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Serbian floods . may 2014
Water Disaster and Experince of Urgent Psychiatry Unit
Introduction

• During may 14 . year 2014 to may 17 2014 in Serbia happened terribile floods. Water disaster in several
minutes damaged almost half of the little cities.
• Obrenovac ( surounding of Belgrade town capitol) became a town symbol for water disaster• At Clinic Laza lazarevic. Belgrade emergency unit were prepared to help

Method

• Follow up study of 45 patients hospitalized and been admitted at Clinic.,during the 5 days• But at the same period we examined almost 350 patients.
• When floods hapenned people tried just to save life. ,many persons didnt have time to take medicine and
an any therapies.
So, among all that sick and unhappy persons were psyhiatry patients-

AIM

• In this emergency situation for Serbia. , urgent psychiatry doctors admitted 45 patients who despite
treatment and medicaments ( at Shelter centres) still had showed serious symptoms
• Who were the most vulnerabile psychaitry category patients?
• Our stuff noticed that 50 % of admitted patients were Dg as Schizophrenia,
• 5% panic. attacks patients
• 25% dg as Depression psychotic
• 20 % were Dg as Dementio

Goals

•
•
•
•

Disaster floods in Serbia will have strong health as well as economic consequences in next years - in Serbia Power problems, damaged bridges.
Homes under water. Vanished hospitals pharmacies and so many people had lost houses.
All of them, after the first shock felt depression. Older people were moved from former (lost) houses to
Shelter centres and didnt have orientation, and noticible cognitive damage

Suport

• All the people without home, at the first moments didnt know where are their relatives. No Mobile phone.
without power. ,even without aspirin needed suport. They were moved to many Shelter centres in Serbia.
Mostly Belgrade.
• But for doctors seriously oncology patients. diabetes patients ( nowhere insulin when you leaved damaged
home) were under control.
• Psychiatry patients are extremly vulnerabile to any new situations, so can you imagine consequences in
such a disaster.

Patients at Clinic L. Lazarevic

• Age of admitted patients were from 23 years old to 76 years old.
• Man and women the same 50 %. But among them the youngest patients dg as F20 Shizophrenia were
male. All Depressed patients were women, (age from 35 to 56).Admitted patients dg as dementia 90%
were women.
• Panic attacks noticed the same percentage if we compare age and sex (mostly 39 years old)
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The first hospitalisations at Clinic

• Just 5 patients (3 schizophrenic F20 and 2 Dementio patients F00) were hospitalized the first time at psychiatry.
• Another 35 persons have already been treated before at local psychiatry depratments in their cities• All of patients came without any therapies.But some of them knew what they got before floods.

Treatment protocols

• Schizophrenic patients got amp of haloperidol im 2x1 im. Biperidon per os. As wellas olanzapin in 10 mg
daily dose for start.
• Depressed patients got im diazepam. Lamotrigin 25 mg in one dose and depending of type escitalopram
10 mg or venlafaxin 150 mg pro die,as well as 12,5 mg of closapine for resistant insomnia.
• Patients dg as dementio got donezepil 5 mg pro die and if necessary rispolept just 0.5 mg solutio.
• Patients with panic symptoms gor im diazepam, and after good sleep clonazepam 4 mg pro die.
Of course. Therapies were not the similar. But mentioned th had been used more frequently

Complete tretments

• Tracing recovary we, control all laboratory tests during one month.
• Eeg monitoring.
• All of patients had been examined by dr spec. Of infectology, dermatologists and if necessary by surgions
(for little skin lacerations)
• Deprending of examination. Some of persons had to got antibiotics. Creams. Analgetics,
Psychological suprot teams, as well as social workers are including in holistic strateg

PANSS, BECS, Mini mental scales

• Before and after tretment patients showed significant improvments at adequate scales used to control
mental state.
• PANSS (the both scales) used for f20
• Beck and Montgomery Ashberg scales for depressed.
Mini mental score showed bad results among population of demention, Obvisly water disaster. Floods
moving from lost homes to Clinic worsennig organic deterioration, cognitive problems behaviour discontrol.

Results

• Climate water disaster .floods in just few days ( and critical 10 minutes ) made catastrophe in Serbia.
• Psychiatry patients are very sensibile even in normal situations.
• In our study, at psychiatry emergency department in Clinic Laza lazarevic schizophrenic patients were the
most vulnerabile.Obvisly ,some of the first psychotic episodes started during this Water floods disaster
• Also we noticed that such a disaster worsening mental state of persons with dementio.

Conclusion

• Even the best meterologist cant predict such a disaster and consequences
• From this, litle study psychiatric patients are especially sensible to unpredictible disasters (as we knew). So
• Good organisation of all medical workers. Social suport are necessary in such a terrible situations.

Thank you for attention

• Doctors from Urgent psychiatry unit of Clinic Dr Laza Lazarevic
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Attention deficit hyperactivity disorder (Round Table)
Stamouli H., Kotta D., Karkani A., Kouros J.

Introduction
Attention Deficit Ηyperactiviτy Disorder, is one of the most common menταl disorders among
children. According to Schachar & Logan (1990), Attention Deficit Hyperactivity Disorder (ADHD) is
a "label, given to children who are impulsive and unable to concentrate on an activity as well as other
children their age, can." (Bernstein et al, 1997 p.526). The current technical term for ADHD is
hyperactivity, characterized by short attention span, distractibility and high levels of physical activity.
Attention Deficit Disorder (ADD) is a term used for the group of people who show attention problems
without hyperactivity. Children who receive the diagnosis of ADHD often have major difficulties with
achievement in school whether or not they display formal learning disabilities, they show signs of
defiance, aggression and other antisocial behaviors, that is why they are usually rejected by peers.
Criteria
The diagnostic criteria for Attention Deficit Disorder (inattention) according to the Diagnostic
& Statistical Manual of Mental Disorders – 4th edition (DSM-IV)
1. Often fails to give close attention to details or makes careless mistakes in homework, work or other
activities.
2. Often has difficulty sustaining attention in tasks or play activities.
Often does not seem to listen to what is being said to him or her.
3. Often does not follow through on instructions and fails to finish schoolwork, chores or duties in the
workplace (not due to oppositional behavior or failure to understand instructions).
4. Often has difficulty organizing tasks and activities.
5. Often avoids or expresses reluctance about, or has difficulties in engaging in tasks that require
sustained mental effort (such as schoolwork or homework).
6. Often loses things necessary for tasks or activities (e.g. school assignments, books, pencils, tools or
toys).
7. Is often easily distracted by extraneous stimuli.
8. Is often forgetful in daily activities.
Inattention is indicated by the presence of at least six of these symptoms. Also they must
persist for at least six months, to a degree that is maladaptive and inconsistent with developmental
level.
The same applies with the following symptoms that indicate hyperactivity:
1. Often fidgets with hands or feet or squirms in seat.
2. Leaves seat in classroom or in other situations in which remaining seated is expected.
3. Often runs about or climbs excessively in situations where it is inappropriate (in adolescents and
adults, may be limited to subjective feelings of restlessness).
4. Often has difficulty playing or engaging in leisure activities quietly.
5. Is always "on the go" and acts as if "driven by a motor".
6. Often talks excessively.
Impulsivity
7. Often blurts out answers to questions before the questions have been completed.
8. Often has difficulty waiting in lines, or awaiting turn in games or in group situations.
9. Often interrupts or intrudes others (e.g. butts into others' conversations or games).
Some of the symptoms that cause impairment were present before age 7. Some symptoms that
cause impairment must be present in two or more settings (e.g. at school, work and al home). Also,
there must be clear evidence that of clinically significant impairment in social, academic or
occupational functioning. Finally, that it does not occur exclusively during the course of a Pervasive
© Medimond . S513R9076
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Developmental Disorder, Schizophrenia or other Psychotic Disorder and is not better accounted for,
by a Mood Disorder, anxiety Disorder, Dissociate Disorder or a Personality Disorder (DSM-IV, 1995).

Can any other Conditions Look Like ADHD?
There is a dispute among psychiatrists and psychologists in the United States and in Europe.
That has to do with whether attention deficit hyperactivity disorder is a single syndrome or it is "more
fruitful to divide it into subtypes". Europeans recognize only the subtype of hyperactivity while U.S.
psychologists believe that it is a syndrome with two subtypes. And this happens in the case that
children show attention problems, but not hyperactivity, something that is called (as have already
seen) Attention Deficit Disorder (ADD). In general, it is very important to have in mind that during
some stages of development, children tend to be inattentive, hyperactive or impulsive. This does not
mean that these children have ADHD. Preschoolers have a lot of energy and run everywhere they go.
Many teenagers go through a phase when they are messy, disorganized and reject authority. It doesn't
mean that they will have a lifelong problem controlling their impulses.
There are some conditions that may look like ADHD that the specialist must look at extremely
carefully, before making a diagnosis: Underachieve merit at school due to learning disability, attention
lapses caused by “petit mal seizures”, a middle ear infection that causes an intermittent hearing
problem, disruptive or unresponsive behavior due to anxiety or due to depression. Also, many children
with ADHD experience emotional disorders. One-fourth feel anxious. Because the feelings are scarier,
stronger and more frequent than normal fears, they can affect the child's thinking and also the child’s
behavior.

Assessment and Diagnosis
Many parents see signs of an attention deficit in their children, long before their children enter
school. But the fact is that because parents usually find it hard to sec their child's behavior as a
problem, teachers are the ones who recognize that a child is hyperactive or inattentive. Teachers work
with children, that is why, they come to know how "average" children behave in learning situations
that require attention and self control. "ADHD-related behavior shows wide within-child variability
over time, compounded with inflexibility in shifting roles" (Hinshaw, 1994 p.23). So, since the child is
taken to a specialist, the gathering of information of the child's natural environment with regard to
domains of dysfunction that are crucial for learning and social interchange, is essential. Also in order
to know the individualized evaluations of language abilities, cognitive functioning and psychological
process, the specialist must become familiar with instruments such as rating scales, questionnaires and
behavior observation methods. The child's behavior must he captured in school, home and peer-related
settings.
The diagnosis of ADHD is based mainly oil the child's history, current observations,
interviews and questionnaires. The specialist interviews the child's parents, teachers and other people
who know the child well. Parents are asked to describe their child’s behavior in a number of situations.
They may also fill out a rating scale to indicate how severe and frequent the behaviors are. In some
cases the child may be checked for social adjustment and mental health. Intelligent and learning
achievement tests may be given in order to see if the child has a learning disability and in order to see
whether the disabilities are in all or just parts of the school curriculum. The specialist pays a special
attention to the child’s behavior during noisy or unstructured situations (e.g. parties) or during tasks
that require sustained attention (e.g. reading, playing a hoard game). Then, the specialist creates the
profile of the child's behavior. Which symptoms listed in the DSM does the child show? How often?
In what situations? How long has the child been doing them? How old was the child when the problem
started? Are the behaviors seriously interfering with the child's friendships, school activities or home
life? Does the child have any other related problem? Overall, in formulating a diagnosis, there is no
substitute for thorough knowledge of (a) child psychopathology in general, to help in making
differential diagnostic decisions, (b) the psychometric properties of the various assessment tools that
can be utilized to sample behavior in the child's natural environment and (c) the variety of assessment
of ancillary areas of functioning, including speech and language skills, cognitive development and
neuropsychological functioning, to name several.
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Etiology
Genetic factors
Temperamental qualities of activity level and general "difficulty" arc to some extent heritable.
A clear genetic anomaly has been found to associate specifically with ADHD.
Children who have ADHD usually have at least one close relative who also has ADHD. And
at least one-third of all fathers who had ADHD in their youth, bear children who have ADHD. "A
genetic condition resulting in generalized resistance to thyroid hormone is strongly associated with
reliably diagnosed ADHD but not with other behavior or psychiatric disorders in affected families".
But the mutant thyroid receptor gene appears to occur with only a very small prevalence in the
population.
Congenital factors
There are some suggestions that prenatal difficulties, low birth weight, diseases of infancy and
early neurologic insult, are factors that might predispose to a range of later child psychopathology.
Also, maternal substance use and high levels of drinking during pregnancy seem to be very important,
especially since there is a strong suspicion that somewhat lower levels of drinking may induce the
kinds of disinhibition, learning difficulties and behavioral disruption characteristic of ADHD. It
appears that alcohol and the nicotine in cigarettes may distort developing nerve cells.
The brain and ADHD
Scientists of the National Institute of Mental Health (NIMH) found a link between a person’s
ability to pay continued attention and the level of activity in the brain. "Measuring blood flow in their
brains, the researchers found that hyperactive adults were metabolizing glucose, the body's main
source of energy, at the rate 8% lower than the controls, the difference was greater in the premotor
cortex and the superior prefrontal cortex, regions devoted to the control of attention and movement".
This indicates that a lower level of activity in some parts of the brain may cause inattention.
Toxins and environmental factors
Exposure to lead, even at levels that fall short of clinical toxicity, is associated with small but
robust decrements in intellectual performance and with distractible, impulsive school behavior.
Familiar risk factors
"Discordant familiar interchanges appear to be a maintaining or escalating factor in families
with a child displaying ADHD behavior patterns"(Hinshaw, 1994 p.65). Jacobvitz and Sroufe (1987)
in a recent work, noted that overstimulating mother-child interactions early in life, were a primary
factor for the appearance of ADHD in children. The research took place in impoverished inner city
families.

Treatment
A variety of medications, behavior - changing therapies and educational options are available
to help people with ADHD to focus their attention, build self-esteem and function in new ways.
Treatment should include consideration of at least the following: 1) education about ADHD for the
parents and the child; 2) medication for the child; 3) remedial or special education where necessary.
Some authorities believe that individual social skills training, psychotherapy or group therapy may
also be useful.
Medications
Three medications in the class of drugs known as stimulants seem to be the most effective in
both children and adults: methylphenidate (Ritalin), pemoline (Cylert) and dextroamphetamine
(Dexedrine or Dextrostat). For many people these medicines dramatically reduce their hyperactivity
and improve their ability to focus, work, learn. The medications may also improve physical coordination, such as handwriting and ability in sport. Stimulant drugs, when used with medical
supervision, are usually considered to be quite safe. Although they can be addictive to teenagers and
adults if misused, these medications are not addictive in children. Nine out often children improve on
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one of the three stimulant drugs. So, if the one doesn't help, the others should be tried. Other types of
medication may be used if stimulants don't work or if the ADHD occurs with another disorder.
Antidepressants and other medications may be used to help control accompanying depression or
anxiety. In some cases, antihistamines may be tried. Some doctors recommend that children be taken
off the medication now and then to see if the child still needs it. They recommend temporarily
stopping the drug during school breaks and summer vacations, when focused attention and calm
behavior are usually not as crucial.
As useful as these drugs are, there is a great deal of controversy. The reason is that stimulants
tend to suppress appetite, they may disrupt sleep patterns and accelerate heart rate by several beats per
minute. Along with these side effects, headaches and stomachaches are the most commonly reported
during trials of stimulants for children with ADHID.
Behavioral intervention
The usual methods of discipline, like reasoning and scolding, don't work with children with
ADHD, because these children don't really choose to act in these ways. Cognitive-behavioral therapy
helps people work on immediate issues. Rather than helping people understand their feelings and
actions, it supports them directly in changing their behavior. The support might be practical assistance
or to encourage new behaviors by- giving praise or rewards each time the person acts in the desired
way. Social skills training can also help children learn new behaviors. In social training, the therapist
discusses and models appropriate behaviors (waiting for a turn, sharing toys, asking for help) and then
gives children a chance to practice. An effective way to modify a child's behavior is through a system
of rewards. The parents (or teacher or specialist) identify a few desirable behaviors that they want to
encourage in the child. The child is told exactly what is expected in order to earn the reward. The goal
is to help children learn to control their behavior and to choose the more desired one. The technique
works with all children, although children with ADHD may need more frequent reward. In addition,
parents may learn to structure situations in ways that will allow their child to succeed. This may
include allowing one or two playmates at a time, so that their child doesn't get overstimulated. Parents
may also learn to use stress management methods, such as medication, relaxation techniques and
exorcise, to increase their own tolerance for frustration, so that they can respond more calmly to their
child's behavior.
Psychotherapy
Psychotherapy works to help people with ADHD to like and accept themselves. Patients talk
with the therapist about upsetting thoughts and feelings, explore self-defeating patterns of behavior
and learn alternatives to handle their emotions. As they talk, the therapist tries to help them to
understand how they can change.
Controversial treatments
Many newly touched treatments sound reasonable. Many even come with glowing reports. But
none of them has been scientifically shown to be effective in treating the majority of children with
ADHD.
Some of them, are: Biofeedback, restricted diets, allergy treatments, megavitamins,
chiropractic adjustment and bone realignment. Finally, treatment for year infection. "In short, the most
effective treatments researched to date (stimulant medications and behavioral programs), share similar
drawbacks, the most salient of which is their inability to yield clinically sufficient or durable gains
when used singly" (Hinshaw, I994, p.118).

Growing Up With Adhd
The restless, inattentive, impulsive children, who are given the diagnosis of attention deficit
disorder with hyperactivity, might outgrow the symptoms completely and become "normal" adults, or
at least, as they grow up, with appropriate help from parents and clinicians, they become able to
suppress their hyperactivity and to channel it into more socially acceptable behaviors. People with
ADHD have natural talents and abilities that can help them in building a career and a fine life. There
are many people with ADHD who feel that their patterns of behavior give them unique, often
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unrecognized, advantages. Because of their drive for excitement and stimulation, many become
successful in business, sports, construction and public speaking. Because of their ability to think many
things at the same time, many have won acclaim as artists and inventors. Many choose work that gives
them freedom to move around and release excess energy.
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Panic Attacks
Stamouli H., Cotta D., Karkani A., Kouros J.

Abstract
This essay is about tears, anxieties and especially, panic. What a panic attack is. I lie ways in
which the body and the mind respond to these attacks. Which are the dimensions of panic and Finally
an attempt to find the possible causes which can lead us to the treatment of that disorder.

