Children's mental health exam questions
1) Discuss and contrast two psychological treatments for conduct disorders.
Conduct disorder is described by the DSM5 and is broken down into four main categories 1) Aggression to people and animals, 2) Destruction of property, 3) Deceitfulness or theft, and 4) serious violation of rules. (Frick, P 2016) Conduct disorder is only diagnosed in children or adolescents (under the age of 18). Diagnosis is difficult due to normal childhood development, and a child must show to achieve at least three criteria for a period of 12 months (Renk, K 2008). Only when these behaviours affect normal child development can a clinical diagnosis be considered (Campbell,1990).
Various treatments can be used to either treat or reduce the effects of CD. These include Parent-child interaction therapy, Videotape modelling and social skills training (Renk, K 2008). Other treatments such as cognitive behavioural therapy and family therapy can also treat or lessen CD's negative impact. Multisystemic therapy (MST) has proved promising for adolescence with severe conduct disorder (Baker, K 2008).

Parent-child interaction therapy is based on attachment theory (Herschell et al. 2002) and that by increasing positive interaction and having a more secure attachment, conduct disorders will be reduced. Sheila Eysberg developed PCIT, and the basic premise is to decrease negative interactions with parents while promoting positive interaction. This is achieved by first increasing positive interaction through play and then giving the necessary skills to deal with non-compliance ( Renk, K 2008). Although Parent-child interaction can be effective in lowering CD, there are some issues. Children need to be diagnosed early and need to be quite severe before being diagnosed and treated. This can unfortunately take time and reduce the effectiveness of the treatment as behaviours can become difficult to change (Frisk, P 2016)

Multisystemic therapy (MST) is effective in treating or lessening the problems associated with conduct disorder. It addresses all levels of the individual's life, including the individual themselves, parents, family, and peer relationships. The idea is to address all aspects of the person's life to give them the tools to cope with relationships and establish a more harmonious home environment. MST works by using recourses like family therapy and other therapies to inform the parents and give them the recourses they need. While also working with the individual to ensure they have the skills to cope with the challenges that can arise in life (Baker K 2008).
Both Parent-child interaction therapy and Multisystemic therapy have their merits. They can both be effective in their own rights. PCIT and MT differ in the effectiveness of age groups as PCIT will be effective with young children but may lack effectiveness at looking at the individual. On the other hand, MT uses a wide variety of techniques addressing all aspects of the individual. The main problem with this contrast is that younger children are going through significant developments in their early lives. Looking to the individual may be difficult during this development phase. MT will be effective with more developed children, such as adolescence, and Parent-child interaction will benefit younger children to prevent them from progressing with CD into their adult lives.  
The most significant contrast between PCIT and MT is peer relationships. Peer relationships are critical to allow the individual to become a constructive member of society. MT would allow the individual to explore ways to enhance their peer relationships, whereas PCIT focuses on the parent relationship. However, having a better attachment with parents should increase the chances of peer relationships children may benefit from having social skills embedded early with their peers.

2) Discuss the aetiology of anxiety disorders in children.
'Anxiety is an emotion characterised by feeling of tension, worried thoughts and physical changes like increased blood pressure (American Psychological Association 2021). This can be normal for most children in different situations. Anxiety disorders are when the severity, uncontrollability, impairment or distress and persistence are increased (Tandon et al. 2009). 
The aetiology of anxiety disorders can be very complex as not all children with anxiety disorders can understand where the anxiety develops. There are two ways that anxiety disorders can be understood. These are either direct or indirect. A child could be exposed to a situation that initially starts the anxiety disorder or indirectly observes and learns behaviour from someone else, such as a parent (Ollendick H 2002). This could be achieved through direct observation or verbally. 
Unfortunately, understanding anxiety disorders in children are not as simple as direct or indirect exposure to a particular stimulus. It is a lot more complex, with some instances neither the child nor the parents can understand when or how the anxiety developed. There could be some aspect of biology taking effect, so a perceived threat becomes magnified. There could also be a social aspect that the parents and child are not aware such as early experiences in life with a relative (Ollendick H 2002). Unfortunately, these instances may never be fully realised. 
The research suggests that understanding anxiety disorders, family life and history play a key role. A genetic or learnt behaviour from family members can contribute to anxiety disorders. A family history of depression, for example, could have a genetic component as well as operant learning. This could increase the likelihood of developing anxiety disorders in children (Tandon et al., 2009).  
The DSM5 Categories anxiety disorders for children include separation anxiety, obsessive-compulsive disorder, and generalised anxiety disorder (Tandon et al., 2009). Diagnosis of these conditions could be difficult due to normal cognitive development. However, trying to understand how the anxiety developed could be difficult. For example, separation anxiety could be caused by the effects of attachment theory from a young age or an experience with a stranger. These events may not be noticeable or understood by either a child or the parents. The anxiety may then form over time, maybe reinforced by negative stimuli until it becomes an anxiety disorder. The time between the first event and when the anxiety becomes noticeable could be significant so that recall is complex (Ollendick H 2002). 
As mentioned earlier, biology may be a factor. A child may have a heightened response to stimuli in the amygdala, causing a significantly higher fear response than what would be considered normal. This could contribute to anxieties forming (Ollendick H 2002).
