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REFERATE GENERALE / GENERAL STUDIES

Actualitati in diagnosticul si terapia tulburarilor de spectru autist

Currents in Diagnosis and Therapy of Autism spectrum disorder

Viorel Lupu ', Andra Isac %, Izabela Ramona Lupu 3, Lavinia Hogea *, Laura Nussbaum

REZUMAT
Ultimele date cu privire la prevalenta autismului in SUA indici 1 caz din 68 de copii (1 din 42 de biieti si 1 din 189 fete) cu TSA. Conform DSM-5,

pacientii cu diagnostic de autism, sindrom Asperger, tulburare pervazivi de dezvoltare vor fi incadrati in tulburarea de spectru autist, iar cei care prezintd
deficite marcate in comunicarea sociald, dar ale ciror simptome nu intrunesc conditiile unui diagnostic de tulburare de spectru autist, vor fi evaluati pentru
o tulburare a comunicirii sociale. Punctele cheie ale modificirilor din DSM-5: Unirea tulburirilor din DSM IV TR - o singuri categorie de diagnostic
Autism Spectrum Disorder (ASD)/Tulburiri de Spectru Autist (TSA); Sindromul Rett este scos din categoria TSA; Combind domeniile comunicare si
interactiune sociald (inseparabile i considerate ca un singur set de simptome); Numir criterii pentru diagnostic (6/12 - 3/2); Varsta debut: mica copilirie
(early childhood); Include nivele diferite ale limbajului; Simptomele: apreciate ca un continuum de la ugoare la severe. In prezent, nu existd tratament care
s vindece autismul, terapiile reduc simptomatologia si imbunititesc calitatea vietii. Persoanele cu TSA si familiile lor au dreptul la o informare corectd si
completd privind serviciile terapeutice existente. Nici un tratament nu e la fel de eficient in cazul tuturor copiilor sau pentru tratarea tuturor trisiturilor
tulburdrii. Programele - adaptate la nevoile individuale, flexibile si reevaluate regulat pentru a fi imbunititite .

Cuvinte-cheie: TSA, DSM-5, diagnostic, terapie

SUMMARY

The latest data on the prevalence of autism in the US indicates 1 case among 68 children (1 out of 42 boys and 1 out of 189 girls) with TSA. According
to DSM-5, patients with autism diagnosis, Asperger's syndrome, pervasive developmental disorder will be factured in autistic spectrum disorders, and
those with marked deficits in social communication but whose symptoms do not meet the criteria of a diagnosis of autistic spectrum disorder autistic, will
be assessed for a social communication disorder. The key points of DSM-5 changes: Uniting Disturbances in DSM IV TR - a single category of Autism
Spectrum Disorder (ASD) / Autism Spectrum Disorder (TSA) Rett syndrome is removed from the TSA category Combines the areas of communication
and social interaction (inseparable and considered as a single set of symptoms); Number of criteria for diagnosis (6/12 - 3/2); Early childhood; Includes
different levels of language; Symptoms: Appreciated as a continuum from mild to severe. There is currently no treatment to heal autism, therapies reduce
symptomatology and improve the quality of life. People with TSA and their families have the right to acces correct and complete information on existing
therapeutic services. No treatment is effective for all children or for treating all the traits of the disorder. The programs - tailored to individual needs,

flexible and regularly re-evaluated to be improved.
Key words: TSA, DSM-5, diagnosis, therapy

de Control al Bolilor din SUA, in anul 2008, aproxima-

In ultimele decenii, tulburirile de spectru autist au

devenit din ce in ce mai recunoscute ca dizabilititi
developmentale, afectind mii de copii, adulti si
tamiliile lor.

Evolutia incidentei i a prevalentei autismului este
impresionantd. Dupd datele furnizate de citre Centrul

tiv 1 copil din 88 era diagnosticat cu TSA — tulburarea
de dezvoltare cu cea mai rapidi crestere a prevalen-
tei, de 3-4 ori mai frecventa la biieti. Dupd date din
ianuarie 2010, 1% (1 din 110 copii, dintre care 1 din
70 biieti) are TSA. A apirut o crestere de 57%, intre
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REFERATE GENERALE

2002-2006, si de 600% in ultimii 20 de ani, in special
pentru TSA cu un IQ normal.

Date mai noi furnizate in 27 martie 2014 de citre
CDC (Centrul de Control al Bolilor, SUA) cu privire
la prevalenta autismului in SUA indici 1 caz din 68 de
copii (1 din 42 de biieti si 1 din 189 fete) cu TSA.

Unele date referitoare la TSA pentru zona Transil-
vania indicd faptul ci intre 1986-1997 s-au consem-
nat 43 de cazuri internate cu TSA, intr-un singur an,
respectiv 2008, s-au consemnat 408 interndri cu ace-
easi tulburare! Cresterea este reald §i s-ar putea datora
perfectiondrii scalelor de evaluare, dar i conditiilor de
mediu, mutatiilor genetice si epigenetice.

Din punct de vedere istoric terminologia a evoluat
in felul urmitor:

® 7938-1943: sindrom Asperger/autism infantil
precoce

® 7943-1968: schizofrenia copilului, psihozi bor-
derline, psihozi simbioticd, psihoza infantild

® 7968: Rutter - patru criterii majore de diagnostic
(lipsa raspunsului social, afectarea limbajului, compor-
tamente motorii bizare, debut precoce)

® 7978: National Society for Children and Adults
with Autism (Professional Advisory Board) - sindro-
mul autist

® 7980-1987: DSM-III/DSM-III-R Autism infan-
til/ Tulburare autistd (grup de tulburiri severe apirute
devreme in copilirie §i caracterizate prin perturbdri in
dezvoltarea abilititilor sociale, cognitiei si comunicirii)

ICD-9-CM subtip al psihozelor cu origine speci-
ficd in copilarie

® 7983: Tulburiri de spectru autist

® 1992/1994/2000: ICD 10/DSM 1V/DSM 1V-
TR Tulburiri pervazive de dezvoltare [1]:

1) Tulburarea autisti

2) Sindromul Rett

3) Tulburarea dezintegrativi a copiliriei

4) Sindromul Asperger

5) Tulburarea pervazivi de dezvoltare nespecificati

altfel/PDD-NOS (care include autismul atipic)

- numdrul total de criterii de diagnostic a scizut de
la 16 1a 12 si numirul minim de criterii pentru
diagnostic de la 8 la 6 simptome.

® 2005 : Wing si Baron-Cohen Tulburiri de Spec-
tru Autist (T'SA)

- tulburiri specifice ale dezvoltirii sociale cu o
mare heterogenitate a tabloului clinic

- conceptul de “spectru autist” - tulburirile autiste
nu s-ar deosebi calitativ, ¢i doar cantitativ

intre ele (in functie de gradul de severitate al
tulburirii)

® 2013: DSM V Tulburiri de Spectru Autist: mai
multe tulburiri sau una singurd cu un spectru mare de
variatie [2]?

Criteriile de diagnostic oferite de DSM-5 sunt
reprezentate de deficite persistente in comunicarea si
interactiunea sociald, precum deficite in reciprocitatea
social-emotionald (abordare sociald anormali si inca-
pacitatea de a mentine o conversatie corespunzitoa-
re, preocupiri reduse pentru impirtisirea intereselor,
emotiilor sau afectului si esecul de a initia sau de a ris-
punde interactiunilor sociale); deficite in comunicarea
nonverbald (comunicare verbali si nonverbald slab in-
tegratd, anormalititi in contactul vizual si limbajul cor-
pului, deficit in intelegerea si utilizarea gesturilor, lipsa
expresiilor faciale si a comunicirii nonverbale); defici-
te in dezvoltarea, mentinerea si intelegerea reactiilor
(dificultiti in modelarea comportamentului in diferite
contexte sociale, dificultati in jocul imaginativ si legarea
de prietenii, dezinteres in relatiile cu ceilalti copii).

De asemenea, fac parte din criteriile de diagnostic
si tiparele repetitive de comportament, interese sau
activititi, manifestate prin cel putin doud dintre urma-
toarele: stereotipii sau repetitii regdsite in miscri, utili-
zarea obiectelor sau in limbaj (stereotipii motorii sim-
ple, alinierea juciriilor sau fluturarea obiectelor, ecolalie
si fraze idiosincratice); aderenta la rutind sau tipare
ritualice de comportament verbal-nonverbal (distress
crescut la schimbiri mici, dificultiti in tranzitie, tipare
rigide de gandire, ritualuri de salut, nevoia de a urma
aceeasi rutd sau de a manca aceeasi mancare zilnic); in-
terese foarte restrictive care sunt anormale in intensita-
te sau focus (atasament crescut sau preocupdri fati de
obiecte neobisnuite); hiper sau hiporeactivitate la sti-
muli senzoriali sau interese neobisnuite pentru aspec-
tele senzoriale ale mediului inconjuritor (indiferenti
aparentd la durere/temperaturd, rispuns advers la su-
nete sau texturi specifice, mirositul sau atinsul excesiv
al obiectelor, o fascinatie vizuald pentru lumind sau
miscare).

Toate aceste simptome trebuie si fie prezente in pe-
rioada timpurie de dezvoltare, dar pot si nu se manifes-
te pind cind cerintele sociale nu depisesc capacititile
limitate sau pot fi mascate de strategii invitate mai
trziu in viatd. Ele cauzeazd deficit semnificativ in
functionarea zilnicd sociald sau ocupationald si nu sunt
explicate mai bine de o tulburarea intelectuald sau o
intdrziere globald in achizitii. Tulburarea intelectuali
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si tulburirile de spectru autist pot coexista, iar pentru
diagnosticul lor este nevoie de un nivel mai scizut al
comunicirii sociale fatd de cel asteptat pentru un nivel
general de dezvoltare.

Conform DSM-5, pacientii cu diagnostic de au-
tism, sindrom Asperger, tulburare pervazivi de dezvol-
tare vor fi incadrati in tulburarea de spectru autist, iar
cei care prezintd deficite marcate in comunicarea socia-
14, dar ale ciror simptome nu intrunesc conditiile unui
diagnostic de tulburare de spectru autist, vor fi evaluati
pentru o tulburare a comunicirii sociale.

DSM-V-Puncte cheie ale modificirilor:

e unirea tulburirilor din DSM IV TR - o singuri
categorie de diagnostic Autism Spectrum
Disorder (ASD)/ Tulburiri de Spectru Autist
(TSA)

e sindromul Rett este scos din categoria TSA

e combind domeniile comunicare si interactiune

sociald (inseparabile si considerate ca un singur
set de simptome)

numir criterii pentru diagnostic (6/12 - 3/2)
varsta debut: mica copilirie (early childhood)
include nivele diferite ale limbajului

simptomele: apreciate ca un continuum de la
usoare la severe

creste claritatea si specificitatea diagnosticului
e imbunititesc stabilitatea diagnosticului in timp.

DSM V-CLASIFICARE DUPA NIVELUL

DE SEVERITATE:

Nivel de severitate 1

- Necesiti suport.

- Comunicare sociald: in lipsa sprijinului, deficite-
le in comunicarea sociald cauzeazi dificultiti notabile.
Are dificultiti in initierea interactiunilor sociale si pre-
zintd clar rispunsuri atipice sau esec la initiativa sociald
a celorlalti. Poate pirea ci are un interes scizut pentru
interactiunile sociale.

- Interese restrictive si stereotipii comportamentale:
preocupirile, ritualurile fixe si/sau comportamentele re-
petitive cauzeazi o afectare semnificativi a functiondrii
in unul sau mai multe contexte. Rezistenta la incercirile
celorlalti de a-i intrerupe comportamentele repetitive,
ritualurile sau la distragerea de la interesele fixe.

Nivel de severitate 2

- Necesiti suport substantial.

- Comunicare sociald: deficite importante ale abi-
litatilor verbale si nonverbale de comunicare social;
deficitele sociale sunt evidente, chiar daci primeste

sprijin; initiere limitatd a interactiunilor sociale si ris-
puns redus sau anormal la initiativa sociala a celorlalti

- Interese restrictive si stereotipii comportamentale:
preocupiri, ritualuri fixe si/sau comportamente repeti-
tive, care apar suficient de frecvent pentru a fi evidente
observatorului obisnuit si care interferd cu functionarea
in diferite contexte. Suferinta sau frustrarea este evi-
denti la intreruperea comportamentelor repetitive; di-
ficil de distras de la interesele fixe.

Nivel de severitate 3

- Necesitd suport substantial.

- Comunicare sociali: deficite severe ale abilitati-
lor verbale si nonverbale de comunicare sociald, care
cauzeazd afectare severd a functiondrii; initiere foarte
limitatd a interactiunilor sociale si rispuns minim la
initiativa sociald a celorlalti.

- Interese restrictive si stereotipii comportamentale:
preocupiri, ritualuri fixe si/sau comportamente repeti-
tive, care interferd marcat functionarea in toate ariile.
Suferintd importanti cind ritualurile sau rutinele sunt
intrerupte; foarte dificil de distras de la interesele fixe
sau revenire rapidi la ele.

Neuropatologia tulburdrilor de spectru autist im-
plicd alterdri in regiuni specifice ale creierului, precum
si in tiparele de conectivitate dintre numeroasele retele
ale creierului. Imagistica prin rezonanti magneticd a
conectivitdtii functionale in stare de repaus detectea-
z4 schimbiri spontane de frecventi joasi in activitatea
neuronald care sunt sincronizate intre regiuni ale creie-
rului ce apartin unei retele functionale.

Amigdala a fost implicati frecvent in patologia tul-
buririlor de spectru autist, studiile volumetrice aritind
cd este crescutd in volum la prescolarii diagnosticati cu
TSA. Shen si colaboratorii (2016) au aritat ci existd
o conectivitate mai scizutd intre amigdald si cortexul
prefrontal bilateral, lobul temporal si striat, zone care
sunt implicate in comunicarea sociald si comportamen-
tul repetitiv, precum si intre amigdald si lobul tempo-
ral si frontal, implicate in severitatea tulburirilor de
spectru autist. O conectivitate mai slabd intre cortexul
vizual si regiunile senzorio-motorii a fost corelati cu o
hipersensibilitate senzoriald crescutd in aria vizuald si
auditivi.

D’Mello et al. (2015) au descoperit ci tulburirile de
spectru autist sunt asociate cu diferente structurale in
cerebel, aceste diferente avind o relevantd functionald
crescutd, astfel cd reducerea materiei cenusii in regi-
uni discrete ale cerebelului a fost corelatd cu severita-
tea afectdrii comportamenului social, comunicirii si
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comportamentului repetitiv pe scalele utilizate in dia-
gnosticul autismului [3].

Activitatea epileptiformi in timpul somnului a fost
descrisd i in absenta crizelor la 43-68% dintre pacientii
diagnosticati cu TSA. Complexele varf diferd la copiii
diagnosticati cu TSA de cele prezente la copiii cu o
dezvoltare normali. Chez et al. (2004) au demonstrat
pentru cei 12 copii inclusi in studiu ci prezintd com-
plexe sau varfuri activate in somn la nivel posterior,
central parietal si temporal, rare sau ocazionale, in timp
ce fratii lor, fird diagnostic de TSA, prezinti epilepsie
de tip rolandic, benigni, sau un tipar generalizat epilep-
tic pe EEG [4].

Tulburirile de spectru autist pot fi diagnosticate
si la varsta de doi ani, Insd varsta medie de diagnostic
este dupd patru ani. Existd dovezi cd pirintii pot pre-
zenta ingrijordri in ceea ce priveste dezvoltarea copi-
lului lor si inainte ca acesta sa fi implinit 12 luni. Exis-
td numerosi factori implicati in diferenta de peste doi
ani intre simptomele timpurii si diagnostic: evaludrile
ce necesitd timp indelungat, costul ingrijirilor, lipsa
turnizorilor de servicii, lipsa confortului furnizorilor
primari de servicii in diagnosticare, fiecare necesitind
o abordare diferitd pentru a micsora aceastd diferentd.
Este necesard o identificare precoce si inceperea tera-
piei specifice cit mai rapid, deoarece existd dovezi ci
inceperea acestor terapii si la varsta de 18 luni duce la
rezultate mai bune pe termen lung.

DIAGNOSTIC SI EVALUARE
The National Institute for Health and Clinical
Excellence (NICE), Septembrie 2011 [5]
o Investigatii de laborator
Testarea acizilor grasi din hematii
Aminoacizii urinari
IeG/E/A
Examinarea microbiologici extinsi a fecalelor
Testarea permeabilititii intestinale
Profilul functional hepatic
Homocisteina serici
Criptopiroli urinari
Testare sericd pentru Zn, Cu, Acid folic, B12, B6,
Mg
Analiza minerali a firului de pir pentru urmirirea
nutritiei si a metalelor grele
Activitatea glutation peroxidazei eritrocitare
o RAST test pentru alergiile alimentare mediate
prin IgG si [gA

e Serologie celiacd

e Serologie streptococici pentru auto-anticorpi
anti streptococ
Screening si diagnostic precoce - Intre 2 i 3 ani:
1) Comunicarea:
e incapacitate de dezvoltare a limbajului, in
special receptiv;
utilizarea neobisnuitd a limbajului;
reactie scizutd la nume;
comunicarea non-verbali defectuoasi;
nu poate arita cu degetul;
nu zimbeste social pentru a impdrtisi bucuria;
nu reactioneazi la zimbetele celorlalti.
2) Afectarea sociali:

o limitiri sau lipsa imitdrii actiunilor (de
exemplu, si aplaude);

e nu isi aratd juciriile sau alte obiecte;

e nu este interesat de ceilalti copii sau are
abordari ciudate fatd de ceilalti copii;

e nu recunoaste sau are reactii minime la emotiile
exprimate de ceilalti;

e jocul este putin variat, limitarea rolurilor
imaginare, in special in ceea ce priveste
imaginatia sociald, este “in lumea lui”;

e nu initiazd jocuri cu ceilalti si nici nu participd
in jocurile sociale timpurii; preferd activititile
de joaci solitari.

Social Communication Questionnaire (SCQ)

Modified Checklist for Autism in Toddlers (M-
CHAT)

Autism Behavior Checklist (ABC)

Developmental Behaviour Checklist — Early Scre-
en (DBC)

Autism Spectrum Screening Questionnaire (ASCQ)

Indicatori absoluti care trebuie si conduci la con-
sult specializat:

e nu gingureste, nu aratd cu degetul si nici nu
face alte gesturi pani la 12 luni;

e nu rosteste nici un cuvant separat pand la 18
luni;

e nu rosteste fraze spontane din doud cuvinte
(care nu sunt un ecou) pani la 24 lun,

e orice pierdere de aptitudini lingvistice sau
sociale la orice varsti

DIAGNOSTIC DIFERENTIAL

Consti in deosebirea autismului de alte conditii
psihiatrice si de dezvoltare care determind anomalii
de limbaj, joc si dezvoltare sociald, intre tulburirile
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pervazive de dezvoltare (autism, sindrom Asperger,
sindrom Rett, tulburarea dezintegrativd a copiliriei),
cu alte tulburiri: retardul mintal, tulburarea de achi-
zitie a limbajului, tulburarea hiperkineticd cu deficit
de atentie, tulburarea obsesiv compulsivd, sindrom
Tourette, schizofrenia, mutismul electiv, anomalii
congenitale de auz si viz, sindrom Landau-Kleffner,
scleroza tuberoasd, sindromul X fragil, deprivarea
psihosociali.

Daci a existat o perioadd de cel putin 2 ani in care
dezvoltarea a fost normali, trebuie luate in calcul mu-
tismul electiv, tulburarea dezintegrativd a copiliriei si
schizofrenia cu debut foarte precoce.

COMORBIDITATI

Aproximativ 40-80% dintre persoanele diagnos-
ticate cu TSA au o calitate scizuti a somnului, insi
etiologia tulburdrilor de somn nu este cunoscuti.
Citeva teorii presupun ci tulburdrile somnului sunt
un rezultat direct al tulburdrii de spectru autist sau
al comorbidititilor asociate, sugernd ci neurofizio-
logia si neurochimia ce stau la baza individului il pot
predispune la tulburiri cronice ale ritmului nicteme-
ral. Alte studii au gisit o variabilitate in productia de
melatonind, unii participanti avind profile normale
de melatonind. Este important de stiut ci anomalii
ale melatoninei au fost identificate si in alte tulbu-
riri cu dizabilitate intelectuald, ridicind problema
nespecificititii descoperirilor in TSA in ceea ce
priveste productia de melatonini. In acelasi timp,
Krakowiak si colab (2008), in grupul copiilor cu TSA,
au stabilit ci nivelul cognitiv si functia adaptativa nu
prezic severitatea tulburirilor de somn sau a duratei
somnului [6].

Malow et al. (2012) au descoperit ci melatonina
este utild in tratamentul insomniilor de adormire la
copiii diagnosticati cu TSA, acestia fiind responsivi la
0 dozi de 1 - 3 mg melatonind, administratd cu 30 de
minute inainte de culcare, avind un rdspuns favorabil
in prima siptimani de administrare [7]. Rossignol si
Frye (2011) in meta-analiza efectuatd au descoperit
cd melatonina imbunititeste parametrii somnului si
comportamentul pe parcursul zilei [8].

Un somn neodihnitor duce la probleme compor-
tamentale peste zi, tolerantd scizutd la frustrare, care
se poate manifesta prin auto si heteroagresivitate.
Soke si colaboratorii (2016) au raportat o prevalenti
de 27,7% a comportamentului autoagresiv la copi-
ii diagnosticati cu TSA monitorizati pe o perioadd

de 3 ani [9]. Acest tip de comportament este divers,
adesea repetitiv si ritmic, fird o intentie aparentd din
care s rezulte daune fizice. Comportamentul auto-
agresiv include, de obicei, lovirea capului, trasul paru-
lui, mugcarea mainilor si scirpinatul. Copiii cu TSA
sl comportament autoagresiv au prezentat regresie
developmentald si intdrziere cognitivi si adaptativi,
astfel cd pentru ei comportamentul autoagresiv devine
o formd de comunicare sau o consecinti a frustririi
datorate inabilititii de a comunica.

Distressul si nelinistea copilului se imbunatitesc
daci se imbunititeste, chiar si cu putin, capacitatea
de comunicare. Multi copii diagnosticati cu autism au
o nevoie remarcabild ca lucrurile si fie ficute cum isi
doresc ei, adesea fiind adusi la evaluare datoriti lip-
sei de cooperare si comportamentului opozitionist si
pot avea iesiri comportamentale si emotionale severe
atunci cand lucrurile nu sunt ficute cum isi doresc
el. Pe langd comportamentul hetero si autoagresiv,
acestia pot prezenta si alte comorbidititi psihiatrice.

Dintre acestea amintim ADHD-ul, deficitul
atentional si hiperactivitatea fiind o caracteristicd
comuni a copiilor diagnosticati cu TSA (21 — 72%),
cea din urmd diminuand pe misur ce copilul creste.

Tulburarea obsesiv-compulsivi (TOC) poate fi o
comorbiditate, dr. Leo Kanner (1943), in primul caz
de autism descris, noteazi ci unele elemente repetiti-
ve au o calitate obsesiv-compulsivd. Este dificil s se
determine care dintre gandurile si comportamentele
repetitive ale copiilor cu TSA sunt similare cu cele din
TOC, unele dintre acestea fiind de nedistins in formi
si continut de cele din TOC.

Copiii diagnosticati cu autism au o varietate de
miscdri repetitive, stereotipe si vocaliziri. Aceste
comportamente repetitive pot fi ticuri, comportament
intentionat, care ii place copilului, stereotipii motorii
asociate cu exprimarea stirilor emotionale, ritualuri,
mioclonii, diskinezii sau manifestiri motorii ale unor
crize partiale. Comparativ cu stereotipiile, ticurile
tind si fie bruste, rapide si de scurtd durati, avind o
calitate involuntard. Ticurile intrerup limbajul si com-
portamentul si sunt nepotrivite pentru copil, in con-
textul in care se afli.

Tulburirile alimentare se regisesc adesea la aceastd
categorie de pacienti, insa tind sd aibi o evolutie favo-
rabild o dati cu inaintarea in varstd. Unii copii preferd
doar un tip de mancare, mincarea gititd intr-un sin-
gur mod sau méndnci pand vomitd, dacd un adult nu
reglementeazi aportul.
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Acesti copii sunt adesea intirziati in ceea ce priveste
mersul la toaletd, Rutter et al. (1967) mentionand ci
69,8% din 63 de copii cu virsta de peste 4 ani prezen-
tau enurezis, iar 58,7% encoprezis. Aceste probleme
dispar de obicei pani la pubertate, dar pot persista si
in viata adultd la cei cu afectare intelectuald severd.
Ele pot reapirea sau inrdutitii in situatii stresante,
tulburiri convulsive sau in cazul unei noi tulburiri
psihiatrice, in special tulburiri afective.

7-84% dintre copii prezintd tulburdri de anxie-
tate, anxietatea sociali si tulburarea de panicd
manifestindu-se cel mai rar. Cele mai comune sunt
tulburarea de anxietate generalizatd, fobiile simple,
anxietatea de separare si agorafobia. Acestea apar la
copiii care se prezintd la un consult psihiatric, adiu-
gind un grad de afectare semnificativ celui produs de
simptomele de bazi ale tulburirilor de spectru autist
si sunt adesea tinta tratamentului farmacologic.

Pe lang3 anxietate, acestia pot prezenta asociat si o
tulburare depresivi, insd schimbirile dispozitiei dato-
rate celei din urmd sunt dificil de evidentiat de trisi-
turile de bazd ale copilului cu TSA. Acest lucru apare
frecvent la cei care sunt non-verbali sau cei cu IQ sci-
zut. Experienta medicului in intelegerea autismului
si a tulburdrilor afective este importantd, la fel ca si
observatiile parintelui sau persoanei care cunoaste cel
mai bine copilul.

OBIECTIVELE TRATAMENTULUI:

o facilitarea dezvoltirii sociale si a limbajului

e diminuarea problemelor comportamentale

e dezvoltarea unor aptitudini pentru functionarea
independenti

e interventia la nivelul familiei

e cresterea calititii vietii copilului si familiei

Consilierea si psihoterapia

Cele mai cunoscute programe de interventie:

ABA - Analiza comportamentali aplicati;

TEACCH - Treatment and Education of Autistic
and Communication Handicapped Children;

PECS - Picture Exchange Communication Sis-
tem; Povestiri sociale

Complementar: terapia prin joc, muzici sau art;
terapia de integrare auditivi; terapia cu animale; te-
rapia ocupationald; terapia de limbaj si comunicare;
roboterapia; terapia comportamentald cu includerea
tehnicilor de realitate virtuald, a jocurilor computeri-
zate sau a desenelor animate.

Interventia educationald
- asigurarea serviciilor corespunzitoare
- incercarea integririi in programele scolare nor-
male, cu diverse optiuni de gcolarizare adaptate
nevoilor lor, nondiscriminatorii §i centrate pe integra-
rea sociald, in special in cazul copiilor de varste mici
- oferirea solutiilor pe termen scurt (pentru copii
intre 3-5 ani) cu diminuarea riscului pe termen lung
care Insoteste neglijarea lor
Terapia farmacologici
- nu existd medicatie specificd pentru TSA, ea fiind
folositd doar pentru controlul unor simptome ca auto
si heteroagresivitatea, obsesiile, stereotipiile, hiperacti-
vitatea, deficitul de atentie, anxietatea, depresia
- evaluarea corectd a simptomelor (mai ales pen-
tru copiii institutionalizati), timp scurt, reevaluarea
necesitatii continudrii
- medicatie aprobati FDA pentru tulburirile
comportamentale: risperidond si aripiprazol
- se utilizeazd off label: inhibitori selectivi ai
recaptirii serotoninei (sertralina, fluoxetina), alte
antipsihotice atipice, neuroleptice, timostabilizatoare,
anxiolitice, medicatie specifici ADHD
Monitorizarea terapiei farmacologice:
e ambulator, servicii de psihiatrie comunitard
e greutate, indltime, BMI, circumferinta taliei
(baseline/lunar)

e puls, TA (baseline/lunar)

e misciri involuntare (Abnormal Involuntary
Movement Scale AIMS) (baseline/lunar)

e probe laborator: hemoleucograma, TS, TSH,
FT3/4, TGO/TGP, glicemia, profil lipidic, ex.
sumar urina, ex. toxicologic (baseline/3luni/lan)
prolactina (baseline/la nevoie)

EKG (interval QT) (baseline/1an)
EEG (baseline/1an)
ciclul menstrual (lunar)

Interventia precoce, notiune recent introdus, se
referd la un plan de servicii in care copilul e urmarit
de la nastere pind la atingerea vérstei de aproxi-
mativ sase ani. Existi un acord general privind
cuprinsul programelor de interventie si a eficaci-
titii acestora: si fie adaptate virstei cronologice a
copilului, nivelului de dezvoltare, nevoilor familiei,
talentelor si deficitelor specifice. De asemenea, este
nevoie de metode de evaluare imbunititite, folo-
sirea unor instrumente de screening adecvate, dis-
ponibilitatea largi a serviciilor, profesionisti speci-
alizati in TSA, scoli care oferd programe adaptate
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nevoilor individuale in medii mai putin restrictive.

Elementul cheie - implicarea pirintilor in procesul
terapeutic si educational.

Caracteristicile interventiilor eficiente:

- interventie precoce specializatd

- implicarea pirintilor si persoanelor de ingrijire

- program axat pe comunicare si limbaj

- program care implicd interactiuni sociale si abili-
titi de joc

- acces la curicula academici intr-o manierd care
nu depinde de abilititile sociale sau de comunicare

- un management adecvat al comportamentului -
insusirea unor comportamente pozitive si alternative
acceptabile pentru a obtine acelasi rezultat

In recent decades autistic spectrum disorders have
become increasingly recognized as developmental
disabilities, affecting thousands of children, adults and
their families.

The evolution of the incidence and prevalence of
autism is impressive. According to data provided by
the US Disease Control Center in 2008, about one
in 88 children was diagnosed with TSA - the fastest
growing developmental disorder, three to four times
more common in boys. According to January 2010,
1% (1 out of 110 children, of which 1 in 70 boys)
has TSA. There has been an increase of 57% between
2002-2006 and 600% over the last 20 years, especially
for TSA with a normal 1Q.

Newer data provided on 27 March 2014 by the
CDC (US Disease Control Center) on the prevalence
of autism in the US indicates 1 case out of 68 children
(1 out of 42 boys and one out of 189 girls) with TSA.

Some TSA data for the Transylvania area indicate
that there were 43 cases admitted to TSA between
1986-1997,in one year - 2008, respectively - there were
408 admissions with the same disorder! Growth is real
and may be due to the improvement of assessment
scales, but also to environmental conditions, genetic
mutations and epigenetics.

Historically, terminology has evolved in the
following way:

® 7938-1943: Asperger syndrome / early childhood
autism

® 7943-1968: child schizophrenia, borderline
psychosis, symbiotic psychosis, infantile psychosis

® 7968: Rutter - four major diagnostic criteria (lack

CONCLUZII

In prezent, nu existd tratament care si vindece au-
tismul, terapiile reduc simptomatologia si imbuniti-
tesc calitatea vietii.

Persoanele cu TSA si familiile lor au dreptul la o
informare corectd si completa privind serviciile terape-
utice existente.

Nici un tratament nu e la fel de eficient in cazul
tuturor copiilor sau pentru tratarea tuturor trisiturilor
tulburirii.

Programele sunt adaptate la nevoile individuale, fle-
xibile si reevaluate regulat pentru a fi imbunititite.

Multe programe au importante limitdri si continud
sd evolueze si si se schimbe.

of social response, language impairment, bizarre motor
behaviors, early onset)

® 7978: National Society for Children and Adults
with Autism (Professional Advisory Board) - Autistic
Syndrome

® 1980-1987: DSM-III / DSM-III-R Infantile
Autism / Autistic Disorder (a group of early-onset
disorders in childhood characterized by disruptions in
social skills, cognition, and communication)

ICD-9-CM subtype of psychoses with specific
origin in childhood

® 7983: Autistic Spectrum Disorders

® 1992/1994/2000: 1CD 10/ DSM 1V / DSM 1V-
TR Pervasive Development Disorders [1]:

1) Autistic Disorder
2) Rett syndrome
3) Disintegrative disorder of childhood
4) Asperger Syndrome
5) Pervasive developmental disorder not otherwise

specified / PDD-NOS (which includes atypical
autism)

- The total number of diagnostic criteria has
dropped from 16 to 12 and the minimum number of
diagnostic criteria from 8 to 6 symptoms.

© 2005: Wing and Baron-Cohen Spectrum Autism
Disorders (T'SA)

- specific disorders of social development with a

high heterogeneity of the clinical picture

- the concept of "autistic spectrum" - autistic

disorders would not qualitatively difter, but only
quantitatively between them (depending on the
degree of severity of the disorder)

~— — — ~—
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® 2013: DSM-5 Autistic Spectrum Disorders:
More Disorders or One with a Varying Spectrum of
Variation [2]?

The diagnostic criteria offered by DSM-5 are
persistent deficits in social communication and
interaction, such as deficits in social-emotional
reciprocity (abnormal social approach and inability to
maintain proper conversation, reduced concerns for
sharing interests, emotions or affection and failure to
initiate or respond to social interactions); deficits in
nonverbal communication (poorly integrated verbal
and nonverbal communication, abnormalities in visual
contact and body language, lack of understanding
and use of gestures, lack of facial expressions and
non-verbal communication); deficits in developing,
maintaining and understanding reactions (difficulties
in shaping behavior in different social contexts,
difficulties in imaginative play and friendship,
disinterest in relationships with other children).

They are also part of diagnostic criteria and
repetitive patterns of behavior, interests, or activities,
manifested by at least two of the following: stereotypes
or rehearsals found in movements, use of objects or
language (simple motor stereotypes, toy alignment or
waving, echolalia and idiosyncratic phrases); adherence
to routine or ritual patterns of verbal-nonverbal
behavior (distress increased at small changes, difficulty
in transition, rigid thinking patterns, greetings, the
need to follow the same route, or to eat the same daily
food); very restrictive interests that are abnormal in
intensity or focus (increased attachment or concern to
unusual objects); hyperactivity or hyporesponsiveness
to sensory stimuli or unusual interests for the
sensory aspects of the environment (apparent pain /
temperature indifference, adverse response to specific
sounds or textures, smell or excessive touch of objects,
a visual fascination for light or movement).

All these symptoms must be present in the early
development period, but they may not manifest
until social requirements exceed limited capacities
or may be masked by strategies learned later in
life. They cause a significant deficit in daily social
or occupational functioning and are not better
explained by an intellectual disruption or a global
delay in procurement. Intellectual disturbance and
autistic spectrum disorders may coexist, and for their
diagnosis, a lower level of social communication than
that expected for a general level of development is

needed.

According to DSM-5, patients with autism diagnosis,
Asperger's syndrome, pervasive developmental disorder
will be factured in autistic spectrum disorders, and
those with marked deficits in social communication but
whose symptoms do not meet the criteria of a diagnosis
of spectrum disorder autistic, will be assessed for a social
communication disorder.

DSM-V-Key Changing Points:

e union of disorders in DSM IV TR - a single
category of Autism Spectrum Disorder (ASD) /
Autism Spectrum Disorders (TSA)

o Rett's syndrome is removed from the TSA category

e combines the fields of communication and social
interaction (inseparable and considered as a single
set of symptoms)
number of diagnostic criteria (6/12 - 3/2)
early age: young childhood (early childhood)
Includes different levels of language
Symptoms: Appreciated as a continuum from
mild to severe
o Increases the clarity and specificity of the

diagnosis

e improve the stability of the diagnosis over time

DSM 5 - CLASSIFICATION

BY SEVERITY LEVEL:

Severity level 1

- No support

- Social communication: in the absence of support,
deficits in social communication cause notable
difficulties. It has difficulties in initiating social
interactions and clearly presents atypical responses or
failure to the social initiative of others. It may seem to
have a low interest in social interactions.

Restrictive attitudes and behavioral stereotypes:
fixed concerns, fixed rituals and / or repetitive behaviors
cause a significant impairment in one or more contexts.
Resistance to attempts by others to interrupt repetitive
behaviors, rituals, or distraction from fixed interests.

Level of severity 2

- Needs substantial support

- Social Communication: Significant deficits of
verbal and non-verbal communication skills; social
deficits are obvious, even if they receive support;
limited initiation of social interactions and reduced or
abnormal response to the social initiative of others

- Restrictive attitudes and behavioral stereotypes:
concerns, fixed rituals and / or repetitive behaviors that
occur frequently enough to be apparent to the ordinary
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observer and interfere with functioning in different
contexts. Suffering or frustration is obvious when
interrupting repetitive behaviors; difficult to distract
from fixed interests.

Severity level 3

- It requires very substantial support

- Social communication: severe deficits of verbal
and non-verbal communication skills that cause severe
impairment of functioning; very limited initiation of
social interactions and minimal response to the social
initiative of others.

- Restrictive attitudes and behavioral stereotypes:
concerns, fixed rituals and / or repetitive behaviors
that interfere with marked functioning in all areas.
Substantial suffering when rituals or routines are
interrupted; very difficult to distract from fixed interests
or quick return to them.

Neuropathology of Autistic Spectrum Disorders
involves alterations in specific regions of the brain,
as well as in connectivity patterns between many
brain networks. Magnetic Resonance Imaging of
Sleep Functional Connectivity detects spontaneous
low frequency changes in neuronal activity that are
synchronized between regions of the brain that belong
to a functional network.

Amygdala was frequently involved in the pathology
of autistic spectrum disorders, volumetric studies
showing that it is increased in volume in pre-school
children diagnosed with TSA. Shen et al. (2016) shown
that there is lower connectivity between tonsil and
bilateral prefrontal cortex, temporal and striatal lobes,
areas that are involved in social communication and
repetitive behavior, as well as between the tonsil and
temporal and frontal lobes involved in severity Autistic
Spectrum Disorders. A weaker connectivity between
the visual cortex and the sensory-motor regions was
correlated with increased sensory hypersensitivity in
the visual and auditory area.

D'Mello et al. (2015) has found that autistic
spectrum  disorders are associated with structural
differences in the cerebellum, these differences being:
increased functional relevance, so that the reduction
of grey matter in discrete regions of the cerebellum
was correlated with the severity of social behavior,
communication and repetitive behavior scales used in
the diagnosis of autism [3].

Epileptiform activity during sleep was also
described in the absence of seizures in 43-68% of

patients diagnosed with TSA. Top complexes differ

in children diagnosed with TSA than those present in
children with normal development. Chez et al. (2004)
has demonstrated for the 12 children enrolled in the
study that they exhibited peripheral or temporal, rare
or occasional sleep-activated complexes or peaks,
while their brethren, without TSA diagnosis, exhibited
rolandal, benign epilepsy, or a generalized epileptic
pattern on the EEG [4].

Autistic Spectrum Disorders may also be diagnosed
at the age of two years, but the mean age of diagnosis
is four years. There is evidence that parents may be
concerned about the development of their child before
the child has reached 12 months. There are many
factors involved in the two-year difference between
early symptoms and diagnosis: long-term assessments,
cost of care, lack of service providers, lack of comfort
of primary service providers in diagnostics, each
requiring a different approach in narrowing this gap.
It is necessary to identify early and to initiate specific
therapy as quickly as there is evidence that the initiation
of these therapies at the age of 18 months results in
better long-term results.

