
Disorders of Childhood and Adolescence 

•  Abnormal functioning can occur at any time in life 

•  Some patterns of abnormality, however, are more likely 
to emerge during particular periods 

•  Sometimes the special pressures of the particular life 
stage help trigger the dysfunction 

•  In other cases, unique experiences or biological 
abnormalities may be the key factor 
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Childhood and Adolescence 

•  Theorists often view life as a series of stages on the 
road from birth to death 

  Freud proposed five stages of psychosexual development: 
oral, anal, phallic, latency, and genital 

  Erikson added the old age stage 

•  Theorists may disagree with the details of these 
schemes, but most agree with the idea that we face 
key pressures during each stage in life and either grow 
or decline depending on how we meet those pressures 
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Childhood Pressures 

•  People often think of childhood as a carefree and happy 
time – yet it can also be frightening and upsetting 

•  Children of all cultures typically experience at least 
some emotional and behavioral problems as they 
encounter new people and situations 

  Surveys indicate that worry is a common experience  

  Bedwetting, nightmares, and temper tantrums are 
other problems experienced by many children 
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The Challenge of Adolescence 

•  Like childhood, adolescence can also be a 
difficult period 

• May pose unique challenges: 

  Physical and sexual changes, social and academic 
pressures, personal doubts, and temptation cause 
many teenagers to feel anxious, confused, and 
depressed 

  Teen Issues:  Alcohol   Anger   Stress   Sex 
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Psychological Disorder  
Among Children and Adolescents 

•  Along with the common and developmentally 
appropriate psychological difficulties, around 
one-fifth of all children and adolescents in 
North America also experience a diagnosable 
psychological disorder 

▫  Boys with disorders outnumber girls 
▫  But, most adult psychological disorders more 

common in women 
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Oppositional Defiant Disorder 

•  Children displaying extreme hostility and defiance 

•  Characterized by repeated arguments with adults, loss 
of temper, anger, and resentment 

•  Children with this disorder ignore adult requests and 
rules, try to annoy people, and blame others for their 
mistakes and problems 

•  Between 2 and 16% of children display this pattern 

•  More common in boys than girls before puberty but 
equal in both sexes after puberty 

Slide 
6 



Conduct Disorder 

•  A more extensive and severe antisocial pattern and 
repeatedly violate the basic rights of others 

•  Often aggressive and may be physically cruel and 
violent 

•  Many steal from, threaten, or harm their victims, 
committing such crimes as shoplifting, vandalism, 
mugging, and armed robbery 
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Conduct Disorder 

•  Conduct disorder usually begins between 7 and 15 years 
of age 

•  Between 1 and 10% of children display this pattern, 
boys more than girls 

•  Children with a mild conduct disorder may improve 
over time, but severe cases frequently continue into 
adulthood 

  May turn into antisocial personality disorder or other 
psychological problems 
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Causal Factors 

•  Cases of conduct disorder have been linked to 
genetic and biological factors, drug abuse, poverty, 
traumatic events, and exposure to violent peers or 
community violence 

•  They have most often been tied to troubled parent-
child relationships, inadequate parenting, family 
conflict, marital conflict, and family hostility 
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Treatment of Conduct Disorders 

•  Treatment generally most effective with children younger 
than 13 

•  Given the importance of family factors, therapists often use 
family-based interventions 

•  Sociocultural approaches such as residential treatment 
programs have helped some children  

•  Individual approaches are sometimes effective as well, 
particularly those that teach the child how to cope with 
anger 

•  Recently, the use of drug therapy has been tried 

•  Institutionalization in juvenile training centers has not met 
with much success and may, in fact, increase delinquent 
behavior 
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Attention-Deficit/Hyperactivity Disorder 

•  Children who have great difficulty attending to tasks 
or behave overactively and impulsively, or both 

•  The primary symptoms of ADHD may feed into one 
another, but often one of the symptoms stands out 
more than the other 

  Inattentive 
  Hyperactive-Impulsivity 

  Clinical Example:  Video Clip 
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ADHD:  Facts & Figures 

•  5% of schoolchildren display ADHD 

•  90% male 

•  Lessening of symptoms as adolescence approaches is 
common in many 

•  1/3 have symptoms into adulthood 

•  Those whose parents have had ADHD are more likely than 
others to develop it 

•  Problems common to the disorder: 
  Learning or communication problems 
  Poor school performance 
  Difficulty interacting with other children 
  Misbehavior, often serious 
  Mood or anxiety problems 
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ADHD:  Causal Theories 

•  Clinicians generally consider ADHD to have 
several interacting causes, including: 

  Biological causes 
  High levels of stress 
  Family dysfunction 

•  Each of these causes has received some 
research support 
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ADHD:  Treatment Approaches 

•  There is disagreement about the most effective 
treatment for ADHD 

▫  The most common approach has been the use of 
stimulant drugs such as methylphenidate (Ritalin) 

▫  These drugs have a quieting effect on as many as 
80% of children with ADHD and sometimes increase 
their ability to solve problems, perform in school, 
and control aggression 

▫  Some clinicians worry                                  
about possible                                          long-
term effects   
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ADHD:  Treatment Approaches 

•  Behavioral therapy also widely used 

▫  Parents and teachers learn how to apply operant 
conditioning techniques to change behavior 

▫  These treatments are often helpful, especially 
when combined with drug therapy 
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Elimination Disorders 

