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           1.Typical and atypical Neuroleptics

The efficacy of antipsychotic drugs is well-established. These medications can make symptoms milder, shorten the course of an episode, and increase the time between psychotic episodes. These drugs are not perfect tools, however. Studies show that while approximately

70% of patients improve while on these drugs, about 25% show only minimal improvement and about 5% actually deteriorate.

Antipsychotic or neuroleptic medications affect brain chemicals called neurotransmitters that enable communication between the nerve cells making up the brain. Schizophrenia symptoms (at least positive ones) appear to result from problems with multiple neurotransmitter systems, including dopamine, serotonin and glutamate, and the antipsychotic medicines appear to correct or minimize these problems (see "Evidence That Schizophrenia is a Brain Disease" above).

Although antipsychotic medications are effective in treating schizophrenia, not all medications are equal, and there is no single best treatment protocol. Different patients respond best to different types and dosages of medicine. The potential for side effects must be factored in too, as antipsychotic medicines have numerous side effects (some quite serious in nature - see discussion below). Medicine and dosage must be individually determined and balanced for each patient being treated. These kinds of medication determinations take time to get right and can only be made by a psychiatrist or allied medical professional working under the supervision of a psychiatrist. An antipsychotic medication can take weeks or even months to start working at full strength, so patience on the part of the clinician and patient is required.

Antipsychotics are divided into two categories: first-generation, also known as "typical" drugs, and second-generation, also known as "atypical" drugs and dopamine partial agonists. Typical antipsychotics are so-called because they were the first family of drugs discovered to have antipsychotic properties. Some examples of "typical" antipsychotic medications are: chlorpromazine, fluphenazine, haloperidol, molindone, thiothixene, thoridazine, trifluoperazine, and loxapine. Atypical antipsychotic drugs were developed later on and named to distinguish them from the earlier drugs. Some examples of "atypical" antipsychotic medications include: clozapine, olanzapine, risperidone, quetiapine, ziprasidone, and aripiprazole. The distinction in these drug category names also reflects differences in how they were thought to work. Typical medications were originally thought to work primarily by affecting dopamine, while atypical drugs were thought to work through other neurotransmitter systems. Recent research suggests that all of these drugs mainly affect dopamine systems, however.
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1. Major depressive episodes are characterized by five or more of the following symptoms, all of which must be present in a more or less uninterrupted manner for at least a two week period:

* A pervasive depressed mood that colors and tones daily experience

* A diminished ability to take pleasure from activities that used to be pleasurable (such as sex, food, hobbies, social interaction)

* Appetite changes (either more hungry or less), which may be accompanied by weight loss or gain. (No conscious dieting is occurring)

* Sleep changes (either sleeping more or less than normal)

* Psychomotor (e.g., body) agitation or retardation; either can't sit still, or can hardly move.

* Constant complaints of fatigue and low energy

* Thoughts of the affected person's worthlessness, guilt or shame plague him or her

Concentration becomes more difficult to achieve than before

* Thoughts of the desirability of death and suicide

2. A. Five (or more) of the following symptoms have been present during the same 2-week period and represent a change from previous functioning; at least one of the symptoms is either 1) depressed mood, or 2) loss of interest or pleasure.

Note: Do not include symptoms that are clearly due to a general medical condition, or mood-incongruent delusions or hallucinations.

1. Depressed mood most of the day, nearly every day, as indicated either by subjective account (e.g., feels sad or empty) or observation by others (e.g., appears tearful)

Note: In children and adolescents, can be irritable mood.

2. Markedly diminished interest or pleasure in all, or almost all, activities most of the day nearly every day (as indicated by either subjective account or observation made by others)

3. Significant weight loss when not dieting or weight gain (e.g., a change of more than 5% of body weight in a month), or decrease or increase in appetite nearly every day

Note: In children, consider failure to make expected weight gains.

4. Insomnia or hypersomnia nearly every day

5. Psychomotor agitation or retardation nearly every day (observable by others, not merely subjective feelings of restlessness or being slowed down)

6. Fatigue or loss of energy nearly every day

7. Feelings of worthlessness or excessive or inappropriate guilt (which may be delusional) nearly every day (not merely self-reproach or guilt about being sick)

8. Diminished ability to think or concentrate, or indecisiveness, nearly every day (either by subjective account or as observed by others)

9. Recurrent thoughts of death (not just fear of dying), recurrent suicidal ideation without specific plan, or a suicide attempt or a specific plan for committing suicide

B. The symptoms do not meet criteria for a mixed episode.

C. The symptoms cause clinically significant distress or impairment in social, occupational, or other important areas of functioning.

D. The symptoms are not due to the direct physiological effects of a substance (e.g., a drug of abuse, a medication) or a general medical condition (e.g., hyperthyroidism).

E. The symptoms are not better accounted for by bereavement, i.e., after the loss of a loved one, the symptoms persist for longer than 2 months or are characterized by marked functional impairment, morbid preoccupation with worthlessness, suicidal ideation, psychotic symptoms, or psychomotor retardation.
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1). The main syndromes:

1. Alcohol tolerance: Either need for markedly increased amounts of alcohol to achieve intoxication, or markedly diminished effect with continued use of the same amount of alcohol.

2. Alcohol withdrawal symptoms: Either (a) or (b).

(a) Two (or more) of the following, developing within several hours to a few days of reduction in heavy or prolonged alcohol use:

- sweating or rapid pulse

- increased hand tremor

- insomnia

- nausea or vomiting

- physical agitation

- anxiety

- transient visual, tactile, or auditory hallucinations or illusions

- grand mal seizures

(b) Alcohol is taken to relieve or avoid withdrawal symptoms.

3. Alcohol was often taken in larger amounts or over a longer period than was intended

4. Persistent desire or unsuccessful efforts to cut down or control alcohol use

5. Great deal of time spent in using alcohol, or recovering from hangovers

6. Important social, occupational, or recreational activities given up or reduced because of alcohol use.

7. Alcohol use is continued despite knowledge of having a persistent or recurrent physical psychological problem that is likely to have been worsened by alcohol (e.g., continued drinking despite knowing that an ulcer was made worse by drinking alcohol)

2) A cluster of physiological, behavioural, and cognitive phenomena in which the use of alcohol takes on a much higher priority for a given individual than other behaviours that once had greater value. A central descriptive characteristic of the dependence syndrome is the desire (often strong, sometimes overpowering) to take alcohol. There may be evidence that return to alcohol use after a period of abstinence leads to a more rapid reappearance of other features of the syndrome than occurs with nondependent individuals.

Diagnostic Guidelines

A definite diagnosis of dependence should usually be made only if three or more of the following have been experienced or exhibited at some time during the previous year:

(a) a strong desire or sense of compulsion to take alcohol;

(b) difficulties in controlling alcohol-taking behaviour in terms of its onset, termination, or levels of use;

(c) a physiological withdrawal state when alcohol use has ceased or been reduced, as evidenced by: the characteristic withdrawal syndrome for alcohol; or use of the alcohol with the intention of relieving or avoiding withdrawal symptoms;

(d) evidence of tolerance, such that increased doses of alcohol are required in order to achieve effects originally produced by lower doses (clear examples of this are found in alcohol-dependent individuals who may take daily doses sufficient to incapacitate or kill nontolerant users);

(e) progressive neglect of alternative pleasures or interests because of alcohol use, creased amount of time necessary to obtain or take alcohol or to recover from its

(f) persisting with alcohol use despite clear evidence of overtly harmful

consequences, such as harm to the liver through excessive drinking; efforts should be made to determine that the user was actually, or could be expected to be, aware of the nature and extent of the harm.

Narrowing of the personal repertoire of patterns of alcohol use has also been described as a characteristic feature (e.g. a tendency to drink

alcoholic drinks in the same way on weekdays and weekends, regardless of social constraints that determine appropriate drinking behaviour).

It is an essential characteristic of the dependence syndrome that either alcohol taking or a desire to take alcohol should be present; the subjective awareness of compulsion to use alcohol is most commonly seen during attempts to stop or control alcohol use.
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1. Schizophrenia is a brain disease that interferes with normal brain functioning. It causes affected people to exhibit odd and often highly irrational or disorganized behavior. Because the brain is the organ in the body where thinking, feeling and understanding of the world takes place (where consciousness exists), a brain disease like schizophrenia alters thinking, feeling, understanding and consciousness itself in affected persons, changing their lives for the worse. People affected with schizophrenia have difficulty thinking coherently, interacting with others normally, carrying out responsibilities and expressing emotions appropriately. Even simple everyday tasks like personal hygiene can become unmanageable and neglected. The disease can thus impact every aspect of affected people's work, family, and social life. Though not affected directly, family members also frequently become distressed and overwhelmed by the difficulties involved in providing care and in coming to terms with the transformation of their loved one into a patient with a serious chronic illness.
2. Paranoid schizophrenia is characterized by prominent delusions and (usually auditory) hallucinations that wax and wane across recurrent psychotic episodes. Multiple delusions may be present but generally all will share a coherent theme (e.g., delusions may be persecutory or grandiose, or religious in nature, etc.) There may be command hallucinations that drive patients to complete odd or bizarre goals. Affected individuals tend to be anxious, frightened, angry, aloof, and argumentative; they may have a superior and patronizing manner and formal or extremely intense interpersonal interactions. The combination of delusions and anger can lead to violence towards self and/or others, although this is not a common occurrence (See Stigma and Violence, above). Individuals newly diagnosed with paranoid schizophrenia tend to show little to no impairment on brain scans and psychologically tests. Provided they receive prompt proper medical treatment, their prognosis can be good. Some substantial number of individuals with paranoid schizophrenia are able to work (although not in high-stress occupations) and retain the capacity for independent living.
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1. Schneider's first-rank symptoms

* Hallucination of one's thoughts being spoken aloud

* Hallucination of voices in the form of a running commentary about the patient Hallucination of voices conversing about the patient ("third person" hallucination) or arguing Somatic hallucination attributed to outside forces (e.g., X rays, hypnosis)

* Delusions of thoughts being withdrawn from or inserted into the patient's mind by an outside person or force

* Delusions of thoughts being broadcast so that the patient's private thoughts are known to others

* Delusional perceptions in which highly personal meanings are attributed to perceptions

* Delusions of being influenced or forced to do things or want things the patient does not wish to do and does not want

* Delusions of being made to feel emotions or sensations (often sexual) that are not the patient's own

2.  Disorganized Type (Hebephrenic). The characteristics of this type of schizophrenia are disorganized speech, and flat or inappropriate affect. Historically, this type was called "hebephrenic". Disorganized speech may include silliness and laughter that are unrelated to the topic of conversation. Disorganized behaviors limit these patients' ability to sustain goal-oriented activities, often including personal hygiene. People with this type of schizophrenia typically score poorly on a variety of neuropsychological and cognitive tests and show more signs of brain damage on brain scans. This subtype also tends to strike earlier in life rather than later, and then to sustain a continuous, unremitting course.
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Borderline Personality Disorder

Borderline Personality Disorder (BPD) is a developmental syndrome that is superficially similar to bipolar disorder in terms of symptoms. Individuals with BPD are vulnerable to mood swings not because there are necessarily differences with their brain chemistry, but instead because they possess rather fragile, developmentally-delayed and under-developed emotional coping skills. Such people have a tendency to view relationship partners in a very high contrast, highly idealistic manner. Partners may be good or they may be bad, but they are generally not represented as possessing both qualities at once. As perceptions of a partner's actions and intentions shift in the borderline person's mind, so too do the moods of the person with BPD.