Even the bravest among us have experienced fear at one time or another, though we may not
like to remember such experiences. Our fears limit us, sometimes in small ways, sometimes in ways so
large that we become imprisoned by them. Often the shame of exhibiting a weakness inhibits us from
talking about, exploring and mastering our fears and thus encourages accommodation to a limited state
of being and to a lesser degree of freedom than life should afford.
The term 'panic' comes from Pan, the half human, half goat Greek god of the mountains and
woodlands, whose unpredictable behavior was associated with mountain rumblings and unforeseen
events. The distinguishing feature of panic disorder is the presence of abrupt and frequently
unexpected disturbances involving symptoms such as palpitations, sweating, tingling, chest pain,
shortness of breath, dizziness, nausea, depersonalization, numbness and hot flashes or chills. Patients
frequently experience fears of dying, going craw or behaving in an out of control fashion concomitant
with the physical symptoms. In 1975, Spitzer and colleagues proposed 'panic attack' and ‘generalized
anxiety disorder’ as distinct diagnoses. In panic disorder, the essential features were recurrent panic
attacks which occurred unpredictably. The critical distinction between a common fear and a phobia, is
the degree to which it interferes with everyday life. Although a fear of a harmless snake may be
intense or may extend to a fear of crawling insects and mice, such a fear is not likely to interfere much
with everyday living. On the other hand, a fear of panics if accompanied by avoidance of office on the
top floor of high buildings, of high-rise hotels or rooftop restaurants, will interfere with work or leisure
activities and in that ease may be considered a phobia. A simple phobia involves a single object or
situation. Phobics will go out of their way to avoid the stressful situation and if they encounter then,
they will flee at the earliest possible moment. In addition, phobics will anticipate such encounters with
great anxiety.
A panic attack is an intense burst of anxiety accompanied by marked physiological uproar and
many strange changes in bodily feelings. Attacks may last from a few minutes to a few hours and each
attack will leave the victim feeling shaken and exhausted. Some of these attacks come out of the blue,
others occur within a phobic situation and are therefore not entirely unexpected.
Panic attacks are not associated with a simple phobia. The most common experience of panic
is that which suddenly descends upon a person, turning an ordinary day into a terrifying and
bewildering experience vividly etched upon the memory as the beginning of a strange and often long
lasting illness - an illness that because ft the constant fear of a sudden and unforeseen panic attack,
may lead to an increasing limitation of activity. ‘The anxiety attack is an episode of emotional
decompensation, usually appearing in a setting of chronic anxiety and exhibiting to an exaggerated
degree the characteristics of normal fright' (Cameron. 1987 p.254). As a rule, the panic attack climaxes
a long period of mounting tension, to which the patient has been progressively adapting, but with everincreasing difficulty. Finally, he reaches the limit of his tolerance, he can compensate no farther and
the continuation or an increase of the stress precipitates the acute episode. In extreme cases, the
anxiety attack resembles sudden violent uncontrollable alarm. The patient grows restless and agitated,
his pupils dilate, his face changes colour, he breaks out into a sweat and his mouth goes dry. His
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breathing quickens, he complains of choking or suffocating and tugs at his collar or jerks it open. His
heart beats rapidly and develops irregularity with sometimes a chest pain referred down one or both
arms. The patient is tremulous and may walk or stand unsteadily. He complains of feeling dizzy, faint
or weak in the knees of numbness and tingling in his extremities of hot flushes or chilly creeps. He
may implore those around him to gel help at once and rail at them for their indifference or
incompetence if they do not share in his alarm. After a period of from a few minutes to an hour, the
attack gradually subsides to a comparatively unobstructive level or it disappears completely.
Panic attacks are not always too severe or dramatic. Often they are relatively brief episodes of
moderate intensity which frighten the patient but do not disable him. There may be considerable
variation in symptomatology from person to person, depending in part upon events preceding the
attack and in part upon individual differences in a person's habitual patterns of reaction in fear and
excitement. Patients sometimes suffer momentary disorientation in a panic attack, become paramnesic
or complain that things and people around them seem unreal and that they themselves seem unreal or
changed. They may report disturbances in perception, of various kinds and in various fields or
temporary impairment of locomotion, co-ordination, speech and thought. Panic attacks rated patients
as having three symptoms arc also usually rated as having a severity of three or greater (on a scale
from zero to ten, where zero represents no panic and ten. a state of incapacitation). Interestingly, as
many as 30% of ‘normals' experience occasional episodes of panic. However ‘normals’ rarely if ever,
experience spontaneous panic attacks with as many as four or more symptoms and a severity of four or
greater on a 0-10 scale.
How patients interpret the symptoms, influences the extent of anguish and impairment and
their decisions regarding where to seek help. How patients describe their symptoms will affect how
they will be treated by a psychotherapist. Such descriptions will also influence patients’ estimate of the
effectiveness of the treatment. The dimensions in which anxiety can lie seen or interpreted are three:
the cognitive, the physiological and biochemical and finally the behavioral dimension. The
relationship between cognitive appraisal and anxiety has received much attention in recent years.
Various systematic investigations have found that cognitions like 'I am going to die of a heart attack', Ί
may lose control of myself and injure someone‘, Ί can not cope', ‘I will make a fool of myself’ are
common among patients. The most frequently encountered things refer to death, disease, social
rejection or failure. Beck and Emery (1984) believed that such cognitions generally precede the onset
of exacerbation of experienced anxiety and that the amount of anxiety is proportional to the degree of
plausibility (to the patient) of the hypothetical danger to the patient’s notion of the severity of harm
from the danger and to the patient’s estimation of the likelihood that the dreaded event will occur.
More recent studies have shown that panic patients are likely to have thoughts related to loss of
control, death, illness, at times of anxiety. Also that most subjects reporting that a bodily sensation
precedes the cognition. But whether or not thoughts cause, exacerbate or maintain anxiety, panic
remains unclear. In the physiological and biochemical dimension, extensive research has revealed
many complicated interactions anions; these aspects of anxiety, yet, threat - fear – fight/flight, remains
a core feature. A threatening situation may cause release of various hormones and lead to increases in
sympathetic and parasympathetic nervous system activities. It is presumed that inappropriate and
frequent elicitation of this response also causes some of the symptoms associated with psychologically
tensed or upsetting situations: pain in tense muscles, headache, gastrointestinal upset, sleeplessness.
The archetypal fight or flight syndrome is rarely seen in humans. Humans have unique patterns of
physiologic response to threatening stimuli, depending on their past experience: medication, drug use
and other lifestyle habits. Receptor sensitivity and architecture and appraisal of the situation and other
cognitive patterns. The behavioral symptoms associated with anxiety may be classified into acute and
chronic responses. The behavioral signs of fear include a fearful facial expression, trembling,
sweating, pale face, hyperventilating, increase muscle tension and staring. Withdrawal, which may
occur as flight, escape or avoidance is often associated with a fearful facial expression.
Phobias can be acquired through the single pairing of an alarming occurrence and a hitherto
situation. Few phobics can recall the preceding incident for their fear. Some recent experiments
provide more detail about tear responses to different types of objects. The results where that it is easier
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to associate a fear response with objects such as snakes and spiders than with objects such as flowers
or geometrical shapes. Moreover, the perceived unpleasantness of the object increases following
conditioning, but again this is true for objects such as snakes and spiders. More complex stimulus
patterns have also been found to lead to the formation of mini-phobias, for example presenting the
subject with two versions of the same object. It is possible to condition a phobia to an angry face but
not to a smiling one. Just as people tend to develop phobias only to certain types of fear-evoking
stimuli are coupled with these objects. Some phobias may be learned by social transmission without
the primary experience of arousal in the presence of the feared object. Such transmission may he either
by imitation or direct communication. Also it is possible that thoughts and memories may evoke
almost as much fear as an event in the real world. Memories seem to be laid down in clusters. The
more frequently two events are associated, the more likely it is that remembering one event may call to
mind the other. Moreover, action tendencies such as avoidance are also set into motion by
remembrances. All these observations lead to a clearer understanding of the various ways in which
fears might he learned, Certain classes of visual and auditory events activate a biologically endowed
learning mechanism. Such events form two clusters: (I) those events, often sudden in onset, that
portend possible injury, including social injury and (2) happenings that threaten separation. Fear of
those threatening situations is quickly learned and avoidance persists as a means of protecting the
individual from the potentially harmful environment. Such learning can occur in several ways, but it
seems likely that social transmission of fear, by alarm or by observation of a frightened parent, may be
the main method. Other methods, such as the pairing of a traumatic event with a previously neutral
situation also occurs, although the frequency may be less than might have been anticipated from early
theories about fear.
Self assessment is not a replacement for professional help. But there is no doubt that there are
psychological treatment techniques, such as relaxation and breathing control techniques. Somatic
sensations provide the feared stimuli in panic attacks. Therefore, learning to reduce or control these
sensations should reduce panic attacks. Another active ingredient in the psychological treatment of
panic attacks is likely to involve provision of accurate information and verbal alteration of aberrant
beliefs. In the behavioral treatment, the patients reported that they found the corrective information,
which reduced catastrophic beliefs about panic attacks to be the most harmful component. Cognitive
factors may have a role to play in some aspects of panic attacks, suggesting that cognitive
restructuring may be of value in the treatment. It is very important for the patient to keep a record of
his panic attacks or even just anxieties that maybe include only the symptom (for example increased
heart rate). In this way he will be able to face the physical symptoms, the situation (thought or event)
that caused panic, the feelings, thoughts, alternative thoughts and the actual response to his fear.
The most effective treatment for severe fears and simple phobias is exposure therapy,
featuring the same principle of gradualism. For most adults self-exposure should suffice, but if this is
proved to be ineffectual, then a therapist may be needed. As no drug therapy is involved, the program
can be handled by a licensed clinical psychologist or counselor. In the case of self-exposure, the help
of a spouse or friend may be needed. First, the patient must find out exactly how closely he can come
to the fearful situation without evoking more than mild anxiety. Then construct a plan by which he can
slowly approach it. For example, in the case of a fear of elevators, the patient might at first be able to
go up only one floor. Find a tall building and then practice going up two floors, until anxiety is
eliminated. He should continue to add one floor at a time. Keeping a chart on a graph of the gains, can
strengthen motivation by providing tangible evidence of the progress that was made. Often patients are
negative: Ί can not do this, it will make me to scared' or 'l am sure I will faint if I go on’. Such
thoughts should be challenged. They are not realistic and they are defeatist. They should be replaced
by positive thoughts, such as: ‘this is getting easier to do’, ‘doing it makes me feel good'. These
deliberate efforts will help to further the aims of practice and are a first step in overcoming the often
rather negative mindset of the phobic person. The most unpleasant aspect of experiencing panic
attacks is the psychological one. When a person is suddenly put in a condition of fear, without usually
knowing the stressor (at first attacks) it is unbearable. The person after this experience is left empty,
frightened, he loses confidence in himself, he does not feel strong anymore and instead he feels
vulnerable. He is not independent anymore and always wants to have someone close to him in order to
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feel secure. Panic and anxiety attacks limit, enclose the person that experience them. No trips, no
adventure, nothing unknown, always learned and taken paths. No excitement. Moody feelings,
thoughts. Not recognizing himself. ‘It comes over me all at once. First of all, it is like something
pressing on my eyes. My head gets so heavy, there is a dreadful buzzing and I feel so giddy that I
almost fall over. Then, there is something crashing my chest so I can get my breath. My throat is
closed together as though I were" going to choke... I always think I am going to die. I am brave as a
rule and go about everything by myself - into the cellar and all over the mountain. But on the day
when that happens, I do not dare go anywhere... (Freud's description of Katerina-1966) (Arnow and
Taylor, 1988 p.1).
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Abstract
The level (from worst to excellent) of the character, the behavior, the morality and the knowledge (for
any social person) is determined considerably by the following independent variables: a) education, b)
environment (natural and/or social), c) the educated people themselves (from a hereditary or genetic factors point
of view). The environmental factors (natural - social - family - school), on the one hand, determine, up to a
certain extent, the acceptance of the educational products by the educated, and, on the other, affect them.
Key - words: social environment, education, learning performance, learner, achievement

1. Environment and Education
When Lycurgus, legislator of ancient Sparta in the 9th-8th century BC, the unity of 'treatment,
education and teaching "has the effect of virtue and morality. In this section he writes: "Great torque to
pregnancy virtue, oh men Spartans, and manners and education and teaching and lives of regimens, and I unto
you these things aftika public mala professed poetry." Theorists of revolutionary socialism wrote in their
manifesto (1847-1848), with a semicolon way: "But, really, your action is not determined by society? Not
defined by social relations, which in these are educated? By direct or indirect social intervention through school;
»(Marx & Engels, 1984: 42). In the Greek Constitution of 1975, as amended (1986,2001,2008), and in particular
to Article 16 para. 2, specified that education is a basic mission for the State and shall aim at the moral,
intellectual, professional and physical education of Greeks, the development of national and religious
consciousness and at their formation as free and responsible citizens. The environmental factors (natural or
social) first determine, to some extent, the acceptance of products treatment and education and secondly impact
on the biological origins of the individual.
The family, the community, the neighborhood, the state, the church, the school is important education
institutions, education, moral principles, concepts and visions. The society, therefore the family, along with the
conditions of the time living a educadet describe the current social structures and forms, which in turn determine
the values and ideals of conducting, instruction and education and therefore, in particular, affect the learning
ability of the learner (Gravaris & Papadakis, 1997: 185-187). Since he presented the question of absolute
monarchical power (early 16th century), shaken and the authoritarian structure of the family, which later gave
way to the democratization of relations within the family (Mousourou, 1996: 14-18). But as democracy extends
to most of our planet is proportional to the demand of individuals for development of education and training
recruitment and production (access to higher education, vocational training, lifelong education, equal educational
opportunities, gender equality etc.) (Trikoilis, 1987: 29, 54) With scientific reserve of different methods for
calculating education indicators from various countries of the world and international organizations, we could
observe that Greece is in a very low level of rates, on both the percentage relationship of the available Gross
Domestic Product for education (public and private), and costs per educated secondary and higher education.
The above percentage of GDP on education in Greece amounted for 2008 to 4.0%, while for the first ranked
country, Norway, in 7,7% (Badie & Tolotti, 2008: 400, 402, 405). Costs and every educated in US dollars
annually for the same year, involving secondary and higher education amounted to 3,200 Dollis., While for
Switzerland, the corresponding figure was 18,000 Dollis . At the same painful position held by Greece and
annual salaries of teachers at all levels of education, the first country in the country ranking Switzerland
(Dimitrakos, ch.chr.: 65-68). It should be noted that the year 2012 from the state budget allocated outturn, public
education, 4.86 billion. Million euros, ie 2.5% of GDP.
From the above characteristic socio-economic indicators, suggesting the need for a reasonable
correlation of the educational system of a country with the overall socio-economic-political structure, so that
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they can enjoy the educated accessibility to quality and quantity of educational products, which will then be
invested for the benefit of the same social environment (Mardas, 1996: 19, 22).

2.The Influence of Structure and Form of Family Member of the Educated
2.1.Home environment, socialization of new family members and change in the structure aftis.
At first, the word family comes, etymologically, from the adjective "familial", meaning the person who
is born in the same house and beyond from the same house. In the course of family development, Leo the Wise
(866-912 AD) introduced the service of marriage wedding, as this component, with 89 young. But today the
family is institutionalized viokoinoniki group of adults and children who are descendants of married adults, as
the key factor of social and economic life. Does not the space in which falling (Mardas, 1997: 139-145). Any
change that may occur in the relevant social, cultural and political standing creates similar changes in the
structure of family, as well as the functions. On one level change structures and forms, we are before a series of
phenomenons, such as the ability to have all interested parties equal rights to obtain a proper and beneficial
education, the demand for equal opportunities in educational attainment, the demand for equal and fair treatment
in pay and the demand for equal treatment of the sexes in industrial relations and practices. It is a given that
urban everyday life becomes more difficult and complex, with similar problems in the area of home and work, in
parenting, in the long distances that are a barrier to communication and thereby causing alleviation of family
relationships and finally crime (Banks, 1987: 22,23,119,370).
The social spectrum of the family operation covers the areas of protection and child development,
acquisition of new members the sense of security against social risks, the formation of personality of the new
members and family dialogue, since it contributes to spiritual development and these ideological formation, the
positive model of behavior and action, addressing the children as equal members in relation to the large, better
awareness of children regarding the rights and obligations, development of social and interpersonal relations and
contacts and adaptation of the behavior of family members in the circumstances of the wider society
(Piperopoulos, 1999: 117-125). The fact that the education of young people is not exclusive affair of the school.
This is influenced by family, charities, workplaces, the media, etc. Effortlessly, then, that the school accepts the
effects of socioeconomic changes. Indeed, changes in the structure and function of the family require the school
to supervise children for more time and also put pressure on the State to establish nurseries, kindergartens and
nursery schools to meet the created complex social needs. Therefore, the basic family functions, at category
level, is, essentially, economic, social, spiritual anapsychiskai. Not dominant form of social functions is
socialization.
Socialization we have when the new person accepts the effects of society in a crucial period of its
development. It is the process during which the person afomeionei existing koinonkes habits and values, so that
the later feels his. This procedure is totally unconscious child only adults to realize, but are not always.
Socialisation consists in offering social and professional skills in children (within and from everyday social
emviosi), but also to offer education and knowledge in child (at school). Primarily, however, the child within the
family, learns language, ideas, moral evaluation criteria (ie initiated to civilization). Also in the family as the
primary institution of socialization, learning occurs roles in the process of imitation. So, the family is the primary
institution of socialization (Bassis et al, 1988: 99,100,134, 137). It is known that the progress of industrialization
had, as one of the major consequences, the gradual removal from the family's educational role. Official
educational institutions, not only in teaching craftsmanship, but also in much of the regulatory education, no
longer belong to the family. The family is now involved in the process of socialization and additives along with
school and exerts profound influence on the child's response to school and to good school performance
(Balaskas, 1984: 13-20) .The growing weight of evidence, suggesting the persistence of social inequalities in
educational performance, despite the democratization of educational provision, makes it inevitable so closely
associating studies of family origin social origin. For example, children of workers cheironakton
underperforming than children of other workers. Many factors such as parenting practices, thought and speech
patterns and orientating values do not work independently of each other but are closely linked. Similar problems
also exist in relation to the performance concept (learning ability) to a specific institutional and educational
plaisio.In general, socioeconomic status has a significant effect on academic performance and direction
(Cherkaoui, 1999: 94-95).
2.2. The crisis of the family, educational inequalities, political socialization of the child and the attitude of
students - students for participation in decision apofaseon.Mazy by wearing the power of the largest in the
family, fade and kinship ties and environmental neighborhood and this is done in insofar as economic changes
offer new maintenance resources and traditional perception beyond family income and inherited wealth. The
crisis of the family, after the Second World War (1939 - 1945), is a result of the crisis of institutions in modern
changing global society and results in the decline of the traditional family system, such as for example corrosion
or breakdown of kinship, removal ( gap) generations and to reduce the competences on the issue of socialization
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of children (Rivière, 2011: 178). Therefore today, with greater intensity in your family the parents' personal
interest for the child, in culture and education issues (Koulougliotis & Michalakopoulos, ch.chr.: 172-173). In
post-industrial society, under the new technology and new achievements of science, created the family new
needs which, in turn, push to a review of traditional values, new tastes, new ways to meet these needs, in an
acute phase response change and recognition of moral values and standards. Consistency of these is the conflict
between the spouses (in the attempt of experiencing the new tasks and obligations) and the reduction of interest,
the possibility and joy of parents for their participation in the socialization of children. Undoubtedly, this deficit
of socialization occurs in primary form (education) and secondary form (learning process, contact with teachers
and other children) (Tsaousis, 1979: 346-349). As shown negative behavior in the family and because the family
is not the only parameter of action of new, multi-faceted culture of contemporary man is necessary because
various instruments to this end offered. Thus, several factors may contribute associated with stages of
socialization of young people, which is necessary to smoothly. The family has to play the decisive role,
transmitting right experiences and messages to the child. In complement, but more widely educational offer, can
work school, with a view to development of the pupil in top personality. But, the media (when responsible) have
the potential to contribute to shaping global perceptions about life on the part of the new man (Kasimatis,
ch.chr.: 172-173). According to the report by James Coleman shows that inequality is not easily lifted as to
educational opportunities, because increased spending on education of disadvantaged does not affect cognitive
inequality found among the "people" (Takari (1983) : 183-184). While, the investigation of Christopher Tzenks
that educational reforms have little importance for equality and therefore inequality not easily handled (Defarges,
1998: 110-115). When L. Althusser, the school is the most important institution for the reproduction of the
dominant ideology (or is the main ideological mechanism of the State). The ideology, principles, values,
perceptions, representations, beliefs and concepts that school broadcasts, hinder the understanding of the social
structure and function. That is, impede understanding of the farm on which founded the categorical social
structure and organization of the economy (Gizela, 1993: 161-169). The P. Bourdieu concludes that the school
materials contributes to social categorization, but in reproduction. The critical age for developing people form
the key political and social attitudes and their orientation towards the environment, is between three and thirteen
years. During this age period, individuals affected in the relevant issues from the different socialization bodies
such as parents, school, peers, the media etc . Effortlessly apparent that the family and the school (and the groups
and the media) represent the factors that affect the political attitudes of young people. The teacher, through direct
teaching, displays values and standards specific values. The family, the upbringing and its political orientations,
lays the foundations of political socialization (Bottomore, 1974: 28-29).
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Introduction
Currently, the issue of therapeutic change during the disease treatment is extremely important
from both theoretical and practical perspectives. Therapeutic change can underlie the treatment
success or result of from it. In terms of behavioural disorders, the main approaches and treatment
models admit that therapeutic change has to be explored in a complex way, showing its connections
with therapeutic relationships and treatment outcomes.
On the other hand, oppositional, antisocial, and destructive behaviour along with prevention
and intervention programs have been of particular interest to researchers from different applied areas.
Thus, the studies have focused mainly on the characteristics of individuals with behavioural disorders,
their environment, diagnostic symptoms, as well as causes and consequences of conduct disorders
occurring at different levels with varying severity. It has to be emphasised, that different types of
behavioural disorders are characterized by persistent long time dysfunction and the lack of therapeutic
intervention or lack of change that can have strong negative consequences at personal, family and
social life levels. This study aimed to identify the main causes, principles and mechanisms of effective
therapeutic change in relation to the treatment of patients with diagnosed behavioural disorders (BD).
According to the literature review, behavioural disorders are interpreted as a complex set of
emotional, cognitive and behavioural problems, which are described by lack of control and respect of
the social and moral principles, as well as difficulties behaving in a desirable and socially acceptable
manner.
What are the principles and mechanisms of therapeutic change among patients with BD? What
factors contribute to the occurrence of behavioural disorder and to what extent? What models and
approaches are currently used in the treatment of behavioural disorders? Are cognitive-behavioural
therapy (CBT) and programs based on CBT effective in the treatment of behavioural disorders? In this
study, the author attempted to examine the basic principles and mechanisms of therapeutic change
among patients with BD based on cognitive-behavioural therapy - as well as to find answers to abovementioned questions.
This paper consists of several parts. The first part briefly describes the diagnostic features of
behavioural disorder, distinguishing between conduct disorder (CD) and oppositional defiant disorder
(ODD), as well as the risk factors of their occurrence. The next part describes the genesis of cognitivebehavioural therapy. It presents the latest model of therapeutic intervention in the field of behavioural
disorders along with current research on the effectiveness of cognitive-behavioural therapy and
programs aimed at patients with CD. The last part of the paper defines the principles and mechanisms
of therapeutic change in terms of CBT.