DIAGNOSIS AND EVALUATION
The National Institute for Health and Clinical
Excellence (NICE), September 2011 [5]
Laboratory investigations
o Testing of fatty acids in the blood
e Urinary amino acids
o [gG/E/A
e Extensive microbiological examination of faeces
o Testing intestinal permeability
o Hepatic functional profile
e Serum homocysteine
o Urinary cryptopirals
e Serum test for Zn, Cu, Folic Acid, B12, B6, Mg
o Mineral hair analysis for nutrition and heavy
metals tracking
The activity of glutathione red cell peroxidase
o RAST test for IgG and IgA mediated food
allergies
o Celiac serology
e Streptococcal serology for anti-streptococcal

autoantibodies
Screening and early diagnosis Between 2 and 3 years:
1) Communication:
e Inability to develop language, especially
receptive;

e unusual use of language;
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e low name response;

e bad non-verbal communication;

e can not show with his finger;

e does not smile socially to share joy;

o does not react to the smiles of others

2) Social Injury:

e limitations or lack of imitation of actions (e.g.,
applaud);

e does not show toys or other objects;

e isnotinterested in other children or has strange
approaches to other children;

e does not recognize or has minimal reactions to
emotions expressed by others;

o the game is a little varied, the limitation of
imaginary roles, especially in terms of social
imagination, is "in his world"

¢ Do notinitiate games with others or participate
in early social games; prefers solitary play
activities

Social Communication Questionnaire (SCQ)

Modified Checklist for Autism in Toddlers
(M-CHAT)

Autism Behavior Checklist (ABC)

Developmental Behavior Checklist - Early Screen
(DBC)

Autism Spectrum Screening Questionnaire (ASCQ)

Absolute indicators to lead to specialized
consultation:
e he does not babble, does not show with his finger
or make any other gestures until 12 months;
o Does not speak a single word for up to 18 months;
e not spontaneous phrases in two words (which are
not an echo) up to 24 months;

e Any loss of linguistic or social skills at any age

Differential diagnosis

It is the difference between autism and other
psychiatric and developmental conditions that cause
anomalies of language, play and social development,
between pervasive developmental disorders (autism,
Asperger's  Syndrome, Rett syndrome, childhood
disintegration disorder), with other disorders: mental
retardation, language acquisition, attention deficit
hyperkinetic disorder, obsessive compulsive disorder,
Tourette's syndrome, schizophrenia, elective mutism,
congenital hearing and vision abnormalities, Landau-
Kleftner's syndrome, tuberous sclerosis, fragile X
syndrome, psychosocial deprivation

If there has been a period of at least 2 years in
which development was normal, elective mutism,
disintegrative childhood disorder and early onset
schizophrenia should be considered.

Comorbidities

Approximately 40-80% of people diagnosed with
TSA have low sleep quality, but the etiology of sleep
disorders is unknown. Several theories suggest that
sleep disorders are a direct result of autistic spectrum
disorders or associated comorbidities, suggesting that
the neurophysiology and neurochemistry underlying
the individual may predispose them to chronic
disturbances of nictemeral rhythm. Other studies
have found variability in melatonin production, with
some participants having normal melatonin profiles.
It is important to know that melatonin abnormalities
have been identified in other intellectual disabilities,
raising the issue of non-specificity of TSA findings in
melatonin production. At the same time, Krakowiak et
al (2008),in the group of children with TSA, determined
that cognitive and adaptive function did not predict the
severity of sleep disturbances or sleep duration [6].

Malow et al. (2012) found that melatonin is
useful in the treatment of sleeping insomnia in
children diagnosed with TSA, responding at a dose
of 1-3 mg of melatonin given 30 minutes before
bed, having a favorable response in the first week of
administration [7]. Rossignol and Frye (2011) in the
meta-analysis carried out have found that melatonin
improves sleep parameters and behavior throughout
the day [8].

Poor sleeping leads to behavioral problems over
the day, low tolerance to frustration, which can be
manifested by self and heterogression. Soke et al (2016)
reported a 27.7% prevalence of autoaggressive behavior
in TSA-diagnosed children over a 3-year period [9].
This type of behavior is diverse, often repetitive and
rhythmic, with no apparent intention of harming or
resulting in physical damage. Self-aggressive behavior
usually involves head injury, hair haemorrhaging,
hand-bruising, and scratching. Children with TSA and
autoaggressive behavior experienced developmental
regression and cognitive and adaptive delay, so for
them self-aggression behavior becomes a form of
communication or a consequence of frustration due to
inability to communicate.

Children's distress and anxiety improve if the ability

to communicate improves even slightly. Many children
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diagnosed with autism have a remarkable need for
things to be done as they wish, often being valued due
to lack of co-operation and oppositional behavior, and
may have severe behavioral and emotional outcomes
when things are not done as they wish. In addition to
heterogeneity and self-aggression, they may also have
other psychiatric comorbidities.

These include ADHD, attentional deficiency and
hyperactivity being a common feature of children
diagnosed with TSA (21 - 72%), the latter decreasing
as the baby grows.

Obsessive Compulsive Disorder (OCD) can be a
comorbid, Dr. Leo Kanner (1943), in the first case of
autism described, notes that some repetitive elements
have obsessive-compulsive quality. It is difficult to
determine which of the repetitive thoughts and
behaviors of children with TSA are similar to those
in TOC, some of which are of undisturbed form and
content from TOC.

Children diagnosed with autism have a variety of
repetitive, stereotypical and vocalizing movements.
These repetitive behaviors can be tics, intentional
behavior thatlikes the child,motor stereotypes associated
with expressing emotional states, rituals, myoclonus,
dyskinesia or motor manifestations of partial seizures.
Compared to stereotypes, tics tend to be sudden, fast
and short-lived, of involuntary quality. Ticles interrupt
language and behavior and are inappropriate for the
child in the context in which they are.

Diarrheal disorders are often found in this category
of patients, but tend to have a favorable progression
with age. Some children prefer only one type of food,
the food cooked in one way, or they eat until they vomit
if an adult does not regulate the intake.

These children are often delayed using the toilet,
Rutter et al. (1967) mentioning that 69.8% of 63
children aged over 4 years had enuresis and 58.7%
had encopresis. These problems usually go away until
puberty, but they can persist even in adult life in those
with severe intellectual impairment. They may recur
or worsen in stressful situations, convulsive disorders
or in the event of a new psychiatric disorder, especially
affective disorders.

7-84% of children have anxiety disorders, social
anxiety,and panic disorder being the mostrare. The most
common are general anxiety disorder, simple phobias,
separation anxiety, and agoraphobia. These occur in
children undergoing a psychiatric consultation, adding
a degree of significant impairment to those produced

by the underlying symptoms of autistic spectrum
disorders and are often the target of pharmacological
treatment.

In addition to anxiety, they may also have a
depressive disorder associated with the disorder, but
the mood swings due to the latter are difficult to
highlight by the basic features of the TSA child. This
occurs frequently in those who are non-verbal or those
with low IQ. The doctor's experience in understanding
autism and affective disorders is important, as are the
observations of the parent or person who knows best

the child.

TREATMENT OBJECTIVES:

o facilitating social development and language
e diminishing behavioral problems

o developing skills for independent functioning
e intervention at family level

o

increasing the quality of child and family life

Counseling and psychotherapy

The most popular intervention programs:

ABA - Applied Behavioral Analysis;

TEACCH - Treatment and Education of Autistic
and Communication Handicapped Children;

PECS - Picture Exchange Communication
System; Social stories

Complementary: play therapy, music or art; hearing
integration therapy; animal therapy; occupational
therapy; language therapy and communication;
behavior therapy with the inclusion of virtual reality
techniques, computerized games or cartoons

Educational intervention

-secure appropriate services,

- trying to integrate into normal school curricula,
with diverse, tailor-made, non-discriminatory and
socially-oriented schooling options, especially for
young children

- Providing short-term solutions (for children aged
3-5 years) with diminishing the long-term risk that
accompanies their neglect

Pharmacological therapy

- there is no specific TSA medication, it is used only
to control symptoms such as auto and heterogression,
obsessions, stereotypes, hyperactivity, attention deficit,
anxiety, depression

- correct assessment of symptoms (especially for
institutionalized children), short time, reassessment of
the need to continue

Romanian Journal of Child and Adolescent Neurology and Psychiatry — Martie 2019 - vol. 25 - nr. 1 15



Viorel Lupu * Currents in Diagnosis and Therapy of Autism spectrum disorder

GENERAL STUDIES

-FDA-approved ~ medication for  behavioral
disorders: risperidone and aripiprazole
- selective serotonin reuptake inhibitors (sertraline,
fluoxetine), other atypical antipsychotics, neuroleptics,
timostabilizers, anxiolytics, ADHD-specific medication
Monitoring of pharmacological therapy
e ambulatory, community psychiatric services
o weight, height, BMI, waist circumference
(baseline / monthly)

e pulse, TA (baseline / monthly)

e Involuntary Involuntary Movement AIMS Scale
(baseline / monthly)

o Laboratory specimens: hemoleucogram, TS,
TSH, FT3/4, TGO/TGP, glycemia, lipid profile,
ex. urine summary, ex. toxicological (baseline /
3 months/ 1 year)
prolactin (baseline)

ECG (QT interval) (baseline / 1 year)
EEG (baseline / 1 year)
menstrual cycle (monthly)

Early intervention, a newly introduced concept,
refers to a service plan in which the child is pursued
from birth until reaching the age of about six years.
There is a general agreement on the purpose of the
intervention programs and their effectiveness: to
be adapted to the child's chronological age, level
of development, family needs, talents and specific
deficits. Improved assessment methods, the use of
appropriate screening tools, broad availability of
services, T'SA specialists,schools offering tailor-made

programs in less restrictive environments are also
needed.
Key element - parent involvement in the therapeutic
and educational process.
Characteristics of effective interventions:
- early specialized intervention;
- Implication of parents and carers;
- program focused on communication and
language;
- program that involves social interactions and
game skills;
- Access to academic curricula in a way that does
not depend on social or communication skills;
- a proper management of behavior-the acquisition
of positive and acceptable behaviors to obtain the
same result.

CONCLUSIONS

There is currently no treatment to heal autism,
therapies reduce symptomatology and improve the
quality of life.

Persons with TSA and their families have the
right to acces correct and complete information about
existing therapeutic services.

No treatment is effective for all children or for
treating all the traits of the disorder.

Programs - tailored to individual needs, flexible and
regularly reassessed to be improved.

Many programs have important limitations and
continue to evolve and change.
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Importanta factorilor cognitivi la cresterea riscului pentru a dezvolta
si mentine jocul patologic de noroc la adolescenti. Implicatii in terapie

The importance of cognitive factors in increasing the risk to develop and
maintain the pathological gambling in adolescents. Implications in therapy

Viorel Lupu !, Laura Nussbaum ?, Izabela Ramona Lupu *
REZUMAT

Jocul patologic de noroc este la ora actuald una dintre problemele cele mai serioase cu care sunt confruntati tinerii. Acesta este caracterizat printr-un dis-

control impulsiv asociat cu compulsivitate, manifestat prin recurgerea la comportamentul de joc care duce la dezadaptare in viata personald, familiald, sco-
lar si/sau profesionald. Studiile efectuate in ultimii ani pe plan mondial au indicat faptul ¢ aproximativ 10% dintre adolescenti prezinti probleme legate
de practicarea jocurilor de noroc, cum ar fi: minciuni in legiturd cu jocurile, afectarea relatiilor sociale, preocuparea excesivi cu imposibilitatea de a se detasa
de acestea si de a se opri din practicarea lor, imprumuturile repetate si/sau furtul de bani pentru a putea continua jocul, absenteism scolar din cauza jocu-
rilor. Exista jocuri care prezintd un risc crescut, cum ar fi: pariurile sportive, jocurile de cirti (de exemplu black-jack, poker), precum si utilizarea masinilor
electronice de joc care le creeazi tinerilor jucitori iluzia controlului si a stipanirii jocului ceea ce duce la implicarea exageratd in joc. Credintele i atitudinile
pe care le au tinerii in legiturd cu jocul sunt importante pentru intelegerea mecanismelor implicate in ceea ce priveste jocul persistent. Existd 2 tipuri de
control: a) iluzia controlului; b) controlul intern al “locusului of control”. Bazindu-se pe clasificarea gindurilor irationale propusi de citre Ladouceur si
colab. (2004) au fost gisite mai mult de 70% ganduri irationale in timpul jocului. Printre acestea, se noteazi unele superstitii sau unele ritualuri care erau
considerate de jucitori ¢ ar putea creste sansele de castig, cum ar fi frecarea maginii sau suflarea pe manetd (des), atribuirea gresitd a unei relatii de “cauzi-
efect”intre doud evenimente care survin din intimplare, iluzia controlului (supraestimarea gradului de contingenti intre actiuni si rezultate), minimalizarea
hazardului, certitudinea cistigului de bani fird a se tine seama de pierderi, certitudinea ¢ prin continuarea jocului s-ar creste sansele de castig.

In concluze, factorii cognitivi contribuie esential la cresterea riscului pentru a dezvolta si mentine jocul patologic de noroc la adolescenti, fapt care are
implicatii majore in terapie.

Cuvinte cheie: joc patologic, adolescenti, cognitii, terapie

SUMMARY

Pathological gambling is currently one of the most serious problem young people are facing. It is characterized by an impulsive discontinuation associ-
ated with compulsiveness, manifested by the use of gambling behavior that leads to disfavor in personal, family, school and / or professional life. Studies
conducted in recent years around the world have indicated that about 10% of adolescents have gambling problems such as gambling related lies, social
relationships, excessive concern and lack of detachment in stop practicing them, repeated loans and / or theft of money to be able to continue playing,
school absenteism due to games. There are high-risk games such as sports betting, card games (eg black-jack, poker) as well as the use of electronic gaming
machines that creates the young players the illusion of controlling and mastering the game, which leads to exaggerated involvement in the game. Young
people’s beliefs and attitudes about the game are important to understanding the mechanisms involved in persistent play. There are 2 types of control: a)
the illusion of control; b) internal control of the "locus of control". Based on the classification of irrational thoughts proposed by Ladouceur et al. (2004)
more than 70% of irrational thoughts were found during the game. Among these, there are some superstitions or some rituals that were considered by the
players to increase their chances of winning, such as rubbing the car or blowing the lever, wrongly attributing a cause-and-effect relationship between two
events, the illusion of control (overestimation of the degree of contingency between actions and outcomes, the minimization of the hazard, the certainty of
earning money without taking into account losses, the certainty that the continuation of the game would increase the chances of winning,

In conclusion, cognitive factors contribute substantially to increasing the risk of developing and maintaining pathological gambling in adolescents, which
has major implications in therapy.

Key words: pathological gambling, adolescents, cognitions, therapy
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STUDII CLINICE

Jocul patologic de noroc este la ora actuald una
dintre problemele cele mai serioase cu care sunt con-
fruntati tinerii. Acesta este caracterizat printr-un dis-
control impulsiv asociat cu compulsivitate, manifestat
prin recurgerea la comportamentul de joc care duce
la dezadaptare in viata personald, familial, scolara si/
sau profesionald.

Debutul acestei afectiuni este in adolescent.
Dependenta circumscrie modificiri comportamen-
tale cum ar fi nevoia de crestere a mizei jocului de
noroc pentru satisfacerea ciutirii de senzatii, rezis-
tentd asociatd cu iritabilitate si anxietate, preocupare
fatd de joc si sustragerea fatd de probleme prin jocul
de noroc [1,2].

Copiii si adolescentii reprezinti segmentul de
populatie cu cel mai mare risc de a dezvolta tulbu-
rarea de control al impulsului. Aceasta poate avea
consecinte devastatoare pentru cei in cauzd datoritd
cresterii disponibilitatii, accesibilitatii si diversititii
jocurilor de noroc in societatea actuald. Jocul pato-
logic de noroc este la ora actuald una dintre proble-
mele cele mai serioase cu care sunt confruntati copiii
si adolescentii.

Este evident faptul ci adolescentii si copiii joaci
tot mai mult si datorita disponibilitatii, accesibilitatii
si diversititii jocurilor in ambient. Studiile efectua-
te in ultimii ani pe plan mondial au indicat faptul ci
aproximativ 10% dintre adolescenti prezinti proble-
me legate de practicarea jocurilor de noroc, cum ar
fi: minciuni in legituri cu jocurile, afectarea relatiilor
sociale, preocuparea excesivd cu imposibilitatea de a
se detasa de acestea si de a se opri din practicarea lor,
imprumuturile repetate si/sau furtul de bani pentru
a putea continua jocul, absenteism scolar din cauza
jocurilor [3].

Jocul patologic este definit in DSM-IV(APA,
1994) si in DSM-IV-TR (APA, 2000), ca o ,prac-
ticare inadaptatd, persistentd si repetatd a jocului,
satisficand cel putin 5 manifestiri din cele 10 pro-
puse ca si criterii de includere, cu conditia ca aces-
tea si nu apard in cadrul unui episod maniacal [4].
In DSM 5 (2013) jocul patologic de noroc a fost
introdus ca singurd tulburare in categoria ,tulburi-
rilor adictive si legate de consumul de substante”,
subcategoria ,tulburare fird substantd’, 4 criterii
intrunite din 9 fiind suficiente pentru diagnostic [5].
S-a renuntat la itemul: ,comiterea de fapte ilegale
pentru continuarea jocului”.

Consecintele sociale pot fi la fel de severe ca si in
cazul toxicomaniilor (alcool sau heroini):

o Exmatricularea

e Pierderea familiei sau a relatiilor cu prietenii si

colegii

e Dificultitile financiare

Numeroase studii au ajuns la concluzia ci expu-
nerea precoce, in copildrie si adolescenti la jocurile de
noroc, reprezinti un factor de risc major pentru jocul
de noroc patologic la virsta adulti (Burge si colab.,
2006).

Exista jocuri care prezinti un risc crescut, cum
ar fi: pariurile sportive, jocurile de cirti (de exemplu
black-jack, poker), precum si utilizarea masinilor elec-
tronice de joc care le creeazi tinerilor jucitori iluzia
controlului si a stipanirii jocului ceea ce duce la im-
plicarea exagerati in joc. Credintele si atitudinile pe
care le au tinerii in legiturd cu jocul sunt importante
pentru intelegerea mecanismelor implicate in ceea ce
priveste jocul persistent. Existd 2 tipuri de control:

a) iluzia controlului;

b) controlul intern al “locusului of control”.

Copiii si adolescentii cred ci indeménarea si
norocul au un rol important in castigul la jocurile de
noroc. Segmentele acestea de vérstd sunt de doud ori
mai vulnerabile pentru c¢i pe de o parte prezintd abi-
litati dezvoltate in utilizarea tehnologiei ce permite
accesul la toate tipurile de joc de noroc, iar pe de altd
parte pentru cd, fiind in dezvoltare, au o vulnerabi-
litate psihici. Avand in vedere aceste considerente
si faptul ci studiile de prevalentd prezinti o crestere
alarmanti a ratei jocului patologic de noroc in rindul
grupei de varstd 11-19 ani, se impun misuri de profi-
laxie primari [6].

Jucitorii dezvoltd o perceptie a controlului iluzoriu
in privinta jocului de noroc si pe bani, supraestimand
posibilititile de castig.

Factorii cognitivi care conduc la cresterea riscului
pentru a dezvolta joc patologic de noroc sunt:

- Perceptia eronati a indeménirii si a norocului
in joc;

- Tluzia controlului [7,8,9];

- Superstitiile si ritualurile — atribuirea gresitd a
relatiei cauzi-efect intre doud evenimente care survin
intamplitor [10,11,12];

- Legitura eronati dintre sedinte independente de joc.

Un exemplu relevant in acest sens il constituie
urmitorul caz:
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,George”in virstd de 24 de ani, student in ultimul
an la o facultate din Cluj-Napoca, avea probleme cu
pariurile si un comportament sexual de risc, ficind
cunostintd cu diferite persoane de sex feminin, pe
Internet, cu care apoi se intilnea, cheltuind sume
mari de bani. In acest context, isi neglija aproape
in totalitate obligatiile legate de facultate, in ciuda
faptului cd avea un potential cognitiv foarte bun.
A riispuns afirmativ la 16 din cele 20 de intrebiri ale
jucitorilor anonimi din S.UA. si satisficea si crite-
riille DSM-IV-TR si ICD-10 pentru jocul patologic
de noroc. La el, apirea foarte evident ideea controlu-
lui iluzoriu asupra jocului, in sensul ci, desi era foar-
te inteligent, el nu ficea distinctia intre “sedintele
de pariuri”. Astfel, la un moment dat, a pariat pe o
sumi foarte mare: 10.000 RON, pentru 14 rezultate
sportive,dintre careis-au potrivit 13. Ultimul rezultat
pe care-1 agtepta online, pe Internet, se referea la un
meci de baschet din N.B.A. El mizase pe o echipi,
care a condus scorul pand in ultimele secunde, dar
fusese egalatd de echipa adversd, urménd prelungiri.
Aceste prelungiri au fost castigate de echipa pe care
mizase el, dar in domeniul pariurilor sportive, acest
rezultat era consemnat ca fiind de egalitate, astfel cd
el a pierdut cistigul cel mare cu care, afirmativ, si-
ar fi putut pliti toate datoriile acumulate. In ciuda
acestel situatii, el era foarte incntat si sigur cd data
viitoare va cistiga "potul cel mare”, deoarece a fost
atdt de aproape.

In cadrul psihoterapiei cognitiv-comportamen-
tale, care s-a desfisurat pe parcursul a 12 sedinte,
am insistat foarte mult pe cognitiile irationale legate
de joc si mai ales pe iluzia posibilititii de corelare
a rezultatelor a 2 sedinte succesive de joc. De fapt,
cele 2 sedinte nu au nici o legituri si de fiecare datd
teoretic existd aceleasi sanse de cistig. In paralel, a
urmat si terapia cu Carbamazepin, tb. 200 mg., 3x1
tb/zi, 6 luni. De asemenea, am abordat si problema
comportamentului sexual de risc, discutind toate
implicatiile acestuia [1].

Un alt exemplu semnificativ I-am observat la un
alt caz care a pierdut in timp de 2 luni 60000 de Euro
si care considera cd pierderea s-ar fi datorat unei
broaste care ar fi sirit in fata lui in momentul intrérii
in localul de joc si care i-a anulat norocul.

Importanta si specificitatea tulburirilor cognitive
este un domeniu foarte actual de investigare.
Ladouceur si col. (1996) au fost primii care au studiat
gindurile disfunctionale ale jucitorilor prin metoda

,verbalizdrii”, in care jucitorul isi exprima cu voce tare
toate gandurile care ii treceau prin minte in cursul
jocului. Bazindu-se pe clasificarea gandurilor irati-
onale propusi de citre Ladouceur si colab. (2004),
mai multi autori, ca Walker (1992), Griffiths (1994),
Coventry si Norman (1998), Delfabbro si Winefield
(2000), au gisit mai mult de 70% géinduri irationale
[10,14,15,16].

Printre acestea, se noteazd unele superstitii sau
unele ritualuri care erau considerate de jucitori ci ar
putea creste sansele de céstig, cum ar fi frecarea ma-
sinii sau suflarea pe manetd (des), atribuirea gresiti
a unei relatii de “cauzi-efect” intre doud evenimente
care survin din intimplare [10,11,12,13], iluzia con-
trolului (supraestimarea gradului de contingent intre
actiuni si rezultate), [7,8,9], minimalizarea hazardu-
lui, certitudinea castigului de bani fird a se tine seama
de pierderi, certitudinea ci prin continuarea jocului
s-ar creste sansele de cstig.

Copiii si adolescentii cred ci indeménarea si noro-
cul joacd un rol in castigul la joc.

Am efectuat un studiu pe 1032 participanti, ju-
detele Cluj si Harghita, 65.57% de sex masculin si
34.43% de sex feminin selectati pe criteriul conveni-
entei. Participantii au avut varste cuprinse intre 11 si
19 ani [17].

Adolescentii au completat 20 GA-RA (Gamblers
Anonymous-Revised for Adolescents) si alte 20 de
intrebiri. Primele 20 de intrebiri din 20 GA-RA se
referd la comportamentul de joc de noroc si la conse-
cintele acestuia, iar celelalte 20 de intrebiri se referd
la varst, sex, descrierea familiei, veniturile pe familie,
scoala, clasa, rezultatele scolare, absenteismul, motivul
pentru care joacd jocuri de noroc, consumul de dro-
guri, jocurile de noroc favorite si frecventate, suma
maximi pariatd la o sedintd de joc de noroc [17].

Dintre toti participantii 72.96% joaci ocazio-
nal, fird a prezenta probleme. Diferenta pe sexe s-a
manifestat asa cum ne-am asteptat, sexul masculin
fiind mai implicat in jocul patologic (91.66% dintre
jucitorii patologici de noroc) mai mult decit sexul
feminin (8.33% dintre jucitorii patologici de noroc).

Studiul a ficut posibild impartirea esantionului in
3 grupe potrivit rezultatelor obtinute la 20 GA-RA
(Tabel I):

- Nivelul 1 - 0-1 puncte - non-jucitori/jucitori

ocazionali

- Nivelul 2 - 2-6 puncte - jucitori problemd de noroc

- Nivelul 3 - > 7 puncte — jucitori patologici de noroc
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Tabelul I. Categorii de jucitori de noroc

Masculin | Feminin | Total (%)
Nivelul 1 437 316 753 (72.96%)
Nivelul 2 | 200 43 243 (23.54%)
Nivelul3 |33 3 36 (3.48%)
Total 670 362 1032 (99.98%)

Nota. Nivelul 1 = Joc ocazional; Nivelul 2 = Joc problemd de noroc; Nivelu
3 = Joc patologic de noroc

Tabelul II. Sumarul rezultatelor studiului

Dimensiunea
analizati
Esantionul 1032 adolescenti
11-19 ani
Judetele Cluj, Harghita
65.57% sex masculin
34.43 % sex feminin
Jucitori 36
patologici de 3.48%
noroc 91.66% de sex masculin si 8.33 % de
sex feminin
Raportul pe sexe F:M 1:11
Jocurile 1. Pariuri sportive/Jocuri electronice
preferate -36.11%

2. Loto/Cazino online/Pariuri la
biliard - 25%

3. Ruleta/Black-Jack - 22.22%

4.Jocul de cirti pe bani - 16.66%

5.Jocul de zaruri pe bani - 11.11%

Suma maximi | 0.5-5 Euro-38.88%
jucati 5-10 Euro -13.88%
10-100 Euro -44.44%
100-1000 Euro-2.77%

Modul de }ndividual -22.22%
practicare a In grup - 72.22%
jocului de noroc | Si individual §i in grup - 5.55%

Rezultate Acceptabile - 69.44%

scolare Modeste - 30.55%

Absenteismul Prezenta fireascd - 61.11%
Multe absente - 38.88%

Veniturile Venituri modeste - 52.77%

familiei Venituri medii si peste medie -
47.22%

Perceptia Pot controla rezultatele jocului -

controlului in 50%

joc Sansa nu are nicio importanti in joc
-50%

Media varstei 14.94+2.30 ani

la care au jucat
prima dati

Dupi cum se vede, jumitate dintre adolescentii
chestionati in privinta perceptiei controlului in joc
afirmi ca pot controla rezultatele jocului si tot attia
cd ansa nu are nicio importanti in joc.

Intr-un alt studiu am analizat factorii de risc
pentru jocul patologic de noroc la adolescentii din
Romania, pe un lot de 231 de elevi de liceu si de
scoald profesionald, cu varste cuprinse intre 14-18 ani,
din judetele Cluj, Satu-Mare si Arges [18].

Designul cercetirii a fost reprezentat de un ches-
tionar anonim care a inclus factorii de risc: mediu
familial nefavorabil (abuz fizic, neglijare fizici si/
sau educationald), mobilitate sociald (resurse si/sau
relatii sociale), situatie familiali (numir de frati,
coeziune familiala: divort, conflictualitate, nivel de
educatie al pirintilor), traume fizice, psihice sau
accidente grave in familie, traume fizice, psihice sau
accidente grave suferite de subiect, factori afectivi
(ruperea recentd a unei relatii amoroase), precum si
,Cele 20 de intrebiri ale jucitorilor anonimi”, pen-
tru stabilirea diagnosticului. A fost operatd o modi-
ficare asupra cotdrii itemilor, prin includerea unor
categorii de diagnostic subclinic, mai informative
pentru frecventa si amploarea comportamentului
dezadaptativ de joc.

Cei mai semnificativi factori de risc pentru acest
tip de adictie, au fost: divortul /separarea parintilor,
o boali fizicd gravd a unui membru al familiei, dece-
sul unui membru al familiei, intreruperea unei relatii
afective, o boald psihicd gravi a unui membru al fami-
liei, prezenta in antecedente a unui accident grav. La
14% dintre jucitorii patologici, s-a constatat comor-
biditatea cu utilizarea de droguri ilegale. De aseme-
nea, s-a constatat ¢ abuzul sexual asupra puberilor
si adolescentilor pare a fi un factor important de risc
pentru jocul patologic. Existd doud portrete-robot ale
jucitorilor patologici adolescenti:

1) Adolescent de 15-16 ani provenit din mediu
familial si social nefavorabil, in care se confrunti cu
diversi stimuli stresogeni si traumatizanti, variind de
la neglijare pani la abuz fizic si sexual. In acest con-
text, putem interpreta dependenta de joc ca mecanism
de coping la stresul cronic;

2) Adolescent de 15-16 ani provenit din mediu
familial si social favorabil, cu un venit mediu spre
mai frecvent programul incircat al périntilor. In acest
caz, jocul de noroc pare a fi 0 manierd de a-si umple
timpul liber si de a atrage atentia asupra lor [19].
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Rezultatele au aritat ci 34% dintre subiecti nu
frecventeazi jocurile sau le frecventeazd ocazional-
nivel 1; 54% sunt jucitori problemi-nivel 2; iar 12%
sunt jucidtori patologici-nivel 3.

In cazul jocului-problemi-nivelul 2, cei mai
importanti factori de risc au fost: schimbarea
domiciliului (61%), prezenta in antecedentele unui
membru al familiei a unei boli psihice (60%), sau
fizice grave (59%), decesul unui membru al familiei
(57%), prezenta unei boli fizice grave (55%), situatia
de copil unic la parinti (50%).

Pentru jocul patologic-nivel 3, cei mai impor-
tanti factori de risc au fost: prezenta in antecedente a
unui accident grav, boala psihici sau somaticd a unui
membru al familiei, incheierea unei relatii afective,
respectiv decesul unui membru al familiei sau divortul
périntilor. Subiectii identificati ca jucitori patologici
erau in numir semnificativ mai mare (29%) intre cei
care au suferit un accident grav, fatd de cei care nu
au cunoscut un asemenea eveniment (10%), sau chiar
fatd de media esantionului (12%).

Abuzul sexual a fost de 3 ori mai frecvent la juci-
torii patologici decit la jucitorii problema si semnifi-
cativ mai frecvent decit la non-jucitori .

In ceea ce priveste comorbiditatea cu alte tipuri de
dependentd, cea mai importanti a fost corelatia dintre
jocul patologic si utilizarea de substante ilegale: 3%
dintre non-jucitori au declarat ci au folosit cel putin
o dati astfel de substante fatd de 14% in cazul jucito-
rilor patologici, date ce au confirmat tendinta descrisd
in literaturd [20,21].

Cele mai importante consecinte identificate ale
frecventirii jocurilor de noroc au implicat deteriora-
rea relatiei cu parintii. Intr-o proportie semnificativ
mai mare, jucitorii patologici aveau certuri frecvente
cu pdrintii din cauza jocului de noroc, jocul fiindu-le
interzis de citre acestia.

Pentru a realiza un studiu de prevalentd nationald
am realizat un esantion reprezentativ pentru popula-
tia tintd — populatia scolari cu varste cuprinse intre 11
si 19 ani cdrora li s-au aplicat chestionare ( N=2006),
48.3% au fost de sex masculin si 51.7% de sex femi-
nin, iar 21.2% au provenit din mediul rural.Varsta
medie a participantilor la studiu a fost de 15.04 ani cu
o abatere standard de 2.33 ani.

PERCEPTIA JOCURILOR DENOROC

79% dintre jucitorii aflati la nivelul jocului pro-
blemi sau patologic de noroc consideri ci in ultimele

12 luni au jucat jocuri de noroc mai mult decat si-au
propus.

La intrebarea ,Consideri ci hazardul sau ci tu in-
fluentezi in mai mare mésurd rezultatul jocului de no-
roc?” 3.8% (76) dintre respondenti au considerat ci de
cele mai multe ori ei sunt cei care determind rezultatul
jocului de noroc. Aceasta este, de fapt, una dintre cele
mai puternice cognitii irationale care determind con-
tinuarea jocului de noroc in mod patologic chiar daci
pierde sau cistigd si motivul pentru care se intoarce
cel mai adesea pentru a recupera suma pierduti.

Dintre jucitorii aflati la risc 55.0% consideri ci ei
controleazi rezultatul jocului de noroc. Acest procent
devine ingrijoritor mai ales dacd aceastd cognitie
rimine nemodificata.

Se recomandi psihoterapia cognitiv-comporta-
mentald a jocului patologic, prin asocierea unei terapii
individuale si de grup. Un aspect important al terapiei
este reprezentat de corectia credintelor eronate pri-
vind posibilitatea de control al jocului;

Interventia se bazeazd pe corectarea conceptiei
gresite a subiectilor in ceea ce priveste intdmplarea.

Aceasti terapie are patru componente:

1. Intelegerea conceptului de intamplare.

Subliniind faptul ci fiecare rundi este indepen-
denti si cd nu exista strategii de control al rezultatului,
fiind imposibil de controlat jocul.

2. ingelegerea credintelor irationale pe care le
are jucitorul.

Se explici cum iluzia controlului contribuie la
mentinerea obiceiurilor relationate cu jocul de noroc
si corecteazi credintele irationale pe care le are juci-
torul.

3. Constientizarea perceptiilor eronate.

Jucitorul este informat de faptul ci in timpul
jocului predomina perceptiile eronate si este explicatd
distinctia dintre verbalizirile adecvate si inadecvate.

4. Corectia cognitivi a perceptiilor gresite.

Terapeutul corecteazd verbalizirile inadecvate si
credintele irationale.

Jucitorii incearcd sd controleze si s prezicd rezul-
tatele jocurilor care sunt, din punct de vedere obiectiv,
incontrolabile. Tluzia controlului ii motiveazi si ela-
boreze strategii sd cistige mai multi bani.

Autorii canadieni cu mare experienti in acest do-
meniu, recomandd psihoterapia cognitiv-comporta-
mentald a jocului patologic, prin asocierea unei terapii
individuale si de grup [22]. Conform autorilor citati,
terapia cuprinde 5 etape:
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1) informarea asupra jocului;

2) corectia credintelor eronate privind posibilita-
tea de control al joculu;

3) “training-ul” pentru solutionarea problemei cu
privire la joc;

4) "training-ul” competentelor sociale;

5) prevenirea recidivelor.

1. Informare asupra jocului

Aceasti fazd initiald vizeazd informarea jucitorului
despre ceea ce inseamni un joc de sansd si pe bani.
Acest lucru poate pirea surprinzitor pentru majori-
tatea clinicienilor, dar cei mai multi jucitori cunosc
relativ putine lucruri despre substratul acestor jocuri.
Trebuie indicat faptul ¢ hazardul este singurul lucru
care guverneazd jocul, ci diferitele ture sunt total
indepedente, ci nu existd nici o strategie care si-1
favorizeze pe jucitor pe termen lung, ci jocul poate
declansa perceptii iluzorii asupra controlului, si cd
jocul este perceput intotdeauna pentru beneficiul
cazinoului (stabilimentului).

In aceasti fazi, psihoterapeutul isi va nota concep-
tiile eronate ale jucitorului.

2. Corectia conceptiilor eronate

Subiectul va fi invitat si utilizeze metoda gandi-
rii cu voce tare, care constd in a spune cu voce tare
tot ceea ce-si spune in sinea lui [23]. In continuare,
clinicianul isi insoteste clientul la o sedintd de joc si
i inregistreazd verbalizdrile. Dacd experienta in vivo
nu este posibild, se poate utiliza imageria dirijatd,
asa cum se procedeazd in desensibilizirile sistemati-
ce. Psihoterapeutul ii atrage atentia pacientului asu-
pra convingerilor sale gresite, asupra predominantei
verbalizdrilor inadecvate legate de joc. Pacientul va
trebui sa identifice cel putin 80% din verbalizirile

Pathological gambling is currently one of the
problems most serious young people are facing. It
is characterized by an impulsive discontinuation
associated with compulsiveness, manifested by the
use of gambling behavior that leads to disfavor in
personal, family, school and / or professional life.

The onset of this condition is in adolescence.
Dependence

circumscribes  behavioral —changes
such as the need to increase gambling to satisfy

inadecvate. Apoi, urmeazi corectia si restructurarea
cognitivd uzuali [24].

3. Antrenamentul pentru solutionarea proble-
mei jocului patologic

Reprezinti o fazd extrem de importanti care com-
portd Setape:

a) orientarea generald asupra jocului;

b) definirea si formularea problemei;

¢) enumerarea solutiilor potentiale;

d) aplicarea unei solutii;

e) verificarea eficacititii.

Pacientul este invitat si-si aplice acest demers
cind este in situatii delicate (D"Zurilla, 1986).

4. Antrenarea competentelor sociale

Jucitorul invati sub forma jocului de roluri, si re-
fuze cererile care-i sunt adresate, si faci unele comen-
tarii negative si defavorabile la adresa egalilor sii si
sd-si dezvolte o retea sociald convenabild.

5. Prevenirea reciaderilor

Majoritatea terapeutilor sustin ci faza cea mai im-
portantd in tot acest demers este etapa de mentinere a
abstinentei si de luptd contra problemelor de depen-
dent psihici fatd de joc.

Adolescentul este informat asupra posibilititii
reciderii la practicarea excesivi a jocului, dupd o anu-
mitd perioadi de timp. Terapeutul trebuie si-1 invete
pe jucitor si recunoasci situatiile de risc, si-1 incura-
jeze, spunandu-i ci o recddere nu reprezinti o greseald
ireparabild, ci cd reprezinti o dificultate surmontabil.

In concluzie, factorii cognitivi contribuie esential
la cresterea riscului pentru a dezvolta si mentine jo-
cul patologic de noroc la adolescenti, fapt care are
implicatii majore in terapie.

sensation, resistance associated with irritability and
anxiety, preoccupation with gambling and gambling
problems [1,2].

Children and adolescents represent the segment
of the population most at risk of developing
impulse control disorder. This can have devastating
consequences for those concerned due to the increasing
availability, accessibility and diversity of gambling in

the current society. Pathological gambling is currently
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one of the most serious problems faced by children
and adolescents.

It is obvious that adolescents and children
are increasingly playing due to the availability,
affordability and variety of games in the environment.
Studies conducted in recent years around the world
have indicated that about 10% of adolescents have
gambling problems such as gambling related lies,
social relationships, excessive concern and the lack
of detachment to stop their practice, repeated loans
and / or theft of money to be able to continue playing,
school absenteeism due to games [3].

Pathological gambling is defined in DSM-IV
(APA, 1994) and DSM-IV-TR (APA, 2000) as an
"inadvertent, persistent and repetitive practice of the
game, satisfying at least 5 of the 10 proposed criteria
inclusion, provided they do not appear in a manic
episode [4]. In DSM 5 (2013), pathological gambling
was introduced as a single disorder in the category of
"addictive and substance-related disorders," the sub-
category "substance-free disorder" [5].

4 criteria of 9 are sufficient for diagnosis. The item
was dropped: "committing illegal acts to continue the
game".

The social consequences can be as severe as in the
case of drug addictions (alcohol or heroin):

o Expulsion

o Loss of family or relationships with friends and

colleagues

e Financial difficulties

Numerous studies have concluded that early
exposure in childhood and adolescence to gambling
is a major risk factor for pathological gambling in
adulthood (Burge et al., 2006).

There are high-risk games such as sports betting,
card games (eg black-jack, poker) as well as the use
of electronic gaming machines that creates the young
players the illusion of controlling and mastering
the game, which leads to exaggerated involvement
in the game. Young people's beliefs and attitudes
about the game are important to understanding the
mechanisms involved in persistent play. There are 2
types of control:

a) the illusion of control;

b) internal control of the "locus of control".

Children and adolescents believe that skill and luck
play an important role in winning the game. These age
segments are twice as vulnerable because they have
developed skills in the use of technology that allows

access to all types of gambling, and on the other hand
because they are developing, they have a psychological
vulnerability. In view of these considerations and the
fact that prevalence studies show an alarming increase
in the rate of gamble between 11-19 years of age,
primary prevention measures are needed [6].

Gamblers develop a perception of illusory control
over gambling and money, overestimating the win
possibilities.

Cognitive factors that lead to increased risk for
developing pathological gambling are:

- The eronate perception of skill and luck in the
game;

- Control illusion [7,8,9];

- Superstitions and rituals - the wrong assignment
of the cause-effect relationship between two events
occurring at random [10,11,12,13];

-The wrong pitch between independent games.

