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EXAM 2 – CHAPTERS 5, 6, 7, 10, 12

Chapter 5 – Somatoform and Dissociative Disorders
Intro

· Somatoform Disorders: “soma” means body, and the problems that preoccupy these people seem to initially be physical disorders.  However, there is usually no identifiable medical condition causing the physical complaints.  

· In other words, the pathological concerns of the individual are with the appearance or functioning of their bodies, however there is usually a lack of any identifiable medical concern/reason.  

· Dissociative experiences or dissociation: mild sensations that most people experience occasionally, such as slight alterations or detachments in consciousness or identity

· Dissociative Disorders: disorders in which individuals feel detached from themselves or their surroundings, and reality, experience, and identity may disintegrate

· Ex: They may lose their identity, assume a new one, ... lose their memory or sense of reality and are unable to function.  

· Historically somatoform and dissociative disorders were strongly linked and used to be categorized under one general heading called “hysterical neurosis” and were thought to occur primarily in women.  

Somatoform Disorders

· There are 5 basic somatoform disorders

· Hypochondriasis, somatisation disorder, conversion disorder, pain disorder, and body dysmorphic disorder (each are described below)

· In each of these disorders, individuals are pathologically concerned with the appearance or functioning of their bodies

Hypochondriasis

· Historically to the Greeks, “hypochondria” was the region below the ribs, and the organs in this region affected our mental state
· Hypochondriasis: severe anxiety is focused on the possibility of having a serious disease.  
· The threat of disease seems so real to the individual that reassurance from doctors does not seem to help 
· Case study – Kristen: 42 yr old married mother, who presented with a persistent fear of breast cancer.  The onset of her disorder occurred after a close female relative developed breast cancer and had a mastectomy.  Kristen began visiting her doctor several times a month for breast examinations, in the fear that a lump had developed since the last visit.  Her concerns began interrupting her social/work life.  
· Disorder criteria summary - hypochondriasis
· Preoccupation with fears of having a serious disease
· Preoccupation persists despite appropriate medical reassurance
· Preoccupation is not of delusional intensity and is not restricted to the concern over physical appearance
· Clinically significant distress or impairments because of preoccupation
· Duration of at least 6 months
Clinical description

· Hypochondriasis shares many features with anxiety and mood disorders, particularly panic disorder
· Including similar age of onset, personality characteristics, etc
· This disorder is characterizes by anxiety or fear that one has a serious disease
· Individual is preoccupied with bodily symptoms, misinterpreting them as indicative of illness or disease
· Some individuals focus on “normal bodily functions” (heart rate or perspiration) others focus on “minor physical abnormalities” (cough or itch)
· Reassurances from numerous doctors that the individual is healthy, have only a short-term effect, and often worries and anxiety return within days or even hours.
· Key distinction/differentiation to remember:
· Individuals who have a marked fear of ‘developing’ a disease are classified as having an illness phobia 
· Individuals who mistakenly believe they ‘have’ a disease are diagnosed with hypochondriasis
· Individuals with high disease conviction are more likely to misinterpret physical symptoms and display higher rates of checking behaviours – core feature of hypochondriasis.  
· Hypochondriasis focuses on a long-term process of illness and disease 
Statistics

· Although historically considered one of the ‘hysterical’ disorders unique to women, the sex ratio is actually 50:50 (equal between men and women)
· Hypochondriasis is spread fairly evenly across various phases of adulthood, and can emerge at any time in life.  
· Peak age periods are found in adolescents, middle age (40-50’s) and after 60
· There are some culture specific syndromes that appear similar to hypochondriasis
· Koro – the belief and serve anxiety/panic that the genitals are retracting into the abdomen.  Most victims of this disorder are Chinese males.  
· Dhat – prevalent in India, and is the anxious concern about losing semen; associated with physical symptoms such as dizziness, weakness and fatigue
· Hot sensations in the head or a sensation of something crawling in the head is specific to African patients.
Causes

· Faulty interpretations of physical signs and sensations
· Hypochondriasis is basically a disorder of cognition and perception with strong emotional contributions
· Individuals tend to show enhanced perceptual sensitivity to illness cues, they also tend to interpret ambiguous stimuli as threatening
· Individuals with hypochondriasis take a “better safe than sorry” approach to dealing with minor physical symptoms, by getting their symptoms checked out often
· Hypochondriasis runs in families, suggesting a possible genetic contribution
· Others suggest that individuals who develop hypochondriasis have “learned” from family members to focus their anxiety on specific physical conditions and illness
· Ex: learning experiences that involved being rewarded by parents when the child expressed bodily complaints (being allowed to miss school)
· Seems to develop in the context of stressful life events
Treatment

· Cognitive behavioural therapy is most effective 
· Treatment focused on identifying and challenging illness-related misinterpretations of physical sensations
· Patients are also coached to seek less reassurance regarding their concerns
· Preliminary evidence exists of the effectiveness of antidepressant medications, especially the selective serotonin reuptake inhibitors
Somatization Disorder

· Somatization disorder: involves an extreme and long-lasting focus on multiple physical symptoms for which there is no medical cause/evidence for.
· Disorder used to be called “Briquet’s syndrome”, after a French physician who described patients who came to see him with an endless list of somatic complaints for which he could find no medical basis for. 
· Case Study – Linda: women in her 30’s, felt she had any one of a number of chronic infections that nobody could properly diagnose; she also believed she was picking up disease she was learning about in medical school; and had unexplained paralysis in her legs for a short period of time
· Disorder Criteria Summary – Somatization Disorder
· History of many physical complaints beginning before the age of 30, that occur over the years and result in treatment being sought or significant impairment in important areas of functioning
· Physical complaints cannot be fully explained by a known general medical condition or the effects of a substance, or physical complaints are in excess of what they are expected to be
· Complaints or impairment are not intentionally produced
· Having each of the following: 4 pain symptoms, 2 gastrointestinal symptoms (ex: nausea, bloating, diarrhea), 1 sexual symptoms (ex; excessive menstrual bleeding),or 1 pseudoneurologic symptom (ex: double vision, impaired coordination) 
Clinical Description

· People with somatisation disorder do not feel the urgency to take action but continually feel weak and ill, and they avoid certain things (like exercising) because they think it will make them worse
· Compared to hypochondriacs who often take immediate action upon noticing a symptom
· Their entire life tends to revolve around their symptoms, interrupting their daily routines, and interactions
Statistics

· Somatisation disorder is rare
· DSM-IV requires 8 symptoms, (states in the disorder summary)
· Disorder occurs on a continuum
· Undifferentiated somatoform disorder: is simply a somatisation disorder, but with fewer symptoms than 8, usually between 4-6
· They still experience significant distress and impairment of functioning
· Typical age of onset is adolescents
· Studies have shown that individuals with this disorder tend to be women, who are unmarried, and from lower socioeconomic groups
Causes

· Causes share some similar features to that of hypochondriasis
· History of family illness or injury during childhood
· More sensitive to physical sensations or over-attend to them
· Somatization disorder is strongly linked to family and genetic studies to antisocial personality disorders (ASPD)
· Some support suggest that somatization disorder and ASPD share a neurobiologically based disinhibation syndrome characterized by impulsive behaviour
· Key differences is that ASPD typically occurs in males, whereas somatization disorder occurs more in females
· Social and cultural factors also exert a strong effect, such as how the two genders are differently socialized, and their degree of dependence
Treatment

· No treatments have developed with proven effectiveness

· However, treatments typically concentrate on providing reassurance, reducing stress, and reducing the frequency of help-seeking behaviours

· Sometimes a “gatekeeper” physician is assigned – they screen all physical complaints, and authorize when the patient should see a doctor

Conversion Disorder

· Popularized by Freud, who believed the anxiety resulting from unconscious conflicts somehow was “converted” into physical symptoms to find expressions

· Allowed people to discharge anxiety without actually experiencing it

· Essentially he believed that unconscious conflicts might be “displaced” onto another object

Clinical Description

· Conversion Disorder: generally have to do with physical malfunctioning, such as paralysis, blindness, or difficulty speaking (aphonia), without any physical or organic pathology to account for the malfunctioning.  

· Most conversion symptoms suggest that some kind of neurological disease is affecting sensory-motor symptoms. 

· Disorder Criteria Summary – Conversion Disorder

· One or more conditions affecting voluntary motor or sensory function that suggests a neurological or general medical condition

· Psychological factors are judged to be associated with the condition because of preceding conflicts or other stressors

· Condition cannot otherwise be explained by a general medical condition, effects of a substance, or as a culturally sanctioned behaviour or experience

· Clinically significant distress or impairment caused by condition

· Some symptoms may include, paralysis, weakness in the limbs, or the loss of the sense of touch

· Another relatively common symptom is “globus hystericus”- the sensation of a lump in the throat that makes it difficult to swallow, eat or talk.

· Case study – Ms. A: she had episodes where she was unable to speak at all, or she experiences difficulty speaking properly.  These episodes began with a sensation of a lump in the throat.  She was also more likely to experience speech disruption when she was tired or stressed, but episodes often occurred unexpectedly.

Closely related disorders

· Distinguishing between conversion reactions, real disorders, and malingering (faking symptoms) is difficult  

· La belle indifference: idea that conversion reactions often have the same quality of indifference to the symptoms that are present in somatization disorder

· Conversion symptoms are often precipitated by marked stress

· People with conversion symptoms can usually function normally, they seem truly unaware either of this ability or of sensory input

· Ex: people with conversion symptoms of blindness – can usually avoid objects in their visual field, but will tell you they can’t see that objects

· It is also difficult to distinguish between individuals who are experiencing conversion symptoms in a seemingly involuntarily way, and malingerers who are good at faking symptoms

Factitious disorder: fall between malingering and conversion disorders.  The symptoms are under voluntary control, as with malingering, but there is no obvious reason for voluntarily producing the symptoms except, to assume the sick role and receive increased attention 

· They may extend to producing symptoms in other members of the family 

· Ex: mother may purposely make her child sick, for the attention and pity from others

· When an individual deliberately makes someone else sick, the condition is called “factitious disorder by proxy or ‘Munchausen’ syndrome by proxy”

· this is an atypical form of child abuse
· the staff perceive the parent as remarkably caring and totally involved in providing for her child’s well-being – therefore the parent is often successful at eluding suspicion
· video surveillance was the method used most often to establish the diagnosis in many cases
· Disorder Criteria Summary – Factitious Disorders

· Intentional production of feigning of physical or psychological complaints
· Behaviour motivated by desire to assume the sick role
· Absence of external incentives (such as economic gain, avoiding physical responsibility)
Unconscious Mental Processes

· Case study – Celia: 15 yr old who was suddenly unable to see, shortly after she regained her sight, but he vision was severely blurred that she was unable to see.  
· Studies have evaluated the potential difference between real unconscious process and faking
· Those who followed instructions to appear blind to everyone at all costs, performed far below chance on a visual discrimination task
· Those who were simply given the suggestion of blindness, performed perfectly on the visual discrimination tasks (although they could not report seeing anything)
· Results suggest that someone who is truly blind would perform at a chance level on visual discrimination tasks
Statistics

· Conversion disorders may occur with other disorders, particularly somatization disorder
· Conversion disorders are found primarily in women
· They typically develop during adolescence or slightly thereafter
· However, they do occur relatively frequently in males at times of extreme stress
· Conversion disorders are common in soldiers exposed to combat
· In other cultures, some conversion symptoms are common aspects of religious or healing rituals
Causes

· Freud Described 4 basic processes in development of conversion disorders
1) Individual experiences a traumatic event (in Freud’s view this was often an unacceptable, unconscious conflict)
2) Person represses the conflict making it unconscious
3) Anxiety continues to increase and threatens to emerge into consciousness – therefore the person ‘converts’ it into physical symptoms
· this reduction of anxiety is considered the primary gain or reinforcing event
4) the individual receives greatly increased attention and sympathy from loved ones, and may be allowed to avoid a difficult situation or task
· this attention and avoidance is considered to be the secondary gain or secondarily reinforcing events
· modern view is that – individuals experience a traumatic event that must be escaped, because running away is unacceptable, people resort to the socially acceptable alternative of getting sick, because this escape behaviour is successful it continues to be substituted
· another perspective suggests the possibility of a marked biological vulnerability to develop the disorder when under stress
Treatment

· principle strategy is to identify and attend to the traumatic or stressful life event and to remove and possible sourced of “secondary gain”
· others suggest cognitive-behavioural therapy
· therapists must also work to reduce any reinforcing or supportive consequences of the conversion symptoms – such as reinforcing attention and concern from loved ones
Pain Disorder

· Pain Disorder: there may have been clear physical reasons for pain, at least initially, but psychological factors play a major role in maintaining it.
· Psychological factors play an important role in onset, severity, and maintenance
· A person rarely presents with localized pain without some physical basis, such as an accident of illness
· Pain disorder fits most closely within the somatoform cluster
· Subtypes of pain disorder tend to range from pain judged to be due to primarily to psychological factors... to pain judged to be due to primarily to a general medical condition
· Disorder Criteria Summary – pain disorder
· Presence of serious pain in one or more anatomical sites
· Pain causes clinically significant distress or impairment in functioning
· Psychological factors judge to play primary role in onset, severity, exacerbation, or maintenance of the pain
· Pain is not feigned or intentionally produced
· The prevalence of pain disorder is unclear
· An important feature of pain disorder is that the pain is real and it hurts, regardless of the causes
· Case study – Medical student: a 3rd yr medical student in excellent health was seen at her student health service for intermittent abdominal pain of several weeks duration, physical examination revealed no physical problems, however she had recently separated from her husband
· Case study – Woman with cancer: a woman with breast cancer, who appeared to be coping appropriately with the disease, had severe pain in her right thigh for a month
· The medical students pain was seen as largely psychological, yet the second woman’s pain was viewed as probably related to cancer
· Whatever its cause, the pain has a strong psychological component
· Psychological interventions are an appropriate source or treatment
Body Dysmorphic Disorder

