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before crystallization occurs and the final crystal is formed. We may
usefully describe it as a state of suspension in the young between what
they have been and what they are to become. We use the word 'brittle'
in medicine when we talk about 'brittle diabetics', people who are in control
one moment and who may be out of control the next. There are adolescents
of this sort and this rapid alteration between stability and instability
is characteristic of many 'problem' adolescents.

The psychiatric approach-Drug addiction

Dr W. Warren, M.A., M.D., M.R.C.P., D.P.M. (Bethlem Royal Hospital and The Maudsley
Hospital, London)

J AM a psychiatrist dealing with individual adolescents; this is a main concern of
mine even though they are difficult and puzzling at times. I want to start with a

word of warning, because if we are talking about their problems we may get the whole
matter out of proportion and end up, as do a lot of other people, running down the
young, whereas I wish to defend them.

Firstly, there are some psychiatric concomitants of physical development, for
instance the boy or girl of 16 who is immature, but competing with more physically
mature but perhaps younger colleagues, and of the anxiety and stress this may cause.
Very tall or short adolescents can also experience anxiety because they feel different,
and at this age again the miseries of acne vulgaris can arise. There is another physical
phenomenon which is seldom realized; that of lack of energy due to rapid growth.
Thus, a boy of 15, growing fast, starts spending his whole time lying on the floor and
listening to the record player while eating sweets, while his father tries to get him out
of doors to take healthy exercise. His school reports fall off in regard to his work, but
when his rapid growth has slowed down, his energies return and he goes ahead normally.

I would remind you too that adolescents with psychiatric problems referred to
consultants may be found to have physical disease which should not be missed; for
example, iron deficiency anaemia. I have seen two cases of myasthenia gravis in what
appeared to be depressed, inadequate youngsters. Tuberculosis is sometimes missed,
and a rare condition is a postventricular tumour leading to morning headache and
vomiting; this stops the youngster from going to school but seems to clear by 11 o'clock
when it's too late to go. It is not surprising that this behaviour is sometimes misjudged.

All adolescents whatever their background have the particular psychological
characteristics of their age group. They think and feel as adolescents do. For instance,
they are trying to achieve independence from the family and they may get a bit rebellious.
At the same time, they are idealistic and are apt to day-dream. Their sexual inclinations
can be important and sometimes lead to problems. They want at one moment to be
grown up and at another to remain childish, so that they are typically indecisive in their
attitudes. Most of this is normal but these phenomena can veer into the abnormal.
The adolescent who rebels too hard and too far may be brought to the doctor, and
careful clinical judgement may be necessary to decide whether some unusual sexual
misbehaviour is a temporary upset or something more serious; perhaps the unfolding
of some perversion. It is not always easy to make up one's mind. Young people's



ways of thinking are difficult for adults to understand; but the more one works with
youngsters and learns to penetrate their ways of thinking the easier their handling
becomes. This is a matter of clinical practice-I do not try to be adolescent myself, but
to be my natural self in talking with them. For years they may have regarded me as a
sort of uncle. I tried to avoid being a father. Now I am regarded as a sort of grand-
father and I am quite content to be that and to make my relationship with them on
those terms. I do need to realize intuitively what they are thinking, because they so
often cannot express themselves and need help to bring out their thoughts.

All adolescents have their own cultural background. There is the world of differ-
ence between the working boy growing up in East London and the youngster being
educated in one of our public schools. They are different people both in their thinking
and in their behaviour, as naturally they reflect their backgrounds. I am sorry that
adolescents often get so much publicity through the press or through other channels,
and it would be wiser to ignore them. I am not sorry that they have more money than
they used to have, nor am I sorry that they are more mobile and get further afield.
All this, however, helps to build up an adolescent 'cult' which leads others to follow
it, and so they are influenced and not always to their good. However, adolescent
patients that come to see me are usually unremarkable; a few of them have long hair;
most are ordinary looking schoolboys and schoolgirls, or working boys and working
girls. The trouble makers we hear so much about are in the minority, but they make the
headlines.

Adolescent disorders are not unique
Psychiatric disturbances or illnesses in adolescence are not unique, they cover

most known to psychiatry, and I cannot here cover them all. Adolescence itself can
be an intrinsic factor in some disturbances or in a more serious breakdown, but if we
look we often find a history of disturbance earlier on. Thus, he may have been difficult
as a toddler, settled down during the latency period, the golden years between 5 and
11, and then show disturbance again around puberty. Adolescents have to meet a
number of stresses at this time, and stemming not only from puberty; they move from
primary to secondary school, from school to work, or if they stay on at school, they have
examinations to take, and so on. However, one must not exaggerate these stresses, for we
all have our stresses at every age.