Schizoaffective Disorder

Schizoaffective disorder is a diagnosis characterized by the simultaneous presence of both the mood problems characteristic of bipolar disorder and the psychotic thought problems characteristic of Schizophrenia. Although psychosis can occur in a mood disorder, the presence of psychosis during a mood episode is not sufficient by itself to merit the diagnosis of Schizoaffective Disorder which is only made when the full criteria for diagnosis of both a mood episode (such as a manic, mixed or major depressive episode) and criterion "A" for the diagnosis of schizophrenia are present. Criterion A of the schizophrenia diagnosis states that a person must be suffering from two or more of the following symptoms of schizophrenia during a one month period: hallucinations and/or delusions, disorganized speech and behavior, or limited emotional expression, thought and speech, and lack of motivation. A severely depressed individual may hear voices that confirm their negative emotions and convince them to commit suicide.

A major difference between the psychosis characteristic of normal bipolar disorder and schizoaffective disorder is that bipolar psychotic symptoms will remit when the mood episode is over. This is generally not the case with regard to schizoaffective disorder wherein mood symptoms are more or less constant (although they may change in character they will not entirely disappear), while psychotic symptoms may wax and wane.
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Paraphillias are disorders of deviant sexuality. As defined in the Diagnostic and Statistical Manual of Mental Disorders (the clinician's diagnostic bible), they involve recurrent fantasies, urges or behaviors of a sexual nature that center around children, non-humans (animals, objects, materials), or harming others or one's self.

Because they are so often associated with abusive sexual practices that generate real victims, many people tend to regard persons who display sexual deviancies as monsters. Further, many people tend to assume that all sexual deviants are equivalently awful and repugnant. Neither of these statements are accurate. While they are ultimately responsible for their choices (including those that harm other people), and should be punished and thereafter closely monitored to prevent further abusive practices, even predator child-molesting pedophiliac are legitimately suffering from mental, emotional and spiritual disturbance and should be able to participate in mandated treatment. Whereas pedophilia (child molestation) is a particularly awful sexual deviancy, there are other forms of sexual deviancy such as transvestism and many forms of fetishism that harm no one and that do not deserve to be thought of in the same breath as child molestation.

A list of the paraphillias follows, each with a short description:

Exhibitionism involves a compulsion to display one's private parts to strangers. Like gamblers, pyromaniacs and other impulse-junkies, exhibitionists cycle through periods of increasing tension that are only relieved by the ‘rush' of exposing themselves to strangers (occasionally accompanied by masturbation).

Fetishism involves having ones sexual energies fixated on to a manufactured object, rather than onto another human being. Frequently, fetish objects are garments such as shoes, underwear, panties or bras. They may be made of particular materials such as leather or rubber. It is common for a person with a fetish to not be able to achieve orgasm without involving their fetish object in the sexual act (e.g., by getting their partner to wear the fetish object). Although not specifically mentioned in the DSM, persons who chronically rely on pornography for sexual arousal probably qualify as fetishists.

Frotteurism involves a compulsion to rub ones self against strangers others in a sexual manner. Like exhibitionism and other impulse control disorders, frotteurism tends to involve a cycle of tension buildup that is relieved by acting out in ‘exciting' ways.

Pedophilia occurs when a sexually mature adult fantasizes about or engages in sexual behavior with pre-pubescent children. Pedophiles tend to have preferences for male or female children (but not both). They may be exclusively child focused, or they may also be interested in adult sexuality. Pedophiles commonly rationalize their deviant behavior (which may include fondling only, or actual child-rape) as being educational and for the child's benefit. They may also believe that their child victim has sexually seduced them. It is fairly common that the pedophile will threaten the child so as to keep their predatory sexual behavior secrete. Because the pedophile often is the parent or step-parent of the victim child, or has worked hard to gain the confidence of the parents, there are often few perceived safe people and places who a child could report their victimization to anyway.

Voyeurism or ‘peeping tom' behavior involves compulsive fantasizing about and/or acting out engaging in spying on someone (who does not know they are being observed) in the act of disrobing. This sort of behavior is very common amongst the general population; it is not diagnosable as a disorder unless it becomes a compulsive part of a person's sexual routine.

As exists in most other categories of disorders, the DSM recognizes a ‘catch-all' Not-Otherwise-Specifiedform of paraphillia which can be diagnosed when other sexually deviant practices need to be recorded. Examples include chronic preoccupation with making obscene telephone calls, relating sexually to only a part of another's body, dead people, feces and urine, animals and the like.
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Hallucinations represent an abnormality in perception. They are false perceptions occurring in the absence of some identifiable external stimulus.

Hallucinations represent an abnormality in perception. They are false perceptions occurring in the absence of some identifiable external stimulus. They may he experienced in any of the sensory modalities, including hearing, touch, taste, smell, and vision. True hallucinations should be distinguished from illusions (which involve a misperception of an external stimulus), hypnagogic and hyp-nopompic experiences (which occur when a patient is falling asleep and waking up, respectively), or normal thought processes that are exceptionally vivid. If the hallucinations have a religious quality, they should be judged within the context of what is normal for the patient's social and cultural background. The patient should always be requested to describe the hallucination in detail. The term pseudohallucinations refers to hallucinations that the patient reports but that have no identifiable percept (e.g., the patient "sees things that aren't there," but is unable to describe any actual specific perceptions). Pseudohallucinations are more fully discussed in Chapter 13.

Auditory hallucinations. The pa¬tient has reported voices, noises, or sounds. The most common auditory hallucinations involve hearing voices speaking to the patient or calling her names. The voices may he male or fe¬male, familiar or unfamiliar, and criti¬cal or complimentary. Typically, patients with schizophrenia experi¬ence the voices as unpleasant and negative. Hallucinations involving sounds other than voices, such as noises or music, should be considered less characteristic and less severe.

Voices commenting. These halluci¬nations involve hearing a voice that makes a running commentary on the patient's behavior or thought as it oc¬curs.

Voices conversing. These hallucina¬tions involve hearing two or more voices talking with one another, usu¬ally discussing something about the patient.

mentaor tactile hallucinations.

These hallucinations involve experi¬encing peculiar physical sensations in the body. They include burning sensa¬tions, tingling, and perceptions that the body has changed in shape or size.

Olfactory hallucinations. The pa¬tient experiences unusual smells that are typically quite unpleasant. Some¬times the patient may believe that he himself smells. This belief should be considered a hallucination if the pa tient can actually smell the odor him¬self, hut should be considered a delu¬sion it he believes that only others can smell the odor.

Visual hallucinations .The patient sees shapes or people that are not ac¬tually present. Sometimes these are shapes or colors, but most typically they are figures of people or human¬like objects. They may also be charac¬ters of a religious nature, such as the Devil or Christ. As always, visual hallucinations involving religious themes should be judged within the context of the patient's cultural back-ground.
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The patient's behavior is unusual, bizarre, or fantastic. The information for this symptom will sometimes come from the patient, sometimes from other sources, and sometimes from direct observation. Bizarre behavior due to the immediate effects of intoxication with alcohol or drugs should not be considered a symptom of psychosis. Social and cultural norms must be considered in making the deter¬mination of bizarre behavior, and detailed examples should be elicited and noted.

Clothing and appearance. The pa¬tient dresses in an unusual manner or does other strange things to alter his appearance. For example, he may shave off all his hair or paint parts of his body different colors. His clothing may be quite unusual; for example, he may choose to wear some outfit that appears generally inappropriate and unacceptable, such as a baseball cap backwards with rubber galoshes and long underwear covered by denim overalls. He may dress in a fantastic costume representing some historical personage or a man from outer space. He may wear clothing completely inappropriate to the climatic condi¬tions, such as heavy wools in the midst of summer.

Social and sexual behavior. The pa¬tient may do things that are consid¬ered inappropriate according to usual social norms. For example, she may masturbate in public, urinate or de¬fecate in inappropriate receptacles, walk along the street muttering to herself, or begin talking to people whom she has never before met about her personal life (as when riding on a subway or standing in some public place). She may drop to her knees praying and shouting or suddenly sit in an unusual position when in the midst of a crowd. She may make inap propriate sexual overtures or remarks to strangers.

Aggressive and agitated behavior.

The patient may behave in an aggres¬sive, agitated manner, often quite un-predictably. He may start arguments inappropriately with friends or mem¬bers of his family, or he may accost strangers on the street and begin ha¬ranguing them angrily. He may write letters of a threatening or angry na¬ture to government officials or others with whom he has some quarrel. Occasionally, patients may perform violent acts such as injuring or tor¬menting animals or attempting to in¬jure or kill human beings.

