INTRODUCTION

¥

This quide has been
developed to accompany
another resource, Mental
Health and High School
(www.cmha.ca/highschool)
which contains information
for secondary school
students who are
experiencing mental health
problems, and for their
parents and educators.

EheO'\/lentaI Health and High School Curriculum
uide

This section provides general information on the material and ways that it can be used in the
classroom. You will find specific suggestions in the instructions provided with each module.

The Mental Health and High School materials have been developed in recognition of the need to
address the mental health of young Canadians by providing teacher and student-friendly classroom
based resources.

The tools in this package, (including the Curriculum Guide, the PowerPoint presentation and the
three-part video) are designed to help teachers and other members of school staff to:

o Promote students’ awareness of mental health issues and reduce the stigma associated
with mental illness;

o Provide a safe and supportive environment in which all students can maximize their
learning;

o Remain accessible and responsive to students’ needs;
o Help students develop their abilities to cope with challenges and stress;
o Identify those students in particular need of assistance or support.

By using the activities in the curriculum guide, teachers and students will explore the language of
mental health and mental illness and learn about the causes, symptoms and approaches for dealing
with different mental illnesses such as mood, anxiety, eating and psychotic disorders. Through the
audiovisual materials, students will hear directly from other young people about their experiences
with mental illness, and the impact of stigma on their personal struggles and at the community and
societal level.

Students will also learn about seeking help and providing peer support and meaningful recovery
from mental illness, as well as the importance of positive mental health for all.

Why use the guide?

Stigma, fear and a lack of information about mental health problems have been identified as
reasons why mental health and mental illness have not been adequately addressed in many schools.
The Mental Health and High School materials have been developed to help overcome some of these
barriers. By providing accurate, peer-reviewed information on mental health and mental illness,
and a range of interactive activities, the guide can help teachers deliver crucial information in a way
that engages and challenges youth.

Many of the curriculum guidelines for senior-level courses in Health and Physical Education
contain explicit requirements for mental health education. The Mental Health and High School
curriculum guide provides teachers with a user and student-friendly way of meeting the learning
objectives and curriculum requirements



Objectives

> The Mental Health and High School Curriculum Guide has several
objectives.

+  To provide secondary school staff across Canada with consistent, reliable and easy-to-
use information to help promote basic understanding of mental health and mental
illness in the classroom;

o To provide students with a basic introduction to normal brain functioning to help
them better understand mental health and mental illness;

o To help students understand the various factors that can contribute to mental illness,
and the biological component which makes mental illnesses not that different from
other illnesses;

o To equip teenagers with the knowledge they need in order to identify when they or a
friend or family member is experiencing mental health problems or mental illness;

o To reduce the stigma associated with mental illness by providing clear, factual
information about mental illness, its causes, ways to address it and recovery;

o To help young people understand that seeking help for mental health problems is very
important, and to suggest strategies for seeking help;

o To reinforce the importance of positive mental health and effective ways of coping
with stress;

o To provide information about recovery from mental illness, and the factors which help
keep people well.



Where does the material fit into the curriculum?

Because each Province and Territory has developed its own distinct curriculum frameworks,
including specific courses, content standards and learning expectations, this unit has been
designed to be general enough to meet many of the different criteria for Health and Physical
Education courses across Canada.

This guide is designed for use in Grades 9 through 12. Although the material is intended primarily
for use in Health and Physical Education courses, it may also fit well with a number of other
curriculum areas, including: Personal Development, Family Living, Child Studies, Psychology and
Sociology.

Educational approach

The Mental Health and High School Curriculum Guide uses activities and other strategies which
engage young people in their learning, and challenge them to explore the issues.

The modules in this guide are comprehensive, easy to implement and fun. The interactive teaching
strategies used in the activities provide opportunities for building students’ skills in participation,
communication, relationship-building, teamwork, and critical thinking. Many of the activities in
the modules are designed to be completed by teams of students working together.

The activities address a range of learning styles by incorporating both experiential and reflective
elements, and using guided discussion to assist students to process and share new experiences and
information.

The modules include both print-based classroom activities and audio-visual activities (web-
based and/or DVD). The modules, each of which is designed to fit into 50 minutes of classroom
time, are written in the form of lesson plans that can be easily implemented by teachers without
additional training.

Teacher tips are provided to highlight the sensitive aspects of certain modules, and offer
suggestions about strategies that are designed to teach about as well as model mental health.

Teachers can integrate their assessment of student learning through this resource with their
assessment plan for the course with which they are using these materials.



Implementing the curriculum quide

) Before implementing the curriculum guide it is strongly recommended
that teachers review the teacher training unit and complete the self test.

2) Before teaching the modules the students should be given the student
questionnaire which will be given again after the modules are taught as a
sort of pre and post test evaluation.

The six modules are designed to stand alone, or to be taught in sequence so that students progress
from 1) the stigma of mental illness to 2)an understanding of the basic functions of the brain to 3)
details about different types of mental health problems and mental illnesses and their treatment, to
4) a real-life look at young people’s experiences of mental illness, to 5) the importance of services
and ongoing support for those living with mental illness, to 6) ways that everyone’s mental health
can be enhanced and supported through positive coping strategies and stress-reduction.

Module

Major Concepts

Module 1:
The stigma of mental iliness

Module 2:
Understanding mental health
and mental illness

Module 3:
Information on specific
mental illnesses

Stigma acts as a barrier to people seeking help for
mental health concerns

Learning the facts about mental illness can help dispel
misconceptions and stigma

People’s attitudes about mental iliness can be
positively influenced by exposure to accurate
information

We all have a responsibility to fight the stigma
associated with mental illness

Everyone has mental health regardless of whether or not
they have mental illness

The brain controls our feelings, thoughts and
behavoiurs

A mental illness is a health condition that changes a
person’s thinking, feelings or behaviour (or all three)
and that causes that person distress and difficulty in
functioning

Mental illnesses have complex causes that include a
biological basis and are therefore not that different from
other illnesses or diseases. As with all serious illnesses, the
sooner people get help and effective treatment for mental
illness, the better their long and short-term outcomes

Mental illness describes a broad range of mental and
emotional conditions. The type, intensity, and duration
of symptoms vary from person to person

cont.>




Implementing the modules (cont.)

Module

Major Concepts

Module 3 (cont.) :
Information on specific mental
illness

Module 4:

Experiences of mental illness

Module 5:
Seeking help and

finding support

Module 6:

The importance of positive
mental health

The exact cause of mental disorders is not known, but most
experts believe that a combination of factors-biological,
psychological and social- are involved

Like illnesses that affect other parts of the body, mental
illnesses are treatable and the sooner people get proper
treatment ans support, the better the outcomes

Mental illnesses are diseases that affect many aspects of a
person’s life

Mental illnesses are usually episodic. With appropriate support
and treatment, most people can function effectively
in everyday life

Getting help early increases the chances that a person will
make a full recovery from mental illness

Mental illnesses, like physical illnesses, can be effectively
treated

There are many ways of seeking help for mental health
problems and mental illnesses, and resources are available
within schools and within broader community

Knowing the signs and symptoms of mental iliness helps
people know how to distinguish the normal ups and downs of
life from something more serious

Recovery from mental illness is possible, when a range of
supports, beyond formal treatment, are available

Everyone has mental health that can be supported and
promoted, regardless of whether or not they also have mental
illness

Positive coping strategies can help everyone maintain and
enhance their mental health



Implementing the modules (cont.)

2) Format of the modules:

As you review the modules, you’ll find that each one includes several key features:

The Overview provides a short summary of the activity;

The Learning Objectives lists specific understandings or abilities students should
derive from completing the modules;

The Major Concepts section presents the central ideas that the module is
designed to address;

Teacher Background provides ideas about suggested information to review prior
to leading the module to enhance your understanding of the content so that you
can confidently facilitate class discussions, answer students’ questions and provide
additional examples and illustrations;

The Activities section provides a list of the steps which comprise the module, and
suggested timelines;

The Required Materials section provides a list of the masters (overheads and
information sheets) that will be needed to complete the activities in each module;

The In Advance section provides instructions for collecting and preparing
materials required to complete the activities in the module. This includes
preparing materials (such as photocopies and overheads from the masters
provided), and reviewing audiovisual material;

Each Activity has its own Purpose, which provides a brief explanation of the
activity, and a How to section, which breaks the activity down into simple,
easy-to-follow steps;

Notes to Teachers appear as sidebars. Look here for information about issues that
may be confusing or that need to be emphasized.