· Most people fantasize about improving something, but some relatively normal-looking people imagine they are so ugly that they are unable to interact with others or otherwise function normally for fear that people will laugh at their ugliness – this is called Body Dysmorphic Disorder (BDD)
· BDD: is a preoccupation with some imagined defect in appearance by someone who looks reasonably normal, or even in someone whose appearance is judged by others as very attractive
· BDD is also referred to as “imagined ugliness”
· Actress Uma Thurman has admitted to having BDD
· Case Study – Jim: felt he had a square head that he thought looked grotesque, and thought everyone agreed with.  He had marked social difficulties and hated going out in public because he thought everyone was staring at him
Clinical Description

· Those who suffer from BDD may become fixated on mirrors, and frequently check their presumed ugly feature, others may avoid mirrors to an almost phobic extent
· Most concerns are fixated on facial appearances; the top three imagined defects are: hair, nose, and skin
· There is high rates of suicidal ideation and attempts
· People with BDD also have “ideas of reference” – which means they think everything that goes on in their world somehow is related to them or to their imagined defect
· Some severe patients may become homebound for fear of showing themselves to other people
· This condition was previously known as “dysmophophobia” 
· About half of participants in a study were convinced that their imagined defect was real and a reasonable source of concern to have
· Disorder Criteria Summary – Body Dysmorphic Disorder
· Preoccupation with an imagined defect in appearance or gross exaggeration of a slight physical anomaly
· Preoccupation causes significant distress or impairment of functioning
· Preoccupation is not better accounted for by another disorder (ex: anorexia nervosa)
Statistics

· Prevalence of BDD is hard to estimate, because it tends to be kept secret by most patients
· However, newer estimates show that it is far more common than we previously thought
· Without some sort of treatment, it tends to run a lifelong course
· 70% of university students report at least some dissatisfaction with their bodies, 28% of these appear to meet all the criteria for the disorder
· A study of the prevalence of BDD discovered that adolescent girls were more dissatisfied with their bodies than boys, and blacks of both genders were less dissatisfied with their bodies than Caucasians, Asians, and Hispanics. 
· BDD is not strongly associated with one sex over the other, however some studies have shown that slightly more females are affected
· However in Japan it affects more males
· Few people with this disorder get married
· Age of onset ranges from early adolescence through their 20’s, often peaking at 18-19
· Many individuals are reluctant to seek treatment
· BDD is among the more serious of psychological disorders, 
· Some people may resort to cosmetic surgery to correct their imagined defect, or may even attempt to alter their appearance by their own hand (do it themselves)
· Psychopathology lies in their reacting to a deformity that others cannot perceive.  
· Social and cultural determinants of beauty and body image largely define what is “deformed”, such as varying cultural standards for body weight and shape
· For example, in most cultures it is desirable for a woman’s skin to be lighter and more perfectly smooth than a man’s skin
· Concerns with the width of the face are common in BDD, an also tend to be culturally determined
· In areas such as France, Africa, and Peru – the head of a newborn infant may be reshaped, by hands or a tight cap
· In Burma, woman wear brass neck rings from an early age to lengthen the neck
· In China, there’s an old practice of binding girls feet, preventing the foot from growing to more than 1/3rd of its normal size – it forces them to walk in a way thought to be seductive
· People who simply conform to the expectations of their culture do not have a disorder – but may become a disorder if the exaggerate and expand upon normal culturally sanctioned behaviour
Causes and Treatments

· We know little about the etiology or treatment of BDD
· Some believe it is a defensive mechanism of displacement – that being that underlying unconscious conflicts are  too anxiety provoking to deal with, that they displace it onto a body part
· BDD does not tend to co-occur with other somatoform disorders
· Believed that BDD may be a variant of OCD
· People with BDD complain of persistent, intrusive, and horrible thoughts about their appearance; and they engage in some compulsive behaviours
· BDD and OCD also have similar age of onset, and run the same course
· They also have similar abnormal brain functioning
· The same drugs that work for patients with OCD seem to have an effect on patients with BDD
Plastic Surgery

· Concerns of people with BDD involve mostly the face or head; therefore it is not surprising that the disorder is a big business for the plastic surgery profession
· However, these patients do not benefit from surgery, and often return for additional surgeries
· A study found that the preoccupation with imagined ugliness increase in people who had plastic surgery
· Another study revealed that the severity of the disorder and accompanying distress actually increased after surgery
Dissociative Disorders

· When individuals feel detached from themselves or their surroundings, almost as if they are dreaming or living in slow motion they are experiencing a dissociative experience
· these dissociative experiences can be divided into 2 types
· depersonalization: your perception alters so that you temporarily lose the sense of your own reality
· derealization: your sense of the reality of the external world is lost.
· The influence of social and cultural factors is strong is dissociative disorders
Depersonalization Disorder

· Depersonalization disorder:  when feelings of depersonalization and reality are so severe and frightening that they dominate an individuals’ life and prevent normal functioning
· Diagnosis for this is often rare
· Case study – Bonnie: she was a dance teacher in her late 20’s, said when she was demonstrating her dance steps, it just didn’t feel like herself or that she had control over her legs.  Said she sometimes felt like she was standing in the back watching herself, or sometimes experienced the effect of tunnel vision

· Studied had found that in the majority of cases, onset occurred following a traumatic life event, after sexual abuse, or after giving birth

· Mean age of onset was 16 

· Course tended to be chronic, and lasted on average 15.7 years

· More than 50% of patients also suffered from additional mood and anxiety disorders

· Patients show some specific cognitive defects on measures of attention, short-term memory, and spatial reasoning

· These patients were easily distracted and had some trouble viewing 3D objects

· It is not clear how these cognitive and perceptual deficits develop, but they seem to correspond with reports of “tunnel vision” (perceptual distortions) and “mind emptiness” – difficulty absorbing new information

· Disorder Criteria Summary – Depersonalization Disorder

· Persistent or recurrent feelings of being detached from one’s body or mental processes

· Reality testing remains intact during the depersonalization experience

· Depersonalization causes clinically significant distress or impairment in functioning

· Condition does not occur exclusively as part of another mental disorder such as schizophrenia, panic disorder, or acute stress disorder

Dissociative Amnesia

· Perhaps the easiest to understand of the severe dissociative disorders

· Dissociative Amnesia: inability to recall personal information, usually of a stressful of traumatic nature

· This form of amnesia can take several different patterns, but tends to follow one of 2

· Generalized amnesia: people who are unable to remember anything, including who they are.  

· This amnesia may be lifelong or may extend for a period in the recent past (ex; form 6 months earlier)

· Localized or Selective Amnesia: a failure to recall specific events (usually traumatic incidents) that occur during a specific period

· Localized amnesia is more common than generalized amnesia

· Dissociative amnesia is common during times of war

· Case study – Woman who lost her memory: approx every 6 months, usually after a family battle, the mother totally lost her memory and the family admitted her to the hospital.  After a few days away from the turmoil, the mother regained her memory...only to repeat the cycle again

· In most cases of dissociative amnesia, the forgetting is selective for traumatic events or memories 

· Ex: an individual may not have amnesia for the events, but rather for the intense emotional reactions to the events that they tend to experience

· First degree murder trial of Kenneth Mackay (Saskatoon) argued the case of dissociative amnesia.  He admitted to having run over the victim with his truck, which he claimed was an accident, but couldn’t explain why the victim’s body was found burned

· Disorder Criteria Summary – Dissociative Amnesia

· One or more episodes of inability to recall important personal information, usually of a traumatic/stressful nature, that is too extensive to be explained as ordinary forgetfulness

· Episodes are not related to a medical condition, psychological effects of substance or a separate psychological disorder

· Inability to recall causes clinically significant distress or impairment of functioning

Dissociative Fugue

· Dissociative fugue: features sudden, unexpected travel from home, along with an inability to recall ones’ past, sometimes with the assumption of a new identity

· Fugue literally means flight

· Memory loss revolves around a specific incident – an unexpected trip

· Mostly individuals take off and later find themselves in a new place, unable to remember how they got there

· Usually they have left behind an intolerable situation

· Sometimes during these trips people assume a new identity or become confused about their old identity

· Case study – Misbehaving sheriff: 46 yr-old sheriff often found himself 300km away from this home.  He remembered who he was during these trips, but often assumed the outlaw type he always wanted to be – he took on an alias

· Dissociative amnesia and fugue states seldom appear before adolescence and usually occur in adulthood

· It is rare for these states to appear for the first time after the individual reaches the age of 50 

· A distinct dissociative disorder (not found in western cultures) is called Amok 

· Most people with this disorder are males

· Individuals in this trancelike state often brutally assault and sometimes kill people or animals

· Running syndromes another culturally specific dissociative disorder, not typically found in western cultures

· running amok (less severe form of amok): Individuals entre a trancelike state and suddenly become filled with a mysterious source of energy, and runs or flees for a long time 

· running disorders are more common in women

· among the Inuit’s running disorders are called pivloktoq
Dissociative Trance Disorder

· Dissociative Trance Disorder: altered state of consciousness in which the person believes firmly that he or she is possessed by spirits

· Considered a disorder only when there is distress and dysfunction or viewed as undesirable by members of the culture.  

· trance like disorders seem to be most common in women, and often associated with stress or trauma

· trance and possession are a common part of some traditional religious and cultural practices

· they are common in India

· Disorder criteria summary – trance and possession disorder

· Trance- a temporary, marked alteration in the state of consciousness or loss of customary sense of personal identity associated with narrowing of awareness and immediate surroundings.  

· Possession trance- a single or episodic alteration in the state of consciousness characterized by the replacement of customary sense of personal identity by a new identity, often a spirit or other person

· The condition is not accepted as a normal part of a collective cultural or religious practice

· Causes significant distress or impairment in functioning

Dissociative identity Disorder

· Dissociative identity disorder (DID): a disorder in which as many as 100 personalities or fragments of personalities coexist within one body and mind

· Formerly known as multiple personality disorder

· In some cases the identities are complete, each with its own behaviour, tone of voice, and physical gestures.  But in many cases only a few characteristics are distinct

Clinical Description 

· Alters: is the shorthand term for different personalities & identities

· Defining feature of this disorder is that certain aspects of the person’s identity are dissociated

· Disorder criteria Summary – dissociative identity disorder

· The presence of 2 or more distinct identities or personality states, each with its own relatively enduring pattern

· At least 2 of these identities/personalities recurrently take control of the person’s behaviour

· Inability to recall important information that is too extensive to be explained to be explained by ordinary forgetfulness

· Disturbance not caused by direct physiological effects of a substance (ex: alcohol intoxication) or general medical condition

Characteristics

· The person who becomes the patient and asks for treatment is usually the “host” identity

· Host personality: usually attempt to hold various fragments of identity together but end up being overwhelmed

· The first personality to seek treatment is seldom the original personality of the person

· Many patients have at least one impulsive alter- who handles sexuality, and generates income

· Cross-gendered alters are not uncommon 

· Transitions from one personality to another is called a “switch” 

· Usually the switch is instantaneous, and physical transformations may also occurs (different posture, facial expressions, etc)

Can DID be Faked?

· It is possible that alters are created in response to leading questions from therapists

· Example – the Hillside Strangler

· Raped and murdered 10 young women

· Kenneth Bianchi (hillside strangler) – continued to assert his innocence, promoting some professionals to think he might have DID

· He produced additional alters due to leading questions by therapists

· Also psychological tests show that true fragmented identities often score differently on personality tests – his failed to do this

· Symptoms of DID can be faked, and accounted for by therapists who inadvertently suggested the existence of alters to suggestible individuals.  

· Inter-personality amnesia: events experienced by a particular personality state of identity are retrievable by the same identity but not by an alter.

Statistics

· Average number of alter personalities is reported to be around 15

· Ratio of females to males affected with DID is as high as  9:1

· The onset is almost always in childhood, often as young as 4 yrs of age

· Disorder tends to last a lifetime without the absence of treatment

· Frequency of switching decreases with age

· Different personalities may emerge in response to new life situations

· Simultaneous psychological disorders, may include substance abuse, depression, and somatization disorders

· Seems likely that different personalities will present with differing patterns of co-morbidity

Causes

· Almost every patient presenting with this disorder reports that he or she was horribly abused as a child  (as was the case with Sybil, a young child who was sexually tortured and occasionally nearly murdered by abuse)

· DID is rooted in a natural tendency to escape or “dissociate” from the unremitting negative affect associated with severe abuse

· Kids tend to use a fantasy world or fantasy identity to escape and blunt the physical and emotional pain they suffer from the abuse (how identities often tend to develop)

· Lack of social support, and a chaotic non-supportive family environment also tend to be present

· DID seems similar in its etiology to posttraumatic stress disorder (PTSD)

· Some studies show that there is a ‘developmental window” of vulnerability to the abuse that leads to Did which closes around 9 years of age

· Suggestibility: people who are suggestible may be able to use dissociation as a defence against extreme trauma

· It is almost certain that a biological vulnerability is associated to DID

· Controversial issue, that memories of early trauma, such as sexual abuse, by falsely develop due to suggestions made by therapists

Treatment

· Individuals who experience dissociative amnesia or a fugue state usually get better on their own and remember what they have forgotten

· Prevention of further episodes usually involves therapeutic resolution of the distressing situations and increasing strength of personal coping mechanisms

· Hypnosis is often used to access unconscious memories and bring various alters into awareness

Chapter 6  - Mood Disorders and Suicide
An Overview of Depression and Mania

Mood Disorders- group of disorders involving severe and enduring disturbances in emotionality ranging from elation to severe depression

Major- depressive episode - most common diagnosed and most severe depression, including feelings of worthlessness, disturbances in bodily activities such as sleep, loss of interest, and the inability to experience pleasure, persisting at least 2 weeks

Anhedonia- the inability to experience pleasure or have any fun

The average duration of a major depressive episode, if untreated us approximately 9 months

Mania- Period of abnormally excessive elation or euphoria, associated with some mood disorders. People become extraordinarily active (hyperactive), require little sleep, believing they can accomplish anything they desire.

