Midterm

· Exam Held in Loeb and Southam ( pages will be posted as to where to go

· 115 questions & 2 hours. All multiple choice
· Covers lecture 1-6

· Read stuff in the textbook that we’ve gone over in class.

· Summarize notes. Bold fonts on his slides = exam questions for sure
· Practice sample questions from textbook and online

· Likes to give vignettes and asked what you would diagnose as “22 year old presenting with panic and doesn’t want to leave the house”
Schizophrenia (This lecture will not be on the exam this Saturday)
( When you say mental illness; it’s kind of the stereotype of Mental Illness
( High prevalence of psychotic symptoms with schizophrenia but almost every form of Mental Illness at its most detrimental level can have psychosis.

( A diagnosis of schizophrenia is sometimes thought of as a death sentence but not the case. If you can treat psychosis early the prognosis is good (not always but it’s not hopeless). Very functional schizophrenics exist. 

( Suicide rates highest among psychosis patients with positive symptoms (delusions etc.)

( In the 1950’s came along anti-psychotic drugs; high grade tranquilizers which would quiet the voices and hallucinations and calm the patient; in many respects allow individuals who would have been in institutions have a better quality of life

( When one population leaves a form of institution they often end up somewhere else (released from mental hospital, often end up in jail)

( Greatest rate of onset is early adolescence: biggest spike is usually in 16-25. Usually the child might start acting a little bit odd in early adolescence: develop social withdrawal, early paranoid ideation, loss of affect (becoming flat), not engaged in activities they used to like. Life isn’t too stressful in high school and then entering First Year University sparks something. The vulnerability was always there but the load on the system didn’t allow the symptoms to be seen phenotypically or clinically seen. 
Law of Thirds ( applies more generally to psychiatry.
 1 third of folks; respond well to drug therapy, their life not too affected. 
2nd third will do moderately well with medication, will be hospitalized a couple times, will have problems with employment (short or long term disability), could be social isolation, and may need help managing money and food.
3rd third: complete failure to medication, end up being institutionalized, often unemployed and significant time hospitalized. Very low level functioning; hygiene often exceptionally poor 
Dopamine Hypothesis

· Over abundance of dopamine in the brain which causes a significant amount of symptoms

· Serotonin is a lot more scattered

· If you give someone an SSRI ( the first line of receptors are the serotonergic nerves but they also talk to all other nerves (dopamine, Norepinephrine etc.)

Tardive Dyskinesia 

· Parkinsonian-like symptoms. 

· The longer they are on these drugs (especially higher doses), the more likely they will develop these symptoms

· Can be prevented if you catch it early
· Problem with anti-psychotic drugs is they cause problems with metabolic syndrome (increased blood sugars and lipids, accumulation of visceral abdominal fat i.e. symptoms mimic type II diabetes). How do you chose between schizophrenia/psychosis and being obese/diabetes
· Nicotine also makes changes in the brain that quiet psychotic symptoms. The most lethal thing someone with diabetes could do is smoke. So it’s a terrible psycho-social disaster rolling out. 

Positive Symptoms (in psychosis): Type I (FINAL EXAM and next couple slides)
· Delusion: exist on a continuum (can be very intense, some or no insight, only present during stress etc.)
· Persecutory ( idea that CIA is after me, the RCMP are trying to break into my house and steal the important letters I have there

· Delusions of Reference ( mistaken perception of the person’s environmental context. People are thinking about you when they don’t need to be. Thinking people are taking a real interest in that person when they are really not. Or thinking that when they are listening to the news, the news casters are conveying a special message to him/her. Or people are leaving something in their house that is specifically for them. Songs on the radio are being played in a certain pattern and there is a message to be deciphered
· Grandiose Delusions ( I am Jesus is the prototypical one. Thinking that you can control the weather, that you have special powers to influence other people in ways that no one else can do, you have super powers, that you can see the future, that you have visions of the past and historical events. 
· Delusions of Thought Insertion ( some entity or someone is inserting thoughts in your mind. (The more the person doesn’t believe these thought are a product of their own mind typically the more ill they are.)
· Hallucinations (typically have one type but it can evolve; themes change with the stressors)
· Auditory ( most common; looking for voices of a different gender or one that comments on or about the person. (Typically more ill when these are more pronounced). Sometimes the voices can be very empathetic but more typically the voices are very derogatory “God you’re stupid”  
· Command Hallucinations ( worry about these ones the most. A voice that is telling them to do something like “Kill yourself” or “Go kill this person and then yourself”
· Olfactory Hallucinations ( smelling something that’s not really there
· Somatic Hallucinations ( one’s skin is crawling, weird sensations, feelings of electricity or zinging; wind blowing under the skin
· ( person believes they are dead; part of their body is dead, or have a tumor in their head
· With any delusion or hallucination there is often a kernel of truth for this. For someone who thinks police are after them; maybe they leave in a low SES area, carry a bit of weed on them, might have periodically got stopped etc. Sometimes this kernel of truth is there and then all of a sudden it blows up

