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Chapter 6 – Stress Disorders and Health Psychology 
What is Stress?

( Experiencing stress means experiencing events that we perceive as endangering our physical or psychological well-being – these events are usually referred to as stressors and the peoples reaction as the stress response 
· Having control over a situation has an impact on the level of stress 

· Unpredictability also makes some events especially stressful 
· And Change in life that requires numerous readjustments – even a positive change – can be perceived as stressful  
· Two perspectives…
· Stress: (1) An imbalance in the body’s functioning, OR, (2) A subjective feeling produced by events perceived as uncontrollable and threatening (stressors).
· Stressors: (1) Anything that disrupts physiological balance, OR, (2) Events that lead to feelings of stress.
· The Stress Response: (1) The body’s adaptations designed to reestablish the balance, OR, (2) A response to the perceived demands of the situation
Physiological Responses to Stress 

· When we face any type of stressor – the body mobilizes to handle the stressor 
· The liver releases extra sugar – glucose – to fuel our muscles, and hormones are released to stimulate the conversions of fats and proteins to sugar 

· Metabolism increases – prep for expending energy of physical activity 

· Heart rate, blood pressure, and breathing rate increase – muscles tense up 

· Digestion is curtailed 

· Salvia and mucus dry up increasing the size of the air passage to the lungs 

· The body’s natural pain killers, endorphins are secreted 

· Spleen releases more red blood cells 

· MOST of these physiological responses result from the activation of two systems controlled by the hypothalamus 
· Autonomic nervous system 

· Sympathetic division of this system 

· Adrenal-cortical system 

· A hormone-releasing system 

· Basically fight or flight 

· Hypothalamus first activates the sympathetic division of the autonomic nervous system 

· The sympathetic system acts directly on muscles and internal organs to produce some bodily changes – like increased heart rate – and stimulates the release of hormones like adrenaline 
· Hypothalamus activated the adrenal-cortical system by releasing corticotrophin-release factor (CRF) – which signals the pituitary gland to release ACTH – ACTH stimulates the outer layer of the adrenal glands – resulting in the release of more hormones – mostly Cortisol – it releases about 30 other hormones too – eventually these hormones signal to the hippocampus to turn off this physiological response once stimuli is gone 

· Therefore the fight or flight response has its own feedback loop 

Stress: Theories & Models
· Hans Selye 
· Explored the effects of chronic stressors and the severely damaging effects this can have on the body  

· General Adaptation Syndrome ( consists of 3 phases 
· Alarm – the body mobilizes to confront a threat by triggering sympathetic nervous system activity 
· Resistance – the organism makes efforts to cope with the threat, by fighting it or fleeing from it 
· Exhaustion – occurs If the organism is unable to fight or flee from the threat and depletes physiological resources while trying to do so 
· Focused on body’s physiological reaction to stress
· Fight-or-flight response is engaged too long
· He conducted lab studies in which he exposed animals to several types of prolonged stressors – such as extreme cold and fatigue – and found that regardless of the type of stress, certain bodily changes inevitably occurred 
· Enlarged adrenal glands 
· Shrunken lymph nodes
· Stomach ulcers 
· Selyes work inspired the development of an entire field of psychology, known as Health Psychology ( this investigated the effects of stress and other psychological factors on physical illness 
· Three models of the ways in which psychological factors affect physical disease drive most of the work in health psychology 
· Direct effect model 
· Psychological factors, such as stressful experiences or certain personality characteristics, directly cause changes in the physiology of the body ( this in turn cause or exacerbate disease ( example of food consumption – people under a lot of stress tend to stop eating but some peoples eating habits increase – which in turn my result in overeating and obesity 
· Interactive model 
· Psychological factors must interact with a pre-existing biological vulnerability to a disease for an individual to develop a disease ( excess stress contributes to disease in people who already have a predisposition or vulnerability to a disease 
· Indirect Effects Model 
· Psychological factors affect disease largely by influencing whether people engage in health promoting behaviours – our diets, the amount of exercise we get ect – all this can influence our vulnerability to disease- people under stress may be less prone to engage in healthy behaviours and more prone to engage in unhealthy behaviours 
· Lazurus & Folkman 
· Describe stress as a relationship between a person & the environment that is appraised by the person as taxing or exceeding her/his resources and endangering his/her well being
The Role of Perception & Interpretation
· Lazarus & Folkman (1988)

“Stress itself is not a simple variable but a system of interdependent processes, including appraisal & coping, which mediate the frequency, intensity, duration, and type of psychological and somatic response.”
Primary & Secondary Appraisal
· Stress is the subjective reaction of a person to potential stressors
· According to Folkman & Lazarus, in order for stress to be evoked, two cognitive events must occur…
· Primary appraisal: Person perceives an event as a threat to goals
· Secondary appraisal: Person concludes they do not have resources to cope with demands of threatening event
· (at either stage, event could be perceived as non-stressful)
Stress and the Immune System

· The immune system protects the body form disease-causing microorganisms  
Psychoneuroimmunology (PNI)
( The study of the effcts of psychological factors on the functioning of the immune system 

· Stress can have an effect on the immune system 

· There has been a lot od research looking at the effects of stress on the immune system in animals 
· Animals are most likely to show impairment of their immune system if exposed to stressors that are uncontrollable 

· Robert Ader – the father of PNI
· Defines PNI as the study of the connection between the brain and the immune system
· Psychological experiences (i.e. stress) can influence immune functioning
· PNI is the study of the interaction among emotions, the brain, and the immune system 

( uncontrollable stress also is related to impaired immune system in humans 
· One study – exposed about 400 healthy volunteer either to a nasal wash containing one of five cold viruses or to an innocuous salt solution 

· Each participant was assigned a stress score ranging from 3 to 12 based on the number of stressful events they had faced in the previous year, the degree to which they felt able to cope with daily demands, and their frequency of negative emotions 

· Participants were assessed daily for cold symptoms and cold virus antibodies 

· 35% of participants that had the highest level of stress recorded developed the cold compare with 18% of those who recorded the least amount of stress 

Psycho-oncology and cancer: Psychoneuroimmunology and cancer


J.K. Kiecolt-Glaser, T. F. Robles, K. L. Heffner, T. J. Loving, & R. Glaser (2003). Annals of Oncology, 13 (Supplement 4)
Kiecolt-Glaser et al.

· Suggest that behavioural and psychological factors have an impact on cellular immune response – ultimately affecting the occurrence and progression of certain tumors
Social Support 

· Study of Alzheimer’s caregivers
· Poor NK response to cytokines correlated with less social support, less emotional closeness, and more physician visits 

Indirect effect of Stress 

· Bereaved spouses had elevated cortisol and decreased NK cell activity
· Spouses of cancer patients – social support positively correlated with NK cell activity
· Inciting an argument among newlyweds – the amount of negativity or hostility in the argument was negatively correlated with NK cell activity 24 hours later 
Direct effect of Stress 

· Most carcinogens appear to induce tumors by damaging cellular DNA – producing abnormal cells
· The body defends against this by attacking the carcinogen, repairing the DNA, and destroying the abnormal cells 

· Patients with emotional stress exhibited poorer ability to repair damaged cellular DNA (relative to controls)
· Contrasting findings – medical students’ perceived stress was positively associated with DRC
· DRC = DNA Repair Capacity 

Kiecolt-Glaser et al. (1985) 
· Study of 45 healthy adults – randomly assigned to receive one of three treatment protocols: relaxation training, social contact, or no intervention.

· After 1 month – relaxation subjects showed a significant enhancement in NK cell activity, with concomitant decreases in distress-related symptomatology – in comparison with non-significant changes in the other two groups.
Fawzy & colleagues 

· Evaluated the immediate and longer term effects of a 6-week structured group intervention (health education, problem solving training, stress management techniques, social support)
· During this therapy you get basic life training, problem solving training, social support 
· Treatment condition subjects – increased NK cell number and NK cytotoxic activity 

Conclusions…? 
· The research suggests mechanisms whereby psychosocial stressors could play a role in the immunological and cellular processes that underpin tumour development.

· Anything that is connected to the immune system

· Evidence from healthy populations as well as from individuals with cancer suggest a link between psychological stress and immune function.

· These stress release can be good for everyone – both healthy and ill 
· Currently – social therapies (relaxation training, social support, health education) appear to have an important impact upon the immune functioning that is necessary for successful disease progression.
Sleep and Health 

· One of the first things to suffer when a person is stressed is sleep 

Sleep Deprivation 

· Lack of sleep can impair health – can impair the immune system and increase the likely hood for accidents 

· Sleep deprivation can also have many psychological effects – impairment of memory, learning, logical reasoning, arithmetic skills, complex verbal processing, and decision making 
· Sleep deprivation also cause irritability, emotional ups and downs, and perceptual distortions such as mild hallucinations

· Sleep has both direct and indirect effects on our health by enhancing our ability to prevent or cope with stressful events  

DSM

(  The DSM-IV recognizes four general types of sleep disorders 

1. Sleep Disorders related to another mental disorder 

a. Disturbances that are directly attributed to psychological disorders, such as depression or anxiety 

2. Sleep disorders cause by a general medical condition 

a. Disturbances that result from the physiological effects of a medical condition 

3. Substance-Induced sleep disorders 

a. Disturbances cause by the use of substances, including prescription medications and non-prescription substance 

4. Primary sleep Disorders 

a. These are divided into 2 subdivisions 

i. Dyssomnias – which involve abnormalities in the amount, quality or timing of sleep 

ii. Parasomnias – which involve abnormal behavioural and physiological events occurring during sleep 

· Trauma- and Stressor-Related Disorders

· Reactive Attachment Disorder, Disinhibited Social Engagement Disorder, PTSD, Acute Stress Disorder, Adjustment Disorder, Other Specified, Unspecified. 

· Don’t worry about these for the exam 

· Sleep-Wake Disorders

· Insomnia, Hypersomnolence, Narcolepsy, Obstructive Sleep Apnea Hypopnea, Central Sleep Apnea, Sleep-Related Hypoventilation, Circadian Rhythm Sleep-Wake, Non-Rapid Eye Movement Sleep Arousal, Nightmare, Rapid Eye Movement Sleep Behaviour, Restless Leg Syndrome

Sleep-Wake Disorders

· Insomnia Disorder:

· Dyssomnia 

· Client is having a clinically significant level of distress or impairment 

· Predominant complaint of dissatisfaction with sleep quantity or quality, associated with at least one of the following:

· Difficulty initiating sleep

· Client is tired and exhausted but still cannot sleep 

· Difficulty maintaining sleep

· May be able to fall asleep but they wake up shortly after 

· Early morning awakening with inability to return to sleep

· Once you’re up you’re up 

· Diagnosis 

· Occurs at least 3 nights per week, for at least 3 months

· Occurs despite adequate opportunity for sleep – you can’t diagnosis someone who has a very busy schedule who just doesn’t have time for sleep – they must have enough time for sleep and it’s just not happening 
· Treatment:
· Various medications are used to treat insomnia ( they all have an effect – although small 

· Antidepressants 

· Antihistamines 

· Tryptophan 

· Delta-sleep-inducing peptides (DSIP)

· Melatonin 

· Benzodiazepines
· Several studies have showed that CBT can be highly effective  

Insomnia Treatment

· Sleep Hygiene: practicing behaviors that facilitate sleep and avoiding behaviors that interfere with sleep.

· Talks about all the various factors that impact our sleep 

(Brown, Buboltz, & Soper, 2002; Mastin, Bryson, Corwyn, 2006)

· Effective treatment for insomnia, as well as improving sleep quality, and reducing subjective sleepiness during waking hours.

Cognitive Behaviour Therapy for Insomnia. CBT-I 

· Includes sleep hygiene 

· Cognitive: the client is taught to recognize and change beliefs that impact their ability to sleep

· Behavioural: the client is taught to develop good sleep habits and break bad habits

(Swift, et al., 2012: Rybarczyk, et al., 2011; Edinger et al., 2009)

· Although CBT-I takes longer to start than medications, it proves to be more effective, with less side effects, and longer lasting.

· CBT-I is not a quick fix – but more effective than medicine 

· Basic sleep information and education about sleep cycles, circadian rhythms, age patterns, common contributors to sleep disturbance, addressing myths.

· Education is key – train our clients and teach them – inform the client as to what is going on so they understand how to approach it 

· Explanation of CBT-I – discussing how thoughts, feelings and behaviour can be linked to sleep quality.

· Going to bed emotional can have a huge impact on the quality of your sleep 

· Sleep Hygiene

· Sleep restriction. Aim is to avoid lying awake in bed.  Client is taught to restrict time in bed to just the time they are asleep.  As sleep efficiency improves, time in bed can be increased.

· To avoid the client making a connection between laying in bed awake and being frustrated 

· Get up every 20 minutes if they are not sleeping 

· As sleep efficiency improves (actually sleeping when in bed) the more time you are allowed to sleep 

· Stimulus control. Aim is to reduce the associations between sleep-incompatible behaviours and the bedroom.

· Go to bed only when sleepy 

· Use the bed and the bedroom only for sleep and sex, not for reading, TV, eating or working 

· Get out of bed and go to another room if you are unable to sleep after 20 minutes and do not return until you are sleepy 

· Get out of bed the same time each morning 

· Don’t nap during the day 

· Sleep cognitions. Addressing irrational worries about sleep and replace them with more adaptive thoughts.

· Replace with more adaptive thoughts 

· Relaxation techniques in preparation for sleep.

· Remaining passively awake. Worrying that you can't sleep can actually keep you awake. Letting go of this worry can help you relax and make it easier to fall asleep.

· Letting go of the worry is very important 

· Biofeedback.  Attune to, and adjust, heart rate and muscle tension. 

Sleep-Wake Disorders
· Hypersomnolence Disorder:

· Excessive sleepiness – despite having a full sleep period (at least 7 hours) 

· Self-reported excessive sleepiness (hypersomnolence) despite a main sleep period lasting at least 7 hours, with at least 1 of the following:

· Recurrent periods of sleep or lapses into sleep within the same day

· Nap time 

· A prolonged main sleep episode (more than 9 hours) that is not restorative

· Excessive sleep – feel like you overslept 

· Difficulty being fully awake after abrupt awakening

· Really hard to wake up in the mornings – a real struggle to open your eyes and are excessively groggy 

· Occurs at least 3 times per week, for at least 3 months

· Narcolepsy

· Irresistible attacks of sleepiness 

· Sleep episodes generally last 10-20 minutes 

· Tends to get a bit of bad rep – like people falling asleep behind the wheel – but this rarely happens 

· Recurrent periods of an irrepressible need to sleep, lapsing into sleep, or napping occurring within the same day.

· Occurring at least 3 times per week, over 3 months

· The presence of at least 1 of the following: 

· Cataplexy (an episode of a sudden loss of muscle tone)

· Loss of muscle tone – you body looses the ability to do what you want it to do – loss of muscular control – the person may still be awake and aware but they have lost muscle control 

· Hypocretin deficiency

· Neurotransmitter produced by hypothalamus – physiological measure 

· REM sleep occurring abnormally soon after sleep onset

· Has to be a lab test to identify this 

· Doesn’t take a full 90 minutes to reach REM usually about 1-5mintues to reach REM 

· Non-Rapid Eye Movement Sleep Arousal Disorders:

· Sleep that is happening outside of REM sleep 

· Recurrent episodes of incomplete awakening from sleep, usually occurring during the first third of the major sleep episode, accompanied by either of the following:

· Sleepwalking

· Sleep Terrors
· No or little dream imagery is recalled

· Because it’s not REM 

· Amnesia for the episodes is present

· They wont remember the episode 

· Non-Rapid Eye Movement Sleep Arousal Disorders:

· Sleepwalking: repeated episodes of rising from bed during sleep and walking about.  While sleepwalking, the individual has a blank, staring face; is relatively unresponsive to the efforts of others to communicate, and can be awakened only with great difficulty.

· They are technically not in REM sleep – so they should be easy to wake up 

· Sleep Terrors: recurrent episodes of abrupt terror arousals from sleep, usually beginning with a panicky scream.  There is intense fear and signs of autonomic arousal (rapid breathing, sweating) during each episode.  There is relative unresponsiveness to efforts to comfort the individual during the episodes.

· Really face awakening – waking up in a panic – all the signs of a real fright happening (physiological signs) 

· Happens during nonREM

· Sleep Terror is really about waking up in a panic 

· Nightmare Disorder:
· Repeated occurrences of extended, extremely dysphoric, and well-remembered dreams that usually involve efforts to avoid threats to survival, security, or physical integrity.

· Generally occur during the second half of the major sleep episode.

· On awakening from the dysphoric dreams, the individual rapidly becomes oriented and alert.

· We remember these dreams very well 

· Still rapidly alert after a nightmare – but not as extreme as sleep terror

· Sub-groups of Nightmare disorder  

· Acute – Less than a Month  

· Sub-Acute – Anywhere between 1 and 6 months 

· Persistent – Over 6 Months 

· Severity of Nightmare disorder 

· Mild – 1 episode per week 

· Moderate – 1 or more per week but not nightly 

· Severe – at least an episode nightly

Sleep Apnea 
· Involves repeated episodes of upper-airway obstruction during sleep 

· People who suffer from this typically snore extremely loudly – go silent and do no breathe for several seconds at a time and then gasp for air 

· Most common in middle-age, overweight men 

Sleep Hygiene

· Fixed bedtime and awake time.

· Consistent 7 days a week 

· Avoid napping during the day.

· Avoid alcohol, tobacco, and caffeine 4 to 6 hours before bedtime.

· Avoid heavy, spicy, or sugary foods 4 to 6 hours before bedtime.

· Regular exercise, but not before bedtime.

· Comfortable bed.

· Comfortable room temperature, with good ventilation.

· Block out noise.

· Do not work in the bedroom.  The bedroom should be for sleeping (and sexy-time).

· Light snack before bed (milk and/or bananas).

· Practice relaxation before bed.

· Establish a pre-sleep ritual.