Te_aj_c_ber Training

Introduction

Mental disorders affect approximately 15 percent of Canadian youth and about 70% of these disorders begin prior to age 25 years.
It is therefore highly likely that educators will be faced with having to deal with young people who are experiencing or living

with mental illness. In order to assist educators in their work, the Sun Life Financial Chair Team has created the following mental
health education module specifically designed to help inform educators about some of the most common mental disorders found
in young people. This resource is meant to be used in conjunction with the High School Mental Health Curriculum Guide for
teachers to review or upgrade their knowledge about mental disorders. It can also be used as a resource for classroom use if so
desired.

Dr. Stan Kutcher

Activities

Activity 1: Self -evaluation (before reviewing material)
Activity 2: View Power-point presentation: “Teacher training”
Activity 3: Read “Mental health training for teachers” booklet
Activity 4: Self-evaluation (after reviewing material)

Activity 5: Correction of self-evaluations and comparison

Materials required

. Self-evaluation handout

. DVD or web-based PowerPoint presentation: “Teacher training”
. Booklet “Mental health training for teachers”

. Correction key for self-evaluation

Activity 1: Self-evaluation (before reviewing material)

1. Print out or photocopy the self-evaluation questionnaire (30 questions) and answer each question either true or false.
2. Put the questionnaire aside until you've finished reviewing the teacher training materials.

Activity 2: View PowerPoint presentation: “Teacher training”

1. Use the DVD or the Mental Health and High School Curriculum website to view the “Teacher training” PowerPoint
presentaion (96 slides in total).
2. Take as much or as little time as you need or want.



Activity 3: Read "Mental health training for teachers” booklet

1. Read through teh booklet, which is designed to be used as a reference in the classroom. There is some overlapping material
from the PowerPoint, but it is presented in an entirely differnet way.

Activity 4: Self-evaluation (after reviewing material)

1. Print out or photocopy the self-evaluation questionnaire (30 questions) again and answer each question either true or false.
Don’t look at your first questionnaire answers.

Activity 5: Correction of self-evaluations and comparison

1. Take the answer key and correct your first questionnaire. Give yourself a mark out of 30.
2. Correct the second questionnaire.

3. Compare the two results. Hopefully you did better the second time around.

4. Consider sending the results to the Sun Life Chair for evaluation purposes:

Mental Health and High School Curriculum
Teacher training workshop

c/o Tracy Mackenzie

IWK Maritime Psychiatry

5850/5980 University Avenue

PO Box 9700

Halifax, NS, Canada

B3K 6R8

Fax: (902) 470-8937

Optional: Teacher training workshop

Should you wish to have a teacher training workshop at your school or shcol board, please contact Tracy Mackenzie, assistant to
Dr. Kutcher, for more information.

Mental Health and High School Curriculum
Teacher training workshop

c/o Tracy Mackenzie

IWK Maritime Psychiatry

5850/5980 University Avenue

PO Box 9700

Halifax, NS, Canada

B3K 6R8

Phone: (902) 470-8375

Fax: (902) 470-8937

E-mail: tracy.mackenzie@iwk.nshealth.ca



Self-evaluation for teachers

Activity 1: before reviewing material
Activity 4: after reviewing material

1. A phobia is an intense fear about something that might be harmful (such as height, snakes).
a. true b. false
2. Useful interventions for adolescent mental disorders include BOTH psychological and pharmacologic treatment.
a. true b. false
3. Mental distress can occur in someone who has a mental disorder.
a. true b. false
4. Stigma against the mentally ill is uncommon in Canada.
a. true b. false
5. Substance abuse is commonly found together with a mental disorder.
a. true b. false
6. The most common mental disorders in teenage girls are eating disorders.
a. true b. false
7. The stresses of being a teenager are a major factor leading to adolescent suicide.
a. true b. false
8. Three of the strongest risk factors for teen suicide are: romantic breakup, conflict with parents, and school failiure.
a. true b. false
9. Schizophrenia is a split personlality.
a. true b. false
10. A depressed mood that lasts for a month or longer in a teenager is very common and should not be confused with a

clinical depression that may require professional help.
a. true b. false
11. Teen suicide rates have decreased over the last decade in North America.

a. true b. false



Self-evaluation for teachers

Activity 1: before reviewing material
Activity 4: after reviewing material

12.

13.

14.

15.

16.

17.

18.

19.

20.

21.

Diet, exercise and establishing a regular sleep cycle are all effective treatments for many mental disorders in teenagers.

a. true b. false

Anorexia Nervosa is very common in teenage girls.

a. true b. false

Bipolar disorder is another form for Manic Depressive Illness.

a. true b. false

Many clinical depressions that develop in teenagers come “out of the blue”.
a. true b. false

Obssessions are thoughts that are unwanted and known not to be correct.
a. true b. false

Serotonin is a liver chemical that helps control appetite.

a. true b. false

Mental disorders may affect between 10-15 percent of Canadians.

a. true b. false

Most people with panic disorder do not get well with treatment.

a. true b. false

Depression affects about 2 percent of people in Norht America.

a. true b. false

A psychiatrist is a medical doctor who specializes in treating people who have a mental illness.

a. true b. false



Self-evaluation for teachers

Activity 1: before reviewing material
Activity 4: after reviewing material

22. Attention Deficit Hyperactivity Disorder is equally common in boys and girs.
a. true b. false
23. A hallucination is defined as a sound that comes from nowhere.
a. true b. false
24. Panic disorder is a type of Axienty disorder.
a. true b. false
25. Medications called “ anti psychotics” are helpful to treat the symptoms of schizophrenia.
a. true b. false
26. A delusion is defined as seeing something that is not real.
a. true b. false
27. Lack of pleasure, hopelessness and fatigue can all be symptoms of a clinical depression.
a. true b. false
28. Nobody with schizophrenia ever recovers.
a. true b. false
29. People with mania may experience strange feelings of grandiosity.
a. true b. false
30. Mental disorders are psychological problems caused by poor nutrition.
a. true b. false

(See answer key end of this section)
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What are mental digsorderg?

HERE’S WHAT WE KNOW ABOUT MENTAL DISORDERS:

Disturbances of emotion, thinking, and/or behaviour
May occur spontaneously (without a precipitant)
Severe (problematic to the individual and others)
Lead to functional impairment (Interpersonal, Social)
Prolonged

Often require professional intervention

Derive from brain dysfunctions - brain disorder

Is rarely, if ever, caused by stress alone

MENTAL DISORDERS ARE NOT:

The consequence of poor parenting or bad behavior.

The result of personal weakness or deficits in personality.
The manifestation of malevolent spiritual intent.

Due to expected stress of every day life.

. Caused by poverty.

How ig the Grain involved?

The brain is made up of cells, connection amongst the cells and various neurochemicals
Different parts of the brain are primarily responsible for doing different things (eg: movement)
Most things a brain does depends on many different parts of the brain working together in a network
The neurochemicals provide a means for the different parts of the brain to communicate

WHAT HAPPENS INSIDE THE BRAIN WHEN IT GETS SICK?

. A specific part of the brain that needs to be working on a specific task is not working well

. A specific part of the brain that needs to be working on a specific task is working in the wrong way

. The neurochemical messengers that help different parts of the brain communicate are not
working properly

HOW DOES THE BRAIN SHOW IT’S NOT WORKING WELL?

