

[image: image]



THE YOUNG MIND

Co-edited by
 Professor Sue Bailey and
 Dr Mike Shooter

[image: Image]

[image: Image]


This eBook is copyright material and must not be copied, reproduced, transferred, distributed, leased, licensed or publicly performed or used in any way except as specifically permitted in writing by the publishers, as allowed under the terms and conditions under which it was purchased or as strictly permitted by applicable copyright law. Any unauthorised distribution or use of this text may be a direct infringement of the author’s and publisher’s rights and those responsible may be liable in law accordingly.

Version 1.0

Epub ISBN 9781409091011

www.randomhouse.co.uk



TRANSWORLD PUBLISHERS 61–63 Uxbridge Road, London W5 5SA A Random House Group Company www.rbooks.co.uk

First published in Great Britain in 2009 by Bantam Press an imprint of Transworld Publishers

Copyright © The Royal College of Psychiatrists 2009

Illustrations on pp. 5, 17, 53, 125, 233, 245, 277, 329 and 354 © Christine Roche Illustration on p. 50 © The Royal College of Psychiatrists

The Royal College of Psychiatrists has asserted its right under the Copyright, Designs and Patents Act 1988 to be identified as the author of this work.

In all case histories names of people, places, dates, sequences or the detail of events have been changed solely to protect the privacy of others. The authors have stated to the publishers that the contents of this book are true.

A CIP catalogue record for this book is available from the British Library.

ISBN 9780593061381

This book is sold subject to the condition that it shall not, by way of trade or otherwise, be lent, resold, hired out, or otherwise circulated without the publisher’s prior consent in any form of binding or cover other than that in which it is published and without a similar condition, including this condition, being imposed on the subsequent purchaser.

Addresses for Random House Group Ltd companies outside the UK can be found at: www.randomhouse.co.uk The Random House Group Ltd Reg. No. 954009

The Random House Group Limited supports The Forest Stewardship Council (FSC), the leading international forest-certification organization. All our titles that are printed on Greenpeace-approved FSC-certified paper carry the FSC logo. Our paper procurement policy can be found at www.rbooks.co.uk/environment

Typeset in 11/15pt Minion by Falcon Oast Graphic Art Ltd. Printed and bound in Great Britain by Clays Ltd, Bungay, Suffolk

2 4 6 8 10 9 7 5 3 1

[image: Image]



Contents

Cover

Title

Copyright

Dedication

Also by Sue Bailey and Dr Mike Shooter

Acknowledgements

Foreword by Professor Tanya Byron



Introduction



Part One: Growing Up

1.   Understanding Child and Adolescent Development

2.   The Brain and Brain Development

3.   Coping with Problems



Part Two: Parenting

4.   Parenting and Families

5.   Parenting Skills in Adolescence



Part Three: School

6.   Choosing a School and Problems at School

7.   Children with Special Educational Needs



Part Four: Emotional Health

8.   Emotional Health and Well-being



Part Five: Serious Disorders: Context, Causes and Effects

9.   Abuse, Neglect and Domestic Violence

10.   Worries and Anxieties

11.   ADHD and Autistic Spectrum Disorders

12.   Culture and Society

13.   Dealing with Loss

14.   Drugs and Drink

15.   Eating Problems, Weight Problems and Eating Disorders

16.   Tics and Obsessions

17.   Mood and Behaviour: Psychosis, Schizophrenia, Bipolar Disorder and Depression

18.   Self-harm and Attempted Suicide

19.   Antisocial Behaviour: Conduct Disorder and Delinquency

20.   Mental Health of Young Offenders

21.   Sexuality and Sexual Problems

22.   Atypical Gender Development in Children and Adolescents

23.   Sleep, Fatigue and Chronic Fatigue Syndrome

24.   Trauma, Stress and Adjustment



Part Six: Treatments and Therapies

25.   Treatment for Children and Adolescents in Child Mental Health

26.   Transition to Adulthood

27.   How to Get Help



Editors and Contributors



Index


We dedicate this book to all children, adolescents and young people growing up in today’s challenging and changing times. We hope it will help them – and those who support them through their emotional struggles, particularly parents, teachers and all those with a caring role – to grow into mentally healthy young adults.





Also published in collaboration with the
Royal College of Psychiatrists

THE MIND, A USER’S GUIDE

For more information on the Royal College of Psychiatrists, visit their
website at www.rcpsych.ac.uk



Acknowledgements

THE ROYAL COLLEGE OF PSYCHIATRISTS would like to acknowledge the contributions from all the psychiatrists, health professionals and College staff who took part in the production of this book. We would also like to thank the team at Transworld Publishers, who supported our vision in publishing the first book to encompass all aspects of the young mind.


Foreword

GROWING UP IN TODAY’S SOCIETY is tough and competitive. There are times in all children’s lives when they need understanding, support and advice. But all too often adults feel powerless, and may be unsure about what to do and when to do it.

In my experience as a child mental health practitioner, I have found that it is natural for parents to worry that they are not doing the right thing for their children. Children are often very secretive about their social and emotional lives, and sometimes it is hard for parents and teachers to recognize when things are going wrong.

Some children are also born with developmental and behavioural difficulties, such as autism or Asperger’s syndrome. In these circumstances, parents often feel that it is their fault and don’t know where to turn for help.

There are hundreds of parenting guides and books on different aspects of children’s physical, emotional, psychological and social development. The sheer volume of conflicting information and advice can leave parents feeling confused and less expert in raising their child.

This is the first time that all the complexities and anxieties about bringing up children have been brought together in one essential and reliable guide. It gives practical advice on growing up, parenting and families, school, emotional health and social problems. It also tackles issues that many people – both adults and children – find difficult to talk about. This includes things going wrong in families because of abuse, neglect or violence; gang culture; sexuality; and what happens to young people who end up in trouble with the police.

This valuable book discusses the emotional difficulties that children and adolescents go through at different stages in their lives, such as depression or anxiety, in a straightforward and open way and each chapter signposts you to further help and support. It will also help people to understand the normal development of children and their families. It is aimed not only at parents, but also teachers and young people themselves.

I feel confident that this family handbook, written by experts in child and adolescent mental health – professionals who have spent their working lives dealing with the problems that parents and children face – will be essential reading at many different stages in your life.

Professor Tanya Byron



Introduction

NO ONE WOULD BLAME PARENTS for being scared by the figures. Hardly a week seems to pass without reports of the emotional struggles our children, adolescents and young people are going through. Take, for example, the stories plastered all over the media in the first few weeks of 2009.

A survey carried out for the Children’s Society in the UK showed that little has improved since UNICEF declared two years ago that Britain was the least happy place for a child to be raised in the Western world. Researchers at SANE were shocked by the discovery that 1 out of every 9 young people has attempted serious self-harm as a way out of their distress. Families in South Wales were shown to be still reeling from the suicides in and around Bridgend over the previous year. Dietitians swung between worries over how obese our adolescents are becoming and worries about how anorexia is affecting younger and younger age groups. And in one issue of a national newspaper, official figures noted that rates for teenage pregnancies are rising; nearly a quarter of a million children truant from school every week; and the DNA of over 2 million children is now stored on the national database and police computer registers.

In the midst of all that, is it any surprise that many parents – untrained for the job, stretched by financial worries, and often isolated from family and friends who might have given them good advice – are left wondering if they can ever get it right? Is their young child’s unruly behaviour a sign of hyperactivity? Is their teenager’s moodiness a symptom of dangerous depression? Is their daughter’s latest food fad part of an incipient eating disorder? Is her first relationship a prelude to pregnancy? Has their son’s skirmish with the law launched him on a criminal career? Will they be marked down as the sort of parents who produced a hooded young thug?

Professionals can sometimes become confused by it all too. Consider the following scenarios. At one end of childhood, a two-year-old boy is referred by the family doctor to the local mental health team because he won’t do as he is told. He screams blue murder when he is restrained, slaps his mother in his temper and has a sly dig at his baby brother when her back is turned. The parents are exhausted and have begun to row with each other. The GP wonders if he needs that ‘magic bullet’, Ritalin.

At the other end of childhood, a shy fifteen-year-old girl with few friends, who has been the butt of verbal bullying in the past because of her academic success and early sexual development, has become increasingly withdrawn in class. Her first boyfriend has ditched her and her mother is worried because there is a history of depression in the family. Her father and schoolteacher feel that she will ‘snap out of it in time; it’s just a phase she’s going through’.