Ritualistic or stereotyped behavior.

The patient may develop a set of re¬petitive actions or rituals that she must perform over and over. Some¬times she will attribute some symbolic significance to these actions and be¬lieve that they are either influencing others or preventing the patient her¬self from being influenced. For exam¬ple, she may eat jelly beans every night for dessert, assuming that differ¬ent consequences will occur depend¬ing on the color of the jelly beans. She may have to eat foods in a particular order, wear particular clothes, or put them on in a certain order. She may have to write messages to herself or to others over and over, sometimes in an unusual or occult language.
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Disorganized speech, which is also referred to as positive formal thought disor¬der, is fluent speech that tends to communicate poorly for a variety of reasons. The patient tends to skip from topic to topic without warning; to be distracted hy events in the nearby environment; to join words together because they are semantically or phonologically alike, even though they make no sense; or to ignore the question asked and answer another. This type of speech may be rapid, and it frequently seems quite disjointed. It has sometimes been referred to as loose associations. Unlike alogia (negative formal thought disorder) (see below), a wealth of detail is provided, and the flow of speech tends to have an energetic rather than an apathetic quality to it.

To evaluate thought disorder, the patient should be permitted to talk with¬out interruption for as long as 5 minutes. The interviewer should observe closely the extent to which the patient's sequencing of ideas is well connected. He or she should also pay close attention to how well the patient can reply to a variety of different questions, ranging from simple (when were you bom?) to more com¬plicated (why did you come to the hospital?). If the ideas seem vague or incom¬prehensible, the interviewer should prompt the patient to clarify or elaborate.
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Definition:
Epilepsy is a chronic disorder of the brain that causes a tendency to have recurrent seizures. Two or more seizures must occur before a person can receive the diagnosis of epilepsy, also known as a seizure disorder.

Age: The onset of epilepsy is most common during childhood and after age 65, but the condition can occur at any age.

Signs and symptons: Because abnormal brain cell activity causes seizures, having a seizure can result in the sudden occurrence of any activity that's coordinated by your brain. Most people with epilepsy experience the same type of seizure, with similar symptoms, each time they have a seizure, but others may experience a wide range of types and symptoms. Doctors classify seizures as either partial or generalized, based on how the abnormal brain activity begins. Partial seizures are separated into simple partial, complex partial and secondary generalized seizures.

Primary generalized seizures are separated into absence (petit mal), myoclonic, atonic and generalized tonic-clonic (grand mal) seizures.

Syndromes: There are hundreds of epilepsy syndromes, defined by shared characteristics such as seizure triggers, behavior during a seizure, hereditary factors and brain wave patterns on electroencephalography (EEG) tests. Epilepsy syndromes include:

Febrile seizures. A febrile seizure is a convulsion triggered by a high fever that occurs in young children. Benign rolandic epilepsy. This type of epilepsy is characterized by seizures that begin as partial — often affecting the face and tongue, causing drooling and speech problems — and then progress to tonic-clonic convulsions. 

Absence epilepsy. People with this type of epilepsy have momentary lapses of consciousness, or staring spells, often accompanied by jerking arms, lip-smacking and rapidly blinking eyes.

Juvenile myoclonic epilepsy. This type of epilepsy is characterized by seizures involving sudden jerking of the arms and legs.

Infantile spasms. This syndrome, which usually develops in babies younger than 12 months, involves seizures in which a baby "jackknifes" at his or her midsection and jerks his or her arms forward.

Lennox-Gastaut syndrome. Children with Lennox-Gastaut syndrome, which usually develops before age 6, have severe epilepsy involving several different types of seizures.

Reflex epilepsies. People with a type of reflex epilepsy have seizures that are triggered by certain stimuli, most often intense, flickering or flashing light (photosensitive epilepsy).

Temporal lobe epilepsy. This syndrome is characterized by complex partial seizures that originate in the side regions (temporal lobes) of your brain.

Frontal lobe epilepsy. Frontal lobe epilepsy affects only the front regions of your brain (frontal lobes), which are responsible for thinking and control of voluntary movement.

Progressive myoclonic epilepsies. This rare form of epilepsy involves both myoclonic and tonic-clonic (grand mal) seizures. Over time, the condition may cause rigid muscles, balance problems and a decline in cognitive abilities.

Landau-Kleffner syndrome. This rare disorder causes children to develop problems speaking and understanding speech.

Rasmussen's syndrome. Simple partial seizures affecting movement are usually the first sign of this syndrome
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Causes: The onset of epilepsy can often be traced to an accident, disease or medical trauma — such as a stroke — that injures your brain or deprives it of oxygen, often causing a small scar in your brain. In rare occasions, epilepsy may be caused by a tumor in your brain.

Risk factors: genetic abnormalities, Head injuries, Stroke and other diseases that affect your vascular system, Alzheimer's disease

Brain infections: Poisoning from exposure to lead, carbon monoxide and other toxins

Complications: Recurrent seizures may put you and others at risk of physical harm. A seizure that causes either loss of awareness or control can be dangerous if you're driving a car or operating other equipment. Seizures during pregnancy can cause health problems for a pregnant woman and her baby, and certain anti-epileptic medications increase the risk of birth defects.
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Treatment Most people with epilepsy can become free of their seizures by using a single anti-epileptic drug. For others, medication can make seizures less frequent and less intense. Anti-seizure (anticonvulsant) medications include: phenytoin (Dilantin, Phenytek), carbamazepine (Carbatrol, Tegretol), valproic acid (Depakene), divalproex (Depakote), levetiracetam (Keppra), gabapentin (Neurontin), phenobarbital, ethosuximide (Zarontin), clonazepam (Klonopin), primidone (Mysoline), oxcarbazepine (Trileptal), lamotrigine (Lamictal), topiramate (Topamax), felbamate (Felbatol), tiagabine (Gabitril) and zonisamide (Zonegran).

Surgery: Some people with epilepsy have seizures that medications can't control, because the drugs either cause intolerable side effects or don't provide satisfactory seizure control. In such cases, surgery may be an option.

Other treatment options for epilepsy may include:

Ketogenic diet, Vagus nerve stimulation.

Self-care: Understanding your condition can help you control it. Be sure to take your medication correctly. It's also important to keep a detailed seizure record. As with many chronic conditions, maintaining your overall health is an important step in controlling epilepsy. Sleep deprivation is a powerful trigger of seizures. Wear a medical bracelet to help emergency personnel. Be proactive. Maintain a strong support system. Set reasonable goals. Stay active.
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Oligophrenia (Greek) - A weakness of the intellect or, rather, feeblemindedness. This infirmity of the intellect may be inherited or acquired as the result of brain damage that generally has its roots in infancy; oligophrenia can also be caused by inherited metabolic anomalies. Depending on the severity of oligophrenia, serious disturbances of the thinking and speaking process may manifest themselves. There are usually four degrees of differentiation: retardation, debility (slightly feebleminded), imbecility (demi-feeblemindedness) and idiocy.

A mental condition that is characterised by a significantly low IQ

Subnormal intellectual functioning which originates during the developmental period. This has multiple potential etiologies, including genetic defects and perinatal insults. Intelligence quotient (IQ) scores are commonly used to determine whether an individual is mentally retarded. IQ scores between 70 and 79 are in the borderline mentally retarded range. Scores below 67 are in the retarded range. (Joynt, Clinical Neurology, 1992, Ch55, p28) 

Source - Diseases Database

lack of normal development of intellectual capacities

The list of signs and symptoms mentioned in various sources for Mental Retardation includes the 2 symptoms listed below: 

Mental disturbance 

Behavioural difficulties

Mental retardation: Treatment 

(Professional Guide to Diseases (Eighth Edition)) 

Effective management requires an interdisciplinary team approach, which continues to assist the patient and his family on primary, secondary, and tertiary levels. A primary goal is to develop the patient’s strengths. Another major goal is the development of social adaptive skills. 

Children who are mentally retarded require special education and training, ideally beginning in infancy. An individualized, effective education program can optimize the quality of life for even the profoundly retarded. 

The prognosis for people who are mentally retarded is related more to timing and aggressive treatment, personal motivation, training opportunities, and associated conditions than to the degree of mental retardation itself. With good support systems, many people who are mentally retarded become productive members of society. Successful management leads to independent functioning and occupational skills for some and a sheltered environment for others.

The American Association on Mental Retardation (AAMR) defines mental retardation as “significantly subaverage general intellectual function existing concurrently with deficits in adaptive behavior manifesting itself during the developmental period (before age 18).” Retardation commonly is accompanied by other physical and emotional disorders that may constitute disabilities in themselves. Mental retardation places a significant burden on patients and their families, resulting in stress, frustration, and family problems. 

Causes and incidence 

A specific cause is identifiable in only about 25% of people who are mentally retarded, and, of these, only 10% have the potential for cure. (See Causes of mental retardation.) In the remaining 75%, predisposing factors, such as deficient prenatal or perinatal care, inadequate nutrition, poor social environment, and poor child-rearing practices, contribute significantly to mental retardation. 

Prenatal screening for genetic defects (such as Tay-Sachs disease) and counseling for families at risk for specific defects have reduced the incidence of genetically transmitted mental retardation. 

An estimated 1% to 3% of the population is mentally retarded, demonstrating an IQ below 70 and associated difficulty in carrying out tasks required for personal independence. 

Signs and symptoms : The observable effects of mental retardation are deviations from normal adaptive behaviors, ranging from learning disabilities and uncontrollable behavior to severe cognitive and motor skill impairment. The earlier a child’s adaptive deficit is recognized and he’s placed in a special learning program, the more likely he is to achieve age-appropriate adaptive behaviors. If the patient is older, review his adaptation to his environment. 
The family of a patient who’s mentally retarded may report many problems stemming from frustration, fear, and exhaustion. These problems, such as financial difficulties, abuse, and divorce, can compromise the child’s care. Physical examination may reveal signs of abuse or neglect. 