. If the brain is not working properly, one or more of its functions will be disturbed

. Disturbed functions that a person directly experiences (such as sadness, sleep problems, etc.)
are called SYMPTOMS

. Disturbed functions that another person sees (such as over activity, withdrawal, etc.) are called SIGNS

. Signs and symptoms BOTH can be used to determine if the brain may not be working well

. The person’s usual life or degree of functioning is disrupted because of the signs and symptoms



Mental disorders are associated with disturbances in six primary domains of brain
function:

Thinking & 2 Signalling
Perceptione % Physical

Emotion k $ Behaviour

When the brain is not functioning properly in one or more of its six domains, a person may experience problems
that interfere with his or her life in a significant way. They may have a mental disorder.

BUT...

Not all disturbances of brain functioning are mental disorders. Some can be a normal or expected response
to the environment - for example: grief when somebody dies or acute worry, sleep problems and emotional
tension when faced with a natural disaster such as a hurricane.

Whats the Whats the difference Getween
mental digtress and mental digsorderg?

istress: VS. . '
[é]ommon; caused by a problem of Fe's” ders:
ent; usually not severe (may ->s Common; may happen
event; e); usually short lasting; without any stress; often with
ok \p not usually needed; high severity; usualiy | .
professional help N ceful; professional | [ y long lasting;
rofessional help can be USETLS NEED elp usually needeq.
DIAGNOSIS NOT NEEDED. S TO BE DIAGNOSED.
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What cauges mental illnegg?

A variety of different insults to the brain can lead to mental illness. Basically there are TWO major causes
that can be independent or can interact:

GENETICS (the effect of genes on brain development and brain function) and

ENVIRONMENT (the effect of things outside the brain on the brain - such as infection; malnutrition; severe
stress; etc) The environment and genes interact in complex ways to create mental disorders.

Classification of Mental Disorders:

Thinking or Behaviour

Cognition
Perception Physical or
or Sensing Somatic
_ Signaling
Eﬂl_]g’gl?g or (being responsive
g and reacting to the
environment)




Mental Disorders of Thinking & A

Coguition: (Pgychotic disorders)

WHAT ARE PSYCHOTIC DISORDERS?

Psychotic disorders are a group of illnesses characterized by
severe disturbances in the capacity to distinguish between
what is real and what is not real. The person with psychosis
exhibits major problems in thinking and behavior. These
include symptoms such as delusions and hallucinations.
These result in many impairments that significantly interfere
with the capacity to meet ordinary demands of life.
Schizophrenia is an example of a psychotic disorder that
affects about 1% of the population.

WHO IS AT RISK FOR DEVELOPING
SCHIZOPHRENIA?

Schizophrenia (SCZ) often begins in adolescence and there
often may be a genetic component although not always.
Afamily history of SCZ, a history of birth trauma and a history
of fetal damage in utero increases the risk for SCZ. Significant
marijuana use may bring on SCZ in young people who are at
higher risk for the illness.

WHAT DOES SCHIZOPHRENIA LOOK LIKE?

Delusions are erroneous beliefs that may involve misinterpretation of experiences or perceptions. One
common type of delusion is persecutory (also commonly called paranoid) in which the person thinks
that he or she is being harmed in some way by another person, force or entity (such as God, the police,
spirits, etc.). Strongly held minority religious or cultural beliefs are not delusions.

Hallucinations are perceptions (such as hearing sounds or voices, smelling scents, etc) that may occur in
any sensory modality in the absence of an actual sensory stimulus. They can be normal during times of
extreme stress or in sleep like states. Occasionally they can occur spontaneously (such as a person hearing
their name called out loud) but these do not cause problems with everyday life and are not persistent.

Thinking is disorganized in form and in content. For example, the pattern of speaking may not make
sense to others or what is being said may not make sense or be an expression of delusional ideas.

Behavior can be disturbed. This can range from behaviors that are mildly socially inappropriate to very
disruptive and even threatening behaviors that may be responses to hallucinations or part of a delusion.
Self-grooming and self-care may be also compromised.

A young person with schizophrenia will also demonstrate a variety of cognitive problems ranging from
difficulties with concentration to “higher order” difficulties such as with abstract reasoning and problem
solving. Most people with schizophrenia will also exhibit what are called “negative symptoms” which
include: flattening of mood; decreased speech; lack of will.

A person with schizophrenia may exhibit delusions, hallucinations and disordered thinking (also called
“positive symptoms”) as well as negative symptoms at different times during the illness.



WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF SCHIZOPHRENIA?

1 - positive symptoms as described above (delusions, hallucinations, disorganized thinking)

2 - negative symptoms as described above

3 - behavioral disturbances as described above

4 - significant dysfunction in one or more areas of daily life (social, family, interpersonal, school/
work, etc.)

5 - these features must last for at least 6 months during which time there must be at least one month
of positive symptoms

WHAT CAN I DO IF IT IS SCZ?

A young person with SCZ will require immediate effective treatment - usually in a specialty mental
health program (first onset psychosis program). If an educator suspects SCZ a referral to the most
appropriate health provider should be made following discussion with the parents about the concerns.

WHAT DO | NEED TO WATCH OUT FOR?

Many young people with SCZ will demonstrate a slow and gradual onset of the illness - often over the
period of 6 - 9 months or more. Early signs include: social withdrawal; odd behaviors; lack of attention
to personal hygiene; excessive preoccupation with religious or philosophical constructs; etc. Occasionally
the young person suffering in the prodrome may exhibit very unusual behaviors - often in response to a
delusion or hallucinations. Sometimes it may be difficult to distinguish the onset of SCZ (also called a
“prodrome”) from other mental disorders - such as depression or social anxiety disorder. Young people
suffering from the prodrome of SCZ may also begin abusing substances - particularly alcohol or marijuana
and develop a substance abuse disorder concurrently. Occasionally the young person may share bizarre
ideas or may complain about being persecuted by others or may appear to be responding to internal
voices. Rarely these delusions or hallucinations may be accompanied by unexpected violent acts.

QUESTIONS TO ASK?

Can you tell me what you are concerned about? Do you feel comfortable in school (your class)? Are
you having any problems thinking? Are you hearing or seeing things that others may not be hearing or

seeing?

The prevalence of schizophrenia is about 1%.

Mental Digorders of Emotion and
Feeling: (Mood disorders)

There are two types of mood disorders which include unipolar mood
disorders and bipolar mood disorders. Unipolar disorder is major
depression, where as bipolar disorder is when a person experiences
cycles of depression and mania.

1. DEPRESSION

Not to be confused with the word “depression” which is commonly




used to describe emotional distress or sadness, depression means CLINICAL DEPRESSION, which is a
mental disorder.

WHAT ARE THE DIFFERENT TYPES OF DEPRESSION?

There are two common kinds of clinical depression, Major Depressive Disorder (MDD) and Dysthymic
Disorder (DD). Both can significantly and negatively impact on people’s lives. They can lead to social,
personal and family difficulties as well as poor vocational/educational performance and even premature
death due to suicide. Additionally, patients with other illnesses such as heart disease and diabetes
have an increased risk of death if they are also diagnosed with depression. This is thought to be due
to the physiologic affects that depression has on your body as well as lifestyle effects such as poor self
care, increased smoking and alcohol consumption. Individuals with clinical depression usually require
treatment from health professionals but in mild cases may experience substantial improvement with
strong social supports and personal counseling.

WHAT DO MDD AND DD LOOK LIKE?

MDD is usually a life-long disorder beginning
in adolescence or early adulthood and is
characterized by periods (lasting months to
years) of depressive episodes that are usually
self-limiting. The episodes may be separated by
periods (lasting months to years) of relative mood
stability. Sometimes the depressive episodes may
be triggered by a negative event (such as the loss
of a loved one; severe and persistent stress such
as economic difficulties or conflict) but often
the episodes may occur spontaneously. Often
there is a family history of clinical depression,
alcoholism, anxiety disorder or bipolar (manic-
depressive) disorder.

WHAT IS A DEPRESSIVE EPISODE?

A depressive episode is characterized by three symptom clusters: 1.mood 2.thinking (often called
cognitive) and 3.body sensations (often called somatic). MDD may present differently in different
cultures, particularly in the somatic problems that people may complain of. Symptoms:

. Must be severe enough to cause functional impairment (stop the person from doing what he or
she would otherwise be doing, or decrease the quality of what they are doing)

. Must be continuously present every day, most of the day for at least two weeks

. Can not be due to a substance or medicine or medical illness and must be different from the

persons usual state

These symptoms are:

Mood:

. Feeling “depressed”; “sad”; “unhappy” (or whatever the cultural equivalent of these descriptors is).
. Feeling a loss of pleasure or a marked disinterest in all or almost all activities.