Flight of ideas- when an individual is attempting to express so many exciting ideas at once

Irritability is often part of a manic episode, usually near the end. The average duration of an untreated maniac episode is 3 to 6 months.

DSM-IV-TR also defines a hypomaniac episode, a less severe version of a manic episode that does not cause marked impairment in social or occupational functioning

The Structure of Mood Disorders

· Individuals who experience either depression or mania are said to suffer from a unipolar mood disorder, because their mood remains at one pole of the usual depression-mania continuum
· Someone who alternates between depression and mania is said to have a bipolar mood disorder travelling from one “pole” of the depression-elation continuum to the other and back again
· Mixed manic episode- The patient usually experiences the symptoms of mania as being out of control or dangerous and becomes anxious or depressed about his or her uncontrollability. It is a condition in which the individual experiences both elation and depression or anxiety at the same time.
· An important feature of the major depressive episodes is that they are time limited, lasting from as little as 2 weeks to more than 9 months if untreated. Almost all major depressive episodes eventually remit on their own without treatment, although approximately 10% last 2 years or longer. Maniac episodes remit on their own without treatment approximately 6 months
Depressive Disorders

· Major depressive disorder, single episode, defined by the absence of maniac or hypomanic episodes before or during the disorder.

· If two or more major depressive episodes occurred and were separated by at least 2 months during which the individual was not depressed, major depressive disorder, recurrent is diagnosed.

· Recurrence is important in predicting the future course of the disorder and in choosing appropriate treatments

· 85% of single-episode cases later experience a second episode and thus meet criteria for major depressive disorder, recurrent

· The median lifetime number of the major depressive episodes is four

· Dysthymic disorder- Mood disorder involving persistently depressed mood, with low self-esteem, withdrawal, pessimism, or despair, and present for at least 2 years with no absence of symptoms for more than 2 months.

Double Depression

· Individuals have been studied who experience both major depressive episodes and dysthymic disorder

· 61% of patients with double depression had not recovered from the underlying dysthymic disorder 2 years after follow-up [keller, Lavori, Endicott]

· Dysthymic disorder continues for at least 2 years, during which the patient cannot be symptom free for more than 2 months at a time

Onset and Duration

· The mean age of onset for major depressive disorder is 25 years in community samples of participants who are not in treatment and 29 years for patients who are in treatment.

· Among those born before 1905, only 1% had developed depression by 75, of those born since 1955, 6% had become depressed by age 24 [Wickramaratne study]

· The length of depressive episodes: with the average duration of the first episode being 4 to 9 months if untreated

· The probability of remission of the episode approaches 90% within a 5 year period. Even in those severe cases where the episode lasts 5 years or longer 38% can be expected to recover.

· The typical age of onset has been estimated to be in the early 20’s onset before 21 years of age, and often much earlier, chronically (it lasts longer), (2) relatively poor prognosis (response to treatment), and (3) a stronger likelihood of the disorder running in the family of the affected individual

· There is a higher prevalence of dysthyic disorder in children

· 76% of a sample of dysthymic children later developed major depressive disorder

· Klein et al. conducted a 5 year naturalistic follow-up of 86 adults with dysthymic disorder and found that 53% had recovered at some point, but 45% of those relapsed

From Grief to Description

· The frequency of severe depression following the death of a loved one is so high (approximately 62%) that mental health professionals do not consider it a disorder unless severe symptoms appear, such as psychotic features or suicidal ideation

· Health professionals are concerned when someone does not grieve after a death, because grieving is our natural way of confronting and handling loss

· After a year or so, the chance of recovering from severe grief without 

· Pathological or impacted grief reaction- extreme reaction to the death of a loved one that involves psychotic features, suicidal ideation, or severe loss, of weight or energy or that persists more than 2 months.

· One therapeutic approach is to help grieving individuals re-experience the trauma under close supervision

· Finding some meaning in the traumatic loss, incorporating positive emotions associated with memories of the relationship into the intense negative emotions connected with the loss

Bipolar Disorders

· Key identifying feature of bipolar disorders is tendency of maniac episodes to alternate with the major depressive episodes in an unending roller-roaster ride from the peaks of elation of despair.

· Jane had bipolar II disorder in which depressive episodes alternate with hypomanic episodes rather than full manic episodes. Hypomanic episodes are less severe.

· Bipolar I disorder are the same, except the individual experiences a full manic episode

· The case of Billy illustrates a full manic episode

· During manic or hypomanic phases, patients often deny they have a problem, which was characteristic of Billy

· Cycylothymic disorder- chronic (at least 2 years) mood disorder characterized by altering mood elevation and depression levels that are not as severe as maniac or major depressive episodes.

Onset and Duration

· The average age of onset for bipolar I disorder is 18, and bipolar II disorder it is 22, although cases of both can be in childhood

· 1/3 of the cases if bipolar begins in adolescence and is often preceded by mild cyclothymic mood swings.

· Only 10% to 13% of bipolar II disorder cases progress to full bipolar I syndrome

· It is relatively rare for someone to develop bipolar disorder after the age of 40. The course is chronic!

· Suicide attempts in bipolar disorder range from an average of 17% for bipolar I to 24% for bipolar II, as compared to 12% in unipopular depression

· In about one-third of patients, cyclothymic mood swings develop into full-blown bipolar disorder

· One subtype of cyclothymia is based on the predominance of the mild depressive symptoms and another on an equal distribution of both

Postpartum Depression

· Postpartum onset specifier can apply to both major depressive and maniac episodes that first occur during the postpartum period (the 4 weeks immediately following childbirth).

· If a new mother experiences one these severe postpartum episodes, the chances are approximately 50% that she will experience another episode with subsequent births

· Women with postpartum depression by Whiffen and her colleagues revealed no essential differences between the characteristics if this mood disorder and others

· Low socioeconomic status and high levels of life stress are also related to the persistence of postpartum depression following birth of the child

Differences in the course of Mood Disorders

1) Longitudinal course specifiers- whether the individual has had major episodes. Antecedent  dysthymia or cyclothymia predicts a decreasing chance of all interepisode recovery, patients re quire a long and intense course of treatment to maintain a normal mood state

2) Rapid-recycling specified- applies only to bipolar I and bipolar II disorders. An individual with bipolar disorder who experiences at least four manic or depressive episodes within a year is considered to have a rapid recycling pattern, which is apparently a severe variety of bipolar disorder that does not respo0nd well to standard treatments. These are associated with a higher probability of suicide attempts.

· Approx. 20% to 25% of bipolar patients experience rapid cycling, 90% are female

· Most people with rapid cycling begin depressive episodes rather than a maniac episode

· Direct transition from one mood state to the next is considered “rapid switching”

· Rapid cycling does not seem to be permanent, because fewer than 3% of patients continue with rapid cycling across a 5 year period

3) Seasonal pattern specifier- it accompanies episodes that occur during certain seasons (e.g. winter depression)

· Episode begins in the late fall and ends with the beginning of spring

· Become depressed during the winter and manic during the summer [a condition called seasonal affective disorder SAD]

· People with winter depression tend toward excessive sleep (rather than decreased sleep) and increased appetite and weight gain

· SAD maybe related to daily and seasonal changes in the production of melatonin

· Melatonin secretion does increase in winter, but in patients with SAD and not in healthy controls

· Circadian rhythms are delayed in the winter—prevalence is higher in extreme northern or southern latitudes

Prevalence of Mood Disorders

· Different research methods may account for the differing rates of prevalence, prevalence rates for depression in Canada appear to be depressing

· Women are twice likely to have mood disorders as men.

In children and Adolescents

· Infants with a non-suppressed adult of depressed mothers display marked depressive behaviors even interacting with non-depressed adult

· Adolescents who are forced to limit their activities because of illness or injury are high risk for depression

· General conclusion is that depressive disorders occur less frequently in children than in adults but rise dramatically in adolescence, depression is more frequent in adults

· In young children, dysthymia is more prevalent than major depressive disorder but this ratio reverses in adolescence

· Looking at mania, children under the age of 9 present with irritability and emotional swings rather than classic maniac states

· Prevalence of bipolar disorder rises substantially in adolescence, many adults with bipolar disorder report a first onset during the teen years

· Boys are more aggressive and destructive

· 32% of children with ADHA also met criteria for major depression and between 60% and 90% of children and adolescents with mania also have ADHA [Bierderman study]

· Major depressive disorder into adulthood identifies many several risk factors ( ex. being female, higher proportion of family members experiencing depressive episodes

In the Elderly

· Likely to be chronic if they appear first after the age of 60. Late-onset depressions are associated with marked sleep difficulties, hypochondriasis and agitation

· Overall prevalence of major depressive disorder in the elderly is the same as or slightly lower than the general population

· Anxiety disorders accompany depression in the elderly (in about a third of cases), particularly generalized anxiety disorder and panic disorder

· Trend is related to increasing illness and reduced social support; as we become frailer and more alone, the probability that we will become even frailer and have even less social support.

Across Cultures

· Highest rates of major depression were observed in Beirut, Lebanon (19% prevalence), and the lowest in Taiwan (1.5% prevalence), the rates in the Canadian sample were moderate (4.6% prevalence)

· Adults in First Nations reserve who met criteria for mood disorders, had lifetime prevalence for any mood disorder: 19.4% men, 36.7%, and 28% overall approximately 4 times greater than in the general population

· Depression was the most common problem for women and alcohol abuse the most common for men

The Overlap of Anxiety and Depression

· Almost everyone who is depressed, particularly to the extent of having a disorder, is also anxious, but not everyone who I anxious is depressed

· Certain core symptoms of depression are not found in anxiety, these core symptoms are the inability to experience pleasure (anhedonia) and a depressive “slowing” of both motor and cognitive functions until they are extremely labored and effortful

· In panic, the symptoms reflect primarily autonomic activation (excessive physiological symptoms such as heart palpitations and dizziness

· Large number of symptoms helps define both anxiety and depressive disorders. Because these symptoms are not specific to either kind of disorder, they are called symptoms of negative affect

· Katie’s case is rather typical in that severe anxiety eventually turned into depression. She never really lost the anxiety

· Studies show major depression almost always follows anxiety and maybe a consequence of it

· The finding that depression often follows anxiety leads us to the causes of depression and other mood disorders.

Causes of Mood Disorders

Biological Dimensions

· Strategies such as family studies and twin studies can help us estimate this contribution

Familial and Genetic Influences

· Family studies- we look at the prevalence of a given disorder in the first- degree relatives of an individual known to have the disorder (the proband)

· Family studies have shown that both unipolar depression and bipolar disorder run in families [Katz study]

· The best evidence that genes have something to do with mood disorders comes from twin studies, in which we examine the frequency with which identical twins have the disorder compared with fraternal twins who share only 50% of their genes

· Identical twin study is two to three times more likely to present with a mood disorder than a fraternal twin if the first twin has a mood disorder

· Severity may also be related to amount of concordance (the degree to which something is shared)

· Severe mood disorders may have a stronger genetic contribution than less severe disorders 

· [Bierut et al. study] twin pairs and found the characteristically higher rate of depressive disorders in women. Estimates of heritability in women ranged from 36% to 44% , but estimates ranged from 18% to 24%

· The best estimates of genetic contributions to depression fall in the range of approximately 40% for women but seem to be significantly less for men

· 60% to 80% of the causes of depression can be attributed to environmental factors.

Depression and Anxiety: Same genes?

· Social and psychological explanations rather than genes seemed to account for the factors that differentiate anxiety from depression. Possible exception of mania, the biological vulnerabilities for mood disorder but may reflect a more general predisposition to anxiety or mood disorders

Neurotransmitter Systems

· Mood disorders have been the subject of more intense neurobiological study than almost any other area of psychopathology

· Low levels of serotonin are found in the etiology of mood disorders but only in  but only in relation to other neurotransmitters

· Serotonin is to regulate our emotional reactions

· When serotonin levels are low other neurotransmitters are “permitted” to range more widely become deregulated and contribute to mood irregulaties, including depression

· The balance of the various neuro transmitters and this subtypes is more important than the absolute level of any one neurotransmitter

· Dopamine agonist L-dopa seems to produce hypomania in bipolar

The Endocrine System

· Hypothyroidism or Cushing ’s disease affects the adrenal cortex. This disease leads to excessive secretion of cortisol and, often to depression

· Cortisol is called a stress hormone because it is elevated during stressful life events

· Cortisol levels are elevated in depressed patients

· Biological test for depression is the dexamethasone suppression test

· Dexamethasone depresses cortisol secretion

· HPA Axis- coordinates the endocrine system

· Anxiety disorders that individuals experiencing long-term heightened levels of stress hormones undergo some shrinkage of a brain called the hippocampus. It is responsible for down regulation stress hormones and services important  functions in facilitating cognitive processes such as short-term memory

· Suppression of neurogensis in the hippocampus might contribute to depression

Sleep and Circadian Rhythms

· Depressed individuals have diminished slow wave sleep, which is the deepest, most restful part of sleep, depressed patients experience REM activity that is much more intense and the stages of deepest sleep don’t occur until later and sometimes not at all

· Depriving depressed patients of sleep, particularly during the second half of the night, causes temporary improvement in their condition

· Thus, substantial disruption in circadian rhythm might be particularly problematic for some vulnerable individuals

· Patients with bipolar disorder and their children show increased sensitivity to light, they show greater suppression of melatonin when they are exposed to light at night. Extended bouts of insomnia trigger maniac episodes

Brain Wave Activity

Davidson and Heller and Nitscheke noted differential alpha activity in the two hemispheres of the brain in depressed individuals exhibit greater right side anterior activation of their cerebral hemispheres (and less left activation) than non-depressed individuals.

Right-sided anterior activation is also found in patients who are no longer depressed

Psychological Dimension

· Contribution to the causes of depression, 60% to 80%of the causes of depression could be attributed to psychological experiences

Stressful Life Events

· The significance of a major event is not easily discovered so most investigators have stopped simply asking patients whether something bad (or good) happened, and they have begun to look at the context of the event and the meaning it has for the individual.