Definition and diagnostic criteria of behavioural disorder and oppositional
defiant disorder
When diagnosing behavioural disorder in terms of respect of social norms, authority and other
people’s rights, antisocial behaviours, such as aggression, delinquency, and substance abuse have to be
considered. A comprehensive analysis of the "behavioural disorder" concept indicated a wide range of
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behaviours, starting from strong affects, highly conflicting relationships with adults, rage and
deliberate irritability of other people, alcohol and drugs abuse and possibly injuring oneself or another
person. These behaviours are characterised by high level of co-occurrence with beharioural disorder
(Shubina, 2012).
According to the DSM-IV, two major types of behavioural disorders are 1. conduct disorders
(CD) - defined as symptoms of aggressive behaviour, which cause a physical threat to other people or
animals and symptoms of non-aggressive behaviours, which can damage objects or can lead to
property infringement, fraud and theft, as well as violation of rules; and 2. Oppositional defiant
disorder (ODD), defined as a recurring pattern of negativistic, stubborn, disobedient and hostile
behaviour toward authority (APA, 1994).
The DSM-IV states that an individual with behavioural disorder acts aggressively towards
people and animals and engages in theft or fraud, in a serious breach of the rules and in destruction of
property (Bloomquist, 2011). ODD is characterized by a pattern consisting of disobedient,
oppositional and hostile behaviours directed at authority figures (American Psychiatric Association,
2000). These individuals tend to argue continuously with adults, display emotional instability and get
highly furious, irritable, and resentful. Furthermore, they have difficulty coping with various
emotional states, such as emotional liability and frustration. Patients with ODD can present different
levels of comorbidity, which signifies a greater or lesser degree of severity and personal adjustment
(Loeber, Burke, Lahey, Winters, and Zera, 2000).
Considering the significance of therapeutic or behavioural change in a BD treatment, it is
extremely important to describe briefly the main causes and risk factors. Some sources suggest that
behavioural disorders have an important diagnostic cause, such as neuropsychiatric disease, ADHD, a
low level of intelligence, aggression and mental illness in the family (McMains, Maynard and Conlan,
2003). Other studies have provided data showing that behavioural disorders are the result of a complex
interaction among certain specific groups of factors (Frick, 1994; Lochman, 2003). Lochman, Magee
and Pardini distinguished four groups of factors: biological background, family context, social ecology
and relationship with peers, social cognitive content (Lochman, 2005). Biological factors are
associated with the possibility of inheritance of diseases and disorders, as well as occurrence of other
diseases with biological background that predict behavioural disorder. Family determinants include
poor mental adaptation, low level of parents' socialization and marriage instability (Frick, 1994).
Ecological indicators refer to low socio-economic status, low level of education, neighbourhood and
related environmental stressors and lack of acceptance among peers in early childhood (MillerJohnson, Lochman, Coie, Terry and Hyman, 1998). Some studies have shown the relationship of the
rejection by peers with substance abuse, truancy and violence (Lochman, Wayland, 1994). The
cognitive factors should include social deficits in cognitive content and processing of information.
Those factors provided the basis for planning and implementing of cognitive-behavioural
interventions.
Other approaches, which are difficult to generalize across populations and different cultures,
have been used to classify risk factors for behavioural disorders. Some cases of patients suffering from
BD or ODD correlate with genetic factors, brain damage, experiencing psychoactive substances in
early life, the specificity of temperament, behavioural disorders in the family, negative parent duties,
maternal smoking during pregnancy, child abuse, and inadequate peer relationships. The other group
of determinants comprises parental competence, specific features of the child's personality and
appropriate social environment, all of which can have a positive effect and increase the resilience of
the child. Modern studies consider the general assumption that approximately 40% of the behavioural
disorders result in antisocial personality disorder in the future (McMains, Maynard and Conlan,
2003).
Another classification distinguishes psychological, social and biological risk factors.
Irresponsible parenting, social and problem solving deficits, misattributing of negative motives and
hostile actions to others, and aggressive behaviour are among the most prevalent psychological
factors. Social factors are classified as violence and severe punishment, poverty, dysfunctional
environment, lack of control and support from parents, behaviour deviant peer groups, child
molestation and, the tendency to experience weak therapeutic effects. Biological determinants are
defined as occurrence of some specific problem in a family, such as ADHD, addiction or affective
disorder. (Oppositional Defiant Disorder and Conduct Disorder, - n.d.).
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Cognitive-behavioural therapy for behavioural disorders
Cognitive behavioural therapy (CBT) is a problem-oriented approach, aimed at identifying and
changing dysfunctional thoughts, beliefs and behavioural patterns associated with a particular clinical
problem. CBT assumes that thoughts affect emotions, which in turn affect the individual's behaviour.
Hence, cognitive-behavioural therapy for behavioural disorders is well-structured, active, and timelimited treatment, during which both therapist and patient cooperate to develop treatment plan and
goals and to implement them in real life. The CBT for treatment of behavioural disorders utilizes
several basic techniques. It can be used to identify the basic thoughts and beliefs; clarify the
relationship among thoughts, emotions, physical symptoms and behaviour; seek evidences of the
rightness of dysfunctional beliefs and conduct behavioural experiments; and generate alternative
hypotheses (Beck, 2005).
However, the standard approach of cognitive-behavioural therapy must be modified in
connection with the specific problems arising from the specific behavioural disorders. Specifically, the
characteristics of the child, parents and family as a system, as well as contextual conditions must be
considered. Among the child characteristics it is possible to distinguish comorbidity with other
disorders, low ambitions level, having a variety of deficits, school problems and difficulties, poor
school achievement, poor social skills, and high suspicion and hostility toward others. The family
characteristics include ineffective parenting, criminal behaviour, addiction (alcoholism), excessive
discipline, dysfunctional relationships, little supportive and more demanding communication with
children, unhappy marital relationships, interpersonal conflicts, and aggression. The contextual
features refer mainly to large families, inadequate housing and school reinforcement conditions, which
increase aggressive and anti-social relations (Kazdin, 1997).
Cognitive-behavioural approach assumes that different people understand the situation and
think about these situations differently according to their fundamental beliefs of themselves, their
experiences and the world around them. These beliefs are formed based on previous experience and
maintained through the person’s entire life. The wrong way of perceiving and interpreting the events
leads to learning a maladaptive behaviour (Beck, 2005). Cognitive-behavioural therapy aims to modify
these behaviours through the cognitive restructuring of the content of thoughts, assumptions and
beliefs, rather than directly. Thus, cognitive behavioural therapy focuses on helping patients
understand the processes and their effect on thoughts, emotions and behaviour when re-evaluating the
perception of themselves, their behaviour, and others.
Furthermore, cognitive-behavioural approach focuses on the "here and now" principle. Thus, it
focuses on individual's experiences based on which it can identify factors that may contribute to the
development of the disorder and determinants that may cause a therapeutic change. The typical
cognitive-behavioural therapy session includes: 1. evaluating the frame of mind since the last session,
2. summarizing previous session and determining the current plan, 3. working with the planned
symptoms or problems, 4. setting up homework, 5. summarizing the session, and 6. setting up the
treatment plan for the next session (Shubina, 2015).
Cognitive-behavioural therapy in the treatment of behavioural disorders includes a systematic
re-learning of a realistic and functional response to both external and internal factors supplemented
with psychoeducation. To achieve the treatment effect and to maintain the change, learning has to
occur in various situations and take place regularly (Shubina, 2012).
Cognitive-behavioural therapy for patients with CD and ODD uses various techniques and
methods, focusing on explaining the role of cognitive elements in therapy, including trust,
cooperation, and common cognitive patterns. The cognitive-behavioural model aims to show the
relationship among thoughts, emotions and behaviour theoretically as well as practically by evaluating
the patients' thoughts or metaphorically. This makes the model more comprehensive and practical for
the patient. Building trust is essential in CBT, as it encourages addressing the problem more
effectively, achieving changes faster, and encouraging proactive patient' participation in the therapy
(Cole, 1989). Cooperation between therapist and patient at the advanced level guarantees the
acquisition of real indicators of therapy, specifically life events - as well as the maximum
commitment of the therapist in the process of treatment.
The involvement in the treatment of patients with behavioural disorders, based on the
cognitive-behavioural techniques, has three basic levels, namely:
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1. Case conceptualization;
2. Assessment of the level of desired change and therapeutic needs;
3. Cognitive-behavioural level (Cole, 1989).
Conceptualization is the basis of the treatment, its progress, and achievements. It involves the
analysis of the problem in a comprehensive, holistic way along with the disorder, and it includes the
identification of negative automatic thoughts, their meanings and images, and their emotional and
behavioural responses (Cole, 1989). Well-prepared case conceptualization allows to draw meaningful
hypotheses and determinants of behaviour disorders, as well as to identify problems associated with
them. The most commonly used strategies in CBT for behavioural disorders are excitation processes
control, self-observation, learnings of new functional skills, the development of alternative behaviours.
The aim of these fundamental techniques is to teach the patient to effectively overcome his/her
difficulties by acquiring the ability to make the right decisions, engage in cognitive restructuring, and
conduct behavioural experiments. CBT includes the identification and modification of dysfunctional
cognitive thoughts, assumptions and beliefs, which cause relatively permanent therapeutic (cognitive
and behavioural) change in a person with behavioural disorder.
Many studies focused on assessment of various therapeutic models and treatment programs for
patients with behavioural disorders. Many of them have demonstrated remarkable effectiveness of
cognitive-behavioural approach. According to the current research on the effectiveness of behavioural
disorder models and approaches, problem-solving skills training, anger management training
developed and implemented within cognitive-behavioural therapy, as well as cognitive behavioural
therapy in combination with management training for parents have proven to be the most effective
(Oppositional Defiant Disorder and Conduct Disorder, - n.d.).
CBT is mainly used to address the behavioural symptoms of violence and crime, pregnancy,
risky sexual behaviour, substance use, school failure, and suicidal attempts. Various analyses of
programs developed for the criminals have shown that cognitive behavioural therapy is highly
effective in reducing recidivism rates. A meta-analysis conducted by Landenberger and Lipsey (2005)
confirmed that some selected components of CBT can enhance the effect on the prevention of relapse.
Ferrer-Wreder et al.’s (2003) research demonstrated the effectiveness of CBT-based programs for
people with substance abuse (Oppositional Defiant Disorder and Conduct Disorder,- n.d.).
Another group of pregnancy prevention programs that utilized CBT to target adolescents who
engage in risky sexual behaviour has been found to be effective. These types of programs can reduce
the level of risky behaviour, increase the skills to make positive decisions in life; increase positive
attitudes towards health and help adolescents make positive choices about their own health
(Opositional Defiant Disorder and Conduct Disorder,- n.d.). Overall, these programs have
demonstrated significant reduction in the level of unwanted pregnancy among minors.
CBT-based programs for students who have difficulties at school have been found effective at
individual, class, school and community levels. Such behavioural programs are based on four
categories: behavioural consultation; structured basic activities; behavioural monitoring and increasing
the presence, academic achievement and school behaviour; and deliberate education of students who
quit or are incapable of schooling (Cognitive behavioural Treatment, n.d.). A review of research of
Brestan and Eyberg (1998) pointed out that effective programs include significant cognitivebehavioural components of Anger Management Program and Problem Solving Program (Lochman,
Magee and Pardini, 2005).
According to Kazdina's research, training for parents, multistandard therapies and training for
cognitive problem-solving skills should be considered effective. Multiple therapies that focus on
children's cognitive and behavioural processes as well as educational activities for parents have proven
their effectiveness, as they affect various risk factors and protective behaviours, inducing results that
are more positive and supporting more effectively the cognitive-behavioural change among in patients with behavioural disorders (Kazdin, 1997).

Therapeutic change in behavioural disorder treatment
The literature review underlies the importance of therapeutic (cognitive and/ or behavioural)
change in CBT’s success, demonstrating different perspectives of this change. Some studies have
focused on the concept of „readiness to change”, mechanisms and processes of change, predictors of
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change, or facilitating of change. The analysis of research data on treatment success presented above
seems to supports the proposition that any model or program used for behavioural disorder therapy has
to include building specific skills and modifying attitudes, beliefs and behaviours of patients. Thus, a
therapeutic change, including both behavioural and cognitive components, may be considered as one
of the most significant factors in the treatment success.
Desired change in behavioural disorder treatment has to include cognitive, social, behavioural,
psychomotor, and affective/emotional dimensions (Boone and Boone, 2005). However, some
therapeutic programs typically target and measure only cognitive change, such as knowledge and
information. According to Clara Pratt and Sally Bowman (2005), few important steps should be
considered to achieve a behavioural change successfully:
• Reduce the environmental conditions that support negative behaviours, and increase
the conditions that support positive or desired behaviours;
• Modify behaviour sequentially and reward progress;
• Train in naturalistic conditions and settings;
• Teach specific cognitive rules or principles that can guide behaviour in new settings;
• Model and offer many opportunities for participants to practice the desired behaviour;
• Increase dosage leads to achieve a greater response;
• Facilitate social and other supports over time to support and sustain behaviour change;
• Focus individual as the key to behaviour change.
It is necessary to emphasize that prospective studies on principles of change in psychotherapy
are in demand (Castonguay and Beutler, 2006). It has been frequently emphasized that psychotherapy
should consider on patient’s strengths (Duckworth, Steen, and Seligman, 2005; Fluckiger and Regli,
2007; Orlinsky, Ronnestad, and Willutzki, 2004; Snyder and Elliott, 2005). According to Grawe
(1998), psychotherapy works with what the patient brings to therapy, which can be defined as a
motivational readiness for a change. Accordingly - focusing on patients’ strengths usually initiates and
maintains positive feedback that potentially fosters the therapeutic alliance and support the
implementation of functional coping strategies. Some strengths that are helpful in psychotherapy are
motivational preparedness, individual qualities, interactional qualities, and personal skills. These
strengths should be either discussed with the patient during a session or directly experienced by the
patient with relation to the consequences of using these strengths (Fluckiger and Wusten, 2008;
Grawe, 1998/2004, 2004/2006). The literature review stressed resource orientation as an important
mechanism of therapeutic change that develops its influence through complex interactions with other
mechanisms (e.g., mastery experiences, problem actuation, therapeutic bond, and clarification
experiences). However, some studies show that interventions focused on patients’ strengths have an
effect particularly at the beginning of therapy (Regli, Bieber, Mathier, and Grawe, 2000).
Various reviews of the existing studies have stressed the importance of positive expectations
for change and have supported their intentional and proactive implementation in the therapeutic
intervention (Arnkoff, Glass, and Shapiro, 2002; Greenberg, Constantino, and Bruce, 2006). Utilizing
the resource-activating interventions, therapist can successfully reinforce patients’ positive
expectations along with their individual abilities and empower a therapeutic change based on these
abilities (Grawe, 1998/2004).
Some studies that examined the correlation between process and outcome, have shown that
psychotherapy sessions after which the patients reported intense experiences are characterized by high
levels of resource-activating level and a stronger focus on change (Gassmann and Grawe, 2006; Regli
et al., 2000; Smith and Grawe, 2003, 2005). On the contrary, improper activation of patients’
resources can cause undesired side effects (Grawe and Grawe-Gerber, 1999). For instance, if during
the therapy the focus lays on goals that are too difficult to achieve, patients may experience strong
discrepancy between perceived reality and own wishes, which may cause some negative emotions and
defensive reactions (Grawe and Grawe-Gerber, 1999). Additionally, unsuccessful therapies are
characterized by delayed interventions on resources activation and a weak therapeutic alliance
(Gassmann and Grawe, 2006). While the quality of the early alliance has been proved to be a reliable
predictor of therapeutic success (Horvath and Bedi, 2002; Orlinsky et al., 2004), the existing
evidences has shown that it is difficult to influence the therapeutic alliance intentionally (CritsChristoph et al., 2006; Holloway and Neufeldt, 1995).
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Although the above-mentioned results taken from correlational studies provide evidence for
the interventional importance of resource-activating strategies, they do not prove directly the causal
influence of these strategies on the patient’s change. To determine the causal interpretations of
mechanisms of change, it is necessary to experimentally manipulate the variables related to those
mechanisms, explore the influence of this manipulation on relevant process variables, and finally
demonstrate the influence of these variables on the therapy outcome (Grosse Holtforth, Castonguay,
and Borkovec, 2004).
Although patients respond to CBT treatment differently (Newman, Crits-Christoph, Connolly
Gibbons, and Erickson, 2006), not much is known about the patient characteristics that can potentially
modify or moderate the outcome in CBT. The patient’s readiness to change includes the intentional
aspect of change and assumes that help-seeking individuals are not consistently ready to proceed
through the change process (Prochaska and DiClemente, 2005). The Transtheoretical Model (TTM)
defines “readiness” as the central component of the Stage of Change (SOC) dimension, an integrative
structure for understanding the process of behaviour change (Prochaska and Norcross, 2002).
The SOC comprises five stages, pre-contemplation, contemplation, preparation, action, and
maintenance. Patients in the pre-contemplation stage do not admit that they have a problem and do not
currently intend to engage in the therapeutic change. Individuals in the contemplation stage are aware
of having a problem and are interested in obtaining more information about it, but they have not made
a commitment to take any action. Patients in the preparation stage intend to take an action in the near
future, or they took some initial steps related to their problem, but with little effect. Patients in the
action stage have already decided that the therapeutic change is necessary, and they have already
started to actively implement change strategies. Lastly, individuals in the maintenance stage have
made significant changes, but they may still experience some difficulty maintaining these changes.
Although patients can be placed into a particular stage, dimensional scores for each of those stages are
evaluated simultaneously and overall readiness score is determined by the combination of factor
scores (Carbonari, DiClemente, and Zweben, 1994). Some research has indicated that readiness stage
of change is an important determinant of behaviour change in the majority of areas of mental health
(Brogan, Prochaska, and Prochaska, 1999; Smith, Mezydlo, Subich, and Kalodner, 1995).
Patient motivation or readiness to change has received increased empirical and clinical
attention among researchers (Arkowitz, Westra, and Miller, 2007; Wilbourne and Levensky, 2006),
and recent attempts have been made to integrate motivational reinforcement strategies into CBT for
anxiety disorders (e.g., Barlow et al. 2011; Kertes, Westra, Angus, and Marcus, 2010; Westra,
Arkowitz and Dozois, 2009). Although correlations between readiness to change and positive
outcome have been observed in pharmacotherapy studies for panic disorder (Beitman et al., 1994;
Reid, Nair, Mistry, and Beitman, 1996), generalized anxiety disorder (GAD; Wilson, Bell Dolan, and
Beitman, 1997), and OCD (Pinto, Neziroglu, and Yaryura-Tobias, 2007), this construct remains
understudied in the field of psychotherapeutic treatment (Newman et al., 2006).
Overall, the literature review suggests that the correlation between specific patient variables
(such as readiness and initial severity) and psychotherapy outcome is complex and requires further
studies.
The mechanisms of change in CBT interventions have been stated and examined carefully in a
theoretical way in a number of empirical studies. According to CBT framework, dysfunctional
automatic thoughts that reflect underlying cognitive beliefs cause and maintain mental health patients’
symptoms. In CBT treatment, therapist uses psycho-education, Socratic questioning, and coaching
when observing and modifying patterns consisting of thought, affect, body and behaviour. Theoretical
assumptions of CBT recommend focusing on automatic thoughts during the early stages of treatment,
progressing to more unexpressed dysfunctional attitudes and beliefs (Beck, 1995).
When analyzing the issue of therapeutic change in CBT treatment, it is important to
understand some of the mechanisms and processes through which change occurs during the entire
treatment process. A number of studies have shown that changes in automatic thoughts or
dysfunctional attitudes predict decrease in disease symptoms. DeRubeis et al. (1990) discovered that
early change in dysfunctional attitudes and beliefs, but not by change in negative automatic thoughts
predicts reduction in depression rate. Kwon and Oei (2003) showed that changes in dysfunctional
automatic thoughts predicted decrease in symptoms, and changes in dysfunctional attitude influenced
decreased symptoms through changes in automatic thoughts.. Furlong and Oei (2002) found that
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change in dysfunctional attitudes was a better predictor of reduced depression symptoms compared to
change in automatic thoughts. The studies on the relationship between cognitive change and symptom
change showed that a focus on cognition is only one dimension of CBT, so to increase the success of a
therapeutic change, some behavioural techniques have to be implemented (i.e. homework assignments,
behavioural experiments etc.) (Bennett–Levy, 2003).
Some studies have examined the relationship between psychotherapy outcome and the therapy
alliance. According to some of them, the therapy alliance appears in approximately 5% of the variation
in patient outcome (e.g., Wampold, 2001). This result does not depend on factors such as the length of
the treatment, type of psychotherapy, sample size, outcome measure, publication status of the research,
or time of alliance evaluation (Horvath and Symonds, 1991; Martin et al., 2000). In addition,
empirical research on the alliance has been conducted in relation to therapists’ styles of interaction and
techniques.
Ackerman and Hilsenroth’s (2001) literature review on alliance suggested that therapists who
were critical, uncertain, tense, distant, or distracted had poorer alliances. Some studies examined
patient and therapist styles as factors influencing the alliance (Black, Hardy, Turpin, and Parry, 2005;
Hietanen and Punamaki, 2006); however, on the contrary no relationship has been found in other
studies (Reis and Grenyer, 2004). Additionally, another literature review on the psychotherapy
alliance (Castonguay, Constantino, and Holtforth, 2006) argued that future alliance research should
identify methods that therapist uses to balance the techniques in therapy while developing and
maintaining a strong alliance.
The literature review underlies an importance of therapeutic change for CBT success,
analysing motivation to change, mechanisms, processes and predictors of change. The results proved
that therapeutic change plays a significant role in CBT or other therapeutic approaches, since it is
strictly related to the treatment success. Futhermore, it allows patients with behavioural disorders to
gain some needed skills and learn new ways of acting or thinking.