. Feelings of worthlessness, hopelessness or excessive and inappropriate guilt



Thinking:
« Diminished ability to think or concentrate
or substantial indecisiveness

Wt&lﬂﬂk/far « Suicidal thoughts/plans or preoccupation
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WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF DEPRESSION?

FIVE of the above symptoms must be present EVERY DAY for MOST OF THE DAY during the same two week
period; ONE of the FIVE symptoms MUST BE either depressed mood or loss of interest or pleasure.

WHAT CAN I DO IF IT IS DEPRESSION?

You can identify the disorder and counsel the person with the disorder (including education of the
person and family) if it is mild and if you are trained in counseling. If the disorder is more intense or
the person is suicidal you should immediately refer the person to the health professional best suited
to treat the depression. Ideally this should be done in collaboration and with the active support of
the school guidance counselor or identified school based mental health provider. Once an intervention
occurs and the young person is back at school it is important that you be part of the ongoing treatment
team and help develop and address learning needs. You may also need to continue to provide realistic
emotional support to the student and modify his/her academic expectations to account for the negative
impact of the depression on learning.

QUESTIONS TO ASK:

Have you lost interest or pleasure in the things that you usually like to do? Have you felt sad, low, down
or hopeless? Are you feeling like ending it all? IF the patient answers yes to either of these, further
assessment of all of the symptoms should be explored.

2. BIPOLAR DISORDER

. Illness is characterized by cycles (episodes) of depression and mania

. Cycles can range from frequent (daily) or infrequent (many years apart)
. During depressive or manic episodes the person may become psychotic
. Suicide rates are high in people with bipolar mood disorder



IN BIPOLAR DISORDER HOW IS HOW IS ‘MANIA’
DIFFERENT FROM FEELING EXTREMELY HAPPY?

Mood is mostly elevated or irritable

Many behavioral, physical and thinking, problems
Significant problems in daily life because of the mood
Mood may often not reflect the reality of the environment
Is not caused by a life problem or life event

BIPOLAR - WHAT TO LOOK FOR:

» History of at least one depressive episode and at least one manic episode.

« Rapid mood changes including irritability and anger outbursts.

o Self-destructive or self-harmful behaviors - including: spending sprees; violence towards others;
sexual indiscretions; etc.

o Drug or alcohol overuse, misuse or abuse.

o Psychotic symptoms including: hallucinations and delusions

The prevalence of bipolar disorder is about 1%.

Mental Disorder of Signaling: (The Anxiety Disorders)

1. WHAT IS GENERALIZED ANXIETY DISORDER?

GAD is described as excessive anxiety and worry occurring for an extended period of time about several
different things. This persistent apprehension, worry and anxiety causes distress and leads to physical

symptoms.

WHO IS AT RISK FOR DEVELOPING GAD?

GAD often begins in childhood or adolescence and there is
also a genetic or familial component. Once GAD is present,
the severity can fluctuate and exacerbations often occur
during times of stress.

WHAT DOES GENERALIZED ANXIETY DISORDER
LOOK LIKE?

Generalized Anxiety Disorder (GAD) is characterized by
excessive anxiety and worry about many different things.

The worry is out of proportion to the concern or event.
This anxiety and worry must be noticeably greater than
the usual socio-cultural norms. Youth with GAD often do
not present with panic attacks as in panic disorder. Often
they present with physical complaints such as headaches,
fatigue, muscle aches and upset stomach. These symptoms
tend to be chronic and young people may miss school or
social activities because of these physical symptoms.




HOW DO YOU DIFFERENTIATE GAD FROM NORMAL WORRYING?
Anxiety can be broken into four categories:

1) Emotions - i.e. feeling fearful, worried, tense or on guard.

2) Body Responses - anxiety can cause many different responses of the body including increased
heart rate, sweating, and shakiness, shortness of breath, muscle tension and stomach upset.

3) Thoughts - when experiencing anxiety, people are more likely to think about things related to real
or potential sources of danger and may have difficulty concentrating on anything else. An example
is thinking something bad is going to happen to a loved one.

4) Behaviours - people may engage in activities that can potentially eliminate the source of the

danger. Examples include avoiding feared situations, people or places and self medicating with
drugs or alcohol.

WHEN DOES ANXIETY BECOME A DISORDER?

These physical, emotional and behavioural responses to perceived danger are normal reactions that
we experience everyday. Many times this ‘anxiety response’ is automatic, and every creature has these
automatic responses as a way of protecting themselves from danger. However, anxiety becomes a
problem when:

« It is greater intensity and/or duration then typically expected given the context.

» It leads to impairment or disability in work, school or social environments.

» It leads to avoidance of daily activities in an attempt to lessen the anxiety.

WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF GAD?

1. Excessive anxiety and worry occurring for at least 6 months about several things

2. Difficulty controlling the worry

3. The anxiety and worry are associated with 3 or more of the following:
Restlessness or feeling on edge, fatigued, difficulty concentrating, muscle tension or sleep
disturbance.

4. Anxiety and worry are not due to substance abuse, a medical condition or a mental disorder.

5. The anxiety and physical symptoms cause marked distress and significant impairment in daily
functioning.

WHAT CAN I DO IF IT IS
GENERALIZED ANXIETY DISORDER?

The first thing is to identify the problem for the
young person and elicit assistance from a helper
knowledgeable about the problem. Some
people with GAD will experience improvements
in their anxiety and functioning with supportive
cognitive based counseling. Others may
require medication. Referral to an appropriate
health professional for medical attention
could be considered if the GAD is severe and
if the functional impairment is extensive. For
some, merely knowing that they have GAD
and receiving supportive counseling may be
helpful enough.




QUESTIONS TO ASK?

Can you tell me about your worries? Do you or others see you as
someone who worries much more than he/she should? Do you or
others consider you to be someone who worries much more than
most people do? Do you have trouble “letting go of the worries”?
Do you sometimes feel sick with worry - in what way? What things
that you enjoy doing or would like to do are made less enjoyable or
are avoided because of the worries? What if anything do you find
makes the worries better - is this for a short or a long time?

2. WHAT IS SOCIAL PHOBIA?

Social phobia, also known as Social Anxiety Disorder, is characterized by the presence of an intense fear
of scrutiny by others, which may result in embarrassment or humiliation.

WHAT DOES SOCIAL PHOBIA LOOK LIKE?

Young people with social phobia fear, doing something humiliating in front of others, or of offending
others. They fear that others will judge everything they do in a negative way. They believe they may
be considered to be flawed or ostricised if any sign of poor performance is detected. They may cope
by trying to do everything perfectly, limiting what they are doing in front of others and gradually
withdraw from contact with others. Youth with social phobia often experience panic symptoms in social
situations. As a result they tend to avoid social situations such as parties or school events. Some may
have a difficult time attending class or may avoid going to school altogether. Although young people
with social phobia recognize that their fears are excessive and irrational, they are unable to control
it and therefore avoid situations that trigger their anxiety. The presentation of Social Phobia may vary
across cultures and although it may occur in children it usually onsets in the adolescent years. It must
not be confused with “shyness” and the strength of the fears may wax and wane over time.

WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF SOCIAL PHOBIA?

The following must be present for someone to have social phobia:

. Marked and persistent fear of social or performance situations in which the person is exposed
to unfamiliar people; Fear of embarrassment or humiliation

Exposure to the feared situation almost always provokes marked anxiety or panic

The person recognizes that the fear is excessive or inappropriate

The avoidance or fear causes significant impairment in functioning and distress

The feared social or performance situations are avoided or else endured with intense anxiety
or distress

. The symptoms are not due to a substance, medicine or general medical condition

In children, Social Phobia may be expressed by crying, tantrums, and a variety of clingy behaviors.
Other psychiatric diagnoses that Social Phobia must be differentiated from include: Panic Disorder;
Pervasive Developmental Disorder; Schizoid Personality Disorder).