People who are mentally retarded may exhibit signs and symptoms of other disorders, such as cleft lip, congenital heart defects, and cerebral palsy as well as a lowered resistance to infection. 
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1.Autism is a lifelong developmental disorder that emerges in early childhood. It affects the way a person communicates and limits his/her ability to relate to others in a meaningful way, develop friendships, show signs of affection, appreciate cuddles or understand other people's feelings. Because the severity and variation of symptoms, the disorder is often referred to as Autistic Spectrum Disorder or ASD. Autism affects more children than cancer, cystic fibrosis and multiple sclerosis combined. One in every 250 babies has autistic spectrum disorder. The condition is four to five times more common in boys than in girls.

Discovering your child has autism can be a very slow process and is likely to be very upsetting for the whole family and friends. The disorder doesn't always emerge with the same symptoms and occurs earlier in some children than others. The way most children react to situations or other people will develop as they grow older and enjoy playing games and mingling with other children. Most children would find it very difficult not to make friends or receive affection from those they hold dear. 

However, some children don't seem to want to do these things and appear distant and aloof. It's as if they are not aware of their physical surroundings. These children find it difficult to verbalize or communicate their needs and tend to display repetitive and other odd behaviours. In severe cases the child doesn't speak at all. Such children lack any awareness of others and show a disinterest in social situations. These are the common characteristics of autism.

Children with autism will display very different symptoms. The severity of these symptoms will also differ from child to child. All children with autism will display characteristics of impaired social interaction, impaired communication and social skills and delayed language development or absence of speech. They will also have a restricted range of interests and activities. A number of children will show severe symptoms and will need special care for the rest of their lives. 

 However, some children with milder forms of autism, such as Asperger's syndrome don't show significant delays in language and cognitive development. Except for a delay in social interaction, these children have a normal acquisition of self-skills or adaptive behaviour for their age. Intelligence tests in these children tend to be within the normal range and, on the whole, their prognosis appears to be significantly better. Several children with Asperger's syndrome can enjoy normal schooling and grow into adults who are capable of gainful employment and personal self-sufficiency. Others on the other hand, will need special schooling and may require further help in adult life.

Because the symptoms of autism vary so much and can surface at different stages, they are often difficult to recognize. Parents may not always be immediately aware that their child has a problem and don't seek advice and help from their doctor or a healthcare professional until much later, when the child's behaviour causes serious problems. This will have an impact on the diagnosis and the outcome for the child. Leaving autism undiagnosed and untreated can have a negative impact, not only on the development and the wellbeing of the child in question, but also on family-life. 

There is no proven cure for autism and its exact cause is still not known. However, children with autism will benefit from an early diagnosis and early intervention. This will enable the implementation of dedicated developmental, behavioural and educational programmes tailored to the child's needs. For instance, a special education programme can help reduce the core symptoms and behaviours of autism. This not only improves the quality of life for the child, but also for the parents, siblings and other relatives. After all, autism poses a very heavy burden on families.

Treatment of autism often includes the use of medication. Although autism can't be cured, doctors frequently prescribe medication to treat or target the associated symptoms and behavioural problems of autism. A number of different classes of medication are used to treat these problems. However, some of these medications can have considerable side effects. Because their use in children or adolescents with autism has not yet been fully researched, most doctors are reluctant to prescribe these medications and limit them to the most severe cases.

For a treatment programme to be successful, parents, caregivers and/or siblings will have to play a significant part. Involving the whole family in the treatment programme will not only improve the outcome for the child, but also improve acceptance and lead to a better quality of life for the whole family.

The cause of autism remains unknown. Scientists believe that autism is a neurological disorder that affects the functioning of the brain. Brain scans of people with or without autism reveal differences in the structure and the shape of the brain. 

Some people are also genetically more prone to autism. It is not uncommon to see more than one child with autism within one family. A number of children with autistic spectrum disorders or ASDs also have problems with their immune and biochemical systems. These children react often quite badly or are intolerant to certain types of food, washing powders, etc.

Researchers are also of the opinion that there are other possible causes, which include heredity and genetics, but also a number of medical conditions (such as Fragile X syndrome) or the intake of harmful substances by the mother during pregnancy as well as other environmental factors. Over the past few years, the media have often reported fears on a possible link between childhood vaccination and autism. However, no conclusive evidence is available to substantiate this claim.

Theories on the cause of autism 

Association with developmental brain abnormalities 

Over the past two decades a number of studies of the brain - using imaging techniques and autopsies of individuals with autism - have revealed a variety of developmental brain abnormalities. However, none of the observed abnormalities seem to be consistent or specific for autism. 

Evidence for a genetic cause 

Before 1970, researchers were convinced that autism was the result of cold, unloving parenting (also known the "refrigerator mother theory"). However studies discredited these opinions as they demonstrated higher incidence rates of autism in identical twins and siblings and provided strong evidence of a genetic contribution to the cause of autism. However, despite extensive research the genetic cause for autism is not yet understood. Impact of environmental factors

Environmental risk factors are also believed to play a crucial role in autism. In the 1970s a relationship between congenital rubella and autism was observed. A link between prenatal thalidomide exposure and autism has also been established. Epidemiological studies of other medications used during pregnancy or chemical exposures in pregnancy found no conclusive evidence of a link with autism.

Childhood vaccination 

More recently the possible role of childhood vaccination in autism has been the subject of heated debate and many parents have refused to have their children vaccinated with the triple MMR (measles, mumps, rubella) vaccine. 

This is especially the case in the United Kingdom. In 1998, a group of researchers at one of the major London hospitals published the results of a study documenting irritable bowel disease in a small number of children with autism. According to the study, most of the children's parents reported onset of autistic symptoms just after the triple MMR vaccination. The researchers claimed that the use of the MMR vaccine in children was associated with an increased risk of autism. At that time, other researchers also pointed to the widespread use of the mercury-containing preservative in childhood vaccines as a contributory factor for autism. 

The media also reported the incidence of development regression in children who had been given the vaccine. These children developed normally until between the age of 2 or 3 years old, when they suddenly started showing signs of regression such as: loosing their ability of language or speech, their ability to interact socially and respond to signs of affection and showing signs of unusual or - in severe cases - aggressive behaviours. 

Although numerous parents are convinced that there is a link between autism and the MMR vaccine, no conclusive evidence of a relationship between the MMR vaccine and autism has been found. Between 2000 and 2001, three expert reviews unanimously concluded that the available data at the time of the claims did not support this association. A large-scale study in 2002 also reported no association. With regard to thimerosal exposure or the mercury-containing preservative used in childhood vaccines, expert review panels also reached similar conclusions, although fewer data are available.

Association with other medical conditions

A higher incidence of autism is observed in individuals with certain genetic, chromosomal and metabolic disorders. However, a specific medical cause is only found in a small minority of children with autism.
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3. When diagnosing autism specialists will look for a number of symptoms in each of these areas. The symptoms in these areas of development can differ significantly and vary according to the age of the child.

Onset of autism 

DSM is a standard of categorization for mental disorders developed and published by the American Psychiatric Association used to classify autism. As defined in the DSM criteria, the onset of autism occurs before the age of 3 years old. Abnormal functioning occurs in at least one of the three following criteria: social interaction, language or imaginative play. 

During late infancy, parents or caregivers often start noticing signs of indifference or even aversion in their child when showing affection or cuddling their child. They also often observe other symptoms such as: a lack of eye contact, no facial responsiveness or socially directed smiles and notice that their child fails to respond to their voice or the voices of its siblings. 

The first clear signs of abnormality become apparent when a child's language skills lack speech development or are very delayed. As infants and toddlers grow older, these skills don't appear to progress. They don't say words or formulate sentences. Often children appear aloof, withdrawn and detached. They prefer to be alone and tend to display repetitive and self-stimulating behaviours such as rocking or head banging. By the age of two or three, it becomes apparent that something is severely wrong. Over time, as the symptoms of autism become more obvious, the child fails to develop normal verbal and communication skills.

Social interaction 

An early sign of autism is impaired social interaction and this persists into adulthood. Children with autism can be affectionate, but this is entirely on their own terms and without the expected joy and responses seen in children of the same age with normal development. 

Autistic children seem to lack the ability to bond with others and prefer solitary activities. Children with milder forms of autism interact socially but these interactions lack warmth and sensitivity towards the feelings and needs of others. In severe cases, children can appear totally withdrawn or their limited interactions come across as mechanical.

The absence of or deficient social skills may change over time in line with the developmental level of the child, as seen below:

Infancy 

Indifference or aversion to affection or physical contact, e.g. cuddles with parents and siblings 

Lack of eye contact, facial responsiveness or socially directed smiles 

Failure to respond to parent's voice 

Early childhood 

Limited or lack of imitation of actions (e.g. hand clapping) 

Not showing or pointing out toys or other objects of interest 

Minimal recognition or responsiveness to other people's happiness or distress 

Appearing to be in their own world or preferring solitary activities 

Failure to initiate simple play with others or to participate in social games 

Odd relationships with adults (e.g. showing to much attachment or ignoring) 

Later childhood 

Inability to join in with the play of other children or inappropriate attempts at joint play (this may show as aggressive or disruptive behaviour) 

Lack of awareness of classroom norms (e.g. criticizing teacher, unwilling to cooperate in classroom activities, inability to appreciate or follow current style of speech, dress sense or interests) 

Easily overwhelmed by social and other stimulation 

Failure to relate normally to adults (too intense or no relationship) 

Communication 

The failure of a child to develop language is often the first sign that makes parents seek medical help. Impaired communication affects the verbal as well as the non-verbal skills. It can range from a total lack of verbal speech to a use of speech and language patterns that is totally individual. Even if a child develops grammatically correct language and speech, s/he may not be able to hold a meaningful conversation. Communication often consists of incessant talking to others on a favourite topic, even if others attempt to take part in the conversation or try to bring an end to it.

Understanding language is often delayed and most children with severe autism are unable to understand a simple question. Children with autism also don't understand or master the social use of language. They are unable to integrate gestures into conversation, understand humour or the implied meaning of a conversation. Like social skills, language and communication impairments have distinct manifestations during the different stages of childhood.