•  Children with elimination disorders repeatedly urinate 
or pass feces in their clothes, in bed, or on the floor 

•  They have already reached an age at which they are 
expected to control these bodily functions 

•  These symptoms are not caused by physical illness 
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Long-Term Disorders                              
that Begin in Childhood 

•  Two disorders that emerge during childhood are likely 
to continue throughout a person’s life: 

  Autistic Disorder  
  Mental Retardation (Intellectual Disability) 

•  Clinicians have developed a range of treatment 
approaches that can make a major difference in the 
lives of people with these problems but both are still 
considered lifelong disorders. 
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Autism Spectrum Disorders 

•  Autism first identified in 1943 by Leo Kanner 

•  Asperger Syndrome identified in 1944 by Hans Asperger 

•  Children with these disorders have difficulty with social 
interactions, reciprocal communication, and are 
repetitive and rigid in their behavior 

•  Symptoms appear early in life, before age 3 

•  1 out of 150 children are affected, and 80% are boys 
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 Primary Sx Clusters       Primary (not only) Tx Targets 

Restricted & 
Repetitive 
Behaviors 

Reciprocal 
Communication/

Play 

Reciprocal 
Social  

Interaction 
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Challenges Impacting Treatment Planning 

Individual differences in: 

 Sensory Processing (hypo & hypersensitivities) 

 Motor Skills (visual,  fine & gross) 

 Executive Functions (organization, planning, problem 
solving) 

 Motivational Profiles (responsiveness to social 
rewards) 

 Learning Style:  profile of strengths/weaknesses 

 Co-Morbid Conditions (anxiety, depression, seizures, 
MR) 

 Attention (selective, sustained, joint) 
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The Concept of Joint Attention 

•  Joint Attention: 

 The use of eye contact and gestures to 
coordinate or share attention about 
enjoyable experiences with a social partner 
about an interesting object or event 

VIDEO 
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Joint Attention and Outcome 

•  Children with better joint attention skills show           
better outcomes 

•  Joint attention in children with ASDs consistently 
predicts long-term outcome in following domains: 

 Cognitive (e.g., IQ)  
 Language 
 Symbolic (representational) play 
 Social interaction 
 Social-cognitive (e.g., Theory of Mind) 

         VIDEO 
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Theory of Mind:  Sally-Anne Experiment 
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What Causes Autism? 

•  Definitive causal influences remain unknown 

•  Strongest evidence for biological factors (e.g., 
genetics) interacting with environmental factors 

•  Most researchers today believe autism has multiple 
pathways 

  Perhaps all relevant causal factors lead to a 
common problem in the brain – a “final common 
pathway” – that produces the features of the 
disorder 
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Treatment of Autism 

•  Treatment can help people with autism adapt better 
to their environment 

•  No treatment yet known totally reverses autism 
consistently, although significant remediation of 
deficits is possible in some cases 

•  Effective treatments include:  

▫  Behavioral therapy/applied behavior analysis 
▫  Communication training 
▫  Parent/family training 
▫  Inclusion/community integration 
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Autism Clinical Presentations 

•  Video Clip:  Lisa  (Lovaas ABA) 

•  Video Clip:  ABA (Current Models) 

•  Video Clip:  DIR/Floor Time 

•  Video Clip:  Savants 

•  Video Clip:  Temple Grandin 
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Mental Retardation 

• Now called “Intellectual Disability” 

•  According to the DSM, people should receive a 
diagnosis of mental retardation when: 

▫  IQ is 70 or below 

▫  The individual presents with poor adaptive 
functioning  (i.e.,  the person must have difficulty in 
at least two areas of daily functioning, such areas as 
communication, home living, self-direction, work, or 
safety) 

▫  Symptoms appear before age 18 
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Characteristics of Mental Retardation 

IQ RANGE PERCENT OF 
PEOPLE WITH MR 

MILD 50-70 85% 

MODERATE 35-49 10% 

SEVERE 20-34 4% 

PROFOUND <20 1% 
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Causal Factors 

•  Research has linked mild mental retardation mainly to sociocultural and 
psychological causes, particularly: 

▫  Poor and unstimulating environments 
▫  Inadequate parent-child interactions 
▫  Insufficient early learning experiences  

•  Although these factors seem to be the leading causes of mild mental 
retardation, at least some biological factors may also be operating 

▫  Studies have linked mothers’ moderate drinking, drug use, or malnutrition 
during pregnancy to cases of mild retardation 

•  The primary causes of moderate, severe, and profound retardation are 
biological, although people who function at these levels are also greatly 
affected by their family and social environment 

▫  Sometimes genetic factors  (including chromosomal abnormalities and 
inherited disorders) are at the root of these biological problems 

▫  Other biological causes come from unfavorable conditions that occur before, 
during, or after birth (maternal infection and alcohol/drug use; birth and 
delivery complications; meningitis; other child viral infections) 
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Treatment for People with Mental Retardation 

•  The quality of life achieved by people with mental 
retardation depends largely on sociocultural factors 

•  Intervention programs aim to provide: 

   Comfortable and stimulating residences  
▫  Home and community-based living 

   Social and economic opportunities 
▫  Job training and support; and leisure activities 

  Proper education and training 
▫  Early and intensive intervention 
▫  Specialized instruction using operant conditioning 
▫  Positive behavioral supports 
▫  Inclusion and mainstreaming opportunities 
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