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Sula Wolff

It is with great sadness that the Executive Committee write to inform you of the death of Dr Sula Wolff. She was a major figure in the development of child psychiatry in this country, and made very important contributions to our understanding of Autistic Spectrum Disorders. She was also an inspiring teacher, and there are many child psychiatrists in the UK and abroad who were first inspired to specialise in child psychiatry as a result of her influence. Our sincere condolences go to Dr Wolff’s family at this difficult time. 

A formal obituary will be published in a forthcoming edition of the Psychiatric Bulletin.

Editor’s column

THIS WILL BE THE FINAL PAPER COPY OF THIS NEWSLETTER!!!

At the AGM in Dublin a unanimous vote decided to change the newsletter from the current paper version to an electronic version. The college currently has email addresses for 85% of members so if you don’t already receive information via email then please contact the college and provide your email address:

membership@rcpysch.ac.uk
Kay Harvey
In this issue…

We have updates from the Executive in The Chair’s report from Margaret Murphy…the Finance officers report from Tony James….and an update on training from Brian Jacobs.
We have information for trainees from the new trainee representative, Sunanda Ghosh….and the winning medical student essay prize from Rona Forrest.
….and finally information about courses that may be of interest to you.
The Chair’s Column 

Margaret Murphy
Dear Colleagues,

This is my first column as Faculty Chair and I have the good fortune to be reporting back on what was an excellent annual meeting in Dublin.  The annual meetings provide not only a valuable opportunity for formal CPD but also opportunities for meeting new colleagues and exchanging ideas as well as catching up with old colleagues and friends. Our Irish hosts set a formidable standard for future years in terms of their hospitality, which included a State hosted reception at Farmleigh House in Phoenix Park.  Emily Simonoff and the programme committee changed the conference structure to run a series a parallel sessions which meant a broader range of subjects areas were covered,  so whatever your CPD needs there was likely to be something of interest, this proved to be highly successful and is likely to be the structure for future years.  

As I write the political party conference season is well underway with all parties promising cuts in public spending and hard times ahead. The College has in anticipation collaborated with the NHS confederation and LSE to raise awareness of the impact of the economic downturn on mental health and mental health services.  Young people are likely to be hit hardest by the retraction in the job market, with those who are already disadvantaged being most affected. One of our tasks as a Faculty is to try to ensure that the needs of children and young people are in the public mind and that the recommendations of the CAMHS review in 2008 and the hoped for CAMHS service improvements across the UK jurisdictions don’t become casualties of the recession. As a Faculty, together with the College we are looking at ways of getting the message across that improvements in specialist CAMHS are needed and that such improvements have the potential to not only relieve distress and suffering now but save public monies in the longer term. As part of this process we are revising the paper ‘Building and sustaining specialist CAMHS’ which many of you have found useful in negotiating with managers and commissioners. You also might be interested in the Work by Action for Children - in their report Backing the Future available on their website makes the case for investments in children’s services.
Relicensing and revalidation are about to start. The Royal Colleges are all taking a lead role in this process. More information about revalidation for psychiatrists is available via the College website. As A Faculty we will be involved in helping to develop revalidation for Child and Adolescent Psychiatrists – we are fortunate in being able to draw upon the skills of Brian Jacobs and CAPFECC as part of this process.
The College’s advice is regularly sought in relation to public policy and the policy unit within the College has played a major role in influencing public policy and making the case for better mental health services. A current major policy review is the New Horizons document – the successor of the NSF for adults, one of the key recommendations is the need to focus upon children’s mental health and supporting parents if we are to improve the mental health of the population in general. 
The College is entirely dependant upon the involvement of its membership and the regional representatives are key to this relationship.  Together with the regional representative network we are looking at how to strengthen the engagement of the membership across the country. In some divisions the child and adolescent psychiatrists meet together regularly for CPD and to network. 

We have challenging times ahead and hopefully we can use our Faculty and College to help us face them together.
Margaret Murphy
Chair of Child and Adolescent Faculty

margaret.murphy@cpft.nhs.uk
Finance Officer’s Report – September 09.
Tony James
I have taken over the post of Finance officer from Dr Jonathan Lovett as from June 2009. I am very grateful for Dr Lovett’s thorough handover.  I am also particularly grateful for support of the Finance Department of the College. A new financial information management system has been introduced (August 2009) which will allow us to keep a more up-to-date review of the finances of the Faculty.
The Faculty’s opening balance on 1st of January 2009 was £94771.  Over the last 5 years expenditure has exceeded income, and as such as the Faculty’s financial balance has reduced from £115, 491.23 in January 2005 to £95,073.54 in January 2008. It is clear that we have been gradually spending more, as agreed, in line with our aims of supporting our projects including charitable projects. Indeed, the trend of planned expenditure accelerated in the 2009 budget leaving a potential reserve of only £7K. As the new Finance officer I have advised caution. The financial situation generally is unsettled, and although the College Finance Committee has done well in maintaining a positive cash balance for the College*, it is clear that all Faculties need to be prudent by careful management of resources. The Faculty’s main income is from conferences: recent attendance at the annual residential conference has fallen. I would suggest we need to set a target of increasing income before committing the Faculty to the current levels of expenditure. 

