this larger multi-disciplinary bio-psycho-
social evolutionary model, the particular
effects of one or more stressors or traumatic
events can be delineated and assessed vis-a-
vie the child’s developmental history, com-
prehensive social-environmental context,
and adaptation efforts and experiences,
throughout the developmental trajectory. This
framework highlights the interplay of vulner-
ability and resistance in assessing the impact
and consequences of the traumatic experi-
ence, and creates the opportunity for more
specific rational, preventive and treatment
interventions along the developmental lines,
appropriate to the specific needs of the trau-
matized individual at any point in time. \&
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Visit our website:
www.stocon.se/iacapap/htme.
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ATTENTION:
HoOMEPAGE NEWS

A homepage regarding the

IACAPAP International Meeting in
Stockholm has been established. The
address is:

www.stocon.se/iacapap/index.htmi

We invite all to access the
TACAPAP homepage regularly to receive
new information about our association.

CHILD MENTAL HEALTH AND
CHILD PSYCHIATRY IN THE
ArRAB WORLD

Myron Belfer, M.D.

The International Association for Child and
Adolescent Psychiatry and Allied Profes-
sions was invited to collaborate with the
Faculty of Medicine of Alexandria University
to provide the First Academic Seminar on
Child Mental Health and Child Psychiatry
in the Arab World, October 29 to November 3,
1996. Amira Seif E]l Din, M.D., Professor of
Community Medicine (Mental Health),
Department of Community Medicine,
Alexandria University, was the moving force
behind the development of the course. It
was coordinated with her colleagues in
Egypt, notably Professor Ahmed Okasha,
President of the Egyptian Psychiatric
Association and Professor of Psychiatry at
Cairo University. The Academic Seminar
was supported by the World Health
Organization through Dr. Ahmad Mohit,
Regional Advisor, Mental Health, Eastern
Mediterranean Regional Office, WHO. The
Dean of the Medical Faculty, Dr. Ehab
El-Mansy and Professor of Psychiatry, Dr.
Adel El Sheshai, provided great support and
hospitality.

The academic seminar faculty
included Gordon Harper, John Sikorski,
Phyllis Cohen, Kyle Pruett, Marsha Kline,
Tony Jaffa and Myron Belfer. The seminar
took place in a beautiful setting in
Alexandria overlooking the Mediterranean
Ocean. The course was attended by a
broadly representative audience of physi-
cians including pediatricians and psychia-
trists, psychologists, social workers, nurses,
and school personnel. It was particularly
gratifying to have a number of students in
attendance.

The course embraced a developmental
perspective and covered mental health
related issues from infancy to adolescence.
Each morning there were one or more
didactic presentations followed by ques-
tions from the attendees. In the afternoons
there was a presentation that focussed on
an aspect of the Egyptian experience with
child mental health which was followed by
group discussions. The faculty served as
resource persons for the groups made up of
conference attendees. At the conclusion of
each afternoon, the groups reported on

their prioritization of concerns relevant to
fostering Egyptian child mental health
training and services. These group sessions
served as a mutual learning experience.
Course faculty gained a greater apprecia-
tion of the most prominent mental health
issues faced in Egypt and the Arab world.
Among the concerns facing those wanting
to develop child mental health services in
Egypt are the development of a cadre of
trained professionals, access to current lit-
erature in a timely fashion, work with cul-
tural differences in the region, and the fear
of stigmatization in seeking help. On the
other hand, we heard of excellent school
consultation and substance abuse treat-
ment programs that were already in place
and functioning that could serve as models
in any venue.

The faculty and course attendees
enjoyed a wonderful graduation celebration
at which certificates with signatures from
the Regional Director of WHO, the Dean of
the Faculty of Medicine and IACAPAP repre-
sentative were awarded to the attendees.
There was a general sense that much had
been accomplished both educationally and
personally in the five days that the course
ran. It was hoped by all that this was the
beginning of ongoing dialogue.

The feedback from the course was very
instructive for the development of future
course offerings in international settings. It
was felt that future efforts could benefit
from more audiovisual presentations, clini-
cal interviews, and a series of more focussed
topics for differing levels of sophistication
regarding child mental health. With ade-
quate time for preparation, learning at least
the rudiments of the local language would
be helpful to both faculty and attendees.

One possible outcome from the course
is the establishment of a regional resource
center for child mental health at the
Faculty of Medicine of the University of
Alexandria. Such a resource center would
serve as a repository of training materials
on child mental health, sponsor future
trainings, and search out and establish col-
laborations in the Arab world to promote
child mental health. A formal proposal for
such a center has been sent to the WHO and
Her Excellency Mrs. Susan Mubarak, the
wife of the President of Egypt. It is hoped
that JACAPAP can serve a supportive role is
the establishment of such a center and in
the promotion of child mental health
throughout the region. ¢















locker room.’” (Longman, p. B23) This
enormously successful coach is a hero in the
eyes of the Berwick football players, and as a
result, he is able to provide his teen players
with the ideology they seek as well as some
structure to potentially chaotic lives.

Furthermore, involvement in athletics
in adolescence can keep substance abuse toa
minimum. Often the group of identification
during adolescence revolves around drugs
and/or alcohol with potentially devastating
ramifications. Athletics requires devotion of
a great deal of time which might otherwise
be used experimenting with substances.
Athletes fear the impairment of performance
which can result from substance use, lead-
ing to abstinence for many. And the support
provided by coaches and team peers
decreases the need for bonding over sub-
stances for peer identification. Substance
use was much less common among my
friends on the swim team as compared to
other friends at school who were not
involved in sports.

Personal experience aside, do studies
support my assertion that athletics enhances
psychosocial development? Results are con-
flicting. In one study a physical education
curriculum was developed for third-graders
to teach “positive social skills including lead-
ership and conflict-resolution behaviors.”
The results were “immediate increase in stu-
dent leadership and conflict-resolution
behaviors [and] an increase in percentage of
class time devoted to activity participation
[with]... similar changes in student behav-
ior...in the regular classroom settings.”
(Sharpe, p. 401) This implies lessons learned
through sports may be applied in other life
activities such as academics or a job.