A relevant example is the following:

George, 24, a student in the last year at a college in
Cluj-Napoca, had problems with betting and sexually-
dangerous behavior, becoming acquainted with
different females on the Internet, with whom he then
met, spending big amounts of money. In this context,
he almost neglected his college obligations despite
the fact that he had a very good cognitive potential.
He answered affirmatively 16 of the 20 questions
of the Gamblers Anonymous . and also met the
DSM-IV-TR and ICD-10 criteria for pathological
gamble. To him, the idea of illusory control of the
game was obvious, in the sense that, although he
was very intelligent, he did not distinguish between
"betting sessions". Thus, at a certain moment, he bet
on a very large sum: 10,000 RON for 14 sporting
results, of which he was 13. The last result he was
expecting online on the Internet meant a match NBA
basketball. He had a team that led the score to the last
few seconds, but had been equalized by the opposing
team, following extensions. These extensions were
won by the team he was betting, but in the field of
sports betting, this result was recorded as being equal,
so he lost the big win with which, of course, he could
have paid all his accumulated debts. Despite these
situations, he was very excited and sure that next time
he would win the "big pot" because he was so close.

In the cognitive-behavioral psychotherapy that
took place over 12 sessions, we insisted greatly on
irrational gambling cognitions and especially the
illusion of the possibility of correlating the results of
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two successive games. In fact, the two sessions have no
connection and every time theoretically there is the
same chance of winning. In parallel, Carbamazepine
therapy also followed. 200 mg, 3x1 tb / day, 6 months.
We also approached the issue of sexual risk behavior,
discussing all its implications [1].

Another significant example we noticed is another
case that lost within 2 months 60000 Euro and which
considers that the loss would be due to a frog that
would have jumped in front of him when entering the
playground and which canceled his luck.

The importance and specificity of cognitive
disorders is a very current field of investigation.
Ladouceur et al. (1996) were the first to study the
dysfunctional thoughts of players by the "verbalizing"
method, in which the player expresses out loud all
the thoughts that went through his mind during the
game. Considering the classification of irrational
thoughts proposed by Ladouceur et al. (2004),
several authors, such as Walker (1992), Griffiths
(1994), Coventry and Norman (1998), Delfabbro and
Winefield (2000), found more than 70% irrational
thoughts [10,14,15,16].

Among these, there are some superstitions or some
rituals that were considered by the players to increase
their chances of winning, such as rubbing the car or
blowing the lever, wrongly attributing a cause-and-
effect relationship between two events [10,11,12,13],
the illusion of control (overestimation of the degree of
contingency between actions and outcomes) [7,8,9],
the minimization of the hazard, the certainty of
earning money without taking into account losses,
the certainty that the continuation of the game would
increase the chances of winning.

Children and adolescents believe that skill and
luck play a role in winning the game.

We conducted a study on 1032 participants, Clu;
and Harghita counties, 65.57% male and 34.43%
female selected by convenience criterion. The
participants were ages 11 to 19 [17].

Adolescents completed 20 GA-RAs (Gamblers
Anonymous-Revised for Adolescents) and 20 other
questions. The first 20 questions in GA-RA refer to
gambling behavior and its consequences, and the other
20 questions relate to age, gender, family description,
family income, school, class, school results, absenteism,
the reason why they were playing, drug use, favorite
and frequented gambling, the maximum amount bet
on a gambling session [17].

Of all participants 72.96% plays occasionally
without any problems. The gender gap was as expected,
with male sex being more involved in pathological
play (91.66% of the pathological gamblers) more than
female sex (8.33% of the pathological gamblers).

The study made it possible to divide the sample
into 3 groups according to the results obtained at 20
GA-RA (Table I):

- Level 1 - 0-1 points - non-occasional players /

players

- Level 2 - 2-6 points - gamblers gamble

- Level 3 - > 7 points - Pathological gamblers

Table I. Gambling categories

Male Female Total (%)
Level 1 | 437 316 753 (72.96%)
Level2 | 200 43 243 (23.54%)
Level 3 |33 3 36 (3.48%)
Total 670 362 1032 (99.98%)

Note. Level 1 = non-occasional players; Level 2 =problem gambling;
Level = pathological gambling

Table I1. Summary of study results

Dimension ana-

lyzed

Sample 1032 11-19 ani
adolescents 65.57% male
11-19 years 34.43 % female
The counties of

Cluj, Harghita

Pathological 36

gamblers 3.48%

91.66% male si 8.33 % female
Gender report F:M 1:11

Favorite Games

1. Sports Betting / Electronic
Games - 36.11%

2. Loto / Online Casino / Pool Bets
- 25%

3. Roulette / Black-Jack - 22.22%
4. Moneybooking - 16.66%

5. Dice money game - 11.11%

Maximum
amount played

0.5-5 Euro-38.88%
5-10 Euro -13.88%
10-100 Euro -44.44%
100-1000 Euro-2.77%

The Way to play

Individual Gambling Mode- 22.22%
in groups - 72.22%

Both individually and in groups -
5.55%

24 Romanian Journal of Child and Adolescent Neurology and Psychiatry — March 2019 - vol. 25 - nr. 1




CLINICAL STUDIES

The importance of cognitive factors in increasing the risk...* Viorel Lupu

School results Acceptable - 69.44%

Modeste - 30.55%

Natural presence - 61.11%
Many absences - 38.88%

Moderate - 52.77%
Average and above average - 47.22%

Absenteism

Family Income

Perception of I can control the game's results -
control in the 50%

game
Chance does not matter at play
-50%

The average age | 14.94 £ 2.30 years

at which they

played for the

first time was

As we can see, half of the questioned adolescents
about the perception of control in the game say they
can control the results of the game, and so much so
that the chance has no importance in the game.

In another study we analyzed the risk factors for
gamble play in adolescents in Romania, on a group of
231 high school and vocational school students aged
14-18, from the counties of Cluj, Satu-Mare and
Arges [18].

The research design was represented by an
anonymous questionnaire which included the risk
factors: unfavorable family environment (physical
abuse, physical and / or educational neglect), social
mobility (resources and / or social relationships),
family situation (number of brothers, cohesion family,
divorce, conflict, parental education level), physical
or psychological traumas, or serious family injuries,
physical or psychological trauma or serious injuries
suffered by the subject, affective factors (the recent
rupture of an amorous relationship), and "The 20
questions of Gamblers Anonymous "to establish the
diagnosis. A change has been made on item ranking
by including subclinical diagnostic categories more
informative of the frequency and magnitude of
gambling disorder.

The most significant risk factors for this type
of addiction were: divorce / separation of parents,
serious physical illness of a family member, death
of a family member, discontinuation of an affective
relationship, a serious mental illness of a family
member, the presence of a serious accident in the past.
In 14% of the pathologists, co-morbidity with the use
of illegal drugs was found. Sexual abuse of puberty

and adolescence has also been found to be a major

risk factor for pathological play. There are two robot
portraits of adolescent pathological players:

1) A 15-16 year old teenager from a family and
socially unfavorable environment where he faces
various stressors and traumas, ranging from neglect
to physical and sexual abuse. In this context, we can
interpret the addiction to play as a mechanism for
coping with chronic stress;

2) 15-16 year old teenager from a family and a
tavorable social environment, with an average income,
where the reason for adolescent neglect is the parents'
most frequent program. In this case, gambling seems
to be a way of to fill their free time and to attract their
attention [19].

The results showed that 34% of the subjects do
not attend games or occasionally attend them-level 1;
54% are problem-level 2 players; and 12% are third-
level pathologists.

In the case of the problem game - Level 2, the
most important risk factors were: home change (61%),
the presence in a family member's history of a mental
illness (60%), or severe physical (59%), death a family
member (57%), the presence of a severe physical
illness (55%), the single parent situation (50%).

For the level 3 pathological gambling, the most
important risk factors were: the history of a serious
accident, the psychological or somaticillness of a family
member, the termination of an affective relationship,
the death of a family member or the divorce of the
parents. Subjects identified as pathological players
were significantly higher (29%) among those who
suffered a serious accident than those who did not
experience such an event (10%), or even the sample
group (12%).

Sexual abuse was 3 times more frequent in
pathological players than in problem gamblers and
significantly more frequently than non-players.

Concerning co-morbidity with other types of
addiction, the most important was the correlation
between pathological play and the use of illegal
substances: 3% of non-players said they had used
such substances at least once versus 14% in the
case [20,21].

The most important identified consequences
of gambling involve the deterioration of the
relationship with parents. In a significantly higher
proportion, the pathologists had frequent quarrels
with their parents about gambling, and the game
was forbidden by them.
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In order to carry out a national prevalence study,
we conducted a representative sample for the target
population of the school population aged between 11
and 19 who were questioned (N = 2006), 48.3% were
male and 51.7% female and 21.2% came from rural
areas. The mean age of the study participants was
15.04 years with a standard deviation of 2.33years.

THE PERCEPTION OF GAMBLING

79% of gamblers or gamblers consider that they
have gambled more than they have expected to in the
last 12 months.

To the question "Do you consider the risk that you
are more influencing the outcome of the game?" 3.8%
(76) of the respondents considered that they are often
the ones who determine the outcome of the game
of chance. This is, in fact, one of the most powerful
irrational cognitions that causes pathological gambler
to continue, even if he loses or wins, and the reason
why he/she often returns to recover the lost amount.

Of those at risk, 55.0% believe they control the
outcome of the game of chance. This percentage
becomes worrying, especially if this cognition remains
unchanged.

Cognitive-behavioral psychotherapy of
pathological play is recommended by associating
individual and group therapy. An important aspect of
therapy is represented by correcting erronated beliefs
about the possibility of game control

The intervention is based on correcting the
misconceptions of the subjects as to the event.

This therapy has four components:

1. Understanding the concept of chance.

Pointing out that each round is independent
and does not exist strategies to control the outcome,
making it impossible to control the game.

2. Understanding the irrational beliefs of the
player.

It explains how the illusion of control contributes
to the maintenance of habits related to gambling and
correcting irrational beliefs the player has.

3. Awareness of erroneous perceptions.

The player is informed that the game is
predominant erroneous perceptions, and the
distinction between verbalizations is explained
appropriate and inappropriate.

4. Cognitive correction of wrong perceptions.

Therapist corrects inappropriate verbs and beliefs
irrational, players try to control and predict the results

games that are objectively uncontrollable. illusion
control motivates them to develop strategies to gain
more money.

The Canadian authors with great experience
in this field, recommend cognitive-behavioral
psychotherapy of pathological play by associating a
therapy individual and group [22]. According to the
cited authors, the therapy comprises 5 stages:

1) informing about the game;

2) correction of erronate beliefs about the
possibility of control of game;

3) "training" to solve the game issue;

4) "training" of social skills;

5) prevention of relapses.

1. Information on the game

This initial phase aims at informing the player
about which means a game of chance and money.
This may seem surprising to most clinicians, but
most players know relatively little about the substrate
of these games.

It must be pointed out that hazard is the only
thing that governs the game, that the different laps
are totally independent, there is no strategy to favor
the player in the long run, that the game can trigger
illusory perceptions of control, and that the game
is always perceived for the benefit of the casino
(Establishment).

At this stage, the psychotherapist will write down
the misconceptions of the player.

2. Correction of misconceptions

The subject will be invited to use the voice thinking
method, which is to say out loud everything he says
to himself [23]. Next, the clinician accompanies the
client at a game session and records his words.

If in vivo experience is not possible, it can be used
Directed imagery, as is the case with desensitization
systematic. The psychotherapist shows (points out)
the patient his misconceptions, the predominance of
inappropriate verbalisation. The patient will need to
identify at least 80% of inappropriate verbalisation. Then
follow the correction and cognitive restructuring [24].

3.Training to solve the game problem pathologic
It is an extremely important phase that involves 5
steps:

a) general orientation on the game;

b) definition and formulation of the problem;

¢) enumeration of potential solutions;
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d) applying a solution;

e) verification of efficacy.

The patient is taught to apply this approach when
he is in delicate situations (D'Zurilla, 1986).

4. Social skills training

The player learns the role-playing, refusing to
make some negative comments unfavorable to its
peers and to develop a convenient social network
convenient.

5. Prevent relapse

Most therapists claim that the most important
phase in all this is the stage of maintaining abstinence
and fighting against the problems of psychological
addiction to the game.

In conclusion, cognitive factors contribute
substantially increasing the risk of maintaining
pathological gambling adolescents, which has major
implications in therapy.
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The impact of emotional intelligence and distress in legal medicine
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REZUMAT

Prezenta lucrare are ca scop problematica empatiei si distresului emotional in Medicina Legald. Studiul a fost efectuat pe un lot de 30 de persoane cu

virste cuprinse intre 36 si 60 ani, avind o vechime in munci intre 10 si 40 ani, experti medico-legali. Pentru culegerea datelor s-au folosit chestionarele
Profile of Affective Distress (PDA) si Scala Inteligentei Emotionale (SEI). Rezultatele obtinute arati ¢i nu existd diferente semnificative intre loturi,
privind vechimea in munci, atit pentru scala de distres emotional cit si pentru scala empatie.

Cuvinte cheie: distres, inteligenti emotionala, medicind legald, empatie

SUMMARY

This paper aims at the issue of empathy and emotional distress in Forensic Medicine. The study was conducted on a group of 30 people aged between
36 and 60, with a work experience between 10 and 40 years, forensic experts. For data collection, the Profile of Affective Distress (PDA) and Emotional
Intelligence (SEI) questionnaires were used. The results show that there are significant differences between the groups regarding the length of service, for
the emotional distress scale as well as for the empathy scale. The results showed that both women and men are equally emphatetic, with no differences it

comes to regulating the emotions of others and emotions evaluation.
Keywords: distress, emotional intelligence, Forensic Medicine, empathy

INTRODUCERE

Clinica si patologia medico-legald sunt cele doud
discipline medicale de varf in care medicii primesc
adesea informatii agonizante si traumatizante din
punct de vedere psihologic, informatii de primi mana,
sub forma unor rezultate istorice, de examinare si
investigatie. Acestia nu primesc informatiile intr-un
mod ad-hoc (cum se intampli in cazul medicilor de-
partamentului de urgentd), ci intr-un mod continuu
in fiecare zi, pe toatd perioada activi din cariera lor.

Implicatiile acestora pe termen scurt, cit si pe
termen lung, asupra sindtitii psihologice a medicu-
lui, precum si a mecanismelor de apirare din modul
de gandire al doctorului si a implicatiilor asupra
personalititii si comportamentului medicului, au fost
foarte slab cercetate.

In cazulin care medicul nu isi foloseste intelepciunea
si experienta dobénditi de-a lungul anilor pentru a face

fati distresului, el poate fi coplesit de situatie iar opinia
lui devine subiectivi, partinitoare.

Labilitatea emotionald a unui medic il poate con-
duce pe acesta pe unele cii neprofesionale.

MATERIAL SIMETODE

Studiul a fost efectuat pe un lot de 30 de persoane
cu vérste cuprinse intre 36 si 60 ani, avind o vechime
in munci intre 10 si 40 ani, experti medico-legali ce
profeseazi pe teritoriul Romaniei, respectiv Bucuresti,
Craiova, Cluj si Targu Mures. Media de virsti a lotu-
lui de subiecti este de 48 ani, dintre acestia un numir
de 12 este reprezentat de sexul feminin, restul de 18
subiecti fiind de sex masculin. Subiectii participanti la
acest studiu au fost rugati si completeze doud chest-
ionare Profile of Affective Distress (PDA) si Scala
Inteligentei Emotionale (SEI), semnénd in prealabil
un consimtimant de includere in studiu.
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Scala distresului afectiv este un instrument elaborat
in scopul evaludrii dimensiunii subiective a emotiilor
negative functionale, emotiilor negative disfunctionale
si emotiilor pozitive [2]. Scala inteligentei emotionale
cuprinde 4 subscale: evaluarea emotiilor (EvE); reglarea
emotiilor personale (REP); reglarea emotiilor celorlalti

(REC) si utilizarea emotiilor (UE) [3, 4].

REZULTATE

Din Figura 1 se observi ci intre cele doud vari-
abile existd o legitura slabd; doar un procent de 7,7
din emotiile pozitive au o influentd asupra reglarii
emotiilor personale.

R? Linear = 0.077

REP

TOTAL POZITIVE

Figura 1. Influenta emotiilor pozitive si reglarea emotiilor
personale

Din reprezentarea grafici de mai jos (Figura 2)
reiese cd intre cele doud variabile existi o legiturd
slabd, mai exact 4% din emotiile pozitive influenteazd
reglarea emotiilor celorlalti.

R? Linear = 0.040
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S04 el

204 o

TOTAL POZITIVE

Figura 2. Influenta emotiilor pozitive asupra reglirii
emotiilor celorlalti

Testind relatia emotii negative-reglarea emotiilor
personale putem observa ci existd o legiturd slabd,
doar 6,6% din emotiile negative isi pun amprenta pe
reglarea emotiilor personale (Figura 3).
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Figura 3. Influenta emotiilor negative si abilitatea de a regla
emotiile personale

Ca si in cazul de mai sus, s-a demonstrat ci
emotiile negative au doar o usoard influentd asupra
reglirii emotiilor celorlalti, exprimati printr-un pro-
cent de 1% (Figura 4).
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Figura 4. Influenta emotiilor negative asupra emotiilor
celorlalti

Pentru intervalul de vechime in muncd 10-20 ani
s-a obtinut un coeficient de corelatie egal cu 0.229,
ceea ce sugereazd cd intre variabile existd o corelatie
directi, moderat spre slabi (Tabel I).
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Tabel I Relatia dintre vechimea subiectilor si scorul general
al PDA. Vechime Grupe = 10-20 ani

Corelatii

SCORTOTAL VECHIME
PDA
SCORTOTAL PDA | Corelatiile Pearson 1 229
Sig. (2-tailed) 499
N 1 1
VECHIME Corelatiile Pearson 229 1
Sig. (2-tailed) 499
N 1 1

Valoarea Sig. corespunzitoare este egald cu 0.499 >
0.05, lucru ce evidentiazi cd s-a obtinut un coeficient
de corelatie nesemnificativ; intre cele doud existi o
corelatie nesemnificativi, altfel spus intre vechimea in
munci din intervalul 10-20 ani si scorul total PDA
existd o corelatie directd, moderat spre slaba.

Pentru intervalul de vechime in munci 20-30 ani,
s-a obtinut un coeficient de corelatie -0.429, ceea
ce indica faptul cd intre variabile existd o corelatie
inversd, moderat spre slabi (Tabel II).

Valoarea Sig. este de 0.461 > 0.05, ceea ce semnificd
un coeficient de corelatie nesemnificativ, intre cele
doud existd o corelatie nesemnificativi. Altfel spus,
intre vechimea in munci pentru intervalul 30-40 ani
si scorul total PDA existd o corelatie directd, moderat
spre puternici. In urma rezultatelor statistice, luind
in considerare cele trei intervale de vechime in munci
si scorul total PDA, putem afirma cd nu exista nicio
corelatie intre cele doud.

Coeficientul de corelatie obtinut este egal cu 0.080,
iar valoarea lui Sig. este egal cu 0.815 > 0.05, lucru ce
evidentiazi ci s-a obtinut un coeficient de corelatie
nesemnificativ; intre vechimea in munci pentru gru-

pa 10-20 ani si scorul IE existd o corelatie directd, dar
foarte slabi (Tabel IV).

Tabel IV. Relatia dintre vechimea subiectilor si scorul total
IE. Vechime Grupe = 10-20 ani

Corelatii
VECHIME | SCORTOTAL
Tabel I1. Relatia dintre vechimea subiectilor IE
. : —90- . VECHIME Corelatiile Pearson 1 .080
si scorul general al PDA. Vechime Grupe = 20-30 ani e, (2valed) o1
Corelatii N 11 11
SCORTOTAL VECHIME SCORTOTALIE Corelatiile Pearson .080 1
PDA Sig. (2-tailed) 815
SCORTOTALPDA | Corelatiile Pearson 1 429 Al u u
Sig. (2-tailed) .097
N 16 16
VECHIME Corelagiile Pearson ~429 1 In cazul de fati s-a obtinut un coeficient de corelatie
Sig. (2-tailed) .097 y y y
N 16 16 egal cu 0.687, valoarea lui Sig este 0.003 < 0.05, fapt

Valoarea Sig. este egald cu 0.097 < 0.05, lucru ce
aratd ci s-a obtinut un coeficient de corelatie nesem-
nificativ, intre cele doud existi o corelatie nesemni-
ficativi. In concluzie, intre vechimea in munci din
intervalul 20-30 ani si scorul total PDA existi o
corelatie inversa, moderat spre slaba.

In cazul grupului subiectilor cu vechimea in munci
de 30-40 ani, a rezultat un coeficient de corelatie egal
cu 0.749, ceea ce sugereazi ci Intre variabile existd o
corelatie directd, moderat spre puternici (Tabel III).

Tabel I11. Relatia dintre vechimea subiectilor
si scorul general al PDA. Vechime Grupe = 30-40 ani

Corelatii

SCORTOTAL | VECHIME
PDA
SCORTOTAL PDA | Corelatiile Pearson 1 749
Sig. (2-tailed) 461
N 3 3
VECHIME Corelatiile Pearson 749 1
Sig. (2-tailed) 461
N 3 3

ce aratd o legiturd semnificativd intre cele doud;
intre vechimea in munci pentru grupa 20-30 ani si
scorul total IE existd o corelatie directd si moderati

(Tabel V).

Tabel V. Relatia dintre vechimea subiectilor si scorul total
IE. Vechime Grupe = 20-30 ani

Corelatii
VECHIME | SCORTOTAL
1IE

VECHIME Corelatiile Pearson 1 687

Sig. (2-tailed) .003

N 16 16
SCORTOTALIE Corelatiile Pearson 687 1

Sig. (2-tailed) .003

N 16 16

** Corelatia este semnificativa la nivelul 0.01 (2-tailed)

Coeficientul de corelatie este de 0.984, valoarea
lui Sig. fiind de 0.114 > 0.05, aritind o legiturd ne-
semnificativd; intre vechimea in munci pentru grupa
30-40 ani si scorul total IE existd o corelatie directd,

puternici (Tabel VI).
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Tabel VI. Relatia dintre vechimea subiectilor si scorul total
IE. Vechime Grupe = 30-40 ani

Corelatii

VECHIME | SCORTOTAL
1IE

VECHIME Corelatiile Pearson 1 .984

Sig. (2-tailed) 114

N 3 3
SCORTOTALIE Corelatiile Pearson .984 1

Sig. (2-tailed) 114

N 3 3

In urma rezultatelor statistice, luand in considerare
cele trei intervale de vechime in munci si scorul total
IE, putem afirma ci rezultatul este unul neconcludent,
deoarece s-a obtinut un coeficient de corelatie semnifi-
cativ doar in intervalul 20-30 ani de vechime in munci.

In urma testului Levene observim ci nu exis-
td diferente semnificative privind reglarea emotiilor
celorlalti pentru cele doud genuri: masculin si feminin.

In concluzie, putem afirma c ambele genuri au acelasi
coeficient de empatie, intre ele neexistdnd diferente.

DISCUTII

Studiile arati cd sindromul burnout este prezent la
mai mult de jumitate din medici. Acest lucru afecteazi
eficienta profesionald si starea de bine a doctorului, ceea
ce determind dezvoltarea unor mecanisme disfunctionale
de apirare, cum ar fi distantarea de sarcinile profesionale
si atitudinea negativi fatd de munca sa.

In majoritatea studiilor experimentale, distre-
sul si sindromul burnout se coreleazi negativ cu
inteligenta emotionald, respectiv empatia, ceea ce

INTRODUCTION

The medical-forensic clinic and pathology are
the two cutting-edge medical disciplines where
doctors often receive informations that are agonizing
traumatic from a psychological point of view, first-
hand information, in the form of historical results, of
examination and investigation. They do not receive the
information in an ad-hoc manner (as the emergency
department physicians), but in a daily continuous way,
throughout their active career [1,2].

The short and long term implications on the
physician’s psychological health as well as the defence
mechanisms in the doctor’s way of thinking and the
implications on their personality and behaviour have

been very poorly researched [3-5].

denotd cd medicii legisti cu nivel inalt de burnout
sunt mai putin abili in aprecierea si exprimarea
constructivd a triirilor emotionale proprii si in
relationare cu altii; asta demonstreazi ineficientd
in gestionarea si utilizarea pozitivd a emotiilor in
solutionarea situatiilor problema.

Psihologii ce au incercat si facd o corelatie intre
distres-burnout au ajuns la concluzia ci dinte toti fac-
torii de distres (volumul de munci, timpul redus, co-
legii slab motivati), unul dintre cei mai severi factori
este reprezentat de lipsa de personal.

CONCLUZII

Analizind literatura de specialitate, cit si rezulta-
tele studiului actual, s-a ajuns la concluzia ci vechi-
mea in muncd nu are influentd asupra scorului total
PDA, respectiv distresul.

Aceleasi rezultate pentru primul si ultimul interval
de varstd s-au Inregistrat si in cazul influentei asu-
pra IE, respectiv empatiei, exceptie facind intervalul
20-30 ani vechime in muncd unde coeficientul de
corelatie este semnificativ, direct.

Din rezultatele studiului actual reiese ci vérsta
influenteaza in mod pozitiv inteligenta emotionald,
respectiv empatia si in mod negativ distresul.

Studiul actual poate furniza date folositoare pen-
tru unele lucriri experimentale viitoare. O perspectivd
de viitor poate reprezenta analizarea corelatiilor din-
tre multiplele variabile existente in lucrare.

MATERIAL AND METHODS

The study was conducted on a group of 30 people
aged between 36 and 60, having a work seniority
between 10 and 40 years, forensic experts working
on the territory of Romania, namely in Bucharest,
Craiova, Cluj and Targu Mures. The average age
of the group is 48 years, of which 12 subjects are
female, with the remaining 18 subjects being male.
Subjects participating in this study were asked to
complete two questionnaires: Profile of Affective
Distress (PDA) and Emotional Intelligence
(SEI), previously signing a consent to be included
in the study.

The scale of affective distress is a tool developed for
the purpose of assessing the subjective dimension of
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functional negative emotions, dysfunctional negative
emotions, and positive emotions [2]. The emotional
intelligence scale includes 4 subscales: emotion
assessment (EvE); personal emotion adjustment
(REP); the emotions regulation of others (REC) and
the emotions utilisation (EU) [3, 4].

RESULTS

Figure 1 shows that there is a weak link between
the two variables; only 7.7 percent of positive
emotions have an influence on the regulation of
personal emotions.

R? Linear = 0.07
35+
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204 o o o

TOTAL POZITIVE

Figure 1. Influence of positive emotions on the ability to
regulate personal emotions

From the graphical representation below (Figure
2) it appears that between the two variables, a weak
link exists, namely 4% of the positive emotions
influence the regulation of the emotions of the others.

F? Linear = 0.040
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Figure 2. Influence of positive emotions
on the emotions of others

By testing the relationship of negative emotions-
adjusting personal emotions we can observe that a weak
link exists, only 6.6% of negative emotions are affecting
the regulation of personal emotions (Figure 3).
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Figure 3. Influence of negative emotions on the ability to
regulate personal emotions

As in the case above, it has been demonstrated
that negative emotions have only a slight influence
regarding the regulation of the emotions of others,
expressed by a percentage of 1% (Figure 4).
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Figure 4. Influence of negative emotions
on the emotions of others

For the working seniority range of 10 to 20
years, a correlation coefficient equal to 0.229 was
obtained, which suggests that there is a direct
correlation between variables, moderately to poor
(Table I).

The Sig. corresponding value is equal to 0.499>
0.05, which indicates that an insignificant correlation
coefficient was obtained; there is an insignificant
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correlation between the two, that is to say, between
10-20 years of work and the total PDA score is a

direct, moderate to poor correlation.

Table 1. The relationship between the seniority
of the subjects and the overall PDA score.
Group seniority = 10-20 years

Correlations
TOTAL PDA Seniority
SCORE

TOTAL PDA Pf:arson (.:orrelation 1 229
SCORE Sig. (2-tailed) 499

N 11 11

Pearson Correlation 229 1
SENIORITY Sig. (2-tailed) 499

N 11 11

For the range of 20-30 years of working seniority,
a correlation coefficient of -0.429 was obtained,
indicating that there is a inverted correlation between
variables, moderate to poor (Table II).

The value of Sig. is equal to 0.097 <0.05, which
shows that an insignificant correlation coefficient
was obtained, there is an insignificant correlation
between the two. In conclusion, there is 2 moderate
to moderate backward correlation between the
range of 20-30 years of work and the total PDA

SCore.

Table II. The relationship between the seniority
of the subjects and the overall PDA score.
Group seniority = 20-30 years

Correlations
TOTAL PDA Seniority
SCORE

TOTAL PDA P.earson (?orrelation 1 -.429
SCORE Sig. (2-tailed) .097

N 16 16

Pearson Correlation -.429 1
SENIORITY Sig. (2-tailed) .097

N 16 16

For the group of subjects with the range of 30-
40 year working experience, a correlation coefficient
of 0.749 resulted, suggesting that there is a direct,
moderate to strong correlation between the variables
(Table III).

The value of Sig. is 0.461> 0.05, which signifies
an insignificant correlation coefficient, there is an
insignificant correlation between the two. In other
words, there is a direct, moderate to strong correlation
between the working experience of the 30-40 years
range and the total PDA score.

Table II1. The relationship between the seniority
of the subjects and the overall PDA score.
Group seniority = 30-40 years

Correlations
TOTAL PDA Seniority
SCORE

romuy | PG o
SCORE N 3 3

Pearson Correlation 749 1
SENIORITY Sig. (2-tailed) 461

N 3 3

Following the statistical results, taking into
account the three working time intervals and the total
PDA score, we can say that there is no correlation
between the two.

The obtained correlation coefficient is equal to
0.080 and the value of Sig. is equal to 0.815> 0.05,
which indicates that an insignificant correlation
coefficient was obtained; between the working
experience of 10-20 years and the QE score there is a
direct but very poor correlation (Table IV).

Table IV. The relationship between the seniority
of the subjects and the total QE score.
Group seniority = 10-20 years

Correlations
SENIORITY TOTAL QE
SCORE

Pearson Correlation 1 .080
SENIORITY Sig. (2-tailed) .815
N 11 11
Pearson Correlation .080 1

TOTAL QE SCORE | Sig. (2-tailed) .815
N 11 11

In the present case, a correlation coefficient equal
to 0.687 was obtained, Sig value is 0.003 <0.05, which
shows a significant relation between the two; between
the working experience of 20-30 years and the total
QE score there is a direct and moderate correlation

(Table V).

Table V. The relationship between the seniority
of the subjects and the total QE score.
Group seniority = 20-30 years

Correlations
SENIORITY TOTAL QE
SCORE
SENIORITY Pearson Correlation 1 687
Sig. (2-tailed) .003
N 16 16
TOTAL QE SCORE | Pearson Correlation 687 1
Sig. (2-tailed) .003
N 16 16

** Correlation is significant at the 0.01 level (2-tailed)
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The correlation coefficient is 0.984, the value
of Sig. being 0.114> 0.05, showing an insignificant
relation; between the group with a working experience
of 30-40 years and the total QE score there is a direct,
strong correlation (Table VI).

Table VI. The relationship between the seniority
of the subjects and the total QE score.
Group seniority = 30-40 years

Correlations
SENIORITY TOTAL QE
SCORE
SENIORITY Pearson Correlation 1 984
Sig. (2-tailed) 114
N 3 3
TOTAL QE SCORE | Pearson Correlation 984 1
Sig. (2-tailed) 114
N 3 3

Following the statistical results, taking into account
the three intervals of work and the total QE score, we
may affirm that the result is inconclusive, because a
significant correlation coefficient was obtained only
in the range of 20-30 years of working experience.

Following the Levene test, we notice that there are
no significant differences regarding other’s emotion
regulation for the two genres: masculine and feminine.

DISCUSSION

Studies show that the burnout syndrome is present
in more than half of the physicians. This affects the
professional efficiency and well-being of the doctor,
which leads to the development of dysfunctional
defense mechanisms, such as the distancing from
professional tasks and the negative attitude towards

his work [6-9].

In most experimental studies, distress and
the burnout syndrome correlate negatively with
emotional intelligence respectively empathy, which
suggests that patholigists with a high level of burnout
are less able to appreciate and constructively express
their own emotional feelings and the relationing with
others; this proves inefficiency in the management
and proactive use of emotions in the solving of the
problematic situations [10-15].

Psychologists who have tried to make a correlation
between distress-burnout have concluded that from
all the distress factors (workload, reduced time, poorly
motivated colleagues), one of the most serious factors

is the lack of staff [16-21].

CONCLUSION

Analyzing the scientific literature as well as the
results of the current study, it was concluded that the
work experience has no influence on the total PDA
score, namely distress:

The same results for the first and the last age
range were also reported in the case of the influence
on QE, namely empathy, except for the range of 20-
30 years of working experience where the correlation
coefficient is significant, direct.

Analyzing the scientific literature as well as the
results of the current study, it was concluded that
age positively influences the emotional intelligence,
respectively empathy, and adversely distress.

The current study may provide useful data for
some future experimental work. A future perspective
may represent the analysis of the correlations between
the many variables existing in the paper.
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Impactul distresului psihologic dupa avort

The impact of psychological distress after abortion

avinia Hogea aura Nussbaum reea diclovan’, Viorel Lupu
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REZUMAT

Pierderea perinatald este un eveniment care poate apirea, voit sau nevoit, oricind in viata unei femei. Pierderea unui copil reprezintd una dintre cele mai
traumatizante experiente emotionale care pune la incercare psihicul unei posibile viitoare mame.

Studiul de fatd isi propune si evidentieze caracteristicile distresului emotional la femeile ce au suferit o pierdere perinatald. 60 de femei, impirtite in loturi
egale (50% avort la cerere si 50% au pierdut sarcina din alte cauze) au fost incluse in studiu. Chestionarele utilizate au fost: PDA si Perinatal Grief Scale.
Analiza statisticd a datelor a evidentiat existenta unei diferente puternic semnificative statistic intre cele dou loturi in ce priveste PTSD, durerea legati de
pierdere si distresul afectiv pentru toate scalele masurate (p=.000; p <.001).

Cuvinte cheie: distres psihologic, avort, stres posttraumatic

SUMMARY

Perinatal loss is an event that may occur, willful or forced, at any time in a woman's life. Losing a child is one of the most traumatic emotional experiences
that tests the psyche of a possible future mother.

The purpose of this work is to analyze the type and seriousness of post-traumatic stress hat women have had after a miscarriage, compared to a control
group with interrupted pregnancies on request. 50 women, divided into equal groups (50% with abortion on request, 50% miscarriage due to other causes)
were included in the study. The questionnaires that were used were: PTSD and Perinatal Grief Scale. Statistical analysis of data revealed a statistically

significant difference between the two groups in PTSD and miscarriage pain for all measured scales (p = .000; p <.001).

Keywords: miscarriage, abortion, post-traumatic stress

INRODUCERE

Femeile care experimenteazi pierderea unei
sarcini, adesea, sustin cd renunti la propriile teluri,
planuri si vise. Recurg la o izolare sociali. Inconju-
rate de prieteni care au deja propriile familii, aces-
tea se simt singure si instrdinate. Acest lucru apare
atat in viata lor interioard, simtindu-se lisate in
urmi, cdt si in interactiunile cu ceilalti, cind se simt
date la o parte din cauza noilor activitati si roluri
impuse de noile statuturi materne. Multe din re-
actiile obisnuite la pierderea unei sarcini (vede sau
aude un copil, isi doreste un alt copil cit se poate
de repede, sentimentul intens de suferinti si invidie
cind intdlneste alti copii), pot fi uneori bazate mai

putin pe suferinta cauzati de pierderea copilului cat
pe frustrarea datd de imposibilitatea de a fi parinte
[1,2,3].

Aceste femei manifestd simptome precum: lip-
sa concentrdrii, dezamigire, reactii schizofrenice,
pierderi de memorie, psihozi afectivi, pierderea in-
teresului pentru activitatile desfasurate, schimbari
dramatice ale personalititii sau lipsa motivatiei.

MATERIAL SIMETODE

In cadrul cercetirii au participat un numir total
de 60 de femei ce au suferit pierdere perinatali. Toate
participantele sunt de nationalitate romani, cu varste
cuprinse intre 15-35 ani (media de varsti m=27.61;
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A8=4.13). Participantele la cercetare au fost grupate
in doui loturi egale: un lot de 30 de femei au solici-
tat avortul (media de varsti m=26.26; 45=4.45); un
lot de 30 de femei au avut pierdere de sarcind (media
de varsti m=28.96; 48=3.33). Chestionarele au fost
completate de citre participante in perioada de spi-
talizare in cadrul Clinicii de Obstetrici si Ginecolo-
gie Odobescu din Timisoara, in perioada 2016-2017.
Toate participantele au completat un formular de
consimtimant cu privire la folosirea datelor in cadrul
cercetdril.

Chestionarele utilizate pentru culegerea da-
telor sunt: Scala Distresului Afectiv (Profile Of
Affective Distress - PDA) [4] ce cuprinde urmi-
toarele scale: - emotii negative functionale tristete/
deprimare, emotii negative disfunctionale tristete/
deprimare, emotii negative functionale ingrijorare/
anxietate, emotii negative disfunctionale ingrijora-
re/anxietate, emotii negative functionale tristete/
deprimare ingrijorare/anxietate, emotii negative
disfunctionale tristete/deprimare ingrijorare/anxie-
tate, emotii pozitive si Scala Perinatali (Perinatal
Grief Scale) [5,6] cu urmitoarele scale: durerea le-
gatd de pierdere, suferintd activi, distres acut/dispe-
rare, reorganizare/coping.

REZULTATE

Analiza statistici a datelor a evidentiat existenta
unei diferente puternic semnificative statistic intre cele
doui loturi in ce priveste distresul afectiv pentru toate
scalele misurate (p=.000; p <.001), media participan-
telor din lotul cu pierdere de sarcind fiind mai ridicatd
decit cea a celor din lotul cu avort la cerere, ceea ce
indicd o tendinti relevanti la femeile cu pierdere de
sarcini de a resimti distres afectiv puternic (Tabel I).

Analiza statisticd a datelor a evidentiat existenta
unei diferente puternic semnificative statistic intre
cele doud loturi in ce priveste durerea legatd de pier-
dere pentru toate scalele misurate (p=.000; p <.001),
media participantelor din lotul cu pierdere de sarcini
fiind mai ridicatd decat cea a celor din lotul cu avort
la cerere, ceea ce indicd o tendintd relevant la feme-
ile cu pierdere de sarcini de a resimti durere, tristete,
distres acut si disperare (Tabel II).

Analiza statistici a datelor a evidentiat existenta unei
diferente puternic semnificative statistic intre cele doud
loturi in ce priveste simptomatologia specifici PTSD
(p=.000; p<.001), media participantelor din lotul cu
pierdere de sarcind fiind mai ridicatd decat cea a celor
din lotul cu avort la cerere, ceea ce indici o tendinti re-
levanti la femeile cu pierdere de sarcind de a manifesta

simptomatologie specifici PTSD (Tabel III).

Tabelul I. Medii, abateri standard si valoarea Testului t pentru scalele PDA

Media AS
Variabila N  Avortla Pierdere Avortla Pierdere Testul
cerere sarcina cerere sarcini student t

PDA 30 106.86 222.86 16.19 51.91 t(58)=-11.683
=000

Emotii negative ’func',clonale 30 633 13.96 208 3718 t(58)= —9.8*02
depresie 2 =.000

Emotii negative d}sfunc"uonale 30 9.00 26.40 143 833 t(58)= -11.%66
depresie 2 =.000

Emotii negat.lve functionale 30 233 24.76 .66 468 t(58)= -16.Z04
anxietate £ =-000

Emotii negatn{e disfunctionale 30 7 66 24.86 239 473 t(58)= -17.Z37
anxietate £ =-000

Emotii negjatwe ﬁlnc’glonale 30 1733 46.43 486 9.95 t(58)= -14.%90
depresie/anxietate 2 =.000

Emotii negat'we d1s'func',cionale 30 16.66 5123 383 9.41 t(58)= -18.361
depresie/anxietate 2 =.000

Emotii pozitive 30 44.00 50.00 3.80 6.39 t(;82=(;3(',t16

# =.000; *p<.001
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Tabelul II. Medii, abateri standard si valoarea Testului t pentru scalele suferintei

Media AS
Variabila N Avortla Pierdere Avortla Pierdere  Testul
cerere sarcini cerere sarcini Student t
Suferint 30 5413 118.10 14.06 17.02 ;('Z B 13862
Suferinti activi 30 17.16 41.46 499 516  58)=18.533
’ £=.000
Distresacut 30 18.50 39.46 456 7.14 ;(i?;)'olf's‘“
. t(58)=-13.426
Coping 30 18.53 37.30 4.80 5.96 P(= .2)00 *

£ = 000;*p<.001

Tabelul ITI. Medii, abateri standard si valoarea Testului t pentru PTSD

Media AS
Variabila N Pierdere Pierdere Testul
Avortla cerere . Avortla cerere L.
sarcini sarcini student t
PTSD 30 3.70 14.26 1.89 3.75 t(58)=-13.745
p=.000

2 =.000; *p<.001

DISCUTII

Din analiza rezulatelor obtinute in urma comple-
tirii chestionarelor, se observd ci nivelul distresului
afectiv general, cat si nivelul scalelor pentru evaluarea
emotiilor negative functionale, emotiilor negative dis-
functionale (ingrijorare/anxictate respectiv tristete/
deprimare) si emotiilor pozitive, este semnificativ mai
scizut la femeile care au solicitat avortul, acestea pre-
zentand distres de intensitate micd, comparativ cu un
nivel mai ridicat (p<.001) la femeile care au pierdut
sarcina, acestea confruntindu-se cu emotiilor negative
functionale/disfunctionale cu o frecventi si intensitate
mai ridicate. Pe de alti parte nivelul emotiilor pozitive
este de asemenea semnificativ mai ridicat la femeile
care au pierdut sarcina, comparativ cu cele care au
solicitat avortul (p<.001). O posibild explicatie este
aceea ci, femeile care solicitd avortul experimenteazd
mai frecvent sentimente de evitare, de culpd/vinovitie
si rusine, i mai putin emotii pozitive [7, 8].