The financial interdependency of the Faculty and the College is crucial. This is not always an easy relationship, but one where I think the Faculty will benefit by maintaining a positive stance. Indeed the College’s Finance department have been helpful in clarifying areas of potential disagreement. One such area is the College’s development fund. The College Financial Management Committee (FMC)  have proposed increasing the development levy - that is the money levied by the college on all college income from conferences – from 15%  to 20%. This proposal was recently rejected by the Trustees; however, we should budget to allow for this. Clearly, if agreed this will substantially impact upon the Faculty’s income.  This year the FMC and college treasurer imposed a £2K sum on the Faculty to cover the College’s Fair Deal Campaign. The Fair Deal Campaign was agreed by the College Trustees. Unfortunately, there was an unforeseen budget overspend which several, but not all, Faculties were directed to contribute to. I am assured that this financial hiccup has been recognised, and measures are in place to ensure, as far as possible, further losses will not be incurred.  

Below is a list of current projects agreed at the September Executive meeting: 

1. The Kenya project. 
This highly regarded project has now given rise to two successful educational events.  The project has been running for 3 years and I understand the project will be coming to end in this financial year. The expenditure this year was £5,974 

2. SpR / Higher specialist training conferences. 
The Faculty has funded annual conferences since 2006. The Faculty contributes in the College Development funds through a 15% levy on all gross receipts for any Faculty academic event. Recently, the College Finance Management Committee has ruled that the Faculty’s support of the Higher Trainees’ Conference would be subject to the Development Fund obligation of 15% thereby increasing the costs.  Cost in 2009 £2300
3. International bursaries for Psychiatrists
The executive will have to decide whether to continue funding of this project; as Dr Lovett pointed out in his report on 26th May 2009, it is an expensive option and £5K was allocated in the 2009 budget.

4. Medical student electives in Child and Adolescent Psychiatry
There is a question whether these need to be continued In the 2009 budget £2.5K was allocated and take up has not been as high as we anticipated.                                     The cost of all prizes and honorariums in 2009 was £5,500.  
5. Financial support to the CAP Addictions Special Interest Group  
It is not clear whether this should be funded in preference to other specialties in child and adolescent psychiatry. In the 2009 budget was £1040
6. Teaching the teachers DVD 

This project will soon be closing. The expenditure this year amounted to £5K with £1.6 K for an evaluation
7. Trainers programme Directors’ grants 

The take up of this has been patchy. There are considerable costs involved and £15K allocated in 2009 budget. This is to be reviewed. 

8. Training Programme Directors’ conference
The Faculty funded this to launch the new curriculum. The executive will have to decide whether to continue to fund this.
9. Developing a Child and Adolescent Psychiatric Surveillance System (CAPSS). 
There is a request for a second year of funding for this initiative after a £4.5K pump priming.
10. College’s current Fair Deal Campaign
The Faculty was required to pay £2,599 this year.  As noted above this expenditure was not foreseen.  There is a need to ensure that this campaign reflects the interests of children and adolescents.

The Business plan for 2010 has to be finalised by October. As finance officer I am proposing a couple of measures which I think will add stability to the budget:
· A financial reserve of three years’ administrative running costs amounting to £30K.

· Each project manager must keep yearly accounts. Money not spent within the year will be retained by the Faculty. Project managers can re-apply for any grant under spent but this cannot be guaranteed.

* the College Finance Committee maintained a £8, 000,000 cash balance during 2008/9 Please contrast this with the American Psychiatric Association which lost $50, 000,000 in the same period through maintaining investments at a time when the stock market fell.. 

Tony James

Finance Officer

CAPFECC update
Brian Jacobs
CAPFECC has not met since the last newsletter but is due to do so in early October. 
Core Training Years 1 to 3 (equivalent to the old ‘SHO’ training) 

As you are aware under the old regulations for training it was compulsory for trainees to have at least 6 months placement in developmental psychiatry (child and adolescent psychiatry or learning disabilities).The regulations have recently changed so this experience is no longer compulsory. However, the curriculum for core training does still require all trainees to have competencies in developmental psychiatry and trainees are not eligible to complete the MRCPsych examination unless they have demonstrated competencies in developmental psychiatry. 
I met with the Heads of the Schools of Psychiatry at the end of September on behalf of our Faculty to discuss the change in the regulations. Whilst they express much support for the importance of developmental psychiatry, they were very reluctant to insist that all trainees must have a 4 or 6 month placement or that gaining membership should be dependent upon passing a CASC in developmental psychiatry. However, they said that they are unaware of any difficulty for anyone who wanted to get a developmental psychiatry post. Margaret Murphy has subsequently been told they do not anticipate any difficulty in the future related to the change in regulations and considered that the curriculum requirements and ARCP process should together ensure trainees do gain the competencies required. 
The College’s recently published guidance on postgraduate training in psychiatry (now available via the website - http://www.rcpsych.ac.uk/pdf/StRGuiderrevised%2015%20September%202009AB%20CD.pdf) stipulates that core “Trainees should play an active part in patient care and not be expected to adopt a passive observer role ‘’ in CAMHS placements. Moreover, the guidance states that the experience should include extensive community experience and include both medical and psychological approaches to treatment.
I have been set the task of assembling any evidence of problems in relation to experience/ training in developmental psychiatry..  So please let me know if you are aware of trainees who are not able to obtain a placement in developmental psychiatry or whether as a result of the changes in regulations any placements have been withdrawn.  You should be able to find out by contacting the local college tutor who is responsible for core training.

