Dissociative and Somatic Symptom and Related Disorders
Dissociative Disorders
· Involve severe disturbances of identity, memory, and consciousness
Somatoform Disorders
· Individuals have physical symptoms for which there is no biological basis
· Usually an element of stress in both, maybe trauma
· Both have been viewed as a form of avoiding the stress of that event
· Treatment has to do with helping people processing trauma, articulating the feelings theyre having,
· High comorbidity between the two
· Treatments for both are quite similar
Dissociative Disorders
· Characterized by severe disturbances of identity, memory, and consciousness
· Include
· Depersonalization disorder
· Dissociative amnesia
· Dissociative fugue
· Dissociative identity disorder
Depersonalization – Derealization Disorder
· The central symptom is persistent and recurrent episodes of DEPERSONALIZATION (a change in one’s experience of the self in which one’s mental functioning or body feels unreal or detached) and/or DEREALISATION (the sense that one’s surroundings are unreal or detached)
· People with this disorder feel as though they have become separated from their body and are observing themselves from outside
· This sense of unreality can extend to other sensory experiences and behavior
· In contrast derealisation is charcaterized by the feeling that theexteral word is unreal and strange
· Depersonalization and derealization experiences by themselves do not indicate a disorder
· Transient depersonalization or derealization reactions are fairly common
· The symptoms of a depersonalization-derealization disorder are persistent or recurrent, cause considerable distress, and interfere with social relationships and job performance
Dissociative Amnesia
· Localized
· Most common type; loss of all memory of events occurring within a limited period
· Selective
· Loss of memory for some, but not all, events occurring within a period
· Generalized
· Loss of memory beginning with an event, but extending back in time; may lose sense of identity; may fail to recognize family and friends
· Continuous
· Forgetting continues into the future; quite rare in cases of dissociative amnesia
· You can’t make new memory
Dissociative Amnesia
· All forms of the disorder are similar in that the amnesia interferes mostly with personal memory
Dissociative Fugue
· An extreme version of dissociative amnesia is dissociative fugue
· People with dissociative fugue not only forget their personal identities and details of their past, but also flee to an entirely different location
· For some, the fugue is brief – a matter of hours or days – and ends suddenly
· For others, the fugue is more severe : people may travel far from home, take a new name and establish new relationships, and even a new line of work; some display new personality characteristics
Dissociative Identity Disorder (formerly known as multiple personality disorder)
· Most severe and chronic
· Characterized by the presence of 2+ unique personality states that regularly take control of the patients behavior
· Personalities are referred to as alters

Video: A fractured mind - Living with multiple personalities – abc

· Most cases are first diagnosed in late adolescence or early adulthood
· Symptoms generally begin in childhood after episodes of abuse
· Typical onset is before age 5
· Women receive the diagnosis three times as often as men
· How do subpersonalities interact?
· Mutually amnesic
· Subpersonalities have no awareness of one another
· Mutually cognizant
· Each subpersonality is well aware of the rest
· One-way amnesic relationship
· Most common pattern; some personalities are aware of others, but the awareness is not mutual
· Those who are aware (“co-conscious subpersonalities”) are “quiet observers”
Etiology of Dissociative Identity Disorder
· Trauma model
· Dissociative disorders are a result of severe trauma in childhood paired with personality traits that predisposes person to using dissociation as a coping mechanism
· Initially in childhood dissociation is believed to function as a coping mechanism
· No longer adaptive when used regularly as coping mechanism through adulthood
· Socio-cognitive model
· view taken by many clinicians who do not view DID as a legitimate disorder
· multiple personalities = role playing, patients begin to act in a way that is consistent with their own and their therapists beliefs about the disorder
Treatment of DID
· Three stages of psychotherapy
· Building the therapeutic relationship
· Developing coping skills to provide patient with tools to deal with traumatic history
· Integration of personalities
· Hypnosis
· Criticism – confabulated memories and personalities
· Medication for comorbid disorders
How Do Theorists explain Dissociative Disorders?
· The psychodynamic view
· Psychodynamic theorists believe that dissociative disorders are caused by repression, the most basic ego defense mechanism
· People fight off anxiety by unconsciously preventing painful memories, thoughts, or impulses from reaching awareness
· Most of the support for this model is drawn from case histories, which report brutal childhood experiences, yet:
·  Some individuals with DID do not seem to have these experiences of abuse
· Further, why might only a small fraction of abused children develop this disorder
· Psychodynamic theorists believe that dissociative disorders are caused by repression, the most basic ego defense mechanism
· People fight off anxiety by unconsciously preventing painful memories, thoughts, or impulses from reaching awareness
· In this view, dissociative amnesia and fugue are single episodes of massive repression
· DID is thought to result from a lifetime of excessive repression, motivated by very traumatic childhood events
· The behavioral view
· Behaviorists believe that dissociation grows from normal memory processes and is a response learned through operant conditioning:
· Momentary forgetting of trauma leads to a drop in anxiety, which increases the likelihood of future forgetting
· Like psychodynamic theorists, behaviorists see dissociation as escape behavior
· Also like psychodynamic theorists, behaviorists rely largely on case histories to support their view of dissociative disorders
· Moreover, both these explanations fails to explain all aspects of these disorders


Somatic Symptom & Related Disorders DSM 5
· Disorders in which bodily symptoms or concerns are the primary feature
· For DSM 5 emphasis on positive symptoms
· Eg presence of a somatic symptom and abnormal thoughts, feelings, or behaviors about the somatic symptom or health concern
· Somatic symptom disorder
· Somatic symptom disorder, “predominant pain”
· Illness anxiety disorder
· Conversion disorder
Somatic Symptom Disorder & Related Disorders
· Malingering and factitious disorder – where individuals intentionally pretend to be ill
· Malingering – to get something
· Factitious – to get attention, adopt the sick roll
Somatic Symptom Disorder
· [bookmark: _GoBack]People with SSD become excessively distressed, concerned, and anxious about bodily symptoms that they are experiencing
· Two patterns of somatic symptom disorder have received particular attention
· Somatization pattern
· Predominant pain pattern
Somatization
· Long-lasting physical ailment that have little or no organic basis

Illness Anxiety Disorder
· People with illness anxiety disorder, previously known as hypochondriasis, experience chronic anxiety about their health and are concerned that they are developing a serious medical illness, despite the absence of somatic symptoms
· Under DSM 4, would be hypochondriasis, might now be diagnosed as somatic symptom disorder, or illness anxiety disorder
· They repeatedly check their bodies for signs of illness and misinterpret bodily symptoms as signs of a serious illness
· Often their symptoms are merely normal bodily changes, sich as occasional coughing, sores, or sweatings
· Although some patients recognize that their concerns are excessive, many do not
Video: speaking out, videos in abnormal psyc dvd – henry – hypochondriasis
· Individuals with illness anxiety disorder typically receive the kinds of treatments applied to OCD:
· Antidepressant medication
· Exposure and responsive prevention (ERP)
· Cognitive-behavioral therapies
Body Dysmorphic Disorder
· Individual is extremely preoccupied with and imagined defect or aspect of their physical appearance
· Believe that everyone notices this “defect”
· Must cause significant distress or impair functioning
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