One sees, on the one hand, in disturbed adolescents symptoms similar to those seen
in younger children; some still bed-wet or occasionally even have encopresis; they lose
their tempers like young children, but are now more formidable; some of the stealing
they sometimes do is very childish in kind, and so on. On the other hand, there are more
adult types of illness. For instance, adult-type schizophrenia has to be considered in
terms of adult psychiatry. Anorexia nervosa is sometimes seen in young girls perhaps
more commonly than in older women. Obsessional neurosis is another classical
psychiatric illness which can occur around puberty. There are many other examples.
Thus, they present with childish symptoms and adult symptoms, but also with some
crisis or other, typical of the adolescent. Even in the last case, previous history may be
revealing; most psychiatric illnesses or disturbed behaviour have not appeared out of the
blue, and there is often a previous history of some disturbance to be found, and so the
patient's earlier childhood and his background have to be explored. Every adolescent
has a certain heredity which could be important; he may come from a stable family,
or there may have been a family history of such things as alcoholism, psychosis, or other
forms of psychiatric ill-health. His constitution and physique are important; he may
have some physical illness or handicap or have had something of the sort relevant in the
past. Examination of records of adolescent patients showed a higher proportion of
physical ill-health in their backgrounds than in the average population. The level of
intelligence of the patient is important, and in adolescents as in all of us it varies from
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the grossly defective to the very brilliant. It is not too uncommon in my experience
for an adolescent to be referred for abnormal behaviour, and to find that no one had
spotted that this youngster is educationally subnormal and very backward. He or she
has somehow grown up through the school system, but once it is realized that the child
is stupid and indeed cannot cope, his behaviour becomes better explained.

Not infrequently we meet adolescents who get into difficulties having reached
secondary school or when they first go to work. I have in mind particularly the child
who has just scraped into grammar school, perhaps on a second attempt at what was
the 11 plus or with a 'governor's' place, who is plainly not up to it and cannot cope.
He or she fails not only because of an insufficiently high level of intelligence but because
of a personality that is inadequate for the demands there. There are occasionally
adolescents who have suffered brain damage early on and again this is apt to be missed.
They may have a history of a difficult birth or some relevant illness, and such a possibility
should be kept in mind. However, apart from all these the patient's environment and
the upbringing he or she has had, his parents and his family in general must be looked
at. It is in this field that most causes of breakdown or abnormal behaviour in adolescence
are found.

Psychotic illness
These form the minority of psychiatric illnesses to be seen in adolescents. I only

give two examples. A possible diagnosis of schizophrenia has to be kept in mind when
dealing with these patients, for the incidence of schizophrenia begins to rise at puberty,
although it steepens further in the twenties. It is a serious illness and it is not always easy
to diagnose; in my experience it is apt to be diagnosed too easily. A doctor, or a
psychiatrist, puzzled by an adolescent's obtuse behaviour begins to ask himself if perhaps
he has schizophrenia? The adolescent can be very suggestible. Thus when interviewed he
fails to talk and sits looking uncomfortable and withdrawn; when questioned his replies
seem incoherent and suggest that his thought is disordered and so not consequential;
when further questioned he may give an embarrassed smile as if he has got something
peculiar and inappropriate in his emotional attitudes. Suspicious, he is asked directly
if he hears voices, and he, having no idea what you mean and wishing to avoid looking
foolish, says "yes", and so a false picture of schizophrenia builds up. On a number of
occasions I have had patients referred because of this diagnosis, based on such a difficult
interview. On the other hand, it is much less common for this diagnosis to have been
missed. It may happen because schizophrenia can develop insidiously and then it may
take weeks or months of observation before a firm diagnosis can be made.

Manic-depressive psychosis can occur in adolescents; the diagnosis may be easy
enough if the adolescent goes into mania, but less easy if the patient shows only recurrent
depression. Such depression, of psychotic intensity, can occur in quite young boys or
girls. For instance, a girl's mood may vary markedly in relation to her menstrual cycle.
Thus she appears normal for a week or two; then she has a 'period' and becomes quite
markedly depressed for a few days, and this followed perhaps by a few days of excited
behaviour before returning to her normal self. This cycle then recurs over the months.