WHAT CAN I DO IF IT IS SOCIAL PHOBIA?

The first step is the identification of the problem. Often, people with Social Phobia will have suffered for
many years without knowing the reason for their difficulties. Sometimes just informing and educating
them about the problem can be helpful, particularly in mild cases. Treatment is not indicated unless
the problem is causing significant functional impairment but counseling using cognitive behavioral
techniques and exposure to the anxiety-provoking situation in the company of a counselor may help the
person better deal with their difficulties. If the disorder is severe, referral to an appropriate health
care provider is indicated, and the counselor can provide ongoing support. A teacher may be able to
assist in behaviour modification programs (such as getting used to a classroom situation). If you think
a student may have social phobia it is important not to draw attention publically to their difficulties but
speak with them in private about what you notice - be supportive.

WHAT DO | NEED TO WATCH OUT FOR?

Some young people with Social Phobia will use
excessive amounts of alcohol to help decrease
their anxiety in social situations. In some cases,
Social Phobia can be a risk factor for the abuse of
alcohol or other substances. . In young children
it is important to differentiate Social Phobia
from Pervasive Developmental Disorders such
as Autism. Children with autism, in contrast to
children with social phobia, will not demonstrate
age-appropriate social relationships with family
members or other familiar people.

QUESTIONS TO ASK

Do situations that are new or associated with unfamiliar people cause you to feel anxious, distressed
or panicky? When you are in unfamiliar social situations are you afraid of feeling embarrassed? What
kinds of situations cause you to feel that way? Do feelings of embarrassment, anxiety, distress or panic
stop you from doing things you would otherwise do? What have you not been able to do as well as you

would like to do because of those difficulties?

3. WHAT IS PANIC DISORDER?

Panic Disorder is characterized by recurrent, unexpected, anxiety (panic) attacks that involve triggering
a number of frightening physical reactions. The frequency and severity of panic attacks can vary greatly
and can lead to agoraphobia (fear of being in places in which escape is difficult).

WHO IS AT RISK FOR DEVELOPING PANIC DISORDER?

The onset of panic disorder is commonly between the ages of 15-25. People who have first-degree
relatives with panic disorder have an 8x higher risk of also developing panic disorder themselves. Panic
Disorder is associated with an area of the brain that regulates alertness. Disturbance in this area of the
brain is one explanation for why panic attacks occur.



WHAT DOES PANIC DISORDER LOOK LIKE?

Young people with panic disorder experience recurrent,
unexpected panic attacks and they greatly fear having
another attack. They persistently worry about having
another attack as well as the consequences of having a
panic attack. Some may fear they are ‘losing their mind’
or feel they are going to die. Often they will change
their behaviour to avoid places or situations that they
fear might trigger a panic attack. In time, the person
may come to avoid so many situations that they become
bound to their home.

WHAT ARE THE COMPONENTS OF A PANIC ATTACK?

The person has four of more of the following symptoms which peak within 10 minutes:
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palpitations, pounding heart or accelerated heart rate
sweating

trembling or shaking

sensations of shortness of breath or smothering
feeling of choking

chest pain or discomfort

nausea or abdominal pain

feeling dizzy, unsteady, lightheaded or faint
feeling of unreality or being detached from oneself
fear of losing control or going crazy

fear of dying

numbness or tingling in the body

chills or hot flashes

WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF PANIC DISORDER?

Assessing panic disorder involves evaluating 5 areas:
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Panic attacks

Anticipatory anxiety

Panic related phobic avoidance
Overall illness severity
Psychosocial disability

For a diagnosis of panic disorder, a patient must have:

1.
2.

(62 I SN 0¥ )

Recurrent unexpected panic attacks

One or more of the attacks has been followed by >1 month of:

- Persistent concern of having additional attacks

- Worry about the implications of the attack or its consequences

- A significant change in behaviour as a result of the attacks

Can be + agoraphobia

Panic attacks are not due to substance abuse, medications or a general medical condition
Panic attacks are not better accounted for by another mental disorder



WHAT CAN | DO IF IT IS PANIC ATTACK?

The first thing is to identify the Panic Attack and provide a calm and supportive environment until the
attack passes. Education about panic attacks and panic disorder is often very helpful and should ideally

be provided by a professional with good knowledge in this area.

Counseling using cognitive behavioral

methods may be of help and medications can be used as well. The teacher’s role in helping a young
person suffering from a panic disorder can also involve assisting them in dealing with their anxieties
about having another attack and also helping them with strategies to combat avoidance of social
situations. Therefore it is a good idea for a teacher to be part of the treatment planning and treatment

monitoring for a youth with panic disorder.
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QUESTIONS TO ASK?

Can you describe in your own words what happens
when you have one of these episodes (some people
will refer to them as “spells”)? How many of these
episodes have you had in the last week, in the last
month? What do these episodes mean to you? What
do these episodes stop you from doing that you would
otherwise usually do? What do you do when these
episodes occur? Do you ever feel that you would like
to be dead or think that your problem is so great
that you should kill yourself? How do your family,
friends, loved ones, etc. react to these episodes?
What do they say is the problem?

o —

4. OBSESSIVE COMPULSIVE DISORDER

Obsessive Compulsive Disorder (OCD) is an anxiety disorder characterized by obsessions and/
or compulsions. Obsessions are persistent, intrusive, unwanted thoughts, images or impulses that
the person recognizes as irrational, senseless, intrusive or inappropriate but is unable to control.
Compulsions are repetitive behaviours, which the person performs in order to reduce anxiety associated
with an obsession. Examples of these are counting, touching, washing and checking. Both can be of
such intensity that they cause a great deal of distress and significantly interfere with the person’s daily
functioning. Obsessions are different from psychotic thoughts because the person knows that they are
their own thoughts (not put inside their head by some external force) and the person does not want to
have the thoughts. Compulsions are different from psychotic behaviors because the person knows why
he/she is doing the activity and can usually say why they are doing them.

WHO IS AT RISK FOR DEVELOPING OCD?

OCD often begins in adolescence or early adulthood, although it can start in childhood. It is quite common
and affects both men and women. First-degree relatives of people with OCD are more likely to develop
OCD. It is important to note that people with OCD are at higher risk for developing depression and other

anxiety disorders.



WHAT ARE THE CRITERIA FOR
DIAGNOSIS OF OCD?

OCD should not be confused with superstitions
or those repetitive checking behaviors that are
common in everyday life. They are not simply
excessive worries about real life issues. A person
with OCD will have significant symptoms of
either obsessions or compulsions or both. These
symptoms will be severe enough to cause marked
distress, are time consuming (take up more than
one hour per day) and significantly interfere
with a person’s normal activities (work, school,
social, family, etc.).

Obsessions:

. Recurrent and persistent thoughts, impulses or images that are experienced as intrusive and
not appropriate and cause significant distress or anxiety

. These symptoms can not be simply excessive worries about everyday life

. The person with these symptoms tries to suppress or ignore them. The person may try to
neutralize, decrease or suppress the thoughts with some other thought or action.

. The person knows that the thoughts are coming from his/her own mind.

Compulsions:

. Repetitive behaviors (such as checking, washing, ordering) or mental acts (such as counting,

praying, repeating words silently) that the person feels driven to perform in response to
an obsession or according to rigid rules

. These behaviors or mental acts are aimed at preventing or reducing distress or preventing some
dreaded event or situation BUT are not realistically connected to the obsessions they are meant

to neutralize

Things to Look_for:

There are two main things to watch out for. Thefirstis the possibility

that the symptoms could be part of 2 p§ychos1s. Theretfo};ﬁ: VlltE\]/*S/
very important to rule out a psychosis dlsordgr. [PLEAS R
THE SECTION ON PSYCHOSIS] The second thing to watc tgr 5
the effect OCD has on the young persqn's classma}tes. Somte lmor
students with severe OCD will try to 1nvol\{e their classma <.ets ( "
their teachers) in their compulsions. If this happens thelr; i bi;i X
cause significant problems at school.. Educ.atm.g yourseD gt ue
OCD and the importance of not participating in the OCD ritu

important.