In point of fact, the assumptions in both cases are probably wrong. The behaviour of the two-year-old is fairly typical for a child of his age, flexing his muscles both physically and emotionally, frustrated by parents alive to the dangers in the world and taking out his feelings on a younger sibling of whom he might already be jealous. What the parents need is reassurance and some handy tips on how to handle him, not referral. In contrast, the fifteen-year-old girl may well be slipping into a clinical depression, the sort of quiet despair that is suffered by one or two teenagers in every secondary-school class is rarely referred for the specialized assessment and help it warrants because of attitudes that play down its significance. Until an event like the loss of a boyfriend proves the final straw.

But how are parents and professionals to be sure? How are they to understand the behaviour, mood swings and social patterns of the young people in their care? This book aims to help them with exactly those dilemmas. It is not intended to be another scare story, nor is it meant to be dismissive of the worries of either adults or young people themselves. The vast majority of parents will get by in raising their children as best they can through all that life has to throw at them, and the children will grow up to repeat the process with families of their own. Some parents will need some outside help when things get too tough for them to cope on their own. Some young people will have been born with difficulties – or will develop them in the course of their childhood – that are sufficient to require professional treatment.

The book helps to distinguish between these layers of concern, beginning with what lies at the centre of it all – the stages of child and adolescent development that are the foundations on which life is built. With these in mind, we can work out what range of behaviour could be expected from a child at a particular stage and what might be so far outside it as to be ‘abnormal’. It explores what natural resilience and vulnerability individual children might bring to any situation and what skills the good-enough parents will need to carry them through it. General concepts that are often bandied around, like ‘emotional well-being’, are explored with reference to the many contexts in which children live – home, school and community. The sort of symptom clusters that may result from things going wrong are discussed, the packages of help that might be available and how to gain access to them.

Finally, it is appropriate that the book should end with a word about self-help – what children, adolescents, young people, their parents and families can do to help themselves. For the message of this book is as much about empowerment as it is about problems and their treatment. Despite all those scary statistics, most young people will emerge unscathed into adulthood and their parents will be able to take pride in a job well done. All of us have the chance, along the way, to acquire a better understanding of that sometimes complex, frequently confusing, and always intriguing, exciting and wonderful phenomenon that is the young mind.

Dr Mike Shooter and Professor Sue Bailey



Part One

Growing Up
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1

Understanding Child and
 Adolescent Development

CHILDHOOD HAS BECOME AN INDUSTRY. Walk into the psychology section of any bookshop and you will find the shelves groaning under the weight of textbooks on child development, each more confusing than the next. Switch on the television and the channels are full of pundits telling us how children should be brought up, all piling guilt on the parent’s head. Open the newspaper and we are at once fascinated and appalled by tales of disaster and cod-analysis of the effects it might have on the minds of children involved. The advertising agencies have prospered on pandering to the needs of children, or to needs they did not even know they had. Our schools, our playing fields, our whole society is geared to the success of one developing child pitted against another – whether we do it by measuring height on the kitchen wall, by exam results or by the scoring of goals.

And what are we to make of all this? How might we seek reassurance or identify problems, as parents struggling to understand our own children’s behaviour or as teachers anxious about the behaviour of someone else’s child?

The one thing all these books and programmes have in common, of course, is the telling of stories. Stories are important to all children and to those involved in bringing them up. We tell stories to our children as a way of stimulating their imaginations and cuddling close to them, in every sense. We tell stories about our children to other parents, often embellished by a little imagination of our own, as a way of proving that we too are good-enough parents (a phrase invented by the paediatrician-cum-psychotherapist Donald Winnicott to emphasize that we do not have to be perfect). And the experts are re-telling those stories, distilled from years of watching and listening, testing out what theories might be learned from them and reproducing them as ‘evidence’. This chapter is not another textbook but an attempt to make those stories a little more accessible. If it sets the scene for the chapters that follow, or inspires you to further reading, then it has done its job.

Watching little Issy

All of us, watching our children and grandchildren grow up, are experts by participation in our life stories; so let me begin with one of my own. I have been lucky enough to have four children and to have had a share in bringing them up, with the same triumphs and tribulations as everyone else. Now they, in turn, are bringing up children and one, Isabel, lives so close by that I have had the privilege of seeing her grow up at first hand. I have watched her eyes first focus on her mother’s face and the signals of love that passed between them. I have seen her mother’s sleepless face in the morning and her father, out all day, struggling to establish himself as a parent too. I have watched them both trying to cope with an inquisitive child exploring the world with new-found legs and running into the everyday dangers of house and garden. I have shared in the rows about breastfeeding, dummies and bottles, and in the joys of bedtime rituals that protect her against the ghosts and goblins of fairy stories, the more frightening the better!

Now I listen to ‘lectures’ on the latest bit of knowledge Issy has discovered and marvel at the imaginative world she inhabits in her play. I am amazed at how she copes with the minor disasters of passing hurts and the major disasters of death and upheaval alike – asking questions through her tears, getting honest answers, trying to puzzle it all out. I feel for her confusion, between joy at her baby brother’s birth and anger at having her nose put out by the attention her parents pay him. I am happy that she is developing first friendships outside the family. Soon I will share in the mixed emotions of her first days at school, as growing up, it seems, means growing away. And so it will go on into later childhood, the ups and downs of adolescence, young adulthood and beyond.

Implications: the journey

If any of that rings a bell, it is because there are common features to all child and adolescent development and to the experience of it in families, however unique their particular stories may be. Above all, there is the sense that this is a journey, a progression from an immature to a more mature state of development over the course of time. The great paediatrician-turned-child-psychiatrist Robert Coles, who spent a lifetime listening to the stories children told him, likened this to a ‘pilgrimage’ – children journeying through everything that life had to throw at them, actively seeking out some distant goal. We may not know what that goal might be or how close each child might get to it, but the direction of travel has entered our language. Watching an adult behaving childishly, we might wish they would ‘grow up’. Listening to a child speaking like an adult, we might wonder at them having wisdom ‘beyond their years’.

But the journey is not simply a linear one; the experience may become a circular pattern that is repeated from one generation to the next. Physically, this is obvious. Already little Issy is seen to have her mother’s mouth or her father’s eyes, and this is not just a way of establishing their ownership of her. There are real familial features that are handed on from parent to child and are instantly recognizable in family photographs; but so are more complicated behaviours too. I can see that little Issy is already taking after one parent or the other in the way she approaches life, just as others may have spotted how my own children, Issy’s father included, took on some of my own personality. Like it or not, our successes and failures may be imprinted on our children, and on their children in turn, in a repeated cycle. As the poet Wordsworth said, ‘The child is father of the man’.

Schools of thought

How can we judge whether this development is going well or not? To start with, there are lots of ways of looking at a child’s development depending on which school of thought the writer belongs to. Some of these have more scientific evidence to back them up than others; some describe wide variations of normality from one child to another. But all of them have something valuable to say about the landmarks of growing up. To list them all in detail would take up this whole book, so here are just a few examples.

Physical development

All parents will be familiar with the signs of physical development – from the primitive postural reflexes of the newborn infant, to more purposeful reaching out to examine objects (including bits of the baby’s own body), sitting up, crawling, walking, the simultaneous development of all the senses, through to the complicated hormonal swings of adolescence and the growth of secondary sexual characteristics that mark us out as clearly male or female with all that that entails. We are familiar with them because the good-enough parent watches out for each milestone along the way, and the doctor and health visitor monitor their progress by examination and investigation.

But parents can be unnecessarily worried by comparing their child too closely with the next. Some children, for example, may walk as early as seven months, whereas good crawlers or ‘bottom-shufflers’ may not walk until well into their second year; and yet no difference can be found in their later years. And we are all aware, even if the advertising industry is not, of the variability in the onset of puberty between girls and boys, and between individuals within the same sex. One glance at the pupils in the first year at secondary school will show just how wide this can be and the real unhappiness it can cause for those who develop early or those who feel left behind. Undressing for PE can be a nightmare for both.

Cognitive development

The picture gets a little more complicated when we look at a child’s cognitive development – how the growing child forms an understanding of the world, its functions and relationships that is intimately connected with other skills like language. The Swiss psychologist Jean Piaget (drawing inferences from watching his own children) has had enormous influence on our view about the ages at which children develop such concepts as ‘object constancy’ (the realization that things do not cease to exist just because they are out of sight); ‘causality’ (the link between an action and what happens as a consequence); and ‘generalization’ (using previous experience to solve new problems). His detailed observations have formed the basis of a whole battery of tests, using toys, pictures and books, to assess everything from the one-year-old’s ability to recognize objects by name to the adolescent’s ability to use abstract reasoning. Even adults may be psychometrically tested when applying for a job these days!