In urma prelucririi datelor, se evidentiazi ci nive-
lul durerii legate de pierdere, cit si la nivelul scalelor
pentru evaluarea tristetii si plansului, dar si disperarea,
este semnificativ mai scizut la femeile care au solicitat
avortul, acestea prezentind durere si distres legate de
pierdere de intensitate micd 90%, sau moderatd 10%.
Aproape 8 din 10 femei ce au pierdut sarcina (76.8%)

se confrunti cu durere, tristete si plans, distres acut/

disperare cu o frecventd si intensitate de nivel ridi-
cat, iar 2 din 10 (20%) cu simptome de nivel moderat.
Rezultatele sunt in concordanti cu cele din literatu-
ra de specialitate [7], in sensul ci femeile care pierd
sarcina experimenteazd mai frecvent sentimente de
durere legate de pierdere ce pot fi prezente chiar si
la 2 ani dupi eveniment. De asemenea, studiile arati
cd acest nivel sever ridicat/patologic poate fi regisit
si la 12 luni dupd eveniment, impactul negativ fiind
mai larg, intrucit calitatea vietii si viata de cuplu este
afectatd [9].

Din rezultatele prezentate mai sus, se evidentiazi
ci nivelul simptomatologiei specifice PTSD este unul
semnificativ mai scizut (p<.001) la femeile care au
solicitat avortul, 46.7 % dintre acestea prezentind
unele simptome de intensitate micd si 53.3% simpto-
me de intensitate moderatd. 16.7% din femei cu pierdere
de sarcind prezintd simptome de intensitate moderatd, re-
spectiv 83.3% un nivel ridicat/sever, acestea confrun-
tandu-se cu mai multe simptome specifice in traumi
(ginduri intruzive, cogmaruri, flashbacks, retriirea
evenimentului, evitare, reactivitate crescutd, ginduri si
emotii negative), conform criteriilor de diagnosticare
pentru PTSD in formi moderati/severi. Aceste
rezultate sunt similare cu cele mentionate in studiul
lui J. Farren [7, 10], care de asemenea arati ci aceste
simptome se mentin cel putin 3 luni dupi pierderea
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sarcinii mai cu seamd in cazul simptomelor specifice

in PTSD.

CONCLUZII

Rezultatele ne relevi diferente semnificative
statistic intre cele doud loturi de participante in
ce priveste impactul pierderii sarcinii, in sensul cd

INTRODUCTION

Women who experience a miscarriage, often,
claim to give up their own goals, plans and dreams.
They resort to social isolation. Surrounded by friends
who already have their own families, they feel lonely
and alienated.

Psychologically rather than spiritually,a pregnancy
allows a woman to feel a complete woman [1-3]. The
desire to have children is present since childhood.
Later, when these goals to do not become a reality
due to various causes, the women experiences the
humiliating inability to feel a complete woman [4, 5].

There are a lot of normal reactions following
a miscarriage, such as: constant lack of value, deep
guilt, anger against injustice, sense of emptiness and
fragmentation, but also psychosomatic symptoms [6-8].

All these can be better understood as a result of
overwhelming wounds of self esteem, rather than a

nivelul suferintei pierderii si nivelul distresului este
semnificativ mai ridicat la femeile care pierd sarci-
na comparativ cu cele care solicitd avortul. Astfel,
rezultatele aratd cd reactiile emotionale pe termen
scurt la pierderea sarcinii sunt semnificativ mai pu-
ternice decit cele identificate la femeile care soli-
citd avortul.

suffering caused by the death of the baby. The whole
therapeutic and psychotherapeutic approach must be
personalized and carefully adapted [9-11].

MATERIAL AND METHODS

A total of 60 women who suffered perinatal loss
participated in the research. All participants are of
Romanian nationality, aged 15-35 years (average age
m = 27.61, AS = 4.13). Participants in the research
were grouped into two equal groups: a group of 30
women requested abortion (mean age m = 26.26, AS
= 4.45); a group of 30 women with miscarriage (mean
age m = 28.96, AS = 3.33). The questionnaires (PTSD
and Perinatal Scale) [5, 6] were completed by the
participants during the hospitalization at the Odobescu
Obstetrics and Gynecology Clinic in Timisoara, during
the period 2016-2017. All participants completed a

consent form on the use of research data.

Table I. Medium, standard deviations and t Test value for PDA scales

Average AS
Variabl N . .
anable Abortion Miscarriage Abortion Miscarriage  Student t Test
upon request upon request

PDA 30 106.86 222.86 16.19 51.91 t(58)=-11.683
£=.000

Negative functiogal emotions 30 6.33 13.96 .08 3718 t(58)= —9.8*02
depression 2 =-000

Negative disfuncti.onal emotions 30 9.00 26.40 143 233 t(58)= -11.366
depression p=.000

Negative funct:lonal emotions 30 833 2476 2,66 468 t(58)= —16.304
anxiety p=.000

Negative dlsfunc.tlonal emotions 30 7 66 24.86 .39 473 t(58)= —17.Z37
anxiety £ =-000

Negative fun.ctional f:motions 30 1733 46.43 486 9.95 t(58)= -14.390
depression/anxiety 2 =.000

Negative dlsfu.nctlona.l emotions 30 16.66 5123 3.83 9.41 t(58)= —18.361
depression/anxiety £ =-000

Positive emotions 30 44.00 50.00 3.80 6.39 t(;sf(;g(ﬁw

p=.000; *p<.001
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Table II. Mean score, standard deviations and student —t Test for Grief scale
M SD
Variable N Abortion on Mi . Abortion on . . Student t
iscarriage Miscarriage
request request Test
. t(58)=-15.862
Grief 30 54.13 118.10 14.06 17.02 £=.000"
Activ t(58)=-18.533
Grief 30 17.16 41.46 4.99 5.16 $=.000°
Acut distress 30 18.50 39.46 4.56 7.14 t(58)=-13'5*44
=000
. t(58)=-13.426
Coping 30 18.53 37.30 4.80 5.96 = .000"
=.000; p<.001
Table II1. Mean score, standard deviations and test value for PTSD
Mean AS
Variable N Abortion . . Abortion . . Student t
Miscarriage Miscarriage
on request on request Test
PTSD 30 3.70 14.26 1.89 375 t58)=-13.745

p=.000"

2 =.000;"p<.001

RESULTS AND DISCUSIONS

Statistical analysis of the data reveals a significant
difference between the two groups in terms of loss-
related pain for all measured scales (p=.000; p<.001),
the average of the participants in the miscarriage
group being higher than abortion on request group,
indicating a relevant tendency in women with loss
of pregnancy to feel pain, sadness and acute distress
(Table I).

The statistical analysis of the data revealed a
statistically significant difference between the two
groups in the PTSD specific symptomatology
(p = .000; p <.001), the mean of the participants with
the loss of pregnancy lot being higher than that of
abortion group, indicating a significant tendency
in pregnant women to experience PTSD-specific
symptomatology (Table II).

The results reveal that the level of PTSD specific
symptomatology is significantly lower (p <.001)
in women who have requested abortion, 46.7% of
whom have some symptoms of low intensity and
53.3% of moderate intensity symptoms. 16.7% of

women with a loss of pregnancy show symptoms of
moderate intensity and 83.3% high / severe, with
more specific trauma symptoms (intrusive thoughts,
nightmares, flashbacks, event retrieval, avoidance,
increased reactivity, thoughts and negative emotions)
according to the diagnostic criteria for moderate /
severe PTSD. These results are similar to those
reported in J. Farren's study [12], which also shows
that these symptoms persist for at least 3 months
after pregnancy loss, especially for specific symptoms

in PTSD (Table III).

CONCLUSIONS

Theresultsrevealstatistically significant differences
between the two groups of participants regarding the
impact of the loss of pregnancy, meaning that the level
of suffering loss and distress is significantly higher in
women who have lost their pregnancy compared to
those who request abortion. Thus, the results show
that short-term emotional responses to pregnancy
loss are significantly higher than those identified in
women who request abortion.

Romanian Journal of Child and Adolescent Neurology and Psychiatry — Martie 2019 - vol. 25 - nr. 1 41



Lavinia Hogea * Impactul distresului psihologic dupa avort

STUDII CLINICE

BIBLIOGRAFIE / BIBLIOGRAPHY:

Broen A.N.,Moum T., Bédtker A.S., Ekeberg O. (2004). Psycholo-
gical Impact on Women of Miscarriage Versus Induced Abortion:
A 2-Year Follow-up Study. Psychosomatic Medicine 66(2):265-
271.

Kersting A., Wagner, B. (2012). Complicated grief after perinatal
loss. Dialogues in Clinical Neuroscience 14(2).

Toedter L., Lasker N.J., Janssen H.J.E.M. (2001). International
comparison of studies using the Perinatal grief scale: A decade of
research on pregnancy loss. Death Studies.

Chiriac D.V., Hogea L.M., Bredicean A.C., Rednic R., Nussbaum
L.A., Hogea G.B., Grigoras M.L. (2017). A rare case of Meckel-
Gruber syndrome Rom. J. Morphol. Embryol 58(3):1023.

Hogea L.M., Tuta Sas 1., Poroch V., Nussbaum L.A., SAS ., Ser-
ban D., Erdelean D., Folescu R., Zamfir C.L., Bredicean C.A.,
Simu M.A. (2018). Comparative study using progesterone and
Gynipral - Hexoprenaline Sulphate, with effects in postpone pre-
term birth, Chimia vol. 69(4):934-937.

Nussbaum L.A., Hogea L.M., Andreescu N.I., Gridinaru R.C,,
Puiu M., Todica A. (2016). The Prognostic and Clinical Signifi-
cance of Neuroimagistic and Neurobiological Vulnerability Mar-
kers in Correlation with the Molecular Pharmacogenetic Testing
in Psychoses and Ultra High-Risk Categories, Rom ] Morphol
Embryol, 57(3), 959-967.

Nussbaum L., Hogea L.M., Cilina D., Andreescu N., Gridinaru
R., Stefinescu R., Puiu M. (2017). Modern Treatment Approaches
in Psychoses. Pharmacogenetic, Neuroimagistic and Clinical Im-
plications, Farmacia, 65(1), 75-81.

10.

11.

12.

Nussbaum L.A., Dumitrascu V., Tudor A., Gradinaru R., Andre-
escu N., Puiu M. (2014). Molecular Study of Weight Gain Related
to Atypical Antipsychotics: Clinical Implications of the CYP2D6
Genotype, Rom ] Morphol Embryol, 55(3), 877-884.

Nussbaum, L., Andreescu, N., Hogea, L.M., Muntean, C.,
Stefinescu, R., Puiu, M. (2016). Pharmacological and Clinical
Aspects of Efficacy, Safety and Tolerability of Atypical Antip-
sychotic Medication in Child and Adolescent Patients with Schi-
zophrenia and Bipolar Disorders, Farmacia, 64(6), 868-875.

Nussbaum L.A., Ogodescu A., Hogea L.M., Nussbaum L., Zetu I.
(2017). Risk Factors and Resilience in the Offspring of Psychotic
Parents. Rev Cercet Interv So, 56 (1), 114-122.

Hogea L.M., Nussbaum L.A., Chiriac D.V. (2017). Integrative
Clinico-Biological, Pharmacogenetic, Neuroimagistic, Neuroen-
docrinological And Psychological Correlations In Depressive And
Anxiety Disorders, Romanian Journal Of Morphology And Em-
bryology, 58(3):767-775.

Farren J., Jalmbrant M., Ameye L., Joash K., Mitchell-Jones
N., Tapp S., Timmerman D., Bourne T. (2016). Post-traumatic
stress, anxiety and depression following miscarriage or ectopic
pregnancy: a prospective cohort study. BMJ Open. 6(11):011864

42

Revista de Neurologie si Psihiatrie a Copilului si Adolescentului din Roménia - Martie 2019 - vol. 25 - nr. 1



STUDII CLINICE Profilul cognitiv-educational al tinirului consumator de substante psihoactive * Cristian Pugcag

Profilul cognitiv-educational al tanarului consumator de substante
psihoactive

The cognitive-educational profile of the young user of psychoactive
substances

Cristian Puscas', Viorel Lupu'?, Stefan Szamoskozi®
REZUMAT

Introducere: Tulburarea de conduitd in rindul adolescentilor reprezinti in contextul societitii actuale o problemd majori de sinitate publici, atat datoritd
impactului asupra celorlalti, ct si datoritd riscului crescut de dezvoltare a altor suferinte psihice. Abuzul de substante psihoactive in cadrul acestui grup a
crescut alarmant, mediul educational fiind considerat un factor important in dezvoltarea acestei patologii.

Obiective: Identificarea corelatiei, la adolescentii cu tulburiri de conduit, intre situatia cognitiv-educationali a familiei din care provin si dezvoltarea
consumului de substante psihoactive in adolescentd.

Ipoteze de lucru: Ipoteza principald a studiului presupune existenta unei legituri strinse intre mediul cognitiv-educational de provenienti al adolescen-
tilor cu tulburiri de conduitd si aparitia consumului de substante psihoactive la acestia. A doua ipotezd specifici presupune existenta unei relatii intre
situatia scolard, respectiv nivelul educational si aparitia consumului de substante psihoactive in cazul adolescentilor cu tulburiri de conduitd. A treia ipotezd
specificd a studiului o constituie verificarea legiturii intre nivelul educational parental si aparitia consumului de substante psihoactive la adolescentii cu
tulburiri de conduit.

Material si metoda: Au fost inclusi 96 pacienti ai Sectiei Clinice de Psihiatrie Pediatrici si Toxicomantii, a Spitalului Clinic de Urgenti pentru Copii
din Cluj-Napoca (46 adolescenti fird consum si 50 cu consum de substante psihoactive), cu virste cuprinse intre 12 — 18 ani, internati cu diagnosticul
de Tulburiri de conduitd in perioada 1.01.2017 - 30.06.2018. Informatiile necesare studiului au fost prelevate din Foile de Observatii ale clinicii si au
vizat prezenta sau absenta consumului de substante psihoactive, dezvoltarea cognitivi a adolescentului, situatia si rezultatele scolare ale acestuia, precum si
nivelul educational si ocupational al pirintilor.

Rezultate: Dupi analiza statistici a datelor colectate, putem concluziona ci factorul care are cel mai important rol in aparitia consumului de substante
psihoactive este nivelul inteligentei subiectului, indiferent de situatia scolard, de starea familiald sau de nivelul educational al pirintilor.

Cuvinte cheie: adolescent, tulburiri de conduitd, consum de substante psihoactive, situatia cognitiv-educationald familiald, factor predictiv.

SUMMARY

Introduction: Conduct disorder in the context of contemporary society is a major public health problem in adolescents, both because of the impact
on others and the increased risk of developing other psychiatric distress. The abuse of psychoactive substances in this group has alarmingly increased,
educational background being considered as an important factor in the development of this pathology.

Objectives: Identifying, in adolescents with conduct disorder, of the correlation between cognitive and educational background and developing substance
use in adolescence.

Working Hypotheses: The main hypothesis of the study assumes a strong relation between cognitive-educational background and occurrence of substance
use in adolescents with conduct disorders. The second specific hypothesis assumes a relation between academic situation or educational level and occurrence
of substance use in adolescents with conduct disorder. A third specific hypothesis of these study implies that there is a connection between parental
education level and occurrence of substance use in adolescents with conduct disorder.

Methods: There have been included 96 patients from the Child and Adolescent Psychiatry and Addiction Clinic — Children’s Emergency Hospital Cluj
(46 adolescents who do not used and 50 who used psychoactive substances), aged between 12 - 18, hospitalized with the diagnosis of Conduct Disorder
between 01.01.2017 - 30.06.2018. The information necessary for the study was taken from the clinic case report forms and aimed at the presence or
absence of substance use, adolescent’s IQ level, its academic situation and educational achievements and parental education and occupation level.
Results: After statistical analysis of the collected data, we can conclude that the factor that has the highest role in the onset of substance use is the subject’s
intellect, regardless of their academic situation, family status or parental educational level.

Keywords: adolescent, conduct disorder, substance use, cognitive-educational family situation, predictive factor.
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INTRODUCERE

Tulburarea de conduiti in rdndul adolescentilor
reprezintd in contextul societitii actuale o problema ma-
jord de sinitate publici, atat datoritd impactului asupra
celorlalti, cit si datoritd riscului crescut de dezvoltare a
altor suferinte psihice. Aparitia acestei psihopatologii
poate fi considerati consecinta directd a dependentei de
substante psihoactive [1]. Abuzul de substante psiho-
active in cadrul acestui grup a crescut alarmant, mediul
educational fiind considerat un factor important in dez-
voltarea acestei patologii [2]. Se urmireste identificarea
factorilor cei mai semnificativi in aparitia consumului de
substante psihoactive pentru a putea realiza un prototip
al consumatorului de substante psihoactive, facilitind in
acest fel preventia, prin actionarea directi asupra grupu-
lui cu cel mai inalt risc pentru a dezvolta dependenta de
substante psihoactive.

OBIECTIVE

Obiectivul studiului este identificarea unei
corelatii intre situatia cognitiv-educationald a fami-
lie si aparitia consumului de substante psihoactive in
adolescentd. Mai in detaliu, se doreste identificarea
elementelor specifice familiei sau ale adolescentului,
cum ar fi cele referitoare la nivel educational, struc-
tura familiei sau mediul de provenienta si dezvoltarea
unei dependente de substante psihoactive, in cazul
adolescentilor diagnosticati cu tulburiri de conduita.

IPOTEZE DE LUCRU:

Ipoteza principald a studiului presupune existen-
ta unei legituri stranse intre mediul cognitiv-educa-
tional de provenienti al adolescentilor cu tulburiri de
conduiti si aparitia consumului de substante psihoac-
tive la acestia.

A doua ipotezi specificd presupune existenta unei
relatii intre situatia scolar, respectiv nivelul educatio-
nal si aparitia consumului de substante psihoactive in
cazul adolescentilor cu tulburiri de conduita.

A treia ipotezd specificd a studiului o constituie
verificarea legiturii intre nivelul educational paren-
tal si aparitia consumului de substante psihoactive la
adolescentii cu tulburiri de conduiti.

MATERIAL SIMETODA

S-a efectuat un studiu retrospectiv, utilizind date
obtinute din baza de date si Foile de Observatii ale
Sectiei Clinice de Psihiatrie Pediatrici si Toxicoma-
nii din Cluj-Napoca. Variabilele care au fost studiate

s-au referit la prezenta sau absenta consumului de
substante psihoactive, dezvoltarea cognitivi a ado-
lescentului, situatia si rezultatele scolare ale acestuia,
nivelul educational si ocupational al périntilor, situa-
tia familiald, mediul de provenientd. Dupi colectarea
acestor date, s-a efectuat prelucrarea statisticd a lor,
prin utilizarea programului SPSS.

In studiu au fost inclusi 96 de adolescenti, fiecare
cu varsta cuprinsd intre 12 — 18 ani (media 15+1.536),
dintre care 46 adolescenti firi consum, respec-
tiv 50 cu consum de substante psihoactive. Au fost
selectati pacientii diagnosticati cu Tulburare de con-
duitd, internati pe sectie in perioada 01.01.2017 -
30.06.2018. S-au exclus din studiu toti pacientii care
au prezentat si alte patologii psihiatrice in afara 7u/-
burdrilor de conduiti (F91.x), respectiv Tulburdrilor
mintale §i comportamanetale secundare consumului de
substante psihoactive (Flx.x), cum si pacientii sub 12
ani sau internati in alte perioade decit cea studiati.

REZULTATE

Rezultatele obtinute in urma analizei statistice,
au fost grupate in doud mari categorii. O categorie
care analizeazd caracteristicile referitoare la subiect,
cum ar fi legitura intre nivelul inteligentei sau situatia
scolard a subiectului si consumul de substante psiho-
active. Cealaltd categorie de rezultate se grupeazd in
jurul efectului mediului de provenientd al adolescen-
tului, cdutdnd legitura intre nivelul de scolarizare atit
al mameti cit si al tatdlui, situatia familiala, respectiv
mediul urban sau rural de provenienti si aparitia con-
sumului de substante psihoactive.

In vederea identificirii unei corelatii intre nivelul
dezvoltirii cognitive (QI) si aparitia consumului de
substante psihoactive, s-a aplicat testul T pentru
esantioane independente si s-a evidentiat o corelatie
stransd, P=0.001 CI[-20.161;-5.801], direct propor-
tionala, intre nivelul dezvoltirii cognitive a subiectului
si aparitia consumului de substante (Tabel I). Subiectii
cu un nivel crescut al dezvoltirii cognitive, misurabil
prin QI, prezintd un risc crescut pentru dezvoltarea
dependentei la substante psihoactive.

Tabel I: Corelatia intre nivelul dezvoltarii cognitive (QI) si
aparitia consumului de substante psihoactive

Prezenta numir media QI | deviatia
consumului | subiecti standard
nu 50 85.78 23.663
da 46 98.76 8.882
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Dupi ce s-a urmirit prezenta sau absenta aban-
donului scolar, prin prezenta incadririi si frecven-
tirii scolare in momentul interndrii, respectiv
prezenta sau absenta repententiei, pind in momen-
tul interndrii, s-a cdutat o corelatie intre abandonul
scolar si aparitia consumului de substante psihoacti-
ve, respectiv intre repetentie si aparitia consumului
de substante psihoactive, aplicind testul cHi pitrat.
Rezultatele analizei statistice au aritat cd abandonul
scolar nu prezinti corelatie, P=0.073 (nesemnificativ
statistic), cu aparitia consumului de substante psi-
hoactive (Grafic 1) insi repetentia prezinti core-
latie, P=0.032 (semnificativ statistic), cu aparitia
consumului de substante psihoactive (Grafic 2), la
subiectii cu repetentie intdlnindu-se mai frecvent si
consumul de substante psihoactive.
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Dupi ce s-au stabilit cinci clasificiri pentru struc-
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Grafic 1 - Corelatia intre abandonul scolar si aparita consu-
mului de substante psihoactive
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tura familiald a pacientului, in functie de persoanele
cu care triieste, cum ar fi cu pirintii cisitoriti, aflati
in concubinaj, divortati sau familie monoparentald,
abandonat sau in plasament, respectiv cu alte rude,
aplicand analiza statisticd s-a aritat cd aparitia con-
sumului de substante psihoactive nu se coreleazi cu
aceste aspecte (Grafic 5).
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Grafic 2 - Corelatia intre repetentie si aparitia consumului de
substante psihoactive

S-au diferentiat cinci categorii de nivel
educational al pirintilor, de la analfabet, prin absol-
virea a cel mult 8 clase, absolvirea liceului, a studiilor
postliceale, pand la studii superioare si s-a urmdrit
existenta unei corelatia intre nivelul educational
al pirintilor §i aparitia consumului de substante
psihoactive. S-a evaluat tot prin aplicarea testului
cHi pitrat si s-a concluzionat ci atit nivelul edu-
cational a mamei, P=0.832 (nesemnificativ statistic),
cit si al tatdlui, P=0.653 (nesemnificativ statistic),
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Grafic 5 - Corelatia intre situatia familiali si aparitia consu-
mului de substante psihoactive

Analizind mediul de provenienti rural sau urban
al adolescentilor implicati in studiu, s-a cdutat corela-
tia intre mediul de provenienta si aparitia consumului
de substante psihoactive. In urma analizei statistice
putem constata ci aparitia consumului de substante
psihoactive se coreleazd, P=0.012 (semnificativ sta-
tistic), cu mediul de provenient al adolescentului, in
mediul urban intilnindu-se un numir semnificativ
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mai mare de adolescenti cu consum de substante
psihoactive (Grafic 6).
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Grafic 6 - Corelatia intre mediul de provenienta si aparitia
consumului de substante psihoactive

CONCLUZII

Rezultatele acestui studiu sustin ipoteza ci existd o
legatura intre nivelul de inteligentd al subiectului si apa-
ritia consumului de substante psihoactive. Aceste rezul-
tate sunt sustinute si de literatura de specialitate [3,4].

Ipotezele referitoare la corelatia dintre mediul
educational de provenienti si aparitia consumului de
substante psihoactive nu au fost sustinute. Cu toate
acestea, in literaturd este aproape unanim sustinut
faptul ci existd o relatie invers proportionala intre
nivelul educational crescut al parintilor si consumul de
substante psihoactive in rindul adolescentilor [2,5].

Singurul factor de mediu care prezintd o corelatie
semnificativi statistic cu aparitia consumului de sub-
stante psihoactive este mediul de provenienta urban.

INTRODUCTION

Conduct disorder in the context of contemporary
society is a major public health problem in
adolescents, both because of the impact on others
and theincreased risk of developing other psychiatric
distress. The occurence of this psychopathology can
be considered a direct consequence of dependence
on psychoactive substances [1]. Within this
group, psychoactive substance abuse has grown
alarmingly, the educational environment being
considered an important factor in the development
of this pathology [2]. It seeks to identify the most
significant factors in the emergence of psychoactive
substance use in order to achieve a prototype of
the consumer of psychoactive substances, thus
facilitating prevention by direct action on the
group at highest risk of developing psychoactive

substance dependence.

Conform literaturii, aceastd cauzalitate poate fi expli-
cata prin facilitatea procurdrii substantelor psihoactive
in acest mediu comparativ cu mediul rural [5].

In studiul de fati, dintre factorii educationali
referitori la subiect, doar repetentia prezinti o
corelatie semnificativi statistic cu aparitia consumului
de substante psihoactive. Dacd interpretim acest
rezultat statistic, in perspectiva caracteristicilor
adictiei, ajungem la concluzia ci aparitia consumului
de substante psihoactive poate determina cu o mai
mare probabilitate sciderea randamentului gcolar,
soldatd cu repetentie scolard. Conform literaturii de
specialitate, elevii care consumi substante psihoactive
prezintd un risc mai mare de esec scolar, incluzind
aici atat repetentia cat si abandonul scolar [1].

Dupi ce analizim rezultatele acestui studiu, putem
concluziona ci factorul care are cel mai important rol
in aparitia consumului de substante psihoactive este
nivelul inteligentei subiectului, indiferent de situatia
scolard, de starea familiald sau de nivelul educational al
parintilor. Ca urmare putem schita profilul cognitiv-
educational al tindrului consumator de substante
psihoactive, care se interneaza la Sectia Clinicd de
Psihiatrie Pediatricd si Toxicomanii din Cluj-Napoca,
identificindu-1 ca fiind cu un nivel cognitiv ridicat,
din mediu urban si cu orice substrat familial, acesta
neavind influenta semnificativd asupra aparitiei con-
sumului.

OBJECTIVES

The objective of this study is to identify a
correlation between the cognitive and educational
background of the family and the occurrence of
psychoactive substance use in adolescence. Specifically,
it is desirable to identify specific family or adolescent
elements, such as those related to educational level,
family structure or habitat, and the occurrence of
a psychoactive substance addiction in adolescents
diagnosed with conduct disorders.

WORKING HYPOTHESES

The main hypothesis of the study assumes a strong
relation between cognitive-educational background
and occurrence of substance use in adolescents with
conduct disorders.

The second specific hypothesis assumes a relation
between academic situation or educational level
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and occurrence of substance use in adolescents with
conduct disorder.

A third specific hypothesis of these study implies
that there is a connection between parental education
level and occurrence of substance use in adolescents
with conduct disorder.

METHODS

There have been included 96 patients from the
Child and Adolescent Psychiatry and Addiction
Clinic — Children’s Emergency Hospital Cluj (46
adolescents who do not used and 50 who used
psychoactive substances), aged between 12 — 18
(mean 15+1.536), hospitalized with the diagnosis of
Conduct Disorder between 01.01.2017 - 30.06.2018.

The information necessary for the study was taken
from the clinic case report forms and aimed at the
presence or absence of substance use, adolescent’s
IQ_ level, its academic situation and educational
achievements and parental education and occupation
level. After collecting these data, their statistical
processing was performed using the SPSS program.
All patients who also had other psychiatric pathologies
(except conduct disorders (F91x)), mental and
behavioral disorders secondary to the consumption
of psychoactive substances (F1x.x), as well as patients
under 12 years of age or hospitalized in periods other
than the one studied, were excluded from the study.

RESULTS

The results obtained from the statistical analysis
were grouped into two broad categories. The first
category analyzes subject characteristics, such as
the link between the level of intelligence or school
situation of the subject and the consumption of
psychoactive substances. The second category analyzes
the effect of the teenager's background environment,
looking for the link between the mother and father's
educational level, the family situation, the urban or
rural background and the occurrence of psychoactive
substance use.

In order to identify a correlation between the level
of cognitive development (IQ) and the occurrence of
psychoactive substance use, the T test for independent
samples was applied and a close correlation was
observed, P = 0.001 CI [-20.161; -5.801]. This
revealed a relationship of direct proportionality
between the level of cognitive development of the
subject and the occurrence of substance use (Table I).

We can conclude that the factor that has the highest
role in the onset of substance use is the subject’s
intellect (measurable by 1Q).
Table I - The correlation between
the level of cognitive development (IQ)

and the occurrence of psychoactive substance use

Substance | Number of |Mean (QI) |Standard
abuse subjects deviation
No 50 85.78 23.663
Yes 46 98.76 8.882

The presence or absence of school abandonment
was monitored by school attendance at the time of
admission, respectively the presence or absence of
repentance, until the time of admission. Using the cHi-
sqared test a correlation between school abandonment
and the occurrence of psychoactive substance
consumption, respectively between repetence and the
occurrence of psychoactive substance use was identified.

The results of the statistical analysis showed
that the school abandon did not show correlation,
P = 0.073 (statistically insignificant), with the
consumption of psychoactive substances (Chart 1),
but the repentance presents a correlation, P = 0.032
(statistically significant), with the consumption of
psychoactive substances (Chart 2).

IN SCHOOL ABANDON TOTAL

M no substance use M with substance use

Chart 1 - The correlation between school abandonment and
the occurrence of psychoactive substance use

NO REPEATERS

REPEATERS TOTAL

W no substance use M with substance use

Chart 2 - The correlation between repentance
and the occurrence of psychoactive substance use

Five categories of parental education level have
been differentiated: from the illiterate, by graduating
up to 8 classes, graduating from high school,
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post-secondary studies, to university studies. We
sought a correlation between the educational level of
the parents and the occurrence of the consumption of
psychoactive substances.

By applying the cHi-squared test it was concluded
that both the educational level of the mother, P = 0.832
(statistically insignificant), and the father, P = 0.653
(statistically insignificant), does not correlate with the
occurrence of psychoactive substance consumption

(Chart 3, 4).

ILLITERATE ELEMENTARY GYMNASIUM COLLEGE UNIVERSITY TOTAL
SCHOOL

M no substance use W with substance use

Chart 3 - The correlation between mother's educational level
and the occurrence of psychoactive substance use

ILLITERATE ELEMENTARY GYMNASIUM COLLEGE UNIVERSITY TOTAL
SCHOOL

M no substance use M with substance use

Chart 4 - The correlation between father's educational level
and the occurrence of psychoactive substance use

We have established five classifications for the
patient's family structure, depending on the person
he/she lives with, such as married parents, cohabiting,
divorced or single-parent family, abandoned or foster,
or with other relatives, statistics have shown that the
occurrence of psychoactive substance consumption
does not correlate with these aspects (Chart 5).

MARRIED CONCUBINAGE DIVORCED / SINGLE ORPHANAGE
PARENT

OTHER RELATIVES

mno substance use M with substance use

Chart 5 - The correlation between the family structure and
the occurrence of psychoactive substance use

Analyzing the rural or urban environment of
adolescents, we sought a correlation between the
habitat and the occurrence of the consumption of
psychoactive substances.

The statistical analysis shows that the occurrence
of psychoactive substance consumption is correlated,
P = 0.012 (statistically significant), with the
adolescent habitat, with a significantly higher number
of adolescents consuming psychoactive substances in
the urban environment (Chart 6).

RURAL URBAN TOTAL

H no substance use M with substance use

Chart 6 - The correlation between the habitat and the
occurrence of psychoactive substances use

CONCLUSIONS

The results of this study support the hypothesis
that there is a link between the IQ of the subject and
the occurrence of the consumption of psychoactive
substances. These results are supported by the
literature [3,4].

The suppositions about the correlation between
the educational background and the occurrence of
psychoactive substance use have not been supported.

In theliterature, it is almost unanimously supported
that there is an inversely proportionate relationship
between the high educational level of parents and
the consumption of psychoactive substances among
adolescents [2,5]. The only environmental factor
that presents a statistically significant correlation
with the occurrence of the psychoactive substance
consumption is the urban environment. According to
the literature, this causality can be explained by the
facility of purchasing psychoactive substances in this
environment compared to rural areas [5].

In the present study, among the educational
factors referring to the subject, only the repentance
presents a statistically significant correlation with
the occurrence of the consumption of psychoactive
substances. Therefore, the emergence of psychoactive
substance consumption may be more likely to reduce
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school performance and this is followed by repetence.
Many studies suggest that students who consume
psychoactive substances are at greater risk of school
failure, including repetence and school dropout [1].
After analyzing the results of this study, we can
conclude that the factor that plays the most important
role in the occurrence of psychoactive substance use is
the level of intelligence of the subject, regardless of the
school situation, the family status or the educational

level of the parents.

In conclusion we can outline the cognitive-
educational profile of the young consumer of
psychoactive substances admitted to the Clinic
of Pediatric Psychiatry and Toxicomania in Cluj-
Napoca, identifying him as having a high cognitive
level, coming from the urban environment and with
any family substrate.
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Using a religion augmented REBT intervention for an anxiety case
in a theology student
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REZUMAT

Lucrarea de fatd prezinti un caz al unui tanir teolog de 21 de ani cu anxietate marcati la care initial s-a intervenit cu medicatie (Prozac si Xanax) si cu o
metodi de control a respiratiei si anume respiratia in 3 timpi, iar apoi prin aplicarea tehnicilor de Terapie Rational Emotivi si Comportamental-Rationali
Emotive Behavior Therapy - (REBT) augmentate cu elemente religioase care au fost benefice. Adecvarea exemplelor mai ales in disputarea cognitiilor
irationale a fost esentiald pentru reusita terapiei. Au fost utilizate pasaje din Biblie si din viata lui Isus Cristos. De asemenea se aduc argumente pentru o
evaluare corectd inainte de initierea REBT cu elemente religioase de citre terapeut, care este necesar si cunoasci continutul i liniile definitorii ale dife-
ritelor culte religioase pentru a scidea riscul de esec terapeutic. Prin adaptarea interventiei in acest sens se favorizeazi cimentarea relatiei terapeutice, care
este esentiald pentru o terapie de succes.

Cuvinte cheie: REBT, religie, anxietate

SUMMARY

This paper presents the case of a 21-year-old theologist suffering from marked anxiety, which was treated, initially, with medication (Fluoxetine and
Alprazolam) and a technique to control breathing — breathing in three steps, and afterwards by applying rational emotive behavior therapy (REBT)
techniques augmented with religious elements. Adequate examples, especially in disputing irrational cognitions, were essential for the success of the
therapy. Passages from the Bible and examples from Jesus Christ’s life were used. In the same time, we bring arguments for a correct evaluation before
initializing REBT with religious elements by the therapist, who needs to know the content and the defining lines of different religious cults, in order to
decrease the risk of a therapeutic failure. By adapting the intervention in this way, we favour the therapeutic relationship, which is essential for a successful
therapy.

Key words: rational emotive behaviour therapy, religion, anxiety

INTRODUCERE

sentimentele lor, fird a le judeca [2]. Acest lucru se

In orice formi de psihoterapie relatia terapeutici
joacd un rol fundamental, contribuind dupa unii au-
tori in proportie de 30% la reusita interventiei [1].

De aceea in psihoterapie ciutim elementele care
sd influenteze pozitiv aceastd relatie si implicit re-
zultatele terapiei. Unul dintre cei mai importanti
factori ce influenteaza relatia terapeutici este em-
patia, care constd in capacitatea de a intra in ,pielea”
clientilor nostri, de a intelege gandurile si emotiile/

poate realiza printre altele si prin utilizarea unui lim-
baj de interfatd care si fie la indemana clientului si
care si faciliteze transferul pozitiv. Dintre formele de
psihoterapie consacrate face parte si REBT, care a fost
dezvoltati de Albert Ellis (1999) si care se bazeazi
pe ideea ci emotiile si comportamentele apar in urma
proceselor cognitive, mai exact in urma interpretirii
pe care fiecare om in parte o di situatiilor, si nu ca
urmare a evenimentelor [3]. Teoria care sti la baza

! Disciplina de Psihiatrie si Psihiatrie pediatrici — UMF “Tuliu Hatieganu”
Cluj-Napoca

2 Disciplina de Psihiatrie pediatrici - UMF “Victor Babes " Timisoara

3 Sectia Psihiatrie, Spitalul Clinic de Urgentd pentru copii Cluj-Napoca

* Centrul de Sinitate Mintal, Spitalul Clinic de Urgentd pentru copii Cluj-
Napoca

Adresa de corespondenti:
Viorel Lupu, e-mail: violupul4@yahoo.com

! Psychiatry and Child Psychiatry Discipline — “Tuliu Hatieganu” University of
Medicine and Pharmacy, Cluj-Napoca

% Child Psychiatry Discipline - “Victor Babes” University of Medicine and
Pharmacy, Timisoara

5 Child and Adolescent Psychiatry Clinic, Children’s Emergency Hospital
Cluj-Napoca

* Mental Health Center, Children’s Emergency Hospital, Cluj -Napoca

Corresponding Author:
Viorel Lupu, e-mail: violupu14@yahoo.com

Revista de Neurologie si Psihiatrie a Copilului si Adolescentului din Roménia - Martie 2019 - vol. 25 - nr. 1 51



Viorel Lupu * Utilizarea interventiei prin REBT augmentata religios la un caz de anxietate la un student teolog

PREZENTARI DE CAZ

acestor principii sustine ci este posibil ca oamenii sd
schimbe emotiile si comportamentele pe care le expe-
rimenteazd, modificindu-si gandurile si ideile.

Ellis a pus la punct deja celebrul model ABC
care isi propune si inlocuiascd atitudinile nepotrivite,
inflexibile, cum ar fi lipsa valorii ca si persoand (“Sunt
o persoand lipsitd de valoare dacd nu mi descurc exce-
lent si nu cstig aprobarea celorlalti in misura in care
vreau eu”); exagerarea (“Este teribil si ingrozitor daci
nu fac totul asa cum trebuie”) si intolerabilitatea (“Nu
suport lucrurile care mi se intdmpli si care nu trebuia
sd aibd loc”) cu atitudini flexibile adaptative.

Totodati trebuie ca exemplele date pe parcursul
REBT si fie relevante pentru client si si se potriveascd
cu sistemul sdu de referinti. Astfel se aplicd principiul
personalizdrii interventiei, care presupune multi crea-
tivitate si imaginatie din partea terapeutului.