HOW DO YOU DIFFERENTIATE BETWEEN OCD AND PSYCHOSIS?

This is a very important step to take if you suspect someone has OCD. In general, patients with OCD
have insight into the senselessness of their thoughts and actions and often try to hide their symptoms.
This distinguishes OCD from psychotic disorders such as schizophrenia because those patients lack any
insight into the senseless nature of their symptoms.

WHAT CAN I DO IF IT IS OCD?

You can educate the student about OCD and how it is treated. If the symptoms are associated
with impairment (social or academic) you should send the student to the school guidance or health
professional who can then refer the person to the professional best suited to provide treatment and
you can continue to provide education and support to the student if that is mutually agreed to. Often
young people will be treated with cognitive behavioral therapy (CBT). Sometimes this may require a
teacher’s input. It is important to know if any academic modifications need to be made to enhance
learning opportunities for young people with OCD so including the teacher in treatment planning and
treatment monitoring is usually necessary.

QUESTIONS TO ASK:

Are you having thoughts that are coming into your mind that you
do not want to be there? Can you tell me what those thought
are? Do those thoughts cause you to feel uncomfortable or
anxious or upset? Do you think that those thoughts are true?
Where do you think those thoughts are coming from? How are
you trying to deal with or stop the thoughts from coming? What
do the thoughts stop you from doing that you would otherwise
be doing? How much of the time are those thoughts on your
mind?

Please describe the things that you are doing that are causing
distress to you or other people. Can you tell me why you are
doing those things? What do you think will happen if you do not
do those things? What do those things that you are doing stop
you from doing that you would otherwise be doing? How much
time do you spend doing those rituals?

5. WHAT IS POST TRAUMATIC STRESS DISORDER?

Post Traumatic Stress disorder (PTSD) develops after a trauma occurs that was either experienced or
witnessed by the patient. It involves the development of psychological/physical reactions related to the
experience such as recurrent, intrusive and distressing recollections of the event. These may be in the
form of nightmares, flashbacks and/or hallucinations.

WHO IS AT RISK FOR DEVELOPING PTSD?

Not all people who have experienced a traumatic event will develop PTSD. Indeed, most will not. Risk
factors include personal or family history of depression or anxiety, severity of the trauma and early
separation from parents.




WHAT DOES PTSD LOOK LIKE?

The symptoms of PTSD develop within 6 months following the traumatic event and are organized into three
categories:

Re-experiencing Symptoms - recurrent, intrusive, distressing recollections or memories of the event in the
form of memories, dreams, or flashbacks in which the individual perceives himself/herself to be re-living the
event as though it was actually happening again in the present.

Avoidance & Numbing Symptoms - avoidance of anything - people, places, topics of conversation, food,
drink, weather conditions, clothing, activities, situations, thoughts, feelings - that are associated with
or are reminders of the traumatic event. In addition the person may experience a general numbing of
emotions, a loss of interest in previously enjoyed activities, detachment from family and friends, and a
sense of hopelessness about the future.

Hyperarousal Symptoms - sleep problems (difficulties falling asleep or staying asleep), irritability,
angry outbursts, hypervigilance, exaggerated startle response, and difficulty concentrating.

WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF PTSD?

1.  The person has been exposed to a traumatic event in which both of the following were present:

. The person felt their life was in danger or withessed someone else’s life put in danger.
. The person experienced extreme fear, helplessness or horror.

2. The traumatic event is re-experienced, including one or more of:
. Recurrent intrusive memories, dreams or nightmares reliving the event which causes

psychological distress.
3.  Avoidance of things associated with the event including 3 or more of:

. Avoid thoughts, feelings or conversations, avoid activities, places or people, inability
to recall aspect of the trauma, decreased interest or participation in activities, feeling
detached or estranged from others, restricted range of affect, sense of foreshortened future.

4.  Persistent symptoms of increased arousal including 2 or more of:

. Difficulty falling or staying asleep, irritability, difficulty concentrating, hypervigilance,
exaggerated startle response.

5. Duration of symptoms greater than 1 month. Severity of symptoms causes marked distress and
impairment in daily functioning.

Things to Look for:

Some people who are exposed to significant traumatic
events may have exacerbations of pre-existing ment‘al
health problems such as anxiety, depression or psychosis.
Identification and proper effective interventions for these
people in the post traumatic situation isimportant. S_ubstance
abuse, especially involving alcohol is very common in peoplg
who have PTSD. Therefore it is important to screen for this
problem in people with PTSD and to treat appropriately.




HOW DOES PTSD DIFFER FROM
ACUTE STRESS DISORDER OR NORMAL
GRIEVING?

PTSD must be distinguished from normal responses (such
as grief, or distress) to tramatic situations and from Acute
Stress Disorder (ASD) which has similar symptoms to
PTSD but which ends or diminish greatly usually without
formal treatment within four weeks of the traumatic
event. Duration and severity of PTDS symptoms may
vary over time with complete recovery occurring within
half a year or less in half or more cases.

WHAT CAN |1 DO IF IT IS PTSD?

The first thing is to identify the young person with PTSD and help them find a knowledgeable helper who
can provide education to them about what the problem is and how it can be treated. It is important not
to confuse PTSD with normal responses to traumatic events or with ASD. Do not create pathology where
it does not exist! For people with PTSD, supportive counseling using cognitive therapy methods may be
of help. If the disorder is causing significant distress and impairment, referral to an appropriate health
care provider is indicated, as medication or a specific psychotherapy may be needed.

WHAT QUESTIONS CAN I ASK?

Are you bothered by memories or thoughts of a very upsetting event that has happened to you? Make
sure that you ask about frequency and persistence of symptoms and include clear evidence of functional
impairment before considering PTSD.

Mental Disorder of Physical : (Eating disorders)

1. WHAT IS AN EATING DISORDER?

There are two main types of eating disorders - anorexia nervosa and bulimia nervosa. While there may
be some overlapping in symptoms between the
two, they are likely to have different causes and
the treatments for them differ.

WHO IS AT RISK FOR DEVELOPING
AN EATING DISORDER?
Eating disorders usually begin in adolescence

and may continue into adulthood. Girls are
much more commonly affected than boys.




WHAT DOES ANOREXIA NERVOSA LOOK LIKE?

Anorexia Nervosa (AN) is characterized by excessive preoccupation with body weight control, a disturbed
body image, an intense fear of gaining weight and a refusal to maintain a minimally normal weight. Post
pubertal girls also experience a loss of menstrual periods. There are two subtypes of AN - a restricting
subtype (in which the young person does not regularly binge or abuse laxative or self induce vomiting)
and a binge-eating/purging subtype (in which the young person regularly binges and abuses laxatives or
self-induces vomiting).

WHAT DOES BULIMIA NERVOSA LOOK LIKE?

Bulimia Nervosa (BN) is characterized by regular and recurrent binge eating (large amounts of food over
a short time accompanied by a lack of control over the eating during the episode) and by frequent and
in appropriate behaviors designed to prevent weight gain (including but not limited to: self-induced
vomiting; use of laxatives, enemas; excessive exercise).

HOW DO YOU DIFFERENTIATE AN EATING DISORDER FROM NORMAL TEENAGE EATING?

Eating patterns in young people can be very erratic. Food fads are common as are periods of dieting
and food restriction (often in response to concerns about weight). Adolescence is also a period in which
some young people experiment with food types and eating experiments that may differ substantially
from those common to their families or communities. These are not eating disorders.

Things to Look for:

Some people with AN may go on to develop a
clinical depression. or severe medical problems.
Some young people may begin to avoid class or
other school activities. Frequently, young people
with AN will avoid eating at times all other young
people are eating (such as lunch time in the school
cafeteria).

WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF AN?

1 — refusal to maintain body weight at or above a minimally normal weight for age and height resulting in
a body weight less than 85% of that expected.

2 - intense fear of gaining weight or becoming fat while underweight.

3 - substantial disturbances in body image (considers self to be fat even though is underweight) or
denial of seriousness of current low body weight.

