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South Asian Canadians Health & Social Services
(SACHSS)

SACHSS offers culturally and linguistically appropriate services for
South Asian men, women, seniors and youth, and other communities.
SACHS provides programs focused on Health Promotion, Mental
Health and Addictions issues.

SACHSS serves clients with treatment and counselling services for
those mandated by the legal system for issues such as driving under
the influence of alcohol/drugs (DUI), violence, domestic violence,
anger management etc.

SACHSS runs the PAR (Partner Assault Response) program for
domestic violence and undertakes assessments and referrals to
rehabilitation centres and intervention services for clients with
addiction issues. We offer our services in Hindi, Punjabi, Urdu, Tamil,
Gujarati, Malayalam and English.

SACHSS has highly qualified and experienced staff in the fields of
Health Promotion, Mental Health and Addiction. We give early,
convenient and flexible appointments including evenings and
weekends and provide prompt, detailed client reports.

SACHSS serves all individuals and groups irrespective of their
nationality, race, religion, ethnicity, language, colour, sexual
orientation and preferences.

SACHSS strives to build a healthy and vibrant South Asian
community.

Referrals from clients, physicians, family doctors, hospitals,
the legal system, lawyers, agencies and organizations are now
accepted



SACHSS Healthy Living & Positive Life Style Education Group

THE SOUTH ASIAN CANADIANS HEALTH & SOCIAL SERVICES - SACHSS IS RUNNING ITS GROUP
PROGRAM, "HEALTHY LIVING & POSITIVE LIFE STYLE EDUCATION GROUP" ON THURSDAY
EVENINGS AT OUR BRAMAPTON DOWNTOWN OFFICE AT Grace Place, 156 Main Street North,
Brampton, Ontario. (2" Floor, Rainbow room- Just north of Main St. and Church St.)

THE PROGRAM RUNS EVERY THURSDAY EVENING 6PM TO 7.30 PM.

Who can attend?
The program will benefit:

1. Anyone who faces stress and who needs and is interested in Stress Management and
development of a Positive Life Style.

2. Persons who need help in dealing with their everyday stress which causes anxiety,
depression and other issues in them

3. Persons who want to improve their Life Style with positive physical health and mental
health

4. Persons with mental health issues

5. Persons with addiction issues

6. Anyone with anger/violence/domestic violence issues

7. Anyone who has a family member with mental health, addiction or
anger/violence/domestic violence issues

8. Anyone with legal problems related to mental health, addiction or

anger/violence/domestic violence issues

This group is open to men, women, seniors and youth. All are Welcome!

OUR PROGRAMS

PROGRAMS FOR HEALTH EDUCATION & HEALTH PROMOTION
PROGRAMS FOR MENTAL HEALTH
PROGRAMS FOR ADDICTIONS

PROGRAMS FOR DOMESTIC VIOLENCE
ANGER MANAGEMENT PROGRAMS
SENIOR’S PROGRAMS

WOMEN’S PROGRAMS

YOUTH PROGRAMS

COUPLE & MARRIAGE COUNSELLING
OUTREACH PROGRAMS

PROGRAMS FOR HOMELESS INDIVIDUALS
INDIVIDUAL & GROUP COUNSELLING

VVYVVVYVVVVVVVY



FOR ALL OUR SERVICES REFERRALS ARE ACCEPTED FROM ALL
ORGANIZATIONS, AGENCIES, PHYSICIANS, AND THE LEGAL SYSTEM
INCLUDING PROBATION & PAROLE OFFICERS AND BAIL OFFICERS AND
LAWYERS.

SELF-REFERRALS ARE ACCEPTED.

FOR REFERRALS PLEASE CONTACT 647-718-0786 or 416-884-6198 Or
maher2004@gmail.com or info.sachss@gmail.com

Dr.MAHER HUSSAIN

M.D.(India), M.P.H.(USA)

Chief Executive Officer & Clinical Director

South Asian Canadians Health & Social Services- SACHSS
26, Linden Crescent, Brampton. ON. L6S 4A2. Canada.
Phone: 647-718-0786

maher2004@gmail.com

www.sachss.org
https://www.facebook.com/www.sachss.orqg/

Please visit www.nobleunforgettablegifts.com for all your Gifts. 25% of profit goes
for helping SACHSS Programs.

Please visit

Error! Bookmark not defined.

For Purchasing all your Gifts

We are committed to give 25% of all of our net profit to the South Asian
Canadians Health and Social Services.

www.nobleunforgettableqifts.com

E-RECIPE BOOK AVAILABLE NOW

As part of Fund raising event SACHSS has published an e-recipe book, which is now available
for just $10. Please visit SACHSS website for ordering this recipe book or contact
info.sachss@gmail.com or nyna.petrov@gmail.com or call 647-718-0786 or 416-884-6198.
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Oppositional Defiant Disorder — ODD

Dr. MAHER HUSSAIN
M.D.(India), M.P.H.(USA)

South Asian Canadians Health & Social Services- SACHSS

Introduction

Oppositional defiant disorder (ODD) is a childhood disorder that is defined by a pattern of
hostile, disobedient, and defiant behaviors directed at adults or other authority figures. ODD is
also characterized by children displaying angry and irritable moods, as well as argumentative and
vindictive behaviors. While all children will display some type of defiant behavior throughout
their growing years, children suffering from ODD will display such behaviors much more
commonly than that of any other type of behaviors. For these kids, it can seem like nothing can
be done to make them happy. These children will not only do things to purposely cause conflict
or to purposely annoy the people around them, but they will oftentimes place the blame on
others.

Statistics

Oppositional defiant disorder is one of the most common behavioral disorders in children. It is
estimated that about 10.2% of all children will develop ODD, but the true prevalence of its
existence is still debated amongst professionals. It has been said that, prior to the onset of
puberty, ODD is more prevalent in boys than it is in girls. However, once puberty has been
reached and surpassed, the number becomes more equivalent between the sexes, with the
condition being said to occur in about 11% of boys and 9% in girls. Girls, however, tend to
display the symptoms of ODD differently than boys will.

Encouragingly, it is estimated that around two thirds of children who are diagnosed with
oppositional defiant disorder will overcome the vast majority of their behavioral disturbances as
they continue to grow older. Some studies have shown that by the age of 18, nearly 70% of
children previously struggling with ODD no longer have symptoms of the disorder.

Causes and Risk Factors for ODD

The specific causes that might be attributed to the onset of ODD cannot be narrowed down to
any one specific factor. It is widely believed that a combination of factors works together
towards causing a person to develop the symptoms of oppositional defiant disorder. The
following are some examples of various causes and factors that may play a role in the
development of ODD:

Genetic: It is common for children who are diagnosed with ODD to have family members who
also suffer from various mental illnesses. Such illnesses can include mood disorders, personality



disorders, and anxiety disorders. This fact suggests that there is most likely a genetic component
that leads a person to be more susceptible to developing oppositional defiant disorder, as
opposed to a person who has not next been exposed to the same type of genetics.

Physical: The presence of oppositional defiant disorder traits has been linked to the existence of
abnormal amounts of certain brain chemicals. These brain chemicals, known as
neurotransmitters, work towards helping to keep the brain chemicals themselves balanced
properly. When an imbalance exists, and messages are suddenly unable to communicate properly
with other aspects of the brain, symptoms of ODD may occur.