Conclusion
Considering the discussion above, it is possible to state that behavioural disorders (CD and
ODD) are complex clinical problems that affect the functioning of individuals in various spheres of
their lives. These disorders may be caused by more cumulative risks factors, which may take various
behavioural forms, and entail problems of various cognitive and emotional character. Additionally,
disorders can differ depending on the severity of the presented symptoms and diagnostic indicators.
Current studies on the effectiveness of the therapeutic treatment have indicated that CBT is
comparatively more effective. The therapeutic interventions that utilize cognitive-behavioural
approach, and the studies on their effectiveness, as described in this paper, suggest that cognitivebehavioural techniques and strategies can be used to successfully treat destructive, aggressive and
other types of behavioural disorders, leading to therapeutic change. However, the success of CBT
intervention is strictly related to therapeutic change. The literature review examined the behavioural
change in few perspectives, starting with „readiness to change”, mechanisms and processes of change,
predictors of change, or facilitators of change.
The results of litearure review show different aspects and perspectives on the concept of
change in the treatment. Some studies suggest that desired therapeutic change in behavioural disorder
treatment has to include different dimensions, such as, cognitive, social, psychomotor, and affective. It
has been frequently emphasized that patients’s strengths can lead to and can maintain therapeutic
change in a patient. Positive expectations for change, high motivation and readiness are equally
important, especially since readiness to change involves intentional aspect of change and help-seeking
strategies. Additionally, some studies found a correlation between process and treatment outcome. It is
important to know a patient’s exact stage of change as a measurement and evaluation of readiness for
change and treatment success. Considering basic assumptions of CBT, it has to be emphasized that
changes in automatic thoughts or dysfunctional attitudes predict a decrease in the patient’s disease
symptoms. Future studies need to investigate the mechanisms of therapeutic change and methods that
cause and maintain that change.
It seems that future research on the role of behavioural change in the treatment of patients with
behavioural disorders should focus on important areas, such as multi-component interventions,
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effective methods of individualization of intervention, as well as the identification and management of
group processes and group dynamics. Studies should also focus on the strengths and motivation of
patients with BD to change and reduce risk factors. The factors that can maintain a change in the
behaviour of patients suffering from behavioural disorders after the intervention, and prevent relapse
should also be explored in the future.
The future studies on the role of therapeutic change in CBT treatment should examine the
process and mechanisms of behavioural change in a combination with other effective approaches and
models of intervention. Thus, combining CBT with the motivation therapy may enhance the efficiency
of therapeutic relationship building, particularly the cognitive and behaviour content implementation,
what may empower the therapeutic change.
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Abstract
This article outlines a pedagogical model for school readiness evaluation for kindergarten children
before the transition to elementary school. It identifies the purpose, the basic principles and the implementation
procedure. Experience shows that the implementation of this model helps preschool children have a smooth
transition from kindergarten to elementary school, as their real needs are detected, their rate of development is
respected, and they are provided with the necessary time to develop important skills, so they can have better
achievements at the emotional and the cognitive level. Easy transition from kindergarten to elementary school
enhances children's ability to go through a series of transitions in their lives more effectively.
Keywords: pedagogical model, school readiness, transition, early childhood education

Introduction
Early childhood education is the first schooling step for children. Attending kindergarten helps them
socialise and learn. Apart from developing attitudes, skills and knowledge, they also learn how to be pupils. In
the cases of observed emotional or learning difficulties, extending kindergarten schooling is significant for the
pupils’ successful adaptation upon entrance into the first grade of elementary school. Our recent study showed
that children with language development difficulties and general immaturity were greatly helped by the
extension of kindergarten schooling and moved on to elementary school without these problems. For early
education and its extension to be successful, a pedagogical model of children's evaluation must be implemented.
This model respects the individual development rate of each and every child, monitors and evaluates children’s
school readiness in a holistic approach and links the kindergarten with familial and elementary school
environments.

1

School Readiness and Transition to Elementary School

Transition from kindergarten to elementary school is a critical stage on a student's journey. In order to
obtain positive outcomes our principal goal is to foster emotional and social competences in children, with
academic success playing a secondary role. Smooth transition for the child means meeting basic needs such as
their need for security, protection and love and a sense of achievement. Children need to feel safe in an
environment that is interested in and takes care of them in which they can feel competent in specific skills and
knowledge.
The concept of transition was initially associated with that of school readiness, i.e. the student's readiness
to learn, and was enriched later on with a wider perception of preparedness, including school readiness to accept
the child and community readiness to provide adequate support. Far from being a mere move from one
environment to the next, transition refers to ongoing attempts to connect the child’s own environment with the
learning environment. This process affects both the child and the broader context in which the change takes
place, including the child's relationships and parental and teacher influences in kindergarten and elementary
school alike (Woodhead & Moss, 2007, Niesel & Griebel, 2005).
.

© Medimond . S513R9060

27

19th APPAC International Conference (13-16 May 2014, Athens, Greece)
The child’s entrance into elementary school, the transition to a new unfamiliar environment is associated
with specific expectations and enthusiasm while it may also show varying degrees of tension and anxiety. The
child’s adaptation to the school environment is one of the biggest challenges, which tests the cognitive, social
and emotional maturity, and the ability to cope with difficult situations. Factors that interact and shape the
process of transition are the child himself, the family, the quality of preschool education, parents’ occupation,
social norms and values, regulations and policies. In addition, all curricula aim at building students’ knowledge
and skills, applying this knowledge and cultivating attitudes and behaviors. However, knowledge, skills and
attitudes are not sufficient for the children’s entrance into elementary school. More factors affecting a smooth
transition are:
•
•

Pupils’ predispositions for a successful start.
The physical and mental health of pupils. When developmental problems exist they can cause transition
and adaptation difficulties.

•
•
•

Family circumstances.
The educational climate within the school.
The rules of school operation.

A basic prerequisite for a smooth transition is to assess the level of maturity by means of systematic observation.

2

OBSERVATION AND EVALUATION IN EARLY EDUCATION

Observation is a basic tool of investigation and evaluation of pedagogical work. Particularly for
preschool educators it is utilized as a method of studying and understanding the various forms of child
expression. The observation of children's behavior is a method that has been developed in parallel with the
scientific study of evolution, from the mid-18th century. It is the first method used and the observations of a
large number of children led to the development of systematic observation as a scientific method (Cohen et al,
2001). Observation is defined as a deliberate and selective form of perception, directed to specific data while
ignoring others. In contrast to ordinary perception, observation is planned and focused, characterized by a search
attitude and oriented possibility of using the observation data. It has clearly defined objectives, follows specified
processes, takes place under controlled conditions, using ways and means of orderly registration and recording of
evidence.
Data systematically collected with the aid of observation can be used in a number of ways and they are
always child-oriented. First, the observed child’s experiences, needs, strengths and weaknesses, inclinations and
interests are identified and interpreted. Second, valid and thorough updating of those involved in education and
care –parents, child educators, specialists- is possible, resulting in better intervention outcomes. Third, when
there is evidence of developmental malfunctions or indications of learning difficulties early intervention is
promoted with a view to reducing, or even eliminating them. Fourth, by adopting the possibilities offered by this
method in pedagogical practice educators develop professionally. Finally, through systematic observation the
pedagogical science itself is developed. J.J. Rousseau (1962) claimed that children differ from adults because
they have their own ways of thinking and acting and specific abilities and needs, to be taken into account when
educational programs are designed. Malaguzzi (1998) spoke of “the hundred languages of children”. In many
cases, actually, the oral language of preschool aged children may not have been completed. In several cases,
effective verbal communication may not be possible. However, there are other ways of expression an acute
observer can study, such as non-verbal communication, kinetic and artistic expression, and emotional expression
through body language.
Observation and recording is perceived as a flexible and adaptable method suitable for conveying the
significance of multiple modes of child expression. It requires the application of specific techniques by
educators, such as written notes, photographs, oral language recordings and videos (Altrichter et al, 2001).
Through various recording techniques it is possible to cross-check data, which can lead to an interpretation of
children’s behavior and to effectively addressing their needs. In essence, there are at least five attributes of
children that we can identify by closely observing them:
•
•
•
•
•

Their interests and preferences
Their levels of cognitive and social development
Their strategies for creating desired effects
Their skills and accomplishments
Their personalities and temperaments (Forman & Hall, 2005).
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Οbservation data construct a child's evaluation portfolio. The portfolio is a useful monitoring tool which
includes medical documents, teacher's notes and observation data, the child’s work, parent questionnaires etc.
Portfolios are a unique and authentic means of evaluation. A portfolio offers many advantages, as it is a personal
tool that highlights success and gives the child the opportunity to prepare, present and discuss it with teachers,
parents, family members, classmates and friends. It also enables teachers, the child and the parents to assess and
evaluate a child’s performance. The aim of the portfolio is to give holistic information about the child with
emphasis on progress. Its great benefit is the positive approach which underlines meaningfulness of the child′s
work. The portfolio enables children to develop self-evaluation skills. It is not the only tool of the child´s
assessment but combined with other tools it produces a compact system of monitoring and evaluating the child′s
development and helps demonstrate effectiveness of the teaching and learning process (Peters et al., 2009).

3

The importance of extension of kindergarten schooling

Extension of kindergarten schooling is provided in Greece for children who are unable to attend the first
grade of elementary school due to disabilities or health reasons certified by medico-pedagogical centers or State
Hospitals. Extension is also provided when the Preschool Consultant considers it extremely difficult for the pupil
to follow first grade classes (PD 200, FEK 161 / 13.08.1998). Schooling extension takes place only when
approved by parents. Recent years were marked by a significant increase in the number of children repeating
kindergarten, which coincides with two important preschool policy modifications, namely the introduction of the
new curriculum - Cross Curricular/Thematic Framework (C.C.T.F)- both for kindergarten and elementary
school, and compulsory schooling in kindergarten for children aged 5. The official elementary school entrance
age is 6, which becomes 7 when extension is applied.
Kindergarten is the first educational institution attended by children, where their abilities, skills,
attitudes, strengths and weaknesses are manifested during their involvement in educational content activities. In
our small-scale study (Mousena & Kioussi, 2010) we investigated 78 cases of children in the area of Athens at
the end of a one-year extension. Extension was proposed for the following reasons: general immaturity, language
development disorder, emotional disorder, mixed development disorder and diffuse development disorder.
Kindergarten teachers answered a questionnaire for each child relevant to his specific ‘problem’ and the
outcomes of extension. The data analysis found that 58 cases were male and 20 female, while 60% were younger
than their classmates owing to their date of birth. The proposal was made by State Hospitals in 51 cases and by
Preschool Consultant in 27. In the vast majority of the cases extension was proposed due to language
development disorder, followed by emotional disorder, while the rest remained at a relatively low level. The
outcomes of extension were measured on a 5-point Likert scale and found 15% occasionally, 40% frequently and
45% very frequently. The two lower scales (rarely and never) received no answers. The bivariate correlation
showed that younger children were benefited to a greater extent (See Fig.1).
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Fig.1. Bivariate correlation: Date of birth and outcomes of schooling extension

Also, bivariate correlation between reasons of extension and outcomes showed that children identified
with language development disorder had higher rates in outcomes (See Fig.2).
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Fig.2. Bivariate correlation: Reasons of schooling extension and outcomes

A third important finding comes from the correlation between the APGAR degree and the need for
schooling extension. Children with low APGAR (Activity, Pulse, Grimace, Appearance, Respiration) degree (8
and 9) were proposed for extension. Only two cases with 10 APGAR degree were proposed, while in one third
of cases the APGAR degree did not appear in the child’s health record.
To sum up, kindergarten attendance is a crucial period of children's life in which all people who educate
and take care of children must collaborate closely so as to better understand and address children's difficulties
and needs. The decision for kindergarten schooling extension is a critical one, upon which a sound start in
elementary schooling may be dependent. Furthermore, careful monitoring and evaluation of children could lead
to improved early intervention strategies and a higher quality education.

4

The Pedagogical Model for Readiness Evaluation

The main purpose of the Pedagogical Model is the respect for the emotional and mental development
rate and well-being of pupils in an educational environment which enhances human relationships and learning.
We should point out that the model refers to children who attend mainstream, not special, kindergartens.
Procedures are more complex when it comes to children with special needs and they involve more individuals or
entities. In this case the implementation of an additional medical evaluation model may be necessary. However,
it is often difficult to distinguish ‘special’ from ‘non special’ in children’s behavior and education. As Corbett
(1991) notes, special education is to some extent a cultural and social construction, and we should bear in mind
that one generation’s utopia may well be another generation’s challenge.
The Pedagogical Model is not an oversimplified, one-use assessment. Rather, it is a flexible and
authentic means of evaluation which focuses both on socio-emotional development and approaches to learning.
Kagan et al. (1995) introduced the approaches to learning construct as a component of school readiness,
identified as an important domain related to children's positive early achievement. The construct comprises a
combination of traits such as gender and temperament, predispositions and attitudes conditioned by culture, and
learning styles. According to Barbu, et al., (2015) although there are a number of clinical instruments or
protocols to measure various aspects of children’s executive functioning, most of these are not designed for
normal classroom use.
These instruments represent two major philosophical views on how children’s learning may be
assessed. On the one hand is a portfolio-type evaluation, assessing a range of performances across many
activities over time and requiring an integrative, qualitative judgment related to the child’s development. On the
other hand, the Preschool Learning Behavior Scale (McDermott et al., 2002) uses a quantitative rating scale to
index degrees of performance relative to previously identified latent factor structures. The benefits of each view
have been debated among early education researchers. Gillian and Frede (2012) state that early childhood
development is too “variable and rapid”, and children are “not consistent” in demonstrating their abilities for any
test to capture a child’s ability accurately in the brief assessment time. The Pedagogical Model is in favor of
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using the portfolio evaluation although scale rating tools are occasionally used to add extra information. The
Pedagogical Model states that a kindergarten teacher knows or must know precisely the children’s emotional and
educational needs and performances and realize that s/he has a key role in addressing them.

Pedagogical Model Fundamental Principles
•
•
•
•
•
•
•

The right to be a child.
Respect for children’s development rate.
Deepening comprehension of pedagogical and psychological theories.
Monitoring and evaluation skills of teachers.
Deeper understanding of children’s familial and social living framework.
Close collaboration among kindergarten teachers, parents, other specialists, and preschool consultants.
Continuity between kindergarten and elementary school curriculum.