· Both the context of the life event and its meaning are important. This approach to studying life events, developed by George Brown concludes it is clear that stressful life events are strongly related to the onset of mood disorders

· Measuring the context of events and their impact in a random sample of the population have founded a marked relationship between severe and in some cases, traumatic life events and the onset of depression.

· Severe events precede nearly all types of depression

· Breakup of a relationship which is difficult for both adolescents and adults

· Romantic relationships play a key role in vulnerability to depression in adolescent girls

· The relationship of stressful events to the onset of episodes in bipolar disorder is also strong

· Several issues may be particularly relevant to the etiology of bipolar disorders.

1) Stressful life events seem to trigger early mania and depression

2) Some of the precipitants of maniac episodes seem related to loss of sleep

· 20% and 50% of individuals who experience severe events become depressed. Thus between 50% and 80% of individuals do not develop depression or presumably, any other psychological disorder

· Katie’s feeling of loss of control leads to another psychological depress: learned helplessness

Learned Helplessness

Seligman theory: people become anxious and depressed when they decide or make an attribution, that they have no control over the stress in their lives

· Seligman’s point that anxiety is the first response to stressful situation

· The depressive attribution style is:

1) Internal- in that the individual attributes negative events to personal failings

2) Stable- in that even after a particular negative event passes, the attribution that “additional bad things will always be my fault”

3) Global- in that the attributions extend across a variety of issues

Nolen-Hoekseama- speculate that meaningful negative events early in childhood may give rise to negative attribution styles in a development fashion, making these children more vulnerable to future depressive episodes when stressful events occur

Abramson, Metalsky, and Alloy- highlight the development of a sense of hopelessness as a crucial cause of many forms of depression

Ian Gotlib- indicates that pessimistic style of attributing negative events to one’s own character flaws results in hopelessness

John Abela 7 for 10 weeks, obtaining information on their initial attribution styles, negative life events and later symptoms of depression, this study obtained results supporting the hopelessness theory of depression

Negative Cognitive Styles

· Beck  (became the father of cognitive therapy) suggested that depression may result from a tendency to interpret everyday events in a negative way

· Arbitrary inference is evident when a depressed person emphasizes the negative rather than the positive aspects of a situation

· Overgeneralization – is when a professor makes one critical remark on your paper and then you assume you fail the class despite a long string of positive comments and good grades on other papers. According to Beck people who are depressed think like this all the time

· Depressive cognitive triad- thinking errors in depressed people negatively focused in 3 areas: themselves, their immediate world, and future

· Negative schema- an enduring negative cognitive belief system about some aspect of life

· In a “self blame” schmea individuals feel personally responsible for every bad thing that happens. With a negative  self evaluation schema, they believe they can never do anything correctly

· People are more likely to recall negative events when they are depressed than when they are not depressed more than non-depressed individuals.

· The non-depressed participants showed bias toward selecting faces with positive expressions as most informative, where as the depressed participants selected both negative and positive faces. The results suggest that depressed people have less access to positive social information about themselves [Marlene Moretti study]

· By recognizing cognitive errors and underlying schemas, we correct them and alleviate depression and related emotional disorders. 

Social and Cultural Dimensions

Martial Relations

· Marital dissatisfaction and depression are strongly related

· 21% of the women who reported marital split had depression, 17% of men developed depression, a rate times higher than that for men who remained married

· Only the men faced a heighted risk of developing a mood disorder for the first time immediately following marital split

· There is a high conflict, low support , or both for generating depression

· Depression causes men to withdraw or otherwise disrupt the relationship. Women have problems with relationships. Thus, for men and women depression and problems in marital relations are associated, but the casual direction is different.

Mood Disorders in Women

· Although bipolar disorder is evenly divided between men and women, almost 70% f the individuals with major depressive disorder and dysthymia are women

· Cross-national collaborative Study indicated that the lifetime prevalence of major depression was 12% for women as compared with only 7% for men

· Women represent an even greater proportion of specific phobias

· The value women put on intimate relationships may also put them at risk

·  If the disruption in a marital relationship reaches the stage of divorce when men had previously been functioning well are at greater risk for depression [Bruce and Kim]

· Women tend to reminate more than men about their situation and blame themselves for being depressed

· Men tend to ignore their feelings, perhaps engaging in activity to take their minds off them

· Women are at a disadvantage in our society, they experience more discrimination, poverty, sexual harassment and abuse by men

· 2.5 times greater a rate of depression for single women with children under 5 yrs old.

· Single, divorced women tend to more depression than men in the same category

· Disorders associated with aggressiveness are more frequent in men than women

Social Support

· The greater the number of frequency of your social relationships and contacts the longer you are likely to live

· There is an importance of social support in speeding recovery from depressive episodes

· Women who received the treatment involving partner support showed a significant decrease in their symptoms of depression

· A socially supportive network of friends and family helped speed recovery from depressive episodes but not from the maniac episodes

· Importance of social support have lead to a therapeutic approach for emotional disorders called interpersonal psychotherapy

An Integrative Theory

· Biological vulnerability to develop depression seems stronger for women than for men, but only between 20% and 40% of the causes of depression can be attributed to genes

· People who develop mood disorders also possess a psychological vulnerability experienced as feelings of inadequacy for coping with the difficulties confronting them

· A variety of evidence indicates that these attitudes and attributions correlate rather strongly with biochemical markers of stress (norephinephrine)

· Psychological vulnerability can be traced to the childhood and exposure to caregivers with psychopathology

· Children of depressed mothers possess a less positive self concept and more negative information processing

· There is good evidence that stressful events trigger the onset of depression in most cases, particularly the initial one

· Evidence indicates that activation of stress hormones over the long period producing long-term structural and chemical changes in the brain

· Extended effects of stress may also disrupt the circadian rhythms in certain individuals

· Triggering stressful life events also activate a dormant psychological vulnerability characterized by negative thinking and a sense of helplessness and hopelessness

· Factors such as interpersonal relationships or our gender may protect us from the effects of stress and therefore from developing mood disorders

· Biological psychological, and social factors all influence development of mood disorders

Treatment of Mood Disorders
· Findings that neurochemicals are beginning to shed light on nature of mood disorders

· Principle effect of medications is to alter levels of these neurotransmitters and other neurochemicals

· Powerful psychological treatments also alter brain chemistry

Medications

Antidepressants

· 3 kinds

1) Monoamine oxidase (MAO)- is an inhibitor, they black MAO enzyme that breaks down such neurotransmitters as serotonin and norephinephrine

· Usually prescribed only when  trycyclics are not effective

· Serious consequences of eating foods containing thyramine (cheese, red wine)

2) Trycyclic -they block the reuptake of certain neurotransmitters 

· They have the greatest affect on people down-regulating norepineephrine

· This drug promotes nerve growth (nero genesis)

3) Selective serotonin reuptake inhibitors (SSRI’s) - specifically black the presynaptic reuptake of serotonin. 

· This temporary increases levels of serotonin at the receptor site, but again the precise long-term mechanism of action is unknown

· Ex. Prozac, venlaxine (reduces cardiovascular risk), nefazdone (improves sleep)

· St. john’s wort (hypericum)- a type of herb that works better with people who are midly depressed, (available in health food stores)

· Drug treatments effective with adults and not children

· Recovery from depression may not be the most important therapeutic outcome, instead a more important goal is often to delay the nest depressive episode or even prevent it entirely

· It is recommended that drug treatment go well beyond termination of a depressive episode, continuing perhaps 6 to 12 months after the episode

Lithium

· The fourth type of effective anti depressant drug - It is common salt widely available in natural environment

· Side effects of therapeutic doses of lithium are potentially more serious than those other depressants

· One major advantage that distinguishes it from other antidepressants: It is effective in preventing and treating maniac episodes

· Lithium is the treatment of choice for bipolar disorder

· Neurohormones- hormones that affect the brain and are increasingly the focus of study in psychopathology

· Valproate has taken over as the most frequently produced mood stabilizer

Electroconclusive Therapy and Transcranial Magnetic Stimulation

· Electro conclusive therapy (ECT) - Biological treatment for severe, chronic depression involving the application of electrical impulses through the brain to produce seizures. 

· Side effects are surprisingly few and generally limited to short-term memory loss and confusion that disappear after a week or two, although some patients have long-term memory with problems

· Trans Magnetic stimulation (TMS) works by placing a magnetic coil over person’s head to generate a precisely localized electromagnetic pulse.

Phototherapy for seasonal affective disorder

· Exposure to bright lights might slow melatonin production in people

· In phototherapy, the specific treatment developed for SAD, most people are exposed to 2 hrs of very bright light on awakening

· It is effective and can reduce suicide

Psychological Treatments

· Aaron Beck the founder of cognitive theory

1) Cognitive theory- treatment approach that involves identifying and altering negative thinking styles related to psychological disorders such as depression and anxiety and replacing them with more positive beliefs and attitudes—and ultimately, more adaptive coping styles

· Negative cognitive schemas—are targeted in the office but also in as part of a clients day to day life [clark, beck, alford study]

2) Interpersonal psychotherapy (IPT) - Newer brief treatment approach that emphasizes resolution of interpersonal problems and stressors such as role disputes in marital conflict or forming relationships in marriage or a new job. It has demonstrated effectiveness for such problems as depression

· Identifying life stressors:

Dealing with interpersonal role disputes (marital conflict), adjusting to a loss of a relationship (grief of death), acquiring new relationships (getting married), identifying and correcting deficits in social skills

3 stages of dispute:

1) Negotiation stage: both partners are aware  it is a dispute and they try to renegotiate it

2) Impasse stage; the dispute smoulders beneath the surface and results in low- level resentment

3) Resolution stage- partners are taking action, such as a divorce or resolving it

Depending on how “success” is defined, approximately 50% to 70% or more of people benefit from treatment to significant extent, compared with 30% in placebo or control [IPT study]

· More positive effects for IPT in a group of women with postpartum depression demonstrating that this approach is a worthwhile strategy

· IPT effective for treating depression in adolescents

Preventing relapse

· 50% of patients on anti depressant drungs relapse if their medication is stopped within 4 months

· Cognitive therapy reduced rates of subsequent relapse in depressed patients by more than 50% over groups treated with anti depressant medication

· [Zindel segal] made a cognitive therapy that is specifically designed to prevent depressive relapse. Mindfulness-based cognitive depressed patients It is a group therapy designed to teach recovered depressed patients to disengage from the kinds of negative thinking that can precipitate a release to depression

· Psychosocial treatments affect biological aspects of disorders and drug treatments affect psychological components, the integrative model of mood disorders is helpful in studying the effects of treatment

Psychological Treatments for Bipolar Disorder

· Litium seems a necessary treatment for bipolar disorder

· Increasing compliance with drug treatments is important

· [miller’s study] small pilot study added family therapy to a drug regimen and reported a significant increase in percentage of patients with bipolar disorder who were fully recovered over those who had drug treatment alone

· [lam et al study]  showed that patients with bipolar disorder treated with cognitive therapy plus medication relapsed significantly less over 1 year than a control group receiving just medication

Suicide

· Around the world, suicide causes more deaths per year than homicide

· Rates in Canada are highest in Alberta, Quebec, and Northwest Toronto, lowest in Nfld, 

· Suicides by gunshot continue to account for the majority of suicides in US

· Aboriginal people have extremely high suicide rates but variability exists over specific Indigenous people, elevated rates with natives ling on reserves

· Between 1960-1988 the suicide rate in adolescents rose from 3.6 to 11.3 per 100 000 population, an increase of 200 %,  For teenagers it’s the third most cause of death

· Regardless of age, males are 4 to 5 times more likely to commit suicide than females

· More men commit suicide during old age  and more women during middle age, in part because most attempts by older women are unsuccessful

· Suicidal attempts- efforts make to kill oneself

· Suicidal ideation- serious thoughts about committing suicide

Causes

Past Conceptions

· Altruistic suicide - formalized suicide- when an individual brought dishonor to his family (Japanese) he was expected to kill himself- [Durkheim] 

· Anomic suicide - the result of marked disruptions such as loss of a prestige job

· Egoistic suicide – when people get old and lose touch with friends and family

· Fatalistic suicides- result in control of one’s own destiny.

Risk Factors

Psychological autopsy- postmortem psychological profile of a suicide victim constructed from interviews with people who knew the person before death

Family History

· If a family member creates suicide there is an increased risk that someone else in the family will also do so

· Increased rates of suicide in the biological relatives of adopted individuals

Neurobiology

· Low levels of serotonin are associated with suicide and with violent suicide attempts, also associated with impulsitivity, instability and tendency to over react to situations

Existing psychological disorders

· More than 90% of people who kill themselves have a psychological disorder

· Depression and suicide, strongly related and still independent

· Alcohol use and abuse are associated with approx. 25% to 50%

Stressful Life events

· MOST IMPORTANT risk factor for suicide experienced from shame or humiliation, failure

· There are stress disrutions of natural disasters increase rates

Is suicide Contagious?

· Gould repoted an increase in suicides during a 9 day period after widespread publicity about a suicide

· More helpful programs targeted to risk individuals for kids in schools

· [Paul Salkoviskins study]- treated 20 patients who suffered repeated suicide attempts with cognitive behavioral problem-solving approach

· [Marsha Linehan study]-  randomly assigned people to treatments, treatments consisted of problem solving developing social competence, coping more adaptively with life’s problems and recognizing emotional and life experiences that may have precipitated the suicide ideation.

Chapter 7 - Physical Disorders and Health Psychology 
· Beginning of 20th century, leading c.o.d.: influenza, pneumonia, diphtheria, tuberculosis, gastrointestinal infections (now has reduced greatly)

· Physical disorders ( have known physical causes, for the most part observable physical pathology (ex. Genital herpes, damaged heart muscle, malignant tumours, measurable hypertension)

· In conversion disorders, complain of physical damage or disease but no physical pathology.

· Psychosomatic medicine ( study of how psychological/social factors affect physical disorders. Meant that psychological factors affected somatic (physical) function. Psychophysiological disorders term also used. Less often used today because misleading.