Environmental: The environment in which a person is raised can have a significant effect on
whether or not he or she may fall in to the symptoms of oppositional defiant disorder. If a child is
surrounded by a somewhat chaotic home life (where violence, arguments, and other forms of
general discord) are prevalent, it would not be unreasonable to assume that the child could begin
acting out at as a result. Similarly, if children are exposed to violence or have friends who

behave in destructive, reckless manners, those children too are more likely to begin displaying
behavioral symptoms that correlate with the onset of ODD.

Risk Factors:

« Familial discord

« Dysfunctional home life

e Exposure to violence

« History of mental illness within the family

e Exposure to substance abuse

« Inconsistent parenting (inconsistent discipline, inconsistent interaction, etc.)
e Abuse / neglect

Oppositional Defiant Disorder
Diagnostic Criteria 313.81 (F91.3)

A. A pattern of angry/irritable mood, argumentative/defiant behavior, or vindictiveness lasting
at least 6 months as evidenced by at least four symptoms from any of the following cate-
gories, and exhibited during interaction with at least one individual who is not a sibling.
Angry/irritable Mood

1. Often loses temper.
2. |s often touchy or easily annoyed.
3. Is often angry and resentful.

Argumentative/Defiant Behavior

4. Often argues with authority figures or, for children and adolescents, with adults.

5. Often actively defies or refuses to comply with requests from authority figures or
with rules.

6. Often deliberately annoys others.
7. Often blames others for his or her mistakes or misbehavior.

Vindictiveness
8. Has been spiteful or vindictive at least twice within the past 6 months.

Signs and Symptoms



The signs and symptoms of ODD will vary from person to person. There may also be a
significant difference in how the symptoms present themselves in boys as opposed to how they
are presented in girls. The following are some examples of signs and symptoms that may be
evidence that a child is struggling with oppositional defiance disorder:

Behavioral symptoms:

Easily losing one’s temper / throwing repeated temper tantrums
Arguing

Fighting

Refusing to follow rules

Deliberately acting in a way that will annoy others
Blaming others

Blatant hostility towards others

Being unwilling to compromise or negotiate
Willingly destroying friendships

Being spiteful and seeking revenge

Blatant and repeated disobedience

Cognitive symptoms:

o Frequent frustration
« Difficulty concentrating
o Failure to “think before speaking”

Psychosocial symptoms:

Difficulty making friends

Loss of self-esteem

Persistent negativity

Consistent feelings of annoyance

Long Term Effects of ODD

It is vital for parents to seek help for their child before the problems become severe and lead to
complications in their lives. Children who do not receive treatment and support for their ODD
may suffer from long-lasting effects. Such effects can include:

« Social isolation

e Lack of friendships

e An inability to develop meaningful relationships

« Difficulty in educational settings

If the disorder remains untreated, the following effects can result in adults when they have not
received the proper help required to manage their symptoms of ODD:


https://valley.wp2.acadiaproduction.com/disorders/odd
https://valley.wp2.acadiaproduction.com/disorders/odd

« Ongoing patterns of relationship conflicts
« Trying to control others
o Unable to “let go” of grudges / having difficulty forgiving

Complications

Children and teenagers with oppositional defiant disorder may have trouble at home with parents
and siblings, in school with teachers, and at work with supervisors and other authority figures.
Children with ODD may struggle to make and keep friends and relationships.

ODD may lead to problems such as:

. Poor school and work performance
. Antisocial behavior

. Impulse control problems

. Substance use disorder

. Suicide

What is ODD?

D ‘s J ) ] -~
Behaviours of students with ODD

« Persistent refusal to comply with instructions or rules
» Stubbornness to compromise with adults or peers

» Failing to accept responsibility

« Easily annoyed, angered or irritated

« Being deliberately annoying or aggravating others

+» Verbal hostility to others

« Deliberate testing of the limits



Co-Occurring Disorders

Oppositional defiant disorder tends to coincide with the existence of other disorders. Most
commonly, children suffering from ODD also tend to suffer from, or experience symptoms of:

o Attention deficit hyperactivity disorder (ADHD)
o Conduct disorder

Other disorders that may overlap with the presence of oppositional defiance disorder can include:

Anxiety disorders

Depressive disorders

Bipolar disorder

Intermittent explosive disorder
Intellectual developmental disorder
Language disorders

Oppositional defiant disorder (ODD) is a childhood disorder with symptoms that generally
present before a child is eight years old. It is developmentally normal for children to exhibit
oppositional behaviors throughout the various stages of development, most of which are done
so as the child attempts to begin seeking his or her own form of independence. Children with
oppositional defiant disorder however display behaviors that go well beyond independence-
seeking and limit-testing. Children with ODD chronically defy authority figures, including
parents, teachers, police officers, and anyone else who may hold any type of authority over
them. These children will argue with adults, refuse to comply with requests and rules made
by adults, direct hostility towards any adult that they come in contact with, and feel chronic
anger and resentment towards everyone around them. They will deliberately annoy people
and act spiteful and vindictive. For people who have a child suffering from oppositional
defiant disorder, the symptoms can be stressful, overwhelming, and life-altering.

Treatment

o Individual therapy: Individual therapy sessions are held on a one-to-one basis where your
child will meet in a confidential setting with a therapist. Individual sessions are held once
per week, and active involvement is highly encouraged in order for the time to be used
productively. Additional sessions can occur should the patient need or request them.

o Group therapy: Group therapy sessions are held daily. During these sessions, patients
meet together and discuss a variety of topics based on things that the patients themselves
are struggling with. Rehabilitation groups are held twice a day on a daily basis and
recreation groups are held at a minimum of three days per week.

o Family therapy: Family therapy sessions usually occur once a week.

o Experiential therapy: In an attempt to incorporate all aspects of a patient’s well-being
into his or her treatment process, we provide a therapeutic recreation program that
assesses, educates, and assists patients in striving to improve their physical lifestyle.



Some of the individual activities involved in this program include arts and crafts, sports,
games, and relaxation activities.

o Medication management: Part of successfully managing the symptoms that a child
suffering from oppositional defiant disorder experiences may come in the form of
medication. At all times during the course of rehab, medication is closely monitored and
will be altered if needed.

Prevention:

There's no guaranteed way to prevent oppositional defiant disorder. However, positive parenting
and early treatment can help improve behavior and prevent the situation from getting worse. The
earlier that ODD can be managed, the better.

Treatment can help restore your child's self-esteem and rebuild a positive relationship between
you and your child. Your child's relationships with other important adults in his or her life —
such as teachers and care providers — also will benefit from early treatment.

Providing a nurturing, supportive, and consistent home environment with a balance of love and
discipline may help reduce symptoms and prevent episodes of defiant behavior.

Refrences:
https://www.valleybehavioral.com/disorders/odd/signs-symptoms-

causes/https://www.mayoclinic.org/diseases-conditions/oppositional-defiant-disorder/symptoms-
causes/syc-20375831

https://www.webmd.com/mental-health/oppositional-defiant-disorder#1

Self-harming Behavior

Randeep Kaur, Sheridan College

Deliberate self-harm (DSH) is a behavior in which a person commits an act with the purpose of

physically harming himself or herself with or without a real intent of suicide. Youths use a
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number of DSH methods, most commonly cutting, poisoning, and overdosing. Children
generally scratch or bite themselves.

