Ch 10 – Eating Disorders

Clinical Description
· Eating disorder not otherwise specified (EDNOS) – most common eating disorder diagnosis, characterized by heterogeneous symptoms that don’t fit the other eating disorders
· Purging disorder – form of bulimia that involves self-induced vomiting or laxative use at least once a week for 6 months; high impulsivity
· In 1/6 people with an ED, impulse control disorders preceded the ED
· AN and BN share a fear of being overweight

Anorexia Nervosa
· Anorexia nervosa (AN) – nervous loss of appetite
· 4 DSM diagnostic criteria:
i. Refusal to maintain normal body weight – 85% of normal weight for size; loss of 25% of original weight
ii. Distorted body image – perceptual errors of body shape and proportions; believe they are fat when emaciated, low/negative opinion of body shape and attractiveness, no insight into having problematic weight
· Includes overevaluation of appearance – linkage of self-esteem/self-evaluation to maintenance of thinness
iii. Fear of gaining weight – uncontrollable, not reduced by weight loss, driven to continuously lose weight
iv. Amenorrhea – loss of menstrual period
· Lone lethal psychological disorder
· Onsets age 14-18, after stress and dieting; more common in affluent and well-educated females
· Tend to be obsessional (preoccupied with food/weight), perfectionistic in all domains (food and otherwise), strong need and ability to control behaviours (almost 100% control over eating)
· Weight loss is achieved through dieting, purging (vomiting, heavy laxative or diuretic use) and/or excessive exercise
· High comorbidity with substance abuse disorders, depression, panic disorder and social phobia
· Subtypes
· Restricting type – weight loss is achieved by limiting food intake
· Binge eating-purging type – individual limits intake, but also undergoes the binge-purge cycle; more psychopathological, more comorbid with PDs, impulsive behaviour, drug abuse, social withdrawal and suicide attempts; weigh more in childhood, heavier families, more extreme weight control methods
· Physical Changes
· BP and HR fall, kidney and gastrointestinal problems, bone mass declines, skin dries, nails get brittle, hormone levels change, mild anemia, hair loss, develop laguna (fine soft hair on the body), brain size decreases, hypothermia (low body temperature)
· Electrolyte levels are altered, leading to tiredness/weakness, cardiac arrhythmias, and interference with peripheral nerve efficiency and communication
· Non-suicidal self-harm – occurs for interpersonal reasons, to suppress unwanted social stimuli, to suppress negative emotion, and to generate feelings
· Assessment
· Eating Disorders Inventory (EDI) – self-report questionnaire
· Line drawings of people, ask to choose the one closest to their current and ideal shape; AN overestimate their own figure and choose a thin one as ideal
· Prognosis
· 70% recovery rate, can take years
· Most difficult part is to change the distorted body image

AN Deaths
· Death rates – 10x higher than general population and 2x higher than other psychological disorders; mostly from physical complications or suicide
· 6-50% mortality rate; only predicting factor is chronicity of the disorder, useless because older people are always more likely to die, if it starts around 16, an older person has obviously had it for longer; USA ~1000 deaths/year
· Predominantly in women, mostly young – ~90% female
· 2 ways to do research on mortality of AN
i. Longitudinal study, wait until they die and analyze characteristics
· Problems – takes a long time and death is uncommon
ii. Find a large number of individual who have died with AN and retrospectively analyze characteristics

Hewitt Anorexia Nervosa Study (2002)
· Method – data from National Center for Health Statistics (USA); Multiple Cause of Death Records; observed 10.6 million death records, over 5 year span; included demographic information, COD, and death related conditions/disorders/diseases (contributing causes)
· Results – 724 individuals with AN as primary or contributing cause (144/year), 79% female; most deaths due to AN were older people in both men and women; peaks in deaths around age 25, 40 and 87 (female) and 25, 40 and 70 (male)
· Challenged prevailing assumptions of AN:
· Fewer deaths than expected (research 1000/year vs. study 144/year)
· Fewer females than expected (research 90% vs. study 79%)
· More males than expected (research 10% vs. study 21%)
· Older age than expected (peaks at 40 and 87/70, instead of all young)
· More lethal in males, or more males are missed in diagnosis
· Death occurred across the age span, quite divergent from prior research; where and how AN exists across age span (that it may exist in old people)
· Replication – BC data, median age of death from AN was 80; Norway data, mean age of death was 61, 31% of deaths were males


Bulimia Nervosa
· Bulimia nervosa (BN) – episodes of bingeing followed by compensatory behaviours driven by emotion (fear of gaining weight) 
· Binge – frantically eating an excessive amount of food within 2 hrs, typically done in secret; triggered by stress (especially interpersonal); continue until the individual is uncomfortably full; binge seems to alleviate negative feelings, but is followed by fear of gaining weight and shame driving them to compensatory behaviours
· Compensatory behaviours – vomiting, laxatives, excessive exercise or fasting
· DSM diagnosis – requires episodes of B-P at least 2x/week for 3 months
· Binges are a complete loss of control over eating, only stop when they literally can't eat more; fear of loss of control over B-P cycle
· Starts in adolescence/young adulthood, more common than AN, almost all female (95%); most are overweight before onset, bingeing often occurs during a diet
· Intense fear of gaining weight, self-esteem depends on maintaining normal weight; weight is usually in the normal range (not an effective weight loss strategy)
· BN have high interpersonal sensitivity and high self-criticism
· Wide range of severity
· 70% recover fully, 10% don’t at all
· Subtypes
· Purging type – compensatory behaviours attempt to expel the food; vomiting, laxatives or diuretics
· Non-purging type – compensatory behaviours attempt to burn the calories; fasting or exercise
· Comorbidity
· Depression, PDs (especially BPD), anxiety disorders, substance abuse and conduct disorder; suicide can result
· Physical Changes
· Tearing of stomach, throat and mouth tissue, and loss of enamel from stomach acid
· Electrolyte imbalance, which leads to irregularities in HR and nerve dysfunction
· Salivary glands swell
· Lower mortality than AN
Binge-Eating Disorder
· Binge eating disorder (BED) – involves binges (2x/week for 6 months), lack of control during binges, distress about bingeing, and other characteristics (rapid eating and eating alone)
· Distinguished from AN and BN by the absence of compensatory behaviours, leading to obesity
· More prevalent and longer-lasting than AN or BN
· Linked with impaired occupational and social functioning, depression, low self-esteem, substance abuse, dieting, obesity and hence dissatisfaction with body shape
· Risk factors – childhood obesity, critical comments regarding their weight, depression, childhood P/SA