· Disorganized Thought and Speech ( disorganized, word salad

· Disorganized and Catatonic Behaviour

Ethical Conundrum ( young woman is 15, she has a history or psychosis tells you that she had been repeatedly sexually abused by her father. Have to report it. But what if they have psychosis and they are telling you about all kinds of stuff, how do you interpret whether or not it’s real? 

Negative Symptoms: Type II
· Affect Flattening (or Blunted Affect) ( a bomb could go off and the person is completely blank

· Alogia
· Avolition ( it’s like a de-motivation. No oomph, no get up and go. 

DSM Criteria for Schizophrenia

· 2 or more present for a month period

· Social/occupational functioning ( school, relationships, hygiene

· It’s graded out into a bunch of thin slicing; there is a bunch of psychotic illnesses besides schizophrenia –it’s just the most well known

DSM Criteria for Schizoaffective Disorder

· A lot of confusion about this one

· Major depression episode, a manic episode or a mixed episode concurrent with symptoms that meet Criterion A for schizophrenia ( very messy and mushy; difficult to diagnose even for clinicians 
· It’s a bit ill-defined even within the DSM. 
Prognosis of Schizophrenia

· You tend to get the most acute or most frequent time for it to occur is 16-25 and drops off pretty quickly after that
· Symptoms tend to mellow with age

· See mostly men at the hospital for schizophrenia
· Mental illness and psychosis is a lot better in developing countries than in industrialized. 
· Developing countries may be more communal (instead of individualized); demands of society different; closer to family (able to take care of each other)
Biological Theories of Schizophrenia
 (Can be thought about as a later-life brain abnormality or brain deficit; only exposed under the right circumstance) 
Genetic Theories ( no schizophrenia gene; maybe 20, 30, 40 genes that you put them together in a certain order and you get a vulnerability to it

Structural Brain Abnormalities ( chicken and the egg scenario here; is it the environment that leads to these brain structures or is it the brain structures 

( Pretty rare 1-2% of the population

( OCD, Bipolar and Schizophrenia tend to travel in packs throughout the family line typically. 

( Only 50% of Monozygotic twins which shows that it’s only half the equation; environment is still very important as well

Birth Complications and Prenatal Viral Exposure ( C-section are a risk factor for developing quite a few things later on in life. Being born vaginally is physiologically a pretty stressful event which could be a factor in schizophrenia. 
Neurotransmitter Theories ( even just impacting serotonergic areas with drugs you re most certainly impacting other areas of the brain as well
Psychosocial Perspectives on Schizophrenia
· Social drift and urban birth (applies to all Mental Illness)( born in a certain stratum of society, you drift down into lower stratums of society (lower SES). The more money you make, the better access to care that you have.  Less ability to access resources that allows them to kind of battle these things
· Stress and Relapse ( symptoms don’t just come out of a blue; they evolve due to psychosocial stressors and the worse the evolution of the symptoms you will see. 

· Psychodynamic theories ( destruction of the ego; the ego is no longer able to navigate the satisfying the standards of the Superego and the drives of the Id and there is complete disregulation that happens there. Not really relevant; therapists don’t really use this
· Cognitive Theories ( underlying these delusions there is probably a kernel of truth that you can approach that you would use with any kind of negative thought. CBT works well when the insight isn’t too, too low and there might just be a shadow of doubt about if their delusion is real or not. 
· Behavioural Theories ( consistent across mood and anxiety; the idea is that if a person is acting in a consistent way the delusion is telling them it only strengthens the fear/delusion. 