Children and adolescents with intellectual and developmental disabilities are also at risk for
various self-injurious behaviors, although they are typically not cognizant of the behavior.
Research suggests that persons at high risk for suicide include those who use clandestine means
to avoid detection of DSH; those who use highly lethal methods to hurt themselves, such as
shooting; those who express a strong or unremitting death wish and those who have comorbid

psychiatric disorders.

Examples of self-harming behaviour

* Cutting

* Taking an overdose of tablets
* Swallowing hazardous materials or substances
* Burning — physically or chemically

* Over/under medicating e.g. Misuse of insulin

* Punching/hitting/bruising

* Hair pulling/skin picking/head banging

» Episodes of alcohol/drug abuse or over/under eating at
times may be deliberate acts of self-harm

* Risky sexual behaviour

Self-harm Methods
» Poisoning



* Drug overdose
* Battery (hitting)
* Biting

* Shooting

* Burning

* Hanging

* Pinching

* Scratching

* Well jumping

* Jumping from bridges, buildings, or other high places

Self-harm factors
* Overt depression

* Low self-esteem and sense of persistent hopelessness
* Impulsivity

* School influence of intimation (such as bullying)
 Family dysfunction and conflict

* Poverty

¢ Abuse



Life Threatening
Behaviours

Risk to self:
« Suicide — The action of killing oneself intentionally

« Para-suicide attempt - Non-fatal act in which a person
deliberately causes injury to him or herself or ingests any
prescribed or generally recognised therapeutic dose in
excess

« Self-harm - The deliberate attempt to harm or destroy
the body with no intent of killing oneself

RISK OF SUICIDE
Although the underlying causes of DSH vary widely, all youths with evidence of DSH must be

carefully evaluated for risk of suicide. If the underlying factors are not eliminated (such as
psychiatric problems or long-term conflicts with peers or parents), acts of DSH can become
repetitive (even inveterate) and can involve severe self-mutilation. In addition, depression and
suicidal ideation may increase. Suicide is usually the result of chronic problems in self-cutters;
however, acute reactions can also lead to suicide in some situations, such as those marked by
impulsivity or use of lethal methods.

Over time, the overall risk of suicide increases after a self-harm episode; this risk increases 1.7%

after 5 years, 2.4% at 10 years, and 3.0% at 15 years.15 Approximately 5% of patients who



present to an emergency department after self-harm commit suicide within 9 years of the self-
harming incident. Males with bulimia and males who experience analgesia during self-cutting
are especially vulnerable for overt suicide. Youths who cut their wrists are at higher risk for
suicide than arm-cutters, although the latter is associated with more dissociation. Children who
have been sexually abused are at increased risk for self-cutting behavior, eating disorders, and
suicidal ideation.

DIFFERENT TREATMENTS FOR SELF-HARMING BEHAVIOUR

Psychological Treatment for Self-Harm

There is both general and specific psychological treatment for self-harm. General treatment
includes treatments that are not centered specifically on the self-harming behavior.
Psychotherapy, for example, may explore many aspects of a person's life in an attempt to curb or
stop self-injury behavior.

A recent study, though, identified that psychological treatments specific to self-harm have better
success than those that are more general in nature. One such treatment is cognitive behavioral
therapy (CBT). This type of treatment is short-term and very goal-oriented. This psychological
treatment for self-injury focuses on identifying dysfunctional emotions, behaviors and thoughts
(causes of self-harm) and then analyzing them and replacing them with more positive ways of
dealing with life.

For example, a person might tend to magnify the negative of a situation rather than seeing it as it
truly is. Cognitive behavioral therapy would work to identify that thought pattern, challenge it

and replace it with one that is more realistic and positive.



Another treatment that works to eliminate self-harm is dialectical behavior therapy (DBT).
Dialectical behavior therapy is typically used in those that have a personality disorder along with
self-harm behaviors — this combination is common with borderline.

Medication Treatment for Self-Mutilation

Psychiatric medication treatment for self-mutilation isn't common, but often people who self-
injure need medication for co-occurring disorders like depression or bipolar disorder. If the
person has no co-occurring disorder, medication may actually be discouraged, as medication can
work to cover-up feelings that a person has to work through in order to stop the self-harm
behavior.

Self-Injury Treatment Centers

Self-injury treatment centers and programs exist when more intensive treatment is needed. Self-
harm treatment centers may exist solely to handle self-mutilation treatment or they may treat
other mental health issues as well. Self-injury treatment centers may offer programs that are:
Inpatient — a live-in self-harm treatment center where the program is seven days a week
Intensive outpatient — a program that typically operates six-seven hours per day, Monday-Friday

Group psychotherapy — a program that may be two hours, once a week.

PREVENTION
One study of the SAFE program showed that, two years after participating, 75% of patients had a

decrease in symptoms of self-injury. An ongoing study is indicating a decrease in
hospitalizations and emergency room visits.
Self-harm is not a problem that kids simply outgrow, "Kids who develop this behavior have

fewer resources for dealing with stress, fewer coping mechanisms. As they develop better ways



of coping, as they get better at self-monitoring, it's easier to eventually give up this behavior. But
it's much more complicated than something they will outgrow."
Kids issues have low frustration tolerance. Kids should be taught about patience, tolerance and

how to deal with frustrations.

COPING STRETEGIES TO PREVENT SELF-HARMING

If your self-harm to express pain and intense emotions, you could:
Paint, draw, or scribble on a big piece of paper with red ink or paint
Start a journal in which to express your feelings

Compose a poem or song to say what you feel

Write down any negative feelings and then rip the paper up

Listen to music that expresses what you're feeling

If your self-harm to calm and soothe yourself, you could:

Take a bath or hot shower

Pet or cuddle with a dog or cat

Wrap yourself in a warm blanket

Massage your neck, hands, and feet

Listen to calming music

References
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Anxiety Disorders

Priyanka, Sheridan College

We all feel nervous or worried at times. This anxiety can be a helpful feeling when it motivates
us or warns us of danger. An anxiety disorder, on the other hand, causes unexpected or unhelpful
anxiety that seriously impacts our lives, including how we think, feel, and act.

Symptoms

« Panic, fear, and uneasiness

e Sleep problems

e Not being able to stay calm and still

o Cold, sweaty, numb or tingling hands or feet
e Shortness of breath

o Heart palpitations

e Dry mouth

o Nausea

e Tense muscles

e Dizziness
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Different types of Anxiety Disorders
Phobias

A phobia is an intense fear around a specific thing like an object, animal, or situation. Most of us
are scared of something, but these feelings don’t disrupt our lives. With phobias, people change
the way they live in order to avoid the feared object or situation.

Panic disorder

Panic disorder involves repeated and unexpected panic attacks. A panic attack is a feeling of
sudden and intense fear that lasts for a short period of time. It causes a lot of physical feelings
like a racing heart, shortness of breath, or nausea. Panic attacks can be a normal reaction to a
stressful situation, or a part of other anxiety disorders. With panic disorder, panic attacks seem to
happen for no reason. People who experience panic disorder fear more panic attacks and may
worry that something bad will happen as a result of the panic attack. Some people change their
routine to avoid triggering more panic attacks.

Agoraphobia

Agoraphobia is fear of being in a situation where a person can’t escape or find help if they
experience a panic attack or other feelings of anxiety. A person with agoraphobia may avoid
public places or even avoid leaving their homes.