· Focus on worries before relaxation and pre-sleep ritual (i.e. Get the worrying done).

· Avoid higher energy activities before bedtime (i.e. Video games, housecleaning).

· Dark room.  Red light versus blue light. 

· Incredibly important for sleep 

· Really need to have a dark room – impact on your physical health and mental health is huge – dark room is so important 

· When our body sees blue light it starts to amp up for the day 

· Red light signals our body to wind down – cues you sleep 

Personality and Health 

Pessimism 

· Being pessimistic appears to be bad for your health 

· Study:

· 412 patients with HIV – those who were pessimistic at a baseline assessment had a greater load of the virus 18 months later than those who were less pessimistic 

· Pessimists vulnerability to illness seems to be lifelong

· Pessimists recover more slowly from coronary bypass surgery and have more severe angina that optimists 
· A pessimistic outlook may affect health directly by causing hyper arousal of the body’s physiological response to stress or indirectly by reducing positive coping strategies and more specifically, reducing healthy behaviours 

[image: image1.jpg]Pathways by Which Pessimism Might Impair Health

Parceive more ovents Chronic
Pessimism as uncontrollable | M physiological

and stressful arousal

Impaired
heath

Unhealthy behaviors

People who are pessimistic may appraise more events as uncontrollable and stressful, which then leads to
chronic arousal of the fight-or-ight syndrome, which impairs health. They may also engage in more
unbiaalii bahavions that impealr tiealth.




Type A Personality and Heart Disease 
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Intervention to Improve Health 

Guided Mastery Techniques 
· Provide people with explicit information about how to engage in positive health-realted behaviours and with opportunities to engage in these behaviours in increasingly challenging situations 

· The goal is to increase peoples skills to engage in behaviours and their beliefs that they can engage in the behaviours 

· Example of councillors teach women to tell their sexual partner to use a condom – through the use of role play – and increasing the intensity of the situation 

Biofeedback 

· Has been used to treat a variety of health problems – most frequently, migraine headaches, chronic pain and hypertension 

· Involves several techniques designed to help people change bodily processes by learning to id signs that the processes are going awry and then learning ways of controlling the processes 
· The goal is for people to detect early signs of dysfunction in their bodies, such as sign that their blood pressure is rising, and to use the techniques they learned while hooked up to machines to control their bodies even when they are independent of the machines 

· Biofeedback may work largely because individuals often learn relaxation techniques as a part of biofeedback training ( obviously relaxation techniques are a lot less expensive than biofeedback also less time-consuming 

Mindfulness Meditation 

· A collection od mediation practices designed to enhance the ability to remain immersed non-judgmentally in the present moment 

· People participating in mindfulness learn to attend to bodily sensations without judgement or evaluation of these sensations ( the same non-judgemental stance is then cultivated in relation to emotions, thoughts, and external events 

· Formal meditation practices can include – walking meditation, yoga, and a range of other exercises that share the goal of working toward a state of non-evaluative self-observance 

· Mindfulness meditation can change illness perceptions and reduce primary symptoms, such as pain 

Sociocultural Interventions 

· Support groups 

· Support groups help people cope emotionally and prolong lives – found in women with cancer 

· Support groups are a source of social support for some people – some research suggests that they can improve both psychological and physical well-being 
Chapter 11 ( Schizophrenia 
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The Psychotic Disorders

· Psychoses: A class of psychological disorders where reality contact (the ability to successfully interact with one’s environment) is impaired.  

· Psychotic – delusions or prominent hallucinations, with the hallucinations occurring in the absence of insight into their pathological nature.  Or, could also include prominent hallucinations that the individual realizes are hallucinatory experiences.  An even broader definition would also include other positive symptoms of Schizophrenia (i.e. disorganized speech, grossly disorganized or catatonic behaviour). 

DSM: Schizophrenia Spectrum & Other Psychotic Disorders

· Schizotypal Personality Disorder

· Delusional Disorder, Brief Psychotic Disorder, Schizophreniform Disorder, Schizophrenia, Schizoaffective Disorder, Substance/Medication-Induced Psychotic Disorder, Psychotic Disorder due to another medical condition

· Catatonia associated with another mental disorder, or another medical condition, or unspecified catatonia

· Other specified, or unspecified, schizophrenia spectrum and other psychotic disorders

Key Features

· Positive symptoms – appear to reflect an excess or distortion of normal functions.  

· Including distortions in thought content (delusions), perception (hallucinations), language and thought processes (disorganized speech), and self-monitoring of behaviour (grossly disorganized or catatonic behaviour).

· Two dimensions of positive symptoms

· “psychotic dimension” includes delusions and hallucinations

· “disorganized dimension” includes disorganized speech and behaviour

· Negative symptoms – appear to reflect a diminution or loss of normal functions.

Positive Symptoms 

Delusions

· Delusions: erroneous beliefs that usually involve a misrepresentation of perceptions or experience, and are resistant to change even in the face of conflicting evidence.  Content may include a variety of themes.

· Persecutory delusions are the most common – the person believes they are being tormented, followed, tricked, spied on, or ridiculed.

· Referential delusions – believes that certain gestures, comments, passages from books/newspapers, song lyrics (etc.) are directed at them.

· Delusions:
· Grandiose delusions – believes they have exceptional abilities, wealth, or fame

· Erotomanic delusions – believes that another person is in love with him/her

· Nihilistic delusions – believes that a major catastrophe will occur

· Somatic delusions – believes that health or organ function is at risk

· Delusions: 

· Delusions can be bizarre if they are clearly implausible, do not derive from ordinary experience, and are not understandable to peers.

· Bizarre – belief that an outside force has removed my internal organs and replaced them with someone else’s organs (without leaving scars).

· Nonbizarre – belief that I am being watched by the police or government.
Delusions
· Ideas individual believes to be true but highly unlikely
· Not to be confused with self deceptions
· Persecutory delusion: being watched or tormented by people
· Delusion of reference: random events or comments directed toward them
· Grandiose delusions: beliefs of special powers, importance, 
· Delusion of thought insertion: thoughts controlled by outside sources
· Can cling to these beliefs for long periods
· Content ofndeludions differ across culture

Hallucinations

· Hallucinations: Perception-like experiences that occur without an external stimulus.  Vivid and clear.  Not under voluntary control. Can occur in any sensory modality (auditory, visual, olfactory, gustatory, tactile).

· Seeing something that others cannot 

· They are not under our control 

· Can happen in like any sense 

· Auditory are most common – usually experienced as voices (familiar or unfamiliar) that are perceived as distinct from the person’s own thoughts.
Hallucinations

· Unreal perceptual experiences
· Auditoary hallucination: hearing voices and so on
· Most common
· Visual Hallucination: visions 
· Second most common
· Tactile halucinationd: perfeptions of things happening outide the body \
· Somatic halucinatons: happening inside the body
· Culturally relevant as well
Disorganized Thinking (Speech) 
· Disorganized thinking (“thought disorder”) - due to difficulty in diagnosing “thought disorder” and because this is usually based on the individual’s speech, the emphasis here is on disorganized speech.

· Derailment or loose associations

· We get off track – might be talking about one thing and then shift to something else 

· Loose connections between the jumping around in the conversation

· Tangentiality 

· Response to conversations might be very off topic 

· Incoherence or “word salad”

· Words are not in any logical order – quite a severe level of disorganized thinking 
Disorganized Thought and Speech
· Most common known as formal thought disorder
· Slipping from one topic to another with little coherent transition
· Loosening of associations
· Referred to as a word salad
· Neologisms: words only meaning something to the individual

· Could be a cognitive malfunction

· Working Memory

· Deficits in the capacity to hold information in memory and manipulate it

· Becomes hard to identify thoughts in conversations

· Men have this more than females

Grossly Disorganized or Abnormal Motor Behaviour 

· Grossly Disorganized Behaviour – may manifest in a variety of ways, including childlike silliness to unpredictable agitation.

· Hard to organized coherent actions 

· May look like child-like silliness 

· Motor behaviour is so overwhelmed that they act in an agitated way 

· May involve difficulties in performing goal-directed behaviours.
Catatonia

· Catatonic Motor Behaviours – include a marked decrease in reactivity to the environment

· Still considered a positive system 

· Really not responding to environment 

· Negativism – resistance to instructions 

· Catatonic mutism and stupor – complete unawareness

· Not responding to any cues in their environment 

· Catatonic rigidity – rigid posture

· Can’t move them 

· Catatonic posturing – assuming bizarre postures

· Catatonic excitement – purposeless excessive motor activity

· Swinging arms 
Disorganized or Catatonic Behaviour 

· Unpredictable and untriggered agitation 

· Catatonic excitement: person becomes wildly agitated for no reason and is difficult to subdue

· During this can hallucinate and become incoherent

****** That concludes the list of Positive symptoms 

Negative Symptoms
· Negative symptoms overall are harder to detect than positive symptom (looking for a lack of something, why they are called negative)
· Diminished emotional expression

· No eye contact 

· Speech will be flat – incredibly monotone – no emotion in speech 
· Avolition

· Lack of any kind of motivated, purposeful behaviour – self motivated – very little interest in doing anything 
· Inability to persist at goal directed activities (work, home or school)

· Disorganized and careless
· Alogia

· Poverty of speech – they don’t give any excessive response to anything – can be described as a very moody teenagers
· Poverty of speech

· Reduction of speaking 

· No initiation and empty replies

· Lack of thinking or lack of motivation 

· Anhedonia

· Lack of ability to experience pleasure 
· A loss of interest in everything in life

· Cannot experience any emotion
· Asociality

· Lack of any pleasure from social interaction 
· Inappropriate affect 

· Opposite of affective flattening
· Laugh at sad situations 

· Attempting to respond to something that is not actually occurring

· Possibly brain stimuli not processing emotions correctly

· Switching from both sides of the spectrum in extreme manners
· Affective flattening 

· Severe reduction or complete absence of emotional responses to the environment

· Also known as blunted affect

· Body language and facial expressions emotionaless when interacting with the environment

· Monotone voice no expression

· However, do experience emotion just not shown through emotions 

· Just cannot express

-  Impaired Social Skills

· Difficulty holding convos, maintaining relationships, holding a job

· Social skills more associated with negative as oppose to positive symptoms

· Negative less responsive to medication

Schizophrenia( DMS Criteria 
· Schizophrenia: essential features are a range of cognitive, behavioural, and emotional dysfunctions that have been present for a significant portion of time during a 1-month period, with some signs of the disorder persisting for at least 6 months.

· Two (or more) of the following, present for a period of at least 1 month.  At least one of these must be 1, 2, or 3.

· Delusions

· Hallucinations

· Disorganized speech (e.g. Frequent derailment or incoherence)

· Grossly disorganized or catatonic behaviour

· Negative symptoms

· Full month of experiencing symptoms – and at least 6 months following that of residual symptoms 

Schizophrenia

· Since onset, level of functioning in one or more areas (self-care, work, interpersonal relations, etc.) must be markedly below the level achieved prior to onset.

· Being able to meet the demands of life is very difficult 

· Continuous signs of disturbance must be present for at least 6 months.

· Time course is very important in diagnosis 

· Not better accounted for by Schizoaffective Disorder or a Mood Disorder with psychotic features, and is not due to a general medical condition or substance-induced.

· If symptoms can fit the mould for another disorder – then that’s the diagnosis to go with ( try to go with a less severe diagnosis 

Schizophrenia Subtypes – 5 subtypes 
· Schizophrenia Subtypes: Paranoid, Disorganized, Catatonic, Undifferentiated, Residual

· Often symptoms of more than one subtype are present.

· Order of classification:

· Catatonic (whenever prominent catatonic symptoms are present), 

· If the client is catatonic is paranoid, disorganized and other thing but if they show signs of catatonia then that’s what is applied 
· Disorganized, 

· If there is no symptoms of catatonia this is what the doctor would go with 

· Paranoid, 

· If there are some paranoid delusions and hallucination – the client cannot be exhibiting catatonic, disorganized or paranoid symptoms 

· Undifferentiated (a “catch-all” category describing presentations that include prominent active-phase symptoms not meeting criteria for the first 3), 

· Used if the client does not fit into any other category 

· Residual (for presentations in which there is continuing evidence of the disturbance, but the criteria for the active-phase symptoms are no longer met).

Schizophrenia Subtypes

· Paranoid – preoccupation with one or more delusions or frequent auditory hallucinations (but not disorganized speech, disorganized or catatonic behaviour, flat/inappropriate affect)

· Sometimes there are auditory hallucinations but these are connected with the delusions 

· Disorganized – all of the following are prominent: disorganized speech, disorganized behaviour, flat or inappropriate affect (criteria are not met for catatonic type)

· Speech issues 

· Missing any sort of catatonic symptoms 

· Catatonic – at least two of the following: motor immobility, excessive motor activity, extreme negativism (motiveless resistance to all instruction or attempts to be moved), peculiarities of voluntary movement (posturing)

· Experiencing some form of catatonia 

· Undifferentiated – some of the characteristic symptoms are present (i.e. delusions, hallucinations, etc.) but does not meet the criteria for the first three subtypes

· Fills the hole in the other categories ( becomes a very common diagnosis because many clients don’t fit into the guidelines of a strict category 

· Residual – absence of prominent delusions, hallucinations, disorganized speech/behaviour.  Continuing evidence of the disturbance as indicated by the presence of negative symptoms (or limited characteristic symptoms – e.g. odd beliefs)

Schizophrenia Course

· Prodromal phase – In some cases, onset may be sudden (“reactive” or “good premorbid”).  However, in other cases the onset may be protracted over years (“process” or “poor premorbid”).

· May be going through a stressful period in their life  - they may have thri first psychotic episode 

· Reactvr – good – comes on sudden – usually some sort of big stressor – this is good because we deal with the stressor and then the symptoms tend to go away – associated with better out comes 

· Process – poor pre-morbid  - because there isn’t a big stressor there isn’t anything to target – associated with worse outcomes – client is more likely to get stuck in cycle of having symptoms and then not 

· Active phase – patient shows prominent symptoms of schizophrenia

· Residual phase – (active phase is usually followed by residual phase) patient shows symptoms similar to prodromal phase (i.e. blunted affect)

· Have to last for at least 6 months 

· Typical pattern is to fluctuate between Residual phase and Active phase.

Prognosis

· More chronic and debilitating than other mental disrders

· Life expectancy ten years less

· Females normally have a favourable course than males

· Hospitalized less often, milder negative symptoms

· Gets better with age

· Less severe in developing countries

· less hostile families

· deviancy frowned upon more for males, females may therefore have netter support

Biological Theories of Schizophrenia

· strong belief in creation of schizophrenia

1. genetics

i. Family Studies

· 10% chance if a first degree relative has schizophrenia

· having biological relative with schizophrenia increases risk

· does not necessarily have to be gentic though if growing up with parents who have schizophrenia

1. could be the stress

ii. Adoption Studies

· Genetic risk, children adopted whose parents had schizophrenia were more likely to have schizophrenia in adulthood

iii. Twin Studies

· Identical more likely than fraternal

· However other biological and environmental factyors play a role with schizophrenia

2. Structural Brain Abnormalities

i. Enlarged Ventricles

· Most consistently found with patients with schizophrenia

· Fluid filled areas in the brain, this representing atrophy

· Show social, emotional and behavioural deficits long before schizophrenia onset

· Men having larger enlarged ventricles then females

ii. Prefrontal Cortex and Other Key Areas

· Abnormalities in volume, neuron density and metabolic rate in a number of areas in the brain

1. Frontal cortex

2. Temporal lobe

3. Basal ganglia

4. Hippocampus, thalamus and amygdala

· Best findings in prefrontal cortex

· Less activity than other people without schizophrenia

· Prefrontal cortex attributed to areas that are tied to emotion and cognition

· More common in negative symptoms

iii. Causes of Abnormalities

· Specific genetic abnormalities

· Brain injury 

· Birth injury

· Head injury

· Deficiencies in nutrition

iv. Birth Complications

· More frequent in histories of people with schizophrenia 

· Delivery complications tied to enlarged ventricles and hippocampus abnormalities

· Oxygen deprivation a key abnormality

v. Prenatal Viral Exposure

· Mothers exposed to influenza while pregnant

vi. Neurotransmitters

· Dopamine has long been thought to play role in schizophrenia

1. Excess levels (in frontal lobe and limbic system)

2. Drugs increasing dopamine cause psychotic symptoms

3. Drugs decreasing dopamines case motor deficits

· However, new research suggests it may be not that simple

· May be excess dopamine In mesolimic pathway

· Unusually low dopamine in the prefrontal area of the brain 

· Also believed that negative symptoms may be due to structural abnormalities

· Could also be serotonin, inhibits dopamine

· And increased levels of glutamate

vii. An Integrative Model

· Could be due to fundamental problems in cognitive processing

· This creating working memory deficits

1. Occurs from functional and structural brain abnormalities

Psychosocial Perspectives on Schizophrenia

1. Social Drift and Urban Birth

· More likely to live in chronically stressed circumstances

· Impoverished city neighbourhoods

· Tend to drift downward on social level (successful ( unsuccessful)

· Psychotic symptoms attributed to urban areas

2. Stress and Relapse

· Can cause new episodes, does not cause schizophrenia

3. Communication Patterns

· Different forms of communication

· Physically comforting child, but being harsh in language

· Only really a problem for children who are genetically disposed to schizophrenia

4. Expressed Emotion

· Over protective, voice self sacrificing attitudes, all directed towards the schizophrenic family member, but also hostile at the same time

· Talk as though they have control over the symptoms

· Causes higher rates of relapse

· Forgive positive, unforgive negative

· Possible that families who have this expressed emotion may score high in psychopathology as well 

5. Cognitive and Behavioural Perspectives

· Believe neurological abnormalities of schizophrenia create fundamental difficulties in attention, inhibition, and the adherence to rules of communication

· People with schizophrenia than try to conserve their limited cognitive resources

6. Cross Culture Perspectives

· A lot of different cultures believe in genetics

· Also can incorporate traditional beliefs

Treatments for Schizophrenia 

1. Biological Treatments: Drug Therapy 

· Initially parts of braing destroyed, and people warehoused

i. Effectiveness and side effects of NEUROLEPTICS

· Do not work with everyone who has the disorder

· More effective for positive than negative symptoms

· If drug discontinued symptoms most likely to reoccur

· Side effects: Grogginess, dry mouth, blurred vision, drooling, sexual dysfunction, visual disturbances, weight gain or weight loss

· Can cause AKINESIA: slowed motor activity, monotonous speech

· Also can show symptoms similar to parkinsons

· Also can get TARDIVE DYSKINESIA (unwanted facial movements)

· Normally need smallest dose possible to avoid symptoms

ii. Atypical Antipsychotics

· A lot more effective

· Less chance of side effects

· Closzapine a famous one, binds to dopamine receptors

· Side effects; Dizziness, nausea, sedation, seizures, hyper salivation

· Can canuse agranulocytosis

a. Can be fatal, effects bone marrow

· Another is risperidone

a. Effecting serotonin and weakly dopamine

2. Psychological and Social Treatments

i. Behavioural, Cognitive and Social Interventions

· More tailored to each individual

· Given in addition to drugs

· Most are time limited

· Cognitive: looks at relationships and goals

· Makes patients aware of their thoughts

· Behavioural use operant conditioning and social learning theory

· How initiatie and hold convos

· Social 

· Increased contact with supportive helpers

ii. Family therapy

· Basic education, training of loved ones for coping

· Very good at reducing relapse rates

iii. Assertive Community Treatment Programs

· A lot of schizophrenic patients do not have social support

· This provides doctors, psychologists and social workers to assist them

· Beneficial but more research is needed

iv. Cross Cultural Treatments

· Treated by fol or religious healers in some countries

· Social support model: utilizes patients kin to support them

· Clinical model: the faith that the patient puts in the traditional healer to provide a cure for the symptoms leads to improvement

Delusional Disorder

· Delusional Disorder:  The presence of at least one delusion.  Duration of at least 1 month.