Etiology of Eating Disorders
· Single factor is unlikely
Biological Factors
· Genetics
· Evidence of EDs running in families and twins; heritability estimate of 56%
· 20-60% of obesity is hereditary; 40% of children of obese parents will be obese, vs. 7% of non-obese parents
· Brain
· Hypothalamus regulates hunger; lesions to the lateral hypothalamus in rats results in total loss of interest in food/eating, not like AN and BN (preoccupied with food), also doesn’t account for distorted body image
· Endogenous opioids – produced by the body, released during starvation; reduce pain, enhance mood and suppress appetite, create a positively reinforcing euphoric state; for BN, low levels of EO lead to a craving, then high levels after a binge reinforce bingeing
· Serotonin is related to eating and satiety, individuals with BN have lower S metabolites and respond less to S agonists, suggests an underactive S system

Sociocultural Factors
· Culture of thinness since 1960s in Western society; more pressure, importance and value on appearance for females than males
· More common in industrialized countries, and in Western cultures; young immigrant women to Western cultures may be at increased risk
· Scarlett O’Hara effect – eating lightly to project femininity
· Weight dissatisfaction negatively relates to age in women, not men
· Activity anorexia – decrease in appetite during exercise; pursuit of fitness (not thinness) leads to AN
· AN is more cross-culturally present, potentially due to higher heritability than BN

Dieting
· Increase in dieting, obesity and EDs since the 1990s
· Motivation to diet can be to increase attractiveness (for social and psychological benefits), to show self-discipline, or for health reasons; weight is usually regained
· Eating is regulated by the homeostatic system (maintains energy balance) and hedonic system (cognitive based system that controls pleasure and positive affect, activated by tasty food); dieting can induce bingeing by depriving the hedonic system to the point of overload (binge)
· False hope syndrome – attempts at self-change capitalize on false hopes that are reinforced by initial positive outcomes of dieting (e.g. praise from others), sense of reward leads to unrealistic goals, setup for disappointment

Cognitive-Behavioural Views
· AN
· Fear of fatness and body image distortion make self-starvation and weight loss both negative reinforcers (reduce anxiety) and positive reinforcers (increase sense of mastery and self-control)
· Perfectionism and sense of inadequacy lead to preoccupation with weight and appearance
· Comparison with media ideals leads to dissatisfaction
· Thinspiration effect – feelings of being thinner after looking at thin people, leads to dieting and distress among those unable to attain unrealistic standards
· Criticism from peers and parents about weight is a motivating factor

Psychodynamic Views
· Early theories – symptoms interpreted from a conflict perspective (defense against conflicting drives, often sexual)
· Contemporary theories – symptoms interpreted from a deficit perspective (compensation for defects in the self, i.e. autonomy, competence, self-efficacy)
· Core cause lies in disturbed parent-child relationships, like neurotic styles, e.g. overcontrolling parents lead to lack of autonomy
· Symptoms fulfill some need, e.g. reduce deficit, or avoid growing up sexually (struggle against sexuality and adult body shape)

Salvador Minuchin’s Family Systems View of EDs
· Symptoms of EDs are best understood by the dysfunctional family structure
· Child is seen as physiologically vulnerable
· Family characteristics encourage development of an ED, which deflects attention from conflict
· Enmeshment – overinvolvement and intimacy
· Overprotectiveness – extreme concern for welfare
· Rigidity – tendency to try to maintain the status quo and avoid dealing with problems that require change
· Lack of conflict resolution – avoid conflict or conflict resolution
· High levels of self-reported child abuse in EDs (25% of women), especially BN

Personality and EDs
· Personality is affected by weight loss
· Relevant traits
· AN – perfectionism, obsessionality, need for control, shy, distant, standoffish
· BN – ^those plus histrionic features, affective instability, and outgoing social disposition
· Narcissism – excessive focus on the self and increased sense of self-importance and grandiosity; high in EDs
· Perfectionism – multi-dimensional trait including self-oriented perfectionism (high standards for oneself), other-oriented perfectionism (high standards for others) and socially prescribed perfectionism (high standards for the self from others)
· Self-oriented P and socially prescribed P are elevated in EDs
· 3 factors model of perfectionism and BN symptoms: symptoms are elevated in females with high perfectionism and body dissatisfaction, and low self-esteem 
· Perfectionistic self-presentation – try to create an image of perfection and minimize mistakes in front of others
Treatment of EDs
· Person denies having a problem, difficult to treat; up to 90% are untreated
· BN is often identified by dentists (enamel erosion or other tissue damage)
· AN often requires hospitalization and supervision to make them eat; complications also need medical treatment

Biological Treatments
· Antidepressants when comorbid with depression
· Drugs to treat AN are not effective

Psychological Treatment of AN
· 2-tiered process:
I. Gain weight
· Operant conditioning, supervision and isolation in hospital, rewarded for eating and gaining weight, successful in short term
II. Long-term maintenance of weight
· Not reliably achieved by medical, behavioural or psychodynamic treatments
· Minuchin’s Family Therapy
· Family therapy is the treatment of choice for AN
· Treatment is aimed at underlying family conflict that the ED deflects attention from and teaching ways to get the child to eat
· Fairburn, Shafran and Cooper’s CBT of Maintenance
· Central feature is need for control of eating; tendency to judge self-worth in terms of shape and weight is superimposed on that need
· Self-control is the primary focus of treatment; aimed at the use of eating/shape/weight to judge self-worth, disturbed eating, and low weight
· Maudsley Family Approach
· Labour-intensive, requires families to find creative ways to feed their children
· Parents are taught not to blame/be critical of the children and to be supportive 
· Individual Ego-Analytic Therapy
· Focused on encouraging greater autonomy; slightly effective