Social anxiety disorder

Social anxiety disorder involves intense fear of being embarrassed or evaluated negatively by
others. As a result, people avoid social situations. This is more than shyness. It can have a big
impact on work or school performance and relationships.



Generalized anxiety disorder

Generalized anxiety disorder is excessive worry around a number of everyday problems for more
than six months. This anxiety is often far greater than expected—for example, intense anxiety
over a minor concern. Many people experience physical symptoms too, including muscle tension
and sleep problems.

Other disorders with anxiety

These disorders have high levels of Anxiety or fear as major part of the illnesses.
Obsessive-compulsive disorder (OCD)

Obsessive-compulsive disorder is made up of unwanted thoughts, images, or urges that cause
anxiety (obsessions) or repeated actions meant to reduce that anxiety (compulsions). Obsessions
or compulsions usually take a lot of time and cause a lot of distress.

Post-traumatic stress disorder (PTSD)

Post-traumatic stress disorder can occur after a very scary or traumatic event, such as abuse, an
accident, or a natural disaster. Symptoms of PTSD include reliving the event through nightmares
or flashbacks, avoiding reminders of the traumatic event, and feeling unsafe in the world, even
when a person isn’t in danger.

Causes

Anxiety disorders can affect anyone at any age, and they are the most common mental health
problem. Sometimes, anxiety disorders are triggered by a specific event or stressful life
experience. Anxiety disorders may be more likely to occur when we have certain ways of
looking at things (like believing that everything must be perfect) or learn unhelpful coping
strategies from others. But sometimes there just doesn’t seem to be a reason.

Generalized Anxiety Disorder or GAD (the overarching type of anxiety) is characterized by a
constant worry. This type of worrying can be about something small like being a couple of
minutes late for a doctor’s appointment or about something big like getting in a terrible car
accident on the way to your appointment.

These are things like we likely all worry about. However, it is important to gain an understanding
of what is considered worrying “too much.” To quote Sally Winston, PsyD, who co-directs the
Anxiety and Stress Disorder Institute of Maryland, “The distinction between an anxiety disorder
and just having normal anxiety is whether your emotions are causing a lot of suffering and
dysfunction.”



Generalized Anxiety Disorder or GAD (the overarching type of anxiety) is characterized by a
constant worry. This type of worrying can be about something small like being a couple of
minutes late for a doctor’s appointment or about something big like getting in a terrible car
accident on the way to your appointment.

These are things like we likely all worry about. However, it is important to gain an understanding
of what is considered worrying “too much.” To quote Sally Winston, PsyD, who co-directs the
Anxiety and Stress Disorder Institute of Maryland, “The distinction between an anxiety disorder
and just having normal anxiety is whether your emotions are causing a lot of suffering and
dysfunction.”

. difficulty concentrating

. difficulty sleeping

. irritability

. fatigue and exhaustion

. muscle tension

. repeated stomach aches or diarrhoea

. sweaty palms

. shaking

. rapid heartbeat

. neurological symptoms, such as numbness or tingling in different parts of the body
Treatment

Each anxiety disorder has its own specific treatments and goals, but most include some
combination of the following strategies:

Counselling

An effective form of counselling for anxiety is cognitive-behavioural therapy (or ‘CBT”). CBT
teaches you how your thoughts, feelings, and behaviours work together. A goal of CBT is to
identify and change the unhelpful patterns of thinking that feed anxious thoughts. CBT can help
you identify problem behaviours and replace them with helpful strategies. It’s often the first
treatment to try for mild or moderate problems with anxiety.



Fast facts about
anxiety disorders

Anxiety is the most common mental
iliness in the US.

Having a phobia is the most common
type of anxiety disorder.

with an anxiety disorder seek treatment.

Women are 60 percent more likely to

3 One-third of the 40 million Americans
4 have an anxiety disorder than men

5 Thirty percent of people with an anxiety
.
disorder are between 18 and 29.

Sources: Anxiety and Depression Association of America, National
Institute of Mental Health, associate professor Carolyn Brodbeck

Medication

Some people also find antianxiety or antidepressant medication helpful. Medication can help
with the physical feelings of anxiety. It may also make anxious thoughts less frequent or intense,
S0 it can be easier to learn helpful coping strategies. Some people take medication until their
anxiety is controlled enough to try therapies like CBT.

Support groups

Support groups—in person or online—may be a good place to share your experiences, learn
from others, and connect with people who understand.

Self-help strategies

Many different skills can help people manage anxiety, such as stress management, problem-
solving, and relaxation. Mindfulness—developing awareness of the present moment without
judgement—may also help. Practices that support wellness, such as eating well, exercising,
having fun, and connecting with others, are also important.

Psychotherapy

Psychotherapy or “talk therapy” can help people with anxiety disorders. To be effective,
psychotherapy must be directed at the person’s specific anxieties and tailored to his or her needs.
A typical “side effect” of psychotherapy is temporary discomfort involved with thinking about
confronting feared situations

Cognitive Behavior Therapy (CBT)

CBT is a type of psychotherapy that can help people with anxiety disorders. It teaches a person
different way of thinking, behaving, and reacting to anxiety-producing and fearful situations.



CBT can also help people learn and practice social skills, which is vital for treating social
anxiety disorder.

Two specific stand-alone components of CBT used to treat social anxiety disorder are cognitive
therapy and exposure therapy. Cognitive therapy focuses on identifying, challenging, and then
neutralizing unhelpful thoughts underlying anxiety disorders.

Exposure therapy focuses on confronting the fears underlying an anxiety disorder in order to help
people engage in activities they have been avoiding. Exposure therapy is used along with
relaxation exercises and/or imagery. One study, called a meta-analysis because it pulls together
all of the previous studies and calculates the statistical magnitude of the combined effects, found
that cognitive therapy was superior to exposure therapy for treating social anxiety disorder.

Prevention

Prevention of anxiety essentially involves an awareness of life's stresses and your own ability to cope
with them. This can often be a difficult task in our busy and hectic 21st century.

Given the fast pace of our lives, it's important to develop coping mechanisms to handle stress. They
might include:

e Exercise

« Meditation

« Relaxation exercises, including deep breathing

o Visualization

o Adequate rest

e Health diet

 Interpersonal skills in dealing with difficult people and situations or parenting skills training
in dealing with your children


https://www.webmd.com/anxiety-panic/default.htm
https://www.webmd.com/fitness-exercise/default.htm
https://www.webmd.com/balance/meditation
https://www.webmd.com/parenting/default.htm
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Borderline Personality Disorder

Gurinder Kaur, Sheridan College

Borderline personality disorder (BPD) is a serious mental illness that centers on the inability to
manage emotions effectively. The disorder occurs in the context of relationships: sometimes all
relationships are affected, sometimes only one. It usually begins during adolescence or early
adulthood. While some persons with BPD are high functioning in certain settings, their private
lives may be in turmoil. Most people who have BPD suffer from problems regulating their
emotions and thoughts, impulsive and sometimes reckless behavior, and unstable relationships.
Causes: -
e Genetics: -
BPD may be a genetic condition. A study on twins and BPD published in the Journal of

Personality Disorders suggests the disorder has a substantial genetic component.
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e Environmental Factors: -

Growing up in an unstable, abusive, or neglectful environment may raise your risk of
developing BPD.
e Serotonin Abnormalities: -

Serotonin is a hormone that helps regulate mood. Abnormalities in serotonin production

may make you susceptible to BPD.

