






































Family Functioning questions:

How does the family handle adversity

Loss list for the family {moves, pets, death, jobs, money, heaith)
Parental involvement (balanced, over/under involved)

How power, control and authority are expressed

How the family expresses feelings, handles conflict
Communication patterns (formal and informal) in the family

COMMON FAMILY DYNAMICS:
e Depressed youth and their siblings describe their families as less cohesive, supportive,
and adaptable; and more controlling and conflictual than do their non-depressed peers.

» Depressed youth report less secure attachment to their parents than do children with
no history of emotional struggles.

¢ Parents of depressed youth were found to be controlling, autocratic, and likely to use
coercive behavior.

o The family environments were found to be less rewarding and more evasive,

e The communication patterns of both depressed parents and parents of depressed
children are often negative, critical and hostile,

e Children who are depressed, as well as those with depressed parents, are less likely to
reciprocate positive behaviors, more likely to communicate in ways that elicit negative
parental responses.

» These reactions reinforce the child’s depressive behavior and interferes with the
development of healthy self esteem and adaptive interactions.

STRUCTURE OF FAMILY:

Depressed children are more likely in divorced families, single parent families, and/or of a low
socioeconomic status. Often the child lives in a family who has experienced many negative Jife
events, especially loss and maltreatment of the child.

COHESION:

Family relationships often lack closeness, support, and that the children feel rejected. Families
with fow levels of cohesion and/or high levels of conflict are more likely to have children with
depression. Parents also are less likely to provide positive reinforcement and positive Affect.

The depressed child’s lack of positive communication and emotional expression toward others in
his/her family contributes to this atmosphere of limited cohesion and support.

POWER:

Families with children who are depressed tend to have inappropriate levels of family control.
Parents tend to attempt to control behavior, suppress input, and limit emotional self-expression.
These children are less likely to develop age appropriate levels of independence, and are more
likely to have negative self esteem and hopelessness about their future. This pattern results in
children tending to feel powerless and to behave passively, which perpetuates their parents’
aggressiveness.
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SUBSYSTEMS: ' _
The parent-child and marital subsystems are typically marked by conflict and difficulties with
conflict resolution, especially around parenting decisions. In families of depressed children with
conflict, the children are more likely to have impaired social and academic performances.

STRENGTHS:

Youth with one depressed parent and a positive bond with their non-depressed parent appear to
be able to avoid most of the hurtful effects of the condition, when the families are cohesive, are
less vulnerable to depression in response to stressful situations (this is especially true for girls).

EMOTIONAL CLIMATE: ,

Children with depressive disorders are more likely to have parents who are critical and emotionally
overinvolved. High rates of maternal criticism are a risk factor for childhood depression or
dysthymia. Depressed children who live in families with high levels of expressed emotions, have
a poorer outcome than depressed youth from families with low levels of expressed emotion.

EXPRESSION OF DEPRESSION AT DIFFERENT AGES:

Preschoolers have symptoms of anger and irritability, sad expressions, lability, hyper/hypoactivity,
less social, tantrums, and separation anxiety.

Between six and eight, children express their depression through behavioral problems. Depression
shows through patterns of prolonged unhappiness, less social, sleep problems, phobias, separation
anxiety, and attention-seeking behaviors.

Children nine to twelve are more likely to voice feelings of low self esteem, helplessness,
Irritability, depressed moods, lethargy, guilt, poor school work, phobias, and separation anxiety.
Depressed children often present with somatic complaints.

Resource: Bailey, C. Everett. (Ed.) (2000). Children in Therapy, W. W. Norton & Co:
New York.

MAJOR DEPRESSIVE EPISODES

FAMILIAL PATTERN:

Major depression is 1.5-3 times more common among first degree biological relatives than among
the general population.

COURSE: :

Major depression may begin at any age, with an average age at onset in the mid-twenties. At least
sixty percent of individuals with Major Depressive Disorder, Single Episode, can be expected to
have a second episode; seventy percent who have a second episode will have a third; and ninety
percent who have a third will have a fourth episode. :

The most serious consequence of a Major Depressive Episode is attempted or completed suicide.