Psychological Treatment of BN
· Fairburn, Shafran and Cooper’s CBT of Maintenance
· Treatment of choice for BN and BED
· Overall goal is to develop normal eating patterns, control hunger better, and altering all or nothing approach to food; e.g. belief that normal body weight can be sustained without severe dieting (leads to binges), snack to avoid bingeing
· Cognitive distortions are challenged; e.g. social standards for attractiveness, perceptions of body shape, need to lose weight, fear of being fat
· Has the patient eat forbidden foods while relaxed and to resist the urge to purge
· Schema-Focused CBT (SFCBT)
· Goal is to challenge schemas, early stages of research
· Weissman and Klerman’s Interpersonal Therapy (IPT)
· Aims at autonomy, assertion and evaluation of self; comparable to CBT results
Prevention of EDs in Canada
· Overall effect of prevention programs is small-medium
· Larger effects when the program is aimed at high-risk populations, is interactive, and holds multiple sessions
· Aim to change a culture of emphasis on body shape, more focus on stamina and body conditioning
· Stress-management, social problem-solving skills and parent education are useful

Treatment of EDs in Canada
· Programs in hospitals; most are covered by universal healthcare, some are private 
· Long waitlists for public programs due to small size
· Non-profit organizations – e.g. Sheena’s Place; provide support programs at no cost, involves support-group program and a focus on outreach and education




Ch 11 – Schizophrenia
· Schizophrenia – psychotic disorder characterized by gross disconnect from reality and major disturbances in thought, emotion and behaviour
· Prevalence of 1%, higher in males, onsets late adolescence/early adulthood
· Episodic, between episodes symptoms are less severe but still debilitating
· Suicide rate of 10%, comorbidity rate of 50% (PDs, substance use, depression and other mood disorders, OCD, PTSD, and social phobia and other anxiety disorders)
· Onset 
· Process schizophrenia – onset is a longer-term and gradual descent into psychosis, individual was always odd
· Reactive schizophrenia – individual is seemingly normal, psychosis is triggered by some stressful event or series thereof

Clinical Symptoms of Schizophrenia 
· Disturbances in several major areas: thought, perception, attention, motor behaviour, affect, and life functioning
· No essential symptom for diagnosis; great heterogeneity
· 2 categories of symptoms:
I. Positive Symptoms
· Positive symptoms – excesses or distortions; define an acute episode
· Disorganized speech – aka formal thought disorder; problems in organizing ideas and speaking so that a listener can understand; marked by 
· Loose associations – aka derailments, forms a new association with words they say, leading to constant changing of topics; derailed by their own speech
· Clang associations – rhyming, association is made to the sound of the word
· Neologisms – using invented words that sound complex, e.g. disintonigent
· Perseveration – repetition of ideas/words
· Blocking – complete halt in train of speech, can last for hours
· Incoherence – fragments of thought are not connected, incomprehensible
· Word salad – complete breakdown of associations, just random words
· Delusions – highly implausible beliefs held contrary to reality
· Thought broadcasting – thoughts are broadcast, others can have access to them; influenced by current technology (i.e. fax, telephone, now internet)
· Thought insertion – thoughts are inserted into the individual from abroad
· Thought withdrawal – thoughts are sucked out of the individual’s mind
· Delusions of control – behaviour is being controlled by external forces
· Persecutory delusions – they are being victimized in some fashion (chased, followed, tracked by government or police)
· Delusions of grandeur – belief that they are some famous/important person (e.g. Napoleon, Jesus Christ)
· Delusions or ideas of reference – belief that the media (e.g. TV or radio) is talking specifically to them; e.g. the weatherman saying “the road is wet and slippery” is taken as “someone has put oil on the road for me so I need to be careful”
· Delusional jealousy – unsubstantiated belief that one’s partner is unfaithful
· Hallucinations – sensory experiences in the absence of any environmental stimuli; more often auditory than visual; e.g. 
· Thoughts are spoken in a different voice
· Voices talk to them, argue with each other, comment on behaviour
· Information filtering – either filter out every external stimuli (withdrawal) or experience all of them (overwhelming, causes withdrawal)
· Depersonalization, feelings of the world being different or unrelated to them, changes in bodily sensations are all also common

II. Negative Symptoms
· Negative symptoms – behavioural deficits; endure beyond an acute episode; associated with poorer quality of life and progressive loss of cognitive skills:
· Avolition – lack of energy/interest in/ability to persist in usual activities; e.g. personal hygiene
· Anhedonia – inability to experience pleasure; manifest in avolition, failure to develop close relationships, and loss of interest in sex; clients are aware of this
· Alogia – negative thought disorder; takes multiple forms
· Poverty of speech – amount of speech is severely reduced
· Poverty of content of speech – discourse conveys little information, is vague and repetitive
· Flat affect – no outward expression of any emotion to any stimuli; flat/toneless voice
· Blunted affect – very superficial emotional reactions; lesser degree of flat affect
· Asociality – severe impairment of interpersonal relationships; leads to poor social skills and little interest in being with others; could reflect deficit in emotion-recognition in others or in motivation
· Social withdrawal – lack of need for connection, and fear of others (delusion-related)
· Motivation – never enough motivation to complete tasks, interferes with education or occupation

Other Symptoms
· Catatonia – defined by several motor abnormalities
· Repeated gesturing – complex sequences of movement in the fingers, hand, and arm that seem purposive
· Catatonic immobility – maintenance of unusual positions for extended periods 
· Wavy flexibility – another person can move the person’s limbs into positions which are then maintained for extended periods
· Increase in overall activity level
· Inappropriate affect – emotional responses are out of context; likely to shift rapidly in emotional state; rare but specific to schizophrenia 