With regard to athletics and adolescent
development, several studies have shown
“among high school students...a negative
relationship between sport participation and
delinquent behavior.” (Spreitzer, p. 370) And
in the area of self-esteem, studies have
revealed that self-esteem can be enhanced
by a favorable assessment of athletic ability
by the coach and “desire to have fun” as the
primary motivating factor for participation
in the sport. (Hines, p. 869)

On the other hand, Elmer Spreitzer’s
1994 article on a study of the “Effects of
Athletics on Adulthood” pointed out that
“the social scientific literature provides little
support for the conventional wisdom... that
athletic participation is conducive to the
overall development of adolescents and to
subsequent levels of achievement as an
adult.” (Spreitzer, p. 369) The author
explains that:

Because of the selectivity factor, the rela-
tionship between athletic participation and
well-being is fraught with ambiguity. Some
observers suggest that youth with higher
levels of overall endowment are selected
into athletic participation...For example,
disciplined and compliance youths may
find that the structure inherent in athletics
is attractive, whereas nonconventional
youths may have been filtered out of sports
due to self-selection, eligibility rules,
coaching proclivities, and opportunity
structures. (Spreitzer, pp. 369, 384)

Spreitzer’s study also found “no clear
association between athletic participation as
a high school senior and psychological well-
being six years later.” (Spreitzer, p. 385) The
author concluded that “arguments concern-
ing transfer effects from the playing field to
the larger game of life receive little support
from the data of national surveys.”
(Spreitzer, p. 385)

What does all of this mean for parents
seeking advice on child rearing? Should ath-
letics be encouraged? Can athletics be ther-
apeutic in some cases of psycho-pathology?
Should schools increase or decrease empha-
sis on athletics? The jury is still out regard-
ing such questions. I certainly would not
trade my experience as a competitive swim-
mer for the world, and there will always be
children with similar inclination. For now,
encouragement of athletic involvement in
children with genuine interest will most
likely not do any harm. Most important,
however, is to place the emphasis on fun no
matter what a child chooses to pursue. &
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UNIQUE CHALLENGES FACING
IRANIAN CHILDREN AND
ADOLESCENTS GROWING UP

Javad Alaghband-Rad, M.D.

I am writing as an Iranian child psychiatrist
with the Department of Child and Adolescent
Psychiatry, Tehran University of Medical
Sciences. I have established a research pro-
gram, having just finished a three-year fellow-
ship at the Child Psychiatry Branch/ NIMH,
Bethesda, Maryland.

Much has been said about Iran and the
Iranians in the media after the 1979 revolu-
tion, mainly by outsiders and typically pictur-
ing them as troublemakers. These negative
remarks, however, seek political ambitions and
overlooked lives of normal people involved in
ordinary day-to-day activities. There is less
attention toward challenges facing Iranians,
particularly for the most vulnerable age
group, namely children and adolescents.There
is a whole range of such challenges, many of
them unique to the rapidly changing Iranian
society, such as the impact of long-lasting war
with Iraq and the'way it shaped the structure
and function of today’s Iranian society. As
clinical impression of myself and colleagues
would suggest, there is also various forms of
psychopathology, ranging from subclinical to
full-blown DSM diagnosis, unrecognized in
many cases; confounded and colored by cul-
tural variables. Further, Iranian children’s
unique suffering is contributed by somewhat
cognitive overgeneralization and distortion as
by and large, stereotypes shape the way they
are perceived by media.

There is also a whole range of develop-
mental issues, specific to cultures like Iran’s.
For example, it is unclear whether social
development stages as described in classic
studies (done mostly in westermn cultures)
would be applicable to youngsters in cultures
like Iran, as for instance, interaction with the
opposite sex as expected in western cultures is
being considered against the norms. There-
fore, it is an open question as to what the nor-
mal social development would be like and
more important what is the best advice to be
given by a psychiatrist to his/her client as a
professional sensitive to developmental
issues. This brings up another important
point: status of psychiatrists in general, espe-
cially child psychiatrists which is basically dif-
ferent from developed countries. They do not
practice medicine in a restricted sense; their
main task is to challenge the pathogenic atti-
tudes towards mental health and psychiatric
disorders. If patients could get past this rigid
wall, we could function as what we are:
physicians specialized in mental disorders! ¢



ScHooL MENTAL HEALTH
PROGRAM IN ALEXANDRIA

Amira Seif El Din, M.D.

Alexandria is situated on the northern coast
of Egypt. The governorate of Alexandria cov-
ers 2557 km? and around four million habi-
tats are living in the six main zones. The
population is predominantly urban and
school children between the ages of six and
18 years constitute 40% of the total popula-
tion. There are 867 schools in Alexandria
(covering all three levels of education: pri-
mary, preparatory and secondary) supported
by services from 470 school health physi-
cians, 705 health visitors, and more than
2532 school social workers. More than one
sector is involved in mental health services
in schools; teachers and school social work-
ers belong to the Ministry of Education,
while school health physicians and health
visitors work with the Ministry of Health.
The integration between the different sec-
tors was not well established.

The early appraisals of the personnel
dealing with children showed that teachers
felt they had little understanding about
mental health, and the skills of management
with problematic children were limited. The
mental health services in school were
indeed poor with a demanding curricula and
a short academic year, teachers had little
time to deal fully with children suffering
from psychological problems. The school
social workers reported that they had little
time for direct interacting and work with
children. Much of their time was directed to
clerical duties and record keeping. The
school health physicians had very poor
knowledge and no skills as regarded child
mental health.

By 1985, more research concerning
school children showed that prevalence of
school depression was 10%, anxiety among
final year of secondary school was 17%, and
the number of smokers and drug depen-
dency among them is in proportional
increase. All these data were an alarm show-
ing the seriousness of the problem and that
there is a defect in the way teachers and par-
ents are dealing with their children; using
odd uneducational ways to rear them as ver-
bal or physical abuse in addition to the
superstitious way to treat some psychologi-
cal problems.

By the end of summer 1987, a mental
health team from personnel working in the
Ministry of Education, Health, and Faculty

of Medicine (Community Medicine depart-
ment) with WHO support started to develop
and work on a voluntary basis to fulfill the
following objectives:

1. Training of all personnel dealing
with children in school; including physi-
cians, health visitors and school social
workers.

2. Orientation for school children on
the proper way to deal with their peers and
school staff, with great emphasis on respect
and sympathy for any person having physi-
cal or mental disabilities.

3. Get benefit from this child to con-
vey the proper mental health approach to
his family and profit from the support of
local mass media (TV and radio).

By the end of 1988 the first child men-
tal health training was established for all
personnel dealing with children through a
one week training (basic training) for school
physicians, health visitors, teachers and
school social workers, each separately. One
year later, we realize that pediatricians and
child, maternal health physicians have to be
involved in this training to give better men-
tal health services for early age groups.

All the trainees had to grasp the fol-
lowing knowledge and some skills by the
end of the basic training course:

1. To do proper communication
for the child and his family and to have
information about psychological social
development.