In acest context se inscrie si interventia prin
REBT augmentati religios in cazul unui pacient care
era teolog si pentru care “universal religios “ era fun-
damental. Utilizarea unor exemple si citate din Biblie
nu poate fi decit benefici in asigurarea succesului
interventiei de facturdi REBT. Pentru a fi eficienti
inainte de interventie trebuie si se facid o evaluare
completd a clientului nu numai in privinta diagnosti-
cului si problemelor de rezolvat care se transformi in
obiectivele terapiei ci si in privinta aspectelor legate
de ce presupune eventuala sa credinti religioasi. Acest
lucru este extrem de important pentru a evita unele
situatii cu care am putea fi confruntati asa cum s-a
intamplat in urmitorul exemplu:

Adolescenti in varsti de 17 ani din mediul urban,
elevi in clasa a XII-a la un liceu prestigios, enoriasd
practicantd a unei Biserici X, care s-a internat in
Clinica de Psihiatrie a Copilului si Adolescentului
Cluj-Napoca pentru o simptomatologie polimorfa,
somaticd si psihicd. Simptomatologia psihici a
cuprins trei episoade de fugd disociativd, aparent
tird o directie precisd, insotite de amnezie partiald.
Mentionim faptul ci in urmi cu 3 ani adolescenta a
fost victima unui viol.

S-a procedat la initierea unei sedinte de hipno-
z4 cu scopul de a obtine date privind plecirile ado-
lescentei si de a efectua recadrarea psihotraumei. In
terapiile de recadrare este important ca initial si se
facd intdrirea eului si apoi se face imersia imagina-
rd in psihotraumd si apoi prin utilizarea ,hipnozei
fractionate”se face ,golirea’de anxietate a evenimen-
tului traumatic major.

Am aplicat tehnica de regresie de varstd denumiti
“albumul de fotografii”[4]: “Imagineazi-ti un album
de fotografii... in care se afld o serie de poze cu tine la
diferite varste...

Prin aplicarea acestei tehnici la un moment dat i
s-a sugerat:

,Vezi o pozi cu tine la 6 ani ....esti de Criciun ....
in fata bradului impodobit alituri de intreaga fami-
lie fericiti....desfaci cadoul frumos si te bucuri....” In
acel moment adolescenta a iesit din transi si a deschis
ochii zicind: "Eu fac parte din Biserica X si noi nu
sirbdtorim Criciunul....”Esti calmi si relaxati..... Vezi
o pozd cu tine de la 9 ani fericitd de ziua ta in fata
tortului cu 9 lumaniri....”Adolescenta s-a trezit din
nou din transd zicind” Eu fac parte din Biserica X si
noi nu sarbitorim zilele de nastere....”Esti calmid si
relaxati...”

Initial A. Ellis (1960) considerd bazindu-se pe
filosofia ateistd ci religia este irationald si ci poate
deranja viata emotionald, afirmand despre picat ci este
una dintre cauzele tulburirilor psihopatologice [5].
El considera ci acele credinte religioase care sunt
formulate intr-un mod dogmatic duc la o sinitate
emotionald precard si contribuie direct la tulburdri
mentale. Ulterior acelasi autor acceptd ci existd
congruenti intre filosofia rational-emotivi si filosofia
harului din crestinism si a subliniat ideea ci nu atit
credintele religioase sau nereligioase ii determind pe
oameni si aibd emotii sindtoase sau nesinitoase, ci
calitatea gandurilor religioase sau nereligioase, atit
gindirea ateistd cdt si cea crestind sau islamicd putind
avea idei inflexibile si absolutiste care si perturbe
viata omului [6,7].

Robb (2001,2002) arati ci REBT poate functiona
bine in oricare religie: iudaicd, crestind, musulmani,
hindus, budistd, taoistd sau alta, care acceptd ideea
importantei modificirii gandurilor neadecvate, ari-
tind ca impedimentul cel mai mare in transformarea
omului este gindirea religioasi absolutisti [8]. De
exemplu, gindul conform ciruia ,trebuie si mi rog
de trei ori pe zi pentru ca Dumnezeu si ma ierte,
altfel nu mi pot ierta nici eu”, va sustine disconfortul
emotional, punindu-1 pe Dumnezeu intr-o lumini
nefavorabili si incircindu-1 pe individ cu sarcini care
nu aduc eliberare de sub vini. Atitudinea sinitoasi ar
fi: ,deoarece doresc ca Dumnezeu si mi ierte, ii voi
cere prin rugdciune iertarea lui, fiind dispus sd accept
aceastd iertare, deoarece stiu cd Dumnezeu mi iubeste
ca picitos, chiar dacd El nu iubeste picatul”.
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Rezultatele  obtinute de catre  Koening,
McCullough si Larson (2001) in urma metaanali-
zei a 1200 de studii si 400 de cercetiri din domeniul
sdndtatii fizice in corelatie cu religiozitatea pacientilor
aratd cd pacientii cu o viatd religioasd activi, se vinde-
cd mult mai repede decit cei nereligiosi, avind si au o
ratd a mortalititii mai micd decit acestia [9].

Pornind de la premiza c, cognitiile evaluative, nu-
mite si cognitii calde [1], genereazi aparitia reactiilor
afective — cognitiile irationale conduc la emotii
disfunctionale, iar cognitiile rationale la emotii,
Balla (2013) a studiat rispunsul la intrebarea in ce
masurd cognitiile irationale apar si in gindirea reli-
gioasd, identificind cognitiile religioase irationale ca:
cerintele absolutiste fati de Dumnezeu si fata de altii,
catastrofarea si intoleranta in situatii de suferint, pre-
cum evaluarea globald a propriei persoane ca fiind rea
sau buni [10]. De asemenea a evidentiat legiturile
dintre aceste cognitii religioase irationale si emotiile
negative disfunctionale.

Implicatiile pe care religiozitatea le are asupra si-
nititii mintale sunt un domeniu controversat si mai
putin studiat fiind asociat cu multe aspecte ale func-
tiondrii adaptative prin urmitoarele: conferd un sens
al vietii, contribuie la cresterea calititii vietii, mentine
speranta si optimismul, contribuie la un mai bun ma-
nagement al comportamentelor disfunctionale (adic-
tii, uzul de substante) faciliteazi copingul cu situatiile
de viati dificile faciliteazd suportul social, conferd un
sens naturii perisabile a fiintei umane, oferind un sens
legat de viati si moarte [11]. Autoarea citati a efec-
tuat un studiu privind interventiile terapeutice pentru
ameliorarea distresului mamelor care au fost internate
intr-o sectie de recuperare pentru tratamentul copi-
lului lor cu probleme neurologice, impartite in trei
grupuri — grup cu REBT standard, grup cu REBT
cu elemente scripturale, grup de control. In terapie
au fost utilizate ,,pastile psihologice”, afirmatii psi-
hologice rationale menite si faciliteze restructuririle
cognitive, fiecirei metode de REBT (in varianti cla-
sicd si cu elemente religioase) fiindu-i asociate pastile
psihologice specifice continutului lor. Aceste afirmatii
au fost destinate grupului care a beneficiat de REBT
cu elemente religioase, fiind alcituite dupd modelul
celor existente pentru REBT in varianti standard, dar
cu un continut religios [1]. A fost folositi si rugiciu-
nea rationald care a fost invitatd si indicatd grupului
cu REBT cu elemente religioase construiti dupi mo-
delul ABCDE favorizand restructuridrile cognitive.

Rezultatele au indicat diferente semnificative intre
grupuri pentru toate variabilele misurate (nivelul de
depresie, anxietate ca stare si ca trisiturd, furie) la
posttestare la grupurile de mame cu interventie com-
parativ cu grupul de control, indicind faptul ci tera-
pia a avut efect benefic.

STUDIUDE CAZ

Antony un tanir de 21 de ani, student in anul 2 la
Filosofie si novice in Ordinul cilugiresc al Iezuitilor
(dupd 2 ani de Filosofie urmau 3 ani de Teologie)
s-a prezentat la consultatie pentru: anxietate marcati
cind se afla in mijlocul comunititii iezuite, resimtitd si
somatic prin palpitatii,’sete de aer”, senzatie de pluti-
re, nesiguranti si frici de examene. La testul HADS a
obtinut un scor semnificativ la anxietate-18 (peste 11
fiind patologic), iar la depresie-7 (absenti). El prove-
nea dintr-o familie numeroasi, in care dupd afirmatiile
sale nu i-a fost aritati si oferitd suficient afectiunea, in
special din partea tatdlui siu, care din nefericire muri-
se inainte cu 1 an de adresarea sa intr-un accident de
masini. Toatd copildria lui a fost intr-o permanenti
cursd pentru dobédndirea acceptirii de citre ceilalti.
De asemenea, era foarte exigent cu propria persoani
cu scopul de a se ridica mereu la nivelul pretentiilor
celorlalti. De fapt prima consultatie a avut loc in urma
cu un an si pentru probleme similare cu cele expuse
mai sus i-am recomandat tratament cu Prozac 20mg
1 tabletd timp de 3 luni, Xanax tabletd de 0,25 mg
1-%-1 tb/zi timp de 2 luni, cu sciderea treptatd a
dozelor, precum si o metoda de control a respiratiei
(Respiratia in 3 timpi-inspir profund maximal 4 s,
manevra Valsalva 4s si expiratie fortatd 4s) pe care a
aplicat-o de 3 ori pe zi in afara perioadelor de anxie-
tate dar si in momentele mai dificile. Evolutia lui sub
aceastd terapie a fost oscilantd avind momente relativ
bune si altele in care simtea o foarte intensd anxietate.
Periodic mi aborda la telefon pentru a-1 linisti. Avand
in vedere aceasti situatie la ultima sedintd am hotirat
abordarea cazului din perspectiva REBT augmenta-
td religios. Reddm cele mai importante momente ale
sedintei(T=terapeut, A=Antony):

T: ”Ce te-a determinat si revii la cabinet?

A: Aceeasi stare de anxietate de care v-am mai
spus si altidata.

T: Cand se manifestd aceastd stare neplicutd?

A: In special cAnd ma aflu in comunitatea Iezuitd
si sunt observat de ceilalti

T: De toti?
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A: Nu, dar de unii dintre superiorii mei. Chiar
m-am gandit serios si md mut la o altd comunitate
din alt oras

T: Ce simti concret in acele momente?

A: Simt o stare de ameteald, palpitatii, parcd nu am
aer, si o senzatie de riu nedefinit precis

T: Ce ginditi concret in acele momente?

A: Mi gandesc ¢i nu mi pot ridica la nivelul
pretentiilor superiorilor mei si a celorlati colegi

T: Este atat de importantd parerea celorlalti despre
tine?

A: DA

T: Cat de importanta? Ce s-ar intampla daci ar
fi o situatie in care nu va ridicati la nivelul acestor
standarde?

A: Ar fi ingrozitor!

T: Binuiesc ci pretentiile superiorilor la adresa ta
sunt la fel cu cele la adresa colegilor

A: Dal

T: Ai observat sau ai discutat cu colegii tii daci si
ei au trdiri negative similare?

A: Cred i numai eu am probleme!

T: Asta ar putea insemna cd problema ta nu este
cauzatd in principal de pretentiile superiorilor ci mai
degrabi de felul in care interpretezi situatiile

A: Cred ca aveti dreptate! De multe ori m-am
gindit si eu dar n-am fost sigur pe mine ci de fapt
toate aceste griji pe care mi le fac sunt ,propriile mele

constructe imaginare”

T: Sunt perfect de acord cu ce ai spus acum! Este
bine ci-ti dai seama ci sunt propriile tale interpretari
legate de ,realitate”

A: DA!

T: Am inteles ci esti student la Filosofie

A: Dal Studiez obligatoriu 2 ani de Filosofie, dupd
care pot opta pentru alte studii incluzind si Teologie

T: Binuiesc ci ai studiat despre stoici si epicurieni

A: Bineinteles!

T: Dupd cum stim amandoi, ei sustineau ci
importante nu sunt lucrurile in sine ci mai degraba
interpretirile pe care le dim noi acestora

A: Aga este!

T: Pornind de la ce sustineau acesti intelepti a fost
pusd la punct o metodi foarte simpli si eficace de
psihoterapie care contine multe lucruri de bun simt
comun. Ai vrea si te invit o modalitate prin care si
reusesti sd reconsideri atitudinea fata de tot ce se in-
tampld in jurul si in interiorul tiu?

A: DA! Chiar vi rog!

T: Este vorba de asa numitul model ABC pus la
punct de citre marele psihoterapeut american Albert
Ellis. O si vi fac o micd schemi pe aceastd hartie,
pentru a v explica mai usor metoda (vezi tabelul I).Se
noteazi cu A toate evenimentele, situatiile, gndurile
noastre sau elementele imaginare care presupu-
nem ci ne produc suferinti sau ne fac si ne simtim

Tabelul I.Modelul ABC aplicat la problemele clientului.

A-Eveniment(Situatie)
Cum gindesc?)

B-Credinte (Interpretare - Ce gandesc,

C-Consecinte Emotionale -Ce simt?
Consecinte comportamentale

Ce fac?

Consecinte fiziologice

A1l: Cand sunt in Comunitatea
Iezuitd in prezenta superiorilor mei
care mi pot obseva

B1-Credinte irationale:

Este ingrozitor ci nu md pot ridica

tot timpul la nivelul pretentiilor
superiorilor si c¢i nu voi fi apreciat de ei
tot timpul

C1-Disfunctionale: Mi simt anxios,
incordat, ametit, mi se taie aerul

B2-Credinte rationale:

Mi-ar plicea si fiu apreciat tot timpul
de superiori,dar stiu ci acest lucru nu
este posibil

C2-Functionale
Sunt usor nemultumit

Al-bis: In fatd celor 6 examene
care mad asteaptd in sesiunea
urmatoare

B1bis-Daci pic un examen inseamni ci
sunt un ratat
Trebuie si fiu intotdeauna apreciat

C1bis-Mi-e frici teribild de esec

B2bis-Oricui i se poate intdmpla si
cadi un examen

Nu inseamni ci daci pic un examen
sunt un ratat si nu mai pot fi apreciat de
ceilalti

C2bis-Sunt putin stresat de examene,
dar ma voi mobiliza cat pot si le trec

54 Revista de Neurologie si Psihiatrie a Copilului si Adolescentului din Roménia - Martie 2019 - vol. 25 - nr. 1




PREZENTARI DE CAZ

Utilizarea interventiei prin REBT augmentati religios la un caz de anxietate la un student teolog * Viorel Lupu

dezagreabil. Vom lua ca exemplu concret ceea ce mi-
al spus inainte.

La A (Situatie) am trecut momentele in care te afli
in comunitatea iezuitd, mai ales in prezenta superiori-
lor care te pot observa.

La C (consecinte emotionale) am trecut anxietatea
de care vorbeai si pe care pand acum o considerai ca
fiind o consecinti a lui A.

La B (Interpretare) am trecut ce mi-ai spus ci
gindesti in acele momente si anume ci este ingrozitor
cd nu te poti ridica tot timpul la nivelul pretentiilor
superiorilor si cd in consecintd nu vei fi apreciat de
citre acestia. Pand aici ai inteles?

A: Dal Este exact asa cum simt si gindesc eu.

T: Facem un pas in plus! Acest model relativ sim-
plu aratd ci nu A il determinid pe C ci mai degrabi
B il determind pe C, altfel spus nu faptul ci sunteti
in prezenta superiorilor si a colegilor mai mari, care
vd pot observa comportamentul si performantele
v induc anxietate ci felul in care ginditi ci “este
ingrozitor’cd nu vi puteti ridica tot timpul la nivelul
asteptirilor lor si ¢ TREBUIE cu orice pret si fiti
tot timpul apreciat. Chiar tu mi-ai spus ci ai intuit
si singur acest lucru, dar ci aveai unele indoieli legate
de corectitudinea interpretdrii. Mi-ai spus ci aceste
situatii neplicute ar putea fi “constructele tale ima-
ginare”. Am adus in acest sens argumentul ¢i nu toti
colegii gandesc si simt la fel. Ai inteles?

A: Desigur!

T: Pani la sedinta de azi am Incercat si te ajut
actionand cu medicamente asupra lui C (Prozac si
Xanax) si de asemenea ti-am aritat tehnica de control
arespiratiei in 3 timpi, care te-a ajutat partial, dar nu a
rezolvat definitiv problema. La fel cum nu s-ar rezol-
va problema daci am actiona asupra ei. Ai sensul celor
discutate inainte cind m-ai intrebat dacd nu ar fi mai
bine sd aderi la o altd comunitate iezuitd din alt oras.
Aceasta se datoreazd faptului ci indiferent de comuni-
tate tu vei purta cu tine B-ul (interpretarea irationali).
Incepand de azi vei invita si actionezi asupra lui B
pentru a modifica C-ul. In acest fel rezultatele vor fi
de durati si vor limita necesitatea medicatiei. Secretul
reusitei este exersarea practicd a metodei prin depista-
rea interpretdrilor irationale si inlocuirea acestora cu
unele rationale. Vrei s-ti arit cum se poate proceda in
acest scop?

A: Abia astept!

T: Si ne intoarcem la felul in care ai interpretat
situatia: ,Este ingrozitor” ci nu mi pot ridica tot

timpul la nivelul pretentiilor superiorilor si cd nu voi
fi apreciat de citre acestia in permanentd pentru ci
TREBUIE SA FIU APRECIAT DE CEILALTT!

Mi-ai spus ci faci parte din Ordinul catholic
al Iezuitilor care se mai numeste si “Societatea lui
Isus”. Oare Domnul Nostru Isus Cristos a fost apre-
ciat de toti tot timpul? Desi era Om-Dumnezeu si
a ficut numai fapte bune pe acest Pimant El a fost
tridat de unul dintre cei mai apropiati discipoli Iuda
Iscarioteanul si de poporul care-L aclamase nu cu
mult timp la intrarea in lerusalim! Cu toate acestea
Isus a spus "larta-I Doamne ci nu stiu ce fac! Nici
unul dintre noi nu este mai presus de Domnul Nostru
Isus Cristos! Deci nu putem pretinde ¢i TREBUIE
SA NE APRECIEZE TOTI!

A: Agsa este! Sunt perfect de acord cu ce spuneti!

T:In plus la ce-ti foloseste ideea ¢ TREBUIE SA
FIU APRECIAT DE TOTI?

A: La nimic. Din contrd mi face si fiu i mai
anxios.

T: Atunci poate ci ar fi bine si-ti modifici putin
standardele in sensul "Mi-ar plicea si fiu apreciat
tot timpul de ceilalti, dar stiu cd acest lucru nu este
posibil!

A: Da, cred ci este mai bine asa!

T: Ce crezi ci ai simti daci ai reformula in acest fel?

A: As fi nemultumit si putin ingrijorat, dar nu as
mai fi anxios!

T: Si analizim si altd problemi cu care te confrunti!

A: Mi asteapti sesiunea cu 6 examene grele si imi
este foarte fricd si nu pic vreun examen.

T: Ce se intimpld daci vei pica un examen?

A: Asta inseamni ci sunt un ratat si ¢i nu mai
sunt demn de aprecierea celorlalti!

T: Haide si aplicim modelul ABC in aceastd
situatie! Care ar fi A-ul?

A: Examenele care se aproprie!

T: OK, dar C-ul?

A: Mi-e o frici teribili de esec!

T: Bun dar B-ul?

A: Daci pic un examen sunt un ratat si ceilalti nu
md vor mai aprecia!

T: Altfel spus TREBUIE SA MA APRECIEZE!

A: DA!

T: Crezi ci este bine s ne judecim global numai
dupﬁ un anumit comportament mai putin performant
sau pentru un anumit insucces? Existd multi studenti
de elitd sau sportivi de mare performanti care pot rata
un examen sau un concurs! Esti de accord?
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A: DA!

T: Asta nu inseamnd ci toti sunt niste ratati!Si
ludm un alt exemplu de rationament irational legat
de o generalizare pripitd a unei fapte regretabile. Si-1
ludm ca exemplu pe Sf. Petru! Pe a cirui temelie Isus
Cristos a cladit intreaga Biserici, el fiind considerat
Primul Papd! Dupd cum stim cu totii in noaptea in
care Isus a fost vindut pe 30 de arginti in gridina
Getzemani de citre Iuda, Petru L-a tridat de 3 ori
lepidandu-se de EL Daci am gindi cum gindesti tu
ar fi insemnat ci Sf. Petru este un triditor si un las care
nu meritd incredere si apreciere din partea celorlalti!
Cu toate acestea Isus ~Dumnezeu nu a gindit in acest
felin vestindu-1 pe Sf. Petru cu un rol atat de impor-
tant. La fel si Petru si-a recunoscut cu umilinti slibi-
ciunea, continuand lucrarea lui Dumnezeu la indem-
nul lui Isus ,,indrizni',d Eu am biruit lumea!”

A: Extraordinar dar este exact tema lecturilor de
azi care au fost citite in comunitatea noastri!

T: Deci este eronat si ne considerim ratati pentru
un insucces. Viata este o lupt, fiind plind de asperititi
si obstacole pe care uneori le putem depisi alteori mai
putin.

Pe de altd parte Isus Cristos ne-a invitat si ne
purtdm crucea cu demnitate. Cum ai putea gindi mai
rational in privinta examenelor?

A: Oricui i se poate intdmpla si cadd un examen
si acest lucru nu inseamnd automat ci este un ratat.
Pe de alti parte nu ai cum si fii intotdeauna apreciat
de toti! Tot in Biblie se spune “Nimeni nu-i profet in
tara lui!”

T: Este foarte buni formularea! $i cum te simti
acum daci gandesti astfel?

A: Cred ci doar putin stresat de examene, dar
acest lucru mi va mobiliza sd fiu cat mai bine pregitit
s le promovez!

T: Cred ci ai inteles bine modelul ABC.Vei vedea
cd daci-1 vei aplica in viata cotidiani te vei simti mult
mai bine si nu vei mai experimenta trdirile negative

disfunctionale in fata unor dificultiti cu stiri mult
mai usor suportabile.

A: Mi voi stridui si le aplic!

T: Doresti si-ti dau hartia cu modelul ABC?

A: Chiar vi rog!

T i'gi sugerez si-ti faci un jurnal in care zilnic si
treci urmitoarele ca temi de casi (tabelul II).

Evolutia cazului a fost favorabila prin restructura-
rea cognitivi efectuatd in maniera REBT cu elemente
religioase adecvate religiei clientului.

Rezultate aseminitoare au fost obtinute si de ci-
tre Koenig et al. (2015) si Pearce et al. (2016) care au
comparat interventia prin CBT cu elemente religioa-
se versus CBT standard in depresia majori si in bo-
lile somatice demonstrind superioritatea celei dintai
abordiri [12,13].

Dintre cele 10 idei irationale enumerate de
citre Ellis si Harper in lucrarea "Un nou ghid pen-
tru o viati rationali" (A New Guide to Rational
idei Living, 2007) clientul al cirui caz a fost de-
scris 0 avea pe cea mai importantd §i anume Cd:
ytrebuie si fii iubit sau aprobat de toate persoanele pe
care le consideri semnificative.” Cei mai multi oameni
se bucuri de afectiune si de aprobare si este bine si le ai,
dar nu se moare firi ele. Oamenii isi pot face singuri riu
urmdrind idealul imposibil de a fi iubiti de toatd lumea
si sd fii constrins si triiesti dupd standardele celorlalti
fiind dominat de imperativele lui Trebuie, Ar trebui, S-ar
cidea (Musts Shoulds Oughts). De asemenea clientul a
prezentat si o altd idee irationald “Nu trebuie si esuez”
creznd ci permanent trebuie si dovedeascd competenti
maximi si realiziri pe masuri. In fapt niciun om nu este
capabil si realizeze tot ce-si propune. Ellis denumea
tirania lui trebuie cu termenul MUSTERBATING si
are legitura directd cu idea irationald “nu trebuie si esuez”
ceea ce duce la fricd de esec care determind inactiunea si
piederea libertitii de a actiona pentru a obtine succesul.
Clientul nostru avea si “catastrofare”previzand esecul la
examen isi genera anxietate.

Tabelul II. Jurnalul zilnic propus clientului ca tema de casa

B1-Interpretare
irationald

Ziua/Ora A-Situatia

C1-Emotia
B2-Interpretare disfunctionald C2- Emotia
rationald evaluati functionald
dela 0-10
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CASE REPORTS

Using a religion augmented REBT intervention for an anxiety case in a theology student * Viorel Lupu

CONCLUZII

Aplicarea tehnicilor de REBT augmentate cu
elemente religioase au fost benefice in tratarea unui
tandr student la Teologie-Filosofie care prezenta

INTRODUCTION

In any type of psychotherapy, the therapeutic
relationship plays a fundamental role, contributing,
according to some authors, in a proportion of 30%
to the success of the intervention [1]. This is why
in psychotherapy we look for elements to positively
influence this relationship and, implicitly, the results
of the therapy.

One of the most important factors that influence
the therapeutic relationship is empathy, which is
the capacity to walk in the shoes of our clients, to
understand their thoughts and emotions/ feelings,
without judging them [2]. This can be done by using
a language that is within reach for the client and that
facilitates a positive transfer.

Rational emotive behavior therapy (REBT) is a
consecrated form of psychotherapy, being developed
by Albert Ellis (1999) and is based on the idea that
emotions and behaviors appear as a result of cognitive
processes [3], more specific, as the interpretation that
each person gives to events surrounding him/her and
not as a result of those events. These principles are
based on the theory that it is possible for people to
change the emotions and behaviours they experiment
by modifying their thoughts and ideas.

Ellis set up the famous ABC model which aims
to replace the inappropriate, inflexible attitudes, like
worthlessness (‘I am a worthless person if I do not
excel and if I do not win the approval of others”),
exaggeration (“It is terrible and awful if I do not do
everything how it is supposed to be”), and intolerance
(“I cannot stand the things that happen to me and
are not supposed to”) with flexible, adaptive attitudes.

The examples given during the course of REBT
need to be relevant for the client and match his/her
reference system. So, the principle of a personalized
intervention applies, which implies a lot of creativity
and imagination from the therapist. In this context we
describe a religion-augmented REBT intervention in
the case of a theologist. Using examples and quotes
from the Bible can only be beneficial in assuring the
success of the REBT intervention.

tulburare anxioasi.

Adecvarea exemplelor mai ales in disputarea
cognitiilor irationale este esentiali pentru reusita
terapiel.

To be efficient, before the intervention we need
to do a complex evaluation of the client — concerning
the diagnosis and the problems to be solved, that
will turn into therapeutic objectives, and concerning
aspects related to his potential religious beliefs. This
is extremely important in order to avoid certain
situations with which we could be confronted, like in
the next example:

<<A 17-year-old member of X Church presented
to the clinic of child and adolescent psychiatry for
three episodes of dissociative fugue, apparently
without a precise direction, accompanied by partial
amnesia. She was sexually assaulted three years prior.

We proceeded with initiating a hypnosis session
with the purpose of obtaining data concerning her
departures and reframing the psychotrauma. In
reframing therapies, it is important to first strengthen
the ego, then to immerse in the psychotrauma in the
imagination and afterwards, by using “fractioned
hypnosis”, to “empty” the major traumatic event of
anxiety.

A technique of age regression was applied, called
the “photograph album”, where at one point it was
suggested to her [4]: “You see a photo with you
when you were 6 years old... it is Christmas... you
are in front of the Christmas tree, together with
your entire family... you open your wrapped present
and you feel joy...”. At that moment, the adolescent
left the trance and opened her eyes and said: “I am
member of X Church, we do not celebrate Christmas”
... You are calmed and relaxed... You see a photo
of you when you were nine. It’s your birthday and in
front of you is a cake with nine candles”. She left the
trance again saying: ‘I am member of X Church, we
do not celebrate birthdays” ... “You are calmed and
relaxed”.>>

Initially, A. Ellis (1960) considered, based on
atheist philosophy, that religion is irrational, and it can
disturb emotional life, saying about sin that it is one
of the causes of psychopathological disorders [5]. He
considered that religious beliefs that are dogmatically
formulated lead to a precarious emotional health and
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contribute directly to mental disorders. Subsequently,
the same author accepts that there is congruence
between the rational-emotive philosophy and the
divine grace philosophy from Christianity. He
underlines the idea that religious or not religious
beliefs don’t determine people to have healthy or
unhealthy emotions, but the quality of those thoughts
can perturb a person’s life, considering the fact that
the atheist, Christian or Islamic way of thinking can
have inflexible and absolutist ideas [6,7].

Robb (2001, 2002) showed that REBT can
function well in any religion (Jewish, Christian,
Muslim, Hindu, Buddhist, Taoist or other) that
accepts the importance of modifying inappropriate
thoughts, showing that the greatest obstacle in a
person’s transformation is an absolutist religious way
of thinking [8]. For example, the thought according
to which “I have to pray three times a day for God

to forgive me, otherwise I cannot forgive myself”

will maintain the emotional discomfort, putting God
in an unfavourable light and loading the individual
with tasks that do not bring a freeing from guilt. The
healthy attitude would be: “because I want God to
forgive me, I will ask for forgiveness through prayer,
being willing to accept this forgiveness, because I
know God loves me as a sinner, even though He does
not love sin”.

The results obtained by Koening, McCullough
and Larson (2001) in their meta-analysis of 1200
studies and 400 researches in the area of physical
health connected with patients’ religiousness, show
that patients with an active religious life heal faster
than non-religious patients, also having a lower death
rate [9].

Starting from the premise that evaluative
cognitions, also called hot cognitions,generate affective
reactions — irrational cognitions lead to dysfunctional
emotions, and rational cognitions to functional
emotions, Balla (2013) studied the question: to what
extent do irrational cognitions appear in religious
thought [1,10]> He identified irrational religious
cognitions like: absolute requirements towards
God and others, catastrophizing and intolerance to
situations of suffering, as well as globally evaluating
oneself as a good or bad person. Also, he highlighted
the connections between these irrational religious
cognitions and dysfunctional negative emotions.

The implication religion has over mental health is
a controversial area and less studied, being associated

with several aspects of adaptive functioning: it offers
life meaning, contributes to an increase in the quality
of life, maintains hope and optimism, contributes
to a better management of dysfunctional behaviors
(addiction, substance use), facilitates coping with
difficult life situations, facilitates social support, ofters
a purpose to the perishable nature of the human being,
offering a purpose in regards to life and death [11].
Roman (2013) studied therapeutic interventions
for improving the distress of mothers admitted to a
ward specialized in treatment recovery for children
with neurological problems, who were divided into
three groups — one control group, one group with
standard REBT and one group with REBT and
scriptural elements. “Psychological pills” were used in
therapy, rational psychological statements designed to
facilitate cognitive restructuring; each REBT method
(classic or with religious elements) having had specific
psychological pills. A rational prayer was learned by
the religious REBT group, based on the ABCDE
model, favouring cognitive restructuring. The results
indicated significant differences between groups for
all the measured variables (depression level, anxiety
as a trait and as a state, anger) in post testing, in the
mothers’ groups that had an intervention compared

with the control group, indicating that the therapy
had a beneficial effect.

CASE STUDY

Antony is a 21-year-old, second year Philosophy
student and a novice in the monk order of the Jesuits.
He presented for marked anxiety when in the Jesuit
community, with somatic implications: palpitations,
“thirst for air”, floating sensation, uncertainty and
fear of exams. He had a significant score for anxiety —
18 (pathologic over 11) and 7 for depression (absent)
on the Hospital Anxiety and Depression Scale. He
came from a numerous family, in which, according
to his statement, he wasn't shown or offered enough
affection, especially from his father, that unfortunately
died one year before in a car crash. During all his
childhood he was in a permanent race to be accepted
by those around him. He was very exigent with
himself with the purpose of always rising above
others’” expectations. In fact, his first consultation
was a year before, for similar problems, when he was
recommended treatment with 20 mg of fluoxetine
for 3 months, 0,50 mg of alprazolam for two months,
with a slow decrease in dosage, and a method to
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control breathing (breathing in three steps — maximal
inspiration — 4 seconds, Valsalva manoeuvre — 4
seconds and forced expiration — 4 seconds) which
he had to do three times per day, outside the anxiety
periods, and in more difficult times. His evolution
was oscillating, having relatively good moments or
moments of high anxiety. Considering this situation,
it was decided to approach the case from a religiously
augmented REBT point of view in the last meeting.

We present the most important moments of the
session (T: therapist, A: Antony):

“T: What determined you to come back to my
office?

A:The same anxiety state I've told you before, that
appears in the Jesuit community, when I am observed
by others, especially by my superiors. I feel dizzy, I
have palpitations, a lack of air and an undefined bad
feeling. I think that I cannot meet the expectations of
my superiors and my other colleagues.

T: Your problem is not mainly caused by your
superiors’ expectations, but by the way you interpret
situations.

A: T think you are right! I often thought about
it, but I wasn't sure if these worries are my “own
imaginary constructs”.

T: It is good to realize what your own
interpretations are concerning reality. I understood
that you are a Philosophy student. I suppose you have

studied about stoics and epicureans. As we both know,
they sustain that things per se are not important, but
our interpretations of them.

A: That is correct!

T: Starting from what these wise men said,
a very simple and efficient mean of therapy was
created by an American psychotherapist, Albert
Ellis, the ABC model. We note with A all the
events, situations, thoughts or imaginary elements
that we suppose produce our suffering or make
us feel disagreeable. We will take as an example
what you have told me before. At A (situation),
I've noted the moments where you are in the Jesuit
community, especially in the presence of your
superiors, that can observe you.

At C (emotional consequences) I've noted the
anxiety you were talking about, and which you
thought, up until now, that it was a consequence of A.

At B (interpretation) I've noted what you told me
you are thinking in those moments: that you cannot
raise to the level of your superiors’ expectations and,
as a consequence, you will not be appreciated by them
(table 1).

T: This relatively simple model shows how not A
determines C, but rather B determines C, otherwise
said: not the fact that you are in the presence of your
superiors and your colleagues, who can observe your
behavior, induces anxiety, but the way in which you

Table I. ABC Model applied to the client’s problems

A-Event (Situation)

B-Beliefs(Interpretation-What am
I thinking, How am I thinking?)

C-Emotional consequences: What
do I feel?

Behavioral consequences: What do
Ido?

Physiological consequences

Al: When I am in the Jesuit
community, in the presence of my
superiors that can observe me

B1-Irrational beliefs: It is terrible
that I cannot rise all the time to the
level of my superiors’ expectations
and that I cannot be appreciated by
them all the time.

C1-Dystunctional: I feel anxious,
tense, dizzy, lack of air.

B2-Rational beliefs: I would like
to be appreciated by my superiors
all the time, but I know this is not
possible.

C2-Functional: I am a bit
dissatisfied.t

A1-bis:In front of the next 6 exams
that await in the next exam session

B1bis-If I fail an exam, that means
I am a loser. I always have to be
appreciated.

C1bis-I am terribly afraid of failure

B2bis-Anybody can fail an exam. It
does not mean that if I fail I am a
loser and cannot be appreciated by
others.

C2bis-1 am a bit stressed by the
exams, but I will get myself together,
so I can pass them
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think “it is terrible” that you are not able to rise to
their expectations and that you MUST, at any cost,
be appreciated all the time. You have told me the
same thing, but that you had some doubts about the
correctitude of your interpretation.

You interpreted that “it is terrible” that you
cannot rise all the time to the level of your superiors’

expectations and that “I will not be appreciated by

them because I HAVE TO BE APPRECIATED
BY OTHERS permanently”.

You said that you are part of the Catholic Order of
the Jesuits, which is also called: “Jesus’ Society”. Was
our lord Jesus Christ appreciated by everybody all the
time? Although he was Man — God and He did only
good deeds on this Earth, He was betrayed by one of
His closest disciples, Judas, the Iscariot, and by the
people that acclaimed Him not long before, when He
entered Jerusalem. Despite all this, Jesus said: “Father,
forgive them, because they know not what they do.”
No one is above our lord Jesus Christ! So, we cannot
pretend for everybody to appreciate us!

A: Yes, I agree!

T: How would you feel if you reformulated it like
this: I would like to be appreciated by my superiors all
the time, but I know this is not possible?

A: T would be dissatisfied and a little worried, but
not anxious.

T: Let’s analyze another problem you are dealing
with.

A: The exam session is around the corner with six
hard exams and I am afraid that I will not pass one of
them. If I fail, that means I am a loser and I am not
worthy of people’s appreciation.

T: Let’s apply the ABC model in this situation.
What would the A be?

A:The upcoming exams.

T: Ok, and the C?

A: T have a terrible fear of failure.

T: Ok, and the B?

A:If1 fail an exam, I am a loser and the others will
not appreciate me!

T: In other words, THEY HAVE TO
APPRECIATE ME! Do you think it is okay to judge
ourselves globally according to just one less performant
behavior or just for one failure? Let’s take an example
of an irrational way of thinking connected to a hurried
generalization about a regrettable action. Let’s take
Saint Peter as an example! On whose foundation, Jesus
Christ built the entire Church, he is considered the
First Pope! As we all know, the night Jesus was sold for
30 pieces of silver in the Gethsemane garden by Judas,
Peter betrayed Him three times by denying Him. If
we were to think like you do, that would mean Peter
is a traitor and a coward, that cannot be trusted and
doesn’t deserve appreciation from others. Despite all of
this, Jesus did not think like this, and invested Peter
with such an important role. In the same way, Peter
recognized his weakness with humility, continuing
God’s work at Jesus’ urge: “But take heart! I have
overcome the world!”.

A: Extraordinary! It is the exact theme of today’s
lecture in our community!

T: So,itis not correct to consider ourselves losers for
a failure. Life is a struggle, being filled with asperities
and obstacles that we can sometimes overcome or not.
On the other hand, Jesus has taught us to wear our
cross with dignity. How could you think rationally
about your exams?

A: Anyone can fail an exam, but this does not
automatically mean that he is a loser. On the other
hand, you cannot be appreciated all the time by
everybody. The Bible also says: “no one is a prophet
in his own land”.

T: It is a very good wording! And how do you feel
now, if you think differently?

A: T think I am only a little bit stressed by the
exams, but this will motivate me to be better prepared
to pass them!

T: T would suggest keeping a diary where you can
write daily in the next table, as a homework. (table 2)

The evolution of the case was favorable due to
cognitive restructuring using REBT with religious

Table IL. Proposed daily diary as a homework

Day/ Hour B1- Irrational

interpretation

A-Situation

B2-Rational Ci1- C2- Functional
interpretation Dysfunctional emotion
emotion scored
from 0 to 10
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elements, adequate to the client’s religion.

Similar results were obtained by Koening et
al. (2015) and Pearce et al. (2016), who compared
intervention with CBT with religious elements vs.
standard CBT in major depression and in somatic
disorders, demonstrating the superiority of the first
one [11,12].

Out of the 10 irrational ideas enumerated by Ellis
and Harper in the paper titled: “A new guide for a
rational living” (2007), the client whose case has been
described above had the most important one, that is: “I
have to be loved and approved by all the persons that
I consider significant”. Most people enjoy affection
and approval, and it is good to have them, but you
can live without them. People can hurt themselves
by following the impossible ideal to be loved by
everybody and by being constrained to live by other
people’s standards, dominated by the imperatives of:

Must, Should, Ought.

Also, the client presented another irrational idea:
“I'must not fail”, believing that he permanently has to
prove maximum competency and according results. In
fact, no human being is capable to realize everything
he proposes to do. Our client also “catastrophized”,
foreseeing his failure in the exam that generated
anxiety.

CONCLUSIONS

Applying REBT techniques augmented with
religious elements were beneficial in treating a
him. Adequate examples, especially when disputing
irrational beliefs, are essential for the success of
therapy. By adapting the intervention in this way, we
favour the therapeutic relationship, which is essential
for a successful therapy.
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PREZENTARI DE CAZ

Examenul psihologic al copilului cu presupus abuz sexual * Speranta Popescu

Examenul psihologic al copilului cu presupus abuz sexual.
Proiec’gie §i imagine corporali

The psychological examination of alleged child sexual abuse.
Projection and body image

Speranta Popescu

REZUMAT

Introducere: evaluarea psihologicd a abuzului sexual la copil rimane un demers dificil in contextul examenului psihologic clinic fiind influentat de mai
multi factori cum ar fi: varsta copilului, dezvoltarea sa neuropsihici, calitatea functiei parentale asociate unei posibile sugestibilititi din partea pirintilor,
mecanismele de apirare ale copilului care au la bazd rusinea, culpabilitatea si/sau frica. Metode : studiul de caz al unui copil cu presupus abuz sexual in care
s-au folosit ca metode de examinare ,Povestea Furnicii”,C.A. T si jocul de rol. Rezultate : s-a observat ¢ anumite instrumente diagnostice proiective sunt
facil acceptate de copil si oferd informatii importante atunci cind se presupune existenta unui abuz sexual. Concluzii : acest studiu de caz demonstreazi
posibilitatea de a aborda cu ajutorul unor instrumente diagnostice proiective impactul abuzului sexual asupra imaginii corporale in contextul limitei fragile
dintre real si fantasmatic al traumatismului sexual la copil.