There has been some disquiet expressed at Faculty Executive meetings at the notion that a good trainee who is not interested in developmental psychiatry should be able to get the requisite experience to demonstrate their required competencies through attaching themselves to a CAMHS team for one or two sessions each week whilst in another post. They would still have to formally  demonstrate their competencies. Our Dean made it clear in the Heads of Schools meeting that the relevant child and adolescent competencies are those that form CT1-3 level competencies in the Child & Adolescent curriculum. You may want to consider how such a trainee might formally demonstrate acquisition of such competencies without exposing your child patients to the risk of poor interviewing in a workplace-based assessment. One possible solution, if you consider this a serious problem, would be to request the Deanery to pay for use of a child actor as is done in the CASC exams. However, I am unsure whether they would support such a position!

All of this means that I would really want to encourage you to become involved in helping to organize CT1-3 training. Perhaps I hear groans because of the many calls on your time? My reply - it could be fun and it will be important. It will be child psychiatrists involved as educational supervisors and sitting on ARCP panels at CT1-3 who will ensure that this is carried out rigorously in relation to our speciality and that competencies are properly met. That way the intention of the College will be met and trainees will really want to get a child and adolescent placement as part of their first 3 years of higher training.

ST4-6 training 
The child and adolescent curriculum proposed by CAPFECC has been accepted by PMETB and now appears on the College and PMETB websites. Although the competency on teaching does not appear in this curriculum, CAPFECC is asking Training Programme Directors (TPDs) and trainees to try to achieve these competencies. We will try to get this formally included as soon as possible. We are very keen to get feedback from TPDs about the ARCP process and how the curriculum is used to support this process. 

We intend to hold a TPD one day conference in 2010 and I will be emailing details of this to TPDs in due course.

TPD grants 
These continue to be available during 2009, so if you have not applied for a grant to allow additional training experiences for all your ST4-6 trainees, please contact me for a proposal form. Whether these grants will be available in 2010 is uncertain.
Medical Student Prize
The prize has been won this year by Rona Forrest of Glasgow University with an excellent essay which is being printed as part of this newsletter. Congratulations to her and we hope that she will join us at the residential faculty meeting in 2010.
The purpose of all the Faculty Education and Curriculum committees is being considered at College level currently. I have a clear view that this committee is very important for Child & Adolescent Psychiatry. In discussion with the Faculty Executive, we have agreed to take on responsibility for revalidation and recertification issues relevant to our Faculty. This will be important to us all but how much of a role the College will have is yet to be seen. The College is likely to require us all to undertake 10 case-based discussions over a five year cycle of revalidation as a part of this process as well as providing 360 degree assessments as part of our appraisals.

Feedback from surveys on in-patient services for children and work in the Family Courts…

Finally, I want to thank the Faculty membership for helping me with two separate surveys recently. 
Firstly, I asked for information about the use of child psychiatry inpatient services for children aged less than 13 years. Over 400 of you replied. Your responses indicate the patchy availability of such services currently. Nonetheless 240 of you had referred to these services in the past two years and most of those who responded had referred more than one child. There have been some difficulties with funding but not as much as I thought. About half of those responding have used paediatric beds for psychiatric cases and most of you do not think this is usually satisfactory. With CHIPSIG, I am trying to explore national funding for the remaining child psychiatric beds for children under 13 years. As part of this, I may be seeking further information from you. I am very aware that the distribution of beds for children across the UK is not even. My priority is to try to protect the current units from further closures before lobbying for an expanded service.
The second survey is still underway and concerns government plans to make the work of the Family Courts much more open to the press as well as limiting fees payable to expert witnesses. It does look from the responses so far that there is considerable concern among child and adolescent psychiatrists about these proposals and that many would reduce or stop such work if this happened. If you have not responded to the survey and would like to do so, the web link is: http://www.surveymonkey.com/s.aspx?sm=h3xY80pkZPSNgzS5um9Ztw_3d_3d
As ever, I am very grateful for your help with providing information through these surveys. It means that I and other members of the Faculty Executive can represent your views and experiences with authority to various bodies rather than guessing what you might think or asking our friends!

Best wishes for the autumn,

Brian Jacobs

Chair of CAPFECC

b.jacobs@iop.kcl.ac.uk
Trainees report
Sunanda Ghosh
I am writing as the new National Representative for SpR's and Higher Trainees. Taking over from my predecessor, Jo Barker, I simply must start by thanking her, not only for how she has performed her role, but also for all her support and help to prepare me for this task. 

While writing this article, my mind goes back to the recent conference in Dublin. 

The keynote speakers at the symposium on perspectives of adolescence reflected on how adolescence has changed and the historically unique nature of contemporary adolescence. The same could be said about being in training at present. As higher trainees, we are privileged to be part of a group which includes the last batch of the SpR’s as well as those who recently joined after training as ST1-3. This unique mix brings up interesting insights into our training. It is helpful that we now have an updated curriculum to use as guidance for our training. At the Annual General Meeting, Brian Jacobs advised trainees to raise any concerns they may have about their training with their training programme directors . 

I have several other memories of the conference, but one that stands out for me as a trainee is the impromptu meeting amongst higher trainees held on the campus grounds. We discussed the need to increase the membership of the CAP-SpR google group, as this newsletter and opportunities for us to meet face to face are few and far between. The google group can be a more effective way of interacting with each other. 
Trainees can join the group by following this link:
 http://groups.google.com/group/cap-reps, or by sending me an email. 

Finally, from one conference to another. The next annual Child Psychiatry Higher Trainee/SpR conference will be held in Cambridge on 30 April 2010. My Cambridge colleagues and I are working hard to make the conference a success. Please make a note of this date in your diaries, and we shall keep you posted about our plans through this newsletter and via the google group.