· Characteristic symptoms for Schizophrenia have never been met.

· If hallucinations are present, are not prominent and are related to the delusional theme.

· Other than the impact of the delusion(s), functioning is not significantly impaired, and behaviour is not odd/bizarre.

· Can still function fairly normally 

· If mood episodes have occurred concurrently with delusions, their total duration has been brief relative to the duration of the delusional periods.

· Mood episode is just brief 

· The disturbance is not due to the direct physiological effects of a substance or a general medical condition.

Delusional Disorder Subtypes

1. Erotomanic – delusions that another person, usually of higher status, is in love with the individual.

· The delusion that someone else is in love with them or what not 
2. Grandiose – delusions of inflated worth, power, knowledge, identity, or special relationship to a deity or famous person.

· Not only about believing you are someone else but maybe that you are someone special (like you have a superpower or something)

3. Jealous – delusions that the individual’s spouse or lover is unfaithful.

· Very strong delusional belief of your spouse or your lover – believe that they are being unfaithful 

4. Persecutory – delusions that the person (or someone to whom the person is close) is being malevolently treated in some way

· Can take a variety of different forms 

· Others are out to get you – they are being hostile towards you 

5. Somatic – the central theme of the delusions involve bodily functions or sensations.

· Delusion that some aspect of the bodies functioning is wrong ( example about kidneys being gone – teleported out – odd beliefs about the body 

6. Mixed – delusions characteristic of more than one of the above types, but no one theme predominates.

· Multiple types going on at once 

7. Unspecified – the dominant delusional belief cannot be clearly determined or does not fit with one of the other types.

Brief Psychotic Disorder

· Brief Psychotic Disorder: Presence of at least one of the following symptoms (one of these must be 1, 2, or 3):

· Delusions

· Hallucinations

· Disorganized speech (frequent derailment or incoherence)

· Grossly disorganized or catatonic behaviour

· Duration of an episode is at least 1 day, but less than 1 month, with eventual full return to premorbid level of functioning.

· This is the big difference between this and schizophrenia 

· Not better accounted for by another Psychotic Disorder or a Mood Disorder with psychotic features, and is not due to a general medical condition or substance-induced.

Schizophreniform Disorder

· Two (or more) of the following, present for a period of at least 1 month (or less if successfully treated).  At least one of these must be 1, 2, or 3.

· Delusions

· Hallucinations

· Disorganized speech (e.g. Frequent derailment or incoherence)

· Grossly disorganized or catatonic behaviour

· Negative symptoms

· An episode lasts at least 1 month, but less than 6 months.

· Not attributable to a substance or medical condition.  Not better accounted for by Schizoaffective or Mood Disorder (because no mood episodes).

Schizoaffective Disorder

· Schizoaffective Disorder: An uninterrupted period of illness during which there is a major mood episode (either depressive or manic), plus the main criteria for Schizophrenia are met.

· Two (or more) of the following, present for a period of at least 1 month.  At least one of these must be 1, 2, or 3.

1. Delusions

2. Hallucinations

3. Disorganized speech (e.g. Frequent derailment or incoherence)

4. Grossly disorganized or catatonic behaviour

5. Negative symptoms

Schizoaffective Disorder

· During same period, there have been delusions or hallucinations for at least 2 weeks in the absence of the mood episode.

· Mood symptoms are present for a majority of the total duration of the illness.

· Not attributable to a substance or medical condition.

The Genetics of Schizophrenia

· Research indicates that the vulnerability to the illness can be inherited.  

· It is an inherited risk factor ( you do not necessary inherit it for sure – just predisposition 

· Twin, adoption & family history methods indicate an elevated risk of the disorder for family members of someone with Schizophrenia

· MZ twins = 25-50%

· DZ twins = 10-15%

· Adoption studies provide evidence that the tendency for Schizophrenia to run in families is primarily due to genetic factors, rather than the environmental influence of being exposed to a mentally ill family member.

· Due to the shared genes not the shared environment 

The Genetics of Schizophrenia

· Hall et al. (2006) 

· Examined variations in the NRG1 gene (coding for neuregulin1 – a protein that has a variety of effects on the nervous system)

· Longitudinal study of those with the variant (TT), those with one variant (CT) and controls (CC)

· Particular variations in the NRG1 gene were linked to: 

1. decreased activation of frontal and temporal lobe regions, 

2. increased psychotic symptoms, and 

3. decreased premorbid IQ

The Genetics of Schizophrenia

· However, research indicates that genetic influences act together with environmental factors (a diathesis-stress model).  

Tienari, Wynne, Moring & Lahti (1994)

· Genetic studies lead to the conclusion that the disorder involves multiple genes, rather than a single gene.

· Specifically, the Serotonin Type 2a receptor gene (5-HT2a), and the Dopamine (D3) receptor gene, and several chromosomal regions (regions on chromosomes 6, 8, 13 & 22)

Prenatal & Postnatal Factors

· There is evidence that Obstetrical Complications (OC) have an adverse impact on the developing fetal brain – numerous studies show that Schizophrenia patients are more likely to have a history of OCs

· Labour & delivery complications, which are often associated with hypoxia (fetal oxygen deprivation) are strongly linked with later Schizophrenia

Prenatal & Postnatal Factors

· Pretty big environmental predictor
· Another risk factor for Schizophrenia is maternal infection.

· Risk rate for Schizophrenia is elevated for individuals born shortly after a flu epidemic.

· This is consistent with “season-of-birth” effect on Schizophrenia.

· A disproportionate number of Schizophrenic patients are born during the Winter months – possibly reflecting a seasonal exposure to viral infections during the second trimester (an important time for brain development)

· Stressful events during pregnancy (i.e. death of a spouse) are associated with greater risk for Schizophrenia

Environmental Stressors

· Research indicates that stressful life events can worsen the course of Schizophrenia

· The number of stressful life events increases in the months immediately preceding a relapse

· Stress exposure can also contribute to the onset of symptoms in vulnerable individuals

· The offspring of Schizophrenic parents manifest significantly greater increases in behaviour problems if they are exposed to abuse/neglect

· High-risk offspring are more likely to develop Schizophrenia if they are raised in an institutional setting rather than by family

Neurotransmitters & Drugs

· Epinephrine, norepinephrine, serotonin, glutamate & GABA have all been hypothesized to play a role in Schizophrenia

· Dopamine seems to play a central role:

· Drugs that reduce Dopamine activity also diminish psychotic symptoms

· Drugs that heighten Dopamine activity exacerbate or trigger psychotic episodes

· Antipsychotic drugs block Dopamine receptors (the D2 subtype) – the newer “atypical” antipsychotic drugs have the same effect but cause fewer side effects.

Neurotransmitters & Drugs

· The NMDA receptor is a crucial receptor for Glutamate.

· Administration of NMDA receptor antagonists (blocking the effects of Glutamate on the NMDA receptors) produce Schizophrenic symptoms in normal patients.

Therapy & Treatment

· (in addition to medication)

· Research supports the use of Family Therapy

· Including educational & behavioural components.

· Reduces caregiver burden & improves coping, thereby reducing the risk of relapse (better support)

· Therapy on patient – social skills training to improve functioning, increase interpersonal interactions, and involvement in leisure activities

· Cognitive-Behavioural Therapy – to help patients deal directly with their symptoms.  Can be effective at reducing hallucinations and delusions.

Therapy & Treatment

· Cognitively Oriented Psychotherapy for Early Psychosis (COPE)  Jackson, McGorry & Edwards (2001)

· Individuals may experience a “first episode” of psychosis – and for many this may not necessarily lead to the development of Schizophrenia

· Intervention needs to be delivered at the earliest opportunity in order to give the patient resources to manage the event and cope with the subsequent cognitive and emotional consequences

Therapy & Treatment

· COPE

· Focus of treatment is that the individual (their thoughts and emotions) is critical in their own recovery

· After patient experiences psychosis, they are at risk of having this one event negatively influence their definition of “self” (who am I?) and their expectations for self development (what will I become?)

Therapy & Treatment

· COPE

· Some people with severe mental illness may self-stigmatize – and this has been linked to a decreased success rate of returning to work, housing, & relationships

· “Possible selves” become “feared or undesired selves” instead of “future positive possible selves”

Therapy & Treatment

· Goals of COPE

· Help client preserve a sense of self – this includes positive future selves (going to school, having a job, having a relationship) – even if the specific nature of these goals need to be adjusted 

· Help client find meaning in the experience

· Promote mastery over the experience

· Therapist needs to identify possible cognitive targets that need intervention (possible selves, coping skills, attributional style, core schemata, appraisals about the psychosis itself, etc.)

Chapter 12 – Personality Disorders 



Lecture 10 

( Personality: is all the ways we have of acting, thinking, believing, and feeling that make each of us unique  

Personality Traits
· Personality Traits: enduring patters of perceiving, relating to, and thinking about the environment and oneself that are exhibited in a wide range of social and personal contexts.
· Only when Personality Traits are inflexible and maladaptive and cause significant functional impairment or subjective distress do they constitute PDs.
· Our personality influences how we perceive things around us and how we interpret that information 
· We exhibit our personality pretty much everywhere we go 

· For the most part our personality is relatively stable 

( Personality Disorder – a long-standing pattern of maladaptive behaviours, thoughts, and feelings 
Personality Disorders: DSM Axis II

( Although there is no longer an Axis Scale it is important acknowledge why there were differences 
(Problems with the Axis system: 

1. Each disorder is described as if it represents something qualitatively different from ‘normal’ personality, yet substantial evidence shows the several of the disorders recognized by the DSM represent extreme versions of normal personality traits 

2. There is a great deal of overlap in the diagnostic criteria 

3. Diagnosing a personality disorder often requires information that is hard for a clinician to obtain 

4. The personality disorders are conceptualized as stable characteristics of an individual 

· Personality Disorder:
· An enduring pattern of inner experience and behaviour that deviates markedly from the expectations of the individual’s culture (manifested in at least 2 of the following areas: cognition, affectivity, interpersonal functioning, or impulse control)
· A pattern of behaviours that really represents an extreme 
· They manifest in impaired social interactions 
· Unusual cognitions – unusual ways in interpreting social/life events 
· Pervasive and inflexible
· Has an onset in adolescence or early childhood
· Is stable over time
· Leads to distress or impairment ( not necessarily a requirement (distress) but impairment is a good possibility 
Personality Disorder Clusters
· The 10 Personality Disorders are grouped into three clusters based on descriptive similarities
· Odd/Eccentric
· Dramatic/Emotional
· Anxious/Fearful
· The clustering system has serious limitations and has not been consistently validated.  Individuals frequently present with co-occurring Personality Disorders from different clusters.
· The cluster system is fairly useless ( they group them into the three groups because there are some shared characteristics – it helps us organize but its not useful in terms of talking to our clients 
Cluster 1 (The Odd-Eccentric Cluster

( People who suffer from personality disorders don’t exhibit the break from reality that people who suffer from schizophrenia do 

· These disorders may be precursors to schizophrenia in some people or may be milder versions of schizophrenia 

· The disorders often occur in people who have first-degree relatives with schizophrenia 

A.1. Paranoid Personality Disorder 
( Chronic and pervasive mistrust and suspicion of other people that is unwarranted and maladaptive 
· DSM: essential feature of Paranoid Personality Disorder is a pattern of pervasive distrust and suspiciousness of others such that their motives are interpreted as malevolent.
· This pattern begins by early adulthood and is present in a variety of contexts.
· Individuals with this disorder will assume that other people will exploit, harm, or deceive them, even if no evidence exists to support this expectation.
· We all sit on this scale at some point ( for a person who suffers from this represent an extreme at the end of the spectrum – they don’t trust ANYONE – looking for evidence and maintain suspiciousness even regardless of lack of evidence 

· Very hard to work with 
· They suspect on the basis of little or no evidence that others are plotting against them and may attack them suddenly, at any time and without reason.
· They are very used to living with this disorder – used to holding on to the suspicions 
· They often feel that they have been deeply and irreversibly injured by another person or persons even when there is no objective evidence for this.
· They are preoccupied with unjustified doubts about they loyalty or trustworthiness of their friends, whose actions are scrutinized for evidence of hostile intentions.
· Any perceived deviation from trustworthiness or loyalty serves to support their assumptions.
· Overly sensitive to criticism or potential criticism 
· Some people become withdrawn from others in an attempt to protect themselves, but other are aggressive and arrogant
Prevalence 

· Some studies suggest that 0.5% and 5.6% of people in the general population can be diagnosed with paranoid personality disorder 

· Males diagnosed out number females 3:1
Theories and Treatment of Paranoid Personality Disorder 

· Somewhat more common in the families of people with schizophrenia ( this suggests that paranoid personality disorder may be part of the spectrum of disorders 

· People diagnosed with paranoid personality disorder usually only come into contact with clinicians only when they are in crisis 

· Therapists try and challenge their paranoid thinking – which is likely to be misinterpreted in line with their paranoid beliefs 

· To gain the trust of the patient the therapist must be calm, respectful and extremely straightforward ( must take an indirect approach to target disorder 

· By gaining trust in the therapist the therapist hopes that the client can then extend this trust to others 

A.2. Schizoid Personality Disorder
( Restricted range of emotion ( they still experience emotion but it is very muted, fairly restricted and blunted – very rare that they feel very strongly in either direction – they don’t get much satisfaction from social interaction 

( People who suffer from schizoid personality disorder lack the desire to form interpersonal relationships and are emotionally cold in interactions with others 
· DSM: essential feature is a pervasive pattern of detachment from social relationships and a restricted range of expression of emotions in interpersonal settings.
· This pattern begins in early adulthood and is present in a variety of contexts.
· Individuals appear to lack a desire for intimacy, seem indifferent to opportunities to develop close relationships, and do not seem to derive much satisfaction from being part of a family or other social group. ( why bother – most people would jump on the opportunity to interact socially 
· Socially isolated (“loners”); choose solitary activities; have little interest in sexual experiences with another person; take pleasure in few, if any, activities; usually a reduced experience of pleasure from sensory, bodily, or interpersonal experiences.
· An extreme!! ( Not just like an introvert that needs some time to themselves 
· Often seem indifferent to the approval or criticism of others. 
· I’m indifferent to other ( they end up coming off as cold – they don’t mean too it’s just they aren’t getting anything out of this interaction 

· Shows emotional coldness, detachment, flattened affectivity.
Prevalence 
· Quite Rare 

· 0.4% to 1.7% of adults 

· Males outnumber females 3:1 

· They can function in society – particularly in occupations that do not require interpersonal interactions 

Treatment 

· Twin studies suggest that these personality traits may be inherited

· Psycho-social treatments focus on increasing the person’s spcial skills, social contacts and awareness of his or her own feelings 

· Social skills training – through role-play – and homework assignments – trying out new social skills with other people 

· Some therapists recommend group therapy  

A.3. Schizotypal Personality Disorder

( People diagnosed with schizotypal Personality disorder tend to be socially isolated, to have restricted range of emotions, and to be uncomfortable in interpersonal interactions 

( This one probably comes the closest to schizophrenia but still doesn’t have the same detachment with reality ( not only are people indifferent with social interaction they are actually uncomfortable with social interaction  - not capacity for social relationships and they tend to run away from them ( super into horoscopes and stuff like that and believe it as true 

· DSM: essential feature is a pervasive pattern of social and interpersonal deficits marked by acute discomfort with, and reduced capacity for, close relationships as well as by cognitive or perceptual distortions and eccentricities of behaviour.

· This pattern begins by early adulthood and is present in a variety of contexts.

· Individuals often have ideas of reference (i.e. incorrect interpretations of casual incidents and external events as having a particular and unusual meaning specifically for the person).

· Individuals may be superstitious or preoccupied with paranormal phenomenon that are outside the norms of their subculture.