4 A’s: Primary Characteristics (From Class)
· Affect – blunt (less deep), inappropriate, or flat (absent)
· Ambivalence – abnormal psychomotor state, individual physically vacillates between 2 opposing courses of action (e.g. very excited to catatonic)
· Associations – loose (associations with words they say, change topics) or clang (associations with sound of words, rhyme)
· Autism – loss of contact with reality and withdrawal from others

3 Subtypes in DSM-IV-TR
I. Disorganized Schizophrenia
· Disorganized schizophrenia – thought/speech is disorganized and difficult to follow; disorganized speech symptoms above
· Flat or shifting affective states
· Disorganized and non-goal directed behaviour 

II. Catatonic Schizophrenia
· Catatonic schizophrenia – catatonic symptoms above
· Resist instructions, often repeat speech of others
· Onset may be more sudden, with previous apathy and withdrawal from reality
· Seldom seen today, drugs control these motor disturbances

III. Paranoid Schizophrenia 
· Paranoid schizophrenia – presence of delusions accompanied by auditory hallucinations
· Persecutory delusions are most common; also common are delusions of grandeur, delusional jealousy and delusions of reference
· More emotionally responsive, alert, and verbal; speech is less disorganized than other types of schizophrenia
	
History of the Concept of Schizophrenia

Early Descriptions
· Emil Kraeplin – dementia praecox – early term for schizophrenia, dementia = deteriorating cognitive ability, praecox = early onset; amalgamated several previously separate diagnoses (dementia paranoids, catatonia, hebephrenia); 2 types of endogenous (internally caused) psychoses – DP and manic-depressive illness
· Bleuler – proposed term “schizophrenia”; schizen = to split, phren = mind; common symptom was the breaking of associative threads (which join words and thoughts, allowing communication)

Historical Prevalence of Schizophrenia
· Rates have fallen from the 1960s
· Defined by 3 diagnostic practices
I. US clinicians diagnosed schizophrenia if hallucinations and delusions were present
II. PDs were diagnosed as schizophrenia
III. People with fast onset and recovery of schizophrenic symptoms were diagnosed as schizophrenic (now schizophreniform disorder)
DSM-IV-TR Diagnosis
· New definition narrows range of people diagnosed with schizophrenia in 5 ways:
I. Explicit detail of diagnostic criteria
II. Exclusion of people with symptoms of mood disorders
III. Requirement of at least 6 months disturbance, including 1 month of active phase (with 2 of hallucinations, delusions, disorganized speech and motor behaviour, and negative symptoms) and other months of prodromal period (before active phase) or residual period (after the active phase)
· Schizophreniform disorder – same symptoms as schizophrenia but last from 1-6 months
IV. Recognition of mild schizophrenia as a PD (since DSM-II)
V. Inclusion of delusional disorder – persistent persecutory delusions or delusional jealousy

Psychotic Risk Syndrome
· Psychotic risk syndrome – 6 criteria, 1 of which must be delusions, hallucinations, disorganized speech, or distress
· Proposed for DSM-5

Erotomania
· Erotomania – delusional disorder in which the individual believes they are loved by someone, usually of high status, with whom they have no relationship
· Mostly in women
· Elaborate, delusional explanations of why they can't/don’t have a relationship with the person

Evaluation of Subtypes
· Reduce diagnostic reliability
· Provide little helpful information for treatment or prediction of difficulties
· Heterogeneity – individuals show different mixes of positive and negative symptoms
· Undifferentiated schizophrenia – applied to those who meet the diagnostic criteria for schizophrenia but not for any of the subtypes
· Residual schizophrenia – applied to those who no longer meet criteria for full diagnosis but still show some signs of the disorder

Etiology of Schizophrenia

Genetic Factors
· Relatives have higher risk for schizophrenia than general population; higher risk with closer relatives
· Negative symptoms have a genetic component
· No single gene responsible
· Limitations – environmental factors definitely play a part; exact nature of diathesis and how it’s transmitted is unknown


Biochemical Factors – Dopamine
· Theory of excess dopamine or oversensitive dopamine receptors; only accounts for positive symptoms; dopamine antagonists reduce symptoms but produce Parkinsonian side effects
· Theory of underactive PFC dopamine neurons, leading to overactive dopamine neurons in the limbic area through non-inhibition, resulting in increased dopamine in the mesolimbic dopamine system, which could cause negative symptoms
· Amphetamines increase positive symptoms, and lessen negative ones
· Antipsychotics lessen positive symptoms, mixed results for negative symptoms
· Since antipsychotics don’t affect the PFC dopamine neurons, they shouldn’t treat negative symptoms, which they don’t (supports ^)
· Limitations – takes weeks to reduce symptoms, but the receptors are blocked immediately; must reduce dopamine to below normal levels to have effect; widespread symptoms are likely not explained by one NT
· Other NTs – GABA, glutamate

Brain Structure
· Enlarged ventricles
· Enlarged ventricles mean reduced subcortical cells, sometimes structural problems in subcortical areas
· Reduction in cortical grey matter in temporal and frontal lobes and in volume of the basal ganglia and limbic structures
· Limitations – modest enlargement, common to other disorders
· Prefrontal Cortex
· Role in behaviours that are disordered in schizophrenia (speech, decision-making, willed action)
· Reductions in PFC grey matter and fMRI PFC activation
· Congenital and Developmental Considerations
· Possible that these changes are a result of damage during gestation or birth
· High rates of delivery complications in mothers with schizophrenia 
· Proposed that a virus damages the fetus; exposure to influenza has a 3x increase in schizophrenia rates; early onset (before 12) is congruent with viral infection
· Both PFC develops and dopamine peaks in adolescence, explains late onset
· Contemporary Research
· Looks at interaction of multiple systems, given the wide range of symptoms
· Bilateral hippocampal and medial temporal region volume reductions (i.e. amygdala, hippocampus, parahippocampal areas)
· Reduced cerebral blood volume accompanies brain size decreases in schizophrenia, could result in neuronal loss and cognitive impairments