And yet, however useful this is as a framework, we know that it cannot be the whole story. Children do not learn staccato fashion, with a whole new layer of understanding suddenly open to them overnight. Their understanding is affected by how adults and peers interact with them in play and other social situations, helping them to experiment with ideas, master skills and rehearse for new situations with imagination and fun. There may be one or two ‘eureka’ moments in a child’s life, but most concepts are learned by asking questions, mulling over the answers and asking more questions – a process that can drive the best of parents up the wall but is essential to the child’s cognitive development.

Psychosexual development

In other words, children do not learn in a vacuum; they are prey to everything that is going on inside them and in the world outside. Now Sigmund Freud, the founder of psychoanalysis, was convinced that children pass through successive stages of psychosexual development that dominate their thoughts, feelings and behaviours at every point. They erect typical ‘defences’ against the anxieties of each stage that might at best colour their later personality or to which they might ‘regress’ under trauma. An ‘anal’ personality, for example, might be obsessed with pernickety detail, giving ground grudgingly as if still stuck in the battles over potty-training!

Whatever we think of these ideas and those of Freud’s followers and rivals, they have entered our everyday speech. We talk of things going on in our ‘subconscious’, beneath the level of our awareness, and how these can suddenly (and embarrassingly) break through in our conversation as ‘Freudian slips’. We talk of ‘repressing’ unwanted thoughts, or of someone being ‘repressed’ if they do not seem able to release their feelings, enjoyable or otherwise. We describe people as ‘neurotic’ if they are dominated by their anxieties and have distorted ways of dealing with them; as ‘egocentric’ if they always look to themselves; and as having an ‘inferiority complex’ if they are always putting themselves down. And we say that someone has a greater or lesser amount of ‘libido’ – their share of sexual desire. Biologist as he was, Freud thought that his concepts would one day be found to have biochemical roots in the brain. But as yet they remain articles of faith, useful and attractive though they may be.

Psychosocial development

Psychosexual theory tends to treat children as passive beings, unaffected by relationships with the important people in their lives; but we know that these complex interactions are crucial to their development. Erik Erikson, like Shakespeare before him, divided life up into the Ages of Man. He described ‘tasks’ that are to be accomplished at each stage and reflect what is happening in the world about them. Thus, in the first year of life, a child learns from the intimate relationship with his mother the balance between trust and mistrust. This will allow him to form satisfactorily close relationships in later life while retaining a healthy suspicion as a defence against manipulation. In his second year, the child develops a sense of self-assertiveness, as opposed to shame and doubt, gained in the way he receives praise or disapproval from his parents for bowel and bladder training and wider behaviour. The battles this may involve are typical of the ‘terrible twos’ described below.

The older child learns to use initiative to achieve all sorts of exciting things, rather than feeling too guilty or frightened to do what he wishes, and passes on to the formal learning of knowledge and skills in school upon which his future self-esteem will depend. The adolescent’s task is to sort out his identity vis-à-vis parents and peers, what sort of person he is and what he believes to be worth fighting for – a clarity of role but with enough flexibility to cope with change. Unfortunately, Erikson’s ideas of later adolescent independence were largely economically based – moving out of the family home into college, a job and a house of one’s own – and are simply unrealistic for many young people today. Families may have to allow them to grow into adults in the same house where they were once treated as a child.

Attachment theory

You might think that the story of children’s development is even more of a two-way process than this, and to prove it we need go no further than the first years of life and the critical relationship the child forms with her mother. This is the core of attachment theory, about which so much has been written in recent years. It was first based on the observation of baby monkeys and their mothers, but it has had an enormous influence on human childrearing practice.

Attachment theory begins with the premise that we are all social animals with an innate (inborn) need for intimate relationships. The security of such intimacy starts, as always, at our mother’s knee, with a good-enough parent who knows just how to respond to her child’s demands, with just the right amount of promptness – not so soon as to discourage any independence, not so late as to cause her to despair of ever being heeded at all.

From this base, the securely attached child may explore the world and the strangers within it and greet her mother with affection on return. The insecurely attached child may be clingy from the outset, afraid to explore and meet strangers and angry with her mother when reunited; or she may appear completely indifferent to her mother’s comings and goings, snubbing her in favour of the strangers themselves. All parents may have struggled with echoes of this, without any suggestion of abnormality, and may experience it again in the grief of bereavement in later life. But more than this, it has influenced the way society has come to understand the potential impact of early deprivation and it has changed the way we handle enforced separations like going into hospital. Thanks to pioneers like John Bowlby, mothers may now sleep alongside their babies in the paediatric beds, and babies with their mothers on the adult ward. Children are saved from emerging with feelings of abandonment which could undermine their relationship with the mother there and then, and with mother figures later in life.

Spiritual development

Study of the spiritual development of children and adolescents was frustrated for years by its association with religion, but it has now come to be seen as an important component in its own right. Having said that, I have to admit that the key elements – the growth of self-awareness, sympathy with others, and a ‘transcendence’ of both to a universal code of values – remain vague. Some writers have preferred it that way, feeling that spirituality has a will-o’-the-wisp quality that would be destroyed if it were pinned down like more mundane physical or cognitive development. Others, like James Fowler, have plotted seven stages on the way to ‘selfhood’ that give a direction and a purpose to life. These are built around the concept of faith, but in a much broader sense than religion.

Thus the infant is said to develop a ‘primal faith’ in the trust established with care-givers and a growing awareness of others outside the family. The young child, stimulated by stories and not yet controlled by logical reasoning, has an ‘intuitive faith’ that is protective against threatening forces in the world of fairy tales, of witches, ghosts and magical spells. The older child has a more ‘literal faith’ that is anchored in his ability to think more logically, order the world in his own head and understand what is going on in the heads of others. The adolescent is able to bring together the many aspects of development into a coherent set of beliefs, from the security of which it is possible to tackle a world full of people with very different ideas: ‘conventional faith’.

Although this may be hampered by too rigid a timescale on the one hand and rather airy-fairy language on the other, the idea of spiritual development does seem to capture a quality within human beings that has always been important in the East. In the West, it is helping to fill the gap between medical explanations of illness and our personal experience of it. But despite the universal nature of its key concepts, it is likely to differ greatly from family to family, culture to culture, and one social group to another. What it means to a Muslim child on the streets of London may be very alien to a West African adolescent from the tribes of the Ivory Coast.

The complexity of stage theories

So where have we got to in this Cook’s Tour of the schools of child development and the gurus at the heart of each of them? To begin with, it will be obvious by now that these are all stage theories, in which the developing child reaches particular milestones or completes particular tasks at particular ages in life, and then passes on to the next in a steady progression of increasing maturity. These are achievements about which children and their carers can be justifiably proud, though this can easily slip over into a competition to see whose child can move from breastfeeding to solids to steak and chips the quickest! But useful though they may be in giving us a general idea of how well a child is doing, life is much messier than this.

We have already seen that physical development like puberty can be a very variable event. There is no big bang in the lower forms of secondary school as all pupils break through the puberty barrier together! No one has told their hormones that the advertising industry has decreed that by this age all adolescents are supposed to be sexually aware and active. Similarly, our intellectual understanding of the world may be influenced as much by what goes on around us as purely by age and IQ.

Take, for example, the child’s understanding of death. True, the younger child may not clearly grasp its permanence. He may still expect a dead animal, or grandmother, to return – even if he has been allowed to see the dead body and been involved in the funeral and burial. True, even an older child who is angry with a dying sibling for taking up so much of their parents’ time may think he has caused the death in some magical way by secretly wishing it in his heart of hearts.

But young children who have experienced death in their family and have been included in the rituals and emotions of grieving, and have had things explained to them in straightforward language that avoids confusing euphemisms like ‘gone to sleep’, may have a better grip on it than older children who have never experienced it or have been excluded by overprotection and forced to fill in the gaps from their imaginations.

In other words, perhaps we should think of these stages as bundles of different tasks, the bulk of which may be achieved at a particular age but some of which may be done earlier, later, or not at all. This will vary according to the child’s circumstances as much as to individual drive, in quite a normal way, though we can see that a crucial step missed at one age may come back to haunt the child at a later date. The child and family who have ‘failed’ to deal with separation anxieties early on may be more than usually thrown by the move up from a small, local primary school where mothers are in and out of the classroom daily to a huge, impersonal comprehensive school a bus journey away.

On a more positive note, too great an emphasis on the content of each stage may hide the fact that the most exciting things often happen at the transitional points between stages as children pass into adolescence or adolescents into adulthood. Families are well aware of such transitions and the flexibility that is required of parents to help their children through them. Professionals, however, have often ignored them in the past. Paediatric teams who have treated children for years may be tempted to hold on long after they have developed into adults and should have moved on. Social-work teams, exasperated by adolescents’ behaviour, may pass them on to adult services precipitately or leave them to nothing at all. Many are the children with physical or psychological problems who have fallen down the gaps between child, adolescent and adult services with disastrous results.

