



Dissociative disorder
Daydreaming is a dissociative experience.

Dissociative identity disorder or DID

People with this disorder have more than one distinct identity or personality. The vast majority of people diagnosed are women.

Symptoms of dissociative identity disorder. 
The cardinal symptom is the presence of multiple alters with distinct qualities:
· Child alters: childhood traumas often associated
· Persecutor personality: these alters inflict pain on the other personalities by engaging in self-destructive behaviors like cutting or burning. Self-destructive behavior is also common amongst these people
· The protector or helper personality: function of this personalities to offer advice to other personalities or to perform functions the host personality is unable to perform

Issues and diagnosis: 
Rarely diagnosed before 1980 and then exploded. 
	Due in part that it was first included in the DSM the third edition.
Mental health professionals are reluctant to give this diagnosis.

People with dissociative identity disorder hear voices talking inside their heads, whereas schizophrenia hear voices outside their heads.

People with dissociative identity disorder do not show schizophrenic symptoms like flat or inappropriate affect or illogical associations

Explanations of dissociative identity disorder
Many theorists viewed as a result of coping strategies used by people faced with intolerable trauma, most often childhood sexual and physical abuse where they were powerless to escape.

Treatments:
The goal is the integration of all personalities into one coherent personality.
Done by identifying the functions or roles of each personality, helping them confront and work through the traumas that led to the disorder and the concerns each one has or represents.
Hypnosis is used heavily in the treatment of this.
The integration of personalities is an indication of treatment success but it also distinguishes between patients who have it or those who are trying to malingerer.

Dissociative fugue
A person in the midst of this suddenly pick up and move to a new place, assume a new identity and have no memory for his or her previous identity.
Sometimes brought on by experiencing traumatic events, some escape into the state in response to chronic stress in their lives.
Appear to be more common among people who have histories of amnesia

Dissociative amnesia
These people do not assume new personalities or identities. They cannot remember important facts about their own lives and their own personal identities and are aware of large gaps in the memory.
Amnesia is considered either organic or psychogenic.
· Organic amnesia: caused by brain injury resulting from disease, drugs, accidents or surgery. Organic amnesia often involves the inability to remember new information, also known as anterograde amnesia. Retrograde for personal and general info
· Psychogenic amnesia: in the absence of any of these, rarely involves anterograde amnesia.
The inability to remember information from the past, known as retrograde amnesia, can have both organic and psychogenic causes

Explaining amnesia:
May be the result of using disassociation as a defense against intolerable memories.
Amnesia for specific events may occur because individuals were in such a high state of arousal they didn’t encode and store information during the event
Start at the time of the event but is associated with the high state of arousal of painful emotions. Later people avoid these emotions and therefore do not gain access to the information.
Some form of functional brain anomaly

Depersonalization disorder:
Frequent episodes were they feel detached from their own mental processes or bodies, as if observing outside.

Controversies around dissociative disorders
Argue disorders are artificially created in suggestible clients by clinicians who reinforce clients for admitting to symptoms of dissociative identity disorders.
Controversy over the diagnosis because of increased attention to claims of rape survivors and childhood sexual abuse. These repressed memories represent a form of dissociative amnesia.
Repeatedly asking adults about childhood events that never happened lead some to eventually remember these events. Elizabeth Loftus and false memories

Chapter 9 – Mood disorders

Unipolar depression
Emotional symptoms: sadness, more like unbearable sadness

Physiological and behavioral symptoms: 
Many bodily functions are disrupted. Change in appetite, sleep, activity levels. Others find another form of insomnia known as early-morning wakening – waking up at three or four in the morning every day and can’t go back to sleep.
Appetite disturbance
Many people with depression are slowed down, a condition known as psychomotor retardation. They walk slower talk slower and gesture more slowly.
They lack energy, feel chronically fatigued.


