each school, the teachers and other professionals were competent and caring individuals who wanted the best for James and his mother. Yet some believed that to learn skills James needed a separate program with specialized staff. Others felt they could not provide a program with specialized staff. Still others felt they could provide a comparable education in a regular classroom and that to have peers without disabilities would be an added benefit. In high school, James had several academic classes in a separate classroom for children with learning problems, but he participated in some classes, such as gym, with students who did not have intellectual disability. His current difficulties in gym (not participating) and at work (being oppositional) were jeopardizing his placement in both programs. James’s mother expressed frustration that the work program was beneath him because he was asked to do boring, repetitious work such as folding paper. 

James expressed a similar frustration, saying that he was treated like a baby. He could communicate fairly well when he wanted to, although he sometimes would become confused about what he wanted to say and it was diffi cult to understand everything he tried to articulate. On observing him at school and at work, and after speaking with his teachers, a common paradox had developed. James resisted work he thought was too easy. His teachers interpreted his resistance to mean that the work was too hard for him, and they gave him even simpler tasks. He resisted or protested more vigorously, and they responded with even more supervision and structure.

Case 2 :

Charles was well known to school officials for his many fights with peers. After a stabbing incident at school, he was put on probation and then transferred to another junior high school. Two months later, at age fourteen, Charles was charged with armed robbery and placed in a juvenile detention facility. He had few positive peer contacts at the juvenile facility and seemed unwilling or unable to form close relationships. Some progress was achieved with a behavioral contract program that involved positive reinforcement from adults and praise for refraining from aggression in handling conflicts. He was transferred to a maximum-security juvenile facility when he seriously injured two of his peers, whose teasing had angered him. Charles completed a vocational training program in this second facility, but he couldn’t hold a regular job. He was sent to prison following a conviction for armed robbery.

Case 3:   
Will was 8 year old boy  referred to a psychologist and psychiatrist for severe disruptive behavior. His behavior problems began in preschool and consisted of running about the classroom,failing to comply with parent and teacher requests, and being aggressive to other

children. The problems became so difficult. Will was expelled from two preschools.

Will’s problems were stable during kindergarten but his entry into fi rst grade was highly problematic. He ran about his classroom, often disturbing his classmates, and was regularly sent to the principal’s office. Will threw a metal object at a child’s head on one occasion and was suspended for 3 school days. 
His teacher described him as a highly impulsive child who did not have control over his behavior. Will seemed to do as he pleased, rarely completed class assignments, and was disorganized. He had great trouble comprehending what others were saying to him, perhaps because he was not paying much attention. Will’s entry into second grade was marked by severe escalation of his disruptive behaviors. His teacher said Will was difficult to control, especially because he was physically strong for his age. Repeated attempts by the teacher and principal to engage Will’s parents to address their son’s behavior were fruitless. 

Will’s parents seemed unfazed by the school’s complaints and attributed his behavior to lack of school discipline. They said they were “tired” of their son’s misbehavior and learned it was best to just “give him what he wants.” Will’s impulsive, hyperactive, and noncompliant behavior became so bad he was failing school at the end of second grade. He also became more brazen in his aggressiveness toward others, often using obscene language and bullying tactics to get what he wanted. The fi nal straw came when Will was caught with a razor blade at school. He was suspended indefi nitely and his parents were told he would be allowed to return to class only after they sought professional help for their son’s misbehavior.

Case 4 : 

Jeremy is 12 years old and in seventh grade. He is doing well academically but has significant

difficulty with social relationships. He is unaware of social conventions and does not make eye contact with other people. He speaks loudly, often asks inappropriate questions, and makes inappropriate and often irrelevant statements or noises. When conversing, Jeremy engages in lengthy monologues on topics that interest him (dinosaurs, plumbing, and cars) and fails to pick up on others’ lack of interest. He has no friends, and peers often ridicule and reject him. He sometimes behaves in ways that are selfinjurious, pulling his hair, picking his skin, and hitting himself on the head. Jeremy first displayed unusual behaviors at 18 months of age. He licked the pavement, chewed on rocks, and put strange things in his mouth. He did not like to be hugged and pushed his parents away if they attempted any physical contact. At age 2, he did not yet speak. He simply grunted or led his mother by the hand to communicate.

He began speech therapy shortly thereafter, and by age 3 was talking in complete sentences. As a young child, Jeremy lined up toy cars. He never played with the entire car but would spin the wheels over and over. He did not play with other children but stood alone

watching them. Now, at 12, Jeremy becomes upset by any change in routine, insisting on dressing in a certain order (e.g., socks, then pants, then shirt). He is also hypersensitive to sound; he can hear a siren miles away and covers his ears in crowded noisy places such

as shopping malls.