2. To be oriented about the common
emotional, behavioral and cognitive
problems.

3. To train \liem on some skills for
managing the common child mental health
problems faced in the community.

In 1991, there was a meeting with a
sample of school health physicians one year
after receiving the basic training. There was
a drop in their knowledge where the mean
percentage of correct answers was 52.88%, a
drop of 10% from the previous test.

This raised a big question. How to
maintain and improve the knowledge and
skills of the trainees to give better services in
schools? The answer was to start advanced
training in child mental health to fulfill the
following aims:

To develop qualified personnel acting
as a filter in the different zones in Alexandria
where they can do early screening and
detection for needy children; manage the
detected cases through guidance and coun-
seling to their parents and teachers; give
health education sessions in schools if the
prevalence of any problems started to be

raised; and give knowledge and skills to the
team working with him (health visitors and
social workers).

This advanced training began in 1991
where 28 school health physicians who
received the basic mental health training
and showed great interest to work in this
field were chosen to be the first group. They
received seven weeks’ training with an inter-
val of two to three months to give the
trainees a better chance to return to their
schools and begin to apply what they learned
during the different weeks.

The training course covered the fol-
lowing child mental health problems: Child
psychiatric examination techniques of effec-
tive communication and basics of guidance
and counseling with great emphasis on the
importance of teamwork; epilepsy; emo-
tional problems among children; behavioral
problems; school backwardness generally
with special focus on mental retardation;
smoking and drug dependency; psychosis
and developmental disorder.

The main objectives of the training
course aimed at the following skills and
knowledge. To: understand the community
attitudes toward problems; identify the nor-
mal development of children; differentiate
between normal and abnormal psychosocial
deviation among school age children; iden-
tify elements of communication, use effec-
tive communication techniques; identify
symptoms and signs of different discussed
mental health problems; train the trainees
on child psychiatric interview and examina-
tion; detect early deviation through screen-
ing for school children; discuss the lines of
management for the different problems;
learn the principles and technique of coun-
seling and guidance; develop the skills of
teamwork with the health visitors and
school staff. The tools used during the dif-
ferent advanced training courses were: lec-
tures, discussion, small group activities, real
cases, role play which was very effective to
fix the knowledge and improve the practice
of the trainees and even was used to evaluate
every trainee at the end of the training
course.

At the end of the seven weeks, the
number of trainees who fulfilled the require-
ment was 23 physicians. They were located
in different centers working as a school
mental health physician to provide service to
the surrounding schools. Every school’s
physician already trained (received advance
school mental health training0 was allocated
to provide service to a number of schools
covering three to five thousand students.

The role of school mental health physi-
cian in his center has two aspects:



A preventive aspect involves: Screening
for emotional and behavioral problems at
the start of the academic year as part of the
school health appraisal activities; orienta-
tion of the school staff about the different
mental health problems; train the school
staff on screening and early detection of
needy children; health education for school
personnel if a specific problem begins to be
more common in some schools (stealing,
nocturnal enuresis, aggression); conducting
regular visits to high schools to give a talk
about psycho-sexual development during
adolescence or about drug abuse. Usually
during these visits a religious person, a psy-
chologist and a social worker accompany the
physician.

A curative aspect involves: psychologi-
cal assessment of the child; giving specific
guidance and counseling to the child and
his family according to the presented prob-
lem; prescribe a limited number of drugs;
follow-up of the cases if the social worker is
unable to handle the condition; establish a
systematic referral system between the
schools and child psychiatric clinic.

The National Insurance, early in 1993,
started to cover the schools in Alexandria,
and some of the trained school health physi-
cians left the school health system where
the number of school health physicians
dropped to 13 but still the school mental
health centers were functioning, In 1993,
the second advanced training course was
conducted for 32 pediatricians who are
working with Maternal and Child Health
Centers (MCH) and pediatric hospitals. In
1994 the third advanced training course was
conducted for 31 physicians; 21 are working
in school health and ten in MCH. By the end
of 1995, we had 28 centers for guidance and
counseling in school health in Alexandria
governorate and two neighboring gover-
norates. In addition, there are 11 centers in
the MCH and centers in two pediatric hospi-
tals. Since 1994, all who received the
advanced training are attending on a regular
basis a monthly journal club where the
agenda is planned in advance and all are par-
ticipants in the different presentations. In
addition, it is a good opportunity to discuss
the problems raised in the different centers.

Impact of the training courses on the
psychiatric services in Alexandria

The child psychiatric clinic and school men-
tal health centers are following the same
system of diagnosis and recording. School
mental health centers started to be a filter
for most of school mental health problems
where behavioral problems, in particular

nocturnal enuresis, started to be managed.
In addition, drug dependency began to be
detected and hysteria is encountered more
than in the main child psychiatric clinic in
Alexandria. The referral system between the
different centers and the main psychiatric
clinic became well established.

In school health appraisal, a standard-
ized Arabic translation for some psychologi-
cal tests are used to screen mental health
problems among school children in the first
year of preparatory and secondary schools,
screening for anxiety and depression. Large
numbers of school social workers began to
cooperate with school mental health physi-
cians to early detect and refer needy chil-
dren to the school mental health physicians.
The Ministry of Educa-tion in Alexandria
started to show great interest in mental
health and distributed on a regular basis
instruction to promote school mental
health. For example: methods of better com-
munication, instruction for dealing with
stealing and lying problems, instruction for
using methods other than beating for disci-
pline. Two mara-thons among school chil-
dren were developed where different slogans
were raised, such as “mental health is a tool
to promote physical health,” “healthy mind
in a healthy body,” etc. Basic training in
child mental health is conducted on a regu-
lar basis for the final student year at the
Faculty of Nursing. Development of several
theses for Master and Doctoral degrees
studying the child mental health problems
(about 12 theses) in addition to the publica-
tion of several articles describing the child
mental health program and its evaluation.
To fulfill the second objective of the training
program, the child mental health team con-
ducted visits to students in the high schools
to discuss their problems and help to find
proper solutions; if possible in addition to
some information about psychosocial devel-
opment which is an important area of their
concern.

A manual for child mental health for
para-medical personnel in collaboration
with WHO was prepared in Arabic for all the
countries in the region. Early in 1996 Egypt
joined the IACAPAP by the initiation of
Alexandria Child Mental Health Team. A
non-governmental organization was estab-
lished, “Child Mental Health Prevention
Association” in 1995 to help spread the con-
cept of child mental health to all people
working in this field in addition to resources
to help the poor school children. The first
Egyptian Child Mental Health Academic
Seminar was conducted for five days;
October 29-November 2, 1996. ¢

CHILD AND ADOLESCENT
PSYCHIATRY IN RussIA

Paul A. Andrulonis, M.D.