Where serious difficulties emerge for a child attenting elementary school first grade, high professional
responsibility of kindergarten teachers is required. Furthermore, awareness and understanding of the difficulties
facing their child, possitive behavior, and realistic expectations from kindergarten attendance are nesseccary on
the parents’ part. Cooperation and professional secrecy between departments and individuals involved are
neccessary.
Specific steps are provided that involve all interested parties in a cooperation that will be in favor of
children. First, pupils are observed by their teacher on many aspects of the daily curriculum and observation data
are included in each child’s porfolio. Extra information from a number of sources construct each child’s
background. Second, in the case of several difficulties the teacher carries out continuous observation in a specific
domain of behavior, providing credit time for the pupil to overcome difficulties. Third, the kindergarten teacher
informs the preschool advisor, and they both implement strategies to deal with the problem. Fourth, meetings are
held in which parents are informed and asked for additional information and help. Fifth, all interested parties
work together to evaluate the outcomes and use feedback to design strategies. Sixth, at the end of the school
year, and with all the previous steps in mind, they reach a decision on the transition to elementary school or the
extension of kindergarten schooling. This is seen as extra time, space and opportunities for those children who
need them.

Conclusion
The increased scientific and political interest in early childhood education poses the challenge for
coordination of programs and services with regards to the rest of the school system. Children of preschool age
are faced with the transition from kindergarten to elementary school, the outcome of which can be positive or
less positive. In an effort to reduce the difficulties of the transition to school, children’s school readiness
evaluation is implemented. In this paper we presented the main purpose, the basic principles and the procedure
of a Pedagogical Model for evaluating school readiness, according to which positive outcomes can be sought.
The study showed that the implementation of this model had several positive results for kindergarten pupils
contributing to a smooth transition and attendance at first grade of elementary school. Finally, the transition
process can be postponed when there are adequate reasons and when implied by the development rate of
children.

References
[1]
[2]
[3]
[4]
[5]
[6]

Woodehead, M., & Moss, P., (Eds) (2007). Early Childhood and Primary Education, United
Kingdom, The Open University.
Niesel, R., & Griebel, W., (2005). Transition Competence and Resiliency in Educational
Institutions, International Journal of Transitions in Childhood, v1.
Cohen, D.H., Stern, V., Balaban, N. (2001) Observing and Recording children’s behavior.
Athens, Gutenberg.
Rousseau, J.J. (1962) Emile of Jean Jacques Rousseau (W. Boyd, Ed). New York: Columbia
Teachers’ College (Original Publication, 1762).
Malaguzzi, L. (1998). History, ideas, and basic philosophy. In C. Edwards, L. Gandini & G.
Forman (Eds) The hundred languages of children: The Reggio Emilia approach. Advanced
reflections (41-98). Stamford, CT: Ablex Publishing Corporation.
Altrichter, H., Posch, P., Somekh, B. (2001). Οι εκπαιδευτικοί ερευνούν το έργο τους, Αθήνα,
Μεταίχμιο.

© Medimond . S513R9060

31

19th APPAC International Conference (13-16 May 2014, Athens, Greece)
[7]
[8]
[9]
[10]
[11]
[12]
[13]
[14]
[15]
[16]
[17]

Forman. G., & Hall. E. (2005) Wondering with Children: The Importance of Observation in Early
Education. Early Childhood Research & Practice. v7, n2.
Peters, S., Hartley, C., Rogers, P., Smith, J., Carr, M., (2009). Early Childhood Portfolios as a
tool for Enhancing Learning During the Transition to School, International Journal of Transitions
in Childhood, v3.
PD 200, FEK 161 / 13.08.1998.
Cross Curricular/Thematic Framework (C.C.T.F), (2003). Pedagogical Institute
Mousena, E., & Kioussi, E., (2010). Cooperation of Educators, Parents and Organizations in
medical/educational matters, 15ht International Conference A.P.P.C. (Association of
Psychology & Psychiatry for Adults & Children), Greece
Corbett. J., (1991) Special Educational Needs in the Twentieth Century, London, Continuum
International Publishing Group.
Kagan, S. L., Moore, E., & Bredecamp, S. (1995). Reconsidering children’s early learning and
development: Toward shared beliefs and vocabulary. Washington, DC: National Education
Goals Panel.
Barbu. O., Yaden. D., Levine-Donnesrtein. D., Marx. R., (2015). Assessing Approaches to
Learning in School Readiness: Comparing the Devereux Early Childhood Assessment to an
Early Learning Standards-Based Measure, AERA Open, July-September, v1, n3, pp 1-15.
McDermott P.A., Leigh N.M., & Perry M.A. (2002). Development and validation of the preschool
learning behaviors scale. Psychology in the Schools, 39(4), 353-365.
Gilliam. W.S., & Frede. E., (2012). Accountability and program evaluation in early education. In
R. C. Pianta, W .S. Barnett, L. M. Justice & S. M. Sheridan (Eds), Handbook of early childhood
education (pp. 73-91). New York. NY: Guilford.
Hequet, F. (2012). L’ evaluation initial. L’ ECOLE aujourd’ hui. 30(1), 18-19.

© Medimond . S513R9060

32

19th APPAC International Conference (13-16 May 2014, Athens, Greece)

Internet addiction and adolescence
Tomassoni R.1, Treglia E.2
1

Department of Human, Social and Health Sciences, University of Cassino and Southern Lazio, (Italy)
Department of Human, Social and Health Sciences, University of Cassino and Southern Lazio, (Italy)
e-mail: r.tomassoni@unicas.it e.treglia@unicas.it
2

Abstract
Aim of this paper is presents a theoretical review of the concept of web-mediated psychopathology and,
in particular, of the Internet Addiction Disorder: a new disorder , with a complex genesis, often multifactorial,
which develops compulsive behavior, leading to a progressive social withdrawal. Our attention is focused on the
specific characteristics that this disorder takes on during adolescence and according to the theory of Ferro and
Riefolo (2006) and Tonioni (2013), we consider the dissociation as the core foundation of most of the clinical
manifestations internet related, with reference to its double function as a defense mechanism and organizer of the
mind (Riefolo, 2012; Ferro, 2007; Bromberg, 2007). After a brief analysis of the transformations that the digital
age has spawned in the way of experiencing time and space, and the description of the symptoms in adolescents
result from the use of compulsive internet (especially in contexts such as interactive chat network , social
networks, internet gambling , cybersex ), we focus our attention on the concept of dissociation.
Key words: internet addiction, psychopathology, adolescence.

Introduction
Internet and its applications have made numerous innovations and benefits to humanity in every area: in
knowing, in the relational life, the world of work and entertainment. In their daily lives, though in different ways,
all or almost all confront us with these new technologies, which are constantly expanding. The virtual world, in
fact, can be exciting and full of novelties satisfying, especially for adolescents, needs such as, for example, to
multiply relationships with their peer group without touching live, emotionally more challenging. The portability
of communication and the considerable increase of interactivity in people’s daily lives have rapidly changed
their way of being in relationship with reality and the others. Any digital media structured in terms of
interactivity can, in fact, affect the user’s mental processes and identity. In other words, all forms of interactivity
is psychoactive, just like drugs, because it takes place in a sort of relationship that generates thoughts and work
transformations, through the experience of emotions. The digital communication is pervasive and is primarily a
communication by means of images; this makes it similar to the pre-verbal communication and takes one back to
a stage of life when it was the images’ task, even before the words, to provide any meaningful experience.
Multimedia systems consist of interactive images that inform us silently even beyond our consciousness and
therefore the consequences of their development became apparent only when the digital natives grew into
teenagers (Carr, 2011). The distinctive element of the web is represented by a growing personal involvement of
the users through a set of totally online applications allowing a close interaction with the network and among
users themselves; among these we can include blogs, forums, chats, wikipedia, you-tube, face-book, etc. Thanks
to internet, the relationships in which single individuals are engaged can increase daily. The web-mediated
relationships have the distinctive features that make persons emotionally secure. The absence of a real corporal
entity to refer to seems to allow a control on the manifestation of emotions that can become, in extreme cases,
an inability to recognize them (Tapscott, 2011). Adolescents are more involved because emotions play a key role
in the thoughts and behaviors integrated in the forming of one’s personality within their peer group. This trend
seems to be rooted since childhood, in the increasingly close relationship that binds children to the digital screen
and that is active in the natural process of emotional display. The digital relationships, sacrificing physicality,
favor the abstraction of thoughts from their container and can act negatively on the processes of mind-body
integration, to become the focus of new forms of psychopathology on a dissociative basis. In the virtual reality
the adolescent can feel more confident, as what is external to the individual becomes navigable and controllable
through the screen, in a living space in constant transformation where relations are ubiquitous and therefore
nowhere. In other words, the web-shaped universe is placed in an everlasting "globalized reality” where the
present overreaches every other dimension of time. One of its characteristics is the elimination of the physical
space and the increase of proxemics, that is the portion of space belonging to the realm of our experience. This

© Medimond . S513R9063

33

19th APPAC International Conference (13-16 May 2014, Athens, Greece)
had immediate consequences also on our relationship with time. The speed of operation and the resetting of
expectations are peculiar elements of the digital technology providing the basis of multitasking, that is the
ability to perform multiple actions simultaneously. In addition to making available an enormous amount of
information, the Internet is therefore also a cyberspace with no boundaries of space and time, where you can
make different emotional experiences (in an immediate way) satisfying the impulses. The time spent in
networking is a multi-faceted time because it can be consciously perceived and used, or dissociated from
consciousness and therefore, on the contrary, it is spent unconsciously. In this context of evolution of the way of
communicating and thinking, they have begun to manifest disorders related to a pathological use of the network
and its resources, until the formation of pathological addiction and other forms of web-mediated
psychopathology. The concept of web-mediated psychopathology comes from the need to separate the internet
addiction, intended as behavioral addiction, from dysfunctional dynamics more complex involving children and
young digital natives (Tonioni, 2013). Adolescence is a delicate moment in the development of every person; is
a life stage in which personal identity is facing major changes in terms of the image of the self, the relationship
with the parents, the relationship with others, gender identity in connection with sexual maturation (Laufer and
Laufer, 1986). The definition of the pubertal period as the period of maximum vulnerability and fragility in a
sense legitimate searching by the adolescent of an element, which can come from inside, but more frequently
from the outside, which can restore the lost homeostasis. If this element is able to provide the lost
emotional/affective support, it could produce the conditions to create a situation of dependency / subordination
of the source of that new-found wealth. The concept of pathological addiction does not refer exclusively to the
assumption of psychoactive substances, but to all those activities that determine the onset of problematic
relationships, giving greater emphasis to the mental processes involved in such disturbed relationships. The
tendency to develop addictive behaviors in adolescence seems to be reinforced by that particular cognitiveaffective propensity tending to immediacy so characteristic of this phase of life. In his frantic search for new
emotions and sensations teenager does often experience of a need and a desire not be postponed: impulsiveness
that drives him to achieve maximum satisfaction possible in the shortest possible time (all at once), the insecurity
and the desire to break the rules to establish themselves as autonomous and relatively independent of their
parents and emulation of peers, are often the basis of the first early forms of addiction. A form of behavioral
addiction very significant in adolescence are dependencies on technology related to excessive human-machine
interaction (Griffiths, 1995) and in particular disorders related to a pathological use of the network.

Aims and methods
This paper proposes a theoretical review of the concept of web-mediated psychopathology and, in
particular, of the Internet Addiction Disorder. Our attention is focused on the specific characteristics that this
disorder takes on during adolescence. According to the theory of Ferro and Riefolo (2006) and Tonioni (2013),
we consider the dissociation as the core foundation of most of the clinical manifestations internet related, with
reference to its double function as a defense mechanism and organizer of the mind ( Riefolo, 2012; Ferro, 2007;
Bromberg, 2007).

Results and discussion
Internet addiction is described as an extremely complex phenomenon, constantly evolving and devoid
of a common definition or with shared and standardized criteria. If we want to find a common denominator that
integrates the basic structures of the various definitions, we can say that Internet addiction has been defined
primarily as an impulse control disorder not otherwise specified, with reference to the inability of the individual
involved to monitor various actions, even if he has the awareness that the act in question is harmful to himself
and to the others (DSM-IV-TR) (APA, 2000). In this type of disorder within we find eg pathological gambling,
kleptomania, pyromania, etc. Among the researchers who hold this view - which is also the one most widely
accepted by the scientific community - there is Kimberly Young (1998a, 1998 b), who states that to be
considered dependent on Internet, the person must have five or more of the following eight characteristics
persisting at least six months (and which are not symptoms of a manic phase): a) the person is excessively
absorbed by Internet (think about the online activities held previously or anticipates what will be his next link);
b) he needs to use Internet more frequently and for longer periods of time to get the same satisfaction; c) has
repeatedly tried unsuccessfully to control, reduce or discontinue the use of Internet; d) he is restless, moody,
depressed, or irritable when attempting to cut down or stop Internet use; e) he remains on Internet for a period of
time longer than he had anticipated; f) has put in jeopardy or risked losing a significant relationship, job, study,
and career advancement or opportunities, due to Internet use; g) he lied to family members, the therapist, or
others to conceal the extent of his involvement with Internet; h) he uses Internet as a way to escape from
problems or to relieve their dysphoric mood (eg. Sense of helplessness, guilt, anxiety, depression). Young (1998,
Young et al., 2000b) pointed out how on the network can be put in place various compulsive behaviors related to
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the content / applications enjoyed and suggested, with the intent of being able to specify and study this
phenomenon in a better way, five types that can be summarized as follows: 1) A cybersexual addiction (an
addiction including all those who attend adult sites); 2) A Cyber-relational addiction: (addiction including all
those who experience an excessive involvement in affective relationships and / or adulterous born and
maintained in the network via chat, email, social networks); 3) Net Compulsions: compulsive behaviors
implemented online, including gambling, compulsive shopping online including trade/online auctions. Similar
behavior can be practiced without limits of distance and time, and are often characterized by large losses of
money with financial, relational and scholastic consequences; 4) Information overload: a compulsive search for
information online (web surfing); the material is then collected and organized; 5) A Computer addiction: an
addiction characterized by an excessive use of online gaming. Adolescents are plunged into an experience of
deep change and this makes them more vulnerable to any outrageous sort of behaviour, from drug-taking to the
reiteration of worrying conducts. In their still fragile psyche unconsciously desires to please others and the fear
of failing in their attempt, which are understandable moods at this stage of life, when the personal identity is in
the making and its reality is not yet clearly shaped (Kaltiala-Heino et al . 2004). A teenager who uses Internet in
a pathological way generally does not think much of himself and believes he is worthless; this assumption
contributes to shifting his focus of attention from himself to the virtual world, seeking continuous positive
impulses from the outside and making obsessive and repetitive reflections on everything that happens online
(Davis, 2001). The dependent on the internet uses the medium in an exclusive and totalizing way, establishing a
bond so strong that the computer becomes the new primary relationship of his life (Orzack, 1999). From a
phenomenological point of view, especially teenagers usually manifest dysfunctional traits or psychiatric
symptoms, apparently related to anxiety or mood disorders and seem to use the web to bear a heavy state of
distress. This symptom is usually correlated to the extreme concern of not being able to support the demands of
perfectionism perceive that come from the outside, such as always being good at school. Needless to say that the
solution adopted to alleviate the external pressure, judgmental and sometimes almost persecution, ie the attempt
to replace the real world with the virtual one, is ineffective. In clinical settings, as reported Tonioni (2013),
many kids say that at the end of the connection time, the feelings of "relieving" proven online were followed by
self-reported reproach and guilt for having disobeyed to family or simply for not being able to do the homework.
Incorrect or pathological Internet use typically creates in adolescent the temptation or the need for a parallel life
more or less secret that makes it possible to manage anxiety. Young people, even if they don’t feel dependent,
recognize that what they done is not socially accepted, especially within its family, but they can not afford an
alternative because such behavior is the epiphenomenon of a need and not a choice. Consequently, the
perception of time spent online and the full knowledge of links visited appear distorted. In case of abrupt
interruption of the use, caused usually by a parent or family member worried by the social consequences that
every pathological addiction causes, the adolescent can manifest anxiety, agitation, anger and aggression, as it
happens in a crisis of abstinence. This aggressiveness is even associated by some researchers to the applications
fruite by patients, as with role plays games or pornographic sites (Ko et al., 2009). The progressive social
withdrawal is equivalent to a tendency to renounce to live relationships, which result in number and, in the best
case, are replaced by those online. In situations compromised the only form of relationships refers to a generic
relation with the Web. Even the sports activities and the hobbies requiring the use of the physical body are no
longer a source of interest and are neglected or abandoned. In the school environment the excessive involvement
in the activities of the Network diverts attention from school activities. They may increase, however, all those
activities related to Internet, such as devote much time looking for more technological tools able to speed up and
facilitate the connection to the network. The interest in the virtual world seems to replace the real life, that
becomes a place where they can no longer stand. The vulnerability to addiction seems to be multifactorial: an
important role is played by genetic, environmental and behavioral factors and by emotional problems. Among
the components of neurobiological and psychological vulnerability, the research has identified aspects of affect
dysregulation and the alexithymia construct, the attachment disorders and the role of traumatic experiences,
impulsive and compulsive traits and tendencies to dissociation. Authors such as Dodes (2002), Goodman (2005),
Khantzian (1999) consider the dysregulation of affect one of the nuclear factor common to substance addiction
and other compulsive behaviors. From a motivational point of view, addiction is placed between the search for
pleasure and avoidance of pain and consists of the repetition of any conduct that becomes significant in reducing
psychological negative emotional states and intensify been positive perception of the self and the world. With
young people the online addiction prevails over online games and social networks. The more interactive use that
the young, as real digital natives, make of network affects the shaping of their identity and personality,
alternating various learning processes, typical of the young age, to new dissociative phenomena. The
dissociation is a complex phenomenon recurring in a multiform way on different mental structures. It is the
natural tendency of every individual, under stress or not, to retire to transitional shelters alternative to the
ordinary consciousness of his mind, and is characterized by a loss of memory, feelings of unreality and
detachment from oneself and from the environment (Steinberg, Schnall, 2006). A person who dissociates himself
sinks, therefore, into a parallel reality where he finds a more favorable shelter and excludes from his awareness
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emotions and sensations characterized by suffering. According to Bromberg (2007) the dissociation is a global
defense against the presence of a trauma or the fear of a potential trauma and appears as a hypnoid expression
of one’s own personality. It has also been defined as a mechanism of the barrier that protects the ordinary stream
of consciousness from excessive flow of inner urges (Young, 1988). The dissociation and detachment from
reality are processes that young people may experience as a result of prolonged use of Internet. The surge of
inner spurs that Internet offers and the focusing of attention that many of its applications require can encourage
dissociative processes. Excessive tiredness, changes of activity in hours devoted to sleep, loss of appetite,
irritability are some of the warning signs indicating the possible presence of dissociative phenomena. In these
cases Internet becomes a refuge of the mind in which the teenager will eventually shut himself up, turning the
normal mental faculty to disassociate himself temporarily into a closed fortress. The reiteration of the
dissociation defensive urges may become the basic dynamics of addiction to the point of turning the
compulsive patterns themselves into dissociative types of behavior. When one is faced with an experience of
reality lived as unbearable or intolerable, says Goldberg (1999), two psychic reactions accounting for the
phenomena of psychic dependence. One consists of the denial, while the other is an impulse bringing relief. The
emergence of a split area, inherent in all forms of addiction to a substance, by an object or a behavior, becomes
the characteristic feature of a separation which requires the search for a form of pleasure or relief, as well as a
change of goals and personal values. For this reason real addictions are never the results of conscious choices or
mere pursuits of pleasure, but rather transient dissociative experiences, which allow the subject to temporarily
withdraw from its reality in order to get rid of a persistent discomfort which has become unbearable. By means
of the sensory faculty resulting from an altered state of consciousness, the subject can maintain a sufficient level
of self-esteem, self-image and a fair degree of confidence in the various social situations. With reference to the
theoretical lines suggesting the existence of changing and different self-states (Mitchell, 1993), of a number of
psychic states (Ogden, 2001), parallel and multiple self-states (Bromberg, 2007), the dissociation can be
considered, beyond its defensive nature, also a device of the basic function of the mind itself, which allows, both
in its creative and pathological nature, to represent the continuity of the meaning of existence (Riefolo, 2012). It
is not inherently pathological because the psyche does not grow as an integrated entity, that, as a result of a
pathological process, it splits or breaks up, but, on the contrary, since the origin is not a united structure and it is
through the multiple fragments into which it takes a new aspect that with a ripening process it develops a
coherence and continuity experienced as a cohesive sense of identity. What we believe must be continually
verified is the boundary between dissociation as a result of relationships and a traumatic dissociation process as a
structural / structuring process of the mind. The dissociation as the device is in fact a healthy and adaptive
function of the mind, a basic process that allows different parts of us to function perfectly when what we really
need is a total immersion into a single reality, a single strong feeling and a suspension of the self-reflective
faculty. It happens when we fall in love, in the plunging of the artist in his creative world, where the investment
is all directed to a single object and ignores the rest. No one can, in fact, live in a constant state of integration,
many of the experiences are perceived in unconscious ways and often show different identities in different
contexts, reflecting the multiplicity of the relationships with others. Working in this way, the dissociative device
unconsciously shapes and organizes the subject’s personality (Moccia, 2012) and, under normal conditions, it
improves the integrative functions of the ego excluding an excessive or irrelevant number of psychic urges.
Online gamblers and internet sexual addicts present more dissociating compulsive behaviors because they are
carried out in contexts where there is no physical presence of the other person and thus the emotional investment
resulting from the relationship with the other. In clinical adolescent cyber-addicted a paradoxical overlap has
been detected between the clear signs of social withdrawal and the need to maintain the status of being online.
The paradox is that a disease which presents itself as a disease of relations in their living state, in the sense of a
progressive impoverishment, are in excess of digital relationships its main symptom. In fact it is not an excess,
but a tendency to exclusivity, a forced choice, where what is excluded is primarily the relationship with the body
taken in its actual reality and only then the relationship with the surrounding environment. In these patients, the
dissociative device behaves as a non-dissociative defense and therefore not entirely rule out the possibility of
living the emotions, but on the contrary, it appears to provide the only form of existence possible (Tonioni,
2013). We refer to gaming and social networks that represent different aspects of the same process and which
have as their ultimate goal the need to gain experience. The web-mediated experiences, although not entirely
lived like any normal occasion to meet, have in themselves the level of tension present before any waiting, which
in these cases represents all the emotion and experience possible. The need to live a state of tension and
expectation is proportional to the interactivity and is present in what happens in a video game, as well as at the
arrival of the expected response, if we are chatting. In both cases we experience, but outside of the possibility of
feeling entirely mirrored, because far from being in physical contact. In an online video game, where you share
experiences with other players, emotional tensions are experienced in the mind and in the body unconsciously
perceived at the vegetative nervous level , with involuntary movements of the face and limbs, but not
corresponding to an integration of the physical level, as it would with a sweeping and consistent motion, which,
however, there would be awareness. In the relations between human beings all that is physical becomes
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emotional and then apparent even in cases where this expertise does not exist. Actually, therefore, the
dissociation works for teens addicted as a device (Ferro and Riefolo, 2006) through the digital screen, which acts
as a barrier against excessive emotional impulses (Laplanche and Pontalis, 1995), thus realizing the only form of
possible relationship in patients.