Suicide is a high risk for individuals with psychotic features, a history of suicide attempts, a family
history of completed suicide, and/or concurrent substance abuse.
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AGE AND GENDER FEATURES:

The basic symptoms of a Major Depressive Eplsode are the same for children and adolescents.
Common symptoms for children include somatic complaints, irritability, and social withdrawal.
In prepubertal children, Major Depressive Disorder episodes occur more frequently in conjunction
with Disruptive Behavior Disorders, ADHD, and Anxiety Disorders. In adolescents, Major
Depressive Episodes are frequently assoaated with Disruptive Disorders, ADHD Anxiety
Disorders, Substance Related Dlsorders, and Eating Disorders.

In the elderly, cognitive symptoms such as disorientation, memory loss and distractibility may be
prominent. It is often difficult to determine whether cognitive symptoms are better accounted
for by a dementia.

CRITERIA FOR MA]JOR DEPRESSIVE EPISODE

A. Five {or more) of the following symptoms have been present during the same two week
period and represent a change from previous functioning; at least one of the symptoms is
wither (a) depressed mood or {2} loss of interest or pleasure.

Do not include symptoms that are clearly due to a general medical condition, or mood-.
incongruent delusions or hallucinations.

(1)
(2)
(3)
(4)

(5)

(6)
(7)

(8)
(9)

depressed mood most of the day, nearly every day, as mdrcated by either subjective
report (e.e., feels sad or empty) or observation made by others (e.g., appear as
tearful); in children and adolescents, can be irritable mood

markedly diminished interest or pleasure in all, or almost all, activities most of the day,
nearly every day (as indicated by either subjective account or observation made by
others})

significant weight loss when not dieting or weight gain {e.g., a change of more than 5%
of body weight in a month), or decrease or increase in appetite nearly every day; in
children, consider failure to make expected weight gains

insomnia or hypersomnia nearly every day

psychomotor agitation or retardation nearly every day (observable by others, not
merely subjective feelings or restlessness or being slowed down)

fatigue or loss of energy nearly every day

feelings of worthlessness or excessive or inappropriate guilt (which may be delusional)
nearly every day (not merely self-reproach or guilt about being sick)

diminished ability to think or concentrate, or indecisiveness, nearly every day (either
by subjective account or as observed by others)

recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without
a specific plan, or a suicide attempt or a specific plan for committing suicide.

B. The symptoms do not meet criteria for a Mixed Episode.

C. The symptoms cause clinically significant distress or impairment in social, occupational, or
other important areas of functioning.

D. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of
abuse, a medication) or a general medical condition {e.g., hypothyroidism).

15



The symptoms are not better accounted for by Bereavement, i.e., after the loss of a loved
one, the symptoms persist for longer than two months or are characterized by marked
functional impairment, morbid preoccupation with worthlessness, suicidal ideation, psychotic
symptoms, or psychomotor retardation. ,

Resource: DSM-IV TR

DIAGNOSTIC CRITERIA FOR
296.2x MAJOR DEPRESSIVE DISORDER, SINGLE EPISODE

A. Presence of a single Major Depressive Episode.

B.

The Major Depreésive Episode Is not better accounted for by Schizoaffective Disorder and
is not superimposed on Schizophrenia, Schizophreniform Disorder. Delusional Disorder, or
Psychotic Disorder Not Otherwise Specified.

There has never been a Manic Episode, a Mixed Episode, or a Hypomanic Episode. This
exclusion does not apply if all of the manic-like, mixed-like, or hypomanic-like episodes are
substance or treatment induced or are due to the direct psychological effects of a general
medical condition.

If the full criteria are currently met for a Major Depressive Episode, specific its current clinical
status and/or features.

Mild, Moderate, Severe Without Psychotic Features/Severe With Psychotic Features
Chronic :

With Catatonic Features

With Melancholic Features

With Atypical Features

With Postpartum Onset

If the full criteria are not currently met for a Major Depressive Episode, specify the current
clinical status of the Major Depressive Disorder or features of the most recent episode:

In Partial Remission, in Full Remission
Chronic

With Catatonic Features

With Melancholic Features

With Atypical Features

With Postpartum Onset
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A FAMILY PERSPECTIVE ON ASSESSING AND DIAGNOSING
BIPOLAR DISORDER

BIPOLAR CHILDREN: -

Research has found that each generation of individuals born since World War Il appears to have
a higher incidence and earlier age of onset of both major depression and bipolar disorder.
Children have more Irritable moods and their cycles are far more rapid than adults. A significant
portion {up to 70%) of children have a form that is marked by frequent mood and energy shifts
that occur several times a day. Children sometimes start with depression (32%) but switch to
bipolar, particularly after exposure to antidepressant medications. Possible predicators of this were
depression marked by a craving for sweets and carbohydrates, prolonged and aggressive temper
tantrums, lethargy, oversleeping, separation anxiety, self-consciousness with others, and phobic
anxiety.