· They may feel that they have special powers to sense events before they happen or to read others’ thoughts.  They may believe that they have magical control over others, which can be implemented directly (e.g. believing that their spouse’s taking the dog out for a walk is the direct result of thinking an hour earlier it should be done) or indirectly though compliance with magical rituals (e.g. walking past a specific object three times to avoid a certain harmful outcome).

· Perceptual alterations may be present (e.g. sensing that another person is present or hearing a voice hearing his/her name).

· Their speech may include unusual or idiosyncratic phrasing and construction.  It is often loose, digressive, or vague, but without actual derailment or incoherence.

· Suspiciousness or paranoid ideation.

· Inappropriate or constricted affect.

· Behaviour or appearance that is odd, eccentric, or peculiar.

· Lack of close friends

· Excessive social anxiety that does not diminish with familiarity and tends to be associated with paranoid fears rather than negative judgements about self.
· Many of the distinguishing characteristics of schizotypal personality disorder are its oddities in cognitions, which generally fall into 4 categories 

· Paranoia or suspicion 

· Perceive people as deceitful and hostile 

· Ideas of reference 

· Tend to think Random events or circumstances are related to them 

· Odd beliefs or magical thinking 

· They may believe that others know what they are thinking 

· Illusions 

· Just short of hallucinations 

Prevalence 

· Between 0.6% and 5.2% of people will be diagnosed with schizotypal personality disorder at sometime in their life 

· Twice more common to diagnosis in males than females 

Theories and Treatment 

· Family history, adoption and twin studies all suggest that schizotypal personality disorder is transmitted genetically, at least to some degree 

· People with schizotypal personality disorder have unusually high levels of dopamine in some areas of their brain – like people with schizophrenia 
· Abnormal brain structures 

· Most often treated with the same kinds of drugs used for schizophrenia 

· Neruoleptics 

· Atypical antipsychotics 

· Antidepressants – sometimes used – only for people experiencing extreme distress 

· McGlashan & colleagues (2005)
· Longitudinal study ( looking at clients with personality disorders ( didn’t include all 10 – but had a good sample size 
· Assessed Personality Disorders criteria prevalence and stability ( they were trying to find what were the most common, most prevalent and most stable characteristics 
· Findings For Schizotypal PD
· Paranoid ideation, ideas of reference, odd beliefs, unusual experiences
· These criteria reflect cognitive distortion of reality.
Cluster 2 ( Dramatic and Emotional Cluster 

B.1. Antisocial Personality Disorder
( Pervasive pattern of criminal, implusive, callous, or ruthless behaviour; disregard for the rights of others; no respect for social norms 

· DSM: essential feature is a pervasive pattern of disregard for, and violation of, the rights of others that begins in childhood or early adolescence and continues into adulthood.

· Historically referred to as Psychopathy, Sociopathy, or Dyssocial Personality Disorder.

· Deceit and manipulation are central features – hence, it is recommended to integrate information acquired from systematic clinical assessment with information collected from collateral sources.

· Lack of remorse – indicated by being indifferent to having hurt/mistreated others.
· Individual must be at least 18 years of age, and must have had a history of some symptoms of Conduct Disorder before age 15.  

· Conduct Disorder – a repetitive and persistent pattern of behaviour in which the basic rights of others or major age-appropriate societal norms or rules are violated – involves aggression to people and animals, destruction of property, deceitfulness or theft, or serious violation of rules.

· Individuals fail to conform to social norms with respect to lawful behaviour.  They may repeatedly perform acts that are grounds for arrest (destroying property, harassing others, stealing, pursuing illegal occupations).

· They disregard the wishes, rights, or feelings of others.  

· They are frequently deceitful and manipulative in order to gain personal profit or pleasure.

· They may frequently lie, use an alias, or con others.

· A pattern of impulsivity may be manifested by a failure to plan ahead, and by frequent job/relationship changes.

· Tend to be irritable and aggressive, may repeatedly get into physical fights or commit acts of physical assault.

Prevalence 

· One of the most common personality disorders 

· Men are substantially more likely than women to be diagnosed – 6.5% of men compared to 0.8% of females 

· People diagnosed with Antisocial personality disorder are more likely to have lower levels of education 

· Many people with antisocial personality disorder abuse substances – alcohol/drugs – this may be apart of their impulsivity – this consumption may reduce their inhibitions,  if they do have any, making it more likely for them to lash out violently against someone 

· Increased risk of suicide 

Treatment 

· People with Antisocial personality disorder tend to think that they don’t need treatment – they may submit to therapy when forced to because of marital discord, work conflicts, or incarceration but they are prone to blaming others for their current situations, rather than accepting responsibility for their actions ( as a result many physicians do not hold much hope for them 
· When they do engage in treatment the therapist tends to focus on trying to help them control their anger and impulsivity by recognizing triggers and developing coping strategies 

· Lithium and atypical antipsychotics have been used successfully to control impulsive-aggressive behaviours 

B.2. Borderline Personality Disorder

( Rapidly shifting and unstable mood, self-concept, and interpersonal relationships; impulsive behaviour; transient dissociative states; self-effacement 

( An instability of everything – but all driven by instability of self – an unstable sense of self – lack the grounding or foundation of self – instability manifests itself in many different aspects of your life 
· DSM: essential feature is a pervasive pattern of instability of interpersonal relationships, self-image, and affects, and marked impulsivity that begins by early adulthood and is present in a variety of contexts.

· Individuals make frantic efforts to avoid real or imagined abandonment.  The perception of impending separation or rejection, or the loss of external structure, can lead to profound changes in self-image, affect, cognition, and behaviour.

· These individuals are very sensitive to environmental circumstances.

· They experience intense abandonment fears and inappropriate anger, even when faced with a realistic time-limited separation or when there are unavoidable changes in plans (e.g. sudden despair in reaction to a clinician’s announcing the end of the hour; panic/fury when someone important to them is just a few minutes late of must cancel an appointment).

· They may believe that this “abandonment” implies they are “bad.”  these abandonment fears are related to an intolerance of being alone and a need to have other people with them.  Their frantic efforts to avoid abandonment may include impulsive actions such as self-mutilating or suicidal behaviours.

· Individuals with BPD have a pattern of unstable and intense relationships.

· They may idealize potential caregivers or lovers at the first or second meeting, demand to spend a lot of time together, and share the most intimate details early in the relationship.

· But may switch quickly from idealizing to devaluing – feeling that the other person does not care enough, or is not “there” enough.

· Markedly unstable self-image.

· Impulsivity in areas that are potentially self-damaging.

· Recurrent suicidal behaviour, gestures, threats, or self-mutilating behaviour.

· Affective instability due to a marked reactivity of mood.

· Chronic feelings of emptiness.

· Inappropriate/intense anger or difficulty controlling anger.
· McGlashan & colleagues (2005)
· Longitudinal study
· Assessed PD criteria prevalence and stability
· Findings For Borderline Personality Disorder
· Affective instability, anger, impulsivity
· These criteria reflect the two core factors of BPD – dysregulated affect and dysregulated behaviour.
Prevalence 

· Between 1% and 2% of the population will develop borderline personality disorder 

· More commonly diagnosed in women than men 

· The evidence that this disorder is transmitted genetically is mixed 

Treatment 
· Dialectical Behaviour Therapy – combo of cognitive-behavioural, interpersonal, and psychodynamic techniques 

· Focuses on helping clients gain a more realistic and positive sense of self, learn adaptive skills for solving problems and regulating emotions, and correct their dichotomous thinking 

· Therapist teach clients to monitor their self-disparaging thoughts and good-or-bad evaluations of people and situations and challenged these thoughts or evaluations 

· Psychodynamic Treatments 

· Involve helping clients clarify feelings, confronting them with their tendency to split images of the self and other, and interpreting clients’ transference relationship with therapist 

· Schema therapy 

· Jeffery Youngs model 
· Is integrative and founded on the principles and strategies of cognitive-behavioural therapy 

· Goal is to help patients change their entrenched, self-defeating thinking and behavioural patterns through various cognitive, behavioural, and emotion-focused strategies 

· A lot of the success of this therapy can be attributed to the duration and intensity of it – two sessions a week for 3 years 

· Drugs 

· Anti-anxiety 

· Antidepressants 

· SSRIs

B.3. Histrionic Personality Disorder
( Rapidly shifting moods, unstable relationships , and intense need for attention and approval; dramatic, seductive behaviour 

( When the natural; attention of conversation shifts from them they feel shut out and it is extremely uncomfortable so they do something extreme to get everyone’s attention again 

· DSM: essential feature is pervasive and excessive emotionality and attention-seeking behaviour.

· This pattern begins in early adulthood and is present in a variety of contexts.

· Individuals with HPD are uncomfortable or feel unappreciated when they are not the centre of attention.  Often lively and dramatic, they tend to draw attention to themselves and may initially charm new acquaintances by their enthusiasm, apparent openness, of flirtatiousness.  Quickly turns into demands to be the centre of attention.

· If not the centre of attention, may do something dramatic (e.g. make up stories, create a scene).

· Appearance and behaviour are often inappropriately sexually provocative or seductive – occurs in a wide variety of social, occupational, and professional relationships beyond what is appropriate for the social context.

· Emotional expression may be shallow and rapidly shifting.

· Individuals consistently use physical appearance to draw attention to themselves.  They are overly concerned with impressing others by their appearance and expend an excessive amount of time, energy, and money on clothes and grooming.  They may “fish for compliments” regarding appearance and may be easily and excessively upset by a critical comment about how they look.

· Style of speech is excessively impressionistic and lacking in detail.  Strong opinions are expressed with dramatic flair, but underlying reasons are usually vague and diffuse, without supporting facts and details.

· Characterized by self-dramatization, theatricality, exaggerated expression of emotion (excessive public displays of emotion) – however, emotions often seem to be turned on and off too quickly to be deeply felt.

· Is suggestible (easily influenced by others)

· Considers relationships to be more intimate than they really are.

Prevalence 
· Between 1.3% and 2.2% of the population will experience

· Vast majority of people with this diagnosis are women 

· People with this disorder are more likely to be divorced than married 

· Tend to exaggerate medical problems 

· People with this disorder commonly seek treatment for depression or anxiety

Treatment  

· Little is known about the causes or effective treatments 
B.4. Narcissistic Personality Disorder

( Grandiose thoughts and feelings of one’s own worth; obliviousness to others needs; exploitative, arrogant demeanour 

( The client will feel that they are especially unique and that they deserve special attention because they think they are so great – manifests in a sense of feeling capable of anything and everything – lack of empathy – only like to interact with ‘high class’ people – they feel like they know more and better than you 

· DSM: essential feature is a pervasive pattern of grandiosity, need for admiration, and lack of empathy that begins by early adulthood and is present in a variety of contexts.

· A grandiose sense of self-importance.

· Routinely over-estimate their abilities and inflate their accomplishments, often appearing boastful and pretentious (& devalue the contributions of others).

· They may casually assume that others attribute the same value to their efforts and may be surprised when the praise they expect and feel they deserve is not forthcoming.

· Preoccupied with fantasies of unlimited success, power, brilliance, beauty, or ideal love.

· May ruminate about “long overdue” admiration and privilege and may compare themselves favourably with famous/successful people.

· Individuals with NPD believe they are superior, special, or unique and expect others to recognize them as such.

· They may feel that they can only be understood by, and should only associate with, other people who are special or of high status and may attribute “unique,” “perfect,” or “gifted” qualities to those with whom they associate.

· Is interpersonally exploitative (takes advantage of others to achieve his/her own ends)

· Lacks empathy – is unwilling to recognize the feelings and needs of others.

· Is often envious of others or believes that others are envious of him/her.

· Shows arrogant, haughty behaviours or attitudes.

Prevalence 
· Very rare – under 1% 

· More frequently diagnosed in men 

Treatment 

· Psychodynamic writers argue that narcissistic people actually suffer from low self-esteem and feelings of emptiness and pain as a result of rejection from parents and that narcissistic behaviours are reaction formations against these problems of self-worth 

Cluster 3 (Anxious Fearful Clusters 

C.1. Avoidant Personality Disorder

( Pervasive anxiety, a sense of inadequacy, and a fear of being criticized, which lead to the avoidance of social interactions and nervousness 

( A feeling of inadequacy – I am just not a good person/good enough – hypersensitive to negative feedback – they avoid everything because of the risk of negative feedback – work, school, social interaction - 

· DSM: essential feature is a pervasive pattern of social inhibition, feelings of inadequacy, and hypersensitivity to negative evaluation that begins by early adulthood and is present in a variety of contexts.

· Individuals with APD avoid work/school activities that involve significant interpersonal contact because of fears of criticism, disapproval, or rejection.

· These individuals avoid making new friends unless they are certain they will be liked and accepted without criticism.  Other people are assumed to be critical and disapproving (until they pass stringent tests proving otherwise).

· Interpersonal intimacy is often difficult

· May act with restraint, have difficulty talking about themselves, and withhold intimate feelings for fear of being exposed, ridiculed, or shamed.

· Low threshold for detecting criticism/rejection.

· Inhibited in new interpersonal situations because of feelings of inadequacy.

· Views self as socially inept, personally unappealing, or inferior to others.

· Unusually reluctant to take personal risks or to engage in any new activities because they may prove embarrassing.

· McGlashan & colleagues (2005)
· Longitudinal study
· Assessed Personality Disorder criteria prevalence and stability
· Findings For Avoidant Personality Disorder
· Regarding oneself as socially inept, feeling inadequate compared to others, wanting evidence of being liked before making social contact
· These criteria reflect the internalizing dimension of anxious-misery.
Prevalence 

· Studies suggest that between 1% and 7% of people can be diagnosed with avoidant personality disorder 

· No strong gender differences in diagnosis 
· People with this disorder are prone to chronic dysthymic disorder and to counts of major depression and severe anxiety 
Treatment 
· Cognitive theorist suggest that people with avoidant personality disorder develop dysfunctional beliefs about being worthless as a result of rejection by important others early in life 

· Because they were rejected by parents when they were younger – other people will reject them 

· Discount any positive feedback 

· Cognitive and behavioural therapies have proven helpful 

· This includes: gradual exposure to social settings, social skill training, and challenges to negative automatic thoughts about social situations 

C.2. Dependent Personality Disorder

( Pervasive selflessness, a need to be cared for, and a fear of rejection, leading to total dependence on and submission to others 

( The need to have someone take care of us – the need for someone else to make decisions for them – they act in a way that allows other people to take control- they are clingy and submissive 

· DSM: essential feature is a pervasive and excessive need to be taken care of that leads to a submissive and clinging behaviour and fears of separation.  This pattern begins by early adulthood and is present in a variety of contexts.

· The dependent and submissive behaviours are designed to elicit caregiving and arise from a self-perception of being unable to function adequately without the help of others.

· Individuals with DPD have great difficulty making everyday decisions (e.g. what colour shirt to wear) without an excessive amount of advice and reassurance from others.

· Tend to be passive and to allow other people (often a single other person) to take the initiative and assume the responsibility for most major areas of their lives.  

· Typically depend on a parent/spouse to decide where they should live, what kind of job they should have, etc.

· Adolescents with this disorder may allow their parents to decide what they should wear, with whom they should associate, how they should spend their free time.

· This need for others to assume responsibility goes beyond age-appropriate and situation-appropriate requests for assistance from others.

· Has difficulty expressing disagreement with other because of fear of loss of support or approval.

· Has difficulty initiating projects or doing things on his/her own (lack of self-confidence).

· Goes to excessive lengths to obtain nurturance and support from others.

· Feels uncomfortable or helpless when alone because of exaggerated fears of being unable to care for self.

· When close relationship ends – urgently seeks another relationship as a source of care/support.

Prevalence 

· Between 1.6% and 6.7% of people will develop dependent personality disorder 

· More women are diagnosed than men 

Treatment 

· Dependent personality disorders runs in the family – it is unclear of this is genetic or environmental 

· People with dependent personality disorder frequently seek treatment – which is something that a lot of people with other personality disorders don’t do 

· Cognitive-Behavioural Therapy 
· Includes behavioural techniques designed to increase assertive behaviours and to decrease anxiety, as well as cognitive techniques designed to challenge assumptions about the need to rely on others 

· Clients might be given gradual exposure to anxiety-provoking situations 

· Taught relaxation techniques 

· Create a hierarchy of increasingly difficult independent actions ( gradually work through this on their own 

C.3. Obsessive-Compulsive Personality Disorder
( Pervasive rigidity in one’s activities and interpersonal relationships, including emotional constriction, extreme perfectionism, and anxiety about even minor disruptions in one’s routines 

( NOT OCD – OCD obsession are fairly focused – OCPD obsession are more vague and generalized – need perfection – an extreme need for order – interpersonal control – try to control every aspect of their lives – need for order perfectionism and control 

· DSM: essential feature is a preoccupation with orderliness, perfectionism, and mental and interpersonal control, at the expense of flexibility, openness, and efficiency.  This pattern begins in early adulthood and is present in a variety of contexts.

· Attempt to maintain a sense of control through painstaking attention to rules, trivial details, procedures, lists, schedules, or form, to the extent that the major point of the activity is lost.

· Excessively careful and prone to repetition, paying extraordinary attention to detail and repeatedly checking for possible mistakes.

· They are oblivious to the fact that other people tend to become very annoyed at the delays and inconveniences that result from this behaviour.

· The perfectionism and self-imposed high standards of performance cause significant dysfunction and distress in these individuals.

· Excessively devoted to work and productivity to the exclusion of leisure activities and friendships.

· Is overconscientious, scrupulous, and inflexible about matters of morality, ethics, or values.

· Is unable to discard worn-out or worthless objects.

· Is reluctant to delegate tasks unless others submit to exactly his/her way of doing things.

· Adopts a miserly spending style toward both self and others.

· Shows rigidity and stubbornness. 