Life gets still more complicated.

[image: Image]

At first glance, all these schools of thought may seem to be in conflict, though we can see that Fowler’s stages of spiritual development owe a debt to both Piaget and Erikson. Look closer and you will see that they actually dovetail, at crucial points in a child’s life or over time, helping to explain different aspects of the same process.

At any one time

Take, for example, two periods of difficulty with which parents will be very familiar – the ‘terrible twos’ and ‘adolescent turmoil’. Each involves a mixture of pride in achievement and anxiety about what it may involve. How that mixture is resolved will colour the future confidence of child and parents alike. And all the schools of thought have something useful to say about it.

Most two-year-old children will have found their legs, quite literally, and will have the physical ability to explore the world beyond their mother’s knee. This will be accompanied by the biological urge to do so. At the same time, the child will have mastered cognitive concepts like object constancy – the discovery that a brick dropped over the edge of the table still exists though it may be out of sight. This not only allows a mother to go to the lavatory without her child feeling that she has deserted him for ever, but also allows the securely attached child to go off through the door in the confident expectation that his mother will still be there when he gets back.

But the world, of course, is full of dangers that the child cannot yet know about, so the good-enough parent must offer some protection. Parents must allow their children to explore their surroundings, picking them up and dusting them off each time they come a cropper, but within an envelope of safety. ‘Don’t touch the fire . . .; don’t play with plugs . . .; don’t kick the dog!’ So there develops a battle between freedom and frustration that leads inevitably to temper tantrums, often on both sides. Many a child has been referred for treatment at this point, when all that is really needed is reassurance that his behaviour is a normal part of development. And the most important lesson for both child and parent to learn is that love survives our anger.

So, too, with many aspects of adolescence. Strange things are happening to the adolescent’s body as his hormones surge around the bloodstream during puberty. The once brazen child may become secretive about his developing sexual characteristics and confused by his emergent sexual feelings. In the struggle to establish an identity of his own, he must be different from his peers yet the same as everyone else; he must take on his parents as role models and simultaneously despise them for making compromises with their ideals – for having feet of clay. And this ‘ambivalence’, this state of uncertainty, shows itself in emotions and behaviour. Rarely do adolescents think, feel and act along one consistent track. Rather, they swing backwards and forwards between pairs of opposite thoughts, feelings and actions over very short periods of time.

It is a process that bewilders parents, exasperates them and may convince them that their son ‘must be schizophrenic, Doctor, because he’s got a split personality – he’s nice one minute and nasty the next. He doesn’t seem to know his own mind’. And it may prove just as difficult for doctors and nurses treating a sick child in hospital, who quite rightly demands an adult role in decision-making one day and regresses into a tearful childhood on the end of a needle the next. In point of fact, the adolescent at the centre of it all may be just as confused and frightened by it as anyone else. There is not much use propping him up against the wall and asking why.

Over time

If childhood itself has become an industry, so have broad concepts to do with child development, like ‘emotional literacy’. There are conferences dedicated to the subject, with experts on emotional literacy comparing its application in different cultures around the world. The phrase rattles around the corridors of government departments and has permeated the school curriculum. There are courses on emotional literacy that award certificates to teachers whose job it is to develop it within the classroom. It has come to be seen as a major component of mental health. But what do we mean by emotional literacy? Is it just the absence of mental ill-health, or is it something positive in its own right? There are as many definitions as there are writers on the subject, but let me add one of my own.

The emotionally healthy child, it seems to me, is one who emerges with a balance between her internal needs and an external appreciation of the needs of others in three key areas. First, the ability to know (recognize, label and own) her own emotions, and to know (recognize, label and appreciate) the emotions of others. This is the ability to work out when someone is angry, miserable or frightened, both from what they say and from things left unsaid, from the tone of their voice, the way they look and the subtleties of gesture, and to respond appropriately – the ‘theory of mind’ that children on the autistic spectrum find so difficult (see Chapter 11). Second, the establishment of a clear identity of her own while respecting, and being interested in, the identity of others with whom she comes into contact. And third, the development of enough concentration to pursue what she wants from life with motivational drive, yet being able to strike compromises with the equally valid and often conflicting wishes of everyone else.

From this emerge the three broadest components of social living – the three ‘Cs’ of Communication, Cooperation and a Concern for others. But the building blocks for all this are rooted in the physical, cognitive, psychosocial and spiritual aspects of development, working together at every level of growing up.

The ‘jigsaw’ of assessment

So how can we put all this together when trying to assess the meaning of a child’s behaviour, how normal or abnormal it may be? Everyone has their own structure for doing this; mine is a jigsaw that brings together the various influences from nature (what a child is born with), nurture (how a child is brought up) and life events (what happens to a child along the way). Only by completing the whole picture can we fully understand the behaviour at the centre; and only then will we be able to work out how best to help a child with a superimposed mental health disorder.

Individual characteristics

The framework of child and adolescent development that we have been discussing will tell us what a child of this age ought to be wrestling with, what issues will be important to him and therefore how he might be expected to behave, within broad parameters. But what of this particular child? The genetic loading passed on from parents to their children may produce similar characteristics in brothers and sisters, but children can differ markedly even within the same family. Just ask a mother who has given birth to a grizzly baby after one with a more sunny temperament, or a restlessly active child after one more content to sit in his highchair and watch the world go by! These are different children, from different parts of the spectrum of normality, demanding different handling skills. And on the top of this come all the myths and realities about birth order – the oldest child secure in her sense of responsibility, the youngest child doted on by everyone, and the middle child who has to fight for any sense of status in the family.

This comes close to saying that children are different in their ‘personality’, but this is a word that is difficult to apply to adults let alone children, who are still developing and who may change dramatically from one age to another: ‘She used to be such a mouse of a thing but look at her now’; ‘I don’t know what’s got into him – he was our problem child but he’s turned out so mature!’ Certainly we should avoid saddling children with a fixed and often stigmatizing label like ‘personality disorder’.

Instead, we should be looking for the positive strengths in children and helping them to fulfil their potential, whatever sort of people they are. Which brings us to the question of coping styles. There can be no doubt that some children cope better with adversity than others, though the greater the adversity the less important a factor this will be. There are some life events, like bereavement, that will shake the strongest child to the core and it is no disgrace to ‘break down’ in the face of them. Expecting a child to keep a stiff upper lip has led to all sorts of problems in a macho society where big boys don’t cry and feelings are suppressed, which may explode later in less healthy ways.

Nevertheless, we need to account for the fact that some children with the most wretched family and community starts in life not only survive but prosper. Conventional research says that such strength might be due to a warm and loving environment, a good IQ, success in school and a supportive network of friendships. But these are just the sort of things that, by definition, are likely to be beyond our disadvantaged child. The good news for teachers and family friends, wondering how they can ever counteract the child’s background, is that just one relationship with a significant adult can help. A relationship that treats the child in a loving and respectful way, that treats her as worth knowing for her own sake, may innoculate her against more malign influences. When things are at their worst, now or in later life, the child may draw upon the memory of that relationship and be comforted by it.

Events and experiences

It is tempting to think that the connection between life events and the effect they have on children is a simple, causal one. Things happen, the child musters his coping mechanisms in the face of them and survives or not, with varying levels of trauma, depending on the severity of the experience and the degree to which it is destructive to the child’s life. Early deprivation, for example, the disruption of all those vital parent–child experiences in infancy, can lead to serious psychopathology in later life. Parental death or divorce; neglect; physical, sexual or emotional abuse; parental mental illness such as puerperal psychosis, which can ruin a mother’s ability to care for her child; substance misuse, which might cause a father to fly into terrifying rages; natural and man-made catastrophes that tear a family apart – all these can have a devastating effect on a child’s development.

At the extreme end of the spectrum, many writers have looked back at the early history of violent offenders and tried to pinpoint the moment when their normal development was derailed; more specifically, how early deprivation might have led to the behaviour of the ‘psychopath’. There can be few more controversial words than this in child development. We shudder to hear it used, thoughtlessly and harmfully, about children whose behaviour parents and teachers simply find puzzling, frightening and impossible to deal with.

In its proper sense, the word just means someone with psychological problems, but it has come to describe a particular set of features – a deceitful and manipulative character, repeated impulsive and often aggressive behaviour that gets the child into fights with peers and adult authority figures, a reckless disregard for danger, an apparent lack of remorse for the damage such behaviour may cause, and more specifically a triad of developmental problems (such as bedwetting), fascination with fire and cruelty to animals. The label is stigmatizing, implies that it is all the child’s fault, and carries an air of hopelessness about it.