Suicide rates for bipolar disorders have been estimated as 15%. Failed attempts are higher.
Children with bipolar disorder have attempted suicide as young as five years old. Completed
suicides occur more during mixed states.

COMORBIDITY: :

* A significant number of individuals with bipofar disorder abuse alcohol and drugs.

* One study found a 16% rate of bipolar disorder among relatives of bipolar—ADHD
individuals.

* One study found 69% of children with obsessive-compulsive disorder also were

‘ diagnosed with mood disorders.

¢ One study found 42% of the children with bipolar disorder also were found to meet
the criteria of conduct disorder.

* One study found that 4% of children with mania met the criteria for attention-deficit
with hyperactivity.

» Sixty-one percent of bipolar patients had a history of substance abuse. Of that number,
15% used drugs alone, 20% alcohol afone, and 20% both.

» Substance abusing patients with bipolar are more likely to have irritable and paranoid
episodes of mania, are more likely to relapse, and have 50% more hospitalizations.

CHILDREN WITH ADHD OR BIPOLAR DISORDERS

1.  Destructiveness may be seen in both disorders but differs in origin. Children who are ADHD
often break things carelessly while playing ("non-angry destructiveness"), whereas the major
destructiveness of children who are bipolar is not a result of carelessness but tends to occur
in anger. Children who are bipolar may exhibit severe temper tantrums during which they
release manic quantities of physical and emotional energy, sometimes with violence and
physical property destruction. They may even exhibit openly sadistic impulses.

2. The duration and intensity of physical outbursts and temper tantrums differs in the two

disorders. Children who are ADHD usually calm down in twenty to thirty minutes, whereas
children who are bipolar may continue to feel and act angry for up to four hours.
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10.
1.

12.

The degree of "regression” during angry episodes is typically more severe for children who
are bipolar. It is rare to see an angry child who is ADHD display disorganized thinking,
language, and body position, all of which may be seen in angry bipolar children during a
tantrum. Children who are bipolar may also lose memory of the tantrum.

The "trigger" for temper tantrums is also different. Children who have ADHD are typically
triggered by sensory and emotional overstimulation, whereas children who have bipolar
disorder typically react to limit-setting, such as a parental "no." '

The moods of children who have ADHD or bipolar disorder may change quickly, but
children with ADHD do not generally show dysphoria (depression) as a predominant
symptom. [rritability is particularly prominent in children who are bipolar, especially in the
morning on arousal. Children with ADHD tend to arouse quickly and attain alertness within
minutes, but children with mood disorders may show overly slow arousal (including several
hours of irritability or dysphoria, fuzzy thinking or "cobwebs," and somatic complaints such
as stomachache and headaches) upon awakening in the morning.

Disturbances during sleep in children with bipolar disorder include severe nightmares or night
terrors often with themes of explicit gore and bodily mutilation.

Children who are bipolar often show giftedness in certain cognitive functions, especially
verbal and artistic skills {perhaps with verbal precocity and punning by age two to three
years).

The misbehavior in children with ADHD is often accidental and usually caused by oblivious
inattention, whereas children with bipolar disorders intentionally provoke or misbehave.
Some bipolar children are described as "the bully on the playground."

The child with ADHD may engage in behavior that can lead to harmful cohisequences
without being aware of the danger, whereas the child with bipolar disorder is risk seeking.

Bipolar children tend to have a strong early sexual interest and behavior.

Children with ADHD usually do not exhibit psychotic symptoms or reveal a loss of contact
with reality, whereas children with bipolar disorder may exhibit gross distortions in the
perception of reality or in the interpretation of emotional events.