· Dividing the causes of mental disorders and physical disorders is not  supported by evidence.

Health and Health-Related Behaviour

· Second revolution in public health is the shift in focus from infectious disease to psychological factors

· Behavioural medicine ( interdisciplinary approach applying behavioural science to the prevention, diagnosis, and treatment of medical problems. Psychologists, physicians, other health professionals work together to develop new treatments and preventative strategies

· Health psychology ( not interdisciplinary, subfield of behavioural medicine that studies psychological factors important in health promotion and maintenance. Practitioners analyze and recommend improvements in health-care systems and health policy formation within the discipline of psychology 

· Psychological and social factors influence health and physical problems in 2 distinct ways

1. Affect the basic biological processes that lead to illness and disease

2. Long-standing behaviour patterns may put people at risk to develop certain physical disorders

· Sometimes both contribute to etiology or maintenance of disease

· Example: AIDS – disease of immune system that is directly affected by stress. Stress may promote progression. Psychological factors may directly influence biological processes

· Behavioural patterns contribute to disease

· 50% of deaths from 10 leading c.o.d. can be traced to behaviours common to certain lifestyles

· Smoking – causes more than 45000 deaths in Canada in 1999

· Poor eating habits, lack of exercise, insufficient injury control (not wearing seat belts)- these behaviours grouped under “lifestyle” because they are enduring habits that are an integral part of a person’s daily living pattern

The Nature of Stress

· 1936, Hans Selye noticed a group of rats injected with a chemical extract developed ulcers/psychological problems, including atrophy of immune system tissues

· Control group had daily saline (salty water injections that should not have had an effect developed the same physical problems

· Daily injections were responsible

· Named the non specific reaction stress

· Theorized body goes through several stages in response to sustained stress

· First phase ( type of alarm response to immediate danger or threat

· With continuing stress ( pass into stage of resistance, where we mobilize various coping mechanisms to respond to stress

· If stress is too intense/lasts too long ( may enter exhaustion stage, where our bodies suffer permanent damage or death

· Called this sequence general adaption syndrome (GAS)

· Selye not correct in all details, but it has been confirmed that chronic stress may inflict permanent bodily damage

· Stress ( the physiological response of the individual to a stressor, which is any event or change that requires adaptation

The physiology of Stress

· Endocrine system increases when stress, through primary activation of HPA axis

· Neuromodulating hormones (secreted by glands directly into bloodstream affecting the nervous system) act like neurotransmitters in carrying the brain’s message to various parts of the body

· Example: Corticotropin-releasing factor (CRF) secreted by hypothalamus, stimulates the pituitary gland. Farther down the chain of HPA axis, pituitary gland (and autonomic nervous system) activates adrenal gland, then secretes cortisol. Close relationship with stress response. Cortisol/other related hormones = stress hormones

· HPA closely related to the limbic system

· Hypothalamus at top of brain stem, next to limbic system (which contains hippocampus and seems . to control our emotional memories). Hippocampus responsive to cortisol. When stimulated by cortisol during HPA axis activity, hippocampus helps to turn off the stress response, completing a feedback loop between the limbic system and the various parts of HPA

· Loop may be important: Sapolsky showed that increased levels of cortisol in response to chronic stress may kill nerve cells in hippocampus

· If hippocampal activity is compromised, excessive cortisol secreted and over time, the ability to turn off stress response decreases, which leads to further aging of hippocampus

· Cell death may lead to deficient problem solving abilities among aged (dementia)

· May affect susceptibility to infectious disease

Contributions to the stress response

· Stress psychology influenced by psychological and social factors

· Shown with baboons living free in national reserve in Kenya

· Investigated because primary sources of stress are psychological rather than physical

· Arrange themselves in social hierarchy, dominant at the top, submissive at bottom

· Lives of subordinate animals are more difficult by continual bullying, less access to food, preferred resting places, sexual partners

· Cortisol, in short term, contributes to arousal and mobilization 

· In long term, muscle atrophy, fertility is affected by declining testosterone, hypertension, immune response is impaired

· Dominant males in baboon have lower resting levels of cortisol, but during an emergency, cortisol levels rise more quickly

· Researchers tried to find why. Went up the HPA axis. Found an access secretion of CRF by hypothalamus in subordinate animals combined with a diminished sensitivity of the pituitary gland (which is stimulated by CRF)

· Subordinate animals continually secrete cortisol, HPA less sensitive to the effects of cortisol, less efficient in turning off stress response

· Subordinate higher risk for atheroslerosis and coronary heart disease

· Why benefit to being at the top? Psychological benefits of having predictability and controllability with events in life. 

· With male baboons who were at the top of hierarchy but not clear winner, constantly attacked each other. Displayed hormonal profiles like subordinate males. 

· Most important factor in regulating stress physiology is sense of control – control of social situations, ability to cope with tension

Stress, Anxiety, Depression, and Excitement

· Is there any relationship between emotion and physical disorders? Yes

· Vaillant studied 200 male university students in 1942-1944, mentally and physically healthy. Followed them for 30 years. Those who developed psychological disorders or who were highly stress became chronically ill or died at a significantly higher rate.

· Suggests that same types of stress-related psychological disorders may contribute to later development of physical disorders and that stress, anxiety, depression are closely related

· Which one you experience may depend on sense of control at the moment, or ability to cope. On a continuum

· Feelings of excitement: rapid heartbeat, sudden burst of energy, jumpy stomach.

· Stress: under too much pressure, may become tense and irritable or develop a headache/upset stomach

· Anxiety: something is threatening, and you believe there is little you can do about it. Sense of control is considerably less than if you were stressed. Can feel anxious for no reason, except we feel out of control

· Depression: always perceive life as threatening may lose hope about ever having control 

· The underlying physiology of these emotional states are relatively similar. Which is why they are referred to a similar pattern of sympathetic arousal and activation of specific neurotransmitters and neurohormones in discussing the 4 states

· Self efficacy( perception that one has the ability to cope with stress or challenges

Stress and the Immune Response

· Exposure to cold viruses is a necessary factor in developing a cold, but level of stress plays a role

· Study: exposed participants to cold virus. Chance they would get sick was directly related to hot much stress the person had experienced during the past year

· Later study: linked intensity of stress and negative affect at the time of exposure to the later severity of the cold, measured by mucus production

· Cohen demonstrated that how sociable you are (quantity/quality of social relationships) affects whether you come down with cold when exposed to virus. Maybe socializing relieves stress

· Immune system ( body’s means of identifying and eliminating any foreign materials that enter. Susceptibility is mediated through it. 

· Selye showed that under stress, increased rates of infectious disease (colds, herpes, mono)

· Depression lowers immune system functioning, particularly in aged

· Weisse suggests the level of depression is a more potent factor in lowering immune system functioning than are specific stressful life events (job loss). Depression can lead to poor self care, tendency to engage in risky behaviour

· Chronic stress may be more problematic than acute or sudden stress for immune. Because longer lasting

· 1970s, nuclear power plant at Three Mile Island in Pennsylvania leaked. Many feared that exposure to radiation would lead to cancer or illnesses. Lived with this for years. More than 6 years after, those in the area had lowered immune system functioning

· Similar for those who care for chronically ill family members, like Alzheimer’s. 

How Immune System Works

· Identifies/eliminates foreign materials called antigens

· Antigens can be bacteria, viruses, parasites

· Immune also targets body’s own cells that have become aberrant or damaged

· Donated organs are foreign, so immune attacks. Necessary to suppress immune after surgery

· Two main parts: humoral and cellular. Specific types of cells function as agents of both

· White blood cells (macrophages) called leukocytes do most of the work. Surround identifiable antigens and destroy them. Also signal lymphocytes, which consist of B/T cells

· B cells operate within humoral part of immune, releasing molecules that seek out antigens with the purpose of neutralizing them. Produce antibodies, which combine to antigens to neutralize them. After neutralized, memory B cells are created so response will be faster next time. 

· T cells operate in cellular branch of immune. Killer T cells, discovered in 1973 by Greenberg. Directly destroy viruses and cancerous processes. Memory T cells created to speed up future responses. 

· Other subgroups of T cells help regulate immune. Ex. Helper T cells enhance immune by signalling B cells to produce antibodies and telling killer T cells to destroy antigen.  Suppressor T cells suppress production of antibodies by B cells when no longer needed.

· Should have twice as many helper T as suppressor. With too many helper, immune may attack body’s normal cells, called autoimmune disease. 

· Example: rheumatoid arthritis (painful, degenerative disease in which the immune essentially attacks itself, resulting in stiffness, swelling, destruction of joints. Cognitive-behaviour treatments can help relieve pain and stiffness. 

· With too many suppressor, body is subject to invasion by a number of antigens. 

· Example: HIV directly attacks helper T, which weakens immune causing AIDS

· Until 70s, most believe immune/brain operated independently 

· 1974, Ader/Cohen worked with classical conditioning paradigm. Gave sugar-flavoured water to rats with drug that suppresses immune. Giving rats only the sweet water produced similar changes. Rats had learned to respond to water by suppressing immune. 

· Psychoneuroimmunology (PNI) ( study of psychological influences on the neurological responses involved in the body’s immune

· Cohen/Herbert illustrate pathways through which psychological/social factors may influence immune. Direct connections between brain (CNS) and HPA (hormonal) and behavioural change with immune

PSYCHOSOCIAL EFFECTS ON PHYSICAL DISORDERS

AIDS

· 2000, # of people in the world living with HIV is approx 34.3 million

· End of 2003, 40 million, 5 million new cases, 3 million deaths

· Hardest hit in southern Africa, 20%-40% of adult population are HIV positive

· Spreading to India, China, was few thousand in 2000, expected to be 10 million in 2010

· Once have HIV, course is variable

· After several months/years with no symptoms, may develop minor health problems like weight loss, fever, night sweats, symptoms that make up condition of AIDS-related complex (ARC)

· Diagnosis of AIDS is not made until one of several serious diseases appears, such as pneumocystis pneumonia, cancer, dementia, wasting syndrome (body withers away). Median time from initial infection to development of full blown AIDS is 7.3 to 10 years or more

· Most die within a year of diagnosis, 15% survive 5 years or longer

· Highly active antiretroviral therapy (HAART) seems to suppress virus in those with HIV, not a cure. Virus lies dormant in reduced numbers

· In one study 61% dropped out of HAART studies because of severe side effects

· Drug resistant strains of HIV are being transmitted

· AIDS relatively new disease, with long latency to development

· Major distinction from those exposed to HIV but not contracted AIDS is immune (particularly cellular branch), are robust and strong. 

· Study: Cote/Pepler, 90 hospitalized HIV-positive men. 1 of 2 psychological interventions to help regular emotional responses to an exacerbation of AIDS symptoms or control group. 

· 1. Skills based, men learned cognitive coping skills for dealing with illness

· 2. Emotion focused intervention, men encouraged to express feelings about illness

· Both interventions had beneficial effects on overall negative mood, compared to control. 1. Showed additional benefits, overall decrease in distress and intrusive thoughts about illness, decrease anxiety. 

· Antoni studied effects of administering a psychological stress reduction treatment to a group who think they have HIV during weeks before testing. ½ got stress reduction program, ½ got usual medical/psychological care. Those in stress did not show substantial increase in anxiety and depression. Demonstrated increase in immune system functioning, measured by T/killer T. significant increases in antibodies to two herpes viruses  - important because herpes virus closely related to HIV, and promote further activation of HIV infected cells, resulting in faster/deadlier spread. Follow up: less disease progression 2 years later. High stress/low social support associated with faster progression after 7.5 years

· Lutgendorf decreased depression/anxiety compared to control

· Goodkin, 10 week psychological treatment buffered against an increase in HIV viral load (predictor of progression to full blown AIDS)

· Some earlier studies found no effect on immune

Cancer

· Cancer ( category of often fatal medical conditions involving abnormal cell growth and malignancy

· Psycho-oncology ( study of psychological factors involved in the course and treatment of cancer

· Oncology ( study of cancer

· Spiegel studied 86 women with advanced breast cancer, that metastasized to other parts of body, and expected to be killed within 2 years. 50 patients met with therapist for psychotherapy 1/week. Group survival time significantly longer (approx 3 years for group, 18 months for control). 4 years after study, 1/3 of therapy patients were still alive. Those with the best medical care died. At 10 years, only 3 still alive. 

· Study confirmed that psychological treatments reduced depression, pain, increased well being, failed to replicate survival enhancing effects of treatment

· How might it work? Better health habits, closer adherence to med treatment, improved endocrine functioning and response to stress

· Andersen stressed the benefits of enhanced social adjustment and coping

· Nezu demonstrated that problem solving skills reduced cancer related distress substantially

· Prelim evidence that psychological factors may contribute to the course and development of cancer/other diseases

· Perceived lack of control, inadequate coping responses, overwhelming stressful life events, use of inappropriate coping responses may contribute to development of cancer

· When children are coping with pain of medical procedures/surgery some coping strategies are better. 

· Example: Graeme showed that use of distraction had less pain/distress following surgery

· Emotion focused avoidance (free expression of emotion without efforts to regular feelings when in pain) experienced more pain/stress

· Psychological procedures designed to reduce pain/stress in children: breathing exercises, watching films of exactly what happens to take uncertainty out of procedure, rehearsal of procedure with dolls

Cardiovascular problems

· Comprises of heart, blood vessels, complex control mechanisms for regulating function

· Many older individuals suffer strokes (aka cerebral vascular accidents) ( temporary blockage of blood vessels supplying the brain or a rupture of vessels in the brain, resulting in temporary or permanent loss of brain functioning

· Raynaud’s disease, lose circulation to peripheral parts of bodies, such as fingers/toes, suffering some pain/continual sensations of cold in hands/feet

John

· 55 year old business exec, 2 teenage children. Smocked pack of cigs each day. mildly obese. Taking meds for high blood pressure since 42. Dr tells him to cut down smoking/exercise more frequently. 