Figure 18.16 ( Diagram illustrates how multi-factor and non-linear the evolution of mental illness is. Take home message is its multi-factorial, it’s interactional, its biological etc.
Treatment for Schizophrenia

Biological Treatments ( just know anti psychotic drugs. Haven’t seen ECT used a lot for psychosis; often used for older people because anti-psychotics are difficult to metabolize both for the kidneys and the liver, often they are already taking a lot of drugs already.
Behavioural, Cognitive and Social Interventions ( self-stigma is a huge problem among folks with psychosis a lot of therapy is repoire building rapport so they trust you.  
· When the family is around they absolutely have to be involved in assessment and treatment because a lot of the time a lot of insight with psychosis is low
· WRAP group: someone who has either gone through recovery or is recovering and they talk about going through it; share common worries and fears; self help groups can be really effective modality for attaining support and help especially newly diagnosed. 
Cross Cultural Treatments

Cognitive Behavioural Therapy for Psychosis (CBTp)

· By Strength-based he means: it’s a very positive-evoking book; strategies for dealing that is self-compassionate 
· Emphasizes making sense of non-sense  ( explaining delusions/hallucinations exist on continuums; normalize what they are experiencing. 
· Considerations and Modifications

· Psychological factors history etc. ( attitudes and beliefs are going to set up the evolution of psychosis. A lot of spiritual practices that frankly have a delusion type quality to them. 

· Find meaning in psychosis. 

Stress-Vulnerability Model

· Pulled from a biopsychosocial model
· Stress that is significant to the individual (primary and secondary appraisal: what is stressful to THAT person)

Rationale for CBT for Psychosis

· Transdiagnostically ( not specific to any one diagnosis. Same techniques for depression as social anxiety etc.

CBTp Research Support

· Outcomes are meaningful
CBTp Treatment Guidelines

· CBT for psychosis is being integrated into guidelines and is even a first-line intervention

Therapeutic Alliance
· Really important when you are treating psychosis

· May have been violently abused previously, plus delusions; very traumatized populations plus reinforced delusions (Code White at the hospital)

· Must be very empathic 

· Most be “Co-Pilots” and it’s a team effort

· Non-challenge approach: Turning all they say to you, turning it into a hypothesis ( treat it as exploration “I wonder how we would know if that’s true” instead of “No that didn’t happen”
Selected Challenges
· Risk that you may be incorporated into the delusional system ( you may become the subject of the hallucination, delusion or both. You need to have a really good alliance with the client for them to be able to tell you about it. How do you deal that? Use the explorative method
· Voices sometimes tell the person not to come to session ( we know when your stress level goes up, your paranoia goes up and then you think I don’t want to help you so how can we address that? What methods can we use when that occurs
· Insights ( some people have really good insight but other do not. Normalize and meeting people helps with people who do have insight “I would probably be like that too if I saw what you are seeing”
· Safety Behaviours ( challenge those behaviours because it blocks new learning coming into the system. 

· Fear –What if? ( Take fears at face value if you really believe that if you walked out that door that ninjas were going to slice your head off, how motivated would you be to “test” that out? You wouldn’t be. Modelling behaviour(”okay I’ll go out first” treating just like depression and anxiety. 
· Goal ( No more voices! The goal should actually be having a functional relationship with the voices. Find a way to make it work. 

CBT Techniques

· Examine the evidence

· Explore alternative explanations

· Perspective taking

· Jumping to conclusions

· Questioning internal consistency and plausibility

· Reformulate as understandable response ( maybe their safety behaviour is not totally appropriate. 

· Metathinking ( lets stop taking the products of our mind so seriously; a thought is just a thought

· Cost/Benefit ( how much benefit is there to making a tinfoil hat versus going to a peer-support group and playing floor hockey with some people. Try to make the client be selfish and do what’s best for them. Introducing times and space to decrease the automatic response they usually turn to
Challenges
· These issues are no different in psychosis than in any other mental illness like social phobia etc.
CBT Techniques: Negative Symptoms
· Exactly what you would do to treat depression as well 

· Graded Task Assignments: Pushing the person to do stuff

Weekly Activity Schedule ( track what they are doing every hour of the day and rate the pleasure and sense of accomplishment. Then they start to see patterns and they can see which things they want to increase in their life more. 
CBT Approaches: Third Wave
· We want to prioritize managing our lives but not our symptoms: anxiety, psychosis and depression is a part of life so carry them around but still have a life. If you’re going to suffer, might as well have a life. 
Acceptance and Commitment Approaches

· Prioritizing life over management of symptoms ( the goal can’t be “no voices”
· Someone who’s been anxious since the age of 5; can’t change their temperament. They will always be anxious, just find better ways to manage and deal.