Lithlum treatment generally improves bipolar disorder but has little or no effect on ADHD.

Very Common

Separation anxiety

Rages and explosive temper tantrums lasting up to several hours
Marked irritability '

Oppositional behavior :

Rapid cycling (frequent mood swings, occurring within an hour, a day or several days) or mood lability
Distractibilicy .
Hyperactivity

Restlessness/fidgetiness

Silliness, giddiness, goofiness

Racing thoughts
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300.4 DYSTHYMIC DISORDERS

FEATURES:

The essential feature of Dysthymic Disorder is a chronically depressed mood that occurs for most
of the day, more days-than not for at least two years. Dysthymic Disorder and Major Depression
are differentiated based on severity, chronicity and persistence.

In children and adolescents the mood may be irritable and cranky as well as depressed, and the
required minimum duration is only one year. They tend to have low self esteem, poor social skills,
and are pessimistic.

FAMILIAL PATTERN:

Dysthymic Disorder is more common among first degree biological relatives of people with Major
Depressive Disorder than among the general population. Both Major Depression and Dysthymic
Disorder are more common in the first degree relatives of individuals with Dysthymic Disorder.
Dysthymic Disorder is more common among first degree biological relatives than among the
general population.

AGE AND GENDER:

In children, dysthymic Disorder seems to occur equally in both sexes and often results in impaired
school performance and social interactions, Children and adolescents with Dysthymic Disorder
are, in addition to being sad, usually irritable, cranky, have low self esteem, poor social skills, and
are pessimistic. In adulthood, women are two to three times more likely to develop Dysthymic
Disorder than men.

COURSE:
Dysthymic Disorder often starts early and is chronic.

ADJUSTMENT DISORDERS

FEATURES:

The essential feature of an Adjustment Disorder is a psychological response to an identifiable
stressor or stressors that result in the development of clinically significant emotional or behavioral
symptoms. The symptoms must develop within three months of the onset of stressors and lasts
no longer than six months after the stressor stops. The stressor may be a single event or there
may be multiple stressors. Stressors may be continuous or recurrent. They may affect an
individual, the family, a group, or a community. Some accompany developmental events,

309.0 With Depressed Mood: This subtype should be used when the symptoms are
depress_ed mood, tearfulness or feelings of hopelessness..

SPECIFIERS:
Acute — symptoms for less than six months.
Chronic — symptoms for six months or longer.

Resource: DSM-IV TR
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V62.82 BEREAVEMENT

This is used when the focus of attention is a reaction to the death of a loved one. Some grieving
individuals present with symptoms characteristic of a Major Depressive Episode. Bereavement is
used as the diagnosis unless the symptoms of Mai_or Depression are stili present two months after
the loss. :

Bereavement is not considered "normal" and Major Depressive Disorder is to be considered when
"abnormal” symptoms are present. These include 1) guilt about things other than actions taken
or not taken by the survivor at the time of the death; 2) thoughts of death other than the survivor
feeling that he or she would be better off dead or should have died with the deceased person; 3)
morbid preoccupation with worthlessness; 4) marked psychomotor retardation; 5) prolonged and
marked functional impairment; and 6) hallucinatory experiences other than thinking that he or
she hears the voice or, or transiently sees the image of, the deceased person.

It is critical that we listen to the client and, if possible, his or her family members about their
perception of "normal” grieving within their culture, religion, and the specifics of the situation.

Ranging from “very common® to "less common,” the symptoms and behavioral traits that have
been consistently observed in children with early-onset bipolar disorder include: '

CRITERIA FOR MANIC EPISODE

A. A distinct period of abnormally and persistently elevated, expansive, or irritable mood,
lasting at Ieast one week (or any duration if hospitalization is necessary).

B.  During the period of mood disturbance, three (or more) of the following symptoms have
persisted (four if the mood is only irritable) and have been present to a significant degree:

{1) inflated self esteem or grandiosity

(2) decreased need for sleep (e.g., feels rested after only three hours of sleep)

(3) more talkative than usual or pressure to keep talking

(4) flight of Ideas or subjective experience that thoughts are racing

(5) distractibility (i.e., attention too easily drawn to unimportant or irrelevant external
stimuli) -

(6) increase in goal-directed activity (either socially, at work or school, or sexually) or
psychomotor agitation

(7) excessive involvement in pleasurable activities that have a high potential for painful

' consequences (e.g., engaging in unrestrained buying sprees, sexual indiscretions or
foolish business investments).