Infancy 

Lack of babbling, pointing or other gestures by the age of 12 months 

Failure to speak single words by the age of 18 months 

No two-word spontaneous patterns by the age of 24 months 

Loss of previously acquired vocabulary (This is called regression) 

Early childhood 

Impaired language development, especially comprehension 

Unusual use of language 

Repeating words or phrases instead of using normal responsive language, also known as echolalia 

Poor response to name 

Lack of response to verbal cues; parents may initially think the child has hearing problems or is deaf 

Deficient non-verbal communication (e.g. lack of pointing and difficulty following a point and failure to smile socially or to share enjoyment and respond to the smiling of others) 

Later childhood 

Abnormal language development, including muteness and abnormalities in stress, pitch and rhythm of speech to convey different meanings of words 

Persistent echolalia 

Incorrect use of pronouns (e.g. referring to self as "you", "he" or "she" in children over 3 years old) 

Unusual vocabulary for the child's age or social group 

Limited use of language or communication or tendency to talk freely and incessantly about specific topics only 

Behaviour, interests and activities 

Most children with autism are determined to keep to very specific routines and tend to show significant signs of distress if these routines are interrupted or changed. They tend to have limited interests and are often preoccupied with one particular interest or activity. An example of this behaviour is the repetitive lining up of an exact number of toys in exactly the same manner rather than playing with them. Another example is memorizing dates and phone numbers, which they repeat to themselves incessantly.

Quite often, a child will have a fascination with a specific object, toy, tool or even body parts. Some children will have a favourite stick, piece of cloth, cup, toy... that they will take with them everywhere or hold on to. Trying to take this away, will cause distress and in some cases very agitated or aggressive behaviour. 

Autistic children also often fall into patterns of repetitive and purposeless movements of hands, body or head. Examples of such movements are: hand flapping, head banging, rocking and swaying. Abnormalities in posture such as tiptoe walking and odd body postures are also often observed.

Many children with autism also tend to keep touching different body part e.g. they might put their hands on their head or slap their heads with both hands. In severe cases children will go as far as hurting themselves repeatedly and may have to wear protective clothing. Some children will also show extreme signs of aggressive and harmful behaviour towards themselves and others.

5. There are no global guidelines for the treatment of autism, nor is there a consensus across specialities on the treatment of the autistic spectrum disorders. As there is no cure for autism, treatment focuses on improving the child's development and behaviour by using customized treatment plans and programmes. These target the developmental strengths and the weaknesses of the child and yield the best results if they are started as early as possible. As there is no single approach to treat individuals with autism, treatment tends to consist of developmental, educational and behavioural programmes complemented by medication to target the child's specific symptoms.

To ensure the child receives appropriate treatment, the overall treatment programme needs to be defined by the parents or caregiver together with healthcare professionals and educational and behavioural specialists. 

When discussing the treatment of your child or a child in your care, make sure you discuss the programme in detail and that you get satisfactory answers to your questions. The child's programme will significantly and relentlessly impact on your life and that of your family. It is important that you make sure you have adequate information to care for your child. Furthermore it is equally important that you ensure the treatment programme allows some time to yourself and time to spend with the rest of your family.

Overall goals of treatment 

Although there are different approaches to treating autism, they all have the same goal i.e. improving the overall functioning and integration of the child. To reach this goal, the following strategies are used:

Promoting the development of communication, social, adaptive, behavioural and academic skills 

Improving problematic and repetitive behaviours 

Assisting the family in dealing with the stress caused by living with a child with autism 

Non-pharmacological therapies 

Developmental, educational and behavioural problems associated with autism require the input from specialists in different disciplines. These specialists provide non-medical treatments such as: special education, speech and communication therapies and behavioural therapy 

The most effective care programmes include: early intervention; individualized programmes that address the development and behaviour of the child; systematic structured teaching based on special learning materials and intensive educational programmes that involve parents and relatives.

As autism is still not widely recognized, many parents and carers have developed their own programmes. Over the years some of these programmes have become more widely used.

Educational programmes 

Throughout Europe, educational programmes for children with autism vary considerably from country to country. But a number of well-known programmes have been developed. These programmes have demonstrated some success in improving the functioning of children with autism. However, detailed studies are still lacking to be able to formulate a full recommendation on the preferred programme and strategies.

If you are unsure about what educational programme to chose for your child, your local support group or doctor may be able to give you information on experts, schools and educational or care facilities in your area. 

 Behaviour management 

Behaviour training and using consistent rules to manage a child with autism are key to treatment. These programmes use a variety of teaching methods, reinforce appropriate behaviours and modify the main problem behaviours. Experts believe that behaviour management must be complemented with the structured teaching of skills, in order to facilitate the acquisition of language, communication, social and other behavioural skills. Effective behaviour management programmes include: 

Including children with autism in regular child care environments or classrooms, so other children can serve as role models 

Training all people who have contact with the autistic child to ensure a consistent approach in the behavioural work that is done with the child 

Generalizing the learned social skills to all settings and environments 

Autism treatment programme 

Although there are many non-medical therapies available for children with autism, only one of them has documented scientific research that demonstrates the significant improvements that can be achieved. 

Early Behavioural Intervention draws on 50 years of experience in the field of Applied Behavioural Analysis or ABA. The Lovaas Home Programme, a well-studied behavioural programme developed at UCLA in Los Angeles, is a branch of ABA with the following key characteristics: 

Its primary purpose aims to teach children how to learn 

The curriculum covers all areas of learning: language, play, academic, intellectual, self-help and social skills. 

Systematically taught behavioural techniques are broken down into small steps that can be built upon 

Children are taught individually 

Teaching is highly personalized and delivered by a team of tutors who are supervised by professional or have received professional training 

Functional and communication skills therapies 

Because children with autism have deficits in functional and communicational skills, speech, occupational and physical therapies should be integrated into the overall treatment programme. Occupational and physical therapies are used to address physical coordination and motor skills deficits, whilst speech therapy concentrates on focussing the communication skills of the child.

Family therapy and involvement 

Parents and other family members are integral to the success of the treatment process. Involving parents, caregivers and siblings in dedicated programmes will build the foundation for a more successful outcome for the whole family. The benefits of such a treatment approach are: 

Empowerment of the family to stand up for their child or sibling through family education 

Increased ability of the parent to continue teaching their autistic child at home 

Improved compliance with treatments through parent and family education 

Reduction in stress at home 

Psychotherapy 

Children with autism are at an increased risk of psychological problems and disorders associated with autism; the professionals call these comorbid disorders. The most common comorbid disorders in children with autism are: mood disorders, anxiety, attention deficit hyperactivity disorder and obsessive-compulsive disorder. However, occasionally sleep disorders, aggression or self-injury are observed in children with ASD. In severe cases of aggression or self-injurious behaviour children may need to be cared for away from home and wear protective clothing.

Treating these disorders requires psychotherapy, but frequently medication is also used to treat associated symptoms. These treatment programmes are prescribed and supervised by healthcare professionals. The associated psychological problems and disorders present an extra burden for the child and the family. It is therefore important that parents and caregivers are involved in the treatment decisions and that you feel all your questions and concerns have been answered.

Medical or pharmacologic therapies 

Medical or pharmacologic treatment tends to focus on specific symptoms of autism. By prescribing medications doctors aim to: 

Minimize the core symptoms of ASD 

Prevent harmful behaviours such as aggression to others or self-injury 

Facilitate and improve the access to educational or other therapies with the aim to bringing the child into a normal classroom if at all possible 

Maximize the beneficial effects of non-medical interventions 

Improve the quality of life for the child, its family and its surroundings 

Autism has complex and multifaceted manifestations and different children have different symptoms. Therefore no one drug will benefit all and as many children have more than one symptom or complex symptoms, more than one drug may have to be prescribed. 

When your doctor prescribes medication, it is important that this is done in context of the overall treatment programme for your child. Your child's educational, behavioural, functional and communication skills treatment programme should be discussed in detail and you need to gain an understanding of the benefits and possible side-effects of the prescribed medications, before any decision is taken to put your child on medication. 

To treat the diverse symptoms of autism , a number of medications from different classes can be prescribed. However, the use of these medications in children on the whole hasn't been studied in-depth and their success often is limited. Make sure your doctor spends time with you to discuss your child's medication and to explain the benefits and side-effects before putting your child on medication.

Medications prescribed to treat the symptoms of Autism include: SSRIs (selective serotonin reuptake inhibitors), antidepressants, lithium, mood stabilizers, antipsychotics, anxiolytics or drugs to treat anxiety as well as some newer agents from other drug classes. Your doctor will be able to advise you on the most beneficial medication for your child and work with you to adjust the dosage to suit your child's needs.
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Attention deficit hyperactivity disorder or ADHD is a mental condition that affects especially children and youngsters throughout the whole world. It is estimated that ADHD affects 5% of school-aged children and that is two to three times more seen in boys than in girls. As the illness remains under-recognised, less than half of the affected children and or adolescents receive a diagnosis. As a result, even fewer children receive the appropriate treatment.

Left untreated, ADHD can have a negative impact on the wellbeing of a child and his/her family. A child with ADHD who has not been diagnosed and has not been given the right treatment is likely to suffer not only academically, but also emotionally and will experience behavioural symptoms into adulthood. 

Mostly, ADHD is diagnosed during primary school years. Symptoms of ADHD are present before the age of seven, but can last into adolescence and adulthood. Although symptoms tend to reduce during late adolescence and early adulthood, people do not outgrow ADHD, but they learn to master strategies to compensate for the symptoms.

Until now, the causes of ADHD are still not fully understood, but a genetic element may be involved. 

Diagnosing the condition can be difficult, as a number of symptoms are involved. In most cases one symptom will stand out. Depending which of these symptoms are more prominent, a diagnosis of one of the three subtypes of ADHD will be diagnosed will be reached: 

Predominantly hyperactive-impulsive 

Predominantly inattentive 

Combined ADHD 

The consequences of ADHD for children, their families and for society can be very serious. Children can develop poor self-esteem, emotional and social problems and their educational achievement is frequently severely impaired. The pressure on families can sometimes be very extreme. 