· McGlashan & colleagues (2005)
· Longitudinal study
· Assessed Personality Disorder criteria prevalence and stability
· Findings For Obsessive-Compulsive Personality Disorder
· Rigidity, perfectionism, problems delegating
· These criteria reflect need to control, resistance to change, and elements of withholding.
Prevalence 
· Between 1.7% and 7.7% of the population can be diagnosed with obsessive-compulsive personality disorder 

· More common in men than women 

Treatment 

· Early psychodynamic theorists attributed this personality disorder to fixation at the anal stage of development because the patients parents were overly strict and punitive during toilet training 

· Supportive therapies may assist people with this disorder in overcoming the crises that send them to treatment, and behaviour therapies can be used to decrease their compulsive behaviours 

· Taught relaxtion techniques 

· Told to alter their ridged daily schedule 

Focused examination of Schizotypal Personality Disorder 
Schizotypal Personality Disorder
· Psychosocial Risk Factors  (Raine, 2006)
· Compared to controls, individuals with SPD experienced higher rates of child abuse and early trauma
· Multiple forms of abuse, child maltreatment, and child neglect, are each associated with higher rates of symptoms
· Disturbances in early parental bonding is also associated with SPD: with both Anxious attachment and Avoidant attachment being associated with SPD symptoms
· Behavioural Genetics
· Evidence that SPD is genetically transmitted – but this is qualified by evidence indicating multiple possible subgroups of SPD, which may have different levels of heritability.
· SPD is genetically linked to itself, as well as to schizophrenia
· Heritability suggests that there are multiple subtypes of SPD 
· If there are others in the family who have SPD – you have a elevated risk of developing in ( also if someone in the family is schizophrenia then more at risk to develop SPD 
· Molecular Genetics
· SPD has been linked to variations in 22q11 (a gene on chromosome 22) and to FMR-1 (a gene that codes for a protein involved in synaptic connections)
· Neurodevelopmental Processes
· Evidence that SPD is related to prenatal and postnatal environmental influences (prenatal stress, exposure to influenza, birth complications, early nutrition)
· Exposure to the flu or other illness are all things that elevate risk factors 
· Neurochemistry
· Dopamine dysregulation has been associated with SPD
· Increased dopamine activity associated with positive symptoms and decreased dopamine activity associated with negative symptoms
· Postive symptoms – like deliusion 

· Brain Structure (Levitt, et al., 2004)
· Caudate Nucleus
· Connects prefrontal cortex to the basal ganglia (both involved in learning and memory)
· Plays a role in cognition and motor function ( for SPD we see a decreased volume of Caudate Nucleus and smaller 
· Abnormalities in the shape of the head of the caudate nucleus (in blue) were associated with poorer performance on measures of cognitive functioning, specifically visuospatial memory and auditory/verbal working memory
· Prevention
· A longitudinal study assessed effects of early prevention (nutrition, exercise, cognitive stimulation) starting at age 3 (follow up at age 17)
· Compared to controls, treatment group showed reduced SPD symptoms at age 17
· Preventative therapy is good news ( many who underwent preventative therapy super good results 
· Treatment
· To date, treatments are almost universally pyschopharmacological – with a distinct lack of empirically researched treatments for SPD
· There is a big hole in the research here 

Borderline Personality Disorder

( Very important to look at because there is a high rate of suicide among this disorder 
· Characterized by a pervasive pattern of instability in regulation of emotion, interpersonal relationships, self-image, and impulse control.
· High rate of mortality – up to 10% of patients commit suicide.
· Cause: currently believed to be a complex interaction between genetic factors and adverse childhood experiences.
· Affective dysregulation has been suggested to represent the core of borderline symptomatology (Schmahl & Bremner, 2006).
· Hypothesized that frontolimbic dysfunction (prefrontal cortex and limbic system) underlies affective dysregulation as well as other BPD symptoms.
· Structural & functional neuroimaging research has revealed a dysfunctional network of brain regions that seem to underlie much of the BPD symptomatology.
· There are a lot of different areas of the brain that are connected to BPD
· PTSD & BPD are suggested to be part of a trauma-related spectrum of psychiatric disorders.
· PTSD – related to a reduction in hippocampus volume (part of the limbic system)
· BPD – related to a reduction in volume in hippocampus and amygdala 
· Fear of abandonment is a characteristic feature of BPD.
· Memories of abandonment have been associated with greater increases in blood flow in areas of the prefrontal cortex (greater in BPD patients than in controls).
· BPD – characterized by a pervasive pattern of instability in the regulation of emotion (ect.)
· The serotonin transporter gene (5-HTT) is considered a candidate gene for BPD – because there are multiple lines of evidence suggesting that this gene plays a role in suicide, impulsive behaviour, and emotional instability. Ni, Chan, Bulgin, Sicard, Bismil, McMain & Kennedy (2006)
· Showed a significant association between the 5-HTT gene and BPD.
· Object Relations Theory: Personality disorders often involve maladaptive relations with other – possibly as a result of early relationships with parents and other adults.
· Research indicates that the internal “object world” of individuals with BPD contains malevolent object representations.  Compared to controls, the object representations of individuals with BPD were more likely to contain themes of malevolence in relation to their “objects.”  
Nigg, Lotir, Westen, Gold & Silk (1992)
· These kinds of object representations need to be considered in any explanation of the causes of BPD
Five-Factor Model 

· One of the leading theories of personality is the five-factor model, which posits that any individual ‘s personality is organized along five broad dimensions, or factors, of personality

· Personality traits are strongly influenced by genetics 

· All of the personality disorders can be conceptualized along these five dimensions 

· Can be considered an alternative to the Categories 
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Description

Openness

Conscientiousness

Being curious, original, intellectual, creative, and open to
new ideas.

Being organized, systematic, punctual, achievement
oriented, and dependable.

Extraversion

Being outgoing, talkative, sociable, and enjoying
social situations.

Agreeableness

Neuroticism

Being affable, tolerant, sensitive, trusting, kind,
and warm.

Being anxious, irritable, temperamental, and moody.
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DSM-4

· DSM: Disorders Usually First Diagnosed in Infancy, Childhood, or Adolescence
· This section of the DSM was for disorders that were usually diagnosed in infancy, childhood, or adolescence (hence the title)
· However, many disorders (including ones from other sections) often have an onset during childhood or adolescence 
· The DSM notes that there is often no “clear distinction” between childhood and adult disorders 
Neurodevelopmental Disorders

· Intellectual Disability

· Formerly Mental Retardation

· Essential features are deficits in general mental abilities and impairment in everyday adaptive functioning, in comparison to an individual’s age-, gender-, and socioculturally matched peers.

Intellectual Disability

· Deficits in intellectual functions, such as reasoning, problem solving, planning, abstract thinking, judgment, and academic learning, and learning from experience.

· Deficits in adaptive functioning that result in failure to meet developmental and sociocultural standards for personal independence and social responsibility.

· Onset of intellectual and adaptive deficits are during the developmental period.

· Specifiers: Mild, Moderate, Severe, Profound

· Previously – included IQ scores as part of the assessment for level of disability.  Now, severity is determined by adaptive functioning rather than IQ score.

· Mild – IQ between 50-100 ( still achieving in school but may need extra help to function at their peer level – still fairly high functioning but does need some support – socially they may be somewhat immature – have a hard time perceiving social cues 

· Moderate – IQ score between 50-35 – conceptual skills lacking – for adult, academic level is elementary – have a hard time interacting with others – they can do most of their daily needs – but they may need a long period of training in order to be independent 

· Severe – IQ score between 35-20 – conceptual skills are very limited – verbally very limited – communicating with single words – focused on the hear and now – cannot talk about future – client will need support in daily life 

· Profound – IQ scores below 20 – they have the ability to use an object in a goal directed fashion – hair brush or toothbrush – definitely requires a lot of support – needs someone to look after them pretty much at all time – can speak but very limited – no writing skills – may understand a very simple form of communication 
· Biological Factors

· Genetics

· Intellectual skills partially inherited 

· Phenylketonuria and tay scahs are inheritable 

· Chromosomal disorders

· Prenatal

· Physical damage to the fetus by rubella, herpes or syphilis causing mental retardation

· However if treated effectively minimal chance

· Cocaine babies

· Fetal alcohol syndrome

· Negative effects even with little drinking in pregnancy 

· First Years of life

· Shaken baby syndrome and other head traumas can lead to mental retardation

· Social Factors

· More likely to come from low socioeconomic groups

· Parents may have mental retardation (unable to obtain jobs)

· Poor mothers less prenatal care in some cases

· Treatment

· Interventions must be comprehensive, intensive and long term

· Behavior strategies

· Caregivers taught new skills to enhance childs positive behaviours

· Create vocational skills

· Drug therapies

· Used to reduce seizures

· And help aggressive behaviours

· Antidepressants help depressive symptoms and sleep patterns

· Social Programs

· Early Intervention Programs

· Should start as early as possible

· Inhance development skills, efforts to reduce social conditions that might intereferem with childs development

· More likely to increase IQ scores

· Main Streaming

· Special education classes

· Critics look at stigmatization of the child

· Group Homes

· Receive assistance in daily actitives and living

· Training in voc and social skills

· Mainstreamed into the workforce for general labour

· Institutilization

· Less common, in the past could be for life
Communication Disorders

· Speech – the production of sounds (includes articulation, fluency, voice, resonance quality)

· Language – includes the form, function, and use of rule-governed symbols (spoken words, sign language, written words, pictures)

· Communication – any verbal or non-verbal behaviour that influences the thinking/behaviour of another person

· Pragmatics – social use of language and communication 
· Communication Disorders

· Deficits in the ability to communicate verbally because of limited vocab, stuttering 

· Expressive language disorder

· Limited vocab, difficuilt to learn new words, poor grammar

· Can be observed in early age or slowly develop

· Mixed Receptive expressive language disorder

· Difficulty understanding language by others and expressing thoughts

· Phonological Disorder

· Do not use speech sounds appropriate for age

· Stuttering

· Worse when under pressure

· Almost always occurs before ten

· Causes and Treatments

· Not well understood

· Genetic factors do play somewhat of a role

· Treatment usually is some form of therapy

Different Kinds of Communication Disorders 
· Language Disorder (previously mixed receptive-expressive language disorder)

· Persistent difficulties in the acquisition/use of language across modalities (spoken, written, sign), due to deficits in comprehension or production that include the following:

· Reduced vocabulary (word knowledge & use) – limited ability to use this vocab 
· Limited sentence structure – a very pervasive problem – struggling with the rules of grammar 
· Impairments in discourse – this cannot be caused by some other impairment (hearing impairment) 
· Speech Sound Disorder (previously phonological disorder)

· Speech sound production – the clear articulation of the phonemes (individual sounds) that make up spoken words.

· Persistent difficulty with speech sound production that interferes with speech intelligibility or prevents verbal communication of messages. ( the clarity of communication is really low 
· Childhood-Onset Fluency Disorder (previously Stuttering)
· Selective Mutism – consistent failure to speak in specific social situations despite speaking in other situations (duration is at least 1 month) – child will speak in the home with the family – but in other situations they cannot speak 
· Disorder is now lumped in with anxiety disorders 
· Social (Pragmatic) Communication Disorder 
· Difficulty with pragmatics, or the social use of language and communication

· Deficits in using communication for social purposes (e.g. Greeting and sharing information in a manner that is appropriate for the social context)

· Aren’t aware of general social rules about how we should interact with people 

· Impairment of the ability to change communication to match context or the needs of the listener (e.g. Speaking differently in a classroom vs. a playground, talking differently to a child vs. an adult)

· Unable to recognize context 

· Difficulty following the rules for conversation or storytelling (e.g. Taking turns, rephrasing when misunderstood, knowing how to use verbal and non-verbal signs to regulate interaction) 

· Difficulty following the roles of a conversation 

Autism Spectrum Disorder

· Previously this was the Pervasive Developmental Disorders category.

· Essential features

· Essential Feature: Impairment in reciprocal social communication and social interaction

· Essential Feature:  Restricted, repetitive patterns of behaviour, interests, or activities

· Symptoms are present from childhood, and limit or impair everyday functioning

· Persistent deficits in social communication and social interaction across multiple contexts 
· Deficits in social-emotional reciprocity ( difficulty with the normal back and forth of a conversation – a Reduced interest in sharing – a failure to initial social interaction
· Deficits in non-verbal communication ( Facial expressions – hand gestures – there will be a lack of this – there usually is a complete lack of eye contact 
· Deficits in developing, maintaining, and understanding relationships ( difficulty adjusting our conduct to meet a social context 
· Restricted, repetitive patterns of behaviour, interests, or activities, manifested by at least 2 of the following:

· Stereotyped or repetitive motor movements, use of objects, or speech – Most common sign of this is Hand flapping, or finger wagging – some kids many enjoy something like lining things up – very repetitive vocal speech – they hear a word and choose to repeat it 
· Insistence on sameness, inflexible adherence to routines, ritualized patterns of verbal or non-verbal behaviour ( this need for consistency – they really don’t like change – have to keep to a schedule – they may have extreme distress at small amounts of change – difficulty with transition (going to school from home) 
· Highly restricted, fixated interests that are abnormal in intensity or focus ( We don’t see this with all kids – but we may see that kids are obsessed with 1 thing – and abnormal interest – everything has to revolve around this interest 
· Hyper- or hypo-reactivity to sensory input, or unusual interest in sensory aspects of the environment – Hypo: they may be indifferent to pain – Hyper: may be very sensitive to sound, smell, touch, lights  
· Specifiers

· With or without accompanying intellectual impairment

· Some kids might not have any intellectual defect 

· With or without accompanying language impairment

· Severity specifiers are based on the level of support needed (used to determine the eligibility for social support services)
· Contributors to Autism
· Deficits in the ability understand people(and oneself) having mental states and to use this understanding to interact and communicate (known as The Theory of mind)
· Biological Factors

· Genetics play a role
· Disruption in normal development of the brain 
· Greater head and brain size
· Less activity in medial frontal cortex, medial temporal cortex
· Treatments
· SSRIS”S: reduce repetitive behavior and aggression, increase social interactions 
· Antipsychotic, reduce repetitive and obsessive behavior
· Behavior therapy is used to reduce inappropriate and self injurious behaviours and encourage prosocial behaviours in autism
Autism Spectrum Disorder – Asperger’s 
· Asperger’s Disorder (no longer a separate diagnosis)
· Essential features are severe and sustained impairments in social interaction and the development of restricted, repetitive patterns of behaviour, interests, and activities.
· Marked impairment in the use of non-verbal behaviours (i.e. facial expressions), Failure to develop peer-relations, Lack of spontaneous seeking to share enjoyment, interests, or achievements with other people, Lack of social or emotional reciprocity
· Preoccupation with one or more interests (abnormal in intensity/focus), inflexible adherence to routines, repetitive motor mannerisms, persistent preoccupation with parts of objects
· No clinically significant general delay in language or cognitive development
Autism Spectrum Disorder ( Rett’s Disorder 
· Autism Spectrum Disorder associated with Rett Syndrome.  (formerly Rett’s Disorder)

· A deceleration of development – the head 

· essential feature is the development of multiple specific deficits following a period of normal functioning after birth.
· Normal prenatal & perinatal development, normal psychomotor development (first 5 months), normal head circumference at birth
· Deceleration of head growth (5-48 months)
· Loss of previously acquired purposeful hand skills (5-30 months) with the development of stereotyped hand movements (i.e. hand-wringing)
· Loss of social engagement
· Poorly coordinated gait or trunk movements
· Impaired expressive or receptive language development
Attention-Deficit/Hyperactivity Disorder (ADHD) 

· Essential feature is a persistent pattern of inattention and/or hyperactivity-impulsivity that is more frequently displayed and is more severe than is typically observed in individuals at a comparable level of development
· Several symptoms must have been present before age 12
· Impairment must be present in at least two settings ( cannot be just one setting 
· Must be clear evidence of interference with developmentally appropriate social, academic, or occupational functioning
· Specifiers 
· Predominantly inattentive presentation - six or more symptoms of inattention but fewer than six symptoms of hyperactivity-impulsivity have persisted for at least 6 months.
· Predominantly hyperactive/impulsive presentation - six or more symptoms of hyperactivity-impulsivity  but fewer than six symptoms of inattention have persisted for at least 6 months.
· Combined presentation - six or more symptoms of inattention & six or more symptoms of hyperactivity-impulsivity have persisted for at least 6 months.
( Two main categories of Symptoms 

· 1 – Inattention ( have to have 6 of these 
· Often fails to give close attention to details or makes careless mistakes
· Difficulty sustaining attention
· Often we see a lot of the symptoms in the school setting 
· Has to be noticeably different than peers 
· Does not seem to listen when spoken to directly (mind seems elsewhere)
· They are not focused – or zeroed in on the person talking to them 
· Does not follow through on instructions, fails to finish tasks
· Difficulty organizing tasks/activities (difficulty managing sequential tasks)
· This requires a lot of attention they just cannot give 
· Avoids/dislikes tasks that require sustained mental effort
· Often looses things
· Easily distracted by extraneous stimuli
· Often forgetful in daily activities
· 2 – Hyperactivity and Impulsivity ( at least 6 of these symptoms 
· Often fidgets with or taps hands/feet or squirms in seat
· Often leaves seat in situations where remaining seated is expected
· Often runs about or climbs in inappropriate situations (in adults, feeling restless)
· Often unable to play or engage in leisure activities quietly
· Often “on the go” acting as if “driven by a motor”
· Talks excessively
· Blurts out an answer before question has been completed
· Difficulty waiting turn
· Interrupts or intrudes on others
· Most parents first observe excessive motor activity when the children are toddlers
· Always moving – squirming around – flailing 
· Disorder usually first diagnosed in elementary school years – when school adjustment is compromised
· Because school requires a  lot of structure 
· Prevalence: 3-5% of elementary school children
· Boys:girls = 3.4:1
· ADHD tends to be relatively stable through adolescence.  In most individuals, symptoms attenuate during late adolescence and early adulthood. 
· Genetic studies reveal that ADHD is an inheritable condition – may be exacerbated/diminished by the child’s environment (diathesis-stress)
· ADHD has been associated with variations in dopamine receptor genes (DRD4 and DRD5) and a dopamine transporter gene (DAT1)
· Studies of the brain reveal that ADHD results from developmental abnormalities in the circuits of the frontal/cortical, striatum, and thalamus regions of the brain.
· Treatment?
· Behavioural therapies have shown some promise
· Stimulants (i.e. Methylphenidate (MPH) = Ritalin)
· 80% of physicians have at some point, seen a patient with ADHD
· 84% of these had prescribed MPH (67% of all)
· MPH use is on the rise – Why?
· Higher prevalence rates in younger children

· ¾ quarter of children persist into young adult hood

· Biological factors

· First thought of as minimal brain damage

· Frontal lobe a main player in ADHD

· One theory believes ADHD patients are neurologically immature

· Dopamine the main neurotransmitter 

· Needs to be stimulated

· Runs in families

· Also can occur through birth complications

· Exposure to smoking in pregnancy, low birth weight (premature)

· Not caused by high ingestion of sugar

· Psychological and Social Factors

· More likely to be in families with frequent disruptions (divorce)

· Interactions marked with hostility and conflict in the home

· Lower parenting competence

· Treatment of ADHD

· Use of stimulant drugs, (Ritalin)

· Decrease disruptive behavior, increase in positive moods

· Increases dopamine levels in the synapses

· However this can be abused

· A lot of children go untreated 

· Other drugs effect norepinephrine levels

· Reduce tics, cause fatigue, dizziness, constipation

· However treatment is usually short term

· Behavioral training programs can be used as well to create longer term effects

· Therefore, need stimulant and psychosocial therapy to get short and long term effects

Specific Learning Disorder

· A neurodevelopmental disorder with a biological origin that is the basis for abnormalities at a cognitive level that are associated with the behavioural signs of the disorder.