Conclusion
We think we must consider Internet use as a sort of an addiction when it is based on an obsessive and
lasting use of mental functions and, therefore, to separate the pathological manifestations observed in adult
patients, from the structurally different ones, observed in young people. In the former case there is a more
evident pathological evidence as its activity is not based on an investment in the relationship with other persons;
in the latter, on the contrary, the relationship with the others seems to be the real purpose of the many hours
spent online. In this sense, gambling and pathological sexual addictions, more frequent in adults, have been
interpreted as classical forms of addiction having an online dimension, as a sort of exacerbation of pre-existing
clinical troubles, due to the greater dissociative potential that Internet can provide for, as a creator of virtual
relationships,. On the contrary, the more interactive use that the young, as real digital natives, make of network
affects the shaping of their identity and personality, alternating various learning processes, typical of the young
age, to new dissociative phenomena. The relationship between adolescents and digital identity, or rather the
function that it has to promote or complicate the integrated growth of mind and body, is the crucial point of our
reflections, which go beyond the idea that time spent online is necessarily subtracted from the offline. On the
contrary, real and digital are increasingly complementary dimensions which on one hand can be integrated
harmoniously becoming an augmented reality (Jurgenson, 2009) and the other can overlap and blend , to
generate symptoms of alienation. Adolescence Digital Natives seems to present the same way the possibility of
living increased identity or fail to build any identity.
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Abstract
The current study is part of a European project, funded by the DAPHNE_III program
(JUST/2012/DAP/AG/3008) and was carried out in eight European countries (Estonia, Greece, Romania, Latvia,
Spain, Austria, Finland, and Sweden). The study aimed at empowering women victims or possible victims of
intimate partner violence through an integrated model of training, support and counseling. Women’s experiences
of violence in their environment and their needs were explored using qualitative methods. Women’s needs were
then translated into counselling services. An integrated model of education, counselling and support was
developed on the basis of women’s needs, including psychological and legal counselling for women victims or
possible victims of intimate partner violence in the sense of recovery and prevention. The model has many
strengths but needs testing and evaluation. More efforts should be directed towards awareness raising and
empowerment of victims and towards developing supporting tools and services by means of which these women
can escape the abusive control and become independent and able to exercise their rights.
Keywords: Intimate partner violence, integrated model, counselling, prevention, recovery

Introduction
Over 80% of the population in Romania and Lithuania and over 73% in Sweden, Finland, Spain and Greece
consider that intimate partner violence is very common in their countries (Special Eurobarometer, “Domestic
Violence against Women”, 2010). Unfortunately most often such facts are either not known or ignored. Deeply
related to values and traditions and rooted into mentalities, this reality is difficult to accept and even more
difficult to change. In response to these circumstances, there is increased attention to violence against women
throughout the world, and many positive developments in policy, professional practices, legislation, campaigns,
activities to combat violence and services to support and protect the victims, are rapidly growing in many
European countries (Hageman-White, 2006).
The current paper reports on the results of a collaborative project funded by the European Commission
under the DAPHNE programme (JUST/2012/DAP/AG/3008), which was carried out in eight European countries
(Estonia, Greece, Romania, Latvia, Spain, Austria, Finland, and Sweden). Among the objectives of the project
were: (a) to research on women’s experiences of violence in their environment and; (b) develop an integrated
model of counselling for women victims or possible victims of intimate partner violence.

Materials and Methods
1.1. Research strategy
Qualitative methodology and semi-structured interviews were employed for data collection as it allowed
secure exploration of similar themes while at the same time allowed the interviewer to remain open to
unexpected information. An interview guide was developed to serve the data collection process including six
main thematic areas as follows: (a) victim’s socio-demographic characteristics, (b) information related to
violence/ abuse (e.g. type, extent, intensity and duration of violence), (c) response to violence (e.g. reactions,
strategies, service utilization, help-seeking behaviours, social network, etc), (d) consequences (e.g. short and
long-term physical, emotional, social, economic, consequences on the victims and other family members), (e)
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victims’ self-reported needs for support (barriers and satisfaction from service utilization, suggestions of
improvements/changes in current psychological, judicial/legal, educational support resources), (f) victims’
knowledge and awareness (following this experience).
1.2 Participant recruitment
A total of 122 participants were recruited by the project partners, all of them women victims of intimate
partner violence (Romania 20, Spain 20, Estonia 12, Finland 20, Sweden 12, Latvia 20 and Greece 18). To be
eligible for participation in the study, subjects had to fulfil the following criteria: (a) violence victimization by
current or former husbands, unmarried partners, and other intimate partners, (b) age (18+) and, (c) fluency in the
native language. Participants were drawn mainly from organizations or other community services offering
support or accommodation to victimized women in the partner countries.
1.3 Procedures
Face-to-face interviews were conducted at places familiar to the interviewees in all the partner countries.
Interviews lasted between 60 and 90 minutes, were tape recorded upon the participants’ consent and were
conducted by the members of the teams involved in the project. An interview record with basic
demographic/background information was maintained in all the partner countries. Informed written consent was
received by all participants prior to participation. A list of support services was in place for participants who
would be affected by the discussion through recalling unpleasant experiences.
1.4 Data analysis
Data analysis followed the principles of thematic analysis. The recorded discussions were transcribed
verbatim and analysed in the native language of each partner country upon the instructions of the leading partner.
For the needs of the analysis, each interview was coded line by line. A process of categorisation was followed
within a thematic analysis, framed around the six thematic areas. Data were then organized by theme and each
theme was assigned to categories.

Results
2.1 Key research findings
Socio-demographic characteristics: Women participating in the research study were between 20 and 57
years old; All the participants were victims of intimate partner violence; The vast majority of them at the time of
the interviews were single, separated or involved in a legal separation proceeding, or already divorced. Some –
but few – were still married or in a relationship with the perpetrator. The majority of respondents were of high
school degree or lower and just a few were university graduates.
Types of abuse: The most common form of violence exerted upon women was physical violence. In all the
cases verbal and psychological violence co-existed, while sexual violence coexisted in many cases. In some
cases women also experienced economic violence. Social isolation and control of movement was a common
element in women's experiences of intimate partner violence.
“There’s been physical and emotional (violence). There have been both. So you could say that first there was
more of the emotional, but then it started to turn into physical violence.” (Finland P7)
Manifestation of abuse: Violence was a repeated phenomenon and in most cases it had lasted for years.
Incidents started often early in the relationship, even while the couple was dating. Violence primarily occurred in
domestic areas. The most common places were the house and the car. Violence in public spaces were rather rare.
Perpetrators did not like to have witnesses, while a very common practice was to keep ‘this’ as a secret. Violence
occurred primarily when the couples were alone in a room, while children were often home but usually in
another room. In most cases participants said that children – at some point – had witnessed the violence. In some
cases, the children themselves were also victims of physical, psychological or even sexual violence. Within the
general framework of gender-based violence as an instrument used by men to reproduce and maintain their status
and authority over women, specific situations appeared as triggers to incidents of violence: (a) trivial situations,
often related to what the abuser saw as a challenge to his authority, (b) drug or alcohol consumption, (c)
jealousy, (d) a general desire of the abuser to control the victim (no specific trigger).
Response to violence: Participants' responses to violence were diverse, ranging from acceptance and obedience for a long period of time, up to ultimately running away from home. In most cases, the victim’s immediate
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reaction was not to seek help but to keep the incident(s) as a secret from friends, family and specialists (doctors,
police etc.). Later, when the violence escalated, the victims would seek help, more often from women’s shelters
or from victims’ support services, the police or from lawyers and almost all of them started telling close friends
and family about the abuse. The main factors that prevented victims from asking for help were: fear of the perpetrator, emotional dependency from the perpetrator, shame of their family situation, the will to protect their
children, economic dependency, lack of social networks, lack of knowledge about where to find help, the hope
that the perpetrator will change and/or the low self-esteem. The majority of participants expressed that they got
the most help and support from women's shelters or from the victim's support services, while the police were
also praised for being professional and supportive, although some women said that they had negative
experiences with the police. Family and friends in most cases played a positive role, while lawyers were very
important and helpful.
“First I got help from my parents and some good friends. Later I turned to victim help and women’s support
group” (SP1)
Consequences of violence: Violence had traumatic consequences not only for the women themselves but for
their children as well. Psychological consequences were long lasting and still present for most of the women.
Psychological consequences included anxiety, fatigue, weeping, depression, loss of memory, insomnia,
emotional numbness, lack of emotion and suicidal thoughts. Many women also suffered severe economic
problems. Isolation was also an important element in many women's stories. When women were migrants, the
lack of networks was more pronounced.
“Emotionally I think it (affected) me; today I look at every person as a potential abuser. I never leave the house
without my pepper spray. I am scared.” (ESTONIA P9)
2.2 Development of an integrated counseling model
The integrated model of counselling was developed by the project team to meet the victims’ needs, which
were previously identified as part of the qualitative research. The model is built on the following theoretical
approaches and perspectives:
• Focus on women's empowerment: Empowerment is the process through which women become conscious of
their personal, private and public subordination, of their rights and of the need to transform the situation and
establish new power relations among people. The process of empowerment is crucial, both in preventing as
well as in supporting victims of intimate partner violence.
• An intersectional perspective: Crenshaw (1991) defined the intersection perspective as “the intersection of
multiple identities and experiences of exclusion and subordination. It refers to the interaction between
gender, race and other categories of difference in individual lives, social practices, institutional
arrangements, and cultural ideologies and the outcomes of these interactions in terms of power”. Thus, the
intersectional approach emphasises the individual lived experience of women with different backgrounds, as
well as the structural causes of violence. It is an essential approach in our multicultural societies.
• The Ecological model: Bronfenbrenner (1994) argues that in order to understand human development, one
must consider the entire ecological system in which growth occurs. This system is composed of 5 socially
organised subsystems that help support and guide human growth. They range from the microsystem, which
refer to the relationship between a developing person and the immediate environment, such as family, to the
macro-system, which refers to institutional patters of culture, such as the economy and bodies of knowledge.
An ecological approach to gender-based violence conceptualizes it as a multifaceted phenomenon grounded
in interplay among personal, situational, and sociocultural factors.
• A competence-based approach: A competence-based approach allows for the recovery and assessment of the
resources each individual has as a result of his/her experiences. Recovering these resources and valuing
them as positive assets is a fundamental condition to women’s empowerment and their possibilities to
recover from a situation of violence. In this sense, it is essential to strengthen women’s capacities acquired
and developed in different areas and make them emerge during the recovery process.
Structure of the model: The model of the WOMPOWER Project (see Figure 1) is conceived as a
comprehensive model addressing intimate partner violence and includes a wide range of support and recovery
services for women, as well as prevention actions. The model covers activities both for the prevention of and the
recovery from intimate partner violence. In order to safeguard the safety of women using the service, it is
essential to distinguish between these two main activities. This is why the service is divided into two different
paths: The “Recovery path” aimed at women who have suffered or are suffering intimate partner violence and
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the “Prevention path” aimed at women who have not suffered intimate partner violence. The arrival of women
to the service always starts with an individual interview with a professional. The main objective of the individual
interview is to identify if the woman is suffering or has suffered intimate partner violence. The identification of
violence in the individual interview is based on the story, concerns, needs and demands expressed by the woman.
The decision to follow the “prevention path” or the “recovery path” should be jointly taken by the woman and
the professional. Each woman using the service will need a tutor supervising her process. The tutor can be either
the professional doing the initial interview or another professional. Stability is important, so it is advised that
women have the same tutor during the whole process.
Recovery path: The “recovery path” includes two services and both of them are crucial: (a) individual
counselling and (b) recovery group workshops. The participation in the “individual counselling” or in the
“recovery group workshops” is decided jointly by the professional and the woman, based on every woman's
needs and the professional's assessment of the moment of the recovery process she is in. For example, not all
women who have just started recovering from recent violence experiences may be able to participate in the
“recovery group workshops” right away. The “individual counselling” is conceived as an interdisciplinary
support service and is a fundamental element of the recovery process. It must be flexible to respond to the unique
issues faced by women. For example, the different types of counselling and support services for current victims
as opposed to former victims, who have already escaped from violent situations. The “individual counselling”
involves two types of counseling: (a) “Legal counselling” aiming to provide information on legal and judicial
issues to women who find themselves in a situation of intimate partner violence, (b) “Psychological counselling”
aiming to provide psychological support/therapy to women who find themselves in a situation of violence. Both
“legal” and “psychological counselling” should be carried out primarily through face-to-face sessions. The
content of the “psychological” and the “legal counselling” should be organised by the professional according to
the demands, needs and possibilities of women. In the case of the “psychological counselling”, it is essential to
consider the stage of the recovery process of each woman. The “recovery group workshops” are part of the
“psychological counselling” support and they are a key complementary action to the “individual psychological
support”. “Recovery group workshops” offer women a space where they can share their experiences, emotions
and concerns with women in similar situations. The main objectives of the “recovery group workshops” are to:
(a) support women to overcome the situation of violence, (b) promote changes that can contribute to a return to a
situation of normality, (c) support the empowerment process. Implementation of the “recovery group
workshops” should be based on the demands and needs of every woman who participate, respecting their
personal process and timing. The “recovery group workshops” consist of four sessions, which can be organized
in a flexible way depending on the profile of the women participating and their demands. The contents covered
in each session are: (1) “Introduction. Changing identity: from a victim to a survivor identity”, (2) “Violence:
description, identification and resources”, (3) “From dependency to autonomy and communication”, (4) “From
isolation to a support network”.
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Figure 1. Integrated Counselling Model for the Prevention and Support of Women against Intimate Partner Violence–
THE WOMPOWER MODEL

Prevention path: The “prevention path” is based on one main activity: “prevention group workshops”.
The main objective of the “prevention group workshops” is to reduce the overall likelihood that women may
become a victim of violence. In particular, the “prevention group workshops” aim at addressing the
normalisation and legitimation of intimate partner violence among women. The specific objectives of the
“prevention group workshops” are to: (a) contribute to raise awareness on the phenomenon of violence, (b)
facilitate strategies to identify it, (c) provide tools and mechanisms so that women can avoid future possible
situations of violence, (d) foster women’s empowerment. After the first individual interview, women who are not
identified as victims of intimate partner violence and who are willing to participate should be referred to the
“prevention group workshops”. If during the development of the sessions a woman identifies and shares that she
suffered or is suffering from intimate partner violence, the trainer/tutor will offer her the possibility to have an
individual interview and to have access to other resources available. The content of the “prevention group
workshops” consists of four sessions, which can be organized in a flexible way depending on the profile of the
women participating and their demands. The contents covered in each session are: (1) “Introduction. Gender
stereotypes and gender roles”, (2) “Understanding the phenomenon of violence against women”, (3)
“Identification of violence against women”, (4) “Existing resources”.

Conclusions
The model is applicable in various settings and target groups, upon adaptation. It can be used in higher
education for the training of undergraduate students in the health (e.g. nurses, medical doctors, etc.) and social
welfare professions (e.g. social workers) as well as in other professional groups involved in victim counselling
and support (e.g. psychologists) or in violence prevention (e.g. pedagogists, etc.). It can be used for prevention to
various levels of education (e.g. secondary education). It can be used by both public organizations and NGOs
who have gender equality and violence prevention as a primary or secondary mission.
Professionals who will implement the model need to have sufficient theoretical knowledge regarding
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intimate partner violence to support the implementation of the model, experience in victim support to be able to
identify the recovery phase of the victims and respond to their individual needs, prior experience in carrying out
interactive activities to be able to manage the participants’ reactions and make full use of them. It is further
important for professionals who will implement this model to set a plan of implementation before initiating the
implementation process, taking into account the available resources, the time limitations, and the specific needs
of their target population as well as establish a network of referral agencies before implementing the model to be
able to ensure continuity of care.
Among the strengths of this model is its face validity as it incorporates the experience/literature of
different European countries and the expertise of different settings and disciplines (shelters, counseling centres,
academic institutions, etc.) and its inclusiveness in terms of the approaches as it addresses both the prevention
and the recovery process as well as multiple needs of the victims (psychological, legal, etc). Its major
weaknesses have to do with the lack of theoretical reframing, the lack of the continuity of care element and the
lack of cost estimation of the model implementation. Testing of the model in various settings is recommended
and can provide evidence of its feasibility and effectiveness.
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Psychological Consequences of Prematurity on the
Infant – Mother Dyad
Karkani A.
Clinical Psychologist, Family Therapist – Recherche Université Paris VII

The birth of a premature baby is a stressful experience for parents. Advances in perinatal medicine are
such that the percentage of children of an extreme prematurity, who managed to survive, has increased and is
still increasing.
It remains a question: the maternal posttraumatic stress in relation with the maternal representation and
the infants’ attachment; as well as the interaction mother-infant.