Cognitive symptoms: thoughts filled with themes of worthlessness, guilt, hopelessness and even suicide.
· Poor concentration
· Indecisiveness
· Sense of worthlessness or guilty
· Poor self esteem
· Hopelessness
· Suicidal thoughts
· Severe cases lose touch with reality and experience delusions and hallucinations.
Delusions: beliefs with no basis in reality
Hallucinations: seeing, hearing, or feeling things that are not real

Diagnosis of unipolar depressive disorders
DSM recognizes two categories of unipolar depression: major depression and dysthymic disorder.
· Maj. Depression: person must experience either depressed mood or loss of interest in usual activities, plus at least four other symptoms of depression chronically for at least two weeks.
The symptoms have to be severe enough to interfere with a person’s ability to function
· Dysthymic disorder: less severe form of depressive disorder but is more chronic.
· Must be experiencing depressed mood +2 other symptoms of depression for at least two years. During this time person must never have been without the symptoms of depression for more than a two-month period.

Some people experience both, this is known as double depression: chronically dysthymic and occasionally episodes of major depression. Major depression passes and they return to dysthymia rather than recover to normal mood

More than half the people diagnosed with either of these have another psychological disorder. Most common to co-occur our substance abuse; anxiety disorders, like panic disorder and eating disorders.

DSM recognizes several subtypes of depression. Subtypes apply to major depression and to the depressive phase of a bipolar disorder. MPCAPS

· Depression with melancholic features: physiological symptoms of depression are particularly prominent.
· Depression with psychotic features: people experience delusions and hallucinations during a major depressive episode.
· Depression with catatonic features: strange behaviors collectively known as catatonia, can range from a complete lack of movement to excited agitation.
· Depression with atypical features.
· Depression with postpartum onset: occurs within four weeks of the delivery of a child. More rarely women develop mania postpartum and are given the diagnosis of bipolar disorder with postpartum onset
· Depression with seasonal pattern: referred to as seasonal affective disorder or sad. History of at least two years of experiencing major depressive episodes and fully recovering from them. Tied to daylight hours in a day, November through February.


DSM-IV, symptoms of depression SHIPS PAID
· Emotional – PAID
· Sadness
· Depressed mood
· Anhedonia( loss of interest in usual activities)
· Irritability
· Physiological and behavioral symptoms
· Sleep disturbance
· Appetite disturbance
· Psychomotor retardation or agitation
· Catatonia
· Fatigue and loss of energy
· Cognitive symptoms - SHIPS
· Poor concentration and attention
· Indecisiveness
· Sense of worthlessness or guilt
· Poor self-esteem
· Hopelessness
· Suicidal thoughts
· Delusions and hallucinations with depressing themes

Prevalence and course of depression
Depression has become the number one source of disability in the Canadian workforce among adults. 15 to 24-year-olds are most likely to have had a major depressive episode.
Gets lower with age
Rates go up among the old, those over 85. These ones tend to be quite severe, chronic and debilitating
There are few complications with the diagnosis rates in adults,
· Older adults may be less willing to report the symptoms
· Depressive symptoms occur in the context of a serious medical illness which interferes with making an appropriate diagnosis
· Older people more likely to have mild to severe cognitive impairment. Makes it tough to distinguish the difference

Women are about twice as likely as men to experience depression.

Depression in childhood and adolescence
Less common among children than adults
American Indians reports the highest rates followed by Hispanics
Scars of childhood depression: more likely to leave psychological and social scars than if it happens as an adult
Self-concept still being developed
Depression can impair social skills making it difficult to depend on and connect with other people
Forming a negative self early in life


Effects of puberty: girls rates of depression escalate dramatically through puberty the boys do not. More to do with the emotional development of girls and boys than with hormonal development
Girls value physical changes that accompany puberty much less than boys do

Bipolar mood disorders
Classic manifestation of bipolar disorder is the alternation between periods of mania and depression
Symptoms of mania - DIE
A diagnosis of mania requires that a person show an elevated, or irritable mood for at least one week, plus at least three of the other symptoms.
· Elevated or irritable mood
· Inflated self-esteem or grandiosity
· Decreased need for sleep
· More talkative than usual, pressured to keep talking
· Flight of ideas or sense that your thoughts are racing
· Distractibility
· Increase in activity directed at achieving goals
· Excessive involvement in potentially dangerous activities

Manic person is filled with grandiose self-esteem. Thoughts and impulses raced through his mind. These thoughts are delusional and may be accompanied by hallucinations. Manic person may speak rapidly and forcefully. May engage in a variety of impulsive behaviors. May also have grand plans and goals.