· Difficulty learning/using academic skills

· Persisted for at least 6 months, despite interventions to target those difficulties

· Reading (includes dyslexia)

· Mathematics

· Written Expression

Feeding and Eating Disorders 
· Pica – the eating of one or more nonnutritive substances on a persistent basis for at least one month (paint, hair) 
· The child is eating things that should not be eaten 
· More presistant than just trying something 
· They usually have 1 go to – to eat 
· Rumination Disorder – repeated regurgitation and re-chewing of food occurring after feeding (lasting at least one month)
· Throwing up – and re-eating 
· Avoidant/Restrictive Food Intake Disorder – persistent failure to eat adequately (lack of interest in food, avoidance based on the sensory characteristics of food), reflected in significant failure to gain weight or significant weight loss, and/or significant nutritional deficiency
· They just aren’t eating 
Elimination Disorders 
· Enuresis – the repeated voiding of urine into inappropriate places. Usually involuntary, but occasionally may be intentional.
· At least twice per week for at least 3 months.
· Children wetting the bed over age 5

· At least twice a week for three months

· Don’t use the potty as much as they need to

· Runs in families

· Could be due to conflict and anxiety with families

· Small bladder

· Lax or inappropriate toilet training

· Often prescribe antidepressants

· Tricyclic 

· Bell and pad method


· Pad under child, senses any form of wetness, bell rings and wakes child

· Encopresis – the repeated passage of feces into inappropriate places (clothing, floor).  Usually involuntary, but occasionally may be intentional.
· At least once per month for at least 3 months.
· Defecation into clothing or on the floor

· One event each month for at least three months of over the age of 4

· Withholding bowels, and refusal at school may cause this

· Medication used to clear out the colon 

· Use of rewards for proper toilet use, relaxation techniques to help
Motor Disorders

· Developmental Coordination Disorder 
· Motor coordination that is substantially below age and skill learning expectations 
· Stereotypic Movement Disorder 
· Repetitive, seemingly driven, and nonfunctional motor behaviour that markedly interferes with normal activities and at times results in bodily injury (fiddling with fingers, self-biting, head banging, body rocking) – not as ritualistic or complex as OCD
Motor Disorders

· Tic Disorders –characterized by vocal and/or motor tics.
· Tourette’s Disorder – multiple motor tics and one or more vocal tics (more than 1 year)
· Persistent (Chronic) Motor or Vocal Tic – the presence of either motor tics OR vocal tics, but not both (more than 1 year)
· Provisional Tic Disorder – motor and/or vocal tics (less than 1 year)
Attachment

· Separation Anxiety Disorder
· Developmentally inappropriate and excessive anxiety concerning separation from home or caregivers 
· Diagnosis of the child being extremely distressed with the onset of separation – parent has to go to work or something – extremely hard to sooth the child 
· Reactive Attachment Disorder
· Inhibited, emotionally withdrawn behaviour toward caregivers
· They don’t seek or obtain any comfort when in distress 
· Persistent social and emotional disturbance
· Being emotionally withdrawn 
· Maybe experience moods of feeling mad or sad 
· Has experienced a pattern of extremes of insufficient care
· Basic emotional needs have previously been neglected 
· Disinhibited Social Engagement Disorder
· Pattern of behaviour involving inappropriate, overly familiar behaviour with relative strangers
· Kids are overly friendly 
· No reluctance from the kid to approach a stranger 
· Just walk up to a stranger and grab their hands 
· Has experienced a pattern of extremes of insufficient care
· Basic emotional needs have not been met before – there is a seriously lack of consistency 
Disruptive, Impulse-Control, and Conduct Disorders 

· Oppositional Defiant Disorder
· Less extreme than a conduct disorder 
· There is a level of emotional regulation than conduct disorder 
· A pattern of angry/irritable mood, argumentative/defiant behaviour, or vindictiveness, as evidenced by at least 4 symptoms.  Lasting at least 6 months.
· Often loses temper.

· Is often touchy or easily annoyed.

· Is often angry and resentful.

· Often argues with authority figures (adults)

· Often actively defies or refuses to comply with requests/rules

· Often deliberately annoys others

· Often blames others for their mistakes or misbehaviour

· Has been spiteful or vindictive at least twice in the past 6 months

· Conduct Disorder
· Very similar but more violent 
· Essential feature is a repetitive and persistent pattern of behaviour where the basic rights of others, or major age-appropriate societal norms or rules are violated.

· These behavious fall into four groupings: aggression to people and animals, destruction of property, deceitfulness or theft, and serious violation of rules.

· Three or more behaviours must have been present within the past 12 months.

Four Dimensions 

· Aggression to people and animals:

· Often bullies, threatens, or intimidates others

· Often initiates physical fights

· Has used a weapon that can cause serious harm

· Has been physically cruel to people

· Has been physically cruel to animals

· Has stolen while confronting a victim

· Has forced someone into sexual activity

· Destruction of property

· Deliberately set fire(s) with the intent of causing serious damage

· Deliberately destroyed others’ property

· Deceitfulness or theft

· Has broken into a house, building, or car

· Often lies to obtain goods or avoid obligations

· Has stolen items of nontrivial value without confronting a victim

· Serious violations of rules

· Often stays out at night despite parental prohibitions, beginning before age 13

· Has run away from home overnight at least twice, or once without returning for a lengthy period

· Is often truant from school, beginning before age 13

Conduct Disorder

· Symptoms usually emerge in childhood/adolescence

· Onset is rare after age 16

· In a majority of individuals, the disorder remits by adulthood

· Early onset predicts worse prognosis and increased risk of criminal behaviour

· Temperamental risk factors include having been a difficult, under controlled infant, and having below average IQ (particularly verbal IQ).

· Environmental risk factors include parental rejection and neglect, inconsistent child-rearing practices, harsh discipline, physical or sexual abuse, frequent changes of caregivers, parental criminality.  Also, peer-rejection, association with a delinquent peer group, neighbourhood exposure to violence. 
· Biological Factors

· Runs in families

· More likely to have antisocial parents and criminal fathers

· Twin and adoption studies show both are heritable

· Deficits in the frontal loves

· Normally these are paired with ADHD

· Possible exposure to drugs in the womb being a cause

· Can be seen as difficult babies and toddlers

· Low levels of cortisol, less responsive to stress

· Popular theory this being related to testosterone

· Social Factors

· Found more in children in lower economic areas

· Maltreatment and neglect of children being a cause

· Hostility and physical interactions in the home

· Deviant peer groups a problema s well

· Iological and social coincide

· Cognitive Contributors

· Process social interactions in was wich result to violent interactions

· Believe others will be aggressive towards them

· Believe other responses to be useless

· The world is against them belief when negative responses are received

· Drug Therapies

· Medication has not been consistently proven to be helpful

· Given SSRI”S or neuroleptics

· Not sure if effective

· Psychological and Social Therapies’

· Change way of child interpreting interpersonal interactions

· Steps

· Teach children trigger situations

· Observing children in natural settings

· Children taught to analyze their thoughts

· Teach and utilize self talk to avoid negative interactions

· Discuss positive solutions to situations

· Parents taught to reinforce positive attitudes etc..

· However making parents participate can be tough 

Chapter 16 – Sexual Disorders 










( There are 3 distinct categories of sexual disorders 

1. Sexual dysfunctions 

2. Paraphilia’s 

3. Gender identity disorders

Sexual Dysfunctions

· Sexual Dysfunctions

· People have trouble engaging in and enjoying sexual relationships with other people 

· Characterized by disturbances in a person’s ability to respond sexually or to experience sexual pleasure

· Disturbances in the psychophysiological changes that characterize the sexual response cycle

· Causing marked distress and interpersonal difficulty

· Sexual Dysfunctions – a list of the dysfunctions 
· Delayed Ejaculation Disorder

· Erectile Disorder

· Premature Ejaculation

· Female Orgasmic Disorder

· Female Sexual Interest/Arousal Disorder

· Genito-Pelvic Pain/Penetration Disorder – previously Sexual Pain, Vaginismus and Dyspareunia

·  Male Hypoactive Sexual Desire Disorder 

Causes of Sexual Dysfunctions 

· Biological Causes 

· Medical conditions ( diabetes, cardiovascular disease, multiple sclerosis, renal failure 

· Prescription drugs ( antihypertensive medications, antipsychotics, antidepressants 

· Recreational Drugs ( MJ, Cocaine, Nicotine, Alcohol 

· Psychological Causes 

· Psychological disorders ( depression, anxiety disorders, schizophrenia

· Attitudes and cognitions ( belief that sec is dirty or disgusting – performance anxiety 

· Sociocultural 

· Relationship problems ( lack of communication, differences in sexual expectations, conflicts unrelated to sex 

· Trauma ( cultural taboos against sex 

Trends Across the Lifespan

· Sexual desires tend to decrease with age ( we need testosterone for our sex drive and the levels of testosterone in our systems decreases with age 

Paraphilic Disorders

· Must have the paraphilia in the sexual act to be satisfying 
· Characterized by recurrent, intense sexual urges, fantasies, or behaviours that involve unusual objects, activities, or situations and cause clinically significant distress or impairment in social, occupational, or other important areas of functioning

· Including: Exhibitionism, Fetishism, Frotteurism, Pedophilia, Sexual Masochism, Sexual Sadism, Transvestic Fetishism, and Voyeurism

Gender Dysphoria

· Gender Dysphoria (previously Gender Identity Disorder)

· Not so much about to identity – the issue is the dysphoria – strong emotions about your gender, you can’t enjoy the experience 

· Characterized by strong and persistent cross-gender identification accompanied by persistent discomfort with one’s assigned sex

· Gender Identity – an individual’s self-perception as male or female

· Gender Dysphoria – strong and persistent feelings of discomfort with one’s assigned sex, the desire to possess the body of the other sex, and the desire to be regarded by others as a member of the other sex

The Sexual Response Cycle 

· Divided into 5 phases 

1. Desire 

a. The urge to engage in any type of sexual activity 

2. Excitement or arousal 

a. Consists of a psychological experience of arousal and pleasure and the physiological changes known as vasocongestion and myotonia 
b. Vasocongestion ( the filling of the blood vessels and tissues with blood, also known as engorgement 

c. Myotonia ( muscular tension – during the arousal phase many muscles in the body may become tenser, culminating in the muscular contractions known as orgasm  
3. Plateau 

a. Excitement remains at a high but stable level – this period is pleasurable in itself and many people try to prolong this stage 

4. Orgasm 

a. Physiologically, orgasm is the discharge of the neuromuscular tension built up during the excitement and plateau phases 

5. Resolution 

a. A state of deep relaxation 

Sexual Dysfunction Specifiers

· Used to indicate onset and context associated with the Sexual Dysfunctions

· Lifelong – present since onset of sexual functioning

· Since day one 

· Acquired – develops after a period of normal functioning

· Generalized Type – not limited to certain types of situations, stimulations, or partners

· The client experiences this across all situations and all partners 

· Situational Type – applies if the dysfunction is limited to certain types of stimulation, situations, or partners

· Only in some settings 

Sexual Dysfunctions in Detail 
· Delayed Ejaculation (male)

· Client wants to ejaculate – and has the right amount of stimulation – but it just isn’t happening 

· Marked delay in, or inability to achieve, ejaculation (75-100% of occasions), despite the presence of adequate sexual stimulation and the desire to ejaculate.

· Persisted for at least 6 months.

· Causes significant distress.

· Male Erectile Disorder – Erectile dysfunction 
· Cannot actually achieve erection 

· Difficulty obtaining an erection during sexual activity, difficulty maintaining an erection until the completion of the sexual activity, marked decrease in erectile rigidity (approximately 75-100% of occasions).

· Three different ways this manifests

· Difficulty actually achieving/obtaining erection 

· Difficulty keeping erection through to ejaculation 

· Decrease in the rigidity of erection  

· Persisted for at least 6 months.

· Causes significant distress.
· Different patterns: inability to maintain an erection from the outset of a sexual experience, some will experience an adequate erection at the start of the sexual experience and then lose the erection when attempting penetration, some will experience an adequate erection that is sufficient for penetration but then lose the erection before or during thrusting, some may be able to experience an erection only during self-masturbation or on awakening
· A very lucrative disorder for drug companies 

· In males age 40 and over (no upper limit), prevalence rates for Erectile Disorder are 22%

· This increases with increasing age: Age 40-49 = 9.1%, Age 50-59 = 15.2%, Age 60-69 = 29.4%, over 70 = 54.9%

· This increases with diabetes (200%), hypertension (150%), & lower urinary tract symptoms (up to 600%), and being overweight (150%)

· This decreases with education (at least 2 years of college cuts risk in half) and exercise (a non-significant trend)

· This is correlational 
· Male Erectile Disorder  (Lee & colleagues, 2008) – Genetic Research 
· Erectile Disorder is now considered to be a “marker” for vascular problems (the penis is a vascular organ)

· The gene “GNB3” located on chromosome 12, codes for a subunit (beta polypeptide 3) of guanine nucleotide-binding proteins (G proteins), which integrate signals between receptors and proteins

· Variations in the GNB3 have been connected to variations in “vascular tone” and a single polymorphism (C825T) has been connected to hypertension and obesity.  It is therefore considered to be a candidate gene for Erectile Disorder

Male Erectile Disorder Treatment

· Abdo, Afif-Abdo, Otani, & Machado (2008)

· Males with ED were randomly assigned to one of three treatment conditions: counseling alone (once per week group sessions for three months), drug treatment (Sildenafil – commonly known as Viagra) alone, or a combination of both

· Pre- versus Post- assessment of “emotional and functional components of male sexual satisfaction” as well as erectile function

· Counseling alone had only a minor positive impact, the drug treatment alone as well as the combined treatment each had a larger positive impact (larger than counseling alone and similar to each other)

· Premature Ejaculation

· Persistently ejaculate with minimal sexual stimulation before they want to ejaculate 

· Essential feature is the persistent/recurrent (approximately 75-100%) ejaculation with minimal sexual stimulation before, on, or shortly after penetration (within 1 minute) and before the person wishes it. 
· Can be both on their own and with a partner 

· The time period is subjective  

· The clinician must take into account factors that affect duration of the excitement phase, such as age, novelty of the sexual partner or situation, and recent frequency of sexual activity.

· Must take into account other factors 

· Persisted for at least 6 months.

· Causes significant distress.

· Female Orgasmic Disorder

· Experience a recurrent delay in or the complete absence of orgasm after having reached the excitement phase of the sexual response cycle 

· Essential feature is the persistent/recurrent delay in, or absence of, orgasm following a normal sexual excitement phase (75-100%), or markedly reduced intensity of orgasmic situations.

· Difficult time achieving orgasm – has had sufficient stimulation but just can’t – they may actually achieve orgasm but at a very reduced level 

· Women exhibit a wide variability in the type or intensity of stimulation that triggers orgasm.  The diagnosis thus needs to be based on the clinician’s judgment that the woman’s orgasmic capacity is less than would be reasonable for her age, sexual experience, and the adequacy of sexual stimulation she receives.

· Persisted for at least 6 months.

· Causes significant distress.