C. The symptoms do not meet criteria for a Mixed Episode.
D. The mood disturbance is sufficiently severe to cause marked impairfnent in occupational

functioning or in usual social activities or relationships with others, or to necessitate
hospitalization to prevent harm to self or others, or there are psychotic features.
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DIAGNOSTIC CRITERIA FOR
300.4 DYSTHYMIC DISORDER

Depressed mood for most of the day, for more days than not, as indicated either by
subjective account or observation by others, for at least two years. In children and
adolescents, mood can be irritable and duration must be at [east one year.

Presence, while depressed, of two {or more) of the following):
(1) poor appetite or overeating
(2) insomnia or hypersomnia
(3) low energy or fatigue
(4) low self esteem
(5) poor concentration or difficulty making decisions
(6) feelings or hopelessness

During the two year period (one year for children or adolescents) of the disturbance, the
person has never been without the symptoms in Criteria A and B for more than two months
at a time.

No Major Depressive Episode has been present during the first two years of the disturbance
(one year for children and adolescents); i.e., the disturbance is not better accounted for by
chronic Major Depressive Disorder, or Major Depressive Disorder, in Partial Remission.

Note: There may have been a previous Major Depressive Episode provided there was a full
remission (no significant signs or symptoms for two months) before development’ of the
Dysthymic Disorder. In addition, after the initial two years (one year in children or
adolescents) of Dysthymic Disorder, there may be superimposed episodes of Major
Depressive Disorder, in which case both diagnoses may be given when the criteria are met
for a Major Depressive Episode.

There has never been a Manic Episode, a Mixed Episode or a Hypomanic Episode, and
criteria have never been met for Cyclothymic Disorder.

The disturbance does not occur exclusively during the course of a chronic Psychotic
Disorder, such as Schizophrenia or Delusional Disorder. '

The symptoms are not due to the direct physiological effects of a substance (e.g., a drug
of abuse, a medication) or a general medical condition (e.g., hypothyroidism).

The symptoms cause clinically significant distress or impairment in social, occupational, or
other important areas of functioning.

Specify if:
Early Onset: If onset if before age 21 years
Late Onset: If onset if Age 21 years or older

Resource: DSM-1V TR
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Aggressive behavior

Grandiosity

Carbohydrate cravings

Risk-taking behaviors

Depressed mood

Lethargy

Low self-esteem

Difficulty getting up in the moming

Social anxiety

Qversensitivity to emotional or environmental triggers

Common Less Common
Bedwetting (especially in boys) Migraine headaches
Night terrors Bingeing

Rapid or pressured speech Self-mutilating behaviors
Excessive daydreaming Cruelty to animals

Obsessional behavior

Compulsive behavior

Motor and vocal tics

Learning disabilities

Poor short-term memory

Lack of organization

Fascination with gore or morbid topics
Hypersexuality

Manipulative behavior

Extremely bossy behavior with friends/bullying
Lying )

Suicidal thoughts

Destruction of property

Paranoia

Hallucinations and delusions

Because many children meet full criteria for both disorders—ADHD and bipolar--some psychiatrists and
researchers have begun to talk about the two disorders as comorbid. Other researchers disagree strongly
with the concept that these children have two co-occurring disorders and point to an excessive amount of
misdiagnosis. Still others think that attention-deficit disorder with hyperactivity may be, for many, an early
stage on a developmental path that culminates in a full-blown bipolar disorder.

Resource: Papolos, D. and Papolos, D. (1999). The Bipolar Chiid. Broadway Books:
New York, ‘

DIAGNOSTIC CRITERIA FOR
296.3x MAJOR DEPRESSIVE DISORDER, RECURRENT

A. Presence of two or more Major Depressive Episodes. .
To be considered separate episodes, there must be an interval of at least two consecutive
months in which criteria are not met for a Major Depressive Episode.

~ SPECIFIER:
Longitudinal Course Specifiers (With and Without Interepisode Recovery)
With Seasonal Pattern

Resource: DSM-IV TR
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E. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of
abuse, a medication, or other treatment) or a general medical condition.