Psychological Stress and Schizophrenia
· Stress likely interacts with a diathesis to produce schizophrenia
· Limited evidence connecting specific stressful experiences to a psychotic episode

· Schizophrenia and Social Class
· Highest rates of schizophrenia are found in low SES areas
· Sociogenic hypothesis – stressors associated with being in a low social class may contribute to the development of schizophrenia; e.g. degradation, low education and lack of rewards and opportunities
· Social-selection theory – during the course of development, schizophrenics drift into poverty-ridden areas of the city because growing disabilities impair earning potential, or they choose to live in areas with little social pressure
· Data is more supportive of the social-selection theory than the sociogenic hypothesis 
· The Family and Schizophrenia
· Schizophrenogenic mother – cold, dominant, conflict-inducing parent said to induce schizophrenia in her kids; rejecting, overprotective, self-sacrificing, impervious to others’ feelings, and fearful of intimacy; not supported by data

Role of the Family in Relapse
· Expressed emotion (EE) – critical comments, expressions of hostility or emotional overinvolvement increase the likelihood of relapse after release from hospital
· Negative symptoms are more likely to elicit EE
· 10% vs. 58% relapse rate in returning to low-EE vs. high-EE homes
· Bidirectional relationship of EE and schizophrenia

Developmental/High-Risk Studies of Schizophrenia
· Children who later develop schizophrenia had lower IQ, poorer motor skills, more expressions of negative affect; described as delinquent and withdrawn, boys as “disagreeable” and girls as “passive”
· Etiology may differ in positive and negative symptomatic schizophrenia; predictor variables are different
· NS – history of pregnancy and birth complications, failure to show electrodermal responses to simple stimuli
· PS – history of family instability (separation from parents, foster care)

Therapies for Schizophrenia
· Problem for any treatment is the lack of insight into impairment
· No cure, ultimate goal is for the individual to re-enter and function independently in the community
· APA guidelines suggest 3 step process: antipsychotic meds, treatment of comorbid disorders, and use of psychosocial approaches (including family interventions, social skills training, CBT, and supported employment)

Biological Treatments
· Shock and Psychosurgery
· Shackling and straightjackets to control individuals
· Inducing a coma with large doses of insulin; stopped due to risks to health (irreversible coma or death)
· Prefrontal lobotomy or leucotomy – destroys tracts connecting the frontal lobes to other areas; used for violent individuals, became dull/listless, serious cognitive loss
· Electroconvulsive therapy (ECT) also used, slightly effective
· Drug Therapies
· Major tranquilizers emerged in the 1950s, controlled symptoms, “chemical confinement”
· Helpful in alleviating some symptoms (mostly psychotic), but no social recovery – ability to manage independently as an economically and interpersonally connected member of society
· 1st generation (conventional) antipsychotics
· Chlorpromazine, butyrophenones and thioxanthenes – reduce positive symptoms but have less impact on negative symptoms
· Influence dopamine; calms individuals and stops some positive symptoms
· 30-50% of individuals don’t respond, 50% of individuals stop taking APs after 1 year, 75% after 2, because of side effects (e.g. dizziness, blurry vision, motor) 
· Maintenance doses – just enough of the drug to continue the therapeutic effect without inducing too many side effects
· Extrapyramidal side effects – stem from dysfunctions of the nerve tracts that go from the brain to the spinal motor neurons; resemble Parkinson’s symptoms (tremor, shuffling walk, drooling)
· Other side effects include dystonia (rigidity), dyskinesia (abnormal motion of muscles), akathisia (inability to stay still), tardive dyskinesia (mouth muscles move involuntarily; smacking, sucking and chin-wagging motions, 10-20% of long-term AP takers), neuroleptic malignant syndrome (severe muscular rigidity, fever, HR and BP increase, possible coma)
· 2nd generation (atypical) antipsychotics
· Clozapine – greater gains, effective in those unresponsive to 1st generation APs; fewer motor side effects, reduces discontinuation and hence relapse rates; impacts serotonin receptors, exact mechanism of effects is unknown
· Olanzapine and risperidone – fewer motor side effects than 1st generation, as effective in reducing symptoms; block dopamine receptors

Psychological and Psychosocial Treatments
· Cognitive impairments limit benefit from psychological interventions; biological diathesis is likely to continue throughout life
· Initial treatment is of symptoms and personal distress, then social skills training, then relapse prevention aimed at the cause of distress
· Carl Roger’s Client Centered Therapy
· 3 core elements: communication of unconditional regard, genuineness and establishment of a therapeutic relationship
· Gives dignity and respect to someone not used to being listened to
· Discontinued in the 1950s with the advent of major tranquilizers 
· Social Skills Training
· Component of treatment programs; social skills training, independent living skills, problem-solving and interpersonal training
· Family Therapy
· Aimed at reducing relapse through reducing expressed emotion (EE) at home
· Includes problem-solving, conflict reduction and good communication, and family education about cognitive problems, symptoms, and signs of relapse
· CBT
· CBT is effective at reducing negative symptoms and increasing functioning; encourages motivation and engagement in social/occupational activities
· Reduces some positive symptoms (i.e. maladaptive beliefs/delusions)
· Personal Therapy
· Personal therapy – broad-spectrum CBT aimed at multiple problems; goal is to teach a new way of thinking about and controlling affective reactions
· Teaches recognition of inappropriate affect (which can lead to cognitive distortions and inappropriate social behaviour) and small signs of relapse (e.g. social withdrawal or threats towards others), and skills to reduce these symptoms
· Some REBT to reduce stress, social skills training, and medication compliance
· Includes criticism management and conflict resolution skills
· Incorporates empathetic listening, acceptance of their troubles, teaching that they may not always be thinking as they should and that they are emotionally vulnerable
· Treatment Focusing on Basic Cognitive Functions
· Treatment attempts to attend to fundamental cognitive dysfunction (e.g. attention and memory) to improve functioning and behaviour
· Cognitive enhancement therapy (CET) – computer-based training in attention, memory and problem-solving, and social-cognitive skills (e.g. initiating a conversation); improves processing speed and functional ability
· Scaffolding – technique of selecting tasks based on current skill level
· Integrated psychological therapy – combines neurocognitive remediation with social skills, social cognition and problem solving training
· Evaluation of Psychological Interventions
· All effective additions to pharmacotherapy, allow eventual discontinuation of APs for some individuals 