In the meantime, please contact me if you have any particular issues that you would like to draw my attention to. 

Sunanda Ghosh

National SpR/ST4-6 Rep

ST6 in East of England Deanery

cap.sprs@gmail.com

sunanda.ghosh@gmail.com

Prizes awarded at the Annual Residential Conference 2009

Emily Simonoff

The winner of the Margaret Davenport prize, for the best oral or poster presentation by a Specialist Registrar, was awarded to Dr.Marinos Kyriakopoulos – congratulations!

The Medical Student Essay Prize was awarded to Rona Forrest, a fourth year medical student from Glasgow University. Her extremely well written and thought provoking essay is printed below.

Emily Simonoff

Academic Secretary

Medical Student Essay Prize, 2009 Winner 
Rona Forrest
Are child and adolescent psychiatrists right or wrong to call badly behaved children and young people conduct disordered? 
Please discuss the evidence.

Introduction

Costello and Angold(2001) rightly state that conduct disorder is:
‘…by many centuries the oldest of the diagnostic categories used in contemporary child psychiatry. Long before psychiatry and psychology were born, people agonised over what to do about out-of-control children. We are still agonising.’ (1)
But when does bad behaviour become Conduct Disorder? In this essay I will outline the principle features of Conduct Disorder as it is defined at present, and discuss some of the arguments for and against attributing this term to certain “badly-behaved” children.

Conduct disorder is perhaps best thought of not as a single diagnosis, but as a term used to describe “a syndrome of core symptoms characterised by the persistent failure to control behaviour appropriately within socially defined rules.” (2)

This involves three overlapping domains of behaviour:
1. Defiance of the will of someone’s authority

2. Aggressiveness

3. Antisocial behaviour violating the rights, property or person of others (2).

Behaviour of this type to a certain extent is considered normal in children, but it is when this destructive behaviour begins to significantly affect others and the child’s functioning in a wider societal context that it may be considered a problem. 

However, what is considered “societal norm” is flexible and very much culturally determined, for example Chinese societies tend to have a greater emphasis on conformity than western societies, although some religious groups in the west may be even more demanding in this respect (3). Inevitably, primary care physicians, mental health professionals, social workers and those involved in the juvenile justice system such as police will all view antisocial behaviour differently according to their own cultural views and professional roles. Whilst punishment may be top of the agenda for police in response to a young person committing an offence, the aim of a psychiatrist may be to understand the reasons for the act, and consider treatment options and how best to tackle the underlying problem.

Should it be considered a psychiatric problem?

Whether or not the job of assessing and treating conduct disorder should fall to child and adolescent psychiatrists has also proved to be a controversial topic. There have been suggestions that where conduct problems appear to be socially determined and require discipline and behaviour modification, then management should be perhaps be the role of social services, educational professionals or voluntary agencies rather than mental health professionals who may be more well equipped to deal with problems that have a clear course and require obvious clinical care. As consultant child and adolescent psychiatrist Dr Greg Richardson points out, “There is a difference between psychiatric illness and disturbance by life's circumstances.” (4)

Epidemiology

Conduct Disorder is considered to be the most common psychiatric condition in childhood and adolescence, accounting for 30% to 50% of referrals in some clinics

(5,6). Since definitions and diagnosis of the condition vary, reports on epidemiology differ, but overall it is believed that 5-10% of children suffer from problems as part of the Conduct Disorder/Oppositional Defiant Disorder spectrum (6,7), presenting what Angold & Costello describe as “a gigantic public health problem.” (1)

Whether or not this knowledge is helpful is also debated by some clinicians. Dr Nick

Child suggests that whilst it may provide “scientific satisfaction” to psychiatrists to be able to label a disorder and know how common it is, this is not actually helpful in treating the condition since there is such a wide range of behaviours involved and management must be tailored to the “unique predicament” of the child, their family and their wider societal system. (8)

Diagnosis and Classification

The World Health Organisation’s International Classification of Diseases, 10th edition (ICD-10) describes Conduct Disorder (CD) as ‘a repetitive pattern of dissocial, aggressive, or defiant conduct’ and divides it into six subgroups as follows (9):
1. Conduct disorder confined to the family

2. Unsocialised conduct disorder

3. Socialised conduct disorder

4. Oppositional Defiant Disorder (ODD)

5. Other conduct disorders

6. Conduct disorders, unspecified
The classification of CD into these groups is very much arbitrary as each is not a distinct condition in the way that many physical illnesses are. The American Psychiatric Association’s system of classification, the Diagnostic and Statistical Manual, 4th ed (DSM-IV) classes conduct disorders, oppositional defiant disorders and ‘attention deficit/ hyperactivity’ disorders under the heading of ‘Attention deficit and disruptive behavioural disorders’, whereas ICD-10 regards ‘hyperkinetic disorders’ as a separate category. DSM-IV also further classifies conduct disorder according to age of onset, whether this be childhood onset or adolescent onset. It defines the condition as ‘A repetitive and persistent pattern of behaviour in which the basic rights of others or major age-appropriate societal norms or rules are violated…’ The severity of the disorder is determined by the presence of a number of 15 ‘severity specifiers’, of which three or more must have been manifested in the previous 12 months, with at least one in the last 6 months, for a diagnosis of Mild CD to be made. These include bullying, deceitfulness or theft, cruelty to people or animals, and various means of destruction of the property of others, as well as methods of causing physical harm. Again, these criteria are arbitrary to some degree, but are useful in giving a taste of the types of behaviour which may be considered conduct disordered according to child and adolescent psychiatrists (9,10).