Case 5: 

Brian is a 6-year-old child being treated at a residential school for mentally disabled children. As an onfant, Brian did not respond well to his parents' efforts to play with and hold him. No matter how much she tried, she could not entice Brian to smile. When she tried to play

games by tickling his toes or touching his nose, he averted his eyes and looked out the window. Not until Brian was 18 months old did his mother first realize that his behavior reflected more than just a quiet temperament- that he, in fact, was developing abnormally 
Brian never did develop on attachment to people; instead, he clung to a small piece of wood he carried woth him everywhere. His mother often found Brian rocking his body in a corner, clinging to his piece of wood. Brion's language, though, finally indicated serious disturbance. When  most children start to put together short sentences, Brian was still babbling incoherently. His babbling did not sound loke that of a normal infant. He said the same syllable over and over agoon-usually the lost syllable of something that had just been said to him- in a high-pitched, monotone voice. Perhaps the most bizarre feature of Brion's speech was that it was not directed at the listener Brian seemed to be communicating in a

world of his own.

Case 6: 

Amy, 3 years old, spends much of her day picking up pieces of lint. She drops the lint in the air and then watches intently as it falls to the fl oor. She also licks the back of her hands

and stares at the saliva. She hasn’t spoken yet and can’t feed or dress herself. Several times a day she screams so loudly that the neighbors at first thought she was being abused. She

doesn’t seem to be interested in her mother’s love and affection but will take her mother’s hand to lead her to the refrigerator. 

Amy likes to eat butter—whole pats of it, several at a time. Her mother uses the pats of butter that you get at some restaurants to help Amy learn and to keep her well-behaved. If Amy helps with dressing herself, or if she sits quietly for several minutes, her mother gives her some butter. Amy’s mother knows that the butter isn’t good for her, but it is the only thing that seems to get through to the child. The family’s pediatrician has been concerned about Amy’s developmental delays for some time and has recently suggested that she be evaluated by specialists. The pediatrician thinks Amy may have a problem and the child and her family will probably need extensive support.
Case 7 : 

The fi ve-and-a-half-year-old preschooler sat apart from the other children. In his hand,

Ahmet held a toy truck, and he was spinning its wheels and humming aloud as if to

mimic the sound. He then stood and placed the truck in the corner of the room before

moving to the window. Peering out, he ran his right forefi nger along the sill exactly fi ve

times. He then returned to the corner, picked up the truck, and repeated the entiren sequence again, as he had been doing all morning. If by chance one of the other children accidentally moved or handled the truck, Ahmet seemed panic stricken and filled with rage. Caretakers’ attempts to comfort him were unsuccessful. He showed no response when they talked to him, and he seldom looked in their eyes. Ahmet seemed to live in a world of his own, and he treated people as if they were inanimate objects that stood in his way. Diagnosis: autistic disorder

Case 8 : 

“Eric. Eric? Eric!!” His teacher’s voice and the laughter of his classmates roused the boy from his reverie. Glancing at the book of the girl sitting next to him, he noticed that the class was pages ahead of him. He was supposed to be answering a question about history lecture, but he had been lost in thought, wondering about what seats he and his father would have for the baseball game they’d be attending that evening. A tall, lanky 12-year-old, Eric had just begun seventh grade. His history teacher had already warned him about being late to class and not paying attention, but Eric just couldn’t seem to get from one class to the next without stopping for drinks of water or to investigate an altercation between classmates. In class, he was rarely prepared to answer when the teacher called on him, and he usually forgot to write down the homework assignment. He already had a reputation among his peers as an “airhead.” Eric’s relief at the sound of the bell was quickly replaced by anxiety as he reached the playground for physical education. Despite his speed and physical strength, Eric was always picked last for baseball teams. 
His team was up to bat first, and Eric sat down to wait his turn. Absorbed in studying a pile of pebbles at his feet, he failed to notice his team’s third out and missed the change of innings. The other team had already come in from the outfield before Eric noticed that his team was out in the field—too late to avoid the irate yells of his P.E. teacher to take his place at third base. Resolved to watch for his chance to field the ball, Eric nonetheless found himself without his glove on when a sharply hit ball rocketed his way; he had taken it off to toss it in the air in the middle of the pitch. At home, Eric’s father told him he had to finish his homework before they could go to the Dodgers game. He had only one page of math problems and was determined to finish them quickly. Thirty minutes later, his father emerged from the shower to find Eric building an elaborate Lego structure on the floor of his room; the math homework was half done. 
Eric’s father left for the game without him. At bedtime, frustrated and discouraged, Eric was unable to sleep. He often lay awake for what seemed like hours, reviewing the disappointments of the day and berating himself for his failures. On this night, he ruminated about his lack of friends, the frustration of his teachers, and his parents’ exhortations to pay attention and “get it together.” Feeling hopeless about doing better, despite his daily resolve, Eric often found his thoughts turning to suicide. Tonight he reviewed his fantasy of wandering out into the street in front of a passing car. Although Eric had never acted on his suicidal thoughts, he frequently replayed in his mind his parents’ sorrow and remorse, his classmates’ irritation with him, and the concern of his teachers.