NOTE: Manic-like episodes that are clearly caused by somatic antidepressant treatment (e.g.,
medication, electroconvulsive therapy, light therapy) should not count toward a diagnosis of
Bipolar | Disorder.

Resource: DSM-IV TR
MANIC EPISODE

FEATURES: :

The elevated mood of a Manic Episode may be described as euphoric; unusually good, cheerful
or high. This mood is characterized by increasing enthusiasm for interpersonal, sexual or
occupational interactions. The mood may include irritability, especially when the individual
doesn’t get what he or she wants. Grandiose delusions are common. There is usually a decreased
need for sleep. Manic speech is often pressured, loud, rapid, and difficult to interpret.
Individuals talk constantly (this may appear similar to someone with ADHD or on "speed").
- Frequently thoughts race, there are flights of ideas, with abrupt changes from one topic to
another. '

Families are impacted when expansive, unwarranted optimism,grandiosity, and poor judgement
leads to buying sprees, reckless driving, poor business decisions, gambling, and infidelity or
indiscriminate sexual encounters. The person may become hostile and violent.

COURSE:

The mean age of onset is in the early twenties, but some start in adolescence and others start after
age fifty. Frequently, Manic Episodes occur following psychosocial stressors. The episodes usually
last from a few weeks to several months and are more brief and end more abruptly than Major
Depressive Episodes.

ASSOCIATED FACTORS:

Completed suicides occur in ten to fifteen percent of individuals with Bipolar I. Suicidal thoughts
and attempts are more likely to occur when the individuals is in a depressive or a mixed state,
Child abuse, spousal abuse, or other violent behaviors are more likely to occur during severe
Manic Episodes or during those with psychotic features.

Other associated problems include truancy, school and job problems, divorce, episodic antisocial
behavior. Bipolar [ is associated with alcohol and substance use disorders in many individuals.
Individuals with earlier onset of Bipolar | Disorder are more likely to have a history of current
alcohol or other substance abuse problems.

FAMILIAL PATTERN:
First degree biological relatives of individuals with Bipolar 1 Disorder have elevated rates of Bipolar
I (4-24%), Bipolar I Disorder (1-5%), and Major Depressive Disorder (4-24%).
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DIFFERENTIAL DIAGNOSES: ,

Bipolar I Disorder is different from Major Depressive Disorder and Dysthymic Disorder by the
lifetime history of at least one manic or mixed episode. Bipolar | is different from Bipolar 1
Disorder by the presence of one or more manic or mixed episodes. In Cyclothymia Disorder there
are numerous periods of hypomanic symptoms and depressive symptoms. Bipolar [ Disorder is
distinguished from Cyclothymic Disorder by the presence of one or more manic or mixed
episodes.

CRITERIA FOR MIXED EPISODE

A. The criteria are met both for a Manic Episode and for a Major Depressive Episode (except for
duration} nearly every day during at least a one week period.

B. The mood disturbance is sufficiently severe to cause marked impairment in occupational
functioning or in usual social activities or refationships with others, or to necessitate
hospitalization to prevent harm to self or others, or there are psychotic features.

C. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of

abuse, a medication, or other treatment) or a general medical condition (e.g.,
hyperthyroidism). '

Note: Mixed-like episodes that are clearly caused by somatic antidepressant treatment (e.g.,

medication, electroconvulsive therapy, light therapy) should not count toward a diagnosis of
Bipolar 1 Disorder.

Resource: DSM-IV TR
CRITERIA FOR HYPOMANIC EPISODE

A. A distinct period of persistently elevated, expansive, or irritable mood, lasting throughout at
least four days, that is clearly different from the usual non-depressed mood.

B. During the period of mood disturbance, three (or more) of the following symptoms have
persisted (four if the mood is only irritable) and have been present to a significant degree:

(1) inflated self-esteem or grandiosity

(2) decreased need for sleep (e.g., feels rested after only three hours of sleep)
(3) more talkative than usual or pressure to keep talking)

(4) flight of ideas or subjective experience that thoughts are racing

(5) distractibility (i.e., attention too easily drawn to unimportant or irrelevant external
stimulf)

(6) increase in goal-directed activity (either socially, at work or school, or sexually) or
psychomotor agitation

(7) excessive involvement in pleasurable activities that have a high potential for painful

consequences (e.g., the person engages in unrestrained buying sprees, sexual
indiscretions, or foolish business investments)
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C. The episode is associated with an unequivocal change in functioning that is uncharacteristic
of the person when not symptomatic.