Diagnosis of mania
People who experience manic episodes meeting these criteria are said to have bipolar one disorder. Most will fall into a depressive episode.
People with bipolar two disorder experience severe episodes of depression that meet the criteria for major depression, but the episodes of mania are milder and are known as hypomania.
Same symptoms as mania but they aren’t severe enough to interfere with daily functioning and do not involve hallucinations or delusions
There is a less severe but more chronic form of bipolar disorder known as cyclothymic disorder. This patient alternates between episodes of hypomania and a moderate depression chronically for at least a two-year period
If a process involves four or more cycles of mania and depression within a year is known as rapid cycling bipolar disorder

Prevalence and course of bipolar disorder
Bipolar is less common than unipolar depression
Men and women equally likely to develop the disorder
People with bipolar disorder often abuse substances like alcohol and hard drugs
Children initial onset tend to be atypical, common symptoms of hyperactivity but not ADHD

Creativity and bipolar disorder
The media is said and can actually benefit highly intelligent or talented people.
The melancholy of depression is often seen inspirational for artists

Biological theories of mood disorders
Most modern biological theories focus on genetic abnormalities or dysfunctions in certain neurobiological systems. These two types of theories complement each other.
The role of genetics: twin studies in family history suggests mood disorders can be transmitted genetically.
Family history: family studies find their first-degree relatives have rates 2 to 3 times as high as the rates of relatives of people without it.
Unipolar depression runs in families. First-degree relatives are 2 to 3 times as likely to have depression

Twin studies: probability both twins will develop disorder is 60% among monozygotic (identical) and about 13% among dizygotic.
For major depression, twin studies show a higher rate for monozygotic twins. They suggested genetics play a heavier role for women than men.
Many researchers believe the genetic predisposition to mood disorders is multifactorial.


Neurotransmitter dysregulation
Most often the neurotransmitter that have been implicated is the monoamines.
Specifically our norepinephrine, serotonin and to a lesser extent, dopamine.
These neurotransmitters are found in the limbic system, part of the brain associated with the regulation of sleep, appetite and emotional processes.
Taken together these theories are known as the monoamine theories
Depression was thought to be caused by a reduction in the amount of norepinephrine or serotonin.
Mania was thought to be caused by an excess or perhaps by dysregulation of the levels, especially dopamine.


Brain abnormalities
Consistent abnormalities in at least four areas of the brain in people with mood disorders: prefrontal cortex, hippocampus, anterior cingulate cortex, and the amygdala.
Serious depression or bipolar: reductions in volume of gray matter in the prefrontal cortex, particularly on the left side.
Left prefrontal cortex involved in approach regulated goals
Anterior cingulate: body’s response to stress, emotional expression, social behavior, processing difficult information.
Decreased activity
Hippocampus: critical in memory and fear related learning
Lower activity in this area with people at major depression
Amygdala: abnormalities here are found in several disorders involving mood. Helps direct attention to stimuli and or emotionally salient and has major significance for the individual. 
Study showed enlargement of this area

Neuroendocrine factors
Hormones.
The neuroendocrine system regulates important hormones which affects basic functions, like sleep, appetite, sexual drive.
This is the HPA axis.
People with depression show chronic hyperactivity in the HPA axis and an inability of it to return to normal functioning following a stressor
Early traumatic stress shows altered HPA responses to stress as adults
HPA axis
The hypothalamus synthesizes CRH.
CRH is transported to the pituitary gland, where it stimulates the synthesis and release of ACTH.
This heads to the adrenal glands which produces cortisol
Cortisol inhibits the production of further ACTH and CRH
Women’s hormonal cycle as a factor
Idea comes from evidence that women are more prone to depression during the premenstrual part of the menstrual cycle, the postpartum period, and menopause.
Depression during the premenstrual. Has been given its own diagnosis: premenstrual dysphoric disorder.

Psychological theories of mood disorders
Behavioral theories
Lewinsohn’s theory: depressed people experience a reduction in positive reinforcers and an increase in aversive events, which leads to the depression.
Learned helplessness theory: depressed people lack control, which leads to the belief that they are helpless, which leads to depressive symptoms.