Conflict arises with reference to the fact that conduct disorder is included in the

International Classification of Diseases and the Diagnostic and Statistical Manual on Mental Disorders, with some groups of mental health professionals arguing that conditions such as this must be considered more broadly, that this is too limiting and such a medical model cannot be applied to a field as varied and complex as psychiatry. Nunn, Nichols and Lask point out that “Clinical wisdom is not easy to capture in a systematic way” (11) and that instead of considering mental health problems such as conduct disorder as disorders or diseases, suggest that they could be classed as “Experiential difficulties.” (11)

Biological factors

The biopsychosocial model is a key consideration in all forms of psychiatric illness.

Several environmental factors have been shown to contribute to the development of conduct disorder, including family environment (discipline, parenting, etc), poverty, ethnicity, schooling, maltreatment and peer influences (7,12). As a result of extensive research regarding its aetiology, a number of biological risk factors have also been shown to be associated with conduct disorder.

Research into specific gene polymorphisms associated with CD is a fairly recent area of interest and as yet little has been discovered. In 2005, one study identified regions of chromosomes that are likely candidates for exhibiting polymorphisms related to conduct disorder. However, no polymorphisms have been specified and the region has not been replicated (12,13). The gene which has been most extensively studied as being a potential factor in the development of conduct disorder is the MAO-A promoter polymorphism. This gene encodes the enzyme Monoamine Oxidase A (MAO-A), which catalyses the oxidation of monoamines, a type of neurotransmitter which has been linked to aggressive behaviour in mice, and among men in a Dutch family pedigree (12,14). 
It is thought that, while not being solely responsible for the development of conduct disorder, the presence of such genetic vulnerabilities may render a child more susceptible to developing problems if exposed to other risk factors, notably maltreatment (14). The interaction of maltreatment and genetic susceptibility has been shown to predict four measures of antisocial outcome, including diagnosed adolescent conduct disorder and a personality assessment of aggression. This link between MAOA genotype and CD has been shown to be statistically significant in a meta-analysis of a number of replication studies (15). This is particularly interesting as reports of links between genes and disorders frequently have poor replication records.

Whilst it is unlikely that the knowledge of such a polymorphism being associated with conduct disorder will be used diagnostically, it is encouraging for a number of reasons and supports the argument for child and adolescent psychiatrists describing certain children’s behavioural problems as conduct disordered, since the matter may in fact be partially out with their control. In addition, the evidence of a genetic factor may prevent clinicians and parents from attributing too much to environmental factors and expecting too much from alteration of these factors. It may also be of comfort to parents who feel “what have we done wrong?” to know that their child’s antisocial behaviour may have a genetic influence rather than being solely environmental. Further research into gene environment interaction will help clinicians to understand more about how brain mechanisms may link with conduct disorders and gene variations. This also highlights the important contribution to research of the aetiology and mechanisms underlying conduct disorder that child psychiatrists with clinical understanding can make.

In terms of familial genetic liability, there is substantial evidence from twin and adoption studies that conduct problems, assessed both dimensionally and categorically, are heritable (12,16,17). What is more important, however, is establishing how this genetic liability interacts with environmental factors to determine whether or not a child develops conduct disorder.

One twin study illustrated that the experience of maltreatment lead to a 24% increase in the probability of diagnosable CD developing in children at high genetic risk, whilst this value was only 2% among those at low genetic risk (18).

One other interesting biological concept suggests a link between autonomic function and antisocial behaviour, with a slow heart rate or low resting pulse rate having been proved to be the most well replicated biological correlate of antisocial behaviour in a meta-analysis of 40 studies (19). There are two proposed theories for why a low level of autonomic functioning may predispose to antisocial or conduct disordered behaviour, outlined below:
1. Fearlessness theory

Suggests that when at “rest”, autonomic functioning is such that these children exhibit a lack of anxiety and fear. Fearlessness may predispose to violence or antisocial behaviour as such actions require a certain lack of fear to carry out.

Additionally, this lack of fear contributes to poor socialisation since low fear of punishment reduces the effectiveness of conditioning. (20)
2. Stimulation-seeking theory

Suggests that a state of low arousal (i.e. decreased autonomic functioning) represents an “unpleasant physiological state” (21) and therefore those who engage in antisocial behaviour may do so in order to increase arousal levels to a normal level.

The two theories described above may complement each other since low arousal level may predispose to bad behaviour because it produces fearlessness as well as promoting antisocial stimulation seeking. In a large sample of children, behavioural measures of stimulation seeking and fearlessness and low resting heart rate at 3 years old predicted aggressive behaviour at 11 years old (21,22). Raine has also reported that the association between low resting heart rate and conduct disorder is stronger among boys who do not come from backgrounds with adverse social circumstances (23). He therefore suggests that this could indicate that there is a greater biological contribution to antisocial behaviour where psychosocial stressors are few or less likely to be a risk.

This again shows the role of biological factors in conduct disordered children and supports the role of child and adolescent psychiatrists and their argument for the diagnosis. However, it introduces the question of whether such factors should be considered part of the diagnostic criteria for conduct disorder, and other children merely labelled as badly behaved?
Conduct disorder and co-morbidities

A number of co-morbities have been found to frequently occur with conduct disorder, as documented by an extensive range of studies (6). Many symptoms often interact and overlap between this and other conditions, making them difficult to distinguish between. Most conditions which have been found to occur frequently in conjunction with CD are consistently supported by confirmatory research, leading to suggestions that there may be a common core psychopathology and pathobiology, although this has not yet been established.