Quite apart from the danger of applying a static label to a still developing human being, we should be asking where the problem really lies. Do we have a problem teenager? Or do we have a problem background that has evoked such behaviour by a combination of upbringing and deprivation? Or a problem community attitude that scapegoats the teenager and rejects him, rather than trying to help child and family in their continuing vulnerability? That, of course, could take us on to the issue of poverty and the influence of broken-down housing estates on which such families might be living, but that is not for this chapter to assess.

In reality, the relationship between life events and child development is much more complex. We have already seen that different children have different coping styles, strengths and vulnerabilities, and that this may be dependent on how supportive those around them are as much as on their own individual characteristics. What’s more, the equation may even be the other way round. Children and adolescents of a certain temperament may have more events in their life than others. It is easy to see that a daredevil, risk-taking child may have more accidents; but how some people may be more accident-prone in a wider sense is mysterious though well documented. ‘Poor woman . . .; her life is full of tragedy . . .; it always seems to happen to her.’

In general, whatever the direction of the equation, we should try to work out how this life event cuts across or gels with the tasks with which a child of this age and developmental stage would be struggling anyway. How can an adolescent follow the drive towards independence in the face of a serious illness like cancer, when the demands of hospital treatment may isolate him from social interactions, when the illness itself and the technology of treatment may undermine his sense of self-mastery, when disfigurement may ruin his bodily image, and when metabolic imbalance and lack of schooling may compromise his intellectual ability to make decisions? Small wonder that parents and paediatricians alike may treat him as a child.

Such life events may not be all bad. Some are joyous in themselves, or turn out to be ‘happy accidents’ that have hugely beneficial effects on child and family life. Even major losses are opportunities for learning about the world and readjusting family relationships, roles and expectations in a positive way, however painful that may feel at the time. And young children and adolescents have been known to face up to illness with a spiritual maturity that is a lesson to the adults around them.

The family

Most child and adolescent development, as we have seen, is set within the context of family life. If that statement had been made just a few decades ago, we would have had a good idea of what it implied – two young parents bringing up their children with grandparents somewhere close by. But there are now many different sorts of family, none better than the rest but different in circumstances, structure and needs.

The difference between the haves and have-nots in society is greater than it has ever been. One in 3 children in the country where I live and work, Wales, is brought up in material poverty; in some towns families are into their third generation without employment. But there are other forms of deprivation too. In professional families, with both parents working flat out to pay the mortgage and huge academic pressures on the children to succeed, caring relationships may be stretched to the limit.

Old family structures may have disappeared. Children may no longer receive the training in parenting skills that they used to get by helping to look after younger brothers and sisters in large families. Parents have to be more mobile in the search for work and have often moved far away from their origins and the grandparents, aunts and uncles who might have helped out.

There are increasing numbers of parents who have remained single by choice or have separated from former partners. Those partners may struggle to keep contact with their children, sometimes amicably but often in an atmosphere of continuing hostility. Some remain estranged from their children and the single parent is left to shoulder the everyday burdens of childrearing alone.

In so-called ‘reconstructed’ families, step-parents must build a relationship with the children of their partner’s former marriage, with all the jealousies that may cause. Foster parents give what security they can to children who have been rescued from family trauma and who may test out their new parents to see if they are just the same as the rest. Parents who adopt children may worry that their adolescent’s natural wish to find out about her family of origin will undermine the relationships they have so carefully nurtured.

Many adults, pursuing their careers first, now choose to have babies later in life. This means that they will be facing up to the demands of adolescents in relative old age, just when they might once have expected to be free of parental commitments. Teenage mothers, whether they anticipated it or not, will be charged with the responsibilities of looking after a baby when they might still have been enjoying their own adolescence.

In all of this, you can see that families are made up of common building blocks – the relationships between family members (how they get on with each other); the roles founded on those relationships (who does what in the family); and the family rules (how they do it) that are handed down from one generation to another. But we need to work out what these are like in this particular child’s family, and to do so as objectively as possible when the family we are looking at may be very different from our own family and the ideas of normality we may have as a result.

Thus family relationships are held together like a spider’s web, criss-crossing with each other and each strand dependent on the rest. It is not possible to alter one relationship in a family – a mother’s relationship with her son or a father’s with his daughter – without all the rest being altered in some way too. And family solidarity may be built on negative feelings just as much as on positive ones. Many are the couples who have been bound together by mutual hostility – and pity the poor children trapped somewhere in between, their behaviour and the need ‘to do something about him’ being part of the glue.

Traditional family roles may have been shaken up where, for example, it is the mother who is the breadwinner and the father who stays at home to take the children to school and look after the house, either by mutual consent or because of unemployment or disability. The family rule-book may be applied equally to how the family settle everyday arguments and to how they deal with major catastrophes. The way the children are handled, whether they are protected from any part in the matter or whether they are allowed to share more openly in what is happening, may influence their whole approach to adversity in later life.

Such rules may become so entrenched in family life that they acquire almost mythical status, and woe betide anyone who tries to break them! This may be comforting when the rules are positive – where boundaries are clear, where parents back each other up, where children are rewarded for good behaviour as much as punished for bad, where families communicate freely to settle their differences but allow each other private space when needed, and above all where the relationships, roles and rules are flexible enough to change over time as the children grow up within them.

What is required of two young people living together is very different from what is required of parents with their first baby; what is required of parents bringing up young children is very different from what is required of those dealing with adolescents growing into adulthood; and different again from watching, as grandparents, while their children produce their own families in turn. Same couple, different responsibilities. Where relationships, roles and rules are too rigid to accommodate these changes, disasters may occur. And they are likely to recur in one generation after another if the myths go unchallenged.

Having said that, most families cope with developmental transitions surprisingly well, despite the difficulties of parenting and the lack of training we get for it. Skirmishes around the ‘terrible twos’ and adolescence, which we have looked at above, are quite normal in families. Children should emerge from them with their self-esteem enhanced and parents with respect for their achievements. Both will go on to the next stage of life with renewed confidence. But it is possible for parents to care too little or too much about what their children are doing.

If they care too little, then their neglected children may find other ways of getting the sense of care and belonging they have been denied. Teenage girls may become pregnant in the belief (conscious or not) that caring for their own child may make up for not being cared for themselves. And at least they can achieve some sort of status by pushing a pram down the high street. Teenage boys may drift into a gang culture as a substitute for family support.

If they care too much, if they try to smother their developing children with concern for safety, dictating their friendships, refusing to allow sleepovers, demanding their noses be kept to the academic grindstone, voicing their disapproval of girlfriends and boyfriends, fighting pitched battles over every aspect of dress and teenage behaviour, then their children may choose more dangerous ways of establishing control over their own lives. Normal adolescent rebellion may turn into something much more pathological, like an eating disorder or running away.

Good-enough parents know instinctively where to draw the boundaries, how to stand back and allow their growing children to find things out for themselves within those boundaries, and how to survive the tantrums and turmoil as those children kick healthily against them – knowing that their parents will be there to pick up the pieces if it all goes wrong. And if those parents make an occasional mistake, as normal parents will do, there will be enough good will on all sides to carry them through. But this is complicated at the best of times. It becomes even more so, as we will see, where the child has a mental health disorder.

The social system

As well as their family of origin, children belong to a wider ‘family’ of culture, peer group, the community in which they live, its institutions such as schools, and the systems of health and social care that may be called upon to look after them. The dynamics within and between all these components may have a significant influence on their lives.

A closer look will be taken at this in later chapters; suffice it here to make just a few general points. Children are not born with culture, they are born into it – and all the rules of that culture they will take in with their mother’s milk. Their culture will determine how they think and behave in a general sense, and what is possible in their lives in some very particular senses, like marriage. Though in some cultures there seems little room for adolescence as children pass straight into adulthood via one sort of initiation rite or another, the broad stages of child development may be common to most; but the particular way those stages are expressed will be different.

Parents within those cultures will know what this implies, but those working with the family from outside will need to be aware of the differences, respect them and accommodate them, lest they raise expectations about family roles that cannot be fulfilled. Even so, Asian girls, for example, may become trapped between traditional values at home and freer attitudes they come into contact with at school. Significant numbers have harmed themselves in their distress.

Peer-group relationships are enormously important in children’s development. They are the context in which children first learn concepts like sharing, fairness and cooperative play. They are the forum for developing self-esteem in later childhood and early adolescence. And they are the yardstick by which adolescents will judge themselves. In other words, when things are going well they are a force for good. When things are going badly, they can be purgatory.

The unpopular child who is bullied and left out of playground games, the teenager who is shy and unable to find a boyfriend, may be crucified by their peer group and need a great deal of parental support. Parents may be tempted to play down a situation that might seem trivial to them but is crucial to their child. Tragedies have happened where a teenager of fragile self-esteem has lost a boyfriend and parents have met her distress with a dismissive comment: ‘Cheer up, there are plenty more fish in the sea!’