Cognitive theories
Aaron becks theory: depressed people have a negative cognitive triad of beliefs about the world, self, and the future, which is maintained by distorted thinking
Reformulated learned helplessness theory: depressed people have the tendency to attribute events to internal, stable, and global factors, which contributes to the depression.
Causal attributions for events, this is an explanation as to why an event happened
Some identify with hopeless attributional style. It’s possible people with depression are seeing the world as it really is. This is known as depressive realism
Ruminative response styles theories: depressed people tend to ruminate about their symptoms and problems

Psychodynamic theory

Depressed people are unconsciously punishing themselves because they feel abandoned by another person but cannot punish that person; dependency and perfectionism are risk factors for depression.

Psychodynamic theories suggest such patterns of unhealthy relationships stem from people's childhood experiences that prevented them from developing a strong and positive sense of self reasonably independent of others evaluations. As adults these people are constantly searching for approval and security in the relationships with others. They are anxious about separation and abandonment and may allow others to take advantage and even abuse them, rather than risk losing the relationship by complaining. They're constantly striving to be perfect so that they will be loved.

Freud pointed out the people who are depressed have many of the same symptoms of people who are grieving the death of a loved one: they feel sad, alone, unmotivated and lethargic. But people with depression display severe self-hate and self-blame.

Freuds introjected hostility theory: their self-blame and punishment is actually blame and punishment of the others abandoned them

Interpersonal theories: 
Concerned with people's close relationships and the roles in those relationships. Disturbances in these roles are thought to be the main source of depression. These draw from attachment theories and argue that children who do not experience their caregivers as reliable, responsive and warm develop an insecure attachment, which sets the stage for all future relationships.
depressed people have poor relationships with others.

Contingencies of self-worth: children with insecure attachments develop expectations they must do or be certain things to win approval of others

Social perspectives on mood disorders

Cohort effect: people born in one period are at different risk for disorders that are people born in another period.

Social status – generally people who have lower status show more depression. Hispanics in the states have a higher prevalence. In Canada aboriginals and new immigrants.
Women have higher rates of depression and is thought to be because of their lower social status putting them at high risk for physical and sexual abuse. Most studies of rate estimate between 14 and 25% of women are raped in their lives most often before the age of 30. 18% will report she’s been physically assaulted by her husband.

Cross-cultural –prevalence of major depression is lower among less industrialized less modern countries. The fast pace is killing us.
In China, people facing severe stress often complain of neurasthenia: collection of physical symptoms like chronic headaches, pain in the joints, nausea, lack of energy.
Somalia they call it the murug. This arises when they lose a loved one or another major negative life event. Symptoms are headache and social withdrawal 

Mood disorders treatment

Biological treatments for mood disorders
Several classes of antidepressant drugs.
Depression is also treated with electroconvulsive therapy.
Two new treatments for mood disorders, repetitive transcranial magnetic stimulation(rTMS) and vagus nerve stimulation.
Lithium is the choice for bipolar disorder, but anticonvulsants, antipsychotics, and calcium channel blockers are also used
Drug treatment for depression
Tricyclic antidepressants: help reduce symptoms of depression by preventing the reuptake of norepinephrine and serotonin.
	Side effects: dry mouth, excessive perspiration,etc
	Take 4 to 8 weeks to show an effect
	Can be fatal if overdosed

Monoamine oxidize inhibitors: second class of drugs used to treat depression. MOA is an enzyme that causes the breakdown of the monoamine transmitters in the synapse.
Decrease the action of MAO, thus bringing increases in the levels of the neurotransmitters in the synapses.
	Side effects: when people take these and ingest food rich in amino acids called Tyramine, 	they can experience blood pressure that can be fatal.
	Cheeses, red wine, beer, chocolate
	MAO’s also interact with several organs, can cause liver damage

SSRI: experience relief within a few weeks of starting these. Side effects of these are less severe. Tend not to be fatal in overdoses. Appear to be helpful in a wide range of symptoms in addition to depression; like anxiety, binge eating, PMS.
	Side effects: increased agitation and nervousness. Mild tremors, increased perspiration. 	Decreased sex drive.
Bupropion affects norepinephrine and dopamine systems. Useful for people suffering from a variety of issues including stop craving cigarettes. Also overcomes the sexual side effects of SSRIs