Hypothesis
We have hypothesized the following:
 Maternal stress is strongly related with the severity of infant’s condition (elements taken into account:
gestational age, weight at birth and score at the Perinatal Risk Inventory questionnaire);
 Life conditions of the mother – infant dyad during the first months following birth of the latter (total
separation / partial separation) may differentiate the dyadic quality and influence maternal stress by
interrupting bonding; and
 Strong correlation between the results stemming from the Perinatal Risk Inventory questionnaire and
the Perinatal Posttraumatic Stress Disorder questionnaire.

Background
 For the premature infant as well as for its mother, the rupture is sudden and traumatic. Mothers have an
obvious difficulty to make the representation of a premature infant. Normally, a mother has at its disposal
nine months in order to prepare itself for the arrival of its child.
 For mothers of children with chronic medical conditions or disabilities, such as epilepsy or celebral palsy, a
history of maternal unresolved grief regarding the child’s diagnosis has been associated with insecure infant mother attachment.
 The infant has the possibility of neurological, sensorial, respiratory, cognitive or psychomotor consequences.
These consequences also concern psychiatrists and psychologists and depend largely to the mother’s
interaction with the child the first month of its life.
 Reports consider posttraumatic stress reaction of the mother possible variable affecting the infant describing
sleeping and eating problems.
 Great maternal worry was related to more child irritability.
 Maternal grief resolution regarding the experience of preterm birth and the quality of maternal interactions
has important implications for emerging attachment security for infants born prematurely.

Aims
To study: a. the consequences of prematurity on the infant – mother dyad; b. the quality of the affectionate
bond; and c. the maternal representation in relation to the maternal stress. To help: healthcare teams; midwives;
obstetricians; neonatologists; and nurses in their work in Neonatology Units.

Instruments
 Clinical Interview for Parents of High-Risk Infants: semi-structured clinical interview enabling mothers
to consolidate emotionally their experiences related to the infant’s high-risk status
 Perinatal Posttraumatic Stress Disorder Questionnaire: evaluation of posttraumatic maternal stress
symptoms.
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 Perinatal Risk Inventory: evaluation of the infant’s severity, to be completed according to the medical
records.

Population
 n = 20 mother- infant dyads, less than 36 weeks (gestational age), hospitalized in the Neonatology Unit
of Aghios Panteleimonas Hospital, Nikaia, Greece
 n= 20 mother- infant dyads, as a control group, full-term infants hospitalized in the maternity of Aghios
Panteleimonas Hospital, Nikaia, Greece
 Are excluded infants with chromosomal abnormalities; malformation or foetopathy; parents with drug
dependence or with psychiatric disease; mothers from minority groups; etc.
 Several hospitalized infants benefit from an air medical transportation; they have not only to fight
prematurity but also distance and time.

Procedure





All participants are been given a consent form to complete the questionnaires and answer the questions.
All questionnaires have been standardized and translated into Greek. People who do not speaking Greek
will complete the questionnaires either in English or in French. Any other option shall be excluded.
It is almost impossible to film the early days of nursing and the breast feeding.
Observation of facial expression, breathing, temperature, frequency of nourishment of the preterm
infants in incubators.

Results
 The number of twin births is very limited most probably because the majority is in low socio-economic status
and twin births mostly derive from IVF. The latter are mostly referred to private sector hospitals.
 A premature birth exposes infants to difficulties in their socioemotional development. The severity of
medical complications at birth increases the risks to develop an insecure attachment.
 However, maternal perceptions of the infant act as mediating variables between birth status and attachment
where the infant gestational age at birth is positively linked to mother’s perceptions that are positively
associated to attachment security.
 Inversely, mother who perceived their infant as having difficulties dealing with changes, as being more
distractible, more demanding and of difficult mood developed a more insure attachment relationship with
their premature infant.
 The phenomenon of premature births is related to life conditions and non attended pregnancies.
 The initial hospitalization of premature infants may result in extended separation from mother increased
anxiety and possible interference with mother-infant attachment.
 Children born prematurely often continue to experience physical health problems that may require frequent
medical visits and re-hospitalization.

Conclusion
 Maternal stress among mothers of preterm infants appears to be common and it is clinically significant in
comparison to normative population.
 Maternal grief resolution regarding the experience of preterm birth and the quality of maternal interactions
has important implications for emerging attachment security for infants born prematurely.
 Importance of maternal posttraumatic stress in the event of a premature birth and the necessity for early
therapeutic interventions
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Adolescent Suicidal Ideation: a Comparitive Study of
Psychosocial Variables in a Sample of South African
Adolescents
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Summary
Adolescents have to cope with complex stressors. The use of effective coping strategies plays an
important role in determining the health and mental wellbeing of adolescents. This study investigated the nature
of stressors, as well as coping strategies utilized by a group of South African adolescents. A cross-sectional
design including a correlational design was used. A random, stratified sample of 1033 multi ethnic secondary
school learners was gathered from urban and rural schools in the Free State Province of South Africa.
Reynolds’s Suicidal Ideation Questionnaire, the Life Stressors and Social Resources Inventory (Youth Form),
and the Coping Orientations to the Problems Experienced Questionnaire were administered. Results indicated
that the participants experienced similar stressors, with the exception of a few and use dysfunctional coping more
frequently. Significant differences were found in level of suicidal ideation for the different groups. Black
participants reported more frequent use of dysfunctional coping strategies such as denial and mental
disengagement.

Introduction
Adolescent suicide has become a leading health concern in many parts of the world, including South
Africa.[1-5] Compared to many other developing countries, South Africa’s suicide rates are significantly higher.[5]
The socio-political and economic transformation South Africa is currently embarking on have dramatically
changed the lives of adolescents of all ethnic groups, exposing them to more complex stressors. These stressors
require additional adjustment on the part of South African adolescents and may result in them developing
negative health outcomes such as increased levels of stress, depression and suicidal ideation.6
Successful coping with daily stressors can be an important determent for adolescents’ mental health.[7-8]
Researchers agree that one of the big differences between well-being and maladjustment is the coping resources
of adolescents.[9-11] The failure to deal with stress is costly in social and emotional terms and suicidal ideation is
one problem that has been attributed, in part, to adolescents’ inadequate ability to cope with their stressors.[7] As
such, the use of effective coping strategies utilized by adolescents is considered an important mediator between
the effects of life stressors and suicidal ideation.[12]
Research studies conducted in South Africa indicate that suicidal ideation show some correlation with
ethnic differences, as various ethnic groups reflect differing suicidal patterns.[13-14] In addition, the unequal
distribution of resources between groups, may account for coping differences.[15]
The rise in suicidal behaviour among South African adolescents from all ethnic groups is a concern for
researchers and clinicians alike[4-5] If we accept coping skills as imperative for adolescents to manage
environmental challenges effectively, it is crucial that further research explore ways to complement and
strengthen existing coping behaviour.[16,9] The primary objective of the study was to explore differences in the
levels of suicidal ideation, nature of stressors experienced as well as coping strategies utilized by adolescents
from different ethnic groups in the Free State Province of South Africa.

Methods
Research design
A non-experimental, cross-sectional research design was used. For the purpose of investigating ethnic
differences in the level of suicidal ideation, nature of stressors and utilization of coping strategies, a criterion
group design was employed.
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Participants
A total of 1033 multi ethnic adolescents were selected from eighteen high schools in the Free State
Province of South Africa, by means of stratified random sampling. The group consisted of 437 male adolescents
(42.3% of the total sample) and 552 female adolescents (53.4% of the total sample), while 44 (4.3%) of the
participants did not indicate their gender. The age of the adolescents ranged from 16 to 24 years (the mean age of
the sample was 17.41 years with a standard deviation of 1.11). There were 405 black (39% of the sample), 427
white (41% of the sample) and 201 adolescents of mixed race (20% of the sample).
Measuring instruments
The Suicidal Ideation Questionnaire for Adolescents [17], The Coping Orientations to the Problems
Experienced Questionnaire (Cope) [18], The stressors subscales of the Life Stressors and Social Resources
Inventory (LISRES), Youth Form [19] as well as a biographical questionnaire were used to gather information on
the variables. Alpha coefficients ranged from 0.33 to 0.98 for all the subscales.
Statistical Procedure
Descriptive statistics (means, standard deviations) and alpha coefficients were calculated for all the
variables. A one-way MANOVA was performed to investigate the differences between the levels of suicidal
ideation, stressors experienced and coping strategies among the different racial groups. The 1% level of
significance was used as criterion for the results. The Scheffé test was used to determine subgroup differences.
The results for the subscales, together with the calculated effect sizes (ƒ) appear in Table 1.
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Table 1: Descriptive statistics of suicidal ideation, stressor-, coping subscales and ethnic group differences

BLACK
N=405
Mean
SD

WHITE
N=427
Mean SD

COLOURED
N=201
Mean
SD

F

P

f

Scheffé Test

Scales
Suicidal Ideation

35.12

39.39

23.84

32.04

47.85

47.12

27.98**

0.000

0.23

3 & 1 higher 2

1.01
11.38
7.25
7.75
6.10
15.85
7.52
5.13

2.45
7.89
5.82
5.94
4.77
8.02
4.77
4.86

0.48
4.62
7.80
8.05
5.19
15.79
6.61
3.17

1.10
5.53
5.35
5.37
4.14
7.73
4.29
4.06

1.44
11.21
7.39
8.93
7.37
18.29
8.17
4.65

3.38
7.54
5.33
6.13
4.71
8.93
4.93
4.24

13.46**
116.90**
1.09
2.85
16.17**
7.52**
8.83**
21.46**

0.000
0.000
0.338
0.058
0.000
0.001
0.000
0.000

0.48

1 & 3 higher 2

0.20

1 & 3 higher 2

13.41

7.52

10.48

6.25

13.93

7.20

25.34**

0.000

0.22

3 & 1 higher 2

11.70
11.91
11.54

2.74
2.81
2.74

10.76
11.18
10.47

2.55
2.63
2.30

11.10
11.28
10.68

2.81
2.83
2.38

3.06*
7.97**
20.27**

0.047
0.000
0.000

0.20

1 & 3 higher 2

11.33
11.10

2.79
2.97

10.34
10.43

2.30
2.78

10.95
10.58

2.61
2.80

15.64**
6.03**

0.000
0.002

11.44

2.98

10.50

3.01

10.74

2.97

10.75**

0.000

12.02

2.82

11.33

2.66

11.51

2.42

7.24**

0.001

11.51
12.55
10.33
9.80
9.70

2.89
2.89
2.89
2.91
2.85

11.17
12.44
9.34
8.15
8.72

2.49
3.31
2.78
2.66
2.39

10.99
12.48
10.17
9.32
9.13

2.64
2.73
2.55
2.59
2.34

3.06*
0.14
14.41**
39.12**
15.03**

0.047
0.867
0.000
0.000
0.000

0.28

2 & 3 higher 1

10.80

2.66

10.15

2.45

10.62

2.51

6.99**

0.002

1.58

0.93

1.63

0.99

1.68

0.94

0.75

0.474

57.57

11.55

53.18

10.47

54.59

11.25

16.75**

0.000

57.86

11.14

54.78

9.59

55.86

10.30

9.29**

0.000

31.87

7.06

28.65

6.36

30.75

6.28

25.19**

0.000

0.22

1 & 3 higher 2

LISRES Stressor
subscales
Physical Health
Home and money
Parents
Siblings
Extended family
School
Friendships
Boyfriend/
Girlfriend
Negative life events

COPE
subscales
Active Coping
Planning
Suppression
of
competing activities
Restraint coping
Seeking
Social
support
instrumental
Seeking
Social
support emotional
Positive
reinterpretation and
growth
Acceptance
Turning to religion
Venting of emotions
Denial
Behavioral
Disengagement
Mental
Disengagement
Alcohol and drug
Disengagement
Problem
focused
coping
Emotion
focused
coping
Dysfunctional
coping

**p ≤ 0.01 *p ≤0.05 Effect sizes: ±0.1 (small); ±0.3 (medium); ±0.5 (large)
1: White 2: Black 3: Coloured

Results
The results in Table 1 indicate that adolescents of mixed race reported the highest levels of suicidal
ideation (mean=47.85) followed by the black adolescents (mean=39.39). White adolescents in this study reported
the lowest level of suicidal ideation (mean=23.84). This result was significant on the 1% level of significance.
Further results indicate that the three ethnic groups showed significant differences (1% level of significance) for
the stressors subscale Home and Money. Black adolescents as well as mixed race adolescents obtained a
significant higher mean score then the white group on this subscale. Another significant difference was reported
on the Boyfriend/Girlfriend subscale with the black adolescents reporting romantic relationships as a bigger
stressor then the white and mixed race adolescents.
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Furthermore, significant differences (1% level of significance) for the three ethnic groups were reported
for the coping subscales suppressing of competing activities and denial. Pertaining to the modes of coping and
dysfunctional coping, black and mixed race adolescents showed significantly higher levels of dysfunctional
coping than their white counterparts. It would appear as if black and mixed race adolescents made significantly
more use of dysfunctional coping strategies.
The large standard deviations for all subscales should be taken note of. This indicates a large diversity
in the responses received, and one could conclude that the different socio-economic conditions that exist among
the different groups create differences in the experience of stressors and utilization of coping strategies.

Conclusions
The alpha coefficients for the measuring instruments were satisfactory for all three the ethnic groups,
with the only exclusions being the following subscales of the COPE Scale: Suppression of competing activities
(for all three ethnic groups), Restraint Coping (all three ethnic groups), Positive reinterpretation and Growth
(mixed race adolescents), Focusing on and venting of emotions (Black and mixed race group), Denial (Black and
mixed race group), Behavioural Disengagement (all three ethnic groups) and Mental Disengagement (all three
ethnic groups). These subscales show a lower alpha coefficient (≤ 0.70) thus, caution should be taken in the
interpretation thereof.[20]
The findings of the study suggest that suicidal ideation amongst adolescents of mixed race are the
highest, followed closely by Black adolescents. These differences might be related to differences in life
circumstances that influence the participants in the current study. However, these findings tend to support the
notion that suicidal behaviour amongst South African adolescents is unordinary high.[3,5] Studies suggest that
elevated suicidal ideation might be the result of rapid socio-political changes and an inability to cope with
changing demands placed on adolescents.[6,9,12] Adolescents of mixed race’ pattern of suicidal ideation might be
representative of their levels of stressful adjustment to South Africa’s rapid political and socio-economic
transition, wherein they are not experiencing growth in employment and other social opportunities they once had
over blacks under apartheid.[15]
Black and mixed race adolescents appeared to differ significantly from white adolescents with regards
to the stressors they experience and coping strategies they utilised. The home environment and finances appeared
to greater stressors in the lives of black and mixed race adolescents. This could be attributed to the fact that many
black and mixed race adolescents still come from previously disadvantaged homes where problems stemming
from a lack of financial resources and infrastructure could be a great stressor.
Findings from this study indicated that problem-focused and emotion-focused coping did not differ
significantly across the ethnic groups, while, dysfunctional coping and denial appears to be more frequently used
by the Black and Coloured participants. Notwithstanding significant political and socio-economic changes in the
South African society, past socio-political circumstances appears to still have an influence in the choice of
coping strategies utilised by the different ethnic groups.[15] Limited or no access to needed resources according to
could lead to increased levels of stress and a disadvantaged position.[10]
Shortcomings are apparent in this study. The use of non-South African measuring instruments to
measure the variables has emphasised the need to develop specific instruments for the relevant ethnic groups as
differences in the interpretation of the items might have contaminated the final results. Furthermore, a crosssectional design was used in the current study and the results might not be predictive of the longitudinal
relationship between suicidal ideation, life stressors and coping strategies.
The main findings of the study suggest that significant differences exist in the reported suicidal ideation
of black, white and mixed race adolescents. It would appear as if adolescents of mixed race might be a
particularly vulnerable group with their levels of suicidal ideation suggestive of possible stressful adjustment to
South Africa’s rapid political and socio-economic transition. It is suggested that intervention programmes,
focusing on effective coping be implemented in schools to assist adolescents in dealing with life stressors.
Detailed attention should also be given to increase the functional coping strategies of adolescents while reducing
the dysfunctional coping strategies used by them. A more specific approach can be followed that will allow
focus on building stress resistance in adolescents from low socio-economic groups.
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Abstract
Background and objectives: This study examines the extent of compulsive buying tendencies in China,
Cameroon, Morocco, Greece and Kosovo. In addition it takes the extent of compulsive buying among women of
the five samples into account. Design and Methods: Female and male students from China (n= 89), Greece (n=
177), Kosovo (n= 54), Cameroon (n= 75) and Morocco (n= 97) participated in the study. The tendency of
compulsive buying was measured by the German Compulsive Buying Scale (GCBS - Raab et al. 2005). We
hypothesized that compulsive buying tendencies will be lower in developing countries (Kosovo, Cameroon and
Morocco) compared to Greece and China and that women will show higher levels of compulsive buying
tendencies within all cultural settings. Results: In opposition to our hypothesis compulsive buying tendencies
were higher in developing countries. Furthermore, women in China and Morocco exhibited higher compulsive
buying tendencies. In Greece the significance was observed at the 10%-level. Conclusions: Future studies should
examine possible response biases and cross-cultural response styles. The item structure of the GCBS should be
tested again. Despite its limitations the study has provided some useful preliminary results in a country facing a
severe economic and financial crisis, but also in a threshold country and developing countries.
Keywords: Compulsive buying, compulsive buying tendencies, German Compulsive Buying Scale
(GCBS), response biases, response styles