The Albert Schweitzer Institute for the
Humanities, based in Wallingford, Connec-
ticut, and the Soros Foundation sponsored a
program on “Controversial Issues in Child
Psychiatry,” from June 23— June 27, 1996 in
Nizhny Novgorod, Russia. Faculty members
were Drs. Joel Bregman and myself, child
and adolescent psychiatrists from Connecticut
Children’s Medical Center, The Institute of
Living, and the University of Connecticut
School of Medicine, together with-Dr. John
Gerdtz, an Educational and Behavioral
Consultant from the Spectrum Center at
Berkeley. Each faculty member presented
several lectures, conducted workshops, met
with child and adolescent Russian psychia-
trists as well as psychologists and social
workers, and visited clinical centers involved
with the psychiatric care of children and ado-
lescents. Dr. Andrulonis focused on the con-
cept of Attention Deficit Hyperactivity
Disorder and also Pediatric Psychophar-
macology, while Drs. Bregman and Gerdtz
presented on the diagnosis and treatment of
Autism, Asperger’s Syndrome, and Mental
Retardation including behavioral and educa-
tional interventions.

This visit was unique because Nizhny
Novgorod had been a city closed both to the
Western world and to Russia itself for
decades. The city was the site of industry for
war machinery including submarines which
resulted in the highest level of Russian secu-
rity. Although the city has been open in
recent years, it remains a poor, industrialized
urban setting in marked contrast to St.
Petersburg and Moscow. Surrounding the
city are small farms which primarily grow
potatoes. The main employer currently is a
huge automobile manufacturer. The people
remain poor yet hardworking with a spirit of
hope and enthusiasm with the then antici-
pated Russian election leading to the further
development of democracy.

There are major public health prob-
lems in Nizhny Novgorod and other urban
centers in Russia. The rivers are high pol-
luted. Water from taps cannot be consumed
and sanitation facilities are lacking.
Nutrition is another major concern because
of the lack of most vegetables, fruits, and
grains. The diet is primarily based on dairy
products, meat, and potatoes. The average
life expectancy for men in that area is
approximately 50 years of age. The majority



of Russian youth smoke regularly and alco-
hol consumption is high. There is little
screening or education about HIV. People
live in flats within the city or very small
homes in the country. The standard of living
is low for physicians as well as teachers, who
are over 95 percent female, since their
salaries have to be complemented by their
husbands for a modest style of living. All chil-
dren receive education through the public
school system from grade school through
the university, including medical school,
which follows approximately two years of
college education. Medicine is not a presti-
gious, frequently sought after career in
Russia, but the physicians were enthusiastic,
devoted and extremely eager to learn about
medicine in the United States.

Russian child and adolescent psychia-
trists brought up major concerns regarding
the lack of mental health services for chil-
dren and the growing problems of adolescent
depression, pregnancy, high school dropout
rates, and drug and alcohol abuse. Learning
disabilities and attention deficit hyperactivity
disorder were appreciated but intervention
though special education, behavior modifi-
cation, parent training, or medications was
minimal. Child and adolescent psychiatrists
did try to set up intervention programs
through the public school system as consul-
tants but working with teachers and parents
was most difficult. These psychiatrists, psy-
chologists, and social workers had a good
understanding of the diagnostic process
using the International Classification of
Diseases and DSM from the United States.
They utilized traditional behavior modifica-
tion, individual play therapy, relationship-
type therapy, and when possible some family
therapy, although as in this country, getting
fathers involved remained a special chal-
lenge. Psychodynamic principles including
theories of individuation and separation were
appreciated and applied. Psychiatrists, how-
ever, acted primarily as a consultant and
diagnostician to help set up the treatment
plan, not unlike in the United States.

In this Russian city, mental illness is
considered best treated through a holistic
approach. During our visits to various facili-
ties, we met and observed children receiving
massage, warm baths or whirlpool therapy,
acupuncture, various herbs for specific men-
tal difficulties such as anxiety, exercise or
physical therapy, and a sleep therapy clinic,
where children would come in during the
day for a quiet period of rest. These holistic
interventions were not done by child and
adolescent psychiatrists but by other physi-
cians in pediatrics. Diagnostic tests did
include mental status examination, psycho-

logical testing, laboratory studies, electroen-
cephalograms, and very limited brain scan-
ning. Psychiatrists were the experts in
psycotropic medications, which are available
in a limited fashion. Serotonin Re-Uptake
Inhibitors such as fluoxetine are scarce and
too expensive for the majority of patients.
Amitriptyline is the most common tricyclic
antidepressant used for depression.
Carbamazipame, valporic acid, and lithium
carbonate are used for bi-polar illness.
Thioridazine, chlorpromazine and haloperi-
dol are the primary antipsychotics. Pheno-
barbitol and phenytoin are also used for
behavioral problems. Stimulant medications
were not available in this city.

Mental health professionals in Nizhny
Novgorod, working with emotionally dis-
turbed children, were uniformly caring,
warm, enthusiastic, and highly receptive to
our ideas. Major work needs to be done in
clarifying diagnostic categories and more
importantly, implementing specific treat-
ment interventions based on diagnosis. The
holistic approach tended to clump children
with various mental health problems into
general treatment programs. We hope to fol-
low-up with continued involvement with
these professionals in the future. Another
very worthwhile endeavor would be for child
and adolescent psychiatrists from Russia to
visit centers in the United States in order to
learn our diagnostic and subsequent treat-
ment methods \&

CoLLAaBORATION WITH A
CHINESE PSYCHOLOGIST
IN CHINA

Paul Kay, M.D.

Since June 1996, I have been corresponding
with a school psychologist, Professor Liu
Ping, in Beijing, China. I met him during a
trip to that country last May as part of a
group of psychoanalysts from our country
and abroad (The Citizen Ambassador
Program, formerly the “People to People”
program which began in Eisenhower’s
administration). We visited medical schools,
hospitals and universities. We met and
exchanged views and experiences with psy-
chiatrists, psychologists and other mental
health professionals.

At Beijing Normal University, Professor
Ping spoke eloquently about learning prob-
lems in children. I spoke to him at dinner

that night about keeping in touch with each
other when I got home. He seemed eager to
do so. We have been doing that through let-
ters and phone calls since last summer. A
small group of Fellows and faculty members
in the Child Psychiatry Division of The North
Shore University Hospital (Manhasset, New
York) have joined me in this correspondence.
(I call it the American—Chinese-Bridge for
starters.) We have been meeting approxi-
mately every six weeks either at my home or
that of Dr. Fornari, the Director of the Child
Psychiatry Division. (Sandy Kaplan, M.D., is
the chairperson.)