Fear of abandonment- even if
the “abandonment” is minor or
imagined. Frantic efforts to avoid
being alone.

A pattern of intense, unstable
relationships. Quickly attaches to
new partner. Lack of boundaries.
Idealizes/Devalues —can’t tolerate
ambiguity.

Impulsivity. Self-damaging acts.
Inability to control impulsivity:
shoplifting, drug abuse, spending
sprees, binge eating, etc.
Emotional instability: frequent
and dramatic changes in affect
too short to be considered
changes in mood —but “moody”.

Suicidality: threats or gestures —
overdose not intended to be
lethal, self-mutilation; suicide
notes frequently written and left
in areas easily found.

Persistent feelings of emptiness,
guilt.

Inability to regulate emotion:
Difficulties with anger control —
cutting, slashing, burning, acts of
violence.

Episodes of dissociation,
paranoid ideas or illusions are
transient and induced by stressful
external events.

Disturbances of self-image/self-
concept, bad or inexistent.

Risks of BPD: -
e If a family member is suffering from BPD.
e |f a person felt emotionally unstable or emotionally vulnerable as a child.

e people in your household were impulsive when you were a child.

e you were emotionally abused as a child.

Signs and Symptoms of BPD: -



. You frantically try to avoid real or imaginary abandonment.

. You have a pattern of unstable relationships. You alternate between idealizing and

devaluing others in your relationships.
. You have an unstable self-image or self-identity.

. You act impulsively in at least two areas of your life in ways that can be self-damaging.

For example, you may spend too much money or abuse substances.
. You have a history of suicidal or self-mutilating behavior.

. You have frequent mood swings. They usually last for a few hours but may last for a few

days or more.
. You have severe and long-term feelings of emptiness.

. You have difficulty controlling your anger or you get severely angry without cause. You

may feel angry all the time, display your anger frequently, or get in frequent physical fights.

Complications of BPD: -

BPD may raise your risk of other disorders, such as:

. depression

. anxiety disorders
. eating disorders
. bipolar disorder

. substance abuse



Your BPD symptoms can also increase your risk of:

work problems

. relationship problems

. being in an abusive relationship, as the abused or the abuser
. sexually transmitted infections

. self-injury

. suicide

. getting in a motor vehicle accident

. getting in physical fights

becoming the victim of violent crimes

Treatment of BPD: -

e Psychotherapy: -

Psychotherapy is the main treatment for BPD. Your mental health professional may
recommend one of the following types: cognitive behavioral therapy (CBT), dialectical
behavior therapy (DBT), and schema-focused therapy. CBT helps you to identify and change
unhealthy beliefs, behaviors, and inaccurate perceptions you may have about yourself or
others. It teaches you healthy ways to react when you feel angry, insecure, anxious, or

suicidal.



e Medication:

e Your doctor may prescribe medication in addition to psychotherapy treatment. For example, they

may prescribe:

antidepressants to treat depression.

antipsychotics to treat aggressive symptoms.

antianxiety medications to treat anxiety.

e Hospitalization: -

If your symptoms are severe, your doctor may recommend that you temporarily stay in a hospital
for treatment. You may also be hospitalized for suicidal behavior, suicidal thoughts, or thinking

about harming yourself or others.

e Alternative therapy: -

Omega-3 fatty acids may relieve symptoms of depression and aggression in people who have

BPD. More research is needed to confirm the benefits of omega-3 fatty acids.



Signs and Symptoms of
Borderline Personality Disorder
| | ' By I’()js;iliv(".:\f\({d i
Impulsive and risky behavior
Awareness of destructive behavior

Wide mood swings
Short but intense episodes of anxiety or depression
Inappropriate anger
Difficulty controlling emotions or impulses
Suicidal behavior
Feeling misunderstood, neglected, alone
Fear of being alone
Feelings of self-hate and/or self-loathing

Prevention: -
Diagnosing BPD in adolescence:

BPD usually emerges during adolescence, and adolescents with BPD commonly seek help.
However, the condition often goes unrecognized, because diagnosis of PD in this age group is
controversial. Nevertheless, a substantial body of evidence indicates that the diagnostic criteria
for BPD (and other PDs) are as reliable, valid and stable before age 18 years as they are in
adulthood. BPD is conservatively estimated to affect between 0.9% and 3% of community-
dwelling teenagers (similar to the prevalence in adults), with more liberal definitions (lower

symptom thresholds) yielding a prevalence of up to 11%—14%.



Other preventions include: early identification should be encouraged through workforce
development strategies (knowledge about BPD as a severe mental disorder affecting young
people should be disseminated among trainees and clinicians in the child and youth mental health
professions. The diagnosis of BPD should not be delayed (non-diagnosis of BPD is
discriminatory because it denies individuals the opportunity to make informed and
evidence-based treatment decisions, and excludes BPD from health care planning, policy and

service implementation, ultimately harming the young people's prospects).
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School Phobia or School Refusal

Nirupam Singh, Fleming College

School Phobia is typical phobia prevailing among many students around the world. It is a kind of
acute anxiety. School refusal occurs when a student will not go to school or frequently
experiences severe distress related to school attendance. Comprehensive treatment of school
refusal, including psychiatric and medical evaluation when appropriate, is important since
studies show that psychiatric disorders are the cause for a large percentage of students who fail to
complete high school in the United States. Parents can do several things to help their child who
refuses to attend school, and medicinal treatment may be necessary. With treatment, the rate of
remission is excellent. A majority of children with school refusal who were treated with
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cognitive therapy were attending school at a one-year follow-up. School refusal is considered
more of a symptom than a disorder and can have various causes.

Although young children usually find going to school fun and exciting, one in four children may
occasionally refuse to attend school. Such behavior becomes a routine problem in a small
percentage of children. Many children with school refusal have an earlier history of separation
anxiety, social anxiety, or depression. Undiagnosed learning disabilities or reading disorders may
also play a significant role in the development of school refusal.

Signs of a psychiatric disorder called separation anxiety disorder can include the following:

School refusal

o Excessive worry about losing a parent; excessive worry that a parent might be harmed
o Excessive reluctance to be alone at any time
o Persistent refusal to go to sleep without a parent or other caretaker present

o Repeated complaints of physical symptoms whenever the child is about to leave a
significant parental figure



1 remits spontaneously
two weeks to one year

These behaviors must begin before the child is 18 years old, must last for four weeks or longer,
and must cause serious problems with academic, social, or other functioning in order to be called
a disorder.

Some commonly cited reasons for refusal to attend school include the following:

o A parent being ill (Surprisingly, school refusal can begin after the parent recovers.)
« Parents separating, having marital problems, or having frequent arguments

o A death in the family of a friend of the child

e Moving from one house to another during the first years of elementary school

o Jealousy over a new infant sibling

o Excessive parental worrying about the child in some way (for example, poor health)



« Bullying can also be a cause of school refusal. Bullying is unwanted aggressive behavior
among school-aged children involving a real or perceived power imbalance that is
repeated or has the potential to be repeated over time. Bullying can include threats,
intimidation, and/or attacking someone physically or verbally.

o Signs that a child may be a victim of bullying include the following:
= Unexplained injuries
= Lost or damaged clothes, books, electronic items, jewelry

= Decline in grades especially in math and reading -- not interested in school
work

= Avoids school complaining of headaches, stomach pain feels sick
= Skips meals or binge eating -- may not eat lunch at school

= Nightmares and trouble sleeping

= Sudden loss of friends or avoids social situations

= Decline in self-esteem or feels helpless

= New onset of self-destructive behaviours: runs away, hurts self, suicide
threats

o Effects of being bullied for the victim include the following:
= Increased risk of depression
= Increased risk of anxiety
= Drop in grades and academic achievement
= Child who is bullied retaliates with violence toward others

Other problems at school that can cause school refusal include feeling lost (especially in a new
school), not having friends, or not getting along with a teacher or classmates.