4 - loss of menstrual periods in post pubertal girls.

The prevalence of AN is about 0.2 - 0.5 percent.



WHAT CAN I DO IF IT IS AN?

Young people with AN do not complain about having AN and most deny that they have a problem with
being underweight. Usually a friend, teacher or family member will notice the severe weight loss. An
educator who is concerned that a student may have AN should gently and supportively discuss the issue
with the young person and if after that discussion it seems as if there is a possibility of AN the young
person should be referred to the appropriate support person or health provider in the school for further
assessment and intervention. Suggestions that the young person eat more or negative comments on the
youth’s weight are counterproductive.

WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF BN?

1 - recurrent episodes of binge eating where both of the following are present: a) - eating large
amounts of food in a short period of time; b) - feeling that eating is out of control.

2 - recurrent inappropriate behaviours in order to control weight (such as: self-induced vomiting; misuse
of laxative, diuretics, enemas or other medications, fasting or excessive exercise).

3 - the above must occur an average at least twice a week for a period of 3 months.

4 - self perspective is overly influenced by body shape and weight.

5 - the above does not occur exclusively during AN.

There are two subtypes of BN - the purging type (characterized by self-induced vomiting or misuse of
laxative, diuretics, enemas, etc.); the nonpurging type (no use of the above).

The prevalence of BN is about 1 - 3 percent.

WHAT CAN I DO IF IT IS BN?

Young people with BN do not complain about having BN and most deny that they have a problem
with eating. BN is often hidden. Classroom discussions about BN and other eating problems should be
undertaken with sensitivity that there may be a young person with unknown or unrecognized BN in the
group.

QUESTIONS TO ASK?

How do you feel about yourself? Has anyone
asked you if you were having problems with
your eating? Do you sometimes feel that your
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Mental Disorders of Behaviour:

(Substance Abuse, ADHD)

1. SUBSTANCE DEPENDENCE AND ABUSE

There is a spectrum of harm that can develop from using
various substances. Along this spectrum of harm is abuse and
dependence.

WHAT IS SUBSTANCE ABUSE?

The abuse of substances is a maladaptive pattern of substance
use leading to clinically significant impairment or distress, as
manifested by one (or more) of the following, occurring within
a 12-month period:

1.

Recurrent substance use resulting in a failure to fulfill
major role obligations at work, school, or home (e.g.,
repeated absences or poor work performance related to
substance use; substance-related absences, suspensions or
expulsions from school; neglect of children or household)
Recurrent substance use in situations in which it is physically hazardous (e.g., driving an automobile
or operating a machine when impaired by substance use)

Recurrent substance-related legal problems (e.g., arrests for substance-related disorderly
conduct)

Continued substance use despite having persistent or recurrent social or interpersonal problems
caused or exacerbated by the effects of the substance (e.g., arguments with spouse about
consequences of intoxication, physical fights)

WHAT IS SUBSTANCE DEPENDENCE?

Substance dependence is a maladaptive pattern of substance use, leading to clinically significant
impairment or distress, as manifested by three (or more) of the following, occurring at any time in the
same 12-month period:

1.

AW
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Tolerance, as defined by either of the following:

» Aneed for markedly increased amounts of the substance to achieve intoxication or desired effect.
o Markedly diminished effect with continued use of the same amount of substance .

Withdrawal, as manifested by either of the following:

o the characteristic withdrawal syndrome for the substance.

» the same (or a closely related) substance is taken to relieve or avoid withdrawal symptoms.
The substance is often taken in larger amounts or over a longer period than was intended.

There is a persistent desire or unsuccessful efforts to cut down or control substance use.

A great deal of time is spent in activities to obtain the substance, use the substance, or recover from its
effects.

Important social, occupational or recreational activities are given up or reduced because of substance use.
The substance use is continued despite knowledge of having a persistent or recurrent physical
or psychological problem that is likely to have been caused or exacerbated by the substance (e.g.,
continued drinking despite recognition that an ulcer was made worse by alcohol consumption).

The prevalance of substance abuse is about 6-10%.



WHAT ARE TYPES OF SUBSTANCES THAT CAN BE ABUSED?

The abuse of substances includes those that are legal and illegal. The definition of a drug as a legal
or illegal substance does not determine if the substance can induce dependence or abuse. Substances
include such things as alcohol, nicotine, cannabis, amphetamines, cocaine, inhalants, opioids, hypnotics
and others.

A variety of substances can be safely used in moderation by most people as social modifiers (for
example, beer or other alcohol taken with meals or in social situations). Substances which may be
abused in some situations can be therapeutic in others - for example, heroin or cocaine can be used to
treat pain under medical supervision but are also well known to be addictive substances when used for
non-medical purposes.

WHAT CAN | DO IF IT IS SUBSTANCE ABUSE/DEPENDENCE?

First it is important to identify the problem. In some situations, cultural, social or economic factors may
impede the identification of the substance problem. The person with the problem will often deny the
problem exists and sometimes the person’s family or loved ones will also deny that the problem exists.
Young people often proceed though a path of substance misuse for a long time (years) before some of them
go on to abuse. Most young people who misuse substances likely do not go on to abuse them - therefore
substance misuse, although a risk factor for substance abuse is not necessarily predictive of substance
abuse. Academic and social problems characterize the young person who suffers from substance abuse -
failing grades, missing classes, Monday morning absences, aggression, etc.

QUESTIONS TO ASK?

Try to determine the amounts of the substance used - remember
that use can be continuous (for example: daily) or in binge
patterns (large amounts used sporadically - such as every three
to five days). Determine if the young persons problems are
due in whole or in part to excessive use of substances. One
particularly important question is - “How does taking (name of
substance here) help you or hinder you in your school and social
life”?

Substance abuse/dependence in young people usually requires
professional intervention. Issues such as confidentiality will
often arise so it is important that teachers understand what the
expectations and limits to confidentiality regarding substance
abuse/dependence are in their setting.
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Often the advice of a teacher or coach is an important step towards treatment for a young person
abusing substances. Non-judgemental but realistic advice from a teacher can sometimes lead them to
the realization that they need help. Some young people traffic in the substances that they use. The
teacher therefore needs to know the school policy on drugs and abide by it.



Things to Look for:

Some people with substance dependence/ abuse will also have
other mental health problems such as depression or anxiety.
If these problems occur they should be identified and help for
them provided. Suicide may occur more frequently in people
with substance problems. Youth who suffer from untreated
or inadequately treated ADHD are at higher risk for substance
abuse. Effective medication treatment of ADHD decreases
the risk for substance abuse.

2. WHAT IS ATTENTION DEFICIT HYPERACTIVITY DISORDER?

Attention Deficit Hyperactivity Disorder (ADHD) is characterized by a persistent pattern of hyperactivity,
impulsivity and substantial difficulties with sustained attention that is outside the population norm and
is associated with substantial functional impairments at school, home and with peers. This disorder
begins before age seven and continues into adolescence or for some people, even into adulthood.

WHO IS AT RISK FOR DEVELOPING ADHD?

ADHD has a genetic component and runs in families and is more common in boys than in girls. Girls who
have ADHD often do not have similar problems with hyperactivity although they have similar problems
with sustaining attention. Young people who have learning disabilities and youth with Tourette’s
Syndrome have higher rates of ADHD. Young people with Conduct Disorder may have ADHD which has
not been recognized or treated and which may contribute to their social and legal difficulties.

WHAT DOES ADHD LOOK LIKE?

Problems with sustaining attention may result in substantial difficulties in on task behaviors. Young
people with ADHD frequently make multiple careless errors, do not complete their academic or house
tasks, may start numerous activities without finishing one and frequently have great difficulties organizing
tasks and activities. They are easily distracted by stimuli in their environment (such as noises) and often
will begin to avoid tasks that require significant sustained attention (such as homework). Young people
with ADHD will often rush into things such as games or other activities without taking the time to learn
the rules or determine what they should do.

Hyperactivity is often manifested by difficulties staying still in one place - such as sitting at a desk or in a
group. Younger children may run around the room or climb on furniture etc. instead of focusing on group
activities. Most young people with ADHD have trouble sitting still and are very active - often they will
fidget, talk excessively, make noises during quiet activity and generally seem “wound up” or “driven”.