Although ADHD causes considerable problems for a child and his/her surroundings, a number of treatments have been developed to treat the condition. These help the child's integration into normal daily life. Treatment includes psychosocial and educational programmes as well as medication, in some cases. 

Causes 

 The causes of attention deficit hyperactivity disorder remain unknown. However, increasing evidence points in the direction of biological factors, rather than often quoted causes, including: dysfunctional families, too much television, poor schooling, food allergies, refined sugar, food preservatives and additives or other environmental factors. 

Many people believe that ADHD is the result of a poor upbringing and bad parenting. This is not the case and parents should not be blamed, nor should parents feel guilty if their child suffers from ADHD. Although the condition's causes aren't fully understood, it is very clear that bad parenting does not result in ADHD.

 Symptoms

 ADHD can be identified by looking for certain characteristic types of behaviour. The main types are:

Inattention 

People who are inattentive have a hard time keeping their mind on any one thing and may get bored with a task after only a few minutes. They may give effortless, automatic attention to activities and things they enjoy. But focusing deliberate, conscious attention to organizing and completing a task or learning something new is difficult. 

Hyperactivity 

People who are hyperactive always seem to be in motion. They can't sit still. They may dash around or talk incessantly. Hyperactive children can squirm in their seat or roam around the room. Or they might wiggle their feet, touch everything, or noisily tap their pencil. 

 Impulsivity 

People who are overly impulsive seem unable to curb their immediate reactions or think before they act. As a result, they may blurt out inappropriate comments or they may run into the street without looking.

Some people may show signs of all three types of behaviour (combined type ADHD), others may only show inattention or hyperactivity/impulsivity. 

 Recognizing the symptoms 

The symptoms of ADHD can be treated and managed, provided the right diagnosis has been made. Understanding the symptoms of ADHD will help the diagnosis. 

The symptoms of ADHD vary according to the three phases of youth.

Childhood ADHD 

ADHD is estimated to affect up to 5% of school-aged children. However, in some cases it is difficult to know whether the child's excessive activity or inattention is normal for his or her age or not. After all, children with ADHD often do the same things other children do. This can make the symptoms of ADHD unclear or confusing. An evaluation by a doctor can help rule out other possible explanations. 

 Teenage ADHD 

For years, doctors believed that children outgrew ADHD symptoms by the time they reached adolescence. However, this is not always the case. In fact, about 70% of children with ADHD have problems with impulsivity, problem solving, decision-making, and inattention throughout their teenage years. 

During adolescence the characteristics of the condition changes and some symptoms become less noticeable. Although symptoms such as hyperactivity, attention span, and impulse control tend to decrease, impulsivity remains a major problem for many youngsters with ADHD in their teens. This can cause difficulties at school, at work, in family and in social relationships. 

Teenagers with ADHD often struggle as their independence and responsibilities increases. This can result in driving accidents, low self-esteem, drug and alcohol abuse or encounters with the law. Dealing with issues associated with identity, peer-group acceptance, and physical development can be an additional source of stress. 

 Adolescents with ADHD often tend to deny their condition and refuse to take medication at school, as they don't want to be different from their classmates. At the same time growing older and becoming more independent can be an exciting adventure. Especially for adolescents with ADHD, aged 16 and older, learning how to set goals and make good decisions will help give them follow the direction they need to stay on course. To achieve this, it is important they also learn to understand that managing symptoms is a key part of developing life skills and handling everyday situations.

The most common symptoms that may be indications of ADHD in adolescents are: 

General untidiness, in school and at home. 

Being consistently late with assignments. 

Constantly losing things such as homework. 

Being easily distracted with a brief attention span. 

Regularly running late for school. 

Doing everything with a deadline at the very last minute only. 

An unusual sense of fairness. 

Coming up with loads of excuses for not getting things done. 

Giving the impression of not listening when being spoken to. 

It is important to understand the behavioural differences in adolescents with ADHD, as many youngsters in their teens go through periods of more difficult behaviour. This understanding is not only important for parents and teachers, but also for the adolescent in question. It will manage the condition better and ensure a better social, family and classroom integration. 

There are a number key identifying behaviours or key symptoms to look out for, when asking the question whether your child's behaviour is normal, problematic or a result of ADHD .

Hyperactivity / Impulsivity in adolescence 

Developmental variations 

During school years and adolescence, activity may be high in play situations and impulsive behaviours may surface normally, especially in peer pressure situations. High levels of hyperactive/impulsive behaviour do not indicate a problem or disorder if the behaviour does not prevent the child or adolescent from functioning. 

Behaviour problems 

Hyperactive and impulsive behaviours are more intense and annoy others or cause difficulties in and out of the classroom. 

Restless motoric and impulsive behaviour is seen during most activities; the adolescent shows problems in social situations. 

The teenage adolescent gets into trouble frequently. Hyperactive symptoms decrease or are replaced with a sense of restlessness.
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Definition, what is alcoholism?Alcoholism is common, serious, and expensive. Physicians encounter alcohol-related cirrhosis, cardiomyopathy, pancreatitis, and gastrointestinal bleeding, as well as intoxication and alcohol addiction, on a daily basis. Wernicke encephalopathy and Korsakoff psychosis are also important causes of chronic disability. Fetal alcohol syndrome is a leading cause of mental retardation. In addition, accidents (especially automobile), depression, dementia, suicide, and homicide are important consequences of alcoholism. 

Alcohol-related diseases.

Pathophysiology: Alcohol affects virtually every organ system in the body and, in high doses, can cause coma and death. It affects several neurotransmitter systems in the brain, including opiates, GABA, glutamate, serotonin, and dopamine. Increased opiate levels help explain the euphoric effect of alcohol, while its effects on GABA cause anxiolytic and sedative effects. Alcohol inhibits the receptor for glutamate. Long-term ingestion results in the synthesis of more glutamate receptors. When alcohol is withdrawn, the central nervous system experiences increased excitability. Persons who abuse alcohol over the long term are more prone to alcohol withdrawal syndrome than persons who have been drinking for only short periods. Brain excitability caused by long-term alcohol ingestion can lead to cell death and cerebellar degeneration, Wernicke-Korsakoff syndrome, tremors, alcoholic hallucinosis, delirium tremens, and withdrawal seizures. Opiate receptors are increased in the brains of recently abstinent alcoholic patients, and the number of receptors correlates with cravings for alcohol.

Frequency of alcoholism. Some statistics.

In the US: These statistics are based on the US National Longitudinal Alcohol Epidemiologic Study. Alcoholism is prevalent in 20% of adult hospital inpatients. One in 6 patients in community-based primary care practices had problem drinking. The following apply to the US adult population: 

Current drinkers - 44%

Former drinkers - 22%

Lifetime abstainers - 34% 

Abuse and dependency in the past year - 7.5-9.5%

Lifetime prevalence - 13.5-23.5%

Alcoholism is slightly more common in lower income and less educated groups. According to Vaillant's research, inner-city men began problem drinking approximately 10 years earlier than college graduates (age 25-30 y vs age 40-45 y). Inner-city men were more likely to be abstinent from alcohol consumption (30% vs 10%) but more likely to die (30% vs 15%) from drinking than college graduates.

Mortality/Morbidity: Alcohol use is the third leading cause of preventable death in the United States (after smoking and obesity). Four percent of the global burden of disease is attributable to alcohol. This figure rises to 7% in North America, Europe, Japan, and Australia and to 12% in Eastern Europe and Central Asia.

 Problem drinking qualifies as alcoholism when:

drinks compulsively, 

keeps drinking in spite of negative effects, 

becomes upset when alcohol is not readily available. 

Why people drink:

Many people drink to experiment; to be sociable; or to gain attention. Some people drink as a way of coping with emotional pain, and others use alcohol to medicate other mental disorders. When people start drinking excessively, they may become physically dependent, which means that drinking becomes the only way to avoid discomfort.

Results of excessive alcohol use

Alcohol slows down some of our brain functions. This can result in a number of problems. For example, inhibited speech centres in the brain causes slurred speech; affected vision centres produces distorted vision; depressed co-ordination centres results in loss of balance and limb control.The main syndromes

Alcohol tolerance: Either need for markedly increased amounts of

alcohol to achieve intoxication, or markedly diminished effect with

continued use of the same amount of alcohol.

Alcohol withdrawal symptoms: Either (a) or (b).

Panic disorder, generalized anxiety disorder, social phobia, dysthymic disorder, major depression, bipolar mania, or primary (idiopathic) insomnia: Alcohol abuse or dependence might reflect self-treatment for these conditions.

  Other drug abuse (both prescription drugs and street drugs): Consider the possibility of other drug abuse, both prescription drugs and street drugs. 

 Comorbid disorders: Also consider comorbid psychiatric conditions such as anxiety and depression. Depression, anxiety, and antisocial personality all are more common in alcoholic persons than in the general population (20.5% vs 7.2%, 23.5% vs 11.1%, and 18.3% vs 3.6%, respectively).

Treatment

Alcoholics usually can't stop drinking through willpower alone. Most alcoholics need outside help. Some may need medically supervised detoxification to avoid potentially life-threatening withdrawal symptoms, such as seizures. Depending on the severity of the problem, treatment can take place as an outpatient or an inpatient in hospital or by going on a residential treatment programme. The nature of the treatment depends on the severity of an individual's alcoholism and the resources that are available. Once people are stabilised, they will need help to resolve the psychological issues that may have led to their drinking problem.
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Cannabis  

Cannabis is a product of the hemp plant or cannabis sativa. It is available in the form of a resin - a brown or black coloured compressed block, which may be crumbly, or oily i.e. hashish, or as dried leaves, stalks or seeds i.e. marijuana. Usually cannabis is smoked, with or without tobacco, in a hand-rolled cigarette or pipe. It may also be cooked in a cake or brewed as tea.

Cannabis has been used as an herbal medicine in many countries across the world for a very long time. It has been used as a mild sedative or painkiller and to treat insomnia and gastric upsets. The effects of cannabis as a mild analgesic and sedative have been reported to be useful for patients with multiple sclerosis, hypoglycaemia and a number of other disorders. In some cases cannabis has been used as a medication for the terminally ill, when other treatments have failed to relieve distress. 