Cuvinte cheie : abuzul sexual, imagine corporald, diagnostic proiectiv, fantasmatic.

SUMMARY

Introduction: the psychological evaluation of sexual abuse in children remain difficult in context of clinical examination is influenced by many factors
such as neuropsychological quality parental functions associated with a possible suggestibility from parents, defense mechanisms of child which are based
on shame, guilt and / or fear. Methods: a case study of a child with suspected sexual abuse who were used as examination methods “The fairy tale of the
ant", C.A. T.and role-playing. Results: it was observed that certain projective methods are easy diagnostic tools accepted by children and provides impor-
tant information when it is alleged the existence of sexual abuse. Conclusions: This case study demonstrates the possibility of dealing with some diagnostic

tools projective impact body image sexual abuse in the context of fragile boundary between reality and fantasy of sexual trauma in children.

Key words: sexual abuse, body image, projective diagnostic, fantasy.

INTRODUCERE

Evaluarea psihologicd a abuzului sexual la co-
pil rimane un demers diagnostic dificil in contex-
tul varstei copilului, al vietii de familie care implicd
organizarea acesteia si o serie de aspecte legate de
cu antecedentele privind dezvoltarea neuropsihici a
copilului, a mecanismelor de apirare pe care acesta
le dezvolta intr-o astfel de situatie, implicind teama,
rusinea, vinovitia. O serie de cercetiri in acest sens
au prezentat rezultate contradictorii [3]. O dezba-
tere teoreticd a inceput incd din prima parte a seco-
lului XX in cimpul psihanalizei intre FREUD [6] si
FERENCZI [7] privind natura reald sau fantasma-
ticd a traumatismului sexual, iar concluziile acestora
rimin contradictorii.

Problema diagnosticului privind realitatea abuzului
a suscitat dezbateri serioase privind pericolul de a acor-
da incredere oarbd mirturisirilor copilului si in egald
misurd pirintelui sau tutorelui sdu [1]. Psihologi cli-
nicieni francezi [2, 10] promoveazi si apird totodati
ideea de a recurge la tehnicile proiective atunci cind se
face o expertizi psihologicd pentru identificarea unei
presupuse victime a unui abuz sexual si cu scopul de
a intreprinde o interventie psihoterapeutici. Argu-
mentul major privind folosirea tehnicilor proiective ca
instrumente de diagnostic consti in aceea ci ele reduc
apardrile constiente ale subiectului in cadrul unei ex-
pertize si stimuleazd un travaliu de simbolizare al eve-
nimentului prin intermediul proiectiei. Sunt cunoscute
ca tehnici proiective in astfel situatii clinice : lucrul cu

povesti, testele de desen, testul RORSCHACH, TA.T.
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MATERIALE SIMETODE

Studiul de fatd a utilizat in cadrul unei exper-
tize clinice efectuate intr-un presupus abuz sexual,
«Povestea furnicii», creata de ROYER [10] si vali-
dati ulterior de DE TYCHEY [2, 4] pentru a apre-
cia urmirile suferintei corporale prin proiectia ima-
ginii corporale pe care o realizeazd copilul.

Textul povestii explorezd prin intrebirile puse
mai multe aspecte importante ale imaginii corpo-
rale. Aceastd poveste (vezi anexa) face obiectul unei
validiri ulterioare [9].

Intrebarea 1 se referi la locul unde ajunge furni-
ca pe corpul copilului si permite si se observe daci
diferentiazd clar imaginea corporald in plan cogni-
tiv, in sensul dat de Schilder [11] sau daci este o
investitie regresivd: (a) nivelul evoluat recurge la
activitatea predominant cognitivi, furnica ajunge pe
o extremitate a corpului, cap, fatd, mand, picior, brat;
(b) nivelul regresiv este reprezentat de plimbarea
furnicii pe ombilic, guri, fese, burtd, sex.

Intrebarea 2, implici referinte senzoriale bogate
in cazul in care copilul este capabil si evoce in cur-
sul cildtoriei furnicii cel putin doud astfel de refe-
rinte. Criteriile privind referintele senzoriale sunt:
VAZUL (furnica se plimbd pe ochi, pleoape, ochelari);
ATINGERE (furnica se plimba pe unghii, par, piele );
MIROS (furnica se plimba pe nas ); GUST ( furnica se
plimbi pe gurd, buze, limbi); AUZ (furnica se plimbi
pe urechi).

Rispunsurile normative pentru intrarea si iesirea
furnicii sunt pentru cele trei orificii naturale: gurd,
nas, ureche. Rispunsurile regresive sunt raportate la
orificii cu valentd sexuald: ombilic, fese, sex.

Intrebarile 4 5i 5 se referd la amvelopa corporali
si la capacitatea copilului de a integra ambivalenta
raportatd la propriul corp si anume triirile legate
de plicere/neplicere. Se referd la evolutia imaginii
inconstiente a corpului conceputi de DOLTO [5]
si anume la «imaginea erogeni», «locul unde se fo-
calizeazd plicerea sau neplicerea eroticd in relatia cu
celdlalt».

Rispunsurile normative sunt legate de capacita-
tea copilului de a evoca deopotrivi lucruri frumoase
si lucruri mai putin frumoase.

Intrebarea 6 este legati de deznodimantul po-
vestil. Rispunsul normativ este dat de capacitatea
copilului de a imagina un deznodimint pozitiv in
care cei doi protagonisti se separd, copilul si furni-
ca. Riaspunsul problematic va fi exprimat printr-un

deznodimint negativ (ex., moartea unuia dintre
protagonisti) sau prin imposibilitatea de a imagina
separarea celor doi.

CAZ CLINIC, SUBIECT: MARIA, 4 ANL.

Prezentare si comportament

Fetita s-a prezentat la cabinetul de psihologie
insotitd de mama si bunica sa. Mama a asistat la
examinarea psihologici a copilului si a participat la
interviul clinic care s-a desfisurat inainte de exami-
narea psihologici propriu-zisi.

Fetita are aparenta unui copil cu un fizic plicut
si o tinutd relativ ingrijitd. Este timidd la primul
contact, dar in scurt timp se acomodeazi cu atmos-
fera cabinetului si acceptd sarcinile de lucru si de joc
propuse de citre examinator. Rispunde la intrebdri
cu oarecare retinere, tonul vocii este uneori soptit,
dar se antreneazi in sarcinile de joc folosind cele
doud pipusi cu care a venit de acasi si este foarte
comunicativd in exprimarea non-verbald (gesturi,
mimici, actiune). Sustine privirea examinatorului si
colaboreza cerand ajutorul pentru anumite secvente
de joc.

Date rezultate in urma interviului clinic cu
mama

Interviul clinic a avut loc separat cu mama fetitei
care a declarat cd motivul cererii de examinare psi-
hologici este datorat suspiciunilor legate de com-
portamentul tatilui fatd de fetitd pe care il incrimi-
neazi ci a abuzat sexual de minori. Descrie in acest
sens o serie de comportamente ale fetitei care indicd
preocupiri legate de zona genitald cum ar fi: dorinta
de a introduce jucirii in zona genitald, atingerea cu
mana a acelei zone, imitarea unor gesturi cu caracter
sexual. Mama a observat aceste preocupiri incepand
cu aproximativ 3 saptimani in urmd, fetita fiind la-
satd de citeva ori in grija tatdlui care i-a ficut baie
si deasemeni au dormit deseori impreun.

Din declaratiile mamei rezultd ci a niscut copi-
lul prematur la 36 de siptamani. A avut o dezvoltare
neuropsihomotorie normald in primul an de viati,
dupi care o perioadd de cateva luni a urmat o inceti-
nire a ritmului de crestere si dezvoltare a cirei cauzi
o considerd datoratd oboselii pe care o acumulase
ocupandu-se singurd de copil si relatdnd ci sotul nu
participd deloc la ingrijirea copilului sau la indepli-
nirea unor sarcini menajere. Mama continui si in
prezent si alipteze fetita la sin pe timpul noptii. Nu
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a inscris-o la gridinitd si se ocupd personal de apli-
carea unor sarcini educative din Programul MON-
TESSORI la domiciliu. i§i asumd unele comporta-
mente irascibile fatd de copil pe care le pune tot pe
seama suprasolicitdrii casnice. In prezent se afld in
divort cu sotul care a intentat aceastd actiune.

De asemenea in incheierea interviului mama
descrie ca simptome apirute in comportamentul
fetitei: enurezis si somn agitat cu treziri frecvente,
ea fiind acum cea care doarme cu copilul.

In ceea ce privesc faptele legate de presupuse
atingeri sau abuzuri sexuale copilul nu descrie in
cuvinte astfel de situatii, iar din relatirile mamei,
aceasta indicd faptul ci nici ei nu i-a povestit in
cuvinte astfel de lucruri, dar a prezentat gesturi si
preocupiri cu conotatie sexuali.

Evaluarea inteligentei

Subiectului, tindnd cont de varsta cronologici, i
s-au aplicat probe simple de concentrare a atentiei,
de denominare a unor obiecte si situatii, care sd
aduci clarificiri in ceea ce priveste dezvoltarea inte-
ligentei si s-au constatat urmitoarele: nivelul inte-
lectual global nu este deficitar si corespunde varstei,
copilul prezinti aptitudini de intelegere a situatiilor
simple.

In plan verbal stipaneste un limbaj functional
adecvat, folosind cuvinte potrivite pentru situatiile
pe care le descrie in cursul examinarii. Asociazi co-
rect numele obiectelor sau situatiilor dupd itemii
care sunt prezentati.

Este important de indicat cd subiectul rezolvi
sarcinile de joc sau povestit fird a fi anxios, sau nea-
tent, doar spre sfarsitul examindrii apare o oarecare
neribdare si nevoie de miscare ca si de explorare a
mediului din cabinet ceea ce corespunde emotional
si comportamental varstei subiectului.

Functionarea psihici

Subiectului i s-au aplicat urmitoarele probe si
teste psihologice: C.A.T. (Children Apperception
Test), Povestea Furnicii: Royer[10], De Tychey [4],
Jocul de rol.

In cadrul Testului C.A.T. se sintetizeazi aceste
rezultate decodificate la urmitorele planse: Plansa 9
« lepurasul sta in patut. Mama lui a plecat acasi la
ea. L-au lisat singur. Mama [-a tras de par si de
ureche, a ramas cu tatdl lui. », sentimente si idei de
abandon in contextul unei figuri materne agresive.

Plansa 5, « Ursuletii sunt singuri. Parintii s-au dus
la Sinaia », aceleasi reprezentiri legate de abandon
fatd de figurile parentale. Plansa 1, «Puisorii asteapti
pe mama lor.» Pozitie orald nesatisfacuta.

Concluzie: figuri parentale insecurizante
asociate cu reprezentiri si afecte legate de abandon.

Povestea furnicii: a fost folositd in cercetare
pentru situatii legate de presupuse abuzuri sexuale
asupra copiilor ,Revue quebecoise de Psychologie, 39/1,
128-143, 2010,[9]. Subiectului i s-a spus povestea
Furnicii care se intalneste cu fetita adormitd la poalele
unui copac in padure i incepe sd o cerceteze mergind pe
corpul ei. Subiectul a raspuns la urmatoarele intrebdri:

1. Pe care parte a corpului se urcd furnica 2

R : Pe manuta.

2. Ce vede furnica ?

R : 0 vede pe fetita.

3. Furnica vede un orificiu, intrd prin el, pe unde

crezi cd a intrat?

R : prin ureche.

4. Ce a vazut furnica caldtorind prin corpul fetitei 2

R: A vazut mancare din burticd si a mai vazut o
piscind.

5. I-a plicut furnicii calitoria 2

R: da i-a plicut.

6. Cum se termind povestea?

R: Furnica pleacd si fetita ramdne in padure, nu
se mai intoarce acasd niciodatd. Ramane acolo
cu mama ei. Ba nu 5i furnica se intoarce §i ri-
mdne cu ele, este prietena lor.

Concluzie: subiectul face o descriere evoluati a
traseului furnicii fird a avea referinte regresive legate
de corporalitate, are o buni perceptie a diferentierii
interior (corporalitate) /exterior. Referintele senzo-
riale raportate la varstd sunt bogate in semnificatii.
Atingerile corporale nu sunt percepute ca neplicu-
te. Rispunsul la intrebarea 6 rimine semnificativ
prin nevoia exprimatd de securizare, descrisd prin
neputinta de a se separa de protagonista povestii,
furnica si addugarea personajului matern ca element
de securitate (posibili nevoie nesatisficuti), rein-
toarcerea acasa fiind imposibild. Ciminul familial
este proiectat ca obiect al angoasei.

Jocul de rol: fetitei i s-a propus un joc cu pipusa
in care ea are rolul tatilui, "Daddy”, iar pdpusa este
Maria (subiectul insusi). Acceptd cu plicere jocul si
imagineazi situatia in care doarme cu tatil: dezbra-
cd pipusa, insistd pe scoaterea chiloteilor si atinge
repetat cu mana zona genitald a papusii spunind cid
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asa face Daddy cind o pregiteste de culcare. O altd
situatie de joc este aceea de la baie cind tata dupi
ce o scoate din cad insistd cu prosopul in zona ge-
nitald a papusii. Jocul se incheie imbricand din nou
papusa.

CONCLUZII GENERALE

SIRECOMANDARI

Nivelul intelectual global al subiectului nu este
deficitar si raportat la vérstd prezintd aptitudini ge-
nerale de intelegere a situatiilor simple.

Subiectul nu prezinti tendinte accentuate la
confabulatii si tinind cont de varstd apelul la ima-
ginar este coerent cu posibile deformiri care nu au
aceeasi dimensiune simbolicd ca la adult. Nu face
confuzii identitare si reuseste si reunifice si sa dife-
rentieze in acelasi timp fantasma de realitate.

Faptele presupuse a fi consumate si legate de un
abuz sexual intrafamilial se inscriu intr-un context
conflictual al cuplului parental.

Pe fondul acestor disfunctii parentale subiectul
proiecteazd in cadrul probelor si testelor adminis-
trate angoasa de separare, atasament nesigur si am-
bivalent fatd de figurile parentale si afecte legate de
reprezentiri cu continut de abandon.

Tinand cont de situatia tensionati de descom-
punere familiald aflatd in curs se recomandi su-
port psihoterapeutic atit pentru copil cat si pentru
cuplul parental.

In ceea ce priveste presupusul abuz sexual al
copilului, rezultatele examenului psihologic efec-
tuat reprezinti o componentd a unei expertize
medico-psihologice mai ample care poate conduce
la concluzii si misuri in consecinti.

DISCUTII ST CONCLUZII

Studiul de fati si-a propus si prezinte un model
de lucru privind psihodiagnoza clinicd a copilului cu

INTRODUCTION

The psychological assessment of sexual abuse in
children remains a difficult diagnostic endeavour, in
the context of the child’s age, of the organisation of
family life and parental care, as well as of antecedents
related to the child’s neuropsychological development
and the defence mechanisms the child develops in such
a situation, involving fear, shame and guilt. Research

presupus abuz sexual prin posibilitatea de a proiecta
suferinta la nivelul imaginii corporale. Lectura ca-
litativd a povestirilor initiate de copii intr-un astfel
de context traumatic poate si confirme gravitatea
unui abuz.

Propunerea unor tehnici proiective in cadrul
examenului psihologic reprezintd o situatie de me-
diere in comunicare care poate fi calificati ca o si-
tuatie de joc [8]. Astfel prin intermediul unui astfel
de joc copilul va experimenta relatiile sale cu mediul
reproducind o parte din cele pe care le triieste in
mod cotidian i va figura in mod metaforic aspecte
ale functiondrii psihice care apartin realititii interne
ca si celei externe .

ANEXA

Textul : Povestea furnicii [9]

Un baiat sau o fetitd, a adormit intr-o zi in iarbd
intr-o poienitd. Dar iatd o furnicd se apropie de copil si
se intreabd : « Ce-o mai fi §i asta ¢ » §i cum era foarte
curioasd a inceput sa exploreze corpul copilului urcin-
du-se pe el (ea).

1. Pe ce parte a corpului se urcd furnica 2

2.1 ncepand de acolo se plimba peste tot. Pe unde cre-

zi cd se plimba si ce vede ?

3. Apoi furnica vede o micd gaurd si este curioasd si

vadd ce este induntru.
Ce gaurd era ?
Intrd si se plimba prin corpul copilului.
Ce vede ea ?
Si apoi in sfarsit iese, pe unde ?
4. Furnica a vazut multe in cildtoria ei. Crezi cd a
vdzut lucruri frumose sau urite? Ce era frumos?
Ce era urar ?

5. Ce a simtit copilul cand furnica I-a vizitat 2 I-a

placut 2 I-a facut rau?

6. Cum crezi cd se termind povestea ?

in this field has presented contradictory results [3].
A theoretical debate began as early as the first part
of the 20" century, in the field of psychoanalysis,
between FREUD [6] and FERENCZI [7], regarding
the real or fantastic nature of sexual trauma, and their
conclusions remain contradictory.

The issue of diagnosis with regard to the reality
of abuse has sparked serious debates related to the
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danger of blindly trusting a child’s confession, or the
confession of a parent or tutor, for that matter [1].
French clinical psychologists [2,10] promote and
defend the idea of resorting to projective techniques
when the victim of a supposed sexual abused is
examined, for the purpose of also performing
psychotherapeutic  intervention. The  major
argument in favour of using projective techniques
as diagnostic instruments resides in the fact that
they reduce the subject’s conscious defences and
stimulate a labour of symbolising the event by means
of projection. In such clinical situations, working
with stories, drawing tests, the Rorschach and
T.A.T. tests are recognised as projective techniques.

MATERIALS AND METHODS

This study used “The ant’s tale” — created
by ROYER [10] and later validated by DE
TYCHEY [2,4] - as part of a clinical examination
performed in an alleged sexual abuse case, in order to
assess the effects of physical suffering by projecting
the child’s body image. The text of the story explores
several important aspects of body image. This tale (see
annex) forms the object of subsequent validation [9].

Question 1 refers to the place where the ant
goes on the child’s body and allows the clinician
to notice whether the subject clearly differentiates
body image at the cognitive level, in the sense
given by SCHILDER [11] or whether this is a
regressive investment: (a) the evolved level resorts
to predominantly cognitive activity — the ant ends
up on a body extremity (head, face, hand, leg, arm);
(b) the regressive level is represented by the ant
walking on the navel, mouth, buttocks, stomach or
sexual organs.

Question 2 involves rich sensory references, if the
child is able to evoke at least two such references
during the ant’s journey. Criteria regarding sensory
references are:  SIGHT (the ant walks on one’s
eyes, eyelids, glasses); TOUCH (the ant walks on
fingernails, hair, skin); SMELL (the ant walks on
one’s nose); TASTE (the ant walks on one’s mouth, lips,
tongue); HEARING (the ant walks on the subject’s
ears). Normative answers for the ant’s entering and
exiting are the three natural openings: mouth, nose,
ear. Regressive answers refer to openings with a
sexual charge: navel, buttocks, sexual organs.

Questions 4 and 5 refer to the bodily casing and
the child’s ability to integrate ambivalence relating

to his/her body and experiences related to pleasure/
displeasure. The questions refer to the evolution
of the body’s unconscious image, conceived by
DOLTO [5] i.e. “the erogenous image”, “the place
where erotic pleasure or displeasure is focused in
relation to the other”. Normative answers are related
to the child’s ability to evoke both pleasant and less
pleasant things.

Question 6 is related to the conclusion of the
story. A normative answer is given by the child’s
ability to imagine a positive ending, where the two
protagonists — the child and the ant —separate. A
problematic answer will be expressed by a negative
conclusion, e.g. the death of one of the protagonists,
or by the impossibility to imagine the separation of
the two.

CLINICAL CASE, SUBJECT:

MARIA, 4YEARS OLD.

Presentation and behaviour

The girl came to the psychological practice
accompanied by her mother and grandmother.
The mother assisted in the child’s psychological
examination and took part in the clinical interview
which took place before the actual psychological
examination.

The little girl has a pleasant appearance and
relatively well cared for attire. She is shy upon first
contact, but quickly adapts to the atmosphere of the
office and accepts the work and play tasks given by
the examinant. She answers questions somewhat
reluctantly, the tone of voice is sometimes whispered,
but she gets involved in playing with the two dolls
which she has brought from home and is very
communicative in non-verbal expression (gestures,
mimic, actions). She maintains eye contact with
the examinant and collaborates, asking for help in
certain play sequences.

Data resulted from the clinical interview with the
mother

The clinical interview took place separately with
the girl's mother, who stated that her request for
psychological examination is due to her suspicions
related to the father’s behaviour towards the girl;
the mother accuses the father of having sexually
abused the minor. She describes several of the girl’s
behaviours which indicate a preoccupation for the
genital area, such as: the desire to introduce toys
into the genital area, touching the area with her
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hand, imitating sexual gestures. The mother had
noticed these preoccupations three weeks before;
the girl had been left several times with her father,
who bathed her and slept in the same bed with her.

The mother states that she had the baby
prematurely, at 36 weeks. The baby experienced
normal psychomotor development during the
first year of life, after which the development rate
slowed for a few months. The mother blames this
developmental delay on her own accumulated
exhaustion, as she had to care for the baby alone,
stating that the father had no involvement in
child care or housework. Even at the time of the
examination, the mother continues to breastfeed
the girl during the night. The girl is not enrolled in
kindergarten, as the mother uses educational tasks
from the Montessori program at home. The mother
takes responsibility for certain irritable behaviours
towards the child, also blaming them on excessive
housework strain. She is currently in the process
of divorcing the father, who initiated the process
himself.

At the end of the interview, the mother describes
recent symptoms in the girl’s behaviour: enuresis and
agitated sleep with frequent rousing. The mother is
now the one who sleeps with the child.

With regard to alleged touches or sexual abuse,
the child does not describe such situations in words,
and the mother states that the girl has not told her
of such situations either, but she did exhibit gestures
and preoccupations with sexual connotations.

Intelligence assessment

Taking into account the subject’s chronological
age, simple tasks were applied related to attention
focus, naming object and situations, meant to clarify
the development of intelligence. The following were
observed: global intellectual level is not deficient
and is in accordance with age; the child exhibits
skills of understanding simple situations.

The child shows adequate functional language
skills, using the appropriate words for the situations
she describes during examinations. She correctly
associates the names of objects or situations
according to the items that are presented.

It is important to note that the subject solves
game or story tasks without being anxious or
inattentive; only towards the end of the examination
can one notice a certain impatience and need to

move, as if to explore the environment in the office,
which emotionally and behaviourally corresponds
to the subject’s age.

Psychological functioning

The following psychological tests were applied:
C.A.T. (Children Apperception Test), The tale of
the ant: Royer [10], De Tychey [4], role play.

The C.A.T. test reveals the following results
decoded in the following cards:

Card 9 — “The bunny is sitting on his bed. His
mother went home. They left him alone. His mother
pulled his hair and ear, so he stayed with his father”
reveals feelings and ideas related to abandonment,
in the context of an aggressive maternal figure.

Card 5 — “The little bears are alone. Their parents
went to Sinaia” reveals the same representations
related to abandonment associated with the parental
figures.

Card 1 — “The chickens are waiting for their
mother” reveals unsatisfied oral position

Conclusion:  insecure  parental  figures,
associated with representations and affects related
to abandonment.

The tale of the ant was used in research for
situations related to suspected sexual abuse on
children, as per Revue quebecoise de Psychologie, 39/1,
128-143, 2010 [9].
The subject was told the story of the Ant who
meets the little girl sleeping underneath a tree in
the forest and begins to explore her, walking on her
body. The subject gave the following answers to the
questions:
1. Which body part does the ant go onto?
R: On the hand.

2. What does the ant see?
R: It sees the little girl.

3. The ant sees an opening and goes through it, what
do you think it went into?
R: the ear.

4. What did the ant see while it was travelling
through the girl’s body?
R: It saw food on the belly and also a pool.

5. Did the ant enjoy the trip?

R: Yes, it did.

6. How does the story end?

R:The ant leaves and the little girl stays in the
forest, she never goes back home. She stays
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there with her mother. No, the ant also comes
back and stays with them, it is their friend.

Conclusion: the subject makes an evolved
description of the ant’s trip, without regressive
references related to corporality. The subject has a
good perception of the difference between interior
(corporality) and exterior. Sensory references
related to age are rich in meanings. Bodily touches
are not perceived as unpleasant. The answer to
question 6 is significant due to the expressed need
for security, described as the inability to separate
from the protagonist of the story, and adding
the maternal character as an element of security
(possible unsatisfied need), returning home being
impossible. The family home is projected as an
object of anxiety.

Role play: the girl was invited to play a game
in which she is the father’s “daddy”, and the doll
is Maria (the subject herself). She gladly accepts
the game and imagines a situation in which she
is going to bed with her father: she undresses the
doll, insisting on taking off the underwear, and
repeatedly touches the genital area of the doll with
her hand, saying that this is what daddy does when
she prepares her for bed. Another game situation is
in the bath, when daddy, after taking her out of the
bathtub, excessively towels the doll’s genital area.

The game ends by dressing the doll again.

GENERAL CONCLUSIONS

AND RECOMMENDATIONS

The subject’s global intellectual level is not
deficient and is in accordance with age; the child
exhibits skills of understanding simple situations.

The subject does not exhibit a strong tendency
for confabulation and, taking into account her
age, her appeal to the imaginary is coherent with
possible alterations which do not have the same
symbolic dimension as in adulthood. She does not
make identity confusions and manages to reunite
and at the same time differentiate the fantastic from
reality.

The alleged events related to intra-family sexual
abuse are contained in a context of parental conflict.
On the background of such parental dysfunction,
the subject projects separation anxiety, insecure
and ambivalent attachment to parental figures and
affects related to representations with abandonment
content.

Taking into account the strained situation
of family decomposition that is under way, we
recommend psychotherapeutic support, both for
the child and for the parental couple.

With regard to the alleged sexual abuse, the
results of the psychological examination are only
one component of a wider medical-psychological
examination which can lead to the appropriate
conclusions and measures.

DISCUSSIONS AND CONCLUSIONS

This study aimed to present a work model
regarding the clinical psychodiagnosis of alleged
sexual abuse in children, by the ability to project
bodily suffering. A qualitative read of the stories
initiated by children in such a traumatic context
can confirm abuse. The use of projective techniques
in a psychological examination is a communication
mediation which can be seen as a context of play.
[8]. Therefore, by way of playing, the child will
experience his/her relationships with his/her
environment, reproducing a part of his/her daily
experiences and metaphorically figuring aspects of
psychological functioning which belong to internal
as well as external reality.

ANNEX

Text: The tale of the ant [9]

One day, a boy/girl fell asleep on the grass in a
meadow. Suddenly, an ant comes close to the child and
says I wonder what this is2”. As the ant was very
curious, it began to explore the child’s body, climbing
onto him/her.

1. What part of the body did the ant climb?

2. Starting from that point, the ant goes everywhere.

Where do you think it goes, and what does it see?

3. Then, the ant sees a little hole and is curious to see
what is inside. What hole was it?

It goes in and walks inside the child’s body. What
does it see?
It finally comes out. Where does it come out of ?

4. The ant has seen a lot in its travel. Do you think
it saw nice or ugly things what was nice? What
was ugly?

5. What did the child feel when the ant visited him/
her? Did he/she like it? Did the ant hurt him/
her?

6. How do you think the story ends?
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Criminal in devenire: tulburarea de conduita socializata si implicarea
autorititilor

Becoming a criminal: socialized conduct disorder and the involvement
of authorities

Isabela Nitica', Cristian Puscas?, Elena Pantis®, Viorel Lupu*

REZUMAT

Introducere. Statisticile ne arati ci in Roménia in fiecare zi sunt trimisi in judecatd cinci minori pentru comiterea infractiunilor de furt si doi pentru
talhirie, respectiv un minor care comite o lovire sau o vitimare corporald simpli ori gravi, iar la fiecare trei zile un minor este adus in fata judecitorului
pentru ci a comis un act sexual cu privire la un alt minor sau pentru ci a comis un viol. Materiale si metode. Pacient in vrstd de 16 ani si 7 luni, aflat in
evidenta Clinicii de Psihiatrie Pediatrica si Toxicomanie Cluj de la virsta de 7 ani, cu diagnosticele: Tulburare de conduiti socializatd. Tulburdri mentale si
comportamentale datorate consumului de substange psihoactive. Personalitate in curs de structurare cu note dizarmonice. Epilepsie cu crizd tonico-clonicd generalizati
in antecedente. Situatie familialdi atipic. Caz social. Abandon scolar., prezintd numeroase interndri in clinicd si a urmat diverse scheme terapeutice fard ame-
liorarea simptomatologiei. Mentiondm de asemenea ci adolescentul se afld de mai multi ani in evidenta Directiei de Protectie a Copilului Cluj, se afld in
grija tatilui pe baza unei procuri, dar locuieste pe strazi din luna mai 2018 si este in evidenta politiei pentru diverse acte antisociale. Rezultate. Cu toate
ci de-a lungul timpului au fost inaintate sesizdri citre Directia de Asistentd Sociald si Protectia Copilului Cluj si alte institutii, situatia adolescentului este
neschimbati. Factorii de risc implicati in acest caz au persistat si au agravat in continuare simptomatologia pana la aparitia unui caz de delincventi juvenild.
Concluzii. Studiul nostru de caz subliniazi unele deficiente ale sistemului si deschide calea unor discutii si de ce nu a unor initiative in ceea ce priveste
implementarea unor programe de preventie a delincventei juvenile, de asemenea posibilitatea suplimentirii numdrului de centre de reeducare.

Cuvinte cheie: tulburare de conduitd, delincventd juvenild, asistentd sociald, protectia copilului

SUMMARY

Introduction. Statistics show that five minors are being sued in Romania each year for committing theft and two for robbery, respectively a minor who

commits a simple or serious injury comes to the court every day and every three days a minor is brought in front of the judge for having committed a sexual
offense with another minor or for having committed a rape. Methods. Patient aged 16 years and 7 months old, in the evidence of Child and Adolescent
Psychiatry and Addiction Clinic Cluj, with the diagnoses: Socialized conduct disorder. Mental and behavioral disorders due to the use of psychoactive substances.
Personality under structuring with disharmonic notes. Epilepsy with a generalized tonic-clonic crisis. Atypical family situation. Social case. School Abandon, has
numerous admissions to the clinic and has followed various therapeutic schemes without relieving symptoms. We also mention that the adolescent has
been in the custody of the Child Protection Department for many years, is in the father’s care on the basis of power of an attorney, but lives on the streets
since May 2018 and is in the police record for various antisocial acts. Results. Even though complaints have been submitted to the Department for Social
Assistance and Child Protection Cluj and other institutions, the adolescent’s situation is unchanged. The risk factors involved in this case persisted and
further aggravated the symptoms until a juvenile delinquency occurred. Conclusions. Our case report highlights some system deficiencies and paves the
way for discussion and why not of some initiatives regarding the implementing of some programs to prevent juvenile delinquency as well as the possibility
of supplementing the number of re-education centers.

Key words: conduct disorder, juvenile deliquency, social assistance, child protection
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INTRODUCERE

Statisticile ne arati ci in Romania in fiecare zi
sunt trimisi in judecatd cinci minori pentru comiterea
infractiunilor de furt si doi pentru talhirie, respectiv
un minor care comite o lovire sau o vitimare corpo-
rald simpld ori gravi, iar la fiecare trei zile un minor
este adus in fata judecitorului pentru ci a comis un
act sexual cu privire la un alt minor sau pentru ci a
comis un viol [1].

MATERIALE SIMETODE

Dorim si prezentim cazul unui pacient in varstd
de 17 ani, aflat in evidenta Clinicii de Psihiatrie
Pediatrici si Toxicomanie Cluj de la varsta de 7 ani cu
diagnosticele: Tulburare de conduitd socializatd. Tulbu-
rdri mentale §i comportamentale datorate consumului de
substante psihoactive. Personalitate in curs de structura-
re cu note dizarmonice. Epilepsie cu crizd tonico-clonicd
generalizatd in antecedente. Situatie familiald atipicd.
Caz social. Abandon scolar., care a prezentat numeroase
interndri in clinicd si a urmat diverse scheme terapeu-
tice fard ameliorarea simptomatologiei.

De la prima prezentare in Clinica de Psihiatrie Pe-
diatricd si Toxicomanie Cluj pani la varsta de 12 ani
pacientul a fost adus de citre mami la control in mod
intermitent, fird respectarea riguroasi a tratamentului
medicamentos si a recomandirilor medicului.

La vérsta de 12 ani (2014) pacientul a avut doui
interndri in clinicd pentru un tablou psihopatologic
caracterizat prin: agitatie psihomotorie, denaturarea
adevirului, toleranti redusi la frustrare, heteroagre-
sivitate fizicd si verbald, iritabilitate, impulsivitate,
nerespectarea regulilor, furturi repetate, probleme
comportamentale scolare. In acel an copilul se afla in
evidenta Directiei de Protectie a Copilului Cluj si se
afla in grija mamei.

La vérsta de 13 ani (2015) pacientul este adus in
luna junie de serviciul de ambulanti din UPU in urma
unui consum de substante psihoactive — droguri etno-
botanice, pe fondul unui tablou psihopatologic la care
s-au addugat: absenta nemotivata de la domiciliu, lipsa
sentimentelor de vinovitie dupd acte de violentd sau
prejudiciere a altor persoane, tendinte de a-i manipula
si de a-i domina pe cei mai slabi, acte antisociale —
furt, minciuni, cersetorie, consum nociv de substante
psihoactive de citeva luni, absenteism scolar. Avand in
vedere dificultitile sociale ale familiei din care provine
si a exprimdrii dorintei mamei de a-1 institutionaliza,
au fost ficute demersurile necesare pentru implicarea

Directiei de Asistentd Sociali prin Serviciul de
Protectie a Copilului Cluj-Napoca. In luna octom-
brie a aceluiasi an pacientul este institutionalizat la un
centru pentru copiii strazii din Cluj-Napoca.

In 2016, la varsta de 14 ani, pacientul a avut
trei interndri in clinici. In luna ianuarie pacientul
este adus de urgentd si internat pentru tulburiri de
comportament pe fondul consumului de substante
psihoactive si stare post accident rutier in acest
context. Tabloului psihopatologic deja existent
s-au addugat un comportament sexual dezinhibat,
heteroagresivitate fizici si verbali fatd de personalul
de la centru si fatd de colegi, fugi repetatd de la cen-
tru (de la cateva ore la citeva zile) si de la domiciliul
anterior, fard frecventa scolard in acel an. In luna mai
pacientul se prezinti insotit de citre mamd in urma
unui consum de droguri etnobotanice, pacientul
solicitind internarea, afirmand ci doreste si intre-
rupd consumul de droguri etnobotanice si descrie o
simptomatologie corespunzitoare unui sindrom de
dependenti. In luna septembrie pacientul este adus
de citre un reprezentant al centrului in care se afla
institutionalizat la momentul respectiv deoarece in
cursul diminetii acesta a fost deosebit de agresiv fatd
de un educator, urmati de manifestiri clastice la
adresa personalului si a copiilor din centru. A exis-
tat riscul de parisire a copilului in unitatea sanitard
deoarece niciun membru al personalului de la adi-
postul de unde a fost adus la internare nu a dorit si
se mai implice si nici mama acestuia nu a dorit si il
externeze.

In 2017 pacientul a avut cinci interndri pentru
acelasi tablou psihopatologic. Persistd problemele in
ceea ce priveste riscul de parisire a pacientului in uni-
tatea sanitard deoarece mama, in custodia ciruia se
afld pacientul, in luna iulie pleacd in striinitate, re-
fuzi si se prezinte pentru externarea baiatului, dar
aceasta ia legdtura cu Politia si Serviciile de Protectie
a Copilului pentru a incredinta pacientul acestora.
Ulterior pacientul ajunge in grija unui centru de pla-
sament impreund cu mama, dar pacientul pdrdseste
centrul din cauza regulilor stricte impuse, timp in care
doarme la prieteni. In luna noiembrie a aceluiasi an
mama paraseste tara definitiv, iar custodia este dati ta-
tdlui prin procurd, pe care il si intalneste pentru prima
dati. Copilul a locuit pentru putin timp si la mitusa
materni, dar a fost dat afari de citre aceasta din cau-
za comportamentului sdu (isi petrecea mare parte din
timp utilizind telefonul mobil, nu ajuta la treburile
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casnice, se intorcea acasi sub influenta substantelor
psihostimulante pe care le consuma).

Pe parcursul anului 2018 adolescentul a prezentat
sapte interndri in clinici. Au fost intocmite de ci-
tre Politie doud dosare penale, fiind cercetat pentru
sivarsirea infractiunilor de complicitate la talhirie
calificatd si furt, iar in cursul lunii septembrie a anu-
lui curent, minorul s-a prezentat in fata Serviciilor de
Probatiune. La ultimele internari acesta a fost externat
de citre o persoand desemnatd de mamd, dar adoles-
centul s-a intors de fiecare datd imediat pe strizi la va-
gabondaj si la anturajul siu nepotrivit. In ultimul an
pacientul a prezentat si in clinicd un comportament ne-
adecvat manifestat prin agresivitate fizici si verbald fatd
de personalul medical, a distrus diverse bunuri ale clini-
cii (a spart usi, geamuri, un televizor, roti de bicicleti),
a aruncat mancarea primitd pe jos si a cerut in mod
repetat bani pentru a-si cumpira ceea ce isi doreste.

De-a lungul anilor pacientul a urmat diverse sche-
me de tratament cu antiepileptice, benzodiazepine,
neuroleptice sedative, timostabilizatoare si sedative
hipnotice cu o complianti redusi la tratament si fird
imbunititirea simptomatologiei.

Factori de risc

Comportamentul deviant la copii este influentat
de o serie de factori de risc printre care se numdra:

® Personalitatea copilului. Aceasta incepe si se con-
tureze dupa varsta de 2 ani. In cazul in care copilul
creste si se dezvoltd in conditii improprii de viati (fa-
milie dezbinatd, parinti cu probleme comportamen-
tale, anturaj nepotrivit), se creeazd un mediu propi-
ce comportamentului delincvent. Pacientul nostru a
crescut intr-o familie cu o structurd dezorganizati,
acesta provenind dintr-o relatie de concubinaj, in cele
din urmi copilul fiind crescut de citre mami intr-un
mediu policarentat.

o Tulburirile de comportament. Acestea repre-
zintd una dintre cauzele de naturd bio-psihicd ale
delincventei juvenile si se pot manifesta prin compor-
tamente antisociale (agresivitate, vagabondaj etc.).

® Fuga de acasi 5i vagabondajul. Cele doud tipuri
de comportament se asociazd, de reguld, cu abando-
nul scolar si alte cu alte tipuri de comportamente ne-
gative, victime ale vagabondajului fiind adesea copiii
crescuti in servicii de protectie sociald, dar si cei din
familiile legal constituite.

® Virsta. S-a ajuns la concluzia ci cel mai mare nu-
mir de infractiuni este svérsit de adolescenti si tineri.

o Curentele de afectivitate. Cea mai mare parte a
delincventilor copii provin din familii dezorganizate
sau din centre de plasament. Deseori acestia pot avea
o personalitate in curs de structurare cu note dizar-
monice, din cauza carentei de afectiune din partea fa-
miliei. Copilul nu va sti si diruiascd sentimente fru-
moase $i se va contura ca o personalitate egocentricd
$i cu reactii instinctive primare.

o Cauze de naturd sociald. Disfunctii ale mediului
familial, esecul scolar si inadaptarea scolard, modele
negative de comportament ale grupului de prieteni si
ale modurilor de petrecere a timpului liber reprezinti
alte cauze de naturd sociali (trecerea de la un tip de
viatd la altul, de la modul de existentd rurald la cea
urbani, deficiente in activitatea institutiilor de control
social si indrumare educativi) [2].

Codul Penal Roman

In ceea ce priveste consecintele comportamentului
juvenil Codul Penal Romén stabileste vrsta rispun-
derii penale, dupd cum urmeazi:

Art. 113 — Limitele rdspunderii penale sunt:

1. Minorul care nu a implinit varsta de 14 ani nu
rispunde penal.

2. Minorul care are vérsta intre 14 si 16 ani ris-
punde penal numai daci se dovedeste ci a savarsit
fapta cu discernamant.