Conduct disordered children’s antisocial behaviour frequently has such a large impact on others that co-morbid conditions may be overlooked. However, in clinical referrals co-morbid conditions seem to be extremely common.

Kazdin suggests that the idea of co-morbidity should not merely be confined to psychiatric illnesses and symptoms since conduct disorder has such a marked impact on many aspects of the child’s life. 
Domains of impairment affected may include:

- Other disorders e.g. depression, substance abuse

- Learning difficulties e.g. specific reading disorders, language delays, learning disability

- Dysfunctional peer relations e.g. rejection, absence of prosocial friends

- Deficits in prosocial activities e.g. participation in school, sport and extracurricular events/activities

Aside from the symptoms of conduct disorder itself, problems in any of the areas listed above may have an impact on treatment and long-term prognosis and therefore must be addressed appropriately. (24)

At present, knowledge about how, why and whether co-morbid conditions influence outcome is limited and this area “represents a major deficiency in the knowledge base among even the most promising treatments for conduct disorder.” (24)

The most common externalising disorder found to overlap with CD is Attention Deficit Hyperactivity Disorder (ADHD) (6). There have been suggestions that conduct disorder and ADHD should be combined into a single diagnosis, but at present, although DSMIV highlights the close relationship by considering them under the same heading, the two are distinct from each other in ICD-10 since, among other reasons, the risk factors for both differ and each disorder has independent, although additive, predictive powers for adult criminal outcomes (6,25). 
The most common co-morbid internalising conditions are mood and anxiety disorders. A number of children referred for conduct disorder suffer from associated post traumatic stress disorder (PTSD), for example, if violence has been inflicted on them by a parent or if they have witnessed their mother receiving beatings from a partner (7,26).

Also, the relationship between conduct disorders and depression and dysthymia has led to the diagnosis of “depressive conduct disorder” being established. Some prefer to consider this as a form of CD since the psychosocial and genetic factors associated with DCD seem to be similar to those of CD rather than depression (7). Marriage et al reported that 11 out of 33 children with affective disorders also met the DSM criteria for

Conduct disorders. Of these children, 10 had dysthymic disorders and one suffered from major depression (27,28).

It is well established that children with conduct disorders have higher rates of reading problems and impaired verbal ability than those without. Moffat & Silva demonstrated that boys with the most severe conduct problems, in particular those who also display symptoms of hyperactivity-impulsivity-attention (HIA), suffer from the largest degree of neuropsychological impairment (7,29). It is interesting to note that such verbal and reading difficulties have also been observed in adult criminals (7).

Additionally, a fairly recent realisation is the overlap of conduct disorder with autistic spectrum disorders. In 2004, Gilmour et al proposed that children with CD may in fact have a primary deficit in pragmatic language skills of a degree and quality similar to children with autistic spectrum disorders. They found that on the basis of parent teacher ratings two thirds of the children surveyed who were considered to be “conduct disordered” had impaired language and other behavioural features similar to children with autism. Comparable deficits were also found in two-thirds of a sample of 54 children who had been excluded from school in one London borough (30).
These interesting findings regarding autistic spectrum disorders are of considerable interest to clinicians and may go some way to explaining or improving the understanding of the difficulties experienced by children with conduct disorder in multiple facets of their life (school, home, friendships, etc). They have, however, yet to be replicated. Should concurrent findings be established, this may open new doors for the management of conduct disorder, with a chance to ameliorate the social and communication difficulties of antisocial or conduct disordered children at school and home levels, and attempt to decrease bad behaviour and prevent exclusion from school.

Puig-Antich reported in a 1982 study that 37% of pre-pubertal boys with major depression also met the DSM-III criteria for conduct disorder, and that when depression responded to treatment behaviour improved, relapsing again when the depression recurred (31). By this token, consultant child and adolescent psychiatrist Dr Charles Huffine, of the American Association of Community Psychiatrists (AACP) is spearheading a campaign to have CD removed from DSM diagnostic criteria and suggests that CD need not be considered a separate diagnosis in such situations and should be thought of a symptom of the underlying condition, since it appears to resolve when the co-morbid problem is resolved. (32)

While each condition requires appropriate management, whether these diagnoses should be seen as separate co-morbid conditions or as a part of the general underlying distress, or conversely whether conduct disorder should not be diagnosed and should be considered a symptom of the underlying co-morbid condition, is clearly debated across the world. In order to reach a conclusion it is my opinion that more must be understood about the interactions between conduct disorder and its co-morbidities, in order to establish whether we are justified in diagnosing it as an independent psychiatric disorder.

Prognosis

Conduct disorder “casts a long shadow over adulthood” (26), linking to a variety of negative outcomes such as antisocial personality disorder, criminal and violent offending and incarceration. Adults with substance, affective, anxiety and eating disorders, as well as those with mania and schizophrenia-spectrum disorders are more likely than the rest of the population to have a history of conduct disorder (26,33).

Conduct problems in childhood also predict a risk of development of serious difficulties in education, work and finances, homelessness, abuse, tobacco, alcohol and drug dependence, and some aspects of poor physical health – injuries, STIs, compromised immune function, dental and respiratory problems, in addition to a range of mental health disorders and suicidal behaviour (26,34).