Generally, the child or adolescent refuses to attend school and experiences significant distress
about the idea of attending school. Truancy (absent from school without permission) may be due
to delinquency or conduct disorder and can be differentiated from school refusal. The truant
student generally brags to others (peers) about not attending school, whereas the student with



school refusal, because of anxiety or fear, tends to be embarrassed or ashamed at his or her
inability to attend school.

Signs of school refusal can include significant school absence (generally one week or more)
and/or significant distress even with school attendance. Distress with school attendance may
include the following:

e A child who cries or protests every morning before school
e An adolescent who misses the bus every day

e A child who regularly develops some type of physical symptom when it is time to go to
school

Statistics and Percentage:

Boys and girls refuse to attend school at the same rates. School phobia is highest in children ages
five to seven and 11 to 14. These ages correspond with starting school, and transitioning through
middle school or junior high school, both unusually stressful periods. Estimates suggest that
about 4.5 percent of children ages 7 to 11 and 1.3 percent of children age 14 to 16 are school
refusers. School phobia is an international problem, with an estimated rate of 2.4 percent of all
school-age children worldwide refusing to attend classes.

Children who are more likely to become school refusers share certain characteristics. These
include:

o reluctance to stay in a room alone or fear of the dark

« clinging attachment to parents or caregivers

o excessive worry that something dreadful will happen at home while they are at school

« difficulties sleeping or frequent nightmares about separation

o homesickness when away at places other than at school, or an excessive need to stay in
touch with the parent or caregiver while away

Consequences:

Severe emotional distress about attending school; may include anxiety, temper tantrums,
depression, or somatic symptoms. Lack of excessive anxiety or fear about attending school.


http://www.healthofchildren.com/E-F/Fear.html
http://www.healthofchildren.com/N-O/Nightmares.html
http://www.healthofchildren.com/knowledge/Homesickness.html

Signs of school problems

Dr. Eken says it's important for parents and
school professionals investigate when
children are showing the common signs of
problems at school:

* Physical complaints (headaches,
stomachaches)

« Lack of interest in normal activities

« |solation, or less interaction with
peers

= Grades that are not typical for the
student

» Lack of personal hygiene

= Talking about sadness or anger at
themselves

Treatments

o Cognitive behavior therapy: Derived from behavior therapy, the goals include the
correction of maladaptive and inappropriate behaviors.

o Systematic desensitization: A technique by which the child is gradually helped to modify
his or her emotionally distressing reaction to school so that eventually the child can return
to school without experiencing distress.

o Exposure therapy: A technique by which the child is exposed in a stepwise fashion to
increasing intensity and duration of the emotionally distressing event coupled with
encouragement to modify maladaptive and inappropriate cognitions gradually enough
that the child becomes able to tolerate the previously distressing experience (that is,
school attendance) without distress.

o Operant behavioral techniques: These involve reward for desired behaviors in order to
increase their frequency.

Principles of Treatment

The goal of therapy is to help the student to restructure his or her thoughts and actions into a
more assertive and adaptive framework to allow a rapid return to school. Therapeutic techniques
include modelling, role playing, and reward systems for positive behavior change. Play therapy
for younger, less verbally oriented children helps to anxiety-provoking situations and master
them. Interpersonally oriented individual therapy as well as group therapy can be extremely



helpful for adolescents to counteract feelings of low self-esteem, isolation, and inadequacy.
Interpersonally oriented individual therapy centers on the person's maladaptive responses to
interpersonal interaction usually involves difficulty in interactions with other people.

outcomes: There are diverse outcomes of this school phobia. First of all, students suffering from
this kind of problem cannot be able to live freely in school environment. They are always afraid
of study and other aspects. They are sometimes afraid of teachers and fellow students. So,
overall, they cannot live independently in the school environment. Their physical, mental and
social health suffer and not growth well in this kind of environment.

Thirty-three children with school refusal who met the inclusion criteria were evaluated in this
study. All the 33 subjects had anxiety and or depressive symptoms with 29 (87.9%) of them
having a psychiatric diagnosis at baseline which persisted in 16(59.2%) at follow-up. There was
a significant reduction in the number of children who had a psychiatric diagnosis at follow-up
Six subjects had school phobia as the only diagnosis at baseline. Three of them did not have the
diagnosis at follow-up. The other phobias were for exams, crowds and animals. Of the twenty-
nine who received a psychiatric diagnosis, twenty-one children (63.7%) had more than one
diagnosis, eight (24.2%) had more than two diagnoses and two (6.1%) had four diagnoses.
Learning disorder was present in five subjects with two of them having no other psychiatric
diagnosis. Psycho social factors influencing school refusal was found in 29 of the subjects
(87.9%). The main factors were parental overindulgence (45.5%), communication difficulties
(39.4%) and parental overprotection (33.3%).

Parents of non-attendance school children often show psychiatric symptoms. For example,
parents whose children do not attend because of anxiety have increased prevalence of both
anxiety and depressive disorders. Some kinds of family intervention or therapy are effective for
these symptoms.

Parental catastrophizing and protective responses to their child's pain predict school attendance
rates and overall school performance [126]. Long-term scholastic impairment results in reduced
occupational achievement, increased educational costs, and increased risk of developing
psychiatric disorders (e.g., anxiety, depression). In our clinic, the child's social worker and
psychologist work closely with the patient, parent, and school (if and when permission is
granted) to develop a personalized school re-entry plan.

Behavioral therapies and cognitive behavior therapy (CBT) have been widely studied and
accepted as first line treatment where school refusal is associated with the primary diagnosis of
an anxiety disorder [32—-37]. Unfortunately, studies are limited by high treatment drop-out rates
and inconsistent results on follow-up [33,37]. There is also a lack of randomized controlled trials
investigating interventions other than CBT variants, such as group therapy or hypnotherapy

Prevention What teachers, Can Teachers and School Staff Do?



Obviously, offering a welcoming and safe environment is the first and most important step. In
addition, teachers and school staff should help the student identify and recognize the triggers for
school refusal. Zero tolerance for bullying, available guidance staff, and opportunities to practice
relaxation techniques can significantly reduce anxiety.

Parents: The practitioner and parents should also closely liaise with the child’s school in order to
enable a smooth return to school. It is important to educate school staff about school refusal
behaviour and associated psychological issues, to dispel potential misconceptions about students
with school attendance difficulties. School staff are encouraged to accommodate special
arrangements, including modifying schoolwork and assessment, and allowing graduated
attendance, such as only coming in for favourite lessons or for the first part of the day.
Supportive teachers and ‘peer buddies’ are recommended to ensure the child’s experience of
school is positive. Complaints of somatic symptoms should be treated tentatively, and unless the
child is clearly unwell, they should remain at school.

1.

2.

First of all, remain calm. While it’s important to respect your child’s fears, make sure he
knows that you aren’t afraid.