3. Minorul care a implinit varsta de 16 ani rispun-
de penal potrivit legii [3].

Pini la varsta de 14 ani se considerd ci mino-
rii sunt lipsiti de capacitate penali si, in consecintd,
fatd de acestia nu se pot pune in practici sanctiunile
corespunzitoare, ci doar misuri de ocrotire. In ceea
ce priveste minorii cu varste intre 14 si 16 ani, daci
acestia sunt declarati cu discernimaént in momentul
sdvarsirii faptei, ei vor fi tratati precum minorii peste
16 ani, cu capacitate penald absolutd, neexistand nicio
diferentd din punct de vedere al capacititii penale in-
tre acestia si infractorii majori, decit in tratamentul
juridic.

Proiecte nationale de preventie a delincventei
juvenile

In anul 2011 Inspectoratul General al Politi-
ei Romine in colaborare cu Autoritatea Nationali
pentru Protectia Drepturilor Copilului si Adoptie
din cadrul Ministerului Muncii, Familiei, Protecti-
ei Sociale si Persoanelor Virstnice, cu sprijinul Mi-
nisterelor de Interne din Cehia si Bulgaria a derulat
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proiectul "Copildrie fird delincventd” cu scopul de
a creste eficienta demersurilor de prevenire a de-
lincventei juvenile la copiii cu varsta sub 14 ani.
Obiectivele proiectului au fost: dezvoltarea unui
instrument de lucru comun (manual) pentru speci-
alistii din institutiile din Romania responsabile cu
prevenirea delincventei juvenile la copiii cu vérsta
sub 14 ani, imbunititirea capacititii institutiilor din
Rominia de a gestiona problematica referitoare la
copiii cu comportament predelincvent si delincvent,
cresterea gradului de informare a beneficiarilor cu
privire la prevenirea comportamentului antisocial la
copiii cu virsta sub 14 ani, diseminarea, la nivelul
statelor membre U.E., a celor mai bune practici pri-
vind prevenirea delincventei juvenile [2].

REZULTATE

Cu toate ci de-a lungul timpului au fost inain-
tate sesizdri citre Directia de Asistenti Sociald si
Protectia Copilului Clyj si alte institutii, situatia
adolescentului este neschimbati. Factorii de risc
implicati in acest caz au persistat si au agravat in

INTRODUCTION

Statistics show that five minors are being sued
in Romania each year for committing theft and two
for robbery, respectively one minor who commits a
simple or serious injury comes to the court every day
and every three days a minor is brought in front of
the judge for having committed a sexual offense with
another minor or for having committed a rape.

MATERIALS AND METHODS

We want to present the case of a 16 years and
7 months old patient, in the evidence of Child and
Adolescent Psychiatry and Addiction Clinic Cluj from
the age of 7 years old, with the diagnoses: Socialized
conduct disorder. Mental and behavioral disorders
due to the use of psychoactive substances. Personality
under structuring with disharmonic notes. Epilepsy
with a generalized tonic-clonic crisis. Atypical
family situation. Social case. School Abandon, who
was admitted numerous times in the clinic and who
followed different therapeutic schemes without the
relief of the symptoms.

From his first admission in Child and Adolescent
Psychiatry and Addiction Clinic until he was 12

continuare simptomatologia pand la aparifia unui caz
de delincventa juvenil.

CONCLUZII

Studiul nostru de caz subliniaza unele deficiente
in activitatea institutiilor de control social si indruma-
re educativi: organele judiciare, reprezentantii institu-
tillor de invitimant, ai serviciilor de asistentd sociald
etc. si deschide calea unor discutii si de ce nu a unor
initiative in ceea ce priveste implementarea unor pro-
grame de preventie a delincventei juvenile, de aseme-
nea posibilitatea suplimentdrii numarului de centre
de reeducare. Lipsa de operativitate, neinregistrarea
tuturor situatiilor care impun luarea unor misuri de
protectie speciald, creeaza conditii favorizante pentru
devianta comportamentald a copilului. Astfel, in ca-
zurile in care se dovedeste ci familia este un mediu
nociv pentru cresterea si educarea copilului, serviciile
de asistenta sociald trebuie sd actioneze pentru scoa-
terea lui din acest areal si incredintarea unei institutii
de protectie specializati.

years old the patient was brought intermittent by his
mother to be evaluated, without a rigorous treatment
compliance and without following the doctor’s
recommendations.

At the age of 12 (2014) the patient had two clinical
admissions for the following psychopathological
symptoms: psychomotor agitation, distortion of the
truth, low tolerance level to frustration, physical
and verbal hetero-aggression, irritable behavior,
impulsiveness, disobedience to rules, repeated theft,
school miss-behavior. In that year the child was under
the evidence of the Child Protection Direction Cluj
and in his mother’s care.

At the age of 13 (2015) the patient was brought
in June by the ambulance from the ER after using
psychoactive substances — ethnobotanic drugs, with
a psychopathologic tableau to which the following
were added: home absence, lack of guilt after an
act of violence towards other people, tendencies
towards manipulation, antisocial acts — theft,
lies, begging, substance abuse for several months,
school absentteism. Taking into account the social
difficulties of the family he comes from and the wish
of his mother to get her son institutionalized, actions
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were taken to involve the Social Care Department
inside the Child Protection Services Cluj-Napoca. In
October 2015, the patient was institutionalized in a
homeless child center in Cluj-Napoca.

In 2016, at the age of 14, the patient was
hospitalized for three months in the clinic. In
January the patient is brought in and hospitalized
for behavioral disorders related to the consumption
of psychoactive substances and post-traffic accident
status in this context. Uninhibited sexual behavior,
physical and verbal hetero-aggressiveness towards
other children at the center and the staff, repeated
escape from the center (from a few hours to
several days), and from the previous home without
school attendance that year were added to the
psychopathological tableau already existent. In May,
the patient, along his mother, comes to the clinic after
a substance consumption (ethnobotanical drugs)
soliciting hospitalization in a rehabilitation program
and describes a symptomatology corresponding
to addiction. In September the patient is brought
back by an employee of the center where he was
institutionalized at the time because of an aggressive
outburst towards his educator early in the morning
followed by clastic manifestation towards the center
employees and the other children. Because the staff
of the center refused to get involved anymore and the
patient’s mother did not agree to his discharge, there
was a high risk of abandonment in the clinic.

In 2017 the patient had five hospitalizations for the
same psychopathological tableau. Problems regarding
the risk of abandonment in the clinic persist because
the mother of the patience, the sole custodian, leaves
the country and refuses to be present for the child’s
discharge. She contacts the Police and the Child
Protection services to give the patient to them. The
patient is taken into a care shelter along his mother,
but he leaves the center due to the strict rules and
he turns to his friends for a home. In November the
mother leaves the country for good, and the custody
of the child is passed to his father which he meets
for the first time. The child stayed with his aunt for a
little while but was thrown out of the house due to his
behavior (most of his time was spent using the mobile
phone, not helping around and he often came home
under the influence of psychostimulants).

In 2018 the teenager was admitted seven times
into the clinic. Two criminal files were opened against
him by the Police for being an accomplice to theft and

theft. In September he was presented in front of the
probation services. The discharges on the last times
he was admitted in the clinic were made by a person
named by his mother, but the teenager went back on
the streets every time along with his inappropriate
entourage. In the last year, during his hospitalization,
the patient has often presented an inappropriate
behavior manifested through physical and verbal
aggression towards the medical staff, destroyed
various items of the clinic (broken doors, windows, a
TV, bicycle wheels), threw the food on the floor and
has repeatedly asked for money to buy what he wants.

Over the years, the patient has had various
treatment regimens with antiepileptics,
benzodiazepines, sedative neuroleptics, stabilizers and
hypnotic sedatives with reduced compliance and no
improvement in symptomatology.

Risk factors

Deviant behavior in children is influenced by
several risk factors including:

o The personality of the child. This begins to shape
after the age of 2. If the child grows and develops
in improper living conditions (split family, parents
with behavioral problems, inappropriate entourage),
an environment conducive to delinquent behavior
is created. Our patient grew up in a family with a
disorganized structure, coming from a concubinage
relationship, eventually the child being raised by his
mother in an lackluster environment.

® Behavioral disorders. They are one of the bio-
psychic causes of juvenile delinquency and can be
manifested by anti-social behaviors (aggression,
vagabondage etc.).

® Run away from home and vagabondage. The two
types of behavior are usually associated with school
abandonment and with other types of negative
behaviors, victims of vagabondage often being
children raised in social protection services, but also
those in legally constituted families.

o Age. It has come to the conclusion that most
offenses are committed by adolescents and young
people.

o Affectivity deficiencies. The majority of child
offenders come from disorganized families or foster
care centers. Often, they may have a personality in the
process of developing with disharmonic notes, due to
a lack of family affection. The child will not know

how to give affection and will be portrayed as an
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egocentric personality and with primary instinctive
reactions.

o Causes of social nature. Families’ dysfunctions,
school failure, negative patterns of behavior of
the group of friends and inappropriate modes of
entertainment are other causes of social nature (the
transition from one type of life to another, from the
way of rural existence to the urban one, deficiencies
in the activity of social control institutions and

educational guidance) [2].

Romanian Penal Code

Regarding the consequences of juvenile behavior,
the Romanian Penal Code sets the age of criminal
liability as follows:

Article 113 - The limits of criminal liability are:

1. Minors under the age of 14 have no criminal
liability.

2. A minor between 14 and 16 years of age shall
be liable only if it is proved that he committed the
offense knowingly so.

3.The juvenile who has reached the age of 16 shall
be liable according to the law [3].

Until the age of 14, juveniles are considered to be
deprived of their criminal capacities and consequently
only protective measures can be implement. For
minors aged between 14 and 16, if they are aware
of what they do at the time of the act, they will be
treated as juveniles over 16 years of age with absolute
criminal capacities, and there is no difference in
terms of criminal capacity between them and major
offenders in legal treatment.

National projects for the prevention of juvenile
delinquency

In 2011, the General Inspectorate of the
Romanian Police in collaboration with the National
Authority for the Protection of Child’s Rights and
Adoption of the Ministry of Labor, Family, Social
Protection and the Elderly with the support of the
Czech and Bulgarian Ministries of the Internal

affairs carried out the project “Childhood without
delinquency” in order to increase the effectiveness of
measures meant to prevent juvenile delinquency in
children under the age of 14. The objectives of the
project were: to develop a common tool for Romanian
institution specialists responsible for the prevention
of juvenile delinquency in children under the age of
14, to improve the capacity of Romanian institutions
to manage the problems related to children with pre-
delinquent and delinquent behavior , increasing the
awareness of beneficiaries about the prevention of
antisocial behavior in children under the age of 14,
the dissemination of best practices on the prevention

of juvenile delinquency at EU level [2].

RESULTS

Even though several notices have been submitted
to the Department of Social Assistance and Child
Protection Cluj and other institutions over time,
the situation of the teenager is unchanged. The risk
factors involved in this case persisted and further
aggravated the symptoms until a case of juvenile
delinquency occurred.

CONCLUSIONS

Our case study highlights some shortcomings
in the work of social control institutions and
educational guidance: judicial entities, representatives
of educational institutions, social assistance services,
etc. and pave the way for discussions and why not
initiatives on the implementation of programs to
prevent juvenile delinquency, as well as the possibility
of supplementing the number of re-education
centers. The lack of operability, the non-registration
of all situations requiring special protection measures,
create favorable conditions for the behavioral deviance
of the child. Thus, in cases where the family proves to
be a harmful environment for raising and educating
the child, social assistance services should act to
remove him from this area and entrust a specialized
protection institution.
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When Asperger Syndrome and Gender Dysphoria meet

Isabela Nitica', Cristian Puscas?, Viorel Lupu?®

REZUMAT

Introducere. In ultimii ani a fost raportat un numdr din ce in ce mai mare de cazuri care descriu preocupirile legate de gen in rindul persoanelor cu
tulburdri din spectrul autist. Numarul dovezilor in ceea ce priveste incidenta caracteristicilor specifice autismului in randul copiilor si adolescentilor cu
disforie de gen este intr-o continui crestere. Este nevoie de o abordare complexd, nu doar din punct de vedere stiintific, cit si din punct de vedere al
managementului acestor cazuri.

Metode. Dorim si vi prezentim cazul unui adolescent in varstd de 17 ani, aflat la prima internare in Clinica de Psihiatrie Pediatrici si Toxicomanie
Cluj, pentru idei suicidare nestructurate, ginduri prevalente de autoinvinovitire si devalorizare, episodic gandire usor nestructurat, dificultiti in stabi-
lirea relatiilor sociale, dificultiti in mentinerea atentiei si bullying scolar. Cazul a fost interpretat cu diagnosticele: Sindrom Asperger. Tulburare depresivi
severd cu ideatie suicidard. Disforie de gen. Balbism tonico-clonic. conform criteriilor DSM-5 si ICD-10 si s-a initiat tratamentul cu un antidepresiv i un
antipsihotic asociat cu sedinte de psihoterapie.

Rezultate. Sub tratament medicamentos si psihoterapie evolutia cazului este una lent favorabild. Ideile suicidare si refuzul scolar nu mai sunt atit de pro-
eminente, dar in continuare persistd dificultitile de interactiune si adaptare scolard, precum si dorinta de a apartine altui gen decit celui asignat la nastere.
Concluzii. Cu toate ci literatura de specialitate contribuie in mod semnificativ la atragerea atentiei in ceea ce priveste prezenta preocupirilor legate
de gen in rindul copiilor si adolescentilor cu tulburare de spectru autist, in continuare este necesar un ajutor suplimentar in intelegerea acestor aspecte,
modul de aparitie precum si modul in care ar trebui abordate aceste cazuri.

Cuvinte cheie: sindrom Asperger, disforie de gen, tulburare de spectru autist

SUMMARY

Introduction. In recent years, an increasing number of cases have been reported that describe gender concerns among people with autistic spectrum
disorders. The number of evidence regarding the incidence of autism specific characteristics among children and adolescents with gender dysphoria is
steadily increasing. There is a need for a complex approach, not only from the scientific point of view, but also from the point of view of the management
of these cases.

Methods. We would like to present to you the case of a 17-year-old adolescent at the first admission to the Pediatric Psychiatry Clinic and Toxicomania
Cluj, for unstructured suicidal ideas, prevalent thoughts of self-blame and devaluation, episodically slightly unstructured thinking, difficulties in
establishing social relationships, difficulties in maintaining attention and school bullying. The case was interpreted with the following diagnoses: Asperger
Syndrome. Severe Depressive Disorder with suicidal ideation. Gender Dysphoria. Tonic-Clonic Stutter. according to the DSM-5 and ICD-10 criteria, and
treatment with an antidepressant and an antipsychotic associated with psychotherapy sessions was initiated.

Results. Under medical treatment and psychotherapy, the evolution of the case is slow. Suicidal ideas and school denial are no longer so prominent, but
the difficulties of interaction and school adaptation persist, as well as the desire to belong to a gender other than the one assigned to birth.
Conclusions. Although the literature contributes significantly to raising awareness of the presence of gender concerns among children and adolescents
with Autistic Spectrum Disorder, further help is needed in understanding these aspects, how they appear, and how these cases should be addressed.
An important help could be the greater attention of both clinicians and parents to gender identity formation among children with autistic spectrum
disorders at the earliest age.

Key words: Asperger syndrome, gender dysphoria, autism spectrum disorder
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INTRODUCERE

In ultimii ani a fost raportat un numir din ce in
ce mai mare de cazuri care descriu preocupirile legate
de gen in rindul persoanelor cu tulburiri din spectrul
autist. Numarul dovezilor in ceea ce priveste incidenta
caracteristicilor specifice autismului in rindul copiilor
si adolescentilor cu disforie de gen este intr-o conti-
nui crestere. Este nevoie de o abordare complexd, nu
doar din punct de vedere stiintific, cit si din punct de
vedere al managementului acestor cazuri.

METODE

Dorim si vi prezentim cazul unui adolescent in
varstd de 17 ani, aflat la prima internare in Clinica
de Psihiatrie Pediatrici si Toxicomanie Cluj, pentru
idei suicidare nestructurate, ginduri prevalente de
autoinvinovitire si devalorizare, episodic gandire usor
nestructuratd, dificultiti in stabilirea relatiilor sociale,
dificultati in mentinerea atentiei si bullying scolar.

Istoricul siu medical este unul restrans, adoles-
centul fiind diagnosticat cu Tetralogie Fallot pentru
care a fost supus unei interventii chirurgicale la var-
sta de 10 luni. Dintre antecedentele heredocolaterale
mentiondm tulburirile emotionale ale mamei, dar
care nu sunt documentate medical.

Inci din momentul incadririi in colectivitate
au existat dificultiti de adaptare, motiv pentru care
acesta a schimbat gridinita de trei ori, problemele
de intelegere a regulilor si a normelor sociale persis-
tand in continuare. In prezent acesta relateazi ci nu
are prieteni, colegii de clasa il marginalizeaza, il simt
diferit si cu preocupiri deosebite comparativ cu cele
ale adolescentilor aflati la aceeasi varsti. De asemenea
trebuie si mentiondm ci adolescentul provine dintr-o
familie dezorganizatd, pdrintii fiind divortati, mama
s-a recisitorit, dar relatiile cu tatal biologic sunt in
continuare bune. Biiatul nu prezinti sentimente
negative sau regrete legate de situatia sa familiald, ci
adoptid o atitudine indiferentd cind vorbeste despre
acest lucru.

In timpul interviului dialogul este spontan, se
realizeazd cu usurintd, se poate observa un faci-
es expresiv, dar partial adecvat cu triirile afective, o
gesticd si mimicd partial adecvate, exagerate si un
balbism tonico-clonic. Tabloul siu psihopatologic
se caracterizeazd prin atentie labild, fatigabild, hipo-
prosexie globald cu hiperprosexie sectoriald centratd
pe activititile de interes, usor de distras de stimu-
lii irelevanti din mediu. Dezvoltarea cognitivd este

corespunzitoare vérstei cronologice (IQ_118), dar
prezintd un ritm ideativ partial coerent si organizat
cu dificultiti episodice in structurarea gandirii, cu idei
prevalente de autoinvinovitire si devalorizare. Ideile
suicidare au apdrut cu citeva luni inaintea prezentirii,
cu accentuarea acestora in ultimele doud siptimani.
Adolescentul afirmi ci a luat in considerare diverse
metode prin care si-ar putea lua viata, dar ca nicio
modalitate nu i s-a parut potriviti si eficientd.

Afectivitatea este marcatd de o dispozitie de fond
hipotimici cu episoade de ciclotimie, impulsivitate,
tolerantd redusd la frustrare cu tendinti la autoagre-
sivitate (se loveste cu pumnii in momentele in care
simte cd greseste) si anxietate situationald cu reactii
vegetative. Rezultatele sale scolare bune in trecut au
inceput si scadd, cu absenta motivatiei pentru efort
cognitiv sustinut si refuz scolar pe motiv ci scoala este
un mediu stresant, marcat de bullying scolar.

Pe parcursul interviului, in incercarea de a des-
coperi adeviratele motive care stau in spatele ideilor
suicidare si de intelegere a triirilor afective, acesta a
declarat ca simte un "gol”, indicand zona toracelui, ci
simte cd ceva este in reguld si, intr-un final, a recunos-
cut ci de aproximativ doi ani acesta nu se simte bine
in propriul corp si ci si-ar dori si devini femeie. Din
acest motiv a fost aplicat chestionarul GIDYQ-AA
(Gender Identity/Gender Dysphoria Questionnaire
for Adults and Adolescents) varianta pentru cei cu
sexul masculin asignat la nastere la care s-a obtinut
un Raw Score de 57 si un Scaled Score de 2,17, valori
care incadreazi cazul in rindul celor cu disforie de
gen.

Cazul a fost interpretat cu diagnosticele: Sindrom
Asperger. Tulburare depresiva severd cu ideatie suicidard.
Disforie de gen. Balbism tonico-clonic. conform criteri-
ilor DSM-5 si ICD-10 si s-a initiat tratamentul cu
un antidepresiv si un antipsihotic asociat cu sedinte
de psihoterapie.

Disforia de gen

Conform criteriilor de diagnostic din DSM-5
(Diagnostic and Statistical Manual and Mental
Disorders) disforia de gen este reprezentati de o
incongruentd marcatd intre genul triit/exprimat al
unei persoane si genul atribuit, cu o duratd de cel
putin 6 luni, manifestatd prin cel putin 2 din urmi-
toarele:

1. Incongruentd marcatd intre genul trdit/expri-
mat al unei persoane si caracterele sexuale primare
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si/sau secundare (sau la adolescentii tineri caracterele
sexuale secundare anticipate).

2. Dorinta intensi de a scipa de propriile carac-
tere sexuale primare si/sau secundare din cauza unei
incongruente marcate cu genul triit/exprimat (sau, la
adolescentii tineri, dorinta de a impiedica dezvoltarea
caracterelor sexuale secundare anticipate).

3. Dorinta intensi de a avea caracterele sexuale
primare si/sau secundare ale genului opus.

4. Dorinta intensi de a apartine genului opus.

5. Dorinta intensi de a fi tratat ca si cum ar fi de
gen opus.

6. Convingerea fermi a individului ci prezintd
sentimentele si reactiile tipice genului opus.

Afectiunea se asociazi cu disconfort si deficit sem-
nificative clinic in domeniile social, profesional si alte
domenii importante de functionare [1].

In cazul adolescentului prezentat in clinica noastri
au fost manifeste 5 dintre cele 6 criterii de diagnos-
tic, alituri de deficite semnificative in desfisurarea
activititilor de zi cu zi.

Literatura de specialitate

Diverse ipoteze incearcd si explice aceastd posi-
bild coexistentd intre simptomele din spectrul autist
si disforia de gen. Printre acestea se numird rolul
rezistentei la schimbare, comportamentele stereotipe
si expunerea prenatald la testosteron [2].

In acest sens a fost efectuat un studiu retrospec-
tiv pe un lot de 39 de pacienti cu vérste intre 8 si 20
de ani (virsta medie 15,8 ani, 22 de persoane de sex
masculin, 17 persoane de sex feminin) care s-au pre-
zentat la evaluare intr-o clinicd multidisciplinard din
Statele Unite ale Americii axati pe probleme de gen
in perioada 2007-2011, pentru a evalua prevalenta
tulburirii de spectru autist in randul acestei populatii.
Astfel, 23,1% dintre pacientii cu disforie de gen au
prezentate simptome ale sindromului Asperger,
utilizindu-se ca instrument de diagnostic ASDS
(Asperger Syndrome Diagnostic Scale). De aseme-

nea, s-a observat o prevalentd mai mare a tulburirii

INTRODUCTION

In recent years, an increasing number of cases have
been reported that describe gender concerns among
people with autistic spectrum disorders. The number
of evidence regarding the incidence of autism specific

de spectru autist in rindul celor cu disforie de gen,
comparativ cu prevalenta tulburdrii de spectru autist
in rindul populatiei generale [3].

Un alt studiu, publicat in anul 2017, a incercat si
dovedeascd posibila coexistentd dintre rezistenta la
schimbare, comportamentele stereotipe si expune-
rea prenatald la testosteron. Acest studiu a constat in
evaluarea simptomelor tulburdrii de spectru autism
prin aplicarea CSBQ_ (Children’s Social Behavio-
ur Questionnaire) pe doud loturi de copii: un lot de
490 de copii cu disforie de gen si un lot de 2507 de
copii neurotipici. Lotul copiilor cu disforie de gen a
relevat nivele crescute ale simptomatologiei din spec-
trul autist in toate subdomeniile, nu doar in ceea ce
priveste comportamentele stereotipe si rezistenta la
schimbare. Mai mult, nu s-a observat o diferentd in
ceea ce priveste sexul copiilor si rezultatele obtinute,
ceea ce face improbabila ipoteza expunerii prenatale
la testosteron [2].

REZULTATE

Sub tratament medicamentos si psihoterapie
evolutia cazului este una lent favorabild. Ideile suici-
dare si refuzul scolar nu mai sunt atat de proeminente,
dar in continuare persistd dificultitile de interactiune
si adaptare scolard, precum si dorinta de a apartine
altui gen decit celui asignat la nastere.

CONCLUZII

Cu toate ci literatura de specialitate contribuie
in mod semnificativ la atragerea atentiei in ceea ce
priveste prezenta preocupdrilor legate de gen in ran-
dul copiilor si adolescentilor cu tulburare de spectru
autist, in continuare este necesar un ajutor suplimen-
tar in intelegerea acestor aspecte, modul de aparitie
precum si modul in care ar trebui abordate aceste
cazuri. Un ajutor important ar putea fi reprezen-
tat de o atentie mai mare, atat a clinicienilor cat si a
périntilor, asupra formdrii identitatii de gen in randul
copiilor cu tulburare de spectru autist de la cele mai
fragede varste.

characteristics among children and adolescents with
gender dysphoria is steadily increasing. There is a need
for a complex approach, not only from the scientific
point of view, but also from the point of view of the
management of these cases.
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METHODS

We would like to present to you the case of a
17-year-old adolescent at the first admission to the
Pediatric Psychiatry Clinic and Toxicomania Cluj,
for unstructured suicidal ideas, prevalent thoughts
of self-blame and devaluation, episodically slightly
unstructured thinking, difficulties in establishing
social relationships, difficulties in maintaining
attention and school bullying.

His medical history is a small one, the teenager
being diagnosed with Fallot Tetralogy that he had
surgery for at the age of 10 months. Of the family
medical history, we mention the mother’s emotional
disorders, that are not medically documented.

Since joining the community, there have been
difficulties in adapting, which is why he has changed
the kindergarten three times, but the problems of
understanding the rules and social norms persist.
Currently, he reports that he has no friends, classmates
marginalize him, mark him as different and notice he
has special concerns compared to those of teenagers of
the same age. We also mention that the teenager comes
from a disorganized family, the parents are divorced,
the mother remarried, but the relationship with the
biological father s still good. The boy does not present
negative feelings or regrets about his family situation
but takes an indifferent attitude when he talks about it.

During the interview, the dialogue is spontaneous,
it is easy to do, one can observe expressive facies, but
partly appropriate with affective feelings, a gesture,
and a partial, adequate, exaggerated mimic and a
tonic-clonic stutter. His psychopathological picture
is characterized by labile, fatigued attention, global
hypoprosexia with sectoral hyperprosexia centered
on activities of interest, easily distracted by irrelevant
environmental stimuli. Cognitive ~development
is appropriate to chronological age (IQ_118) but
presents a partially coherent and organized ideatic
thythm with episodic difficulties in structuring
thinking, with prevailing ideas of self-censorship and
devaluation. Suicidal ideas occurred a few months
before the presentation, accentuating over the past
two weeks. The teenager says he considered various
ways he could take his life, but that no way seemed
appropriate and effective.

Affectivity is marked by a hypo thymic
background disposition with episodes of ciclomy,
impulsivity, reduced tolerance to frustration with a
tendency to self-aggression (he hits himself with his

fists at times when it feels wrong) and situational
anxiety with vegetative reactions. His good school
results in the past have begun to decline, with the
lack of motivation for sustained cognitive effort and
school reluctance claiming that school is a stressful
environment marked by school bullying.

Throughout the interview, in an attempt to
discover the true reasons behind the suicidal ideation
and understanding of emotional feelings, he said
he feels a ,blank,” indicating the chest area, feeling
something is right, and he finally admitted that,
for about two years, he did not feel well in his own
body and that he would like to become a woman.
For this reason, the GIDYQ-AA (Gender Identity/
Gender Dysphoria Questionnaire for Adults and
Adolescents) questionnaire was applied to those with
a male gender assured at birth at which a Raw Score
of 57 and a Scaled Score of 2.17 were obtained which
fits the case with those with gender dysphoria.

The case was interpreted with the following
diagnoses: Asperger Syndrome. Severe Depressive
Disorder with suicidal ideation. Gender Dysphoria.
Tonic-Clonic Stutter. according to the DSM-5 and
ICD-10 criteria, and treatment with an antidepressant
and an antipsychotic associated with psychotherapy
sessions was initiated.

Gender Dysphoria

According to Diagnostic and Statistical Manual
and Mental Disorders DSM-5, gender gissatisfaction
is represented by a marked incongruence between
one’s experienced/expressed gender and assigned
gender, of at least 6 months’ duration, as manifested
by at least two of the following:

1. A marked incongruence one’s experienced/
expressed gender and primary and/or secondary
sex characteristics (or in young adolesccents, the
anticipated secondary sex characteristics).

2. A strong desire to be rid of one’s primary and/
or secondary sex characteristics because of a marked
incongruence with one’s experienced/expressed
gender (or in young adolescents, a desire to prevent
the development of the anticipated secondary sex
characteristics).

3. A strong desire for the primary and/or secondary
sex characteristics of the other gender.

4. A strong desire to be of the other gender (or
some alternative gender different from one’s assigned

gender).
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5. A strong desire to be treated as the other gender
(or some alternative gender different from one’s
assigned gender).

6. A strong conviction that one has the typical
feelings and reactions of the other gender (or some
alternative gender different from one’s assigned
gender).

The condition is associated with clinically
significantdistressorimpairmentinsocial,occupational
or other important areas of functioning [1]. In the
case of the adolescent presented in our clinic, 5 of
the 6 diagnostic criteria were manifested, along with
significant deficits in the day-to-day activities.

Specialty literature

Various hypotheses attempt to explain this possible
coexistence between autistic spectrum symptoms and
gender dysphoria. These include the role of resistance
to change, stereotyped behaviors and prenatal
exposure to testosterone [2].

In this regard, a retrospective study was performed
on a group of 39 patients aged between 8 and 20
years (average age 15.8 years, 22 male subjects,
17 female subjects) who came to be evaluated in
a multidisciplinary clinic in the United States of
America focused on gender issues in 2007-2011 to
assess the prevalence of Autistic Spectrum Disorder
among this population. Thus, 23.1% of patients with
dysphoric disorder presented symptoms of Asperger’s
syndrome using ASDS  (Asperger Syndrome
Diagnostic Scale). Also, a higher prevalence of autistic
spectrum disturbance among those with gender
dysphoria was observed compared to the prevalence
of autism spectrum disorder among the general

population [3].

Another study, published in 2017, tried to prove
the possible coexistence between resistance to change,
stereotyped behaviors and prenatal exposure to
testosterone. This study consisted of evaluating the
symptoms of autism spectrum disorder by applying
the Children’s Social Behavior Questionnaire
(CSBQ) to two groups of children: a batch of 490
children with dysphoric disorder and a batch of 2507
neuropathic children. The group of children with
dysphoric disorder revealed increased levels of autism
spectrum related syndromes in all sub-domains, not
just stereotypical behaviors and resistance to change.
Moreover, there was no difference in the sex of the
children and the results, which makes the hypothesis
of prenatal exposure to testosterone unlikely [2].

RESULTS

Under medical treatment and psychotherapy, the
evolution of the case is slow. Suicidal ideas and school
denial are no longer so prominent, but the difficulties
of interaction and school adaptation persist, as well as
the desire to belong to a gender other than the one
assigned to birth.

CONCLUSIONS

Although the literature contributes significantly
to raising awareness of the presence of gender
concerns among children and adolescents with
Autistic Spectrum Disorder, further help is needed
in understanding these aspects, how they appear, and
how these cases should be addressed. An important
help could be the greater attention of both clinicians
and parents to gender identity formation among
children with autistic spectrum disorders at the
carliest age.
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Cercetarea prospectivi a copiilor si adolescentilor cu Sindrom de risc
prodromal pentru psihoza

Prospective research of children and Youth with Prodromal Risk
Syndrome for psychosis
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REZUMAT

Studiile subliniazi importanta detectiei §i interventiei timpurii in faza prodromal si in faza declinului functional, inaintea debutului psihozei france.
Experienta acumulati in cercetarea prospectivi a prodromului psihozelor non afective i afective prin desfisurarea a doua proiecte de cercetare in Clinica
de Psihiatrie Pediatrici Timisoara si Centrul de Sinitate Mintald Timigoara, intireste necesitatea detectiei §i interventiei timpurii. Studiul s-a efectuat
in perioada 2007-2017 pe un numir de 97 de copii si adolescenti la care s-a pus diagnosticul de Sindrom de risc prodromal in momentul evaludrii (47
cu istorie familiard pozitivd pentru psihozi §i 50 de copii cu istorie familiard negativi, comparativ cu un numar de 139 de copii urmiriti longitudinal la
care s-a intervenit farmacologic si/sau psihosocial: 94 de copii cu istorie familiard pozitivi pentru psihozi (53 cu pirinti cu schizofrenie i 41 cu périnti cu
psihozi afectivd) care prezentau diferite tulburidri premorbide, afectiri ale functiondrii sociale i gcolare ce necesitau interventie la baseline; 25 copii referiti
clinic pentru evaluarea simptomelor care potential se puteau incadra intr-un Sindrom de risc prodromal (“help seeking”) si a 20 copii care implineau
criteriile DSM IV de Tulburare Schizotipali de personalitate. Subiectii au fost evaluati la baseline, 1a 6 luni, la 1 an, la 2 ani §i 3 ani cu SIPS- Interviul
Structurat pentru Sindroame Prodromale. S-a efectuat compararea grupurilor prin variabile demografice, prezenta diagnosticelor premorbide, se va pre-
zenta distributia sindroamelor prodromale, procentul convertorilor la psihozi, timpul de conversie la primul epsod psihotic §i diagnosticul convertorilor.
Rezultate. Din lotul celor 97 de pacienti cu simptome prodromale prezentate la baseline, 46,5% au Inregistrat conversie la primul episod psihotic. Din
cei 139 de pacienti evaluati prospectiv pentru diferite simptome premorbide ce au necesitat interventie, 74 au dezvoltat simptome prodromale, rata de
conversie fiind 27%, cifri comparabili cu cifrele existente in literatura de specialitate.

Concluzii. Pacientii cu Tulburare schizotipald de personalitate care dezvoltd si sindroame prodromale in evolutie au o evolutie mai stabild, totusi, in lotul
nostru, rata de conversie la psihozd a celor cu Tulburare schizotipald, a fost de 40% ceea ce dovedeste ci aceastd tulburare reprezintd un important grup de
risc pentru psihozd. Rata de conversie a celor cu istorie familiard pozitivi pentru psihozd a scizut de la 52,8% la 30,28% la grupul pacientilor inclusi in
programul de interventie farmacologici si/ sau psihosociald personalizati. Sindromul de risc prodromal (UHR) este un diagnostic de tranzitie inlocuit, la
convertori, de alte diagnostice DSM.

Cuvinte cheie: prodrom, psihozi, ultra high risk, sindroame prodromale

SUMMARY

Studies have shown that there has been an increasing interest in the potential of early detection and intervention during the prodromal phase and the
period of functional decline of a psychotic disorder, before full-blown psychotic symptoms first appear. The experience regarding the prospective research
of prodrome in non affective and affective psychosis by conducting two research projects in The Child and Adolescent Psychiatry Clinic and the Center
for Mental Health Timisoara, consolidates the necessity of early detection and intervention. The study was conducted between 2007-2017 on 97 children
and adolescents that were diagnosed with Prodromal Risk Syndrome (47 with positive family history for psychosis and 50 with no family history at the
time of evaluation by comparison with 139 children which benefited from intervention, studied longitudinally. 94 children had positive family history
for psychosis (53 had parents diagnosted with Schizophrenia and 41 had parents diagnosted with Affective Psychosis) which had multiple premorbid
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disorders, decreased social and academic functionality which needed intervention at baseline; 25 children clinically reffered for an evaluation of the
symptoms that could potentially meet the criteria for a Prodromal Risk Syndrome (“ Help seeking”) and 20 children which meet the DSM IV criteria for
Schizotypal Personality Disorder evaluated at baseline, at 6 months, 1 year, 2 year and 3 year with SIPS (Structured Interview for Prodromal Syndromes).
There will be a comparison between groups through demographic variables, premorbid diagnostics, the distribution of prodromal syndroms, percentage of
convertors to psychosis, the period of conversion to the first psychotic episode and the diagnostics of convertors will be presented.

Results. In the group of 97 patients with prodromal symptoms presented at baseline, 46,5% had converted to the first psychotic episode. From the 139
pacients group evaluated prospectively for multiple premorbid symptoms that needed intervention, 74 have developed prodromal symptoms, the rate of
conversion being 27%, a result that can be compared with the data from specialty literature.

Conclusions. Pacients with Schizotypal Personality Disorder witch develop Prodromal Syndromes have a more stable development, still, in our group, the
rate of conversion to psychosis of the children with Schizotypal Personality Disorder been 40%, which proves that this disorder represents an important
risk group for psychosis. Rate of conversion of those with positive family history for psychosis lowered from 52,8% to 30,28% in the group of patients
included in the program for early pharmacological and/or individualized psychosocial intervention. The prodromal risk syndrome (UHR) is a transitional

diagnostic, being replaced, at convertors, with other DSM diagnostics.

Keywords: prodrome, psychosis, ultra high risk, prodromal syndroms

INTRODUCERE

Prodromul este perioada de tranzitie intre faza
premorbidi si debutul acut psihotic, reprezentand o
etapd importantd pentru initierea unui tratament pre-
coce i eficient [1].

Definitia unanim acceptati a prodromului a fost
datid de Keith si Mathews in 1991 ca fiind o grupare
heterogend de simptome in corelatie temporard cu
debutul psihozei. Sindromul prodromal reprezinti
perioada de tranzitie (relativ asimptomaticd) dintre
faza premorbida si debutul acut psihotic, ce repre-
zinta defapt conversia la primul episodul psihotic [2].
Aceastd perioada este caracterizati de simptome
“mild” cu origine relativ recentd, (manifestiri sub-
clinice perceptuale, ideationale si comportamentale)
cu intensitate ascendentd, schizotipie, schizotaxie, cu-
prinde conceptul de “children at risk” si impune etapa
de diagnostic diferential (de ex. Tulburarea schizofre-
niformi, Tulburarea psihotici scurti) [3].

OBIECTIVE $1SCOP

In clinica noastri, s-au efectuat doui proiecte de
psihoprofilaxie pentru pacientii pediatrici cu tulburiri
psihice ce a condus la Obiectivul acestei lucriri de a
studia prospectiv un lot de copii si adolescenti care au
beneficiat de interventii timpurii in faza prodromala a
Tulburirii psihotice.

Scopul este de a demonstra ci detectia si inter-
ventia timpurie duce la intdrzierea i sciderea ratei de
conversie la psihoza.

IPOTEZE DE LUCRU

Interventia in stadiu incipient la pacientii cu risc de
a dezvolta prim episod psihotic prin tratament farma-
cologic si/sau interventii psihologice si psihosociale

poate duce la oprirea sau intrzierea conversiei la psi-
hozi la cei care prezintd simptome prodromale.
Criterii de includere
- Copii si adolescenti cu Tulburiri premorbide
(anxietate, depresie, tulburiri de limbaj)
- Istoric familiar pozitiv pentru Tulburiri psihice
(Schizofrenie si Depresie)
Criterii de excludere
- Existenta unui episod psihotic anterior
- Afectiuni neurologice
- Retard mintal

MATERIAL

Studiul s-a efectuat pe un lot de 139 de pacienti
care au fost clasificati in 4 categorii reprezentate de:
pacienti High Risk- cu istoric familial pozitiv pentru:
High Risk Schizofrenie, High Risk Depresie, Help
seeking si cu Tulburare schizotipali, dintre care o par-
te au indeplinit criteriul pt Ultra High Risk (au fost
incadrati intr-unul dintre Sindroamele Prodromale cu
ajutorul SIPS) (Tabel I).

Din totalul de 139 copii, 74 au prezentat pe par-
cursul studiului criteriul UHR, iar 20 dintre ei au fi-
cut conversia la psihoza.

Tabel I - Distributia pacientilor in studiul prospectiv

53 HRSx 16 UHR 6 convertori
41 HRd 13 UHR 3 convertori

25 HS 25 UHR 3 convertori
20 SPD 20 UHR 8 convertori

Participantii inclusi in grupul prospectiv au bene-
ficiat de Interventii psihosociale precoce si tratament
medicamentos: terapie cognitive-comportamenta-
14, psihoterapie de sustinere, terapii ocupationale,
psihoterapie individuali, psihoterapie de grup, tra-
tament farmacologic individualizat.
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INSTRUMENTE DE LUCRU

Am folosit metoda psihometricd numitd Interviul
Structurat pentru Simptomele Prodromale (SIPS)
dezvoltat de citre Mc Glashan si Miller, din Statele
Unite, care e compus din:

e SOPS = scala de severitate a simptomelor
prodromale
COPS = criterii ale sindroamelor prodromale
POPS = prezenta sindromului psihotic
Check-list pentru Tulburare de personalitate
schizotipali (SPD)

e Scurt istoric familial

o GAF

Cu ajutorul SIPS, am incadrat pacientii in unul
dintre sindroamele de UHR:

BLIPS (Sindromul simptomelor scurte, intermi-
tente si limitate) este definit de prezenta simptomelor
psihotice france, care au atins o intensitate psihoticd

in ultimele 3 luni si apar minim citeva minute pe zi,
cu o frecventi de cel putin o datd pe luni.