Case Management/Assertive Community Treatment
· Deinstitutionalization began in 1970s, treatment became a community burden
· Case manager – broker of services for individuals, refer them to whatever clinicians they need; often need to provide direct clinical services, better as a team of professionals
· Assertive community treatment (ACT) team – multidisciplinary team provides services including medication, substance use help, dealing with stress (e.g. money), psychotherapy, vocational training, and assistance in finding employment/housing
· Program for Assertive Community Treatment (PACT) – Ontario community-based program of ACT teams available 24/7 for house calls
· Mobile Crisis Intervention Team (MCIT) – partnership between Toronto hospitals and police that responds to 911 calls with a psychiatric component; includes a mental health nurse and a police officer to ensure safety

General Trends in Treatment
· Families and clients are given realistic and empirical information
· Medication is only the beginning of a treatment program
· Early intervention is important to prevent relapse; aim is to minimize duration of untreated psychosis (DUP) – time of onset to first AP dose; predicts recovery, remission, positive symptom severity and social functioning

PRIME Clinic at CAMH
· Prevention through Risk Identification Management and Education – facilitates easy identification and treatment of those in prodromal phase of psychosis to reduce DUP to prevent the onset of active phase symptoms, and the decline in cognitive, social and occupational functioning

Issues with the Care of Schizophrenics
· Many are homeless, 86% of homeless people in Toronto have experienced a mental health or addiction problem in their lives
· Difficulties obtaining and holding employment and housing
· Many are eventually able to live independently and function in society and not take meds (20-30 years after diagnosis)
· Substance abuse is common; programs for treating substance abuse typically exclude those with mental disorders and vice versa; double disadvantage
· Stigmatization is common; increased by media reports; “CNN effect” – media reports overshadow local anti-stigma initiatives

Behaviour Therapy Project
· Institutional setting, study by Pau and Lentz (1977), 3 wards
i. Social Learning Ward – Behavioural Therapy
· Operated on a token economy combined with behavioural treatments – e.g. assertion and social skills training
· Learning through modelling, shaping, prompting and instructions
· Patients were kept busy 85% of their day
ii. Milieu Therapy Ward – Moral Treatment
· Patients were treated as normal individuals; expected to act responsibly and to participate in decisions of how the ward would function
· When symptomatic, staff stayed with them and made clear their expectation that they would soon behave more appropriately
· Also kept busy 85% of the day
iii. Routine Hospital Management Ward – Pharmacotherapy
· Other than 5% of the day for activities and therapies, left alone
· Results
· Milieu and social learning participants reduced positive and negative symptoms; more were discharged than hospital ward
· Social learning ward acquired self-care, housekeeping, social and vocational skills



Halfway Houses and Aftercare
· Aftercare – care in a halfway house after primary hospital care
· Halfway houses – aka group homes; protected living units where clients discharged from hospital can gradually return to the community by holding a job or going to school; integrate therapy with daily living
· Learn marketable skills to secure employment and housing
· Staff members are often paraprofessionals – students usually


Ch 13 – Personality Disorders
· Personality disorders (PDs) – heterogeneous, on DSM Axis II; long-standing, pervasive and inflexible patterns of behaviour and inner experience that deviate from cultural expectations and impair social and/or occupational functioning
· Defined by maladaptive extremity and inflexibility of traits and behaviour (cannot change it to fit the situation), general suspicion, fear of rejection, extreme self-regard (positive or negative)
· Akin to neurotic styles – based on experiences, the person learned to react in certain ways; but PDs are across situations, rather than one calling for a specific response

Classifying Personality Disorders
· DSM-III placed PDs on a different axis; improved reliability by publishing specific diagnostic criteria and guidelines for structured interviews to assess PDs
· Test-retest reliability is poor
· Decline of personality dysfunction with age; stability of symptoms varies with subtle differences in symptoms, acute symptoms are especially likely to decrease
· Livesley, Schroeder, Jackson and Jang – PDs are a failure to come up with adaptive solutions to 3 types of life tasks: to form stable, coherent representations of themselves and others, to develop the capacity for intimacy, and to function adaptively in society by engaging in prosocial and cooperative behaviours 

Assessing PDs
· Axis I disorders – mostly time-limited presence of clusters of symptoms that are experienced as ego-dystonic (separate from the self, unwanted and objectionable; e.g. the flu, something other than the self is causing the symptoms)
· Axis II disorders – enduring and ego-syntonic (connected to the individual’s sense of self, not objectionable, don’t see anything wrong; e.g. coronary heart disease, its there and makes problems but you don’t know)
· Diagnostic difficulties – ego-syntonicity brings a lack of awareness of impairment; lack of research into disorders and criteria; heterogeneity; continuum problem; need to infer traits or rely on self-report measures
· MCMI-III – most commonly used self-report measure for PDs, measures 11 clinical personality scales and 3 severe personality pathology scales
· MMPI-2 – self-report measure for PDs; assesses the PSY-5 (negative emotionality/neuroticism, lack of positive emotionality, aggressiveness, lack of constraint, and psychoticism)
· Issues with self-report measures – differ in content; generic cut-off points
· Personality disorder not otherwise specified (PSNOS) – like EDNOS, classifies people that don’t fit into a diagnosis, 3rd most prevalent type of PD