Ask questions! Why is your child refusing school? Is your child anxious about many
things or just one? Is your child actually in danger? | know a student whose PE teacher
had her running through a beautiful field of white flowers...not realizing that she was
terribly allergic to the bees buzzing around her. The student obviously became very
scared of attending PE. When she was allowed to exercise indoors or away from the bees,
her fear dissolved.

Seek accommaodations from the school. To ensure cooperation, consider

an Individualized Education Program (IEP).

Encourage your child to attend school every day, even if it’s just for an hour. Allowing
your child to stay home may reinforce the idea that school is dangerous. At first, your
child may only be able to sit in the library with a parent or other trusted adult. That’s
okay.

If your child is at risk of falling behind academically, hire a tutor. Getting behind will
likely increase anxiety and make it harder to return to school. While parents may be
qualified to instruct their own students, working with an outside instructor can be an
important step toward getting back into the classroom.

Take small steps that push your child slightly out of his comfort zone. Work with your
child. In my experience, it’s better to be too lenient than too harsh.

Emphasize and reward partial successes. If you promise your child a toy in exchange for
spending one hour at school, make sure you give her the toy even if she runs screaming
the second that hour is up. If she is unable to stay for an hour, praise her for her effort and
accomplishment, and ask her to try again tomorrow.

Expect setbacks, but be consistent. If your child is unable to maintain recent progress or
make new progress, offer support and acceptance, but continue to express your
expectations.

Replace "crutches” (like coming home early or eating in class) with more effective
coping tools. Help children understand and accept their anxiety, and teach them how to
use anxiety relaxation techniques.



https://www.healthyplace.com/parenting/child-development-institute/rights-and-responsibilities-of-parents-of-children-with-disabilities/
https://www.healthyplace.com/anxiety-panic/articles/relaxation-techniques-for-relief-of-anxiety-and-stress/
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SCHIZOPHRENIA
BY SATWINDER KAUR

Schizophrenia is a chronic and severe mental disorder that affects how a person thinks, feels, and
behaves. People with schizophrenia may seem like they have lost touch with reality. Although
schizophrenia is not as common as other mental disorders, the symptoms can be very disabling.
CAUSES

It is not known what causes schizophrenia, but researchers believe that a combination of
genetics, brain chemistry and environment contribute to development of the disorder.

Problems with certain naturally occurring brain chemicals, including neurotransmitters called
dopamine and glutamate, may contribute to schizophrenia. Neuroimaging studies show
differences in the brain structure and central nervous system of people with schizophrenia. While
researchers aren't certain about the significance of these changes, they indicate that schizophrenia
is a brain disease.

SIGN AND SYMPTOMS
Symptoms of schizophrenia usually start between ages 16 and 30. In rare cases, children have
schizophrenia too.

The symptoms of schizophrenia fall into three categories: positive, negative, and cognitive.

Positive symptoms: Positive symptoms are psychotic behaviors not generally seen in healthy
people. People with positive symptoms may “lose touch” with some aspects of reality.
Symptoms include:

Hallucinations: seeing or hearing things which are not present.
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Delusions: Strong false beliefs in spite to evidence to the contrary
Thought disorders (unusual or dysfunctional ways of thinking)
Movement disorders (agitated body movements)

Negative symptoms: Negative symptoms are associated with disruptions to normal emotions
and behaviors. Symptoms include:

Flat affect (reduced expression of emotions via facial expression or voice tone)
Reduced feelings of pleasure in everyday life
Difficulty beginning and sustaining activities
Reduced speaking

Healthy High risk Schizophrenia
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Cognitive symptoms: For some patients, the cognitive symptoms of schizophrenia are subtle,
but for others, they are more severe and patients may notice changes in their memory or other
aspects of thinking. Symptoms include:

Poor executive functioning (the ability to understand information and use it to make
decisions)

Trouble focusing or paying attention

Problems with working memory (the ability to use information immediately after
learning it)

RISK FACTORS

There are several factors that contribute to the risk of developing schizophrenia.

Genes and environment: Scientists have long known that schizophrenia sometimes runs in
families. However, there are many people who have schizophrenia who don’t have a family
member with the disorder and conversely, many people with one or more family members with
the disorder who do not develop it themselves.



Scientists believe that many different genes may increase the risk of schizophrenia, but that no
single gene causes the disorder by itself. It is not yet possible to use genetic information to
predict who will develop schizophrenia.

Scientists also think that interactions between genes and aspects of the individual’s environment
are necessary for schizophrenia to develop.

Family Factors: Brought up in unstable and chaotic families.

Stress: Living in and brought up in a stressful situation. Conflicts and unstable relationships.
Brain Development: It may partly be a disorder of the brain.

Neurotransmitters: Neurotransmitters are chemicals that carry messages between brain cells.
There’s a connection between neurotransmitters and schizophrenia because drugs that alter the
levels of neurotransmitters in the brain are known to relieve some of the symptoms of
schizophrenia. It may be caused by a change in the level of two neurotransmitters: dopamine and

serotonin.

Pregnancy And birth complications: Low birth weight, Premature labour, a lack of oxygen
(asphyxia) during birth.

Drug Abuse: Drug misuse increases the risk of developing schizophrenia or a similar illness.

PREVENTIONS

There's no sure way to prevent schizophrenia. However, early treatment may help get symptoms
under control before serious complications develop and may help improve the long-term outlook.

Sticking with the treatment plan can help prevent relapses or worsening of schizophrenia
symptoms. In addition, researchers hope that learning more about risk factors for schizophrenia
may lead to earlier diagnosis and treatment.

Stable home, stable relationships, stable families, avoid stressful situations and less stress in life.

TREATMENT AND THERAPIES

Because the causes of schizophrenia are still unknown, treatments focus on eliminating the
symptoms of the disease. Treatments include:



Antipsychotics: Antipsychotic medications are usually taken daily in pill or liquid form. Some
antipsychotics are injections that are given once or twice a month.

Psychosocial Treatments

These treatments are helpful after patients and their doctor find a medication that works.
Learning and using coping skills to address the everyday challenges of schizophrenia helps
people to pursue their life goals, such as attending school or work. Individuals who participate in
regular psychosocial treatment are less likely to have relapses or be hospitalized.

Coordinated specialty care (CSC)
This treatment model integrates medication, psychosocial therapies, case management, family

involvement, and supported education and employment services, all aimed at reducing symptoms
and improving quality of life.

TABLE |.Symptoms of schizophrenia

Positive Positive

psychotic disorganization Negative
symptoms symptoms symptoms

* Hallucinations  * Disorganized speech, ¢ Alogia (poverty of speech)

* Delusions thought, language * Flat affect
* Thought disorder * Poor attention
characterization: * Avolition (loss of
thought blocking, motivation)
loosening of associa-  * Anhedonia (lack of
tions, tangentiality pleasure)
* Disorganized * Loss of social interest

behavior » Attentional deficits
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Domestic violence faced by South Asian Womennn in Canada
Amanpreet Kaur, Sheridan College

> Introduction: Abusive behavior at home and psychological mistreatment are practices

utilized by one individual in a relationship to control the other. Accomplices might be
hitched or not hitched; hetero, gay, or leshian; living respectively, isolated or dating.
Savagery can be criminal and incorporates physical attack (hitting, pushing, pushing, and so
on.), sexual manhandle (undesirable or constrained sexual action), and stalking. Albeit
enthusiastic, mental and money related manhandle are not criminal practices, they are types

of mishandle and can prompt criminal viciousness.
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Asian Women Violent Report: "Certain Experiences of family brutality yet

unwillingness to talk about issues of brutality with the bigger South Asian Community due to
disgrace and regarding family and group. “Family savagery" isn't viewed as a brutality issue
however one of teach and family respect. Ladies are constrained to keep up "group
appearances “and felt there are by and large high desires for them to keep noiseless about

family issues.