Introduction
Compulsive buying has been defined as a frequently occurring uncontrollable behaviour employed to
cope with negative feelings. This behaviour can have negative outcomes for the individual consumer since the
consumer mostly buys items which are not needed and cannot be afforded (Guo & Cai, 2011: 10198). The
significance of research on compulsive buying results from its growing prevalence around the world (Horvath et
al., 2013: 9). Findings regarding the characteristics of compulsive buyers support the assumption of low selfesteem (Christenson et al. 1992; 1994; Yurchisin & Johnson, 2004), depression (Rindfleisch et al. 1997; Valence
et al. 1988), materialistic orientation (Dittmar, 2005) and anxiety disorder (Black 2007; McElroy et al., 1994).
The shopping act is used to influence – successfully or not – or regulate psychological factors: “The
compulsive behavior is often used as a mean of coping with stress, escaping demands and pressure or to
overcome unpleasant emotions or situations” (Faber et al. 1987). Roberts and Pirog (2004) findings show that
goal setting is essential for compulsive buying. They argue that compulsive buying should not be understood as
merely driven by psychological tension. Instead they suggest that compulsive buying could be “[…] viewed as a
goal-directed behavior whose ultimate purpose is to bolster one’s self-esteem” (Roberts & Pirog, 2004: 68). Thus
compulsive buyers intend to increase their feelings of power, significance and strength as well as to regulate
their emotions (Faber & Christenson, 1996). Although compulsive buyers display a limited joy regarding the
process of buying and often regret their behavior their behavior is repetitive in order to experience the short but
intense enjoyment (cf. for the neurological basics of compulsive buying see Raab et al., 2011). However, in the
post-purchase phase positive feelings often change abruptly into negative ones such as regret, guilt or shame. In
addition, compulsive buying can lead to the indebtedness of an individual (cf. e.g. Joireman et al., 2010).
Achtziger et al. (2015) observed that the influence of low self-control on indebtedness is mediated by
compulsive buying.
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Workman and Paper (2010) summarized the argumentation of Black (2007, cited in Workman and
Paper, 2010: 94) that compulsive buying emerges primarily in developed countries with a market-based
economy, the presence of diverse goods, available income, and more spare time. Consequently the
overwhelming literature on compulsive buying addresses the phenomenon in the context of maturing
industrialized countries. Nonetheless, Neuner et al. (2005: 510) suggest that this behaviour can also occur in
developing economies provided that these economies have been exposed to the consumption culture of Western
societies. Whilst this phenomenon seems to be relevant for developing and threshold economies a significant
smaller number of studies present the situation in countries like Brasil (El-Guebaly & Tavares, 2005), China (Li
et al. 2014; Unger & Raab, 2015) or Turkey (Ergin, 2010). Therefore we examine the compulsive buying
tendencies in some threshold and developing societies but also in one society facing the negative consequences
of a growth and debt crisis during the last six years.
It is reasonable to assume that although compulsive buying tendencies may also be present in societies
with less strong and stable economies, higher income societies will display higher compulsive buying tendencies
To date no clear connections could be established between addictive consumption and income (Mueller et al.
2008; Raab et al., 2005; Scherhorn et al. 1990). Sneath, Lacey & Kennett-Hensel (2009) report a moderating
effect of income on addictive consumption behavior through depression. In contrast O’Guinn & Faber (1989)
and Scherhorn et al. (1990) have found no effect of income on compulsive buying. These results could be
attributed to the fact that the studies concentrated on factual compulsive buyers (those being identified as being
at high risk to be compulsive buyer) and not on tendencies. Unger et al. (2014: 179) found evidence for a
significant decrease of non-pathological and compensatory buyers in Greece during the crisis but not for actual
compulsive buyers (scoring 45 and above on the compulsive buying scale). Ergin (2010) reported an effect of
income on compulsive buying tendencies in Turkey. We hypothesized that compulsive buying tendencies will be
lower in Kosovo, Cameroon and Morocco compared to Greece and the threshold country China.
It is often being assumed that gender is a strong predictor of compulsive buying tendencies. Whereas
Block and Morwitz (1999, cited in Ergin, 2010: 334) suggest that women do not display higher levels of
compulsive buying tendencies Shoham and Brencic (2003, cited in Gupta, 2013: 45) findings support the notion
that the female gender is a predictor of compulsive buying. This can be justified through the emotional aspects of
shopping as well as its importance for identity which was found to be more meaningful to women (Dittmar et al.
2004, cited in Ergin, 2010: 334). Dittmar and Drury (2000, cited in Ergin, 2010: 334) support this view stating
that the shopping act has emotional and psychological dimensions which are particularly of importance to
women. Moreover several other studies (cf. e.g. d’Astous, 1990; Dittmar, 2005; Neuner et al. 2005; Scherhorn et
al. 1990) which analysed socio-demographic variables report a higher level of compulsive buying tendencies for
woman and young consumers. Although some authors contradict the higher vulnerability of woman to
compulsive buying tendencies (cf. e.g. the contradictory results of Koran et al. 2006) most studies report a
significant gender effect. There exists a debate on the reasons of these differences (for a discussion overview see
Reisch & Neuner, 2002). It could be assumed that the differences are a result of biased responses of men: It
could be possible that women are more willing to admit enhanced compulsive buying tendencies, whereas men
may deny the existence of such tendencies more often, because of possible conflicts between shopping behaviour
which is perceived as being a feminine behaviour and masculine roles. In line with the aforementioned research
we assumed that women will exhibit higher compulsive buying tendencies within all cultural settings.

Methods
1.1.1. Participants
The sample consisted of Chinese (n= 89), Greek (n= 177), Kosovar (n= 54), Cameroonian (n= 75) and
Moroccan (n= 97) male and female students with following gender ratios: 63.9% females vs. 36.1% males in
China; 61.3% females vs. 38.7% males in Cameroon; 48.1% females vs. 51.9% males in Kosovo; 62.7% females
vs. 37.3% males in Greece and 57.1% females vs. 42.9% males in Morocco. The age means of the five samples
differed slightly as following: China: Mage = 21.07 years (SD= 1.32); Cameroon: Mage = 24.80 years (SD= 3.53);
Kosovo: Mage = 21.19 years (SD= 2.09); Greece: Mage = 24.50 years (SD= 5.22); Morocco: Mage = 22.93 years
(SD= 4.52).
We have collected the data in group-sessions consisting of 5 to 10 students in different universities of
the aforementioned countries. Each session lasted about 7 minutes and was supervised by faculty of the
participating universities. It was made sure that the participants could fill out the questionnaires without being
disturbed.
1.1.2. Measures
The German Compulsive Buying Scale (Raab et al. 2005) was used for the measurement of compulsive
buying tendencies. All versions have been translated by using the back-translation method. For the participants
in Morocco and Cameroon a French translation was used. The scale measures various aspects of compulsive
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buying and consist of items like (a) as soon as I enter a shop or a mall I have an irresistible need to purchase
something; (b) I buy items which I do not show to somebody else because I am afraid being told that I waste my
money or (c) sometimes I have an inner urge to purchase things. This validated instrument which relies on a
Canadian measurement tool (Valence et al. 1988) has been used in several studies (Neuner et al., 2005; Raab et
al. 2010; Scherhorn et al. 1992; Reisch et al. 2011). The 16-item scale which ranges from “I don’t agree” (1) to
“I totally agree” (4) differentiates between inconspicuous, compensatory and compulsive consumers. Values
above the cut-off score of 44.6 were interpreted as being at risk for compulsive buying and values between 35.5
and 44.6 as being a compensatory buyer. (cf. Raab et al., 2005).
1.1.3. Statistical Analysis
SPSS version 19 was used to conduct post-hoc multiple comparisons (Bonferroni correction) in order to
determine significant differences between the countries being compared.
1.1.4. Results
Post-hoc multiple comparisons revealed that the mean-differences between China and Greece (p =
.246), Kosovo and Cameroon (p > .900), Kosovo and Morocco and Cameroon and Morocco (p > .900) were not
significant. All other mean-differences reached significance (all p‘s < .001).
Tab. 1. Multiple Comparisons: Sum GCBS Bonferroni
95% Confidence Interval
(I) Country_Label

(J) Country_Label

Mean Difference (I-J)

Std. Error

China

Greece
Kosovo
Cameroon
Morocco
China
Kosovo
Cameroon
Morocco
China
Greece
Cameroon
Morocco
China
Greece
Kosovo
Morocco
China
Greece
Kosovo
Cameroon

-2.6053
-8.7333*
-8.3556*
-9.2024*
2.6053
-6.1281*
-5.7503*
-6.5971*
8.7333*
6.1281*
.3778
-.4690
8.3556*
5.7503*
-.3778
-.8468
9.2024*
6.5971*
.4690
.8468

1.15557
1.53643
1.39553
1.28503
1.15557
1.38762
1.22979
1.10281
1.53643
1.38762
1.59300
1.49715
1.39553
1.22979
1.59300
1.35216
1.28503
1.10281
1.49715
1.35216

Greece

Kosovo

Cameroon

Morocco

Sig.
.246
.000
.000
.000
.246
.000
.000
.000
.000
.000
1.000
1.000
.000
.000
1.000
1.000
.000
.000
1.000
1.000

Lower
Bound
-5.8636
-13.0656
-12.2905
-12.8257
-.6531
-10.0407
-9.2179
-9.7066
4.4011
2.2154
-4.1140
-4.6905
4.4206
2.2827
-4.8695
-4.6594
5.5790
3.4875
-3.7524
-2.9659

Upper
Bound
.6531
-4.4011
-4.4206
-5.5790
5.8636
-2.2154
-2.2827
-3.4875
13.0656
10.0407
4.8695
3.7524
12.2905
9.2179
4.1140
2.9659
12.8257
9.7066
4.6905
4.6594

Based on observed means.
The error term is Mean Square(Error) = 79.671
* The mean difference is significant at the 0.05 level.

Fig. 1 shows the gender differences which failed to reach significance in Kosovo and Cameroon (all p‘s
> .45). Women in China, and Morocco showed higher compulsive buying tendencies (p < .001). In Greece the
significance was observed at the 10%-level (p < .097).
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Figure 1. Compulsive Buying Tendency measured by SKSK-Index

Discussion
We have tested the hypotheses that compulsive buying tendencies will be lower in Cameroon, Morocco
and Kosovo compared to the other countries and that women will exhibit higher compulsive buying tendencies
within all cultural settings. In contrast to our first hypothesis the results revealed that compulsive buying
tendencies were higher in developing countries compared to Greece and China. An explanation for the
extraordinarily high overall compulsive buying tendencies in the samples of Kosovo, Cameroon and Morocco
could be offered by the effect of available money. Its influence as a moderator variable on the overall
compulsive buying tendencies could be observed by Unger et al. (2014). Nonetheless, while the measurement of
the amount of available money is necessary, it is not sufficient per se to explain compulsive buying tendencies
across different cultural settings (cf. Unger et al. 2014: 178-179). The precise description of the sample is a
further necessity. It is for e.g. important to know particularly in the case of developing economies if the sample
consists of a wealthy privileged upper-class or of a group with low or average income. Additional measurements
like the perceived future and career prospects are of relevance.
Furthermore, future studies could examine possible response biases resulting from the effects of
response alternatives on interpretation of the question, implicit assumptions of the questions, order effects in
rating scales, context effects (Friedman & Amoo, 1999) and differences in cross-cultural response styles.
Our results could be partly traced back to differences in response styles and to response biases. An early study of
Landsberger and Saavedra (1967) reports an enhanced acquiescence bias - as the tendency of respondents to
affirm statements irrespectively of their content - for developing countries.
Moreover, our analysis revealed that while gender effects were present in China, Morocco and Greece
they were not relevant in Kosovo and Cameroon. A first preliminary factor-analysis of our data (not included in
this paper) manifested inconsistencies of the factor structure: The basic structure of the three assumed
dimensions of compulsive buying was proven, but some items were identified as problematic. The invariance
could in part result from the command of French language by participants in Cameroon and Morocco. Their
French language skills might be good, however some types of language based mind-sets could be activated. The
development of validated versions for the different languages and different cultural settings should be considered
by future research.
An additional limitation is the reduced external validity caused by the samples. Moreover according to
O’Guinn and Faber (1989, cited in Ergin, 2010: 334) as well as to Faber and Guinn (1992, cited in Ergin, 2010:
334) compulsive buyers are typically younger i.e. the age of the students might have affected the results.
Furthermore, the samples have an unbalanced gender-ratio and consist of urban students. Nonetheless, the study
has provided some insights in compulsive buying tendencies in threshold and developing countries and has
shown that compulsive buying tendencies exist within some populations in developing countries. Our findings
could ease further research in developing countries.
Besides, future research with respect to measurements biases might also consider differing cultural
variables: An analysis of the Hofstede cultural dimensions (Hofstede, 2001) for the available countries
(Morocco, Greece, China) shows the highest differences being evident for Individualism (Morocco: 46, China:
20, Greece: 35), Uncertainty Avoidance (Morocco: 68, China: 30, Greece: 100) and Long Term Orientation
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(Morocco: 14, China: 87, Greece: 45). According to Lee and Kacen (1999) impulsive purchasing decisions tend
to be more frequent in individualistic societies compared to collectivistic societies, because of different selfconcepts (independent vs. interdependent self-concepts). In a similar way, it can also be assumed that in shortterm oriented societies people tend to live in the present being more hedonistic which could result in higher
compulsive buying tendencies.
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Abstract
Anxiety, asthenia, cognitive functions and quality of life were investigated in the course of therapy in
patients with irritable bowel syndrome (IBS). The patients with IBS receiving Tenoten+ in addition to basic
therapy vs. the group of patients receiving basic therapy only, showed significant reduction in: anxiety, mental
asthenia, pain syndrome without negative effect on cognitive function; quality of life improved (increased
working capacity).
Keywords: cognitive dysfunction, asthenia, anxiety, quality of life, cognitive-saving therapy.

The modern patient lives in conditions of social instability. This results in growing incidence of anxiety
disorders and psychosomatic diseases. Modern patients expect that the treatment would bring cure from the
underlying disease while maintaining or improving quality of their life. And if previously the patients taking
sedative drugs had to tolerate their adverse effects (somnolence, torpidity), today they are able to meet their
expectations: anxiolytics allowing to maintain quality of life in terms of anxiolytic therapy have been developed.
They allow to continue using PC actively, to lead active sexual life, be an attentive driver and efficient manager.
The modern patient wishes to work: he is interested in outpatient, not a hospital treatment. Along with typical
manifestations of anxiety and common complaints, modern patients experience mental problems (cognitive
dysfunction). Improved cognitive function after anxiolytic therapy is critical, therefore cognitive-saving therapy
is currently very important.
The purpose of this study was to demonstrate improved cognitive functions and quality of life
secondary to cognitive-saving anxiolytic therapy with Tenoten in patients with irritable bowel syndrome.

Materials and methods
A prospective randomized comparative study enrolled 128 patients with verified irritable bowel
syndrome (IBS). Scoring based on the relevance of clinical, laboratory endoscopic, cyto-histological
investigations allowed to reveal exacerbations of the disease, its severity and evaluate treatment-related changes.
All specific pathological changes were assessed in the course of therapy. Mental status of the patients and
control patients was examined based on psychological anamnesis, methods of clinical observation and
experimental and psychological investigation using test methods. Spielberger-Hanin trait anxiety scale verified
anxiety level (1). MFI-20 scale identified various signs of asthenia: physical (weakness, fatigue), mental
(reduced attention concentration, memory, i.e. moderate cognitive dysfunction), reduced activity and motivation
level (2). Value > 12 scores on any parameters is deemed pathological. Quality of life scale by Kurihara M. et al.
(3) assessed its criteria: working capacity, social adjustment; general health.

Study design
54 patients received basic somatic IBS therapy only: regulation stool, spasmolytics, probiotics,
prebiotics; 66 IBS patients received Tenoten 1 tablet 4 times per day for 4 weeks in addition to basic therapy.
The patients were examined twice: at baseline and 4 weeks later. The control group comprised 28 healthy
subjects.
Anxiolytic Tenoten modifies functional activity of endogenous protein S100. This protein S100 is a
molecular target for normalization of function of gamma-aminobutyric acid (GABA) - one of the principal
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neurotransmitters. S100 protein plays a key role in regulation of energy and plastic metabolism in central
nervous system. By modifying functional activity of S100 protein in case of its damage, tenoten acts GABAmimetically, thus ensuring anxiolytic effect (4). Its clinical effect is evidenced by reduced manifestations of
behavioural anxiety, autonomic dysfunction, improved adaptation (5), i.e. increased activity of stress-limiting
systems.

Results and discussion
48.7% patients with IBS did not have any morphological abnormal substrate in their gut, i.e. these with
functional disorders only. Tenoten target in this case is dysregulation of intestinal activity. 64.7% patients
associated their exacerbation with psychogenies and stresses (6). Significant changes in the most important
parameters: reduced anxiety, improved cognitive functions secondary to reduced mental asthenia, improved
quality of life and working capacity are presented in Table 1.
Table 1. Changes in anxiety, mental asthenia and quality of life in patients receiving/not receiving Tenoten.

Groups
patients
n=128

of

IBS

Trait anxiety

Quality of life (working capacity) Мental asthenia

before

after

before

after

before

after

Basic therapy only
no Tenoten. n=54

54.86±0.93

53.57±0.88

3.45+0.24

3.49+0.22

14.4+1.9

13.7+1.4

Basic therapy
Tenoten
n=66

58.89+0.98

49.61+0.96*

3.49±0.22

4.15±0.25*

14.1±1.7

9.8±0.25*

+

* р<0.05 vs. baseline value and vs. patients not receiving Tenoten

The results showed that the improvement in the intestine after an adequate basic therapy in patients with
IBS does not lead to an automatic reduction of psychopathological manifestations. Trait anxiety in IBS patients
after therapy with Tenoten+ was significantly lower vs. IBS patients receiving basic therapy only. Basic therapy
did not result in significant reduction of anxiety, and activity, motivation, physical and mental asthenia
parameters did not show positive changes. The results of this study are provided in Figure 1.

* р<0,05
Figure 1. Changes in asthenia in patients receiving basic therapy only (no Tenoten).
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Tenoten+ therapy in IBS patients did not increase mental asthenia (cognitive dysfunction) did not exert
sedative effect. On the contrary, the patients receiving Tenoten+, reduced anxiety, decreased asthenia (6):
reduced mental asthenia in patients receiving Tenoten+ was significantly higher vs. IBS patients receiving basic
therapy only. The results of asthenia examination in patients receiving Tenoten+ are presented in Figure 2.

* р<0.05
Figure 2: Changes in asthenia in IBS patients receiving basic therapy and Tenoten+.

Parameters of general, physical and mental asthenia of IBS patients after Tenoten+ treatment course
reached normal values. In addition to basic therapy, IBS patients receiving Tenoten+ vs. patients receiving basic
therapy only, had significant reduction in pain syndrome (6). Reduction in pain syndrome in IBS patients
receiving Tenoten+ is associated with the specific effect of anxiolytic on emotional component of pain, since the
higher anxiety, the stronger is the pain (6). Correlation coefficient of pain threshold with anxiety (-0.76). The
target for Tenoten in this case is anxiety which indirectly impairs intestinal motility. After Tenoten+ therapy IBS
patients demonstrated significant improvement in quality of life parameters: working capacity from 3.49+0.22
score to 4.15+0.25 score. After therapy with Tenoten+ the patients evaluated their improvement in working
capacity significantly higher vs. those receiving basic therapy only. General health self-assessment after
Tenoten+ course also increased significantly from 3.58+0.21 scores to 4.02+0.27* scores. Basic therapy only in
IBS patients did not show significant improvement in these parameters. Therefore, Tenoten inclusion into
complex therapy of IBS patients allows to affect the following targets: anxiety, mental asthenia, cognitive
dysfunction.
65% of all hospitalized patients with colonic diseases suffer from concomitant asthenic syndrome (6).
Currently, there are medications, having cognitive-saving effect (7). This study demonstrated that addition of
anxiolytic Tenoten into therapeutic process of IBS patients significantly improved working capacity, reduced
anxiety and increased attention concentration. They are important factors for the modern patients. Saving ability
to work effectively, despite the anxiolytic therapy, even in the course of this therapy, it is an important resource
for the patient's motiva tion and increased compliance.

Conclusions
1. Prevalence of asthenic syndrome requires cognitive-saving therapy to maintain quality of life.
2. Anxiolytic Tenoten exerts verified cognitive-saving effect: it reduces anxiety and cognitive
dysfunction greatly; improves quality of life and increases working capacity significantly.
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