Good-enough parents will encourage friendships from an early age and try not to be too judgemental about those they approve of and those they do not. Children who are secure in their self-esteem will find out for themselves, by trial and error, the sort of friends they wish to make and hold on to. Those who are more fragile, if not taken seriously or if overprotected, may be driven into any relationship, suitable or not. Yet again this is a difficult tightrope for parents to walk.

And this, of course, includes sexual relationships. Attitudes to sexuality are so bound up in family and cultural values, and there is so much tension between these and the expectations raised by TV, films, books, magazines, music and youth culture that it is difficult to say anything too firmly. It remains, however, the role of parents and other significant adults to educate children and adolescents about such relationships. They need to reassure children at times of potentially frightening sexual development, such as the onset of periods; they need to talk to them about the mechanics of sexual intercourse, contraception and sexually transmitted diseases; and they should remember that they may be the role model their children follow. It is no good expecting adolescents to be cautious about sexual relationships if their parents’ marriage has broken up because of their infidelity.

Parents will need to be broadminded about their children’s emerging sexuality in general, but this is easier said than done. Young children are naturally curious about their own bodies and those of others. They will want to explore their bodies in play or seek comfort by self-stimulation at times of anxiety. They should not be made to feel that this is ‘dirty’ by parents who are coy about their own bodies or teachers who throw up their hands in horror at the sight of a child masturbating in class. This is not necessarily a sign of background abuse.

The same parents should be aware of the growing need for sexual privacy in adolescence, when the locked bathroom door can easily become a battleground. The same is true of the school changing room and the hospital ward. There is no more miserable sight than the developing teenager trapped on a paediatric or an adult ward, surrounded by intrusive young children or dementing and disinhibited older patients.

Perhaps the most challenging issue of all is that of homosexuality. It is not the role of a therapist to be judgemental here, whatever parents may wish. It is the role of a therapist to help the adolescent who is unhappy in his homosexual feelings to work out whether he is fleeing from heterosexual relationships because of some past trauma, or from more satisfying homosexual relationships because of his own shame and the censure of adults around him. It is also the role of the therapist to offer reassurance that homosexual feelings may be a normal stage of development for everyone and a permanent state for some. But the tolerance of parents may be stretched to breaking point unless they receive help in understanding their child’s feelings and coming to terms with them.

Schools are the hot-house in which peer-group relationships are fostered and flourish or founder. Missing out on school means missing out on social learning just as much as on academic opportunity. This is beginning to be recognized in a more holistic view of the teacher’s role, though nobody would blame teachers for becoming confused by the repeated change in what is expected of them. They were once said to be central to all aspects of child development, then told they would be judged on exam results only. Now they are the champions of emotional-literacy programmes, just when appropriate skills have been stripped from their training.

Nevertheless, teachers are in loco parentis for much of the children’s week and their influence may be just as strong as that of parents. They have a responsibility to use that influence to promote healthy relationships and to protect children from the bullying that can drive vulnerable young people to self-harm and suicide. To do so effectively, with all the heartache it may sometimes entail, teachers may need as much advice and support as the children and parents at home.

Finally, in this jigsaw of behavioural influences, there are wider responsibilities for the social ‘family’ to think about. For good or ill, how the various people involved in a child’s life relate to each other may replicate and reinforce the relationships between parents and between the conflicting feelings inside the child herself.

Thus hospital teams that argue with each other, and with GPs, social workers and teachers outside, may take on the tensions that already exist between parents over their child’s welfare and the child’s own mixed hopes and fears about what is happening to her. Similarly, if they work more cooperatively and sensitively together, they may help to heal relationships between parents and traumatized feelings within the child.

Disorders and interventions

With all this as a background, how should we approach the disorders of childhood and adolescence, and how can they be helped? Again, this will be covered in detail in succeeding chapters. But here are ten questions to set the scene.

How common are mental health problems in children and adolescents?

To some extent this depends on how we define the problem. Let’s say that there are 10 million under-eighteens in the UK (there are actually nearer 11 million, but that makes the maths more complicated). One fifth of these (2 million) will have mental health problems sufficient to interfere with their normal enjoyment of child and adolescent development. Of that number, half (1 million) will have a formal, clinical psychiatric illness by any system of classification. Even if we took the top 3 per cent of these as being the most disturbed of all – young people depressed to the point of suicide, anorexic to the point of bodily collapse, conduct disordered to the point of being a danger to themselves and others – that would be 30,000 at any one time.

These are strikingly large numbers and there is some evidence that there is a progression between the categories. Those with mental health problems may develop more diagnosable mental illness if left unhelped. Those with moderate mental illness may become more seriously disturbed if left untreated. Within the figures, some conditions are more common than others, and this brings us to the next question.

Are these problems getting more frequent?

Judging by the amount of publicity they receive and the load their referral creates for GPs and specialist clinics, you would be forgiven for thinking so. In fact, there is no clear evidence that the neurodevelopmental conditions like attention deficit hyperactivity disorder (ADHD) and those on the autistic spectrum, for example, have increased in recent years. We may be picking up those children who previously went un-diagnosed, though some would say that the balance has shifted the other way and that we are now medicalizing behaviour that could be accounted for by the background in which some of them live.

What may be increasing is dis-ease in its widest sense – the sadness and anxiety that blights the lives of so many children and led UNICEF to declare that, of all the most developed nations, Britain was now the unhappiest place in which to be brought up. Some of that may slip over into a clinical depression and, as previously noted, it has been said that there are one or two depressed young people in every secondary-school class, many of them undetected and unhelped. Certainly rates of self-harm and suicide amongst young people are worryingly high. This is a matter for more accessible services and socio-political policy to address.

Why should we worry about children’s problems?

Many of the difficulties we have been discussing might be resolved with some explanation of what they mean in terms of development and with advice about how to handle them. But frank developmental disorders and psychiatric illness, once established, are unlikely to go away and might get worse over time. We are beginning to recognize that ADHD and the autistic spectrum disorders are chronic conditions that persist into adult life. If complicated by behavioural difficulties, they can lead to all sorts of later problems, including criminal convictions. The learning disabilities may crucially interfere with educational achievement. Too many depressed young people take their own lives in lieu of receiving help.

Looking backwards, it seems that most adult psychiatric disorders have their roots in childhood and adolescence, and the burden on individuals and society by this stage is high. Depression and anxiety are now the greatest cause of time spent off work in the Western world. It makes sense to prevent this where possible by tackling them at source.

When should we intervene?

The sooner the better, but this means early detection. Not even the most laid-back parent would fail to spot a young child losing some of the capacities he once had and regressing to a more primitive developmental level. But many disorders begin quite insidiously with occasional problems that only those in closest contact with the child might pick up. Indeed, since some disorders are quantitatively different (in degree of abnormality) rather than qualitatively different (of a totally different kind), parents and schools may be tempted to make allowances rather than face the fact that a child needs specialist help.

Even with today’s technology, the first alert will be sounded by everyday symptoms rather than by a brain scan. Parents worried about something that strikes them as odd in their child’s behaviour should never be afraid to take those worries to their GP and beyond. Professionals should always take those worries seriously, even if nothing shows up as yet on more sophisticated investigation. Diagnosis remains a hands-on process, in every sense of the expression.

Is diagnosis always clear-cut?

Unfortunately not. This is partly due to the nature of the disorders themselves. It is well recognized that psychiatric disorders often co-exist. Young people may be both anxious and depressed at the same time; adolescents with eating disorders may have an obsessional disorder that is wider than their preoccupation with food. And the same is true of developmental disorders too.

Many children with ADHD have social and communication difficulties that could be described as autistic traits; the more severely affected may have a full-blown autistic disorder. What’s more, there are well-documented links between ADHD and motor difficulties, with over half of those with ADHD meeting criteria for developmental coordination disorder. On top of this, learning difficulties (with spelling, reading and maths) are common in children with ADHD and nearly two thirds of them have one or more psychiatric problems too. So rare is it to find ADHD without ‘co-morbidity’ (overlap with other disorders) that perhaps we should think about it as a cluster of problems and accept the fact that pure diagnosis is impossible.

At the top end of our age range, adult-like psychiatric illnesses such as schizophrenia and bipolar disorder may begin to emerge, though these are far less common. But the exact diagnosis may remain unclear for years. Often the disorder may be heralded by changes in mood or behaviour, or by simple oddness of personality, long before any psychotic episode. The adolescent may be handed on to adult services in an atmosphere of uncertainty that is difficult for everyone to deal with, not least the adolescent himself.

Why do so many people get involved?