With the effective utilisation of interventions at the appropriate times in a child’s life, the risk of development of such negative outcomes can be decreased or avoided. This evidence can therefore be considered as an argument both for and against defining badly behaved children as conduct disordered. If left untreated it is evident that conduct disorder can have a negative impact throughout life in a number of ways – it is not merely that these “badly behaved” children and adolescents are progressing to badly behaved adults – but rather that this disorder appears to infiltrate all facets of their lives, predicting adverse effects at various levels – personal, societal, and physically.

This is suggestive of an underlying disorder. But the argument against is whether it is in fact the responsibility of the health service to treat such a problem? If environmental interventions are what are required then perhaps it could be argued that it is not a problem with the child as an individual and it is society’s role to provide a better environment for children, rather than psychiatrists role to medicalise and treat such problems.

Conduct disorder as an “exogenous” diagnosis

The question remains as to whether children should be labelled with a psychiatric diagnosis simply because their behaviour is unacceptable or a problem to authority figures. Some argue that the child has made a decision (for whatever reason) to behave in a disordered fashion and it is to other people that this becomes a problem (i.e. they don’t like being hit, having things stolen, etc). Therefore the child is being diagnosed with a psychiatric illness not based on the effect their actions have on themselves, but the effect it is having on others (8,11,32).

Of course it is not disputed that it is necessary to discipline children when they are badly behaved, but the question remains of how best to do this and who should be responsible for it. A number of treatment options for conduct disorder are discussed in the clinical example below, many of which involve other people in the child’s life participating rather than the child himself. This therefore introduces the question of whether the child is in fact disordered and should be considered to have a medical problem. And if they do, at what level does bad behaviour become conduct disorder?

Treatment approaches – a clinical example

The following clinical example outlines briefly a typical presentation and treatment plan for conduct disorder:

J, an 8-year-old boy, was referred to CAMHS two years ago by his family’s GP. His mother had become increasingly concerned about his behaviour over the preceding eighteen months, with J becoming aggressive and defiant, fighting frequently and aggressively with his sister and disobeying his parents. In addition, J’s teachers had expressed concern over his behaviour at school, reporting that he had been physically violent towards and bullying fellow pupils (kicking and biting them), being disruptive in class by shouting at and disobeying the teacher, and destroying his and other children’s work.
J’s mother felt that this change in behaviour had come about over the previous 18months, during which time his parents had been on the brink of separation and there had been a considerable amount of conflict and discord within the family home. J’s teachers were concerned but eager to help in any way possible as he had not previously had any problems at school.

Since management of conduct disorder must be tailored specifically to the needs of an individual child and their “unique predicament”, as mentioned previously, it is often the case that more than one intervention is required. Most conduct disorders have varied and complex causes which must be assessed in order to devise an appropriate treatment plan. Some causative factors will be easier to target therapeutically than others – whilst little can be done to change the genetic and biological factors involved, environmental changes can be employed relatively easily in some cases. It is important to remember that the interaction of genetics and environment, to variable and debatable degrees, is what produces the problem as observed by the clinician.

Prior to the initial assessment at the clinic, J’s mother and class teacher completed Strengths and Difficulties Questionnaires (SDQs).  Both parent and teacher questionnaire results had a profile suggestive of conduct problems, with his teacher stating that the difficulties put a burden on her and the class as a whole “quite a lot”.

Initial assessment of the family in their local CAMHS revealed that there had been a considerable amount of conflict between J’s parents which has affected the children and appeared to have coincided with a significant deterioration in J’s behaviour. J’s mother stated that he “doesn’t sleep well” and further discussion revealed that J did not have a set bedtime, mealtime or structure at home, and his parents did not pay particular attention to homework deadlines, etc. There was also a lack of praise and play between J and his parents, who felt that the best way to deal with his behaviour was harsh punishments or ignoring him.

Following this assessment of the family and analysis of J’s SDQ results it was decided that interventions were required to tackle a number of facets of J’s life in order to improve his conduct problems at school, at home and in social settings. Parent management training is probably the most extensively studied and evaluated treatment approach for children with conduct disorders, with considerable support for its effectiveness (26,36). 
Parenting groups have been shown to be effective by providing parents with the opportunity to share their experiences and difficulties with others who are in a similar situation. J’s parents participated in a Webster-Stratton Incredible Years parenting group (37). Both parents stated that they found the programme helpful in enabling them to understand more about J’s difficulties and how to handle these more positively. Follow-up studies of such parenting programmes have recorded lasting effects for up to 6 years post-treatment (26,38,39).

Family therapy was also arranged to address the level of discord in the home and help the family to deal with their problems more constructively. This was continued for six months and all members reported a positive outcome, with the relationship between J’s parents benefitting as well as their relationship with the children.

Psychometric testing was arranged for J with the team psychologist, and revealed a reading difficulty, commonly found in conduct disordered children as mentioned above.

Discussion with the school revealed that they had experienced problems with several students and it was suggested that the Webster-Stratton Dina Dinosaur Classroom Curriculum may be of benefit to the teacher and pupils. Part of the Incredible Years Programme, the CBT based curriculum is delivered 2-3 times a week by teachers in the classroom and aims to improve peer relationships and reduce aggression at home and at school. It also includes activities to take home in order to involve parents as much as possible (40). J’s school reported a positive feedback from his class teacher but as yet it is too early to determine if this has had a long-term effect.

Following the family therapy course, J’s parents completion of the Incredible Years

Programme PMT and J’s participation in the Dina Dinosaur curriculum, parent and teacher SDQ outcome evaluations were completed at 6months and a year. Both J’s mother and teacher reported a considerable improvement in his behaviour a year later, and the results, along with clinical assessment, indicated that his conduct problems had dissipated significantly.