Neurotic and behaviour disorders
Apart from certain classical neurotic illnesses, such as anorexia nervosa or obses-

sional neurosis already mentioned, these are apt to present a mixed picture. On the
one hand, there are problems of purely neurotic or nervous behaviour and, on the other
hand, of delinquent antisocial behaviour. Many problems lie between these extremes.
A common example of a purely neurotic problem is the timid, phobic youngster who is
afraid to go out of the house and clings to the parent; he can not go to school, and he
appears nervous, anxious and miserable. Again, such a child under stress can begin to
touch things obsessionally or wash his hands excessively; in this age group particularly
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he may make his mother and father do these things and so involve the whole family
in what now becomes a very difficult family situation. A varying degree of depression
is commonly found in adolescents, and this may not be realized as it tends to be more
labile than in adults. Adolescents do sometimes make a serious suicidal attempt, but
more often they make suicidal gestures to draw attention to their plight. One has to
take these seriously, because serious consequences can result.

Many delinquent boys or girls end up in court, and are not necessarily brought
to the doctor. Those that do come our way may show psychiatric disturbance, or
their misbehaviour may be accounted for by psychiatric factors. It is our function to
diagnose these and do something about it. However, social and moral factors are more
often important in leading to antisocial behaviour, and such youngsters then need
help from other agents. Nevertheless, we are sometimes asked to treat psychiatrically,
youngsters with psychiatric complaints, who are stealing or being promiscuous. We
can deal with many of them, but they sometimes present difficult problems of disposal.
Will they co-operate in treatment, or should control and training take precedence?

Some adolescents can be markedly unstable in their behaviour, not only showing
neurotic symptoms, depression, perhaps aggression, or making suicidal gestures, but
they are also delinquent. Such markedly unstable and impulsive behaviour can be
labelled 'psychopathic'. Most of these disturbed youngsters settle down as they get
older, and I would deprecate diagnosing 'psychopathic personality' in this age group.
Should such behaviour continue into the fwenties or later psychopathy may be the right
label, but an adolescent's personality is still developing and with increasing age they
may settle down. Finally, it is important to make an adequate investigation of any
psychiatrically disturbed youngster, taking everything into account. If we assess an
adolescent from too narrow a viewpoint we are apt to miss some important factor.

Parents versus adolescents
Treatment plans for adolescents with psychiatric disorders should- be broadly

based, and the general practitioner is in a good position to help some of these youngsters
if he has the time. Here are a few points. Some adolescents are found to be up against
their parents, and family disturbances and quarrelling can lead to difficulties in treatment.
In these circumstances a youngster may be brought to the doctor by his parents against
his will, or without knowing why. I find it useful in psychiatric practice to see the
patient first rather than the parents, and try and put him at his ease. I then take the
history from the parents. Throughout I try to remain a neutral supporting figure, taking
sides neither with the parents nor the patient. Some adolescents have great difficulty
in expressing themselves; they become hostile to the doctor and then fail to co-operate.
Adolescent patients under stress are more likely to 'act out' than are adult patients who
can control themselves better; an adolescent is more apt to go out and break something
or run away from home. A psychiatrist is fortunate in having help usually from a social
worker or other staff, and it is useful to divide up the management of the parents and of the
patient between two people working in close partnership. It is difficult to deal with both
sides in a quarrel and appear impartial. Sometimes it is difficult for doctors and
psychiatrists to manage and treat adolescents successfully unless they can call on the
help of, and work with, other social agents who may be already involved. These include
teachers, probation officers, children's officers, hostel wardens, juvenile employment
officers and so on. This is social medicine; it does not mean that medical confidence
with the family is broken, as one does not pass on information without the family's
agreement.

Nearly everywhere there is as yet inadequate psychiatric provision for the treatment
of the adolescent. Older adolescents do not take to a child guidance clinic, although
younger adolescents are often adequately managed there. Adult outpatient clinics may
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not have the facilities to manage them, so there is a need for special clinics for adolescents,
and they are rarely to be found. Lack of special inpatient wards means that adolescents
have to be admitted to the adult wards of psychiatric hospitals. Special inpatient
units for adolescents are slowly coming into being; they are a most valuable asset, but
there is often lack of understanding of their purpose, or rather of what they can do. It
is commonly thought that any youngsters requiring inpatient treatment between the age
of 10 and 20 can be admitted there, but this cannot work out in practice. There is much
difference between the needs of a child of 13 and a young man of 19 and the two need a
different kind of regime in hospital. Most units concentrate on taking younger adoles-
cents, from 12 to 16 years old; the older ones tend still to go into adult wards. One
adolescent unit in Scotland is to concentrate on the 15 to 21-year-old group. The regime
there will be different, with the accent on rehabilitation and the working world rather. than
the 'boarding-school' atmosphere of those units dealing with younger adolescents.
Then there is the problem of mixing antisocial adolescents with neurotic and often
timid adolescents who are not antisocial; it is not sensible to mix the two together and
so separate facilities are needed. Finally, there is the question of training and re-
education of an antisocial adolescent, as opposed to psychiatric treatment. We as
doctors or psychiatrists give treatment to our patients, including those who are anti-
social; we cannot undertake education and training; these need a different kind of
regime, which can hardly happen in a hospital.