Personality Disorder Clusters
· 3 clusters

A. Odd/Eccentric Cluster
· Reflect oddness or avoidance of social contact, similar to schizophrenia
· 3 disorders:
· Paranoid PD
· Marked by suspicion of others, expectation of manipulation/exploitation (leading to secrecy and hypersensitivity for signs of M/E), interpretation of actions of others and benign comments as threatening, easily insulted, blamefulness and grudge-holding of others (even when it is their own fault), and jealousy
· Distinction with paranoid schizophrenia – lack of hallucinations and less impaired social and occupational functioning
· More common in men, comorbid with other PDs
· Schizoid PD
· Marked by complete disinterest in social interaction/relationships/sex, dull/flat emotions, and indifference to praise/criticism
· Split between the personality and the world
· More common in men
· Missing the human part
· Schizotypal PD
· Marked by the interpersonal characteristics of schizoid PD, the cognitive limitations of schizophrenia, social anxiety, and the eccentric symptoms of prodromal schizophrenia
· Odd/magical thinking – extreme superstition, strange beliefs (e.g. telepathy)
· Recurrent illusions – sensing a presence of a person that isn’t there
· Speech – words are used in strange ways; e.g. I'm a very talkable person
· Behaviour – e.g. talk to themselves
· Ideas of reference – belief that events have particular meaning to them only
· Affect – flat and constricted
· Distinction with schizophrenia – lack of psychosis and aware of disturbed thinking
· More common in men, comorbid with other PDs and axis I disorders
· Etiology of Cluster A
· Genetic link to schizophrenia
· Heritability of 20-40%, lowest for schizotypal and highest for anti-social PD
· Predictor variables – history of PTSD or childhood maltreatment

B. Dramatic/Erratic Cluster
· 4 disorders
· Borderline PD
· Marked by impulsivity and instability in relationships, mood/feelings, and self-image, and a lack of coherent sense of self
· 4 core elements
i. Lack of cohesive sense of self/identity/continuity of self – identity is borrowed from others (e.g. therapist); leads to anxiety, source is unknown to the individual; explains devastation of loss of relationships (lose identity)
ii. Splitting – dichotomous classification of pure good or pure bad for everything/everyone and alternation between the two; represents the powerful need for others for identity and the fear of abandonment
iii. Reckless/impulsive/self-destructive acts – e.g. drinking and driving, gambling, self-mutilation (distracts them from anxiety and makes the source physical)
iv. Emotional instability and lack of emotional control – especially anger; alternate between opposites quickly
· Greatest fear is abandonment because their identity is connected to others
· Lack proper object permanence (knowledge that something still exists when out of sight), leads to identity problems and fear of abandonment
· Considerable variability in personality over time
· Onsets in early adulthood, most common PD, more common in women; comorbid with mood disorders, substance abuse, PTSD, PDs and EDs
· Most clients recover over time
· Etiology
· Object-relations theory – a psychoanalytic theory, concerned with the way children introject the values of others into the ego, can come into conflict with goals or wishes of the individual; splitting is a defence mechanism from the anxiety of the conflict; failure to integrate positive and negative aspects, causing difficulty regulating emotions
· Biological factors – runs in families, linked with neuroticism (which is heritable); low levels of serotonin are associated with impulsivity
· Linehan’s diathesis-stress theory – biological diathesis for difficulty controlling emotions + invalidating family environment (wants/feelings and efforts to communicate them are discounted and disrespected); extreme form of invalidation is child abuse; cycle of emotionally dysregulated demands and ignoring/punishment from the parents
· Histrionic PD
· More in women; individual is overly dramatic and attention-seeking, emotionally shallow, and self-centered (overly concerned with their attractiveness)
· Inappropriately sexual/provocative to get attention
· Speech is impressionistic and lacks detail
· Etiology – psychoanalytic theory predominates, proposes that emotionality and seductiveness were encouraged by parents (especially father-daughter); raised in a family where talking about sex was prevalent; exaggerated displays of emotion are seen as symptoms of underlying conflicts, need for attention is a defence mechanism
· Narcissistic PD
· Marked by grandiose view of uniqueness and ability, huge sense of entitlement, preoccupation with fantasies of success, demanding constant attention and feeling that only high-status people understand them
· Interpersonal relationships are marked by lack of empathy, envy, arrogance and taking advantage of others
· Fragile self-esteem underneath, sensitive to criticism and fearful of failure
· Etiology – psychoanalytic theories, self-psychology – self emerges early in life as a bipolar structure, failure to develop self-esteem occurs when parents don’t show approval of children’s display of competence

· Anti-social PD
· Involves 2 key components:
i. Conduct disorder prior to age 15 (irresponsibility, recklessness, impulsivity, truancy, running away, lying, crimes)
ii. [bookmark: _GoBack]This pattern continues into adulthood; defined by criminal behaviour, disregard for norms, little anxiety, callous/conflictive/exploitive/manipulative with others
· Irresponsibility and anti-sociality shown through law-breaking, irritability, aggressiveness and infrequent occupation
· Negatively related to SES
· Psychopathy
· Superficially charming, very manipulative, lie pathologically, act with no regard for social conventions or others
· Individual lacks emotions (positive or negative) and anxiety (makes it impossible to learn from mistakes)
· Anti-social behaviour is done impulsively, as much for pleasure as for gain
· Legal problems are common
· Robert Hare – Psychopathy Checklist-Revisited (PCL-R), assesses 2 clusters of traits
· Factor 1 – emotional detachment; focuses on affective characteristics; describes a selfish, remorseless individual with inflated self-esteem who exploits others
· Factor 2 – unstable and anti-social lifestyle; marked by impulsivity and irresponsibility
· Factor 1 scores remain stable over time, but factor 2 scores decrease (less impulsive with age)
Etiology of ASPD and Psychopathy
· Role of the Family – lack of affection, abuse, inconsistent discipline, failure to teach responsibility towards others, and parental rejection are linked to psychopathic behaviour; adverse environment, high conflict and negativity, and low parental warmth are related to development of ASPD
· Limitations – harsh punishment may be reactive not causal; and many individuals from disturbed backgrounds aren’t anti-social/psychopathic
· Genetic correlates of ASPD – criminality is heritable; higher concordance in MZ than DZ twins, more anti-social behaviour in adopted children of parents with ASPD
· Emotion and Psychopathy – lack of anxiety gives few inhibitions for anti-social behaviour and inability to learn from experience/punishment; skin conductance responds less to fearful stimuli, HR beats faster (sign that they tune the stimuli out)
· Response modulation, impulsivity and psychopathy – hypoemotionality reflects underactivation of the limbic system; anti-social impulsive acts are associated with decreased PFC activity and increased subcortical (especially the amygdala) activity; insensitive to contextual information 