 The effects of cannabis depend upon the amount used, its potency, the circumstances, and the expectations or the mood of the user. The most common effects are: talkativeness, cheerfulness, relaxation and greater appreciation of sound and colour. Cannabis also induces a euphoric rush, often followed by manic behaviour. Cannabis users frequently report perceiving an enhanced performance for tasks involving creativity, such as: art, music etc.. Many users also experience a compulsion for binge eating when using cannabis.

Immediate physical effects of cannabis can include a faster heartbeat and pulse rate, bloodshot eyes, and a dry mouth and throat. A common negative reaction to marijuana is an acute anxiety attack. People describe this as an extreme fear of losing control, which causes severe panic. The symptoms usually disappear after a few hours. People also tend to experience apathy, lethargy, confusion, mild paranoia and hallucinations. People with an existing mental problem are likely to experience a worsening of psychotic symptoms. 

 Cannabis can impair or reduce short-term memory, alter sense of time and reduce the ability to do things that require concentration, quick reactions and/or effective co-ordination. High doses of cannabis can cause hallucinations and sensory distortions, which can be very frightening. Those who use the drug when anxious or depressed may find it makes these feelings worse, ultimately resulting in panic and paranoia.

The use of cannabis has been linked with significantly increased probability of developing schizophrenia. Researchers in New Zealand found that those who used cannabis by the age of 15 were more then three times (300%) more likely to develop illnesses such as schizophrenia. Today, there are over 30 published papers linking marijuana to schizophrenia or other mental disorders. 

 Cannabis is not physically addictive, but as with any other drug, some cannabis users develop a psychological dependence on the drug. 

Hallucinogenic drugs  

Hallucinogens or psychedelic drugs affect a person's senses and affect sight, sound, touch, smell etc. Some of the stronger drugs can significantly influence the user's thinking and self-awareness.

A few hallucinogens come from natural sources, such as mescaline from the peyote cactus and psilocybin in magic mushrooms. Others, such as LSD, MDA (or methylenedioxyamphetamine) and Ecstasy (or methylenedioxymethamphetamine or MDMA), are synthetic or semi-synthetic. For example, LSD is derived from a fungus that grows on rye grains, but is chemically processed.

Hallucinogens have no medicinal use. The most common are LSD, Ecstasy and psilocybin or magic mushrooms. Other substances such as phencyclidine or angel dust and mescaline are less widely available.

Some of the natural hallucinogens, such as hallucinogenic fungi or mushrooms are often sold in their natural form. When these are refined such mescaline, they may be supplied as a liquid, tablets or capsules. Similarly, synthetic or semi-synthetic hallucinogens are produced as tablets, capsules or liquids dropped on blotting paper, sugar cubes or gelatine sheets.

The effects of hallucinogens vary according to their strength. For example, psilocybin is a relatively mild hallucinogen and its effects are usually relaxation, a sense of wellbeing and mild visual distortion of colour and distance. By contrast, LSD is far more potent and its effects can include vivid visual and auditory hallucinations with distortion of time, distance and self-awareness. Users are unable to control their thought processes, and any unpleasant experiences can lead to intense fear, anxiety and even psychosis. 

 LSD 

Known to users as acid, blotter, drop, L, lucy, tab, trip. Other names come from the appearance of the tablet or the design printed on it.

LSD or lysergic acid diethylamide is a powerful hallucinogen. It is a semi-synthetic drug derived from lysergic acid, which is found in ergot a fungus that grows on rye and other grains. In its pure form it is a white, odourless crystalline powder that is soluble in water. It is manufactured in illegal laboratories, mostly in Europe and North America.

LSD has no medical applications, although it has been suggested that it may have some uses in the treatment of certain mental illnesses. It is a very potent drug, and so is usually highly diluted. A single drop containing enough for one dose is placed onto blotting paper, sugar cubes etc., and then taken orally. Alternatively, the drug is added to gelatine sheets or made into tablets or capsules. LSD was used widely during the late 1960's and early 1970's and also again in the late 1980's. Its popularity has declined with the appearance of Ecstasy, and LSD now has a relatively limited number of users.

The effects of LSD are unpredictable, and as with any other drug, depend on the amount taken, the user's personality, mood and expectations, past experience of the drug and the surroundings in which the drug is taken. These factors are particularly important with LSD because its hallucinogenic properties can be very strong. Thus, if anything in the environment is perceived as oppressive or threatening, under the influence of LSD the reaction of mild anxiety can take the form of totally overwhelming fear.

Usually, the user feels the first effects of the drug 30 to 90 minutes after taking it. The hallucinogenic effects reach a plateau after about 1 to 2 hours, with repeated peaks of intensity.

LSD causes dramatic changes in perception, thoughts and mood. This can include:

pseudo-hallucinations, 

distorted perceptions of time (minutes seeming like hours), 

distorted perception of distance, perspective and colour (small objects may seem huge and large objects small. A close object may seem to be very distant and a distant object very close), 

a change in the relationship between the user and their surroundings (e.g., a feeling of 'oneness' with the universe, or a feeling of terror and loneliness), 

apparent fusion of the senses (sounds are 'seen', colours 'heard' and smells 'felt') 

loss of control over thought processes (insignificant thoughts taking on an irrational proportion) 

experiences of a mystical or religious nature (the validity of such experiences is questionable). 

Repeated use of LSD can lead to prolonged depression and anxiety. Cases of suicide have occurred after taking LSD, and the drug can induce violent or hazardous behaviour, resulting in death or injury to the user or others. Heavy users sometimes develop signs of brain damage, such as impaired memory and attention span, mental confusion and difficulty with abstract thinking. It is not known whether such effects are permanent or if they disappear when LSD use is ceased. Flashbacks can occur, in which the person experiences the effects of LSD for a short time without taking the drug. This can occur up to two years after the last time LSD was taken, and may be very frightening. A minority of regular LSD users becomes psychologically dependent.

Schizophrenia can sometimes be triggered by heavy use of hallucinogenic drugs, especially LSD; but it appears that one has to have a predisposition towards developing schizophrenia for this to occur. There is also some evidence suggesting that people suffering from schizophrenia but responding to treatment can have an episode as a result of use of LSD. 

 Stimulant drugs  

Stimulants are drugs that stimulate the brain, and tend to increase alertness and physical activity. They include amphetamines, cocaine, crack and some inhalants like amyl or butyl nitrites. Caffeine, found in tea, coffee and many soft drinks, is also a mild stimulant. Caffeine is addictive and a person who abruptly stops drinking coffee may experience withdrawal symptoms. The most widely abused stimulants are: cocaine, crack or a pure form of cocaine and amphetamines.

Amphetamine 

Known to users as sulphate, speed, billy whizz, fast, uppers. Prescription amphetamines are known to users as black beauties, black bombers, black 'n whites or blues.

Medical use of amphetamines for mild depression was common in the 1950's and 1960's. However, due to their side effects and addictive properties the majority were removed from medical use. Used properly, amphetamines increase alertness and physical ability. They are still prescribed for narcolepsy, a rare sleep disorder, and for children with attention deficit hyperactivity disorder or ADHD. Prescription amphetamines may be acquired by legal or illegal means, and then sold illegally as tablets or capsules. 

Amphetamine sulphate , manufactured illegally, is the most common type of amphetamine to be abused. It is a fine, off-white powder, usually containing only 6 to 10% amphetamine; the rest being anything from baking powder to laxative. Users take amphetamine by sniffing through the nose; dabbing the powder on the tongue; dissolving it in a drink; wrapping it in a cigarette paper and eating it; injecting or smoking with tobacco.

Amphetamine is a brain stimulant, i.e., it increases brain activity. It also causes release of adrenaline, leading to an increase in heart and respiration rate, increased blood pressure and reduced appetite. Under the influence of amphetamine, users often experience a temporary boost in self-confidence and feel unusually energetic. They may be over-talkative and overactive, repeatedly getting up and walking around; hence the slang name 'speed'. Users often find relaxation difficult and sleep impossible. They will have little or no appetite. However, amphetamines do not remove the need for rest and food, but only postpone it. As a result, amphetamine addicts are often totally exhausted after a long period of continuous abuse. 

When injected, amphetamines take effect immediately. Swallowing or sniffing powdered amphetamines produces effects after 10-40mins. The effects of prescription amphetamines may be rapid or delayed, as some are short acting and some longer acting medicines. The effect of a single dose of amphetamine generally lasts about 3-6 hours.

Amphetamine can cause irritability, restlessness, tightening of the jaw muscles and teeth grinding. As users tend not to eat or sleep, and are overactive, the after-effects of a long period of amphetamine use include extreme tiredness, hunger and increased appetite, listlessness and depression. Other side effects include blurred vision, sleeplessness, and dizziness. Many women who use amphetamines find that their periods become irregular or stop.

To maintain the desired effect, regular users have to take increasing doses. When they do stop, they often feel very depressed and lethargic. High doses, especially if frequently repeated, can produce delirium, panic attacks, hallucinations and feelings of paranoia.

Amphetamines are psychologically addictive. Users often become dependent on the drug to avoid the depression experienced when the drug's effect wears off. As a result the user will be driven to taking larger doses of amphetamines, more often, and also to taking other, more powerful drugs. As a result, amphetamine addicts are often totally exhausted after a long period of continuous abuse.

Regular users who take high doses of amphetamine may develop delusions, hallucinations and feelings of paranoia. Heavy amphetamine use can damage blood vessels and cause heart failure, especially among people with existing high blood pressure or heart problems. 

 Cocaine 

Known to users as coke, snow, charlie, C 

In the past, cocaine was used in medicines and tonics for a variety of symptoms, and doctors have known for many years that people rapidly become dependent on this drug.

Cocaine was commonly used as a local anaesthetic for minor surgery, but at present synthetic anaestheticsare more widely used. Cocaine has no other medical application.