We have been exchanging views and
information with Professor Ping about vari-
ous aspects of our work and experiences. He
has been sending us vignettes of the children
he treats for learning (and related) problems
and asks for our reactions to them. He also
raises various questions about, and makes
comments on, social and cultural aspects of
his work. We have been responding to his
vignettes and questions. He then responds
(more or less) to our response.

Dr. Fornari and I hope that the way in
which he and I deal with the cultural differ-
ences, which exist between us and Professor
Ping, may help the Fellows to deal more
effectively with the cultural differences which
they encounter in their daily work with
minority group patients. They may, also, we
hope, learn something from our diagnostic
and (analytically-toned) psychotherapeutic
discussions of the clinical data made available
by Professor Ping and ourselves.

Professor Ping is one of the very few
school psychologists in China. He has written
papers on children’s learning problems
which he has presented at meetings in other
countries. He has, on his own initiative, also
been promoting the use of psychological
assistance for children with learning and
related problems through the print and other
media. Psychotherapy, even in its simplest
forms, has yet to be accepted by the Chinese
public, especially when it involves children,
due to cultural and other influences. He has
been reading Freud and other psychoanalysts
on his own for some years! Freud and psy-
choanalysis are not exactly popular in China.
A few of the younger people in the field of
mental health, however, have been fascinated
by Freud and psychoanalysis in general and
reading the pertinent literature.

I have been sending Professor Ping
books, journals, papers and audio tapes
which I hope he can use. His education and
training, by our standards, seems to be
meager. He is essentially self-taught. I regard
him as a pioneer.  admire him. ¢



IRISH FAMILIES
UNDER STRESS

Michael Fitzgerald, M.D.

There is a myth that children and parents in
Ireland live in a harmonious rural society.
While Ireland might have experienced a “cul-
tural lag” in the past, there is no evidence for
this now.

I will briefly describe studies of 6,000
children and parents conducted in Ireland
over the past 20 years. Studies of children in
preschool in Dublin found rates of 17% with
behavior problems. Of those children with
behavior problems, 50% of their mothers
showed evidence of depression. While no
association was found between mothers
antenatal depression and behavior problems
of children, at four years, there was a clear
link between the mother being depressed
when the child was four years old and the
child having behavior problems. Children
who showed behavior problems experienced
low levels of warmth, acceptance and affec-
tion from their parents in their home and
lived in poor physical environments.

The largest study was of 2,029 ten year
olds, of whom 16% showed evidence of
behavior problems. The second state of this
study, looking at formal child and adult psy-
chiatric illness, found significant associa-
tions for both child and parental psychiatric
illness between mothers’ dissatisfaction with
housing; mothers’ dissatisfaction with her
role as a homemaker; mothers’ dissatisfac-
tion with family income; mothers’ dissatis-
faction with social contacts and leisure
activities as well as marital disharmony. It
emerged that 18% of the mothers could not
confide in their partners and 22% had
nobody in the world to confide in. It
appeared that it was those families who were
socially isolated who were most at risk of
adult and child psychiatric problems. In a
study of lone parents and their children, it
emerged that those parents who lived in the
home of maternal grandparents showed
lower psychological symptoms in both chil-
dren and parents while those who live alone
in apartments showed high levels.

A ten year followup of delinquent boys
found that 20% had substance use problems
and a recidivist rate of 92%. A study of chil-
dren referred to routine child psychiatric
outpatient treatment found that 50% had
speech and language problems. A study of
psychological stress in female adolescents
using the Child Behavior Checklist found
that 15% showed evidence of psychological

stress. A later study found an exactly equiva-
lent number of male and female adolescents
at age 14 showing psychological problems.
In latency age years, boys far exceeded
females in showing psychological problems.

In children attending a child psychi-
atric outpatients, 20% received a diagnosis of
depression. In a normal latency age school,
15% of the children thought life was not
worth living most of the time and 15% had
thought about killing themselves. There has
been a very rapid increase in suicide in
young people in Ireland.

A study of child care in Dublin found that
fathers undertook 20% while mothers under-
took 80%. Another study found that 36% of
children attending disadvantaged schools were
18 months behind in their reading.

Irish families live in an age of “calcula-
tors” where the “cash nexus” is supreme.
Irish society has entered a post Marxist age, a
post structural age, a post industrial age,
where the self is decentered and the text is
deconstructed. The families live in a very
similar environment to those in North
America with the exception of low rates of
homicide and gun-related crime. These date
are available in Irish Families Under Stress,
edited by M. Fitzgerald, Volume I, 1991;
Volume 1II, 1991; Volume III, 1991; Volume
IV, 1995; Volume V, 1996, and published by
the Eastern Health Board in Dublin. \¢

MEETINGS REPORTS

Editors’ Note:

Professional meetings (congresses, symposia,
workshops, efc.) have multiplied fo such a num-
ber that no one can attend or even know about
them. However, most of us would like fo partici-
pate or at least learn what has been discussed.
This column is open to such reports. Each of you
who participated to professional meetings, and
found it worthy to report, is invited fo describe in
our BULLETIN, not only the Congress itself but
also impressions, appreciations, remarks, efc.

These reports will give us a sense of the dif-
ferential interests over our professional world
and induce new trends and activities, and hope-
fully more communication between Child
Mental Health professionals over the world; that
is the main goal of this BULLETIN.

Reporting a Congress can be either very
easy or very hard. It can be a list of topics that
have been dealf with and events that occurred at
this specific meeting. That is important by itself
to present this event. It will be much harder but
much more teaching to extract the essence, the
specificity, the problematic of this particular
Symposium. Both models are welcomed here.

FirsT LADIES, WOMEN
LEADERS PLEDGE
UNPRECEDENTED EFFORTS
ON MENTAL HEALTH

Inaugural meeting at Pan American
Health Organization sets new initiatives

Washington, 28 September 1996

First Ladies, Ministers of Health, and mental
health experts from more than 20 countries
of the Americas today made an unprece-
dented pledge to support efforts to improve
the mental health of women and children
through programs “directed to foster, pro-
tect and restore mental health and well-
being.”

Convened by the Carter Center and the
World Federation for Mental Health, the
meeting of International Women Leaders
for Mental Health included First Ladies and
former First Ladies from Antigua and
Barbuda, Belize, Bolivia, Colombia, Costa
Rica, Mexico, Panama, Trinidad and Tobago,
and the United States of America. First Lady
Hillary Rodham Clinton met with the other
First Ladies and expressed her support at the
meeting, held at the Pan American Health
Organization in Washington.