· Female Sexual Interest/Arousal Disorder

· People with sexual arousal disorders do not experience the physiological changes that make up the excitement or arousal phase of the sexual response cycle 

· Involves recurrent inability to attain or maintain the swelling-lubrication response of sexual excitement 

· Lack of, or significantly reduced sexual interest/arousal, manifested by at least 3 of the following (persisting for 6 months, causing distress):

· Absent/reduced interest in sexual activity

· Absent/reduced sexual/erotic thoughts or fantasies

· Absent/reduced initiation of sexual activity, and unreceptive to partner’s advances

· Absent/reduced sexual excitement/pleasure

· Absent/reduced sexual interest/arousal

· More specific to the moment 

· Absent/reduced genital or nongenital sensations

· Not physiological response 

· Multiple lines of evidence have connected stress to sexual functioning in both men and women

· Whenever they think about sex or whatever they become stressed 

· Hamilton, Rellini & Meston (2008) assessed the relation between sexual arousal and cortisol levels

· For the majority, in response to sexual arousal, cortisol levels decrease

· For some, sexual stimuli lead to an increase in cortisol levels.  These participants score lower on the Arousal, Desire and Satisfaction domains of sexual function

· Stress related to sexual performance may interfere with arousal

Female Sexual Arousal Disorder Treatment

Mindfulness-based Group Psychoeducation for Women with Sexual Arousal Disorder 

(Brotto, Basson & Luria, 2008)

· Women seeking treatment for Sexual Desire and/or Arousal Disorder were given a series of three 90-minute group therapy sessions combining education, cognitive and behavioural therapy, and mindfulness education (meditation, or “relaxed wakefulness”), plus homework

· Focusing on sexual arousal/desire complaints, relationship dissatisfaction, body image distortion, depression and maladaptive beliefs about sexuality

· Increased sexual desire, and decreased sexual distress

· Increased self-reported physical arousal and self-reported genital wetness during erotic stimulus

· The therapy appeared to be particularly effective for participants with a history of sexual abuse – significantly increasing sexual excitement and overall sexual function, and significantly decreasing distress, depression and negative affect scores

· Genito-Pelvic Pain/Penetration Disorder

· Previously Sexual Pain, Vaginismus and Dyspareunia ( Now just one big Group
· Experience pain in Sexual intercourse or leading up to it 

· Persistent/recurrent difficulties with one of the following (present for 6 months, causing distress):

· Vaginal penetration during intercourse

· Marked vulvovaginal or pelvic pain during vaginal intercourse or penetration attempts

· Marked fear/anxiety about vulvovaginal or pelvic pain

· Marked tensing/tightening of the pelvic floor muscles during attempted vaginal penetration

· Dyspareunia ( is genital pain associated with intercourse 

· Vaginismus ( occurs only in women – it involves the incoluntary contraction of the muscles surrounding the outer third of the vagina whne vaginal penetration is attempted 

· Male Hypoactive Sexual Desire Disorder

· Deficiency or absence of sexual fantasies and desire for sexual activity – judgment of deficiency/absence is made by the clinician, taking into account factors (i.e. age) that affect sexual functioning
· Persisted for at least 6 months.

· Causes significant distress.

· Hypoactive Sexual Desire Disorder

· Both male and female 
· It is estimated that 50% of patients at sexuality clinics are presenting with hypoactive sexual desire

· This is often the most frequent presenting complaint for female patients (for males, it is erectile dysfunction)

· Have little desire for sex – they do not fantasize about sex or initiate sexual activity – and this lack of sexual desire causes them marked distress or interpersonal difficulty 
· A Diagnosis of hypoactive sexual desire disorder is not given if the individual’s lack of desire is the result of transient circumstances in his or her life, sycg as being too busy or fatigued from overwork to care about sex 

· Sexual Aversion Disorder 
· People with this disorder do not simplu have a passive lack of interest in sex; they actively avoid sexual activities 

· When they do engage in sexual activity they may feel sickened or experience extreme anxiety 

· Sexual aversion in women is usually tied to sexual assault experiences 

Treatments for Sexual Dysfunctions 

Biological Therapies 
· If Sexual dysfunction is a direct result of another medical condition, treating the medical condition often reduces the sexual dysfunction 

· Similarly if medications are cause the dysfunction – dosage can be altered or switching the medication is an option 

· Getting a person to stop using recreational drugs, like weed, that are causing a sexual dysfunction can often cure the dysfunction 

· There are a number of medical treatments available for males with erectile dysfunction ( Viagra ( but there a lot of side effects 

· SSRIs can cause sexual dysfunctions 

· Hormone Therapy – the use of testosterone – to increase sexual desire in men and women with hypoactivity sexual desire disorder ( have been proven to be very effective in resorting sexual desire – only for men with marked low levels of testosterone ( the effect of testosterone therapy for women is mixed – they increase sexual arousal but turn girls into boys essentially 

Psychotherapy 

· Individual psychotherapy – the person explores the thoughts and previous experiences that impede them from enjoying a positive sexual life 
· Couples therapy – often used to help couples develop more satisfying sexual relationships 

· As a part of both individual and couples therapy – behavioural techniques are used to teach people skills to enhance their sexual experiences and to improve their communication and interaction with their sexual partners 

· Individual and couples therapy 
· A therapist begins treatment by assessing the attitudes, beliefs, and personal history of an individual client or both members of the couple to discover experiences, thoughts and feelings that are contributing to sexual problems 
· Cognitive-Behavioural techniques are often used 

· Many therapists like to treat sexual dysfunction in a terms of a couples relationship 

· Many couples don’t take the time to engage in seduction rituals – this is something the therapist encourages to do 

· Many partners have different ‘scripts’ for sexual experiences – resolving these differences can enhance sexual experience 

· Most generally therapists help partners understand what each other wants and needs from sexual interactions and negotiate mutually acceptable and satisfying repertoires of sexual change 

· Sex Therapies

· When sexual dysfunctions seem to be due at least in part, to inadequate sexual skills – sex therapy can be very useful 
· Teaches practices and helps partners develop a regular pattern of satisfying sexual encounters 
· Sensate Focus Therapy 

· In this therapy – one partner is active, carrying out a set of exercises to stimulate the other partner, while the other partner is the passive recipient, focussing on the pleasure that the exercise 

· Then the partners switch roles ( so that each partner spends time being the giver and the recipient of the stimulation 

· At the early stages of this therapy the partners are instructed not to be concerned about or even to attempt intercourse ( they are instructed to focus on the pleasure created by the exercise – these instructions are meant to reduce performance anxiety and concern about achieving orgasm 

Techniques For Treating Premature Ejaculation 
· Two techniques are useful in helping a man with premature ejaculation gain control over his ejaculations 
· The stop-start technique and,

· Can be carried out either through masturbation or with a partner 

· Phase 1: the male is told to stop stimulating himself or tell his partner to stop stimulating right before ejaculation – he then relaxes until arousal declines – at this point him and his partner can resume stimulation again stopping right before the point of ejaculation – if stimulation stops too late and he ejaculates then the male is encouraged to not feel angry or disappointed but to enjoy the ejaculation and reflect on what he has learned about his body and then resume the exercise 

· Phase 2: male lies on his back with female partner on top of him, and she inserts his penis into her vagina but remains still – the goal is for the male to enjoy the sensation without ejaculating – encouraged to engage in this exercise for at least 10 to 15 minutes 

· Phase 3: female creates thrusting motion – slow, long strokes 

· The squeeze technique 

· Used somewhat less often because it is harder to teach to partners 

· The man’s partner stimulates him to an erection; then when he signals that ejaculation is imminent, the partner applies a firm but gentle squeeze to his penis, either at the glans or at the base, for three or four seconds – this results in partial loss of erection ( the partner can then repeat this 
Paraphilic Disorders 
Paraphilias

· Paraphilia:  Preferential sexual interest.  Intense sexual interest or arousal that include/involve particular objects, situations, or individuals.

· Paraphilic Disorder: a paraphilia that is causing distress or impairment to the individual, or a paraphilia whose satisfaction involves personal harm, or risk of harm, to others.

· For some individuals, paraphilick fantasies or stimuli are necessary for erotic arousal and are always included in sexual activity.  

· In other cases, the paraphilic preferences occur only episodically and at other times the person is able to function sexually without them.

Paraphilic Disorders

· The essential features of a Paraphilic Disorder are recurrent, intense sexually arousing fantasies, sexual urges, or behaviours generally involving

· Nonhuman objects

· The suffering or humiliation of oneself or one’s partner

· Children or other nonconsenting persons

· Distress, impairment, or harm to others

· Occurring over a period of at least 6 months

· For Pedophilia, Voyeurism, Exhibitionism and Frotteurism, the diagnosis is made if the person has acted on these urges, or the urges or sexual fantasies cause marked distress or interpersonal difficulty

· For Sexual Sadism, the diagnosis is made if the person has acted on these urges with a non-consenting person, or the urges or sexual fantasies cause marked distress or interpersonal difficulty

· For the remaining Paraphilias, the diagnosis is made if the behaviour, sexual urges, or fantasies cause clinically significant distress or impairment in social, occupational, or other important areas of functioning

Exhibitionism 

· Exhibitionism: recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving the exposure of one’s genitals to an unsuspecting stranger
· The person engages in sexual gratification by exposing his or her genitals to involuntary observers, who are usually complete strangers 
· The person has acted on these sexual urges with a nonconsenting person, or the sexual urges/fantasies cause marked distress or interpersonal difficulty
· The vast majority of people who engage in this behaviour are males – exposing themselves to females 
· We wont make the diagnosis until the client actually acts on the urges 

Fetishism 

· Fetishism: fantasies, sexual urges, or behaviours involving the use of nonliving objects (i.e. female undergarments), or a highly specific focus on nongenital body parts.

· Involves the use of inanimate objects as the preferred or exclusive source of sexual arousal or gratification 

· Causes clinically significant distress or impairment in social, occupational, or other areas of functioning.
· Soft fetishes are objects that are soft, furry, or lacy, uch as women’s frilly underwear, stockings and garters 

· Hard fetishes are objects that are smooth, harsh or black, such as spike-heeled shoes, black gloves, and garments made of leather or rubber 
Frotteurism
· Frotteurism: recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving touching and rubbing against a nonconsenting person
· Usually co-occurs with voyeurism and exhibitionism – this person gains sexual arousal by rubbing against and fondlined parts of the body of non-consenting person
· The person has acted on these sexual urges, or the sexual urges/fantasies cause marked distress or interpersonal difficulty

· Urges to touch and rub against another person ( if they have acted on this urge diagnosis is automatically made 
· Typically seen in males 15-25 years old 
Pedophilia
· Pedophilia: recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving sexual activity with a prepubescent child or children (generally age 13 years or younger)
· People with pedophilia are sexually attracted to children and prefer to engage in sex with children rather than with other adults 
· Sexual urges about minors 
· The person has acted on these sexual urges, or the sexual urges/fantasies cause marked distress or interpersonal difficulty

· The person is at least 16 years of age and at least 5 years older than the child or children

Sexual Masochism
· Sexual Masochism: recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving the act (real, not simulated) of being humiliated, beaten, bound, or otherwise made to suffer
· A person gains sexual gratification by suffering pain or humiliation during sex 
· Causes clinically significant distress or impairment in social, occupational, or other areas of functioning

Sexual Sadism
· Sexual Sadism: recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving acts (real, not simulated) in which the psychological or physical suffering (including humiliation) of the victim is sexually exciting to the person
· A person gains sexual gratification by infliciting pain and humiliation on his or her sex partner
· The person has acted on these sexual urges with a nonconsenting person, or the sexual urges or fantasies cause marked distress or interpersonal difficulty

Who does this stuff?
· BDSM: Bondage, Discipline, Dominance, Submission, Sadomasochism

· In a 2001-2002 Australian national survey (19,307 respondents, age 16-59), 2.2% of men and 1.3% of women indicate that they had engaged in BDSM during the previous year (this is the % of those who had a sexual partner during the past year)

· Females age 16-19 were most likely females to have participated in BDSM

· Males age 20-29 were the most likely males to have participated in BDSM 

Who does this stuff?
· Gay men, Lesbian women, and Bisexual men and women were marginally more likely to have participated in BDSM than were heterosexual males and females ( only slightly more likely 
· Males with post-secondary education were most likely

· Females with a high school education were most likely

· Males who participated in BDSM were significantly less likely to have elevated psychological distress (than males who had not participated), but no trend for females

· Engagement in BDSM was not related to any sexual difficulties

Transvestic Fetishism
· Transvestic Fetishism: recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving cross-dressing

· Cross-dressing – dressing up as transvestite ( only problematic when it causes distress 

· Causes clinically significant distress or impairment in social, occupational, or other areas of functioning

· If the person has persistent discomfort with their gender role or gender identity, then the clinician would diagnose Transvestic Fetishism with Gender Dysphoria

Voyeurism
· Voyeurism: recurrent, intense sexually arousing fantasies, sexual urges, or behaviours involving the act of observing an unsuspecting person who is naked, in the process of disrobing, or engaging in sexual activity
· Involves secretly watching another person undressing, bathing, doing things in the nude or engaging in sex as a primary form of sexual arousal 
· The person has acted on these sexual urges, or the sexual urges/fantasies cause marked distress or interpersonal difficulty 
· For a diagnosis to be made the, the voyeuristic behaviour must be repetitive over six months and be compulsive 

· The person being observed must be unware of it 
Causes of Paraphilias 

· More than 90% of people with paraphilias are males 

· Behavioural theories of paraphilias explain them as due to an initial classical pairing of intense early sexual arousal with a particular stimulus 

· These classical behavioural theories have been supplemented with principles of social learning theory, which suggest that the larger environment of a child’s home and culture influence his or her tendency to develop deviant sexual behaviours 
· Childhood sexual abuse was a particularly strong predictor of pedophilia

· Cognitive Theorist have also identified a number of distortions and assumptions that people with paraphilias have about their victims

· These distortions may have been learned from their parents’ deviant messages about sexual behaviour 

Assessment and Treatment of Paraphilias  

· Phallometric test to assess patterns of erotic interest in adult and adolescents males 

· This method measures the person’s penile blood volume during exposure to different sets of sexual stimuli 

· Most people with paraphilia do not seek treatment for their behaviours ( treatment is often enforced by legal sanction

· Biological interventions have been tried – these interventions formally included surgery on the centres of the brain thought to control sexual behaviour and surgery to stop the production of the hormones influencing sexual arousal 

· Sometimes paraphilia’s are treated with antiandrogens ( they have positive effects but they also have bad side-effects 

· SSRIs have been proven to be effective in controlling sex drive and impulses 

· Aversion Therapy – is used to extinguish sexual responses to objects or situations that a person with paraphilia might receive painful but harmless electric shocks or loud bursts of noise while viewing photographs of what arouse him or her or while actually touching objects that arouse him or her 
· Desensitization – procedures may be used to reduce the persons anxiety about engaging in normal sexual encounters with other adults 

Gender Identity Disorder 

Gender Dysphoria

· Previously called gender identity disorder 

· Emphasis on the dysphoria that comes about from gender that they were assigned at birth vs. the gender they feel they should be 

· Essential feature is a strong feeling of incongruence between the assigned gender and their experienced/expressed gender.
· This discrepancy is the core feature.

· The incongruence causes distress.

· Lasting at least 6 months.

· In adults or adolescents, the incongruence between assigned gender and experienced/expressed gender manifested by at least two of the following: 

· Marked incongruence between experienced/expressed gender and primary/secondary sex characteristics

· Strong desire to be rid of one’s primary/secondary sex characteristics

· Be rid of these characteristics so they can be themselves 

· Strong desire for the sex characteristics of the other gender

· Strong desire to be of the other gender

· Strong desire to be treated as the other gender

· Strong conviction that one has the typical feelings and reactions of the other gender
· In children, the incongruence between assigned gender and experienced/expressed gender manifested by at least six of the following:

· Strong desire to be, and/or insistence that they are, the other gender

· Strong preference for wearing clothing that is typical of the other gender, and resistance to wearing gender typical clothing

· Strong preference for cross-gender roles in make-believe play

· Strong preference for toys/games/activities that are stereotypically used by the other gender
· Strong preference for playmates of the other gender

· Strong rejection of gender typical toys/games/activities

· Strong dislike of one’s sexual anatomy

· Strong desire for primary/secondary sex characteristics that match one’s experienced gender 

· In children, preferences and desires may appear as:

· Boys: assertion that penis/testes are disgusting, or will disappear, or that it would be better not to have a penis; aversion toward rough play and rejection of male stereotypical toys/games/activities

· Girls: rejection of urinating in a sitting position; assertion that she has or will grow a penis; assertion that she does not want to grow breasts or menstruate; marked aversion toward feminine clothing

· In adolescents and adults, the disturbance is manifested by symptoms such as preoccupation with getting rid of primary and secondary sex characteristics (e.g. requests for hormones, surgery, or other procedures to physically alter sexual characteristics to simulate the other sex), or belief that he or she was born the wrong gender.

Gender Dysphoria

Theories of Etiology

· Biological

· It is thought that prenatal hormones influence the developing brain – slight variations in testosterone or estrogen at certain critical periods of development might masculinize or feminize a developing fetus’s brain

· Genetic research is lacking

· Brain structure research is weak but may point to the hypothalamus as a critical structure in sexuality

· Psychosocial

· It is thought that parents play a critical role in shaping the developing child’s identity and gender-related scripts for behaviour

· Most boys spontaneously display “feminine” interests and behaviours – and are usually discouraged by the family (caregivers) for this behaviour.  There may be a relation between the development of Gender Dysphoria and a family environment that does not discourage these behaviours, or actively encourages such behaviours (Zuckerman & Green, 1993)
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Psychoactive Drug Use 

· All psychoactive drugs have both physiological and psychological effects that cannot easily be separated. 

· Addiction – refers to the state where the body requires drug in order to feel normal
· Tolerance – with continued usage, the body begins to require larger doses of the drug in order to produce the same level of effect as was previously attained through a lower dose
( It is really hard to separate the physical from the psychological dependence 

· Physical Dependence 

· The body has become accustomed to the presence of the drug, and when the drug is discontinued it produces a withdrawal effect

· Withdrawal symptoms will vary by substance 

· Psychological Dependence 

· Desire to continue the drug for it’s emotional effects 
· Refers to the user’s tendency to center life on the drug
· The user potentially doesn’t want to wait – screw waiting for a paycheck – I want to do whatever I can do to get the next dix now 
DSM: Substance Related and Addictive Disorders
· The Substance-Related and Addictive Disorders are divided into two groups:
· Substance Use Disorders 
· Substance-Induced Disorders
· i.e. intoxication, withdrawal, delirium, etc.
DSM: Substance Use Disorders
· The substance-related disorders involve 10 different classes of drugs:

1.  Alcohol

2.  Caffeine

3.  Cannabis

4.  Hallucinogens

5.  Inhalants

6.  Opioids 

7.  Sedatives, Hypnotics, and Anxiolytics 

8.  Stimulants (amphetamines, cocaine, etc.)

9.  Tobacco

10.  Other substances

DSM: Substance Use Disorders
· All drugs that are taken in excess have in common direct activation of the brain reward system – producing feelings of pleasure, often referred to as a “high.”  They produce such an intense activation of the reward system that normal activities may be neglected.