D. The disturbance in mood and the change in functioning are observable by others.

E. The episode is not severe enough to cause marked impairment in social or occupational
functioning, or to necessitate hospitalization, and there are no psychotic features.

F. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of
abuse, a medication, or other treatment) or a general medical condition.

Hypomanic-like episodes that are clearly caused by somatic antidepressant treatment (e.g.,
medication, electroconvulsive therapy, light therapy) should not count toward a diagnosis of
Bipolar Il Disorder.

Resource: DSM-IV TR
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Family Diagnosis DSM-IV 6CE

Mail to: Seminars 2000 CEU Outlet
8511 SW 51st St.
Topeka, KS 66610

Name
Address
C/S/Zip
Signature
Email

1. Naming vs Labeling the disorders consists of
a. name and history behind the disorder

b. history and pharmacology

¢. name and meaning of disorder

d. name and overview of symptoms

2. Sibling resentment is a common family challenge related to
which disorder?

a. ADHD

b. Grieving

¢. Depression

d. Substance Abuse

3. ADHD children appear to be more compliant with
a. mother
b. father

4. What percent of ADHD adolescents quit before completing
school?

a. 10%

b. 15%

c. 25%

d. 35%

5. Children's successful adjustment to ADHD is effected by
p m h
and f f

6. In order to diagnose ADHD, some of the symptoms must be
present before the age?

a.4

b.6

c.7

d. 10

7. Denial, minimization and rationalization are the defenses
that help families adapt to a family members chemical
dependency ?

a. True

b. False

8. Tolerance is defined as the following:

Either the need for amounts of a substance to
achieve the desired effect or a markediy
effect with use of the same amount.

8. A 70 year old who drinks three beers is equivalent to a 21
year old who drinks how many beers?

a. 5 beers

b. 6 beers

c. 10 beers

d. 12 beers

10. When assessing the family system and diagnosing
depression what may reinforce or perpetuate the child's
depression?

Family problems with emotional and
styles.

11. Depressed children are more likely from
a. divorced families

b. low socioeconomic status

c.hothaandb

d.neitheraorb

12. Families with depressed children tend to have
a. inappropriate levels of family control

b. inappropriate levels of permissiveness

c. inappropriate levels of dependency

d. inappropriate levels of autonomy

13. Children with depressive disorders are more likely to have
what type of parents?

a. passive and distant

b. critical

c. emotionally over involved

d.Bothbandc

14. With "normal” bereavement, symptoms that otherwise
would be diagnosed as major depression, may be present for
up to?

a. One Year

b. Six months

¢. Two Months

d. As long as necessary

15. Name two very common traits of ADHD or Bipolar.
1
2.

16. Name two common traits of ADHD or Bipolar?
1.
2.




17. A manic episode typically includes the following

a. An elevated euphoric mood with little need for sleep and
rapid speech.

b. Low energy, oversleeping, and slow speech

18. Women are times more likely to develop
Dysthymic Disorder than men.

a. 0

b. 2

c. 3

d.4

18. Parents of children with mental illness may have
advantages over other parents because:

a. Things can't get any worse

b. They have become attuned to their child and have been
"tempered" by the fires of mental illness

c. They know the "system" better

d. All mental iliness slows as the child reaches young
adulthood.

Evaluation:
How do you rate this course 1-5. 1=Poor, 5=Great

Comments:




17. A manic episode typically includes the following

a. An elevated euphoric mood with little need for sleep and
rapid speech.

b. Low energy, oversleeping, and slow speech

18. Women are times more likely to develop
Dysthymic Disorder than men.

a. 0

h. 2

c. 3

d.4

19. Parents of children with mental illness may have
advantages over other parents because:

a. Things can't get any worse

b. They have become attuned to their child and have been
"tempered" by the fires of mental illness

c. They know the "system" better

d. All mental illness stows as the child reaches young
adulthood.