“The Conference is an important first
step in raising awareness of the mental
health concerns and issues affecting women
today,” said former First Lady Rosalynn
Carter, Chairwoman of the Inter-national
Committee of Women Leaders.

Bolivian First Lady Ximena Iturralde
de Sanchez de Lozada noted that drugs,
alcohol, and family violence are causing
serious increases in mental health prob-
lems, adding: “Mental health must be iden-
tified with quality of life and must be dealt
with in the home, at work, in schools and on
the street, where people can either lose their
mental equilibrium or can learn to preserve
it and live in harmony with their social
groups and environment.”

Both developed and developing coun-
tries face an epidemic of psychosocial and
psychiatric disorders characterized by
increases in schizophrenia, demential,
depression, and alcohol dependence and
abuse. “The most visible symptom of all
these disorders is violence—homicide, sui-
cide, and domestic violence against women
and children. And while many behavior-
related problems are treatable, ignorance
and inaction exact a widely underestimated
social cost,” according to a summary of



world mental health problems presented at
the meeting.

In Latin America and the Caribbean,
some 17 million children suffer from psy-
chiatric disorders and need intervention.
“This is just the tip of the iceberg,” said Dr.
George A. O. Alleyne, Director of PAHO. We
hope that through meetings such as this we
can do more for the invisible majority who
remain unaccounted for and untreated.” &

A JOINT STATEMENT OF
INTERNATIONAL WOMEN
LEADERS FOR MENTAL HEALTH

We, First Ladies and Wives of Heads of State
or their designated personal representatives,
have convened at the Inter-national Meeting
of Women Leaders for Mental Health to
address concerns over mental health in the
Western Hemisphere.

We have taken note of the platforms for
action contained in the “Declaration of the
Rights of Mental Patients” of the United
Nations; the report presented to the United
Nations by Harvard University entitle,
“World Mental Health Report”; the initia-
tive, “Nations for Mental Health” coordi-
nated by the World Health Organi-zation;
and the strategic orientations of the
Programs on Mental Health and on Women,
Health and Development of the Pan
American Health Organization.

In order to initiate proactive steps
toward improving mental health and well-
being of the peoples of the Americas, we
pledge to:

e Firmly support existing national mental
health programs, work to forge a coordi-
nated effort in conjunction with ongoing
initiatives being implemented in other
social sectors, and promote at least one
activity in each of our countries that will
help to improve the mental health of citi-
Zens.

e Assist in the establishment of interna-
tional programs directed to foster, protect
and restore mental health and well-being.

e Assist nongovernmental organizations
and institutions involved in the fostering
and development of mental well-being.

¢ Support ongoing initiatives that raise
awareness of mental health issues in our
countries and across the Americas, and
promote the inclusion of mental health
as an item on the agenda at the Seventh
Conference of First Ladies and Wives of
Heads of State to be held in Panama in
1997.

¢ Call upon governments that have not yet
done so, to ratify the Inter-American
Convention for the Prevention, Punish-
ment and Eradication of Violence against
Women. To signatory countries, request
the implementation and enforcement of
this Convention.

e Support policies, programs and activities
that promote an integrated approach to
mental health which incorporates a
gender perspective.

e Call upon international organizations
responsible for technical and financial
support to assist efforts to enhance mental
health and well-being in the Western
Hemisphere.

Signed at the Headquarters of the Pan
American  Health  Organization in
Washington, D.C., on this twenty-eighth day
of September, Nineteen hundred and
Ninety-six. %

THIRD CONGRESS OF THE
INTERNATIONAL ASSOCIATION
oF BIOETHICS

San Francisco, 22-24 November 1996

Jocelyn Y. Hattab, M.D.

Concern for and interest in Ethics is not
new. All religions and philosophies preached
morality and a consideration of one to the
other: “Thous shalt love your fellow like
yourself.” Philosophers emphasized the
need for morality as a condition for social
relations and organization of the City. One
can ask himself, if so, why it took such a
long time to found Associations of Ethics
and BioEthics.

There are two major answers to this
question. The development of Sciences in
general and of Biology and Medicine specifi-
cally, confront scientists and everyone with
ethical dilemmas, if and how these discover-
ies can be used without any physical or psy-
chological harm to people. As a rule, Science
proceeds Ethics. Ethicists try to understand
the ethical consequences of scientific find-
ings after they are public domain, in many
occasions, after a long series of mistakes or
even catastrophes. This is the first reason for
establishing an International Association of
BioEthics and its Congresses — to be as
close as possible to developments in any
field relevant to human and societies’ well
being and prevent misuses and abuses.

The interest for Ethics in the last
decades arose from the human catastrophes
that we witnessed, mainly the Shoa, but also
in Armenia, Rwanda, Biafra, Vietnam,
Middle East, and the list is still long. Moral
is not yet an Evidence. Behaving ethically is
not new; what is new is thinking about it.
Ethics has been considered as evident. It is
not longer evident. When a value becomes
evident, it is not a value any more. Our mod-
ern history has questioned many evidences.
Is the Declaration of Human Rights still an
evidence after the Holocaust? Nationalisms
cause destruction and deportation of popu-
lations. It is evident that people want to live.
It seems today that it is most important for
many people to die somewhere than to live
anywhere. Well established and rooted sys-
tems like communism and socialism have
collapsed. It was an evidence that parents
love their children and for years, we refused
to admit child abuse. That is the second
explanation for this renewal of interest for
Ethics. Our societies and history have been
dangerously and harmfully hurt by their
confidence in human basic morality that
revealed itself as hypocrisy.

Bioethics acknowledges that human
beings, in their biological dimension, are
subjects of moral consideration, since their
birth-even before-till their death. Both a
spiritualistic approach where mind is the
man’s primum movens and only specificity,
and in the materialistic one where the main
psychic functions are brain interactions,
defend the basic human right to be
respected.

Nothing is evident in human mental
functioning. Nothing is evident for an ethi-
cal discussion. All evidences have to be
re-questioned. Ethics is always a question-
ing. Ethics is always a dilemma between two
values. When a dilemma is resolved, in a
given society, the solution becomes a Law.
Behaving according to a Law is not being
moral but obedient.

This third Congress of the IAB was
important for its multinationality, partici-
pants from all five continents, multidiscipli-
narity, medical doctors, researchers in all
fields of research, lawyers, ecologists, clergy,
anthropologists, educators, advocacy groups
leaders. All presentations and workshops
reflected this mosaic. The message is that
BioEthics crosses the frontiers between peo-
ple, nations, professions. It is the condition
for our societies to survive. Solving
BioEthics dilemmas is the duty of every
human being.