· They all have an effect on the functioning of the brain – sometimes even contradictory effects at the same time! – Usually producing some sort of rewarding effect – numbness or euphoria or something 

· This section also includes gambling disorder – reflecting evidence that gambling behaviours active reward systems similar to those activated by drugs of abuse, and produce some behavioural symptoms that appear comparable to those produced by the substance use disorders.

· Gambling – creates almost the same effect as a drug would 
Diagnostic Criteria – general: 

· The essential feature of a substance use disorder is a cluster of cognitive, behavioural, and physiological symptoms indicating that the individual continues using the substance despite significant substance-related problems.

· An important characteristic of substance use disorders is an underlying change in brain circuits that may persist beyond detoxification, particularly in individuals with severe disorders.  The behavioural effects of these brain changes may be exhibited in the repeated relapses and intense drug craving when the individuals are exposed to drug-related stimuli.

Diagnostic Criteria:

· These fit for every substance 

· A problematic pattern of  (fill in the blank) use leading to clinically significant impairment or distress, as manifested by at least two of the following, occurring within a 12-month period.

· Criteria 1-11.  Divided into: Impaired control, Social impairment, Risky use, and Pharmacological criteria:
· Impaired Control

· (1) The individual may take the substance in larger amounts or over a longer period than was originally intended.

· You had a specific intent and it spirals out of control ( and you end up using more 

· (2) The individual may express a persistent desire to cut down or regulate substance use and may report multiple unsuccessful efforts to decrease or discontinue use.

· The user would like to do less – and may report multiple unsuccessful attempts 
·  (3) The individual may spend a great deal of time obtaining the substance, using the substance, or recovering from its effects.  

· A lot of time is centered around ‘what do I need to do to get my next fix’

· (4) Craving is manifested by an intense desire or urge for the drug that may occur at any time but is more likely when in an environment where the drug previously was obtained or used. 

· Craving can be an indicator of relapse 

· Social Impairment 

· (5) Recurrent substance use may result in a failure to fulfill major role obligations at work, school, or home.

· (6) The individual may continue substance use despite having persistent or recurrent social or interpersonal problems caused or exacerbated by the effects of the substance.

· (7) Important social, occupational, or recreational activities may be given up or reduced because of substance use.  The individual may withdraw from family activities and hobbies in order to use the substance.

· Risky Use

· (8) Recurrent substance use in situations in which it is physically hazardous.

· (9) The individual may continue substance use despite knowledge of having a persistent or recurrent physical or psychological problem that is likely to have been caused or exacerbated by the substance.  

· Pharmacological Criteria

· (10) Tolerance is signaled by requiring a markedly increased dose of the substance to achieve the desired effect or a markedly reduced effect when the usual dose is consumed.  

· Can happen with prescription meds 

· (11) Withdrawal is a syndrome that occurs when blood or tissue concentrations of a substance decline in an individual who had maintained prolonged heavy use of the substance.  After developing withdrawal symptoms, the individual is likely to consume the substance to relieve the symptoms.

· Withdrawal symptoms will vary according to the drug ( different drugs have different effects on the brain 
· Code based on current severity:  

· Mild:  Presence of 2-3 symptoms.

· Moderate:  Presence of 4-5 symptoms.

· Severe:  Presence of 6 or more symptoms.

1. Substance Intoxication

· Set of behavioural and psychological hanges that occur as a direct result of the physiological effects of a substance on the CNS

· Attention diminished and easily distracted

· All dependent on the substance taken and dose

2. Substance Withdrawal 

· Physiological and behavioural symptoms occur from use stoppage

3. Substance Abuse

· Frequent use results in significant harmful consequences

i. Fails to fulfill important obligations

ii. Repeated use though known to be harmful

iii. Repeated legal problems

iv. Continue use despite these problems

4. Substance Dependence

· Physiologically addicted to the substance shows tolerance and withdrawal

Types of Drugs
· Depressants
· Examples: Alcohol, Barbiturates, Benzodiazepines, and also Inhalants (i.e. gasoline, amyl and butyl nitrate “poppers”)
· Effects: decreased Central Nervous System activity, relaxation, impaired thinking and motor skills – our ability to coordinate motor activity is impaired 
· Slow activity of CNS

· Make people relaxed sleepy, reduce concentration, and impair thinking (in moderate doses)

· Induce stupor (in high doses)

Alcohol 

· Classic CNS depressant

· Two affects on the brain

· Low doses: fell self confident, more relaxed and perhaps slightly euphoric

· High doses: depression, sleep disturbances, confusion

· Alcohol Abuse and Dependance

· Abuse: use alcohol in dangerous situations etc…

· Depednance: great deal of time intoxicated with signs of abuse

· Binge drinking: drinking 5 or more drinks In a couple hours

· Antisocial alcoholics have stronger prevalence and symptoms

· More likely to have families with alcholism 

· Alcohol Withdrawal

· Severe symptoms, three stages

· Stage 1, shakes, weakness, sweating profusely, headaches, nausea (few hours after)

· Stage 2, convulsive seizures,  (12 hours to 2 days), 

· Stage 3, Delirium tremens, (Auditory and visual hallucinations occur), irregular heartbeat may develop

· Few number experience seizures however

· Long Term Effects of Alcohol Abuse

· Hard on the stomach, esophagus, pancreas and liver

· Increase risk of heart disease

· Alcohol induced demetia

· Fetal alcohol syndrome

· Cultural Differences in Alcohol Disorders

· Islam having aheavy influence on low drinking levels

· Major problem in Canada

· Most common disorders in Canada (Deoendence and Abuse)

· Aborigional population at highest risk

· Gender and Alcohol Use

· Men more likely to binge drink and drink heavily as well as have disorders

· Trends Across the Lifespan

· Over time alcohol abuse diminishes

· Though past abusers more likely to continue

· Dependence average about 5 years

· Declines with age

Benzos, Barbs, and Inhalants

· Quite similar to alcohol 

· Benzos and Barbs

· Legally manufactured and sold in prescriptions

· Treat anxiety and insomnia 

· Like to be taken in tandem illegally

· Continually use develops overtime

· Increase dose themselves without doctors permission

· Inhalants

· Chemical vapors are inhaled to depress the CNS

· Appears drunk

· Glue, gasoline, lack of appetite

· Packaged nitrates 

· Death occur from suppression of cardio or respiratory systems
· Stimulants
· Examples: cocaine, amphetamines, nicotine, caffeine
· Effects: activate the Central Nervous System, feelings of euphoria/happiness, psychomotor agitation or retardation, rapid heartbeat
· Cocaine – prevents reuptake in the brain 
1. Cocaine

· Activates ventral tegmental area and the nucleus acumbens

· Blocks reuptake of dopamine, maintaining pleasure

· Can lead to grandiosity, hype sexuality, agitation

· Easy to abuse

· Wears off quickly

· Can cause chest pain, hart failure, respiratory failure etc…

2. Amphetamines

· Most taken as pills but some can be IV

· Combat depression or fatigue

· Speed and meth etc…

· Release dopamine and neropeniprhine then block reuptake

· Similar to cocaine

· Tolerance occurs quickly

· Can cause cardiovascular problems

· Long term effects being overall health agitation anxiety

3. Nicotine

· Decrease in smoking greater for men than women

· Operates on both CNS and PNS

· Several NT’sn (dop, sero, nep)

· Number one cause od deaths

· Receive withdrawal quickly, (agitation, anxious, frustrated)

4. Caffeine

· Most ingested drug

· Stimulates CNS increasing dopamine, sero, and norp

· Cause restlessness, nervousness, hand tremors
· Opioids (also called Opiates)
· Examples: opium, morphine, heroin, codeine, methadone, lemon-poppy seed muffins, Oxycontin
· Effects: induce relaxation, provide relief from anxiety and pain (mimicking the effects of the body’s naturally occurring endorphins)
· Morphine, codeine, heroin

· Derived from opium poppy sap

· Endorphins and enkaphlins are bodily made opioids

· Pain relievers, very addicting

· Easy to overdose

· Withdrawal symptoms usually occur, 8-16 hours peak at36-72

· Once addicted most of the time need 4-6 hours to do next hit
· Hallucinogens and PCP (phenylcyclidine)
· Examples: peyote (a cactus), phenylcyclidine (PCP), lysergic acid diethylamide (LSD)
· Effects: act on the CNS and cause distortions in sensory perception, do not substantially change level of arousal
· No withdrawal symptoms identified
· LSD
· Side effect being synesthia (overflow of one sensation to another)
· Ex. Hear colors
· Can create severe anxiety, paranoia nd loss of control
· Bad trips (suicide by accident), flashbacks of bad trips
· PCP

· Sense of euphoria
· Lack of concern
· Abnormal involuntary movements
· Severe doses can cause seizures respiratory problems
· Cannabis (the hemp plant)
· Often classified as Hallucinogens (but with milder effects), may also be classified as depressants
· Examples: marijuana (the leaves of the plant), hashish (a dried extract from the plant)
· Effects: THC (tetrahydrocannabinol) is the active ingredient, has a depressant effect on the CNS, may have either a depressant or stimulant effect, enhanced sensory experience, relaxation, anxiety and paranoia
· Club Drugs: Ecstasy
· Sometimes classified as a Hallucinogen, or an Amphetamine, or a Stimulant
· MDMA (methylenedioxymethamphetamine) 
· Effects: increased energy, decreased social inhibitions.  Impacts the serotonin systems in the CNS and has been shown to have a lasting impact on attention, memory and learning.  Also correlated with depression, anxiety, psychotic symptoms. 
Nicotine: Nervous System Effects
· Nicotine increases levels of dopamine in the reward pathways of the brain ( feelings of pleasure 
· Nicotine increases release of norepinephrine in the amygdala (important for the processing and storage of emotional memories), but then quickly leads to a decrease in NE release ( initial pleasurable experiences followed by decreased pleasurable experiences
· Nicotine has also been implicated in the release of the endogenous opioids, acetylcholine, GABA, glutamate, and serotonin 
Nicotine
· Nicotine also impacts the way we perceive 

· Barr, Pizzagalli, Culhane, Goff & Evins (2008)
· Examined the effects of a single dose of nicotine (14-mg patch) on nonsmokers – specifically, their response to nondrug environmental incentives (a positive response cue and monetary reward)
· Results support hypothesis.  Participants who had been administered a single nicotine dose were more influenced by the environmental incentives (the incentives altered their behaviour on a signal detection task)
Nicotine Withdrawal
· Symptoms include depressed mood, insomnia, irritability, frustration or anger, anxiety, difficulty concentrating, restlessness, and decreased heart rate
· Jonhson, Hollander & Kenny (2008) – demonstrated that nicotine withdrawal was associated with decreased brain reward function (other typically rewarding cues did not produce the same level of reward in the brain)
· Nicotine withdrawal makes it hard for people to feel rewarded 
Another factor influencing nicotine cessation: Impulsivity
· VanderVeen, Cohen, Trotter & Collins (2008)
· How does impulsivity effect our expectations 

· Participants were all dependent smokers, and were either high or low on impulsivity
· After a 48-hour period of smoking abstinence, participants were assessed on their expectancies about cigarette smoking (positive & negative consequences)
· Both high and low impulsive participants had similar levels of negative expectancies about cigarette smoking
· However, high impulsive participants had significantly greater levels of positive expectancies about cigarette smoking
Alcohol 

Alcohol: Nervous System Effects
· Dopamine: alcohol increases dopamine secretion at the nucleus accumbens (a reward system) ( increases pleasurable sensations
· Gives a pleasurable sensation 
· Norepinephrine: alcohol increases release of NE ( producing activating/enlivening sensations
· GABA (gamma-amino butyric acid – an inhibitory neurotransmitter): alcohol stimulates GABA ( reduction in stress/anxiety, sedation, memory disturbances, coordination problems 
· Alcohol is stimulating GABA – lowering stress and anxiety and social inhibitions 
· There is also a depressant effect 
· Endogenous Opioids: alcohol increases the release of opioids ( increases pleasurable sensations, reduces stress, numbing effects
· Blunting pain sensations 
· Glutamate (an excitatory neurotransmitter): alcohol inhibits glutamate (by blocking the NMDA receptor) ( general cerebral depressant effects (slower reaction time, poor concentration), memory problems
· Decreasing Glutamate ( this is where we see the depressant effects 
· Serotonin: alcohol stimulates serotonin ( pleasurable effects and nausea 
· Praying to the porcelain god – lolz demons in my stomach 
Why do women have a lower threshold for alcohol intoxication?
· An enzyme called “alcohol dehydrogenase” breaks down alcohol and contributes to its elimination from the body
· Typically women are 2 times as effect than men by alcohol 
· Women have lower activity levels of this enzyme
· As a result, women are typically twice as affected as men by the same amount of alcohol.  Women manifest higher blood alcohol levels than do men after ingesting equivalent doses.
Chronic Alcohol Effects
· Chronic drinkers often become vitamin B deficient (especially thiamine)
· Vitamin B deficiency can lead to severe neurological impairments such as Wernicke’s encephalopathy (cognitive, visual and motor deterioration), and Korsakoff’s syndrome (involving amnesia)
· Vitamin B deficiency – can lead to depression 
· Gastrointestinal problems, cirrhosis of the liver, pancreatitis, hypertension (high blood pressure)
· Alcohol accelerates this 
· Alcohol has also been implicated in a rapid increase in the rate of shrinkage of the volume of the frontal lobe (which is a natural correlate of aging)
· Research has demonstrated a gene-environment interaction (diathesis-stress) 
· We have some pre-existing factor – then on top of this there is a stressor 
· One example:
· A series of studies examined males who were at (or not) genetic risk (based on diagnosis of close relatives) – examining two variants of alcoholism
· Type 1 – relatively mild abuse, minimal criminality
· Type 2 – early onset, violence & criminality
Genetic Susceptibility to Alcoholism
· Multiple variables in their rearing environments were assessed
· Individuals at genetic risk for Type 1, were more likely to be diagnosed than controls, but this was exaggerated if they had also been exposed to high-risk environments
· Individuals at genetic risk for Type 2, were more likely to be diagnosed than controls, but early environment did not increase risk
· Demonstrating that the same environmental risk factors can have different effects depending upon the individual’s genotype.
Treatment

( There isn’t one style of treatment that will work for one type of addiction – different techniques needed for different clients 
· Psychosocial Treatment: 
· Inpatient hospital treatment; 
· The patient is meeting with therapist daily – even group therapy – and potentially some sort of medication 
· Alcoholics Anonymous; 

· 12-step program ( AA is super accessible – basically any time of day, every day ( largely just a tool to talk about your experience and learn from others ( get a sponsor ( community based support group 
· Controlled use; 
· Allows the institution to implement drug use ( wont have to share needles/ do illegal things to obtain the drug 
· Aversion Therapy (i.e. shocks); 
· Contingency management to change behaviours by rewarding chosen behaviours (including cue exposure and response prevention); 
· Changing the connection between the drugs and the rewards 
· Relapse prevention
· More of a community based – focused on how do we prevent relapse – and what do we have to do ( train the family or the community to help prevent the relapse ( Educate the family/the persons support system 
· Biological Treatment: 
· Agonist substitution - replacing one drug with a similar one (Methadone for heroin); 
· Methadone ( replacing one drug with another drug – one that is slightly less extreme and less addictive 
· Antagonist substitution - block one drug’s effects with another drug (Naltrexone for opiates and alcohol); 
· Blocking the effects of the drug ( can take their drug of choice but this prevents all of the effects of the drug – over time they realize the aren’t getting the effects they used to and give up on it 
· Aversive treatments - make taking the drug very unpleasant; 
· Makes taking the drug you want extremely painful 
· Drugs to help recovering person deal with withdrawal symptoms (Clonidine for opiate withdrawal, or sedatives for alcohol)
· Manage the withdrawal symptoms 
Theories of Substance Use and Abuse

Biological Theories

1. Genetic Factors
· More likely to abuse a substance if past family members did
· May play a larger role in men than women
· However this varies dependent on study
· Also high prevalence in smoking
· Asians not having same enzyme as most to break down alcohol so less alcoholism (avoid alcohol)
· Dopamine receptor/transmitter genes genetic variation may alter 
2. Alcoholism as form of depression
· Depression being caused by alh9lis
· However, people who are dressed are more likely to become alcoholics 
Psychological Theories

· Can learn from modeling a child’s parent

· Males more likely to do this because that’s the general trend (Modeling therapy)

· Nicotine very sensitive to these modeling affects

· Cognitive

· More likely to drink to cope with anxieties

· Certain personality traits lead to substance abuse as well

Sociocultural Approaches

· More Attractive to people under psychological stress
· Chronic stress and accepting environment
· Females more likely to experience reproductive problems, and cognitive/motor impairment
Treatment

Biological Treatments
1. Antianxiety drugs, antidepressants, and antagonists

· May need meds for withdrawals
· Benzos for alco
· SSRI’s can help reduce the impulsive consumption and ravings for alcohol
· Antidepressants used for treating….. depression, though need psychotherapy
· Antagonist, block or change the effects of the drug
· Nicotine replacement therapy 
· Medication to reduce cravings
2. Methadone 

· Gradual withdrawal of heroin
Behavioural and Cognitive treatment

1. Behavioural

· Aversive classical conditioning

· Drugs making the substance unpleasant when ingested

· Covert sensitization therapy

· THOUGHTS OF NASTY STUFF WHEN DRINKING

· Cue exposure and responsive prevention

· Presented alcohol, smell it etc.. urged not to drink it eventually can fight cravings

2. Cognitive

· Identify situations they are most likely to drink in

· Challenge their expectations and discover why these situations make them drink
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