From what we have just said, it will be clear that children and adolescents with problems are affected in many areas of their lives simultaneously. They may have multiple physical difficulties, each one of which may not seem serious in itself but which together may undermine self-esteem. They may have speech problems or learning difficulties. They may be emotionally distressed and disturbed in their behaviour. These problems may lead to tension at home, poor peer-group relationships and difficulties in school. There may be times when neither they nor the adults around them can cope.

So in order to help we need to take a holistic approach – looking at every aspect of the child’s needs together. People from many different disciplines will assess the situation and add their expertise to the treatment package. These may include child and adolescent mental health workers (psychiatrists, psychologists and psychiatric nurses), community or hospital paediatricians, paediatric neurologists, educational psychologists, speech and language therapists, occupational therapists, physiotherapists, social workers, GPs and health visitors. This can be bewildering for children and parents at the centre of it all. The confusion will be lessened if roles are spelled out clearly and everybody works in cooperation with each other, rather than passing the family on as if it were a relay race.

What treatments will be needed?

This depends on the disorder involved and later chapters will describe these in detail. But it is rare for there to be one ‘magic bullet’ that will do the trick. Most disorders require a package of treatments that may involve medication as an adjunct, a back-up, to a behavioural programme linking home and school. Some problems may need more ‘talking therapy’ to help uncover the root of a child’s difficulties, to address his distorted beliefs about himself and the world, and to support the family with the tensions placed on their relationships. Wherever possible, this will be carried out in the community, keeping the child in his normal environment. Just occasionally, an adolescent with an illness in a critical state may need to be treated more safely and effectively in a specialized in-patient unit.

The very mention of medication is a reminder that treatments are not without controversy. Vital though they may sometimes be, medications such as antidepressants have to be used very cautiously for children and adolescents, in whom side-effects are easily underestimated and efficacy  overplayed. We should always remember that the child’s brain is a developing organ and the potential benefits of medication have to be weighed against the uncertainties of how the brain may be affected over the years.

In all cases, a single form of help like medication has to be set in the context of the whole treatment package, including sorting out the practical problems that the child’s disorder may have caused. At best, the combination of medication such as Ritalin (methylphenidate) in ADHD, a behavioural programme and practical help may allow the normal processes of development to have a better chance at home and in school, at a critical stage in a child’s life.

What are the implications for services?

As we have seen, the problem may not be that too few services are involved, but too many – often at different times, tackling particular crises then withdrawing again until the next crisis occurs. No one seems to hold in their care the whole trajectory of a vulnerable child’s needs, from fallopian tube to adulthood. For example, we know that the transition from primary to secondary school is likely to be particularly difficult for a child on the autistic spectrum (see Chapter 11). Such a child may find it impossible to place himself in someone else’s shoes, see the world from their point of view and make compromises between his own and their wishes – the task for all adolescents in secondary education. The essence of continuing care would be to anticipate such difficulties, build on the child’s strengths to deal with them, intervene when that is not enough, and inform and support the parents and teachers involved. Short-term aims within a long-term plan.

It is difficult to see how this could be achieved without services for children and adolescents becoming joint in every sense – jointly commissioned and financed, jointly assessing the profile of vulnerable children in their area, and jointly implementing care from their pooled resources. There are examples of such joint working already in the UK, often (ironically) where resources are thinnest and creativity under enlightened leadership has become a necessity.

Have I caused my child’s problems?

Past writers have implicated parents in their children’s problems on at least four levels – predisposing them to problems; precipitating the problems; prolonging the problems; and participating in the consequences of the problems. All this has heaped guilt on the heads of parents who may already be distressed. So what is the truth?

It would be foolish to deny that parents may pass on a genetic vulnerability to a particular disorder. Twin studies and adoption studies have shown that there is a strong hereditary link in disorders as different as ADHD and depression, and the hunt is on to identify the genes involved. It would also be foolish to deny that disturbed relationships in a family could create an atmosphere in which such vulnerability comes to the surface. In extreme cases, parental abuse can cause a disorder afresh. It is also possible for family life to become so organized around the disorder that it is difficult for everyone to get back to normality when the child has recovered. Indeed, warring parents might be diverted from their own difficulties by having to concentrate on a sick child. Subconsciously at least, they might then have a vested interest in that illness persisting.

But this is a very long way from saying that most childhood disorders are caused by the parents in some sense. Except in those rare cases of abuse from which the child needs rescue, the parents are often equal victims of the disorder and the disruption of family life that may ensue. They will need help and support too, so that their child can draw upon their strengths. In this way, the parents become part of the solution, not part of the problem.

What level of help might be needed?

There are three broad levels of intervention possible, in proportion to the seriousness of the disorder. Take, for example, problems with eating.

Many young children develop food fads that are a normal part of growing up. Parents need little more than reassurance that this is so. Indeed, to focus on them too closely might encourage the behaviour.

Some pre-pubescent girls begin selective eating, such as avoiding certain foods, which is potentially more serious. Their general development may still be on track, but help in the form of advice and support may be needed to avoid this slipping (as it may do in 50 per cent of them) into a full-blown eating disorder.

The eating disorders themselves (anorexia and bulimia; see Chapter 15) are psychiatric illnesses that are classically associated with adolescence but are occurring at earlier ages these days and may persist into adulthood. Anorexia involves a complicated interaction between cognitive distortion (thinking that you are fatter than you are), eating behaviour (selective and restricted food intake), and the physical consequences (including starvation and extreme emaciation) that may in turn affect cognition and so on, in a vicious circle. The outcome is potentially fatal, and child and family need referral for specialist help.

However, would it not make sense if we were able to prevent some of these disorders occurring in the first place, rather than ‘fire-fighting’ once they are established? In the case of eating disorders, this might involve social measures to prevent adolescents being bombarded with images of slimness; but in other situations we can be much more specific than this.

We know that women who misuse substances during pregnancy (smoke heavily, take cannabis regularly, are addicted to opiates or drink to excess) risk harming their babies in a number of ways. The baby may be born prematurely and underweight. The proper care of the baby may be undermined by the mother’s lifestyle. And in extreme cases, the baby may be born with an opiate addiction of its own, from which it will need to be carefully withdrawn, or with a more permanent condition such as foetal alcohol syndrome. Helping the mother to reduce her substance misuse, at least during pregnancy, may spare her baby the consequences – therapy in utero!

Clinical scenarios

Now let’s put some flesh on the bones of this discussion. Here are half a dozen typical scenarios with an explanation of what issues are important and what type of intervention might be needed in each case.


Gareth is a four-year-old boy who has invaded his parents’ bed. It started when he woke with a nightmare and they took him into their bed to comfort him; now it seems to happen every night. If he is put back into his own bed, he screams until one of the parents gets up, climbs into Gareth’s bed with him or brings him back into theirs. Everyone is giving the parents advice. Some say Gareth will grow out of it by himself; some say his parents will have to be cruel to be kind.



Commentary. This is a very common problem, but a difficult one none the less. It is not good for a growing child to be dominating his parents’ private life in this way, though we might want to be sure that he is not being ‘used’ to protect one parent against the sexual advances of the other! The parents will first need to agree that they will stick together to resolve the situation. They must be prepared to put up with it getting even more stressful for a while when Gareth tests them out – and he will.

Both parents should talk to Gareth together. They should tell him that they will keep him in his own bed when he screams to come into theirs and that they will return him if he slips in of his own accord. They should carry it out firmly, no matter what Gareth throws at them, taking it in turns to deal with the situation. They should be reassured that no four-year-old is likely to keep it up for longer than a week or so, but they may not get much sleep in the meantime.

Everyone will need a reward when it’s all over. For the parents, part of this will be the realization that they have successfully tackled something that is a common feature of childhood development, is not a sign of any abnormality, but often becomes a problem for those of lesser resolve.


Rhian, aged five, is referred to the child psychiatrist at the request of her parents. Her two-year-old brother has been in hospital for many weeks with meningitis and its complications. Her mother has spent most of her time at the hospital bedside. Her father, struggling to stay in work and support his wife and son, has had little time for Rhian. There have been increasing rows at home between Rhian and a rather strict paternal grandmother who has been brought in to help out. Things came to a head when Rhian was punished for smashing up some of her brother’s toys and shouting, ‘I wish he would hurry up and die so that Mummy can come home!’



Commentary. It is just such a situation, where everyone is trying to contain their anxiety, that is likely to be blown apart by a five-year-old’s honesty of emotion. Rhian might well be feeling jealous of a little brother anyway and is understandably angry that his illness has taken her mother away from her. She may not even know what ‘dying’ means, but if it would get everything back to normal, what more natural than to wish for it to happen? In fact, if her brother did die, Rhian would probably feel, at this age of magical thinking, that she had caused it – and would be as devastated as everyone else.