Many of the treatments J received have a sound evidence base, and this situation could be used to argue for and against the use of conduct disorder as a diagnosis. By describing J as conduct disordered initially, the most appropriate treatments could be assessed and offered to him. However, the treatment plan was not decided merely on the basis of the diagnosis, but rather following careful assessment of the family’s particular situation. Without the diagnosis, however, it may have been difficult to justify the use of certain resources such as parent management training in this case.

However, it may also be argued that since the management strategies involved other individuals (parents, teacher and fellow classmates) then the initial problem did not lie solely with J, and that labelling him with a psychiatric diagnosis in response to his reactions to his surrounding environment was not necessary.

Conclusion

It is clear that the subject of conduct disorder is vast and provokes a number of responses from different professionals regarding whether or not it should be considered a psychiatric problem. The bio-psycho-social model is a key consideration in conduct disorder and is useful in examining the vast number of risk factors and contributions to conduct disorder made in each of these categories, and how these interact at the level of the individual, family and community.

It is necessary to do research into psychiatric conditions in order to further our knowledge and provide clinicians with evidence on which to base management decisions, as well as develop new treatment strategies. In order to perform such research and studies, a definable population must be established and diagnostic criteria such as DSM-IV or ICD-10 are helpful in allowing us to define such populations.

These diagnostic systems also have an important role to play in showing the work of clinicians as helpful or valid, and assisting in the allocation of resources. However, it is important not to forget clinical judgement –such criteria provides clinicians with guidelines on which to base the organisation and understanding of patients problems, and guide treatment, but does not necessarily mean that children who do not fall within the exact criteria are without problems. Nick Child suggests that a medical model “devalues our less definable human response to human predicaments” (8), but perhaps it is more important simply to recognise the limits of using a medical model and realise that clinical judgement and individual assessment also have an important role to play.

When the concept of conduct disorder was initially introduced, little was known about the interlinking bio-psycho-social factors involved in its development. The knowledge we now have about these children thanks to research suggests that it is clearly important not to lose sight of contextual factors when deciding whether or not to diagnose a child with conduct problems. It could also be suggested that it would be worth reviewing the current diagnostic criteria in view of the increased evidence base and updating it accordingly.

The question of whether child and adolescent psychiatrists are right or wrong to describe badly behaved children and adolescents as conduct disorder does not hold a straightforward answer, and could be discussed at length. I have addressed only a few of the key issues and dilemmas involved in this complex ongoing debate.
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Mental Health Information Leaflets now available in Spanish…
The Mental Health Information Leaflets produced by the Royal College of Psychiatrists are now available in Spanish…

….as well as in Arabic, Bengali, Chinese, French, Greek, Gujurati, Hindi, Italian, Persian, Polish, Punjabi, Russian, Spanish, Urdu and Welsh.

Many of the leaflets are also available in British Sign Language (BSL)

To access the leaflets go to www.rcpsych.ac.uk, then “Mental Health Information” and then click on “Translations” from the left hand menu.   
Mood Disorders across the lifespan  

Institute of Psychiatry, London 
Date: Thursday 10th and Friday 11th December, 2009.

Venue: Wolfson Lecture Theatre, Institute of Psychiatry, London

Cost: £250 for both days, £150 for one day.

For more information visit www.iop.kcl.ac.uk/events/?id=758
 
Institute Meeting
Institute of British Architects, London
Date: 15th January 2010

Venue: Institute of British Architects, 66 Portland Place, London, W1B 1AD

Topics include: 
· Physical investigations and monitoring eating disorders

· Genetic testing in developmental disorders

· Is it epilepsy?

· Cardiovascular assessment and implications for psychopharmacology.

· Scanning – is there a need?

More information to follow shortly…
Consultants’ Update Course – 1st December 2009

Institute of Psychiatry

This popular one day course aims to update Consultant Child and Adolescent Psychiatrists and other child mental health professionals, on the latest clinical and research findings in child and adolescent mental health.  Topics include:

· Key note speaker: Professor Mark Dadds

· What’s new in non-drug ADHD treatments: Professor Eric Taylor 

· Evidence-based treatment for chronic fatigue: Professor Trudie Chalder

· Research and clinical practice in paediatric bipolar disorder

+ other topical issues including: treatment refractory OCD; learning disability services, outcome measurement in CAMHS, when to make forensic referrals, psychological treatments in Tourette Syndrome; what’s new in eating disorders…

Course facilitators

Dr Isobel Heyman and Dr Dennis Ougrin, Institute of Psychiatry 

Fee
£180 (Includes refreshments and lunch)

Venue
The Wolfson Lecture Theatre, 
Institute of Psychiatry

De Crespigny Park,

London SE5 8AF

For further information and a registration form please contact: 

Sarah Gregory childpsychiatryupdatecourse@kcl.ac.uk
Your contributions to this Newsletter are welcome!

Please send any contributions for the next newsletter, which will be published in January 2010, to the email address below by mid December.

kayharvey163@hotmail.com
Contacts

Dr Margaret Murphy

Royal College of Psychiatrists

margaret.murphy@cpft.nhs.uk
Dr Kay Harvey

Cheshire and Wirral Partnership NHS Foundation Trust. 

kayharvey163@hotmail.com
Greg Smith

Royal College of Psychiatrists

gsmith@rcpsych.ac.uk
The End
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