Case  9 : 

Danny is 12 years old. He lives with his two older brothers and his parents. From birth, Danny’s mother described him as “different.” He would not cuddle with her. If someone

tried to hold him, he would arch his back and twist away. He is very smart and does well in school, but he has no friends and is often sad. Although he claims that he wants to be left

alone, he has tears in his eyes when he says it. At recess, he stands away from the other children but watches them intently. Danny has a complicated developmental history. He appears to be anxious, has some difficulty paying attention, and is socially awkward. At age 8, he was diagnosed with ADHD and severe depression for which he was treated with medication. The medication for depression seemed to help but the medication for ADHD was ineffective. He has difficulty writing and he sometimes shows a lack of awareness of dangerous situations. He appears incredibly anxious around people. His mother began to worry that Danny was different when he was in first grade. By the time he was in third grade, she was convinced that he was different. She brought him at age 12 to the clinic for a thorough evaluation and treatment recommendations.
The clinician administered a structured diagnostic interview that revealed the following. Danny’s problems started when he was about 2 years old. He had achieved all of his developmentalmilestones (walking, talking, bladder and bowel control) at the typical ages. His difficulties appeared to be in the social realm. He is reluctant to make eye contact, rarely smiles at people, has little understanding of jokes or sarcasm, has no friends, and needs constant reminders to “use his manners.” He also develops obsessions with certain activities—science and solar systems, steam pipes, and video games. He does not like to be touched even by his parents and is extremely sensitive to sound.
Danny agreed with his mother’s report of his behavior but added that he would really like to have friends but no one wanted to be friends with him. On a self-report measure of

social anxiety, Danny scored in the “definite social phobia” range. He described feeling anxious when someone talked to him or he tried to talk to someone else. The interviewer noted that Danny made little eye contact during the interview and spoke in a very monotonic voice. At the time of the assessment, he was not depressed and he did not display any behaviors consistent with ADHD. Danny was diagnosed with Asperger’s disorder and social phobia. Danny participated in a social skills training group that consisted of four boys. The group met once per week for 12 weeks, and the topics included initiating, maintaining, and ending a conversation; skills for joining groups; giving and receiving compliments; refusing unreasonable requests; asking others to change their behavior; and using the telephone. In addition to learning this verbal content, the group therapist worked with Danny on making eye contact and varying his vocal tone. After each group meeting, the boys met for an hour with four peer helpers (boys who were friendly and outgoing)  who had agreed to participate in the activities and work with the boys. All of the boys went to an activity (miniature golf,

bowling, pizza parlors), and Danny was encouraged to practice that day’s social skill with the peers. 
He was also given a homework assignment each week that was geared to the content

of the group activity. For example, if the group had practiced introducing oneself to another person, Danny’s homework was to introduce himself to one new person every day. At the end of the 12 weeks, Danny’s social skills were reassessed. He had learned many of the skills necessary to make friends. His mom reported that he still had fewer friends than most boys but he had made two new friends since joining the group. His score on the self-report measure of social anxiety had decreased from the definite social phobia range to the possible social phobia range. Danny told the interviewer that he had learned some skills but was too nervous to try them out. Because he was still anxious and avoided social interactions, the therapist decided to conduct exposure therapy with  Danny to address his social anxiety. The therapist, Danny, and his mother identified three anxiety-provoking situations: asking others questions, talking on the telephone, and having conversations with peers. In order for Danny to practice asking questions, he was given a survey task. Accompanied by the therapist, he was taken to a crowded environment and instructed to approach people, asking them to complete a short survey (topic depended upon the environment). With respect to the telephone, Danny first practiced calling stores and requesting information. Later he called family and classmates to ask questions and carry on a conversation (the last step on the hierarchy).Because exposure therapy is designed to eliminate anxiety, Danny remained in the situation, continuing the task, until he could do it without any distress. Furthermore, he did not move to the next task until he was able to perform the previous task without any initial distress.