Electroconvulsive therapy for depression
ECT is controversial for a few reasons:
Used to be used as punishment
Can lead to memory loss and difficulties in learning new information
Large relapse rate
People hate the idea of having current past through the brain
Nowadays only delivered to the right side of the brain
Repetitive transcranial magnetic stimulation
Exposes patients to repeated, high-intensity magnetic pulses focused on particular brain structures, like the left prefrontal cortex, which tends to show abnormally low metabolic activity in some people with depression.
Take this daily for a week tend to experience relief

Vagus nerve stimulation
Treatment for serious depression.
The vagus nerve is part of the autonomic nervous system; carries information from the head, neck and abdomen to several areas of the brain, including the hypothalamus and amygdala, which are involved in depression.
In the VNS, the vagus nerve is stimulated by an electrical device which is surgically implanted under the patient’s skin.
Originally used to control seizures

Light therapy
This is used to treat seasonal affective disorder.
May help by resetting circadian rhythms.
Another theory is that it decreases levels of the hormone melatonin secreted by the pineal gland

Drug treatment for bipolar disorder
Lithium.
Seems to stabilize neurotransmitter systems.
More effective in reducing the symptoms of mania than the symptoms of depression.
People with bipolar disorder are often prescribed lithium and an antidepressant drug to curb both their mania and depression
Alternatives to lithium are anticonvulsants, antipsychotic drugs, and calcium channel blockers

Psychological treatments for depression
Behavioral therapies: increase positive reinforcers and decrease aversive events by teaching the person new skills for managing interpersonal situations and the environment and engaging in pleasant activities.
First phase is usually a functional analysis of the connections between the circumstances and the depressed person’s symptoms

Cognitive behavioral therapy: challenges distorted thinking and helps the person learn more adaptive ways of thinking and new behavioral skills
First step is to help discover the negative thoughts and understand the link
Second step challenge their negative thoughts
Third, recognize the deeper assumptions they hold that are feeding their depression

Mindfulness skills are being used. Three categories:
1. Defusion: distance self from and letting go of unhelpful thoughts
2. Acceptance
3. Contact in the present moment	


Interpersonal therapy: helps the person change dysfunctional relationship patterns. Look at four types of problems:
1. Grief, loss: health clinics that feelings and evaluate a relationship with a lost person. Help establish new relationships.
2. Interpersonal role disputes: help them make decisions about concessions willing to be made and learn better ways of communication
3. Role transitions: help them develop more realistic perspectives towards roles
4. Interpersonal skills deficits: past relationships, help understand them and how they might affect new ones. Teach them new social skills


Psychodynamic therapies: helps the person gain insight into unconscious hostility and fears of abandonment to facilitate change in self-concept and behaviors.
Transference: the ways in which the client treats the therapist as though the therapist for someone else

Depression prevention
Community-based interventions can prevent first onsets with people at high risk.
CBT
Adolescence at high risk are now being targeted. This intervention seems to reduce the risk for future depression

Chapter 10 - suicide
Suicide: the WHO says it’s a deliberate act of self-harm taken with the expectation that it will be fatal.
Types of suicide: there are four types; dare to ignore the initiated seeker
1. Death seekers: clearly and explicitly seek to end their lives. They will prepare for their own death by giving away possessions, writing a will, etc.
2. Death initiated: have a clear intention to die but believe they’re simply hastening an inevitable death. Many people with serious illness who commit suicide fall into this category.
3. Death ignorers: intent to end their lives but do not believe that this is a means to an end of their existence. They see their death as the beginning of a new and better life. Mass suicides fall in this category.
4. Death darers: ambivalent about dying, take actions that greatly increase their chances of death but that did not guarantee they will die. A person swallows a handful of pills without knowing how lethal they are and then calls a friend.
Sub intentional deaths: people indirectly contribute to their own death; chronically make lifestyle choices that increase the risk for early death

Suicide rates
It is the leading cause of death for men aged 25 to 29 and 40 to 44, for women it’s aged 30 to 34.
Also the second leading cause of death for Canadians between the ages of 10 and 24.