Perhaps it is time for someone to be honest with Rhian. She could be taken to see her brother in hospital and have the situation explained to her in language that she might understand. A way might be found for her to contribute to his care and to give her some special reward for doing so. Children are often made more curious than upset by visits to hospital, but the adults will need a lot of reassurance to allow this to happen.


Darren is eight years old and causing problems at home and in school because of his disruptive behaviour. His mother is struggling to bring up three children on her own on very little money and in poor living conditions. She has virtually lost control of Darren, who spends most evenings out late, hanging out with older boys. At school, Darren is often taken out of class because he fidgets, wanders about or interrupts the teachers and other pupils. He has been banned from all school trips because the bus driver says he is dangerous. He ruined everybody’s day on the last trip because the teachers had to spend their time looking for him. He has been referred to the educational psychologist at the request of the school because ‘he must be hyperactive . . .; will you put him on that Ritalin, please?’



Commentary. On first impression, Darren does fulfil the triad of overactive, disorganized behaviour, short attention span and impetuosity that is typical of a child with ADHD. And his behaviour does seem consistent across every context in which he lives – home, school and community. Unless he is helped to change his behaviour, relationships at home will reach breaking point, he may well be excluded from mainstream education, and he is likely to get into trouble with the police with other boys.

However, before making a diagnosis of ADHD we would have to be very sure that Darren’s behaviour is not simply a reaction to his living situation. If he is found to have the disorder, medication should be only an adjunct to a behavioural programme. Darren’s mother and teachers, who are at their wits’ end with him, will need a lot of support to switch to a positive approach, and both programme and medication will need regular monitoring over the years.


Tom is a twelve-year-old with Asperger’s syndrome, a disorder on the autistic spectrum that means he has difficulty understanding some relatively simple things unless they are spelled out to him in detail, even though he has a high IQ. He has few friends because he is demanding, bossy and unable to see the world from anyone else’s point of view. He often gets into fights when he feels he has been unfairly treated and his end-of-term reports betray his teachers’ increasing exasperation. Help is sought after he is banned from the swimming pool for hitting a young girl who splashed him. Tom says this wasn’t fair because it was her who had broken the rules by diving in.



Commentary. The move up to secondary school, coinciding as it does with the demands of adolescence, is always difficult for someone on the autistic spectrum, whatever their intelligence. Unless teachers are made aware of the problems that Tom is likely to have with some kinds of work, they will be disappointed by his performance. Reports will be just a description of Asperger’s syndrome itself.

Fairness is very important to someone like Tom and it is no surprise that he should lash out when he feels he is a victim. But it is little use trying to appeal to a moral code in which boys don’t hit girls. Tom just would not be able to appreciate it. Better, perhaps, to point out that he gets into trouble when he does it, that it is a nicer life when he isn’t in trouble, and it is therefore better for him if he controls his temper – even if he feels she deserved it!


Sharon is a fifteen-year-old schoolgirl who has gone to her GP because she wants to be put on the contraceptive pill. She has an active sex life and doesn’t trust boys to use condoms. Her mother dropped out of school when she became pregnant with Sharon and when she was not much older than Sharon herself. Sharon is bright, wants to go to college and is determined ‘not to make the same mistake as my mother’. She asks the GP not to tell her mother because she is a Catholic and would be sure to object. The GP is worried about the legal and ethical implications of not telling the parent of someone under age.



Commentary. This is the sort of problem that keeps doctors awake at night. Legally, it is covered by the very similar and notorious Gillick case in which a mother took action against a GP’s employers. The GP had put her daughter on the pill on the grounds that it was better to risk the wrath of Mrs Gillick than to have her daughter’s life ruined by a teenage pregnancy. The House of Lords, the ultimate court of appeal, found narrowly in favour of the GP. A ‘minor’ (a child under sixteen) is able to opt into (though not out of) treatment against the parents’ wishes, or without their knowledge, provided that the child is able to understand what she is doing and its consequences – and that efforts are made to involve the parents as soon as possible.

Sharon would certainly satisfy these criteria, but this doesn’t lessen the anxiety for the GP. Lurking under all this, of course, is another legal and ethical issue. If Sharon is having sex at fifteen, the man involved is committing a crime. But in a consensual situation in which Sharon is likely to deny it, there is unlikely to be enough evidence to bring about a charge. The GP should make sure that Sharon knows about the dangers of sexually transmitted diseases.


Annette has had increasing amounts of time off school with headaches and stomachaches that have been investigated by her GP and paediatricians without any organic cause being discovered. At sixteen, Annette’s once promising academic work is falling off rapidly and she won’t now get the sort of GCSE results everyone expected. Relationships at home are strained because of financial pressures. Annette’s mother is being treated for clinical depression and spends a lot of time in bed. Her father is drinking heavily and often loses his temper. Annette spends much of her own life looking after her younger brother and sisters, cooking for them and making sure they get to school on time.



Commentary. Annette’s aches and pains could be interpreted in two ways. Children (and some adults for that matter) have a knack of converting emotional distress into physical symptoms that are no less real because they don’t show up on blood tests or X-rays. And Annette is certainly an adolescent under stress. What’s more, her aches and pains give her an opportunity to do something about her stress. By keeping her off school, they allow her to get between her warring parents, to protect her mother from her increasingly violent father, and to take over her mother’s role in looking after her siblings. In other words, Annette is caught in the classic trap of the young carer, and the services, if they are not careful, will collude in it.

It is right for adolescents to have a role in looking after problems at home, but not at the expense of their own lives. Annette needs to be relieved of the burden of her anxieties by the appropriate services becoming involved with her parents’ problems, freeing her to get back to school and her social life. She will also need a proper psychological assessment to make sure she is not herself clinically depressed. She has a heavy genetic loading from her mother, and children often show their depression in somatic (bodily) symptoms rather than classic mood disturbance.

A question of risk

Finally in this introduction to child development, we come to the vexed question of risk and the attitude our society has to childhood itself. As we have seen, many childhood problems resolve themselves with a little advice and reassurance; others require more prolonged treatment but are none the less curable. A minority are chronic conditions that render the child vulnerable at key points in life, especially those transitions from childhood to adolescence and adolescence to adulthood. To that extent, such children could be said to be ‘at risk’ of things going wrong. Since we can predict the difficulties they will have, it makes sense to plan for them in advance, by talking to teachers about how they might be handled in class, for example.

A small but important group of children is placed at risk, not because of any disorder of their own, but because of the poor quality of their parenting – neglect, emotional, physical or sexual abuse, or occasionally all four combined. The long-term consequences of such abuse are so dire that the abused child may himself become an abuser in turn, so that a history of abuse may run through several generations of the same family. There are legal structures and protocols for rescuing children where necessary, though tragedies still occur where the warning signs go unheeded.

Having said all this, risk is also a vital part of growing up. Children and adolescents must naturally take risks as they explore the physical world and its emotional relationships. The good-enough parent will encourage them to do so, whilst steering them away from the greatest dangers and being on hand to help out if it all comes crashing down around their ears. Parents who overprotect their children may cause just as much harm as those who neglect them. Sheltered from all experience of risk, such children may be unable to cope when they meet it outside the family home. Others may rebel in dangerous ways against the web their parents weave around them.

In other words, an optimum amount of risk is a healthy part of growing up. And yet we live in a society where adolescents are either pilloried for their reactions to the conditions we expect them to live in, or are so hedged about with red tape and regulations that they are in danger of becoming battery-chicken children – a society that exploits an idealized image of children and neglects their real needs. Perhaps we should be asking ourselves whether we really like children and adolescents, for their own sake. Which brings us back to the point where we began.

Dr Mike Shooter


INFORMATION

FURTHER READING

There are countless books on growing up and more are added to the pile every year. Readers should browse around and see what suits them best. In the meantime, here are a few that caught Dr Shooter’s eye.

Bee, Helen, and Boyd, Denise, The Developing Child, Pearson Education Inc., 2007.

Byron, Tanya, Your Toddler Month by Month, Dorling Kindersley, 2008.

Cohen, David, The Father’s Book, John Wiley and Sons Ltd, 2006.

Hayman, Suzie, Stepfamilies, Simon and Schuster UK Ltd, 2005.

Highe, Jackie, The Modern Grandparents’ Guide, Piatkus Books, 2008.

Livingstone, Tessa, Child of Our Time: Early Learning, Bantam Press, 2008.

Mann, Sandi, Seager, Paul, and Wineberg, Jenny, Surviving the Terrible Teens, White Ladder Press, 2008.

Morris, Rachel, The Single Parent’s Handbook, Pearson Education Ltd, 2007.
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