Hypertension

· High blood pressure, major risk factor for stroke and heart/kidney disease that is intimately related to psychological factors

· Blood pressure increases when blood vessels leading to organs/peripheral constrict, forcing more blood to muscles. Heart muscles must work harder to force the blood. Small % can be traced to specific physical abnormalities like kidney disease/tumours on adrenal glands. 

· Essential hypertension (high blood pressure with no verifiable physical cause, which makes up the overwhelming majority of high blood pressure cases

· In readings, first value is systolic blood pressure (heart is pumping blood). Second value is diastolic (pressure between beats when the heart is at rest) elevations in diastolic pressure seem to be more worrisome in terms of disease

· Normal 120/lses than 80, prehypertension = 120-139/80-89, stage 1 hypertension 140-159/90-99, stage 2 hypertension 160 or greater/at or great than 100. 140/90 no longer borderline

· 26.7% individuals between 35 and 64 suffer from hypertension in North America, 44.2% in European countries

· Called silent killer- associated with premature mortality

· In Us/Canada, Black people more likely to develop hypertension, and have hypertensive vascular diseases 

· Saab demonstrated during lab stress tests, Blacks without high blood pressure show greater vascular responsiveness, including heightened blood pressure

· Davidson noted that an elevated cardio response to stress is associated with hypertension

· Runs in families, likely subject to marked genetic influences

· Ditto established when stressed in lab, even with a normal blood pressure, show greater reactivity in their blood pressure if their parents have high blood pressure

· Offspring of parents with hypertension are at twice the risk of developing it

· Meichenbaum reported that elevated blood pressure is evident during first few weeks of life in babies of hypertensive parents

· Two factors central to the regulation of blood pressure: autonomic nervous system activity and mechanisms regulating sodium in kidneys

· When sympathetic branch becomes active, constriction of blood vessels, produces greater resistance against circulation. Sympathetic is very responsive to stress, it is assumed that stress is major contributor to essential hypertension

· Sodium/water regulation – function of kidneys. Retaining too much salt increases blood volume and heightens blood pressure. 

· Psychological factors (personality, coping style, level of stress) can explain differences in blood pressure

· Example: review of 28 studies, Uchino found strong relationship between levels of social support and blood pressure. Loneliness, depression, uncontrollability are psychological mechanisms that may contribute to association between hypertension and social support

· Long term study, 2 psychological factors, each of which almost doubles risk of risk of hypertension: hostility (particularly in interpersonal relations), and a sense of time urgency or impatience. 5000 Black/White adults followed for 15 years. Combination of 2 factors may be an even bigger risk. 

· Both anger/hostility have been associated with increases in blood pressure in lab setting

· Alexander suggested that an inability to express anger could result in hypertension and other cardio problems

· May be more important about how frequently anger/hostility are experienced

· Davidson shown that ability to control anger by expressing feelings constructively is associated with markedly lower blood pressure

Coronary heart disease

· Coronary heart disease (CHD) ( blockage of arteries supplying blood to the heart muscle (myocardium), a major cause of death in Western culture, with social and psychological factors involved
· Angina pectoris( chest pain resulting from partial obstruction of arteries
· Atherosclerosis ( occurs when fatty substance or plaque builds up inside the arteries and causes obstruction
· Ischemia ( deficiency of blood to a body part caused by narrowing of arteries by too much plaque
· Myocardial infarction, or heart attack ( death of heart tissue when a specific artery becomes completely clogged with plaque
· Inherit a vulnerability to CHD, other factors such as diet, exercise, culture make important contributions to cardio status
· Suggested that stress, anxiety, anger combined with poor coping skills/low social support are implicated in CHD
· Studies indicate that healthy men who experience stress are more likely to experience CHD than low stress. Stress reduction procedures may be a preventative technique
· Effects of stress reduction programs on CHD. 34% reduction in death from heart attacks, 29% reduction in recurrence of heart attacks, significant positive effect on blood pressure, cholesterol, body weight
· Type A behaviour pattern ( cluster of behaviours including excessive competitive drive, sense of always being pressure for time, impatience, incredible amounts of energy that may show up in accelerated speech/motor activity, angry outburst, originally thought to promote high risk for heart disease
· Type B behaviour pattern ( cluster of behaviours including a relaxed attitude, indifference to time pressure, and less forceful ambition, originally thought to cause low risk for heart disease
· Western collaborative group study: 3154 men, 39-59. Followed 8 years. Those with type a at beginning were at least twice as likely to develop CHD. With younger men 39-49, 6X
· Framingham Heart Study on for 40 years. Men/women with type A, more than twice likely. (in men, nearly 3x). in male group, results were evident only in those with higher status white collar occupations. For women, strongest with low level of education.
· Study of Japanese men documented in Hawaii did not replicate findings. Prevalence of type a is much lower than in north America (18.7% vs 50%). Prevalence of CHD is equally low (Japanese men 4%, north America 13%). 
· 3809 north American Japanese decent classified into groups according to how “traditionally Japanese”. Those most, had lowest incidence of CHD. With least Japanese, 3-5x greater incidence
· Difficult to determine if someone is type a
The role of chronic negative emotions

· Primary factor that seems to be responsible for personality and CHD is anger
· Ironson found that anger impaired pumping efficiency of heart in individuals with heart disease, putting them at risk for dangerous disturbances in heart rhythm (arrhythmias). 
· Iribarren found that those with high hostility/anger showed evidence of coronary artery calcification (early sign of CHD)
· Some parts of type a related to development of CHD. Another important factor is time urgency/impatience
· Davidson suggest that intervention focusing on reducing hostility may be useful with men with CHD. In a group of men with CHd/high in hostility were either put in hostility intervention or information control group. 2 months later, those with intervention had less hostility, lower diastolic blood pressure.
· Some believe that anxiety/depression are as important as anger in development of CHD, while others have cautioned that the role of negative emotions other than anger as risk factors remain controversial
· Frasure-Smith found that patients who were depressed were 3x more likely to die in the year following heart attacks, regardless of severity of heart attack
· Ironson participants were asked to imagine being in situations producing performance anxiety did not experience same effect on hearts than those who imagined anger
Chronic pain

· Without low levels of pain providing feedback on functioning of the body and systems, would incur substantially more injuries
· Cost of chronic pain in Canada (medical expenses, lost productivity, lost income, not including social costs) exceed 10 billion annually
· 80% of all visit to physicians are due to pain
· Acute pain ( pain that typically followings an injury and disappears once the injury heals or is effectively treated (often treated within a month)
· Chronic pain ( enduring pain that does not decrease over time; may occur in muscles, joints, lower back; and may be due to enlarged blood vessels or degenerating or cancerous tissue. Other significant factors are social/psychological 
· More than 18% of Canadians endure chronic pain

· Have to make a distinction between subjective experience = pain (reported by patient), and overt manifestations of this experience = pain behaviours

· Pain = changing the way the person sits/walks, continually complaining about pain to others, grimacing, avoiding various activities

· Emotional part of pain = suffering. May be accompanied with pain

Preepi

· Injured when slipped on wet floor/carrying dishes. Unable tow rok since injury/complains of severe low back pain/numbness down right leg. Since family had to do things for her, started to feel depressed

Psychological and social aspects

· Severity of pain does not seem to predict reaction to it

· Some have intense pain frequently/continue to work productively – appear to be because of psychological factors

· Determining factor seems to be individual’s general sense of control over the situation: whether or not he/she can deal with the pain and its consequences in an effective/meaningful way

· Bandura observed that when a positive sense of control is combined with optimistic outlook about future, substantially less distress/distresability 

· Positive psychological factors as associated with active attempts to cope (exercise, other regiments)

· Example: Philips studied 117 patients who suffered from back/neck pain after injury. Almost all expected to recover quickly. 40% still reported substantial pain after 6 months. The 60% were pain free after a month. The relationship between the experience of pain/subsequent disability was not as strongly related to the intensity of the pain as other factors (personality, socioeconomic differences, planned to initiate lawsuit)

· Profile of negative emotion (anxiety/depression, poor coping skills, low social support, possibility of being compensated for pain through disability claims) predict most types of chronic

· Gordon Asmundson suggest that fear of pain could predispose a person to development of chronic pain following injury (scared to reinjure themselves, so become deconditioned due to lack of exercise)

· Pain catastrophizing ( exaggerated negative response brought to bear during actual or anticipated painful experience

· “I can’t stop thinking of how much it hurts” – rumination 

· “I worry that something serious might happen” – magnification 

· “There is nothing I can do to reduce the intensity of the pain” – helplessness

· Phantom limb pain – people who have lost arm/leg feel excruciating pain in the limb that is no longer there. Can describe exact location of pain/its type. Suggests that changes in sensory cortex may contribute

· 65% of war veterans wounded in combat reported feeling no pain when injured. Attention was focused on what to do to survive

· Fordyce studied social forms of pain behaviours such as verbal complaints, facial expressions, obvious limps or other symptoms that may reflect strong social contingencies 

· Example: family members who were formerely critical/demanding may become caring/sympathetic 

· Operant control of pain behaviour – because the behaviour clearly seems under the control of social consequences

· Jamison studied 521 chronic pain patients (back/ab/chest conditions), those who lacked social support from families reported more pain sites/showed more pain behaviour (staying in bed). Exhibited more emotional distress without rating their pas as any more intense than patients with strong social. With strong, returned to work earlier, showed less reliance on meds, increase activity levels more quickly

Gate control theory

· Developed by Melzack. Accommodates both psychological/physical factors. Nerve impulses from painful stimuli make their way to spinal column and from there to the brain. Area called the dorsal horns of the spinal column acts as a gate and may open and transmit sensations of pain if the stimulation is sufficiently intense. Specific nerve fibres referred to as small fibres (A-delta and C fibres) and large fibres (A-beta fibres) determine pattern/intensity of the stimulation. Small fibres tend to open the gate, thereby increasing transmission of painful stimuli, large fibres tend to close.

· Brain sends signals back down the spinal cord that may affect gating mechanisms

· Example:  with negative emotions (fear/anxiety) may experience pain more intensely because basic message from brain is to be vigilant against possible danger or threat. If positive, brain sends down inhibitory signals that close gates. 

Endogenous opioids

· Heroin/morphine are manufactured from opioid substances. Endogenous (natural) opioids exist within body. 

· Endogenous opioids ( function like neurotransmitters to shut down pain sensation even in the presence of marked tissue damage. These may contribute to psychological problems such as eating disorders. Also known as endorphins or enkephalins. 

· Brandura found that people with greater sense of self efficacy/control had higher tolerance for pain

Gender differences in pain

· Women suffer more frequently than men from migraines, arthritis, carpal tunnel, temporomandibular joint pain

· Men have more cardiac pain, backache

· Both have endogenous opioid, but may be more powerful in men

· Female neurochemistry may be based on an estrogen dependant neuronal system that may have evolved to cope with pain associated with reproductive activity. If extra pain pathway taken away by removing hormones, no implications for remaining pathways

· Males/females may benefit from different kinds of drugs, psychological interventions, unique combinations of both

Chronic fatigue syndrome

· Neurasthenia ( mid 19th century condition of lack of energy, marked fatigue, aches/pains, low grade fever with no physical pathology (lack of nerve strength)
· Attributed to demands of the time: preoccupation with material success, hard work, changing role of women

· Disappeared in early 20th century in Western cultures, but common in China

· Chronic fatigue syndrome (CFS) ( incapacitating exhaustion following only minimal exertion accompanied by fever, headaches, muscle/joint pain, depression, anxiety

· CFS spreading throughout Western world. Until recently, attributed to viral infection (Epstein barr virus), immune system dysfunction, exposure to toxins, clinical depression

· Often give up careers. 

· In 100 patients followed 18 months, did not decrease significantly in 79%

· Better mental health to begin with, less use of sedating meds, more psychological lead to better outcomes

· Abbey attributes to extremely stressful env, changing role of women, rapid dissemination of new technology/info

· Both disorders most common in women

· Sharpe develops first model of causes of CFS(p. 293)

· Theorizes that individuals with particularly achievement-oriented lifestyles (drive, perhaps by a basic sense of inadequacy) undergo a period of extreme stress or acute illness. Misinterpret symptoms of fatigue ,pain, inability to function, and disease gets worse with activity, and improved by rest – results in behavioural avoidance, helplessness, depression, frustration. They think they should be able to cope with symptoms.

· Chronic inactivity leads to lack of stamina, weakness, increase feelings of depression, helplessness

· Pharmacological treatment no proven effective

· Sharpe developed cognitive behavioural program, includes procedures to increase activity, regulate periods of rest, direct cognitive therapy at the cognitions 

· Treatment includes relaxation, breathing exercises, general stress reduction

· In controlled trial, 60 patients assigned to cognitive behavioural treatment or normal treatment

· 73% of CHT improved on fatigue, disability, illness belief

· Study: 60 patients with CFS in either CBT or relaxation exercises. Fatigue diminished/overall functioning improved with CBT. 70% achieved substantial improvement in physical functioning at 6 month follow up, compared to 19% in relaxation. Maintained at 5 year follow up

Psychological treatment of physical disorders

· Postsurgical pin in rats doubles the rate at which certain cancer metastasizes to lungs

· Rats with ab surgery without morphine developed twice the number of lung metastases

· Pain may reduce # of killer T cells in immune, because of general stress reaction to pain

· Some estimates suggest that fewer than ½ of all cancer patients receive sufficient pain relief

· Katz showed that receiving pain meds before surgery reported less pain after surgery and requested less pain meds

Biofeedback

· Biofeedback ( use of physiological monitoring equipment to make individuals aware of their own bodily functions, such as blood pressure or brain waves, that they cannot normally access, with the purpose of controlling these functions

· Conscious awareness is the first step

· Miller reported that rats could learn to directly control many of these responses

· Used a variation of operant conditioning procedures, animals were reinforced for increases/decrease in physiological responses. 