[llustrated are a few examples of the
richness of topics dealt with at this meeting.
We all agree with the request for informed



consent from the patient and/or his parents,
before any medical procedure. We do also
acknowledge and respect cultural different
values. What attitude should be adopted
concerning excision of pre-adolescent girls
or even circumcision of Jewish and Muslim
babies. Those are surgical procedures, not
for health purposes at all, harming and
destructive, at least the excision. To what
extent can we respect cultural practices
opposed to the well being of children? The
United Nations Declaration of Children’s
Rights can be the basis for discussion and
request from the countries that signed it
(120) to follow all its recommendations. Gay
and Lesbian perspectives on health care
raised the obligation for medical profession-
als, and specifically surgeons, to treat every-
one, even when at reasonable risk of
contamination. Managed care, service deliv-
ery, equality of opportunities for good care,
and welfare policy were addressed, not only
as a Sunday sermon, but considering basic
social trends and human weaknesses. It
seems that only education at schools and
training programs on Ethics for all profes-
sions, mainly medical, can at least reduce
the burden. IBA is in close collaboration
with the “Health for All” mission of WHO set
forth in its 1978 Declaration of Alam-Ata.

New techniques, transplantations,
umbilical cord blood procurement and its
banking, brain banks, embryonic cell trans-
plants for Alzheimer and Parkinson patients,
raised again the two basic dilemmas of defi-
nition of death and use of a human being’s
disadvantage for the profit of another fellow.
We discovered issues we never thought
about. This Congress stimulated our curios-
ity about: “Irresponsible Reproducers: Face,
Class and Dominant Hegemony of Poor
Women’s Reproduc-tion”; “Color and
Culture: Long Term Contraception”; “Do
Physicians Under-treat Pain?”; “Feminism,
Disability and Genetics”; “Choice Between
Two Vices: Ethical Dilemmas in China’s
Population Policy and Population
Planning”; “Reframing Conceptions of
Social Justice in Clinical Research on
Women”; “Transsexualism and Body
Transforma-tion”; “Justice in an Unjust
World” and much more.

We want to invite you to participate
more actively in BioEthics programs in your
own universities and hospitals, and to attend
the next International Congress in Tokyo in
November 1998.

We were invited to participate to the
Mental Health and BioEthics Panel. We dis-
cussed “Advance Directives in Research on
Mental Disorders: A Critique,” “Use of Brain
Banks for Research.” Two hundred seven-

teen cases of Electroshock Therapy with
Children and Adolescents have been pub-
lished. That means that much more have
been practiced. Were they necessary? Is it
ethical to electricize developing brains? The
other two papers were: “Why Psychiatric
Research  Subjects Require Added
Protections” and “Ought We to Sentence
People to Psychiatric Treatment?” Their
mental impairment and lack of adequate
protection puts these disabled persons at
greater risk of exploitation in experimental
research than other vulnerable groups. The
mentally ill, let us remember, were among
the first “undesirable” victims upon whom
the Nazi doctors experimented.

This Congress took place in the won-
derful city of San Francisco and was
directed, managed and headed by its
President, Professor Alexander Morgan
Capron. The president is now Professor
Daniel Wikler of the University of
Wisconsin. Professor Emilio Mordini from
Rome, Director of the Mental Health
Section at the International Association of
BioEthics, founded a section of BioEthics at
the World Psychiatric Association that will
work hand in hand with Judge Carmi’s sec-
tion of Law and Ethics. We took the respon-
sibility of organizing the Symposium on
BioEthics and Mental Health at the next
Tokyo IBA Congress and we will open the
pages of this BULLETIN for discussion on
BioEthics and Child & Adolescent
Psychiatry. We look eagerly toward your com-
ments, papers and letters to this BULLETIN.
I'would like to conclude this Congress report
with its main, official declaration.

MEDICAL ScIENCE UNDER
STATE CONTROL

On 21 November 1946, the twenty-three
defendants in the Docfors’ Trial were
arraigned before the Nuremberg military
tribunal. All entered please of “not guilty,”
but over the next eight months, sufficient
testimony and documentary evidence were
introduced to lead to the conviction of fif-
teen defendants (not all of them physicians)
of war crimes and crimes against humanity
for having performed unethical medical
experiments on concentration camp
inmates and prisoners-of-war. In the course
of rendering judgment on August 20, 1947,
the court articulated the ten principles of
permissible medical experimentation that
became known as The Nuremberg Code.
The fiftieth anniversary of this historic
trial not only provides an opportunity for
solemn commemoration of the victims of

the Nazi doctors but for careful reexamina-
tion of the Code that stands as a memorial to
their suffering, It also offers an opportunity
to place the judgment at Nuremberg into
the context of other experimentation carried
out in other countries. What lessons can be
learned from comparing the German exper-
iments with what was done in the United
States during World War II (but not acknowl-
edged by American experts in Nuremberg)
or since then (in the radiation experiments),
or with the experiments carried out by the
Japanese military in China and Manchuria
during the war, for which the Allies never
brought them to account? Is research per-
formed under official auspices more likely to
raise ethical problems? Beyond human
experimentation, what is the legacy of the
Nazi regime for bioethics regarding eugen-
ics and euthanasia?

How' adequate have the Nurembery
Code and other attempts to state interna-
tional standards, such as the repeatedly
revised Declaration of Helsinki, proven to be
in avoiding further instances of unethical
experimentation? Was it naive to think that
American judges reviewing atrocities of a
conquered foe could develop a universal
code for medical research, applicable around
the world? Likewise, are organizations of
scientists and physicians (such as the World
Medical Association or the Council for
International Organizations of Medical
Sciences) appropriate bodies to formulate
generally applicable standards? And what
should health practitioners and researchers
do when they find that unethical experi-
ments or genetic research have provided
results that would be useful in their own
current work? \¢
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ProJecT “To LIVE
TOGETHER”: AN EFFORT AT
BuiLbiNng PEACE INTO IMIINDS

Geneva Foundation fo Protect Health in War,
and Geneva University Multi-Faculty Program
for Humanitarian Action (supported by Marcel
Mérieux Foundation)

Annecy, France and Geneva, Switzerland
January 26—February 2, 1997

This workshop brought together 30 Israeli
and Palestinian educators, physicians, psy-
chologists and sociologists, as well as a
dozen Swiss researchers. One half of the
participants belonged to the academic field
(four Palestinian and four Israeli universi-
ties), while the other was composed of
school teachers, health and social workers,
and representatives of governmental or non-
governmental organizations.

The objectives of the meeting were
defined as follows:

1. Review the relevant regional
experience in the field of education towards
tolerance, understanding, coexistence and
peace between Palestinians and Israelis.