GRD (Riscul genetic si Sindromul de deteriora-
re) este definit prin risc genetic sub forma existentei
unei rude de gradul I cu orice tulburare psihotica sau
si Intruneascd personal criteriile pentru Tulburarea
de personalitate schizotipald din DSM 1V, impreuni
cu o scidere semnificativi in functionare cu sciderea
GAF cu min. 30% in ultimul an.

APS (Sindromul simptomelor pozitive atenuate)
care este caracterizat prin evolutia sau inrdutitirea, in
ultimul an, a simptomelor psihotice usoare, sau ate-
nuate, dar care nu au atins o intensitate psihotici si
care au fost prezente cel putin o data pe siptimand in
ultima luni [4].

REZULTATE

In figura 1 observim distributia procentuali a gru-
pului prospectiv din totalul de 139 de pacienti, dintre
care pacienti de sex feminin 60, 82%, si sex masculin

39,17%.

38,12%
29,49%

17,98%
14,38%

HRd g

SPD

Fig. 1-Distributia procentuala a grupului prospectiv

Se observa predominanta unui statut social scizut
(52,53%) urmat de un statut social mediu (45.32%)
si in ultimul rind crescut (2.15%), iar mediul de
provenientd predominant este cel urban (54,68%).

Ca i evenimente stresante de viatd, pacien-
tii incadrati in HRSx, HRd, SPD si HS au suferit
in mare parte abuzuri emotionale (HRSx- 58,48%,
SPD-52,38%, HS-32%, HRd-31,70%), urmate de
bullying (la pacientii HS- 28%, HRSx- 7,54%, SPD-
4,76%), abuz fizic (HRSx-15%, HS-8%, SPD-4,76%)
si abuz sexual (HS-8%, HRSx- 1,88%) (figura 2).

60,00% —
40,00% N
20,00% & ”/ W HRSx
0,00% =
—= @ = HRd
' o\ HS
S
& mSPD

Fig. 2 - Evenimente stresante de viatd

Cele mai intalnite tulburiri premorbide la grupul
HRSx: Tulburiri de limbaj, Tulburare hiperkinetici,
Tulburiri anxioase, Tulburare de abilititi scolare.

La grupul HRd cele mai intilnite tulburiri
premorbide sunt: Tulburare hiperkienticd, Tulburiri
anxioase, Tulburiri emotionale, Convulsii, TOC.

In grupul HS cele mai intélnite tulburiri premorbi-
de sunt: Tulburare depresivé, Tulburiri anxioase, TOC,
Consum de substante psiho active, Ticuri motorii.

Iar in grupul SPD cele mai intdlnite tulburdri
premorbide sunt: Tulburiri de limbaj, Elemente per-
vazive de dezvoltare, Tulburare depresivi, Tulburiri
anxioase, TOC.

S-a observat faptul ci Sindromul simptomelor psi-
hotice atenuate (APS) a fost cel mai des intilnit din
totalul pacientilor UHR, urmat de GRD si sciderea
GAF probabil datoriti grupul SPD la care a predominat
aceastd categorie, unii subiecti au prezentat mai multe
sindroame prodromale pe perioada studiati.

Distributia Sindroamelor Prodromale ce inca-

dreazd pacientul in UHR conform SIPS se poate
vedea in Tabelul II.

Tabel II - Distributia procentuali a sindroamelor UHR

UHR HRSx HRD HS |SPD
APS 30.18% 31,60% 72% | 50%
BLIPS 3.77 % 0% 28% | 30%
GRD+ 0 0 0 0
sciderea GAF 11.32% 0% 0% 70%
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Ca si conversie la psihozi, s-a observat o conver-
sie mai mare la grupul SPD (40%), urmat de HRSx
(37,50%), HRd (23,08%) si HS (12%.)

Ca prim episod psihotic, dintre pacientii HRSx
majoritatea au converit citre Tulburare psihotici
acuti polimorfi (18,75%), urmati de Tulburare
depresivi cu elemente psihotice (12,5%). Dintre
pacientii urmiriti cu HRd au convertit in mod egal
citre Tulburare psihoticd polimorfi, Episod mania-
cal cu simptome psihotice si Tulburare depresivi cu
elemente psihotice. Dintre cei 25 de pacienti care au
venit in clinica noastrd si au fost incadrati in gru-
pul Help Seeking, toti trei convertori au evoluat ci-
tre Schizofrenie. La pacientii incadrati in SPD, se
observi cea mai mare ratd de conversie citre Schi-
zofrenie (25%) urmati de Tulburare psihoticd cu
simptome psihotice (12,5%) si Tulburare psihotici
acutd polimorfi (10%).

Pentru a ilustra si amplifica importanta inter-
ventiei timpurii, am realizat o analizi comparativi
intre grupul Prospectiv si un grup urmirit Retros-
pectiv format din 97 de pacienti.

Grupul Retrospectiv este compus din pacienti
UHR, dintre care UHR-HRSx 20.60%, UHR- HRd
27.83%, UHR 51.54%.

S-a urmdrit rata de conversie intre cele doud cate-
gorii urmdrite Prospectiv si Retrospectiv si s-a obser-
vat faptul ci rata de conversie la grupul care a bene-
ficiat de interventii psihosociale precoce si tratament
medicamentos a fost de 27,02%, iar la grupul studiat

retrospectiv care nu a beneficiat de terapie profilacticd
a fost de 46,50% (figura 3).

Prospectiv
27,02%

Retrospectiv
46,50%

Fig.3 - Rata de conversie intre cele doua grupuri
In relatie cu istoricul familial, rata de conversie la

cei cu istoric familial pozitiv a fost mai mare la ambele

categorii (figura 4).

B Retrospectiv
52,80%

Prospectiv

30,28%

40,20%  26%

o

-
-~
e
._(_‘_

————

Istoric familiar pozitiv

Istoric familiar
negativ

Fig. 4 - Rata de conversie
in relatie cu istoricul familial

Revenind la grupul de studiu prospectiv, s-a ob-
servat faptul ci a predominat conversia spre psiho-
ze afective (60%). Dintre convertori, se observi un
procent mai crescut al conversiei citre Schizoferenie
(40%) urmati de Tulburare psihotici acuti (35%),
Tulburare depresivd cu elemente psihotice (15%) si
Episod maniacal psihotic (10%). La convertori a pre-
dominat Sindromul APS.

Ca si timp de conversie, cea mai mare ratd a fost
la 2 ani (50%), urmati de 1 an (30%) si ulterior 6 luni
(20%).

DISCUTII

Abordarea precoce terapeutici §i/sau farmacolo-
gicd s-a initiat in functie de deficitul copilului, astfel
incat subiectii din grupul help seeking au inregistrat
cea mai scazutd ratd de conversie (12%).

In cazul subiectilor cu istoric familial pozitiv pen-
tru psihozd s-a pus accentul pe stimularea interac-
tiunii parinte-copil prin interventii psiho-educatio-
nale §i terapie multisistemicd familiala.

Dupi abuzul emotional, fenomenele de bullying
sunt des intdlnite ca §i evenimente stresante de viatd,
mai ales la grupul “help seeking”.

Tulburirile premorbide frecvent apirute in cazul
celor care dezvoltd schizofrenie au fost: Tulburiri de
limbaj, Tulburiri de abilititi scolare, Tulburiri anxi-
oase, Tulburiri de atagament (prin hiper sau hipoex-
presivitate afectivi).

Detectia si interventia timpurie au rol important
in preventia, intirzierea si sciderea ratei de conversie
de la 46,5% (grupul Retrospectiv) la 27,02% (la gru-
pul Prospectiv).
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CONCLUZII

Majoritatea subiectilor au convertit in psihoze
afective (60%) comparativ cu psihoze non-afective
(40%).

APS este sindromul cel mai frecvent intalnit, ur-

mat de BLIPS i GRD cu scidere GAF, iar pe ultimul

INTRODUCTION

A Prodrome is the transition period between the
premorbid phase and acute psychotic onset, being
an important stage for initiating early and effective
treatment [1].

The unanimously accepted definition of the
prodrome was given by Keith and Mathews in 1991
as a heterogeneous group of symptoms in temporary
correlation with the onset of psychosis. Prodromal
syndrome represents the transition period (relative
asymptomatic) between the premorbid phase
and the acute psychotic onset, which is actually
the conversion to the first psychotic episode [2].
This period is characterized by "mild" symptoms
of relatively recent origin (subcultural perceptual,
ideological and behavioral manifestations) with
ascending intensity, schizotipia, schizotaxia,
also it embraces the concept of "children at risk"
and imposes the differential diagnosis stage (eg,

schizophreniform disororder, short psychotic
disorder) [3].
OBJECTIVES AND PURPOSE

In our Clinic took place two profilactic projects for
pediatric pacients with psychiatric disorders that led
to the objective of this paper to prospectively study
a group of children and adolescents who benefited
from early interventions in the prodromal phase of
the Psychotic Disorder.

The aim is to demonstrate that early detection and
intervention leads to a slowing down and decreasing
rate of conversion to psychosis.

WORKING HYPOTHESES

Early intervention in patients at risk of developing
the first psychotic episode through pharmacological
treatment and / or psychological and psychosocial
interventions may result in stopping or delaying
conversion to psychosis in those with prodromal
symptoms.

loc se situeazd subiectii care au cel putin doud sin-
droame in evolutie.

SPD are cea mai mare rati de conversie la psihozi
(40%) dintre toate subgrupurile studiate, deci repre-
zintd un important factor de risc, aspect care are apli-
cabilitate clinici §i terapeutici.

Inclusion criteria

Children and adolescents with premorbid
disorders (anxiety, depression, language development
abnormalities)

Positive Familiar History for Psychiatric Disorders

(Schizophrenia and Depression)

Exclusion criteria
A psychotic episode in the past
Neurological disorders

Mental retardation.

MATERIAL

The study was conducted on a group of 139
patients who were categorized into 4 categories: High
Risk Patients with Family History for: High Risk
Schizophrenia, High Risk Depression, Help Secking
and Schizotypal Disorder. A part have met the Ultra
High Risk criteria (they were included in one of the
Prodromal syndromes with the help of SIPS) (Table 1).

Of the total of 139 children, 74 presented the
UHR criterion during the study and 20 of them
converted to psychosis.

Table I - Prospective study patients distribution

53 HRSx 16 UHR 6 convertors
41 HRd 13 UHR 3 convertors

25 HS 25 UHR 3 convertors
20 SPD 20 UHR 8 convertors

Participants included in the prospective group
benefited from early psychosocial interventions and
drug treatment: CBT, Supportive psychotherapy,
Occupational therapies, Individual psychotherapy,
Group psychotherapy, Pharmacologically

individualized treatment.

WORKING TOOLS

We used the psychometric method called
Structured Interview for Prodromal Symptoms
(SIPS) developed by Mc Glashan and Miller in the
United States, which consists of:
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SOPS = Severity Scale of Prodromal Symptoms
COPS = criteria for prodromal syndromes
POPS = the presence of psychotic syndrome
Checklist for Schizotypal Personality Disorder
(SPD)

e Brief family history

o GAF

With SIPS, we have included patients in one of
the UHR syndromes:

BLIPS is defined by the presence of franc
psychotic symptoms, which have reached a psychotic

intensity in the last 3 months and occur at least a few
minutes a day at a frequency of at least once a month.

GRD is defined as genetic risk, a first-degree
relative with any psychotic disorder or personally
meets the criteria for Schizotypal Personality Disorder
in DSM IV together with a significant decrease in
functioning with the decrease of GAF with min. 30%
in the last year.

APS is the Syndrome of attenuated positive
symptoms that is characterized by the development
or worsening in the last year of mild or attenuated
psychotic symptoms but which have not reached a
psychotic intensity and which have been present at
least once a week in the last month [4].

RESULTS

In Fig. 1 we can see the procentual distribution
of the prospective group of the total of 139 pacients,
60,82% females and 39,17% males.

38,12%
29,49%

17,98%
14,38%

HRd

HS

SPD

Figure 1 - Percentage distribution of the prospective group

There was predominantly a low social status
(52.53%) followed by an average social status
(45.32%) and higher (2.15%) and predominantly an
urban environment (54.68%).

As stressful life events, HRSx, HRd, SPD and

HS patients suffered predominantly emotional abuse

(HRSx- 58.48%, SPD-52.38%, HS- 32%, HRd-
31.70% ) followed by bullying (HS-28%, HRSx-
7.54%, SPD-4.76%), physical abuse (HRSx-15%,
HS-8%, SPD-4.76% sexual abuse (HS-8%, HRSx-
1.88%) (Figure 2).

60,00%
40,00%
20,00% W HRSx
0,00%
H HRd
(\0 HS
.\0
& HSPD
Q’&

Figure 2 - Stressful life events

The most common premorbid disorders in the
HRSx group were Language Disorders, Hyperkinetic
Disorder, Anxiety Disorder, Learning Disabilities.

In the HRd group, the most common premorbid
Disorders are Hyperkienic Disorder, Anxiety
Disorders, Emotional Disorders, Convulsions, OCD.

In the HS group, the most common premorbid
disorders are Depressive Disorder, Anxiety Disorders,
OCD, Consumption of Psychoactive Substances,
Motor Tics.

In the SPD group the most common premorbid
Disorders are Language Disorders, Pervasive
Developmental ~Elements, Depressive Disorder,
Anxiety Disorders, OCD.

It was observed that the Attenuated Psychotic
Symptoms Syndrome (APS) was the most common
among all UHR patients, followed by GRD and the
decrease in GAF probably due to the SPD group
predominating in this category, some subjects had
more than one prodromal sydrome during the study
period.

The distribution of Prodromal syndromes that fit
the patient into UHR according to SIPS can be seen
in Table 2.

Table II - Procentual distribution of UHR syndroms

UHR HRSx | HRD HS SPD
APS 30.18% | 31,60% | 72% 50%

BLIPS 3.77 % 0% 28% 30%
GRD+ decrease o o 0 0
of GAF 11.32% 0% 0% 70%
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We studied the conversion to psychosis and it was
observed that a higher conversion rate was found in
the SPD group (40%), followed by HRSx (37.50%),
HRd (23.08%), HS (12%).

As a first psychotic episode, HRSx patients
mostly converted to acute polymorphous psychotic
disorder (18.75%), followed by depressive disorder
with psychotic elements (12.5%). Of the patients
with HRd, they equally converted to polymorphic
psychotic disorder, manic episode with psychotic
symptoms and depressive disorder with psychotic
elements. Of the 25 patients who came to our clinic
and were included in the Help Seeking group, all
three convertors had evolved to Schizophrenia. In
patients with SPD, the highest rate of conversion
was to Schizophrenia (25%) followed by depressive
disorder with psychotic symptoms (12.5%) and
acute polymorphous psychotic disorder (10%) was
observed.

Toillustrate and amplify the importance of early
intervention, we conducted a comparative analysis
between the Prospective group and a Retrospective
Follow-Up Group of 97 patients.

The Retrospective Group is composed of UHR
patients, of which UHR-HRSx 20.60%, UHR-HRd
27.83%, UHR 51.54%.

The conversion rate between the two categories
studied Prospective and Retrospective was observed
and noted that the conversion rate in the group that
benefited from early psychosocial interventions and
drug treatment was 27.02%, and in the retrospective
study group that did not benefited from prophylactic
therapy was 46.50% (Figure 3).

Prospective
27,02%

Retrospective
46,50%

Figure 3 - Conversion rate between the two groups

The convertion rate at those with positive family

history was bigger at both categories (Figure 4).

B Retrospectiv
30,28%

Prospectiv

52,80%

40,2006 26%

—_—

Positive family
history Negative family
history

Figure 4 - Conversion rate in pacients with positive family
history

Returning to the prospective study group, it was
observed that the conversion was predominant to
affective psychosis (60%). Of the converters, a higher
percentage of conversion to schizophrenia (40%)
followed by acute psychotic disorder (35%), depressive
disorder with psychotic elements (15%) and psychotic
manic episode (10%). Converters had predominant
APS syndrome.

As the conversion time, the highest rate was 2
years (50%), followed by 1 year (30%) and then 6
months (20%).

DISCUSSIONS

The early therapeutic and / or pharmacological
approach was initiated on the basis of child deficiency,
so that the subjects in the help-seeking group had the
lowest conversion rate (12%).

In the case of subjects with positive family history
of psychosis, emphasis was put on stimulating
parent-child interaction through psycho-educational
interventions and family multisystemic therapy.

After emotional abuse, the phenomena of bullying
are often seen as stressful life events, especially in the
"help-seeking" group.

The premorbid disorders commonly experienced
in schizophrenic patients were: Language Disorders,
Learning Disorders, Anxiety Disorder, Attachment
Disorder  (through hyper or hypo-affective
expressivity).

Detection and early intervention play an important
role in preventing, delaying and lowering the
conversion rate from 46.5% (Retrospective Group) to

27.02% (in the Prospective group).
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CONCLUSIONS

Most subjects converted to affective psychosis
(60%) compared to non-affective psychoses (40%).

APS is the most common syndrome, followed by
BLIPS and GRD + FFD decrease, and the last place

is subjects with at least two syndromes.

SPD has the highest rate of conversion to psychosis
(40%) of all subgroups studied, so it is an important
risk factor, aspect that has clinical and therapeutic

applicability.
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RECENZIE/ REVIEW

Pentru psihologi, psihiatri si psihoterapeuti anul
2019 incepe cu o veste importantd: aparitia cartii
de 500 pagini autor Tom Butler-Bowdon: “50 de
clasici - psihologie” editura Litera Bucuresti 2019.

Aparent publicatia ne prezintd in stil de cunoastere
— contact cu cei mai
importanti creatori
a curentelor mo-
derne despre min-
te, personalitate si
natura umand.

Traducitoarea
Bianca Mateescu
cu grupul de co-
laboratori a reusit
sd prezinte texte-
le dedicate celor
50 creatori clasici
intr-un  limbaj
foarte corect si in-
teligibil, adaugind in incheiere si descrierea biografici
a autorilor, urmati de o listd cronologici a titlurilor
citate. Jatd deci o ocazie de a ne reintalni cu creatorii
moderni a conceptiilor noastre.

Din capitolele cirtii se pot oferi exemple si citate
importante. Am ales fragmentul introductiv din par-
tea foarte interesantd dedicatd creierului autist (pag
238 - 249):

“Autistii erau considerati anterior niste fiinte
enigmatice si antisociale care aveau nevoie de
institutionalizare. Progresele stiintelor, combinate cu
atitudini sociale mai luminate, ne conving ci trisitu-
rile autismului si poati fi reformate cu diferente sau
chiar ca puncte forte”.

Publicatia este accesibili ca pret si pote fi obtinuta
prin adresa e-mail: comenzi@litera.ro

Gisim aici sute de idei si conceptii din ultimul se-
col in care ne sunt prezentate si personalititile cheie
din dezvoltarea psihologiei, psihopatologiei si psiho-
terapiilor existente in prezent. Lectura este placu-
td si atractivd pentru profesionisti, dar si pentru cei
interesati de curentele culturale moderne.

Autorul - Tom Butler-Bowdon

1 februarie 2019 Dr. C. Lupu

TOM BUTLER-BOWDON

Sinteza celor mai importante 50 de carti
despre minte, personalitate si naturd umana

e

e

For psychologists, psychiatrists and psycho-
therapists, 2019 begins with important news: the
appearance of the 500-page book “50 Psychology
Classics” by Tom Butler " publishing house “Litera”
Bucharest 2019.

Apparently the publication presents us in a style of
knowledge - contact with the most important creators
of modern trends about mind, personality and human
nature.

The translator Bianca Mateescu with the group
of collaborators were able to present the writings
dedicated to the 50 classical creators in a very correct
and comprehensible language, adding, at the end, the
biographical description of the authors, followed by a
chronological list of the quoted titles. Therefore we
haeve an opportunity to rejoin the modern creators of
our conception.

The chapters of the book gives us important
examples and quotes. I chose the introductory
fragment from the very interesting part dedicated to

the autistic brain (pag. 238 — 249):
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"The autistic people were formerly considered
enigmatic and anti social beings who needed
institutionalization. The advances of science,
combined with more enlightened social attitudes,
convince us that the features of autism can be
reformed with differences or even strengths. "

The publication has an accesible price and can be
ordered by e-mail: comenzi@litera.ro

We find here hundreds of ideas and concepts
from the last century in which we are presented the
key personalities in the development of psychology,
psychopathology and psychotherapies. The reading is
pleasant and attractive for professionals but also for
those interested in modern cultural trends.

1 Februar 2019 M.D PhD. C. Lupu
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Congres CIPPA - Paris 2019

Congres CIPPA - Paris 2019

Congress CIPPA - Paris 2019

Congresul ~ anual CIPPA  (Coordination
Internationale de Psychotherapeutes, Psychanalystes
et membres associes soccupant de Personnes
Autistes) s-a desfisurat la Paris in zilele de 11,12 ¢1 13
ianuarie 2019 cu subiectul ,,De la tulburiri senzoriale
in autism la strategii terapeutice” cu participarea
specialistilor (majoritatea francofoni) din tirile in
care se efectueazd studii si cercetdri stiintifice in acest
domeniu. Publicim materialul colegei noastre:

In perioada 11-13 ianuarie 2019, a avut loc la
Paris, Espace Reuilly, un congres cu participare
internationald, organizat de CIPPA (Coordination
Internationale de Psychotherapeutes, Psychanalystes
et membres associes soccupant de Personnes
Autistes), in parteneriat cu Universitatea Diderot din

Paris cu tema: ,TULBURARI SENZORIALE -
STRATEGII TERAPEUTICE.”

Au intervenit specialisti cunoscuti in domeniu:

e Bernard Golse:  Profesor, pedopsihiatru,
psihanalist, presedinte CIPPA, sef serviciu
pedopsihiatrie ~Spitalul Necker Paris

o Genevieve Haag: pedopsihiatru, membru al
Societitii Psihanalitice din Paris, membru
fondator si ex-secretar general al CIPPA

e Mariec Dominique Ami: psiholog clinician,
psihanalist, membru fondator si ex-presedinte al
CIPPA

e Claire Favrot Meunier: pedopsihiatru, psihanalist,
Unitatea Terapeutici pentru copii surzi (UTES)

o Lisa OUSS: pedopsihiatru, Spitalul Necker

e Silvie Tordjman - profesor pedopsihiatru

e Fabien Joly - psiholog, psihanalist, psihomotrician.

Dezbaterile pasionante si fructuoase, au depisit

cunoscutele polemici, inutile, din domeniul tulbu-
ririlor autiste; in cadrul acestui al IV-lea Congres al
CIPPA centrat asupra senzorialititii si disfunctiilor
sale, s-au transmis informatii importante, bazate pe
studii stiintifice, atdt din punct de vedere al dezvoltirii
senzorialititii, cit si din punct de vedere clinic, tera-
peutic, evolutiv al copiilor cu diferite forme de autism.
Au fost prezentate studii recente INSERM pri-
vind sensibilitatea la durere la persoane cu autism,
care au infirmat teoria unei reale analgezii endogene;

ar fi vorba mai curdnd de un mod diferit de exprimare
a durerii, in legdturi cu unele disfunctii ca de exemplu
tulburiri ale imaginii corporale, a capacititii de sim-
bolizare incluzind si alteriri ale comunicirilor prin
limbaje si a celor sociale.

Importanta preventiei in situatiile cu risc pentru
autism si abordarea senzorialititii in echipd a fost
admirabil discutatd in cadrul unei prezentiri de caz
(NN de 13 zile), legatd de momentul inceperii stimu-
larii precoce: “sest trop tard... precocissime il faut”.

Despre ,destinele” unor particularititi senzoria-
le, cuprinse in psihomotricitate si artd, au fost pre-
zentdri captivante ale colegilor Joshua DURBAN,
Dominique MAZEAS si Daniel TAMMET.

De retinut, in special pentru specialistii care lu-
creazd in domeniul perinatalitatii, grila elaboratd de
Victor GUERRA, psiholog, psihanalist, cunoscut
cercetator; grila cuprinde 11 itemi cu ajutorul cirora
poate fi urmdritd dezvoltarea copilului in primul an
de viatd; aceastd inventariere este prezentatd in cartea
intitulatd” Rythme et Intersubjectivite chez le bebe”,
lansati in ianuarie 2019 la Bordeaux.

Altd carte: ,Le Moi corporel. Autism et develope-
ment”: Genevieve HAAG, in Le fil rouge din iunie
2018.

Cu prilejul participidrii la acest Congres, am re-
vazut cu bucurie colegii, prieteni francezi din cadrul
CLEFRP - Commite de Liason Franco Roumain en
Psychiatrie: Dr. Bernard Voizot, Dr. Michel Braesco,
Danielle Periat, Ioana Violet, cu statornice sentimen-
te de solidaritate profesional.

In reuniunile lunare ale CLEFRP sunt analiza-
te modalititile de continuare a sprijinului acordat
specialistilor romanii in formarea profesionala.

Dr. Rodica-Augusta Urziceanu

PREZENTARE:

Dr. Rodica Augusta Urziceanu, medic pri-
mar Psihiatria Copilului si Adolescentului, Doctor
in Stiinte medicale al Universititii “Carol Davila”
Bucuresti, s-a dedicat studiului si practicii in domeni-
ile TSA de la inceputul carierei profesionale, care s-a
realizat in cadrul Clinicii Titan din Bucuresti. Aici a
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USEFUL INFORMATION

creat o echipd cu care a fondat un Centru specializat
in Asistenta Medico-Psihologici si Sociald, conform
cerintelor moderne, dedicate diagnosticului si trata-
mentului autismului.

Dr . Rodica Augusta Urziceanu isi continua ac-
tivitatea la Clinica MINDCARE din capitali: str.
Londra nr. 6 sector 1, Bucuresti.

Adresa email: augustarodica@yahoo.com

Annual  Congress CIPPA  (Coordination
Internationale de Psychotherapeutes, Psychanalistes
et membres associes soccupant de Persones Autistes)
took place at Paris in 11, 12 and 13 Januar 2019,
theme: From sensorial disturbances in autism and
therapeutic strategies” with participation of specialists
( mostly francophones) feo the countrys that perfom
studies and scientific research in this domain. We
publish our collegue’s material:

CONGRESS CIPPA - PARIS, January 2019

Between 11-13 january 2019, took place in
Paris, Espace Reuilly, a congress with international
participation organized by CIPPA ( Coordination
Internationale de Psychotherapeutes, Psychanalystes
et membres associes soccupant de Personnes Autistes),
in partnership with University Diderot from Paris
with the theme: ” SENSORIAL DISORDERS -
THERAPEUTIC STRATEGIES”.

Experts known in the field spoke:

e Bernard Golse: Professor, pedopsychiatrist,
psychoanalyst, president of CIPPA, chief
pedopsychiatry service -Hosp.Necker Paris

e Genevieve Haag: - pedopsychiatrist, member
of the Psychoanalytic Society of Paris, founder
member and ex-secretary general of CIPPA

e Marie  Dominique  Ami:  psychologist,
psychoanalyst, founder member and ex-
president of CIPPA

o Claire Favrot Meunier: pedopsychiatrist,
psychoanalyst, Deaf Children Therapeutic Unit
(UTES)

e Lisa OUSS: pedopsychiatrist, Spit Necker

e Silvie Tordjman- professor, pedopsychiatrist

e Fabien Joly- Psychologist, psychoanalyst,
psychomotrician.

The passionate and fruitful debates overcame the

unnecessary polemics, in the field of autistic disorder;

during this IV CIPPA Congress centered on its

Colega noastra este membri a SNPCAR de la
fondare, participind la congresele noastre anuale,
la Congresele internationale CIPPA, la intruniri-
le CLERFP, cit si la alte manifestiri profesiona-
le internationale din domeniul NPCA. Multumim
doamnei Dr. Urziceanu pentru colaborarea prezenti
la revista SNPCAR.

Redactia REVISTEI NPCA

sensory and dysfunctional information, important
information was provided, based on scientific studies,
both in terms of sensory development, as well as from
the clinical, therapeutical, evolutionary point of view
children with different forms of autism.

Recent INSERM studies have been presented on
pain sensitivity in people with autism which has not
confirmed the theory of real endogenous analgesia; it
would rather be a different way of expressing the pain
in connection with some dysfunctions such as bodily
image disorders, symbolic capacity including altering
language and social communication.

The importance of prevention in situations at risk for
autism and the approach to sensoriality in the team has
been admirably discussed in a case presentation (NN 13
days), linked to the moment of the beginning of early
stimulation: “sest trop tard....precocissime il faut”.

About the "destinies" of some sensory peculiarities
included in psychomotricity and art, there were
exciting presentations by colleagues Joshua DURBAN,
Dominique MAZEAS and Daniel TAMMET.

To be remembered, especially for specialists
working in the field of perinatality, the grid developed
by Victor GUERRA, psychologist, psychoanalyst,
known researcher; the grid includes 11 items that can
be used to track the baby's development in the first
year of life; this inventory is presented in the book
entitled "Rythme et Intersubjectivite chez le bebe",
launched in January 2019 in Bordeaux.

Another book: "Le Moi corporel. Autism et
developement”: Genevieve HAAG, in Le fil rouge,
June, 2018.

On this occasion, I have gladly meet my colleagues,
french friends from the Commite de Liason Franco
Roumain en Psychiatrie:

M.D PhD. Bernard Voizot, M.D. PhD Michel
Braesco, DaniellePeriat, Ioana Violet, with solid
feelings of professional solidarity.
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Congress CIPPA - Paris 2019

The monthly meetings of CLEFRP analyze
ways to continue the support provided to Romanian
specialists in vocational training.

Rodica-Augusta Urziceanu MD, PhD

PREZENTATION:

M.D. PhD Rodica Augusta Urziceanu, senior
physician in Child and Adolescent psychiatry,
Doctor in medicine at University “Carol
Davila’Bucharest, has dedicated to the study and
practice in Autism Spectrum Disorder from the
beginning of her career, which took place at the
Tiatan Clinic in Bucharest. Here is where she
created a team and fonded a Specialized Center In

Psychological, Social and Medical Assistance, by

modern standards, dedicated to diagnose and treate
autism.

M.D. PhD. Rodica Augusta Urziceanu continued
her activity at the MINDCARE Clinic, Bucharest:
Londra street, no. 6, sector 1, Bucharest.

E-mail address: augustarodica@yahoo.com

Our collegue is a member in RSCANP since
the founding of the society, participating at our
annual congresses, CIPPA international Congresses,
CLERFP meetings and other international
professional meetings in the NPCA domain.

We thank M.D PhD Urziveanu for our
collaboration in the RSCANP magazine.

FEditorial RENPCA
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EDITORIAL BOARD

Instructions for Authors

Capitol de Carte sau Articol din Carte

Nussbaum L. Tulburiri Psihotice la Copil si
Adolescent. In: Tratat de Psihiatrie Develop-
mentald a Copilului si Adolescentului, Artpress,

Timisoara, 2008, p. 334 - 375.

Carte

Nussbaum L., Nussbaum LM. Managemen-
tul Psihozelor la Copil si Adolescent. Artpress,
Timisoara, 2012.

f. Tabele si Figuri

Tabelele si figurile trebuie si fie afisate, pe pagini
separate, una per foaie, la starsitul manuscrisului.

Figurile trebuie si fie numerotate si mentionate
in text, in ordinea in care apar, folosind cifre arabe,
iar pentru tabele trebuie folosite numerele romane.
Titlurile descriptive si legendele ilustratiilor trebu-
ie si permitd o intelegere deplind a semnificatiei lor.
Marcati pozitia corespunzitoare unei figuri / tabel in
text.

3. ACORDUL PUBLICARII SIDREPTU-
RILE DE AUTOR
Depunerea unui articol presupune ci lucrarea de-
scrisd nu a fost publicatd anterior, exceptind abstrac-
tul, cd nu este luatd in considerare pentru publicare in

1. AIMS AND SCOPE

The Romanian Journal of Child and Adolescent
Neurology and Psychiatry is a peer-reviewed journal
that considers articles on all aspects of the prevention,
diagnosis, treatment, management of neurologic and
psychiatric disorders in children and adolescents, as
well as psychotherapy, family therapy, related molecular
genetics, pathophysiology and epidemiology.

The journal is focused on the needs of the actual
scientific and research community and is committed
to publishing original articles, studies, reviews,
case reports of high scientific value and impact,
with relevant contribution in the domain. The
journal encourages researches that utilize modern
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The journal publishes the following types of

articles:

altd parte si cd publicarea a fost aprobati de citre toti
autoril.

Autorii trebuie si prezinte numai datele care au
fost obtinute prin experimentele umane sau animale
efectuate intr-un mod corespunzitor din punct de ve-
dere etic, urménd indicatiile existente.

Politica noastrd se bazeazi pe legislatia romani
privind protectia datelor si drepturile pacientului si
traditiile eticii medicale: obtinerea consimtimantului
informat, cu respectarea confidentialitatii.

Politica Accesului Deschis
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a Copilului si Adolescentului din Roménia oferd
acces liber imediat la continutul siu pe principiul ci
oferindu-se cercetarea in mod liber, la dispozitia pu-
blicului, se sustine un inter-schimb global mai amplu
de cunostiinte.
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Materials and Methods, Results, Discussion,
Conclusions, Acknowledgements, Refer-
ences, Figures and Tables) — original research,
studies of high scientific value;

* Reviews, Meta-Analyses (Title Page, Ab-
stract, Keywords, Introduction/ Background,
Discussion, Summary, Acknowledgements,
References, Figures and Tables) — research syn-
theses in a given area, evidence synthesis of dif-
ferent existing studies or of already existing study
results;

* CaseReports(Title Page, Abstract, Keywords,
Introduction/ Background, Case Presenta-
tion, Discussion, Conclusions, Acknowl-
edgements, References, Figures and Tables) -
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* Conference Announcements, Letters to the
Editor, Book Reviews — sections that appear in
the journal from time to time.

2. GUIDELINES FORAUTHORS

The authors are requested to read the following
instructions carefully and to respect them when
preparing their manuscript!

2.1. General Requirements and Rules

*  Manuscripts should be written in Romanian
and English. An English authorized transla-
tor will edit the manuscript professionally to
make sure the language is of high quality

*  All manuscripts submitted are subject to peer-
review — originality and quality being deter-
mined by at least 2-3 independent reviewers
and it is intended that decisions on publica-
tion will be made in a timely manner after the
receipt of a submitted manuscript

¢ The manuscripts must be sent in two copies to
the Clinic of Child and Adolescent Neurol-
ogy and Psychiatry, 7 Corbului Street, 300239,
Timisoara, Romania, mentioning on the en-
velope “For the Romanian Journal of Child
and Adolescent Neurology and Psychiatry”
and in electronic format (CD, DVD) or by
e-mail: office@snpcar.ro and axiniacorches@
yahoo.com

2.2. Electronic and Format Requirements of the
Manuscript

The manuscript should be typed, single-spaced,
using the template of Romanian Journal of Child
and Adolescent Neurology and Psychiatry.

The preferred format software is MS Word (97-
2003,2007), (DOC, DOCX)

— Times New Roman 12 pts, paragraph indent
0.5 cm for the text and Adobe Photoshop, PDE,
Microsoft Word, PowerPoint (PPT) or Corel for
the figures /diagrams and MS Excel for the charts.
Images should have a resolution of at least 600 dpi.
Figures that contain only photographic data and the
images are best submitted in a bitmap format such
as TIFE, JPEG or PNG and their final resolution
should be a minimum of 600 dpi.

The text should be in single-column format and the
layout of the text should be kept as simple as possible.

The pages should be numbered consecutively and
organized into the following sections: Title, Abstract
and Keywords, Main text, Acknowledgments,
References, Tables and Figures.

a. Title Page

The title page should include: (1) the title of the
article, short and descriptive, written clearly both in
English and Romanian and should contain the topic of
the article; (2) First name and last name of each author;
(3) Position title and academic degree of each author;

(4) Names of departments and institutions where
the authors are affiliated; (5) Institutional postal
address, phone / fax numbers, e-mail of the authors;

b. Abstract and Keywords

The abstract should be presented on a separate
sheet of paper, both in Romanian and English and
should not be longer than 250 words.

The abstract must be structured into separate
sections: Introduction — the context and background of
the study; Methods — how the study was performed and
statistical test used; Results — the main findings obtained,
Conclusions — brief summary and implications.

No references should be cited in the abstract. The
abstract must be very clear and concise because it
must be able to stand-alone, often being presented
separately.

Immediately after the abstract, keywords — max. 6

should be provided.

c. Main Text

The manuscript should be written clearly and
concisely.

The text should be structured into the following
separate sections: Introduction, Materials and
Methods, Results, Discussion and Conclusions

d. Acknowledgments

Place acknowledgments, including information
on grants received, on the sources of funding for the
manuscript preparation before the references, in a
separate section, on a separate page.

Please, also acknowledge anyone who contributed
towards the article by making substantial contributions
to conception, design, acquisition, analysis of data,
or anyone who was involved for the manuscript
preparation, but who does not meet the criteria for
authorship.
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e. References

References should be indicated by consecutive
numbers in square brackets and should be cited in
consecutive order of their appearance in the text.

Please ensure that every reference cited in the text
is also present in the reference list (and vice versa).

List the names of all the authors. The References
will contain: the surname and the initials of the name
of the authors, the title, source (Journal names should
be abbreviated according to “Index Medicus”), year,
volume and page numbers; the paper should contain
recently published papers. The References of books
will contain: the surname and initials of the name
of the authors, the title of the book, the publishing
house, the city where it was published, the year and
the page or the pages of the reference

The references should be typed in the following

(Vancouver) style:

Examples of the Romanian Journal of Child and
Adolescent Neurology and Psychiatry reference style:

Article within a journal

Nussbaum L, Gradinaru R, Andreescu N,
Dumitrascu V, Tudor A, Suciu L, Stefanescu
R, Puiu M - The Response to Atypical
Antipsychotic Drugs in Correlation with the
CYP2D6 Genotype:

Clinical ~ Implications and  Perspectives.

Farmacia, 2014, 62 (6):1191-1201

Article within a journal by DOI

Slitka MK, Whitton JL. Clinical Implications
of Dysregulated Cytokine Production. Dig ]
Mol Med. 2000; doi: 10.1007/s801090000086

Article within a journal supplement
Nussbaum L, Nussbaum LM. A 10
Year Prospective Study on Childhood
Onset Psychoses. Early Intervention in
Psychiatry, 2014, 8 Suppl 1 : 71.

Book Chapter or an article within a book

Nussbaum L. Child and Adolescent Psychotic
Disorders. In: Treatise Of Developmental Child
and Adolescent Psychiatry, Artpress, Timisoara,

2008, p. 334 - 375.

Complete book authored

Nussbaum L.,Nussbaum LM.The Management
of Child and Adolescent Psychoses. Artpress,
Timisoara, 2012.

f. Tables and Figures

Tables and Figures must be typed, on separate
pages, one per sheet, at the end of the manuscript.

The Figures must be numbered and mentioned in
the text,in the order they appear,using Arabic numbers
and Roman numbers must be used for the Tables. The
descriptive titles and legends of the illustrations must
allow a full understanding of their significance. Mark
the appropriate position of a figure/ table in the text.

3. PUBLICATION AGREEMENT AND
COPYRIGHT NOTICE

Submission of an article implies that the work
described has not been published previously, except
in the form of an abstract, that it is not under
consideration for publication elsewhere and that its
publication is approved by all authors. The authors
should submit only data that have arisen from human
or animal experimentation carried out in an ethically
proper way by following the existing guidelines.

Our policy is based on Romanian Data Protection
Law, patient’s rights law and the traditions of medical
ethics: obtaining the informed consent, respecting
confidentiality.

Open Access Policy

Romanian Journal of Child and Adolescent
Neurology and Psychiatry provides immediate open
access to its content on the principle that making
research freely available to the public, supports a
greater global exchange of knowledge.

4. PLEASE COMPLETETHE
ROMANIAN JOURNAL OF CHILD
AND ADOLESCENT NEUROLOGY
AND PSYCHIATRY WORD
TEMPLATE!
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