Internalizing Disorders- Anxiety Disorders in Children and Adolescents
•           Theories of Anxiety and Etiology



-Psychodynamic Theories; CT modifications



-The importance of “subjective” experience



-Biological propensities; Stressors; “Learned” Anxiety

-Distinguished from common anxiety by its frequency, intensity, persistence and duration

•           The cultural context of anxiety 


-Different cultural manifestations:  ataque (PR); koro (SE Asia); 

ode-ori (Nigerian); taijin kyofusho- TKS (Japan)

•           Separation Anxiety Disorder



-associated with agoraphobia and social anxiety in school aged children



-prevalence: 4% in children under twelve; 1.6% in adolescents

•           Simple phobias


-prevalence: 5% in children; 16% in adolescents

•           Panic disorder and agoraphobia
-Differential diagnosis- cardiopulmonary disorders; “temporal lobe”  epilepsy

-rare before puberty; increases with age of adolescence; may be higher incidence of childhood physical and sexual abuse- more common among girls
•           Generalized anxiety disorders


-Is the anxiety realistic, and whether present more often than not?

-Differential diagnosis with somatic illnesses/substance use

•           Social Anxiety Disorder
-Median outset is 13 years old, and 75% have an onset between 8-15 yrs old.   Prevalence is appr. 7%- greater in females than males, but the same in those seeking treatment.

-Group therapy is a particularly helpful treatment approach. 

•           Obsessive-compulsive disorder


-Thought/behavior cycle



-Prevalence in childhood and adolescence is 1.6%

-Body dysmorphia is now viewed as a subset of OCD- prevalence is 2.4% (2.50% in women; 2.2% in men)

-Mindfulness approaches vs. CT approaches.

•           Principles of Treatment

· Cognitive Therapy

· Behavioral Therapy

· Mindfulness-based Stress Reduction

· Relational Therapies

· Individual treatment vs. Family treatment vs. Group treatment
 

Depression in Children and Adolescents
•           Gender, culture and the differential expression of mood disorders 
•           Depression

            -Stress-diathesis model

            -Theories of etiology
-childhood depression is influenced by parents:  their absence, death in the family, and divorce, or other disruptions; lack of interest due to their own depression or preoccupation; their anger.

-four theories of depression:

-loss and grieving

-agression against the self (Freudian model) which presume a mature superego, manifested by sustained pervasive guilt

-learned helplessness

- cognitive dysfunction

“Melancholia” or introjective depression- feels “bad” or almost morally deficient; “introjected” critic: unconscious internalization of the more hateful qualities of an old love object- positive attributes are remembered fondly, while negative ones are felt as part of oneself.  A young boy who feels deserted by a father who loves him very much- say working two jobs- will feel hostility over his abandonment but will also yearn for him and feel self-rebuke for not having appreciated him sufficiently when he was around.  Children project their own negative reactions on to love objects that desert them, imagining that they left feeling angry> such images of a malevolent or injured abandoner are too painful to bear and interfere with a loving reunion> are driven out of awareness and experienced as a bad part of self.  Like a ghost the therapist can almost hear them talking to the client.  Suicidal to rid the world of him.  Piercing guilt.  

-this kind of depression often responds negatively, leading to more depression by a too overtly, sympathetic, supportive, reassuring (complimentary stance)- feels misunderstood as a person more deserving than he knows he truly is- duped the therapist, and spirals downward

Anaclitic or narcissistic depression is experienced as internally empty, defective and ugly, bored, meaningless- suicidal because he sees no point in living.  Filled with diffuse shame.  Empty of internalizations to give him direction; lacks a sense of self (whereas the melancholic has a clear sense of self- a painfully negative one).  Will be greatly relieved by the therapist’s direct expression of concern and support; his emptiness will be temporarily filled, and the agony of his shame will be mitigated, but this temporary and not a “cure. 

Symptom picture with children:

· Irritability or anger.

· Continuous feelings of sadness and hopelessness.

· Social withdrawal.

· Increased sensitivity to rejection.

· Changes in appetite -- either increased or decreased.

· Changes in sleep -- sleeplessness or excessive sleep.

· Vocal outbursts or crying.

· Difficulty concentrating.

· Fatigue and low energy.

· Physical complaints (such as stomachaches, headaches) that don't respond to treatment.

· Reduced ability to function during events and activities at home or with friends, in school, extracurricular activities, and in other hobbies or interests.

· Feelings of worthlessness or guilt.

· Impaired thinking or concentration.

· Thoughts of death or suicide.