2. Enhance confidence-building
between groups and individuals and
encourage their efforts at becoming
partners in collaborative projects.

3. Invite participants to design several
action-research projects based on the
lessons drawn from the review of the field
and the perceived needs for the future.

As an opening to the scientific ses-
sions, Dr. Ephraim Sneh, member of the
Knesset and former Minister of Health, and
Mr. Jamal Al-Shobaki, member of the
Palestinian Legislative Council, discussed
the psycho-political perspective of the
Israeli-Palestinian conflict.

Over the week-long workshop, all
three objectives were largely met. The pro-
motion by some groups of tolerance and
reconciliation through educational activi-
ties, whether by organizing youth encoun-
ters, training of teaching staff, direct
teaching of children, coeducation, or trans-
forming school curricula, bears witness to
an admirable motivation. It seems, however,
that in most of these initiatives, efforts have
been mostly focused on adolescents and
adults, and much less on children at pri-
mary school or kindergarten level and that,
in most projects, there was no element of
scientific evaluation. Thus, the results of
such efforts remain unknown or uncertain,
whether in terms of changes in attitudes and

behavior, or in terms of their impact on
mental and social health.

In an outstanding spirit of partner-
ship, the outlines of several joint research-
action projects were discussed and will be
worked out in greater detail to be later for-
mally submitted to the Geneva Foundation
and Geneva University. It is hoped that
modalities for financial and academic sup-
port will be found for the most promising of
these projects. \&

For more information, contact the Geneva

Foundation, 6 route de Ferney, 1202 Geneva,

Switzerland.

Tel: (+4122) 733-7400

Fax: (+4122) 733-7412

email:
<daniel.halperin@medecine.unige.ch>.

CHILD AND ADOLESCENT
PSYCHIATRY PROGRAM IN
FRANCE: A LATIN AMERICAN
PoINT OF ViEw

German Casas-Nieto, M.D.

One of the most important goals of the gov-
ernments and international community in
the recent years is the child’s health. The
Latin Countries have been worried about the
statistics of pediatric’s morbidity and mortal-
ity and work a lot to reduce this reality.
Colombia, a Latin American Country located
in the north of South America, is an example
of how in one country at the same time are
very difficult situations for children and a big
effort of institutions who work to help.

Colombia is a country of 28 million
people, half of them less than 25 years old.
That means Colombia is a young nation. The
principal cause of death is violent death and
almost 50% of these deaths are children and
adolescents. @ In spite of knowledge of polit-
ical problems and terrorism, there is some-
thing that almost nobody knows about the
real causes of death in Colombia which has
been caused by psychological phenomenons,
especially for children and adolescents. For
example, a recent study found that 60% of
dead people have been drunk before their
death and the same study found also that
65% of teenagers called “violent” started to
drink since they were 15 years old. ® In 1993,
only in Bogota, the capital, 110 institutions
worked for children and adolescents in hard
situations. In spite of all that, the problems
are not over; they are increasing.®” How can
we stay calm in this kind of situation?

This is the first reason that a Colombian
psychiatrist goes out of his country to study
the specialization of child and adolescent
psychiatry and choose for his goals to learn
another language and another culture, and
come to France to start the specialization
program offered by the Department of Child
and Adolescent Psychiatry of Medical
School in Paris (Bicetre) whose manager is
Professor Pierre Ferrari.

For a psychiatrist with this motivation,
this French program has great characteris-
tics: First is access to theoretical under-
standing of child psychiatry. This is a special
place where there is training in the psycho-
therapeutic treatment as well as the interdis-
ciplinary work both in terms of prevention
and intervention. It also provides a basic
training in General Pediatrics in the Paris
Medical School of Pediatrics. This program is
certainly eclectic. It gives the student an
opportunity to choose what he thinks is the
most important for his own formation.

This program teaches approaches to
biological, neurological and psychodynamic
issues. The sociological and anthropological
theories are also taught and a consultation-—
liaison psychiatry has an important place.
The hospital practice where I worked in
France was in the Interdepartmental Public
Hospital. “Fondation Valee” is very important
to me. This hospital is an example of how
child psychiatry developed in the last century.

The work of the French Team is the big
factor of this program: I learned an interest-
ing and new system of classification of
Mental Troubles of Children and Adolescents
which is to me very useful for my country
where we have a lot of problems of classifica-
tion and diagnosis. The CFTMEA (Classifica-
tion Francaise des Troubles Mentaux de
IEnfant et I'Adolescent)® considers differ-
ences in pathologies.

In France there is an important focus
on Child and Adolescent Psychiatry for the
medical community, pediatrics, medias, and
the Government.

To study in Paris is an appointment
with history: Here Pinel freed psychiatric
patients. Freud was there to discover
Hysteria. In Paris, too, Heuyer, Lebovici and
Bourneville established for the first time
Child Psychiatry. Now it is still here where
someone can find a lot to learn. \&
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OTHER CONFERENCES

September 1997
Standing Conference on Epistemology
in the Newsletter, IPA

September 20, 1997
One-Day Conference, Ann Freud
Centre, University College, London
Violence and Sexuality in Borderline
Young Men

October 11-12, 1997
10th EPF Colloquium on Child and
Adolescent Analysis, Milano

November 1, 1997
One-Day Conference, University
College London, London
How Far is Empirical Research
Relevant to Psychoanalytic Theory
and Practice? The Example of
Research on Infancy

November 29-30, 1997
EPF Training Colloquium, Italian PA
Association, Rome
Transmission of Psychoanalysis in the
Present Day

March 6-8, 1998
Sandor Ferenczi International
Conference, Madrid

April 3-5, 1998
Change: Psychoanalytic Perspectives,
IPA, Cape Town

April 15-20, 1998
At the Threshold of the Millennium,
Lima

August 24-28, 1998
The Future of a Disillusion
La Sapiniere (by Montreal) (in French)

EDUCATI ONAL
COHTRIBUTI ONS

: AND

A DVERTISEMENTS

The TACAPAP Bulletin wishes to
receive contributions for educa-
tional support for publication of the
Bulletin in 1997. This will enable us
to widely distribute the Bulletin and
to maintain significant news and
articles of interest to our readership.

The IACAPAP Bulletin is also seek-
ing to include advertisements from
groups and organizations that wish
to disseminate information about
their products and services that are
relevant to educating child and
adolescent psychiatrists and allied
professions and that will serve to
benefit the mental health of children,
adolescents and their families.

For further information about
contributions and advertisements,
please contact:

Cynthia R. Pfeffer, M.D.

New York Hospital-Westchester
Cornell Medical Center

21 Bloomingdale Road
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Tel: 914-997-5849

Fax: 914-997-5958
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