Impulsivity is often shown as impatience or low frustration tolerance. Young people with ADHD will often
interrupt others, fail to listen to instructions, rush into novel situations without thinking about consequences,
etc. This type of behavior may lead to accidents. Many youth with ADHD also do not seem to be able to
learn from negative experiences, it is as if the impulsivity over-rides learning about dangers.

These difficulties can be less pronounced in activities that require a great deal of physical participation
and are constantly engaging. Sometimes young people with ADHD seem less distracted when they are
playing games that they like - especially games that do not require sustained attention (such as some
video games). Symptoms are more likely to be noticed when the young person is in a group setting in
which sustained and quiet attention is needed or when he/she is working in an environment in which
there are many distractions.

WHAT ARE THE CRITERIA FOR THE DIAGNOSIS OF ADHD?

There must be a number of symptoms from each of the following categories: inattention;
hyperactivity; impulsivity PLUS a duration of at least six months to a degree that the person
demonstrates maladaptive behaviors and trouble functioning that is inconsistent with their level of
development

Inattention (at least 6 of the following)

1 - failure to give close attention or many careless errors in work requiring sustained attention (such
as school work)

2 - difficulty sustaining attention in tasks or play

3 - does not seem to listen when spoken to directly

4 - does not follow through on instructions

5 - has difficulty organizing tasks and activities

6 - avoids tasks that require sustained attention (such as homework)

7 - loses things needed for tasks and activities

8 - easily distracted by the environment

9 - forgetful in daily activities

Hyperactivity (at least 6 of the following)

1 - fidgets or squirms while seated

2 - leaves seat in classroom or when is supposed to be seated
3 - runs about or climbs excessively when not appropriate

4 - has difficulty in solitary play or quiet activities

5 - is usually on the go, as if motor driven

6 - often talks excessively

Impulsivity (are included in the number of symptoms for hyperactivity)

7 - blurts out comments or answers to questions before he/she should
8 - has difficulty waiting for his/her turn
9 - often interrupts or intrudes on others



WHAT CAN I DO IF IT IS ADHD?

ADHD can be treated with a combination of medications and other assistance - such as social skills
training and cognitive behavior therapy. The most effective treatment for the symptoms is medication.
Because learning difficulties are common, young people with ADHD should undergo educational testing to
determine if a learning disability is present. Sometimes youth with ADHD will benefit from modifications
to their learning environment such as having quieter places in which to work or having homework done
in small amounts rather than over long periods of time.

WHAT DO | NEED TO WATCH OUT FOR?

Some young people with ADHD will develop conduct disturbances or substance abuse. Many will
become demoralized because of constant reminders from teachers, parents and others about their
“bad behavior”. Remember that these young people are not bad - they simply have difficulties with
sustained attention. Try not to decrease their self-esteem by focusing only on what they have difficulty
in doing - focus on their strengths as well.

QUESTIONS TO ASK?

Are you having difficulties focusing on your schoolwork? Is it hard for you to finish your work if there
are noises or other distractions? Do you parents or your teachers seem to be nagging you all the time
to do your work or to sit still?
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3. WHAT IS SUICIDE?

Suicide is the act of purposely ending one’s life. Suicide itself is not a mental disorder but one of the most
important causes of suicide is mental illness - most often depression, bipolar disorder (manic depression),
schizophrenia, and substance abuse.

Suicide is found in every culture and may be the result of complex social, cultural, religious and socio-
economic factors in addition to mental disorders. The reasons for suicide may vary from region to region



because of these factors. It is therefore important to know what the most common reasons for suicide
are in the region in which you are working. This may be difficult to determine accurately because of the
“taboos” and stigma around suicide.

The preferred methods of completing suicide may vary from location to location - ranging from firearms
to fertilizer poisoning to self-burning to overdosing on pills. Therefore, it is also important to know the
most common methods of suicide in the region in which you are working.

WHAT DOES SUICIDE LOOK LIKE?

Not all self-harm behaviors are attempts to commit

suicide. There may be many reasons for self-harm
behaviors besides suicide. These include a person
attempting to cry for help, for example from a person
who is stuck in a harmful situation that they cannot
escape such as ongoing sexual abuse. Young people
with certain types of personality disorders commonly
perform self-harm behaviors. A suicide attempt
is distinguished from a self-harm behavior by the
person’s intent to die.

Suicidal behavior has three components: ideation; intent, plans.

1. Suicidal ideation includes ideas about death or dying, wishing that he/she were dead, or ideas
about committing suicide. These ideas may not be not persistent. These ideas can be fairly common
in people with mental disorders or in people who are in difficult life circumstances. Most people with
suicidal ideation do not go on to commit suicide but suicidal ideation is a risk factor for suicide.

2. The second component is suicidal intent. With suicidal intent, the idea of committing suicide
is better formed and more consistently held than in suicidal ideation. A person with suicidal intent may
think about committing suicide most of the time, imaging what life would be like for friends and family
without him/her, etc. The strongest intent occurs when the person decides that she/he will commit
suicide.

3. The third component is the suicide plan. This is a clear plan of how the act of suicide will occur.
Vague plans (such as “someday | will jump off a bridge”) are considered as part of intent. In a suicide
plan the means of committing suicide will be identified and obtained (such a gun, poison, etc.), the
place and time will be chosen. The presence of a suicide plan constitutes a psychiatric emergency.

WHAT CAN I DO IF IT IS SUICIDE?

The first thing is to identify the presence of suicide ideation, intent and plans. Suicide ideation and
intent may benefit from supportive or cognitive based counseling. The presence of a suicide plan should
lead to placement of the person in a situation in which he/she can be safe and secure. That situation
should be therapeutic and not punitive and should be accompanied by supportive or cognitive based
counseling. The family or loved ones may require support and help as well. Non-judgmental supportive
counseling for them may be of assistance in such situation. If a suicide has happened, the family or
loved ones may benefit from non-judgmental supportive bereavement counseling.

If a teacher is faced with a student who is talking about or writing about suicide then it is important to
include an educator from guidance or health to assess the situation. Generally it is better to err on the
side of caution and take the young person to a location in which they can be safe. Schools should have
policies about how to deal with a suicidal youth - know your school’s policy. If there is no policy bring
this issue to the attention of the principal.

If a young person suicides, there can be negative repercussions amongst peers, classmates and teachers.



It is important not to force students or others into reliving or analyzing the event. Traditional critical
incident stress debriefing interventions have not been shown to be helpful and may even cause harm.
A supportive space for those students who wish to use it should be provided after school hours and a
teacher or guidance counselor known to the students should ideally be available for those who wish
to talk. Each community will have its own traditions for dealing with this kind of event and it is not
necessary to create highly affective responses to a suicide in the school setting.

WHAT ARE RISK FACTORS FOR SUICIDE?

The following are the most common (and strongest) risk factors for suicide in young people. Remember
that a risk factor does not mean something that causes an event to happen, rather it is something that
is related to an event that happens. More bous than girls commit suicide.

Depression or other mental disorder
Previous suicide attempt

Family history of suicide

Excessive alcohol or drug use
Impulsivity or juvenile justice history

Suicide risk is high in people with mental disorders, in particular those with: depression (of all kinds);
bipolar (manic-depression); schizophrenia; substance abuse. If a young person talks to you about
suicide, take them seriously - it is a myth that people who talk about suicide will not attempt suicide.

QUESTIONS TO ASK?

Ask about ideation: “Have you been thinking about dying, harming yourself or suicide?”
Ask about intent: “Have you decided that you would be better off dead or that you should kill yourself?”
Ask about plans: “What plans have you made to kill yourself (and obtain the details)?”
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Teacher self evaluation answer key
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1. True 16. True
2. True 17. False
3. True 18. True
4. False 19. False
5. True 20. False
6. False 21. True
7. False 22. False
8. False 23. False
9. False 24. True
10. False 25. True
11. True 26. False
12. False 27. True
13. False 28. False
14. True 29. True

15. True 30. False