» Causes of Domestic Violence: Domestic violence is a choice and it is a learned

behavior. For these reasons, it is difficult to say that domestic violence is caused by any one

single factor. However, the following beliefs and attitudes are common for abusers:

Sense of entitlement

A belief they should have power and control over their partner
Belief that they can get away with it

Learned experience that being abusive gets them what they want

Belief that their lives should take priority

Types of Domestic Violence: 1) Physical Violence: Physical brutality incorporates

strike of any sort, going from squeezing, pushing, hitting, or slapping to gagging,
shooting, wounding, and murder. Verbal, passionate, mental, or mental manhandle is
depicted as utilizing words to scrutinize, belittle, or generally diminish the certainty of
the spouse, husband, or other private accomplice casualty. Sexual mishandle alludes to
any conduct that utilizations sex to control or disparage the casualty, such as scary the
casualty into taking part in risky sex or sexual practices in which he or she wouldn't like
to take an interest. Monetary or budgetary manhandle is depicted as constraining the
casualty's money related opportunity or security. Profound abusers either compel the
casualty to partake in the batterer's religious practices rather than their own particular or
to bring shared kids up in a religion that the casualty isn't supportive of. Stalking alludes
to more than once badgering and debilitating conduct, including appearing at the

casualty's home or working environment, setting bothering telephone calls, voice



message, email or postal mail messages, leaving undesirable things, or vandalizing the
casualty's property. It is typically dedicated by culprits of different types of aggressive
behavior at home.

2)Theoretical and emotional Violence: Abusive behavior at home is a noteworthy

general medical issue in that it influences a large number of individuals and frequently
brings about physical and enthusiastic wounds and even passing. Media revealing of
VIPs' residential manhandle exploitation shows that even the most refined people can be
associated with this issue. The measurements about the individuals who are influenced by
insinuate accomplice brutality are amazing; local manhandle influences 3%-5% of
current grown-up connections in the United States, including in excess of 2 million
ladies. In spite of the myth that viciousness against men does not happen is a myth;
800,000 men are casualties of private accomplice mishandle. Almost 33% of ladies can
hope to be the casualty of private accomplice viciousness at some point in their lifetime.
Around 25% of gay, lesbian, androgynous, and transgender (GLBT) people are casualties
of personal accomplice manhandle, similarly as frequently as are hetero ladies. Around
1,300 passing’s were credited to residential mishandle starting at 2003. Research into
passing’s that outcome from suggest accomplice manhandle in the United States and
Austria demonstrate that over half of ladies killed are the aftereffect of abusive behavior

at home and 4%-9% of men are executed as casualties of abusive behavior at home.

Nearly

300,000

women have taken steps
toward stronger, happier,
domestic violence-free lives



Symptoms of Domestic Violence: Victims of an abusive relationship may
experience some of the following emotions and behaviors:

Agitation, anxiety and chronic apprehension
Constant state of alertness that makes it difficult for them to relax or sleep
A sense of hopelessness, helplessness or despair because the victim believes they will

never escape the control of their abuser

Fear that one cannot protect oneself or one’s children. This person will turn down the

assistance offered by relatives, friends or professionals.
Feeling paralyzed by fear to make decisions or protect oneself
A belief that one deserves the abuse

A belief that one is responsible for the abuse

Flashbacks, recurrent thoughts and memories of the violence and nightmares of the
violence

Emotional reactions to reminders of domestic violence

Prevention: A beginning stage for avoidance programs is choosing the objective age

and the best scene for conveying the program. For instance, generally pre-adult programs
are intended for a secondary school (classroom) scene, though grown-up anticipation
endeavors use the broad communications and working environment to challenge states of
mind and practices that help brutality towards women.

By changing the way family courts handle cases including aggressive behavior at home.
Separations much of the time include charges of aggressive behavior at home. Be that as

it may, generally, the legal framework would deal with the issues independently—with


https://psychcentral.com/disorders/anxiety/
https://psychcentral.com/disorders/sleep/
https://psychcentral.com/disorders/nightmare-disorder-symptoms/

one judge managing the separation, another hearing the criminal aggressive behavior at
home case. This pummeled the casualties, who needed to manage numerous
arrangements of lawful procedures, each with an alternate procedure (and, now and then,
each in an alternate courthouse). It likewise implied that family court judges, hearing the
separation cases, won't not have full data about the abusive behavior at home claims.
Open mindfulness battles, for example, open administration declarations and promotions
are normal ways to deal with essential counteractive action of DV and SA with women.
These battles normally give data in regards to the notices indications of brutality and

group assets for casualties and culprits.

Treatment:

1) The Intimate Partner Abuse Treatment Program: It is a finely tuned aggressive

behavior at home treatment convention, coordinating a psychoeducational and
psychotherapeutic intercession advancing change and mending for batterers and
household mishandle survivors. One of the highlights that make this program one of a
kind is our attention on the brain science of manhandle and battering conduct. Member’s
comprehension of "why" batterer’s hitter adds to the viability of the intercession.
Perceiving the brain research of aggressive behavior at home is integral to our work with
the two abusers and survivors. We enable abusers to see the necessities that are met
through their endeavors to reduce, debilitate and overwhelm their accomplices.
Furthermore, casualties find out about the elements of limits, obligation and control in

harsh connections.



2) Conjugal treatment draws from a frameworks approach in which the objective of the

treatment is to keep up the homeostasis of the framework. In like manner, the obligation

regarding relationship brokenness is spread over the framework.

Conjugal Therapy urges the casualty to expect a portion of the obligation regarding the
battering conduct. What's more, in this manner, it debilitates the abuser from ending up
completely responsible for his/her battering conduct. The net outcome is that this

mediation keeps up, and can even intensify, the mishandle dynamic.

Local Abuse Therapy, then again, is intended to advance batterer responsibility for
oppressive conduct, and enable the abuser to create peaceful/non-damaging elective
practices.

3) According to me they should be provided some proper counselling so that they could
overcome their stress. Moreover, they should be involved in some activities such as
meditation exercises, yoga and so many other things that could help them in making

themselves busy rather than focusing on the problem.

Conclusion: This paper has considered the impacts of local and family brutality on

kids. Critical quantities of Australian youngsters encounter household and family
brutality, and keeping in mind that results fluctuate for various populaces of kids, the
writing recommends that there are a few potential negative results for kids uncovered.
These incorporate poor social, behavioral and scholarly results and vagrancy. Genuine

negative psycho social formative results related with injury, including poor connection to



parental figures in earliest stages, are likewise thought to be predominant in youngsters
presented to residential and family brutality. Kids presented to local and family savagery
are likewise at an expanded danger of encountering misuse, incorporating sexual
mishandle in their home. The co-event of local and family viciousness close by different
types of kid abuse needs specific consideration in strategy and practice, and reactions to
youngsters encountering residential and family brutality should along these lines consider

that kids may be multi-deceived.
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