After 10 sessions, Danny’s mother reported that she observed Danny playing at recess and initiating conversations at the bus stop. In addition, he now maintained conversations

with his grandparents and visiting relatives. He had been invited to a friend’s house for a sleepover for the first time in his life. She reported that he had hugged her and his friend’s mother for the first time. Danny reported that he was not shy anymore and this was supported by his score on the self-report inventory. It is important to note that this treatment addressed

Danny’s social interactions by increasing his social skills and decreasing his anxiety. Danny still become fixated on unusual activities and topics, had great difficulty writing, had difficulty understanding humor and sarcasm, and did not enjoy physical contact with others.

Case 10: 

Alice, a 20-year-old college student, sought help because of her difficulty in several of her classes. She reported that she had enjoyed school and had been a good student until about

the sixth grade, when her grades suffered signifi cantly. Her teacher informed her parents that she wasn’t working up to her potential and she needed to be better motivated. Alice had always worked hard in school but promised to try harder. However, with each report card her mediocre grades made her feel worse about herself. She managed to graduate from high school, but by that time she felt she was not as bright as her friends. Alice enrolled in the local community college and again found herself struggling with the work.
Over the years, shehad learned several tricks that seemed to help her study and at least get passing grades. She read the material in her textbooks aloud to herself; she had earlier discovered that she could recall the material much better this way than if she just read silently to herself. In fact, reading silently, she could barely remember any of the details just minutes later. After her sophomore year, Alice transferred to the university, which she found even more demanding and where she failed most of her classes. 

Scores from an IQ test placed her slightly above average, but she was assessed to have significant difficulties with reading. Her comprehension was poor, and she could not remember most of the content of what she read. She was reccomended to  continue with her trick of reading aloud, because her comprehension for what she heard was adequate. In addition, Alice was taught how to analyze her reading—that is, how to outline and take notes. She waseven encouraged to audiotape her lectures and play them back to herself as she drove around in her car. She was able to graduate from the university, and she now works with young children who themselves have learning disabilities.

Case 11 :

Alison was an 8-year-old girl experiencing great trouble in school. She consistently failed reading and spelling assignments despite enormous effort. Her teacher said Alison’s work was barely legible and often contained basic errors of writing, such as misspelled words and incomplete letters. These errors were beginning to affect her arithmetic work as well because many of the math problems contained stories and symbols. Alison was still working at a first-grade level by the middle of third grade. 

Alison regularly struggled when asked to read a story in a group setting. She read very slowly, paused often, and had trouble answering basic questions about the story afterward. Her teacher was particularly confused by Alison’s performance because the girl seemed bright, capable, motivated, and alert. Alison performed well in other subjects such as science, music, art, and physical education. She also had no problem with basic self-care skills and showed no behavior problems in class. Alison’s teacher did notice, however, that her student was becoming quite frustrated with her homework and was turning in fewer assignments on time.

Case 12 : 

Eight-year-old Billy did not want to go to school anymore. He was embarrassed about his inability to control his bladder, he frequently wet his pants while in class, and he had to put up with merciless teasing by classmates. Billy had been continent by age five, but he started wetting the bed again around the age of seven. His father was especially irate about his son’s problem. He constantly berated Billy for being “a baby” and said he “should wear diapers again.” The problem had become so severe that it disrupted the family’s travel plans. On long outings by automobile, Billy—fearful that he would wet his pants—requested restroom stops every thirty minutes. For the first time, the family canceled their annual visit to their families on the East Coast. The trip would require traveling by plane, and both parents felt that the number of times Billy would visit the restroom on the plane and his tendency to wet his pants at the most inopportune times would ruin their pleasure in the vacation.

Case 13:

When initially seen, Sharon was extremely dysphoric, experienced recurrent suicidal ideation, and displayed a number of vegetative signs of depression. After being placed on medication, she was introduced to a cognitive behavioral approach to depression. She was able to

understand how her mood was affected by her thoughts and behavior and was able to engage in behavioral planning to increase the occurrence of pleasurable and mastery-oriented

events. Sharon manifested extremely high standards for evaluating her performance in a number of areas, and it became clear that her parents also ascribed to these standards, so

that family therapy sessions were held to encourage Sharon and her parents to reevaluate their standards. 

Sharon had difficulty with the notion of changing her standards and noted that when she was not depressed she actually valued her perfectionism. At that point she resisted the therapy because she perceived it as trying to change something she valued in herself. With this in mind, we began to explore and identify those situations or domains in which her

perfectionism worked for her and when and how it might work against her. She became increasingly comfortable with this perspective and decided she wanted to continue to set high

standards regarding her performance in mathematical course work (which was a clear area of strength), but she did not need to be so demanding of herself regarding art or physical education.