C. Anxious/Nervous Cluster
· 3 disorders
· Avoidant PD
· General pattern of avoidance and belief that they are inferior and incompetent
· Fearful in social situations, reluctant to try new things, take risks or enter relationships if unsure they’ll be liked
· Sensitive to rejection/criticism/disapproval of others
· Comorbid with dependent PD, social phobia, depression
· Taijin kyoufu – in Japan, overly sensitive and avoid interpersonal contact, tend to be ashamed of how they appear to others
· Dependent PD
· Lack of self-confidence and autonomy; view themselves as weak and others as powerful
· Need to be taken care of leads them to do anything to maintain relationships
· Very culture-laden, rooted in North American individualism
· Obsessive-compulsive PD
· Perfectionistic, preoccupied with rules/details/schedules, fearful of mistakes, work- rather than pleasure-oriented
· Have difficulty making decisions (lest they err) and allocating time (lest it be misplaced)
· Serious, rigid, formal and inflexible, especially regarding moral issues
· Interpersonal relations are poor because they're stubborn and demand that everything be done their way
· Unable to discard of anything, even if it has no use (may have a use later)
· Distinction from OCD – lack of obsessions and compulsions
· Comorbid with APD
· Etiology of Cluster C
· Most research focuses on parent-child relationships
· A parental characteristic leads to a deficit in some characteristic in the child; e.g. DPD results from an overprotective and authoritarian parenting style, deficit in self-efficacy/autonomy
· Attachment problems – DPD may be a failure of normal development processes due to disruption of the parent-child relationship (death, separation, neglect)
· APD may reflect an environment where the child is taught to fear people regardless of harmfulness of situation
· OCPD – fear of loss of control is handled by overcompensation

Dimensional Approach to PDs
· PDs are extremes of traits found in everyone; better conceptualized as a continuum
· 5 factor model – neuroticism, extroversion/introversion, openness to experience, agreeableness/antagonism and conscientiousness
· Dimensional approach describes individuals along the 5 factors, instead of fitting them into categorical diagnostic boxes; each PD has a general combination associated with it
· Handles the comorbidity problem


Treatment of PDs
· Lacks research overall
· People with comorbid axis I disorders don’t improve as much as people with that axis I disorder only
· Psychoactive drugs are used based on which axis I disorder the PD resembles most
· Personalized therapy – therapy catered to the needs of each individual
· Psychodynamic therapies aim to alter the present-day views of the childhood problems that underlie the PD
· CBT aims at particular problems that together make up the disorder; the disorder is deconstructed into logical errors and dysfunctional schemata, which are then explored
· Young’s schema therapy – identifies a range of schemas on the Young Schema Questionnaire (YSQ) which taps 3 broad themes (disconnection and rejection, impaired autonomy and performance, and impaired limits); adapted to the themes present in a particular PD

Therapy for BPD
· Usually psychodynamic
· Trust is difficult to create due to splitting; individual alternately idealizes and vilifies the therapist
· Suicide is a risk but it is hard to tell if a call at 2 a.m. is a true intention or a test
· Seeing clients with BPD is stressful, therapists often talk to other therapists for help dealing with emotions or for advice; only skilled and experienced therapists take BPD clients
· Dialectical Behaviour Therapy
· Combines client-centered empathy and acceptance, cognitive-behavioural problem solving and social skills training, and psychodynamic elements
· 3 goals – learning to control extreme emotionality and behaviours, to tolerate feeling distressed, and to trust their own emotions and thoughts
· Dialectics – worldview that holds that reality is an outcome of a constant tension between 2 opposites (the thesis and the antithesis), tension is resolved by a third event (the synthesis)
· Applies to the therapist (accepting the person as is and trying to change them) and the client (i.e. splitting, synthesize apparent opposites, not dichotomize)
· Basically a moral CBT with the paradoxical component of validating and accepting the person as they are
· Object Relations Therapy
· Focus on children’s introjection of important people, and how this conflicts with goals
· BPD have weak egos, and difficulty tolerating the probing of psychoanalytic treatment
· Kernberg – modified analytic treatment, goal is to strengthen the ego to avoid splitting (result of inability to form complex ideas that don’t fit a dichotomy)
· Also gives concrete suggestions to help behave more appropriately

Treatment of Psychopaths
· Oak Ridge Experiment
· Oak Ridge is the only maximum security psychiatric hospital in Ontario, males only
· Held for indiscriminate periods of time, with no obligation for treatment or specification of conditions for release
· Social Therapy Unit – peer-run therapy; compulsive, structured and intensive group therapy; daily sessions with other participants, patient committees decide every aspect of life; no recreational/academic/occupational programs, no distraction (e.g. reading, TV, or social interaction)
· Objective was a major reconstruction of the personality
· Employed various cathartic, hallucinogenic, hypnotic, and disorienting medications
· Tested limits of interpersonal communication in extreme social situations
· E.g. total encounter capsule – windowless, self-contained room with tubes for feeding and a toilet, and a one-way mirror for observation; patients were naked together, “free to express themselves with no inhibitions”
· Consent was rarely solicited; coercion was the norm
· Massive failure – high recidivism
· Big lawsuit now
· Wong and Hare’s Psychopathy Treatment Program (PTP)
· Cognitive-behavioural focus on relapse prevention and changing the anti-social behaviour rather than the core personality
· Self-management strategy rather than a cure
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