Cocaine is a powerful stimulant, derived from the leaf of coca bush, grown in Colombia, Peru and Bolivia. There is a huge worldwide illegal trade in cocaine in its various forms. Often it is sold as a fine, white crystalline powder, mixed with inert substances such as talcum powder or fine sugar; local anaesthetics or stimulants. Usually it is sniffed through a straw or rolled paper. Some users place the powder under the tongue and on the gums. It can also be smoked or injected. As with any drug taken inhaled through the nose, sniffing cocaine can damage the nasal membrane.

In the 1970s and 1980s the rarity and high cost of cocaine meant that it was regarded as a drug of wealthy people such as film stars. In the 1990's it became less expensive and easier to buy. Despite the still high cost, its easy availability and false reputation of being non-addictive has led to widespread use among young people. 

 Crack cocaine 

Known to users as rock, wash or stone.

Cocaine hydrochloride can be reverted into its base form by a fairly simple chemical process. This is called 'free basing' and can be dangerous because the solvents used are highly flammable. The resulting form of cocaine is called freebase, or crack, and takes on the shape of relatively large crystals. Crack is pure cocaine and, as it is not soluble in water; it can only be smoked. It makes a crackling noise as it is smoked, hence its name. Crack is absorbed into the body much faster than sniffing cocaine, and so it takes effect very quickly. It is a very powerful form of cocaine and is highly addictive and widely abused.

Generally, cocaine produces feelings of mental wellbeing and exhilaration. Users feel energetic, talkative and mentally alert, especially sensations of sight, sound, and touch are increased. Cocaine also reduces appetite and the desire for sleep. In many ways the effect of cocaine is similar to that of amphetamines in that cocaine can cause anxiety or panic attacks. The after-effects of cocaine can include tiredness and depression, and excessive doses can cause death from heart failure.

When cocaine is sniffed, its effects appear soon after it is taken, peak in about 15 to 30 minutes and disappear within 30 minutes to 2 hours. As the 'high' is short lasting, this encourages the user to repeat the dose to maintain the effect, often within about half an hour. Many repeated doses, taken over a short period, can cause extreme agitation, anxiety or paranoia. The urge to repeat cocaine is even stronger for crack cocaine than cocaine, as the effects occur immediately and begin to reduce shortly afterwards. Crack users often abuse at very short intervals in an attempt to maintain the high. 

If cocaine is taken over a long period of time, the euphoric high is often replaced by restlessness, extreme excitability, insomnia, and paranoia, and eventually hallucinations and delusions. These symptoms are very similar to amphetamine psychosis and paranoid schizophrenia, although they usually disappear when the use of the drug is stopped.

At present there is no evidence of tolerance to the effects of cocaine. Users may keep taking the original amount over extended periods with the same effect. However, some users do increase their dose in an attempt to intensify and prolong the effect. It is also unclear if physical dependence on cocaine hydrochloride can occur. However, when some regular heavy users stop taking the drug, they experience a powerful negative reaction, which may suggest physical dependence.

Crack cocaine does produce strong physical dependency. With regular heavy use increasingly unpleasant symptoms occur. Euphoria is replaced by restlessness, over-excitability and nausea, which can result paranoid psychosis with prolonged use. Regular users may appear chronically nervous, agitated, excitable and paranoid. Confusion as a result of exhaustion, due to lack of sleep, is common. 

Inhalants  

 Inhalants are chemicals that produce vapours, which, when inhaled, alter people's moods. There are more than a thousand different commercial products that can be abused for their mood-altering properties. They can be divided into three main categories:

volatile gases and solvents, such as cigarette lighter gas, cleaning fluids, spray paint, paint thinner, correction fluid, nail polish remover, petrol and glues. 

aerosols, such as hair spray, deodorants and other spray products that are abused more for the propellant gas than for the contents. 

nitrates, such as amyl nitrate, which has medical applications for heart patients, and butyl nitrate, which is used in room sprays. 

None of the commonly abused inhalants, have a medicinal application, apart from some of the nitrates. 

The effects of using inhalants, such as: solvents, glue and aerosols etc. resemble the effects of drinking alcohol. At low doses users may feel slightly stimulated. This is caused by depression of higher brain centres, which produces an apparent stimulation by reducing anxiety. and self-consciousness. An inhalant user may show signs of increased self-confidence and loss of self-restraint. When using high doses, the user can lose consciousness because the brain activity that controls functions, such as breathing and heartbeat, becomes impaired. Because the effects of inhalants vanish after a short time, a user is likely to repeat the inhalation in an attempt to remain on a high. This can lead to addiction, a serious health risk with life-threatening consequences. 

Inhalants cause distortions to the perception of time and space. Many users experience headache, nausea or vomiting, slurred speech, loss of motor co-ordination and problems with breathing. A characteristic glue sniffers' rash around the nose and mouth is often seen in individuals who abuse inhalants. Clothes, skin and breath may smell of paint or solvents.

Long-term abuse of inhalants can cause weight loss, skin problems, bronchitis, muscle fatigue, memory impairment, mood swings and loss of concentration. Repeated sniffing of strong vapours over a number of years can cause permanent damage to the nervous system. In addition, long-term abuse of certain inhalants can damage the liver, kidneys, blood, and bone marrow. Glue and paint thinner sniffing in particular, produce kidney abnormalities, while the solvents toluene and trichloroethylene tend to cause liver damage. 

Tolerance to inhalants tends to result from the use of most inhalants. If they are used regularly, the user will require to use the inhalant more and more and in stronger concentrations to reach the same high.

Narcotic analgesics  

Analgesics are substances that provide relief from pain. Mild analgesics, such as aspirin or paracetamol, are relatively harmless. Analgesic drugs of abuse are much stronger painkillers or narcotic analgesics. Some narcotic analgesics are opiate. These are drugs refined from an extract obtained from opium poppies or Papaver somniferum. Some narcotic analgesics are man made chemicals.

Opiates include: opium, or the resin obtained from the seedpod of the opium poppy, morphine, heroin and codeine. They can all be produced from raw opium by fairly simple chemical processing. Synthetic analgesics are manufactured as powders, tablets or liquids. They include: methadone syrup; physeptone or a methadone tablet, pethidine, diconal and palfium.

Analgesics, opiates in particular, have a high potential for abuse. Heroin is the most widely abused opiate analgesic, but morphine and cough syrups that contain codeine are also abused. Many synthetic opiates are abused, usually as an alternative to heroin. Methadone, prescribed as an alternative to heroin, has been much abused in recent years, and has been responsible for many deaths.

Diconal, physeptone, pethidine and palfium tablets are usually crushed and injected by drug abusers. The tablets contain solid substances e.g. chalk. These can block veins when injected and cause gangrene or a stroke.

Opiate and synthetic analgesics tend to relax the user. When injected, an immediate rush or strong wave of pleasurable relaxation and relief from anxiety is experienced. Unpleasant effects can include: restlessness, nausea, and vomiting. A user may fluctuate from feeling alert to feeling drowsy. On large doses, the user cannot be woken up and the skin becomes cold, moist and bluish in colour. Breathing slows so much that death may result. When analgesics are taken as syrup, tablets or capsules, the effects are similar to that after injection, but are less intense and without any immediate rush. 

 Opium 

Opium is a dark brown slightly sticky resin with the consistency of stiff putty. It is usually smoked or eaten.

Heroin 

Heroin is a powerful painkiller, which depresses the brain. It produces a feeling of relaxation, security and wellbeing. Its use in medicine started around the turn of the century, and the drug became widely used as a sedative and anaesthetic. At that time doctors were still unaware of its potential for addiction. When the dangers of heroin became obvious, strict controls were introduced. Today heroin does not have many legitimate medical applications, as synthetic sedatives and anaesthetics have replaced the opium-based compounds that were used in the past.

Pure heroin is a white powder with a bitter taste, which is made from the sap of the opium poppy. Illicit heroin may vary in colour from white to dark brown, because of the impurities left from the manufacturing process, or the presence of adulterants. The powder is usually dissolved in water and then injected; although it can be smoked by mixing it with tobacco; heated on tin foil to inhale the fumes; or swallowed after being wrapped in paper. 

Until recently, most heroin users took impure heroin by injection, either into a vein under the skin, or into a muscle. The availability of higher purity heroin has meant that more users can sniff or smoke the drug to achieve the desired effect. This means that more people may try heroin, whereas they would not have tried the drug by injection. 

Side effects from heroin use, particularly for new users, include: restlessness, nausea and vomiting. The user may alternate between appearing fairly alert to almost falling asleep.

Overdose is one of the most obvious risks of heroin, and can result from whatever method is used, although intravenous injection is the most dangerous. Heroin is a depressant and inhibits vital functions such as higher brain activity, breathing and heart rate. If a large dose is taken, or the heroin is very pure, the user may reach a comatose state, and the skin starts feeling cold and clammy. Breathing becomes shallow and intermittent and death may result.

Other physical health risks related to heroin use are connected with the way the drug is taken. Users who inject heroin often use contaminated needles or syringes. This increases the risk of infection with HIV, and Hepatitis B or C. These are very serious infections and are common among intravenous heroin users. Combining the drug with other substances is another danger associated with heroin use. Alcohol, benzodiazepines and barbiturates are particularly dangerous as they affect brain functions. As heroin affects the functioning of the brain too, the combined effect of mixing these drugs can affect breathing or heart rate to such an extent as to cause respiratory failure or heart failure.

Regular use of heroin over a period of time results in tolerance. Users therefore need to take increasingly large amounts of heroin to achieve the same effect. Tolerance can build up rapidly, over a period of week even. It continues to increase as long as a user takes heroin regularly. If a person abstains from heroin for while, the tolerance to the drug decreases. Starting to use the same or higher amounts of heroin again, can easily trigger an overdose.

Stopping taking heroin can be extremely difficult; the withdrawal symptoms are severe. Abstinence can induce a variety of symptoms including: chronic diarrhoea, muscle cramps, vomiting, insomnia, sweating, anxiety, and tremors. The prospect of going through such a painful withdrawal discourages many users from trying to kick their drug habit. Once the physical withdrawal has ceased, many cases continue to experience a persisting craving for the drug, and relapses are common. Heroin users, who wish to give up the drug, need a strong support network to help them overcome the craving for the drug and stay off the drug.