· Example: if patient is successful in lowering blood pressure, pressure reading will be visible on a gauge and a tone will sound

· Goal:  reduce tension in muscles of head/scalp, relieving headaches

· Holroyd said the success of it may depend not on reducing tension but on the extent to which the procedures instill a sense of control over the pain

· Applying biofeedback/ relaxation techniques is safe strategy because some benefit from each

· 38-63% of patients undergoing either had reduction in headaches, compared to 35% with placebo

Relaxation and meditation

· Progressive muscle relaxation ( devised by Jacobson, please become acutely aware of any tension in their bodies and counteract it by relaxing specific muscle groups. Thought it took months/years to master technique

· These days, takes weeks, seldom used as sole treatment

· Number of procedures focus attention either on specific part of body or on single thought or image, accompanied by regular slowed breathing

· Transcendental meditation ( attention focused solely on repeated syllable, or the mantra

· Relaxation response ( active components of meditation methods, including repetitive thoughts of a sound to reduce distracting thoughts and closing the mind to other intruding thoughts, that decrease the flow of stress hormones and neurotransmitters and cause a feeling of calm – any neutral word will do

· Those who meditate for 10-20 min/day report feeling calmer or more relaxed throughout day

· Can be powerful in reducing the flow of certain neurotransmitters/stress hormones

A comprehensive stress- and pain reduction program

· Individuals practise a variety of stress management procedures presented to them in a workbook

· 1. They learn to monitor their stress closely/identify the stress events (be specific about recording times, intensity, trigger, somatic symptoms, thoughts that occur)

· 2. Taught deep muscle relaxation. First tensing various muscles to identify location of muscles. Taught to relax the muscle groups beyond point of inactivity

· Cognitive therapy used to develop more realistic appraisals and attitudes

· Identify unrealistic negative thoughts, develop new appraisals and attitudes almost instantaneously when negative thoughts occur (most difficult part of program)

· Clients in stress reduction programs develop new coping strategies, like time management, assertiveness training.


Drugs and stress reduction programs

· Chronic reliance on over counter meds lessens efficacy of comprehensive programs in treatments, may make headaches worse

· Holroyd, compared CBT and antidepressant drug (amitriptyline)

· Psychological treatment produced 50% reduction in 56% of patients, drug reduced in 27% patients

· Grazzi treated 61 patients withdrawing patients from analgesics, then started on non addicting med regimen. Combined with biofeedback or relaxation. After 3 years, more individuals in meds only had relapsed

Denial as a means of coping

· Scheier discovered link between optimism and coping styles

· Optimistic people less likely t use denial

· During extremely stress period when first diagnosed, denial may help to endure shock

· Study: high initial denial resulted in less time in the intensive care section

Modifying behaviours to promote health

· Behaviour self care is important in management of diabetes: regularly administer/adjust insulin/meds

Injury prevention

· 4th leading cause of death, top cause for those 1-45

· Loss of productivity is far greater than any other leading c.o.d.

· Spieldberger points out that psychological variables are crucial in mediating virtually all factors that lead to injury

AIDS prevention

· Canadian youth highly vulnerable  to HIV due to risky behaviours/attitudes

· Factors – high rates of risky sexual behaviours, substance use with injections, belief that HIV is not a threat

· Changing high risk behaviour is only preventative strategy

· In classroom based intervention, teachers taught 5 classes focusing on 

1. Factual info about HIV transmission and prevention, dispelling myths

2. Changing students attitudes/social norms

3. Enhancing students’ motivation for prevention

4. Training in behavioural skills for abstinence, condoms

5. Communication about safer sex

· In peer based intervention, same material presented by popular peers through informal contacts with same sex friends

· Also combined intervention

· Each active intervention better than control

· Combined treatment helped with both sexual inexperienced/experienced

Smoking in china

· One of the most tobacco addicted populations, 250 million, 90% of them male are habitual smokers

· Consumes 33% of all cigarettes in world, projected to kill 100 million in next 50 years

· Had children intervene with fathers. Brought home literatures, questionnaires to 10000 fathers. Wrote letters asking them to quit. 9 months later, 12% quit for at least 6 months. Control group only had .2%

Chapter 10 - Substance-Related Disorders
Perspectives on Substance-Related Disorders

Danny, who has poly substance use (use of multiple mood-and behavior altering substances) broke into a gas station and stole money. He smokes and drinks beer with his friends. He drinks until he gets drunk, and also experimented with other drugs; he attended college and failed most of his courses. He rarely held a job for more than a few months. He needed help and planned to check into an alcohol rehab centre, he still would not admit to using other drugs. Danny later resumed his drinking and using drugs and was arrested for robbing the place where he worked.

Levels of involvement

Substance refers to chemical compounds that re ingested to alter mood or behavior

Psychoactive substances- Which alter mood and/or behavior to become intoxicated or high, to abuse these substances, and become dependent on or addicted to them.

Substance Use

The ingestion of psychoactive substances in moderate amounts that does not significantly interfere with social, educational, or occupational functioning

Intoxication

Our physiological reaction to ingested substances—drunkenness or getting high—is referred to as substance intoxication. Ex: mood changes, lowered motor ability

Substance Abuse

DSM-IV-TR defines substance abuse in terms of how significantly it interferes with the user’s life. Ex: if it disrupts your education, if you have related legal problems, you would be considered a drug abuser.

Danny’s use of multiple substances—would classify him as drug dependent, which indicates a severe form of the disorder.

Substance dependence

Drug dependence is usually described as addiction. Maladaptive pattern of substance use characterized by the need for increased amounts to achieve the desired effect, negative physical effects when the substance is withdrawn, unsuccessful efforts to control its use, and substantial effort expended to seek it or recover from its effects

Tolerance- Need for increased amounts of substance to achieve the desired effect, and diminished effect with continued use of the same amount

Withdrawal- severely negative physiological reaction to removal of a psychoactive substance which can be alleviated by the same or similar substance

Alcohol withdrawal delirium is where a person can experience frightening hallucinations and body tremors.

The DSM-IV-TR definition of substance dependence combines the physiological aspects of tolerance and withdrawal with the behavioral and psychological aspects

Problematic forms of gambling behavior, now classified as “pathological gambling” in the “Impulsive Control Disorders” (disorders that deprive a person of the ability to resist acting on a drive or temptation) section of DSM-IV-TR share much in common with substance dependence and should be recategorized as “an addiction without the drug”.

It may seem counterintuitive, but dependence can be present without abuse

Diagnostic Issues

In early editions of the DSM, alcoholism and drug abuse weren’t treated as disorders; they were categorized as sociopathic personality disturbances, because substance use was seen as a symptom of other problems

DSM-IV-TR term substance-related disorders indicates several subtypes of diagnoses for each substance, including dependence, abuse, intoxication, and/withdrawal.

Easy to get hooked on hard to get off drugs- Top 3:

1) Nicotine

2) Ice, Glass

3) Crack

Almost three-quarters of the people with alcohol disorders have an additional psychiatric disorder such as depression, antisocial personality disorder, or bipolar disorder

Alcohol disorders were found to be highly co morbid with mood and anxiety disorders

Substance use disorder might occur concurrently with other disorders for several reasons:

1) Substance related disorders and anxiety and mood disorders are highly prevalent in our society and may occur together so often just by chance

2) Drug intoxication and withdrawal can cause symptoms of anxiety, depression, and psychosis, and increase risk taking

3) Alcohol’s effects in increasing risk taking may contribute to high co-occurrence of alcohol and gambling disorders. The mental health disorder causes the substance use disorder.

Focus on 5 substances: 

1) Depressants- these substances result in behavioral sedation and can induce relaxation. Ex: alcohol, and anxiolytic drugs in the families of barbiturates and benzodiazepines

· Depressants primarily decrease central nervous system activity; it reduces our levels of physiological arousal and helps us relax.

Alcohol Use Disorders

· The Temperance Movement allowed for the benefits of moderate drinking while morally condemning the heavy use of spirits

· The work of the Temperance Movement proponents paved the way for the American prohibition

Clinical Description

· Although alcohol is a depressant, its initial effect is an apparent stimulation

· Our inhibitions are reduced, and we become more outgoing

Effects

· Alcohol effects many parts of the body

· Stomach (where small amounts are absorbed), small intestines, bloodstream, circulatory system including the heart, some alcohol goes to the lungs (breath analyzer measures levels of intoxication), liver

· Alcohol influences a number of different neuro-receptor systems

· GABA- inhibitory neurotransmitter

· Alcohol makes it harder for neurons to communicate with each other

· Glutamate system is excitatory which helps neurons to fire. It is suspected to be involved in learning and memory

· Blackouts, the loss of memory for what happens during intoxication, may result from the interaction of alcohol with the glutamate system

· Serotonin system affects mood, sleep, and eating behavior and is thought to be responsible for alcoholic cravings

· The dopamine reward system is responsible for the pleasurable feelings people experience

· Certain doses, alcohol also results in release of endogenous opioids—our bodies naturally occurring analgesics—which may explain why alcohol has pain numbing effects

· Withdrawal from chronic alcohol use includes hand tremors and, within several hours, nausea or vomiting, anxiety, transient hallucinations, insomnia and withdrawal delirium- causes frightening hallucinations and body tremors that result when a heavy drinker withdraws from alcohol

2 types of organic brain syndromes may result from the long-term heavy alcohol use:

1) Dementia- general loss of intellectual abilities and can be a direct result of neurotoxicity or “poisoning of the brain”

2) Wernicke’s disease- results in confusion, loss of muscle coordination, and unintelligible speech, caused by a deficiency of thiamine, a vitamin metabolized poorly by heavy drinkers.

Fetal alcohol syndrome (FAS) – pattern of problems including learning difficulties, behavior deficits, and characteristic physical flaws, resulting from heavy drinking by the victim’s mother when she was pregnant with the victim

· Reduced consumption may reflect increased public awareness of the health risks associated with alcohol use and abuse

· Men are more likely than women to drink alcohol and are also more likely to drink heavily

· Found that 16% of adult men were classified as heavy drinkers compared with only 4% of adult women

Statistics on Abuse and Dependence

· Researchers estimate that about 10% of Canadian drinkers experience some level of problems with alcohol with about 3% of Canadian adults thought to be alcohol dependent in any given year

· About 20% of people with severe alcohol dependence have a spontaneous remission and do not re-experience problems with drinking

· Alcoholism will get progressively worse if left unchecked

· Alcohol dependence may be progressive for most people, although the course of alcohol abuse may be more variable

· Drinking at an early age—from ages 11 to 14-was predictive of later alcohol use disorders

· Statistics show alcohol does not increase aggression but it may increase a person’s likelihood of engaging in impulsive acts and it may impair the ability to consider the consequences of acting impulsively.

Sedative, Hypnotic, or Anxiolytic Substance Use Disorders

The general group of depressants also includes sedative (calming), hypnotic (sleep-inducing), anxiolytic (anxiety-reducing) drugs

Barbiturates- sedative (and addictive) drugs including Amytal, Seconal, and Nembutal that are used as sleep aids

Benzodiazepines- primarily reduce anxiety, also used to treat insomnia. They show some side affects like cognitive motor impairment. [They are considered much safer than barbiturates, with less risk of abuse and dependence]. Ex: Rohypnol (the date rape drug)

Clinical Description

· At low doses, barbiturates relax the muscles and can produce a mild feeling of well-being. Larger doses can have results similar to those of heavy drinking: slurred speech and problems walking

· The DSM-IV-TR criteria for sedative, hypnotic, and anxioytic drug use disorders do not differ substantially from alcohol disorders—both include maladaptive behavioral changes such as inappropriate sexual or aggressive behavior, variable moods, impaired judgment etc

2) Stimulants- These substances cause us to be more active and alert and can elevate mood. Included in this group are: amphetamines, cocaine, nicotine, and caffeine

· Of all psychoactive drugs used in Canada the most commonly consumed stimulant is caffeine and nicotine

· An amphetamine called “Ma-huang”- a dietary supplement and weight loss aid

Amphetamine Use Disorders

· At low does, amphetamines can induce feelings of elation and vigor and can reduce fatigue, can reduce appetite, come people take them to lose weight

· Prescribed for people with narcolepsy, a sleep disorder characterized by excessive sleepiness

· Ritalin- is given to children to children with attention deficit/hyperactivity disorder

· (MDMA) first synthesized in Germany was used as an appetite suppressant- now called Ecstasy

· Amphetamines stimulate the central nervous system by enhancing the activity of nor epinephrine and dopamine

Cocaine Use Disorders

· Cocaine replaced amphetamines as the stimulant of choice in the 1970’s. Cocaine is derived from the leaves of coco plants in south America

· Latin Americans have chewed coco leaves to get relief from hunger and fatigue

· Cocaine also makes the heart beat more rapidly and irregularly and it can have fatal consequences

· Deficits in auditory information processing among the cocaine-exposed infants that may help explain the growing evidence that fetal cocaine exposure is associated with subsequent language deficits among children

Statistics

· Crack cocaine is a crystallized form of cocaine that is smoked rather than snorted or injected

· The 1980’s many people felt cocaine was a wonder drug that produced feelings of euphoria without being addictive

· Instead of rapid heartbeat, tremors or nausea withdrawal from cocaine produces pronounced feelings of apathy and boredom

Nicotine Use Disorders

· The nicotine in tobacco is a psychoactive substance that produces patterns of dependence, tolerance, and withdrawal

· DSM-IV-TR does not describe an intoxication pattern for nicotine, it lists withdrawal symptoms, which include depressed mood, insomnia, anxiety, difficult concentrating , relentlessness and increased appetite and weight gain

· Nicotine stimulates the central nervous system; it can relieve stress and improve mood, it can also cause high blood pressure and increase the risk of heart disease and cancer, high doses can blur vision and  cause confusion and lead to death

· Only 7 to 19 seconds after a person inhales the smoke, the nicotine reaches the brain

· Nicotinic acetylcholine receptors in the midbrain reticular formation and the limbic system, the site of the “pleasure pathway”

· Smoking has been linked with signs of negative affect such as depression anxiety and anger

Caffeine Use Disorders

· Most common of the psychoactive substances, used regularly by 90% of all North Americans. Called the “gentle stimulant”—thought to be the least harmful of all the addictive drugs

· Since caffeine takes a relatively long time to leave our bodies (it has a blood half life about 6 hours), sleep can be disturbed if the caffeine is ingested in the hours close to bedtime

· Experienced headaches, drowsiness, and generally unpleasant mood when denied your morning coffee have had the withdrawal symptoms characteristic of this drug

· Caffeine’s effect on the brain involve neurotransmitters adenosine and to a lesser extent serotonin, caffeine seems to block adenosine reuptake

3) Opioids- The major effect of these substances is to produce analgesia (reduce pain) and euphoria. Heroin, opium, codeine, morphine, and oxycodone are included in this group.