•           DSM V Depressive Disorders:



-Disruptive mood dysregulation disorder



-Major Depressive Disorder



-Persistent Depressive Disorder (dysthymia)



-Premenstrual dysphoric disorder



-substance/medication-induced depressive disorder



-depressive disorder due to another medical condition



-other specified, and unspecified, depressive disorders

-Bereavement is no longer a depressive disorder

-How depression in children looks different than with adults
•           Suicidality and its assessment

•           Working with self-mutilating behaviors
•           Psychotherapy of depression

-Younger children- structured vs. unstructured interviews

-Relational Models- Interpersonal Therapy
-CBT models

Interventions:

-Learning about affective disturbance/self-monitoring

-Activity scheduling


-Cognitive problem solving skills:  six steps- 


1) unpleasant affect, problems, disappointments are problems to be solved; 


2) recognize coping activities; “psych up techniques; 


3) generate alternative solutions; 


4) predicting likely outcome for each solution; 


5) review possible solutions and pick the best one; 


6) evaluate progress towards positive outcome


-Recording dysfunctional thoughts: faulty information processing


-Cognitive change strategies:



-hypothesis testing



-generating alternative explanationsa


-challenge statements


 -coping self-statements



 -bibliotherapy


-CBT theorizes depressive disorders are characterized by a disturbance in 
cognition that is activated by specific vulnerabilities to stressful events---once 
activated the disturbance in cognition produces negative distortion in perceptions 
about the self, the world, and the future.  Driving the depression are dysfunctional 
core schemas- negative self-schema (Beck).  Nondepressed children possess a 
positive self-schema which is lacking in depressed children; lack of a positive 
self-schema may be a precursor to a negative self-schema.

Common cognitive distortions 
The term “cognitive distortion” refers to errors in thinking or patterns of thought that are biased in some way.  They may include:  (A) interpretations that are not very accurate and which selectively filter the available evidence, (B) evaluations that are harsh and unfair, and/or (C) expectations for oneself and for others that are rigid and unreasonable.  The more a person’s thinking is characterized by these distortions, the more they are likely to experience disturbing emotions and to engage in maladaptive behavior.  A number of common patterns2 of cognitive distortions have been identified, including:  

1.  All-or-nothing thinking:  Looking at things in absolute, black-and-white categories, instead of on a continuum.  For example, if something is less than perfect, one sees it as a total failure.

2.  Overgeneralization:  Viewing a negative event as a part of a never-ending pattern of negativity while ignoring evidence to the contrary.  You can often tell if you’re overgeneralizing if you use words such as never, always, all, every, none, no one, nobody, or everyone.

3.  Mental filter:  Focusing on a single negative detail and dwelling it on it exclusively until one’s vision of reality becomes darkened.  

4.  Magnification or minimization (e.g., magnifying the negative and minimizing the positive):  Exaggerating the importance of one’s problems and shortcomings.  A form of this is called “catastrophizing” in which one tells oneself that an undesirable situation is unbearable, when it is really just uncomfortable or inconvenient.

5.  Discounting the positive:  Telling oneself that one’s positive experiences, deeds, or personal qualities don’t count in order to maintain a negative belief about oneself.  Or doing this to someone else.

6.  Mind reading:  Concluding what someone is thinking without any evidence, not considering other possibilities, and making no effort to check it out. 

7.  Fortune telling/ Catastrophizing:  Anticipating that things will turn out badly, and feeling convinced that the prediction is an already established fact.  It often involves:  (A) overestimating the probability of danger, (B) exaggerating the severity of the consequences should the feared event occur, and (C) underestimating one’s ability to cope should the event occur.  B and C are also examples of catastrophizing.

8.  Emotional reasoning:  Assuming that one’s negative emotions necessarily reflect the way things really are (e.g., “Because I feel it, it must be true.” “I feel stupid, therefore I am stupid”).  

9.  Rigid rules (perfectionism).  Having a precise, fixed idea of how oneself or others should behave, and overestimating how bad it is when these expectations are not met.  Often phrased as "should" or “must” statements.   

10.  Unfair judgments:  Holding oneself personally responsible for events that aren't (or aren’t entirely) under one’s control, or blaming other people and overlooking ways in which one might have also contributed to the problem. 

11.  Name-calling:  Putting an extremely negative and emotionally-loaded label on oneself or others.  It is an extreme form of magnification and minimization, and also represents a gross overgeneralization.  

•           Medication management of Anxiety and Depression
Suicide Assessment:  

-Risk Factors

-Situation Factors and Precipitants

-Severity of Intent/Lethality of Act/Availability of Instruments/Clarity of Plan
-Ask and Be Direct

-Look for Sense of Future

-Identify Support Group

-Mood and Ability to be Engaged