Drug addiction
This country is worried about the increasing problem of drug addiction among the

young, as are many other countries. The press publicity which this topic has received
is perhaps unfortunate; it might have been better to have left it alone. The hard facts
are that the Home Office figures for known heroin and cocaine addiction among the
young have taken quick steps upwards in the last 5 to 6 years. This is not due to illegal
importation of hard drugs; it is probably due to over-prescribing by a small number of
doctors who have been treating heroin addicts. These addicts can then sell their surplus
on the black market. The problem here is not as bad as in the U.S.A., but the Ministry
of Health has felt that if something is not done about it, the numbers addicted will
continue to rise and create a much more serious problem. Certain centres are coming
into being to cope with addicts, and are taking over the problems of treatment. The
problem of addiction to heroin has mainly affected people in their twenties or older,
but it is now affecting those in their teens.

Another problem has been the drug amphetamine. There appears to have grown
up a cult among the young which has been increasing for some years, and which is
concerned with the taking of amphetamine, 'purple hearts', which are amphetamine
plus a barbiturate, lately L.S.D. and marijuana. I do not fully understand why so many
youngsters have become so interested in these things. For instance, we have come
across young patients who go off on a Friday and take large quantities of amphetamine
over the weekend to have a sort of orgy; they become perhaps unfit to go to work on the
Monday, but they pack it up for the rest of the week and start again on Friday. Apart
from the dangers of amphetamine psychosis, this has led to very undesirable behaviour;
tney do not seem to get addicted in the same way as with heroin but they can get dependent
on it.

We are still comparatively ignorant about the possible ill effects of marijuana and
research is needed. There has been some pleading of late by some people, who feel
that it is comparatively harmless and should be permitted. One has to keep in mind that
marijuana was a serious problem in Egypt, and that we are among those states which
have agreed to ban it. We cannot import marijuana without going back to these other
states and so getting international approval. We are, therefore, obliged to ban it and
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it seems wrong to me to try to alter the law before we understand better its effects. Many
adolescents try soft drugs experimentally and then drop them. The danger is for the
weaker inadequate youngsters who become drug dependent; and for those playing
around with amphetamine and marijuana there is the heroin 'pusher' in the background
who will try and get them addicted to heroin for his own purposes.

Discussion

Chairman: You didn't say much about prognosis. What are the results of psycho-
therapy in emotional disorders of the adolescent?

Dr Warren: Time is on our side. Adolescents with emotional problems tend to
settle down and improve as they grow older. How many of them will become adequate
citizens; effective in their work, leisure, marriage and as future parents is another
matter. Some of them remain somewhat inadequate. There has been little research
on the effects of treatment, but, from some follow-up studies, one can say that in general
neurotic adolescents do better than do older patients, except for those with certain well
known neuroses which have their own prognosis. The mixed-up kids who are neurotic
but also behave badly tend to settle down. A minority develop more obvious neurotic
illness in adult life or they become more antisocial.

Treatment does not imply only psychotherapy but also environmental manipulation;
handling problems as they come up, dealing with the parents, supporting the patient and
perhaps playing for time with the help of other social agencies. For example, some
adolescents can be placed in boarding school, or later in hostels with work of a suitable
kind. Again, chemotherapy plays a role in treatment. It is easier to run an adolescent
unit in a hospital than it used to be 15 years ago, now that we have the tranquillizers and
anti-depressants; they help and there is less disturbed behaviour than there used to be.
As a temporary measure, and as a means to overcome a crisis, drugs have an important
place if they are wisely used.

Question: Dr Warren has mentioned the school children who are having trouble
keeping up with their contemporaries because they are not quite as intelligent. Would
he like to comment on the children who are slightly more intelligent than their con-
temporaries and who are being held back and running into emotional difficulties because
of this, owing to their being bored and finding work too uninteresting? I am thinking
particularly of grammar-school children, 15 to 'A' level.

Dr Warren: I find this problem with more intelligent children more commonly
among those who are younger than among adolescents. Some in primary school feel
'held up'. I do not often meet it at the secondary-school stage, although it can happen and
there is then something to be said for the comprehensive school. Thus an intelligent
youngster who unfortunately failed the 11-plus, can then land himself in a secondary
modern school; he is too bright and becomes bored and should be transferred. I have
not met the problem of a grammar-school child who is bored, and I don't know if you
have met it, but if so could we hear about it?

Question: A particular child passed into a secondary modern school and I think
was unlucky because the rest of the class were not interested in the work. You said
that one cannot easily mix the vicar's and the doctor's daughter with youngsters from