· Opiate refers to the natural chemicals in the opium poppy that have a narcotic effect (they relieve pain and induce sleep)

· Opiates are also analgesics, substances that help relieve pain

· people who cease or reduce their opioid intake begin to experience symptoms within 6 to 12 hours; these include excessive yawning , nausea and vomiting, chills, muscle aches, diarrhea, and insomnia—these symptoms can persist for 1 to 3 days and the withdrawal process is completed in about a week

· these drugs are usually injected intravenously, users are at increased risk for HIV infection and therefore AIDS

· The brain already has its own opioids called enkephalins and endorphins—that provide narcotic effects

· Heroin, opium, morphine and other opiates activate this system

· Discovery of the natural opioid was a major breakthrough in the field of psychopharmacology.

4) Hallucinogens- These substances alter sensory perception and can produce delusions, paranoia, and hallucinations. Marijuana and LSD are included in this category

Marijuana

· Was the drug of choice in the 1960’s and 1970’s its scientific name is “cannabis sativa”

· More than any other drug, can produce different reactions in different people

· Users suggest that they have suffered impairment of memory, concentration, motivation, self-esteem relationships with others and employment are common negative outcomes of long term use

· The impairment in motivation-apathy, or willingness to carry out long term plans has been called “amotivational syndrome

· “Reverse tolerance”- when regular users experience more pleasure from the drug after repeated use. Major signs of withdrawal do not usually occur with marihuana

· Cannabinoids in weed are believed to alter mood and behavior, the most common chemical is THC.

LSD and Other Hallucinogens

· Most common hallucinogenic drug, produced synthetically in laboratories

· Ergotism- constricted the flow of blood to the arms or legs and eventually in gangrene and the lost of limbs

· Scientists connected ergot with the illnesses and began studying versions of this fungus for possible benefits

· Dr. Humphrey Osmond performed an experiment to test the theory that the spiritual aspect of the LSD trip could be used to assist in recovery from alcoholism

· Types of hallucinogens: psilocybin (found in certain species of mushrooms), lysergic acid amide (found in seeds of the morning glory plant), dimethyltrytamine (DMT found in the bark of the Virola tree), Mescaline (found in the peyote cactus plant).

· Physical symptoms include papillary dilation, rapid heartbeat, sweating, and blurred vision

· For most of the hallucinogens, no withdrawal symptoms are reported, one possibility is psychotic reactions aka “bad trips”

· Most of these drugs bear some resemblance to neurotransmitters

LSD, psilocybin, lysergic acid amide, and DMT are chemically similar to serotonin

Mescaline resembles nor epinephrine

Other Drugs of Abuse

Inhalants- include a variety of substances found in volatile solvents (laughing gas, hair spray, paint thinners)

· Used most commonly among young males aged 13-15 who are economically disadvantages

Anabolic- androgenic steroids- are derived from or are a synthesized for of the hormone testosterone

· The anabolic action of these drugs can help increase body mass and help those wishing to bulk up

Designer drugs- drugs developed by pharmaceutical companies to target specific diseases and disorders ex. MDMA or Ecstasy (types of stimulants)

Phencyclidine (PCP) - can be snorted or smokes and causes impulsivity and aggressiveness

Ketamine (special k) - A dissociative anesthetic that produces a sense of detachment with a reduced awareness of pain.

Gamma hydrobutyrate (GHB) - is a central nervous system depressant that was marked in health foods and was a means of stimulating muscle growth in the 1980’s.

Causes of Substance-Related Disorders

Drug abuse and dependence are now believed to be influenced by a combination of biological and psychosocial factors.

Biological Dimensions

Familial and Genetic Influences

· Many of the psychological disorders are influenced in important ways by genetics

· Among men, both twin and adoption studies suggest genetic factors play a role in alcoholism

· Two studies pointed to genes that may influence alcoholism on chromosomes 1,2,7, and 11, plus a finding that a gene on chromosome 4 may protect people from becoming dependent—how these genes work  to influence addiction is a field of research known as functional genomics

Neurobiological Influences

· What psychoactive drugs may have in common is their ability to activate this reward centre and provide the user with a pleasurable experience—the pleasure centre was discovered 50 years ago by James Olds and Peter Milner

· Exact location of the centre is a debate but believed to include the dopaminergic system and its opioid releasing neurons, which begin in the mid brain ventral tegmental area and then work their way forward through the nucleus accumbens on to the frontal cortex

· Amphetamines and cocaine act directly on the dopamine system

· Aspirin is a negative reinforce: it stops us from feeling bad.

· Negative reinforcement is related to the anxiolytic effect, the ability to reduce anxiety

· These drugs reduce anxiety and involve the septal/hippocampal system, which includes a large number of GABA-sensitive neurons. Certain drugs may reduce anxiety by enhancing the activity of GABA in this region, thereby inhibiting the brain’s normal reaction (anxiety/fear) to anxiety producing situations.

Psychological Dimensions

Positive Reinforcement

· The feelings that result from using psychoactive substances are pleasurable in some way, and people will continue to take the drugs to recapture pleasure

Negative Reinforcement

· Drugs help reduce unpleasant feelings through negative reinforcement

· Many drugs provide escape from physical pain (opiates), from stress (alcohol), or from panic and anxiety (benzodiazepines).

· Substance abuse becomes a way for users to cope with the unpleasant feelings

· People who experience trauma such as sexual abuse are more likely to abuse alcohol

· The “opponent-process theory”- holds that an increase in positive feelings will be followed by an increase in negative feelings a short time later. Similarly, an increase in negative feelings will be followed by a period of positive feelings.

Cognitive and Learning Factors

· A person who expects to be less inhibited when she drinks alcohol will act less inhibited whether she drinks alcohol or a placebo she thinks is alcohol—this observation about the influence of how we think about drug use has been labeled an “expectancy effect”

· Children may begin drinking only because they believe drinking will have positive effects

· Once people stop talking drugs after prolonged or repeated use, powerful urges called “cravings” can interfere with the efforts to remain off these drugs

· Research by Siegel, Krank and Hinson: the role of conditioning in accounting for important aspects of addiction such as cravings. If a particular stimulus is repeatedly paired with drug taking and consequent unconditioned drug effects, then that stimulus can become a conditioned stimulus signaling that the drug effect is coming

· From the perspective of the conditioning theory, the usual drug cues are not present to initiate the conditioned compensatory response and as a result the user experiences the full unconditioned effect of the drug resulting in an overdose.

Social Dimensions

· Research suggests that drug-addicted parents spend less time monitoring their children than parents without drug problems, an important contribution to early adolescent substance use.

· Parenting can exert an important influence on teenagers’ use of alcohol and drugs, even in the face of potentially negative peer influences

· Two views of substance abuse and dependence characterize contemporary thought:

1) Moral weakness- drug use is seen as a failure of self-control in the face of temptation [a psychosocial perspective]

2) Disease model- assumes that drug dependence is caused by an underlying physiological disorder [a biological perspective]

Cultural Dimensions

· In certain cultures, including Korea, members are expected to drink alcohol heavily on certain social occasions

· Poor economic conditions in certain parts of the world can also limit drug use

· Certain cultures may adapt their drug use (e.g., condoning substance use only in “safe” social surroundings) to ethically idiosyncratic reactions

An Integrative Model

· Access to a drug is a necessary but obviously not sufficient condition for abuse or dependence. Exposure had many sources, including the media, parents, peers

· REFER TO FIG 10.8 FOR A SUMMARY

· As major stressors aggravate many of the disorders, so do they increase the risk of abuse and dependence on psychoactive substances Genetic influences may be of several different types.

· Equifinality, the concept that a particular disorder may arise from multiple and different paths is particularly appropriate to substance disorders

· Once a drug had been used repeatedly, biological and cognition conspire to create dependence. Continual use of the most drugs causes tolerance, which requires the user to ingest more of the drug to produce the same effect.

Treatment of Substance-Related Disorders

Biological Treatments

Agnostic Substitution – Used as treatment for substance dependence

· It involves providing the person with a safer drug that has chemical makeup similar to the addictive drug.

· Methadone is an opiate agonist that is often given as a heroin substitute

· Methadone developed in Germany during WWII when morphine was not available it was originally called adolphine after Adolph Hitler

· Heroin and methadone are “cross-tolerant”, acting on the same neurotransmitter receptors, a heroin addict who takes methadone may become addicted to the methadone instead

Antagonist Treatments

· Antagonist drugs block or counteract the effects of psychoactive drugs, and a variety of drugs that seem to cancel out the effects of opiates have been used with people dependent on a variety of substances

· Naltrexone- has had only limited success with people who are not simultaneously participating in a structured treatment program

· Naltrexone has also been evaluated as a treatment for alcohol dependence because it prevents alcohol reinforcement by inhibiting dopamine release in the nucleus accumbens.

· Naltrexone was particularly beneficial in helping reduce patients cravings

· A relatively new drug “ondansetron” is being studied and may be particularly helpful for people who developed alcoholism at or before their early 20’s

· Antagonists may therefore be a useful addition to other therapeutic efforts

Aversive Treatment

· Prescribing drugs that make ingesting the abused substances extremely unpleasant. The expectation is that a person who associates the drug with feelings of illness will avoid using the drug.

· Most common form of treatment is disulfiram (Antabuse), it prevents the breakdown of acetaldehyde, a by-product of alcohol, and the resulting buildup of acetaldehyde causes feelings of illness.

· Efforts to make smoking aversive have included the use of the silver nitrate in lozenges or gum

Other Biological Treatments

· Clonidine- developed to treat hypertension, has been given to people withdrawing from opiates

· Sedative drugs (benzodiazepines) are often prescribed to help minimize discomfort for people withdrawing from other drugs such as alcohol

· Desipramine- an anti depressant drug that was more effective in increasing abstinence rates among cocaine users

· Acamprostate- now being tested for their general therapeutic properties, especially for alcohol dependence

Psychosocial Treatments

· Most research indicates a need for social support or therapeutic intervention

In patient Facilities

· Designed to help people get through the initial withdrawal period and to provide supportive therapy so that they can go back to their communities

· Very expensive

Alcoholics Anonymous and Its Variations

· Twelve step program first developed by Alcoholics Anonymous (AA). Established in 1935 by William “Bill W.” Wilson and Robert “Dr.Bob” Holbrook Smith, they found AA and said that alcoholism is a disease and alcoholics must acknowledge their addiction to alcohol and its destructive power over them

· Social support is key in group meetings

· Since participants attend meetings anonymously and only when they feel the need to, conducting systematic research on its effectiveness had been unusually difficult

· On the other hand, a large number of people who initially contact AA for their drinking problems seem to drop out, 50% after 4 months and 75% after 12 months. ( AA only is effective to some people

Controlled Use

· Recovering alcoholics who have just one sip of alcohol are believed to have “slipped” until they again achieve abstinence

· Controlled drinking- a controversial treatment approach to alcohol dependence in which severe abusers are taught to drink in moderation

· Sobell conducted a study showing partial success in teaching severe abusers to drink in a limited way [a study of 40 male alcoholics

· Results from the study show: At the 2 year follow up, those who participated in the controlled drinking group were functioning well 85% of the time, whereas the men in the abstinence group were functioning well only 42% of time ( therefore, controlled drinking may be a viable alternative to abstinence for some alcohol abusers, although it clearly isn’t a cure

· The sobell study seems to show that controlled drinking is at least as effective as abstinence, but that neither treatment is successful for 70% to 80% of patients over the long term

Component Treatment

1) Aversion therapy- uses a conditioning model; substance use is paired with something extremely unpleasant, such as a brief electric shock or feelings of nausea.

2) Covert sensitization- person pictures themselves beginning to snort cocaine and be interrupted by visions of themselves becoming violently ill.

3) Contingency management- clinician and client together select the behaviors that the client needs to change and decide on the rein forcers that will reward reaching certain goals

4) Community reinforcement approach- first a spouse or relative that is not a substance abuser is recruited to participate in relationship therapy, second, clients taught how to identify the antecedents and consequences that influence their drug taking, third, clients are given assistance with employment, education etc, fourth, new recreational options help the person replace substance use with new activities.

MATCH (Matching Alcoholism Treatment to Client Heterogeneity) to assess whether people with differing characteristics would respond better or worse to different treatments

· Matching on the basis of substance-abusing clients’ personality and motivations for substance use improves outcomes

· Conrod study of female substance use, had 3 interventions found that motivation matched interventions had the greatest rate of Abstinence rate [refer to fig. 10.9]

Relapse Prevention

· A treatment model developed by Alan Marlatt looks at the learned aspects of dependence and sees relapse as a failure of cognitive and behavioral coping skills

· Therapy involves helping people remove any ambivalence about stopping their drug use by examining their beliefs about the positive aspect of the drug

· People in treatment are encouraged to see them as episodes brought on by temporary stress or a situation that can be changed

Harm Reduction

· Championed by Alan Marlatt

· It is an approach to substance abuse prevention and treatment that seeks to minimize the harm associated with substance use as its primary goal.

· Ex: SIS (safe injecting sites)

Prevention

· In education-based programs, harm reduction approaches to prevention and early intervention appear more promising

· Over the past years the strategies for preventing substance abuse and dependence have shifted from educational-based approaches including the use of community based interventions.

Chapter 12