Gender differences: males are more likely to successfully commit suicide than females.
There are three times as many women as men who attempt suicide, but men and boys are four times as likely to complete it.
Males are more likely to use guns and hanging, females are more likely to use drugs, poisons and gases

Ethnic and cross-cultural differences: immigrant groups are much less likely than native born Canadians to commit suicide.
Suicide rates among aboriginal: aboriginal people are three times more likely than that of the general population.
In 1999, suicide was the leading cause of death for first Nations youth and adults up to the age of 44.
Alcohol and suicide are comorbid

Suicide in children and adolescents: girls are much more likely to attempt suicide, but boys are more likely to complete it. Males are six times as likely as females in this age range to commit suicide.
Suicide is second only to accidents and cause of death for 15 to 19-year-olds.
Risk factors in adolescents include current depression, interpersonal problems, insecure relationships with parents, and anything else negatively associated.

University and college students: one study found the suicide ideation associated with stress, depression, and hopelessness, and especially with depression and social hopelessness.

Suicide in older adults: highest risk is among white men over the age of 85.
Rates are highest in the first year after a loss but remain relatively high for several years after the loss.
One study found 44% said they could not bear being placed in a nursing home and would rather be dead.

Parasuicide
Defined as an intentional but nonfatal self injury.
Understanding suicide: our ability to understand is hampered by many factors;
People may selectively remember certain information
Majority of people who contemplate suicide never commit it, so it’s difficult to determine why some people go through with it.
It’s still rare enough that it’s difficult to study scientifically
Suicide notes: Only one in four people leaves a note.

Social perspectives on suicide
Economic hardship is consistently linked to increased suicide vulnerability.
Serious illness
Loss and abuse
Durkheim’s theory: he proposes there are three types of suicide; EGO AN-AL
1. Egoistic suicide: committed by people who feel alienated by others, empty of social contacts, and alone in an unsupportive world.
2. Anomic suicide: by people who experience severe disorientation
3. Altruistic suicide: by people who believe that taking their own lives will benefit society in some way.
Durkheim’s theory suggests social ties and integration into a society help prevent suicide if it discourages it, and promotes it if it encourages it.

Suicide contagion: when one member of a group commits suicide, other members are at increased risk for suicide, because of contagion effects, modeling, increased acceptability of suicide, or the impact of the traumatic event already on vulnerable people.

Suicide cluster: when two or more suicides or attempted ones are non-randomly bunched in space or time. Like a series of attempts at the same high school

Assortitive relationships: people form relationships with others who possess similar qualities of problems

Psychological theories of suicide

Psychodynamic theory: suicide is extreme expression of anger at the love object who has abandoned the person.

Mental disorders: several increase the risk for suicide, including depression, bipolar disorder, schizophrenia, substance abuse and anxiety disorders.
90% of people who commit suicide have been suffering from a mental disorder.
Most common is a mood disorder
Impulsivity: people who commit suicide have a general tendency towards impulsive acts.
Cognitive theories: hopelessness and dichotomous thinking increase the risk for suicide.


Psychological autopsy: an analysis of the person’s moods, thoughts and behaviors based on the reports of family and friends and the individual’s writings, after the suicide has occurred

Biological theories of suicide
Genetic theory: disordered genes increase the risk for suicide.
Neurotransmitters theory: deficiencies in serotonin lead to impulsive, violent, and suicidal behavior

Treating and preventing suicidal tendencies
Community-based crisis intervention are good for short-term.
Long-term treatment typically receives psychotherapies and medications.

What to do if a friend is suicidal
Ask the person, are you thinking of suicide.
Listen actively to what the person is saying to you
Reassure the person that there is help
Help the person break down their problems into more manageable pieces
Emphasize their ways other than suicide
Offer to investigate counseling services
Do not agree to keep the person suicidal thoughts or plans a secret
Suggest that the person said Dr. for complete physical
Try to get the person to see a trained counselor

Drug treatments
Lithium.
New studies are focusing on SSRIs but some suggest these can increase the risk for suicide.
Psychological treatments 
Psychodynamic: these therapies focus more on exploring unexpressed anger at others
Cognitive: more on the client’s hopelessness and dichotomous thinking and environmental triggers
Dialectical behavior therapy: cognitive behavioral intervention designed to address suicidal behaviors and thoughts.
· Focuses on difficulties in managing negative emotions and in controlling impulsive behaviors.
· Often include spouses, partners and family members

Social approaches and prevention
Suicide hotlines and crisis intervention centers.
Educating the entire community.
These programs may destigmatize suicide hoping that students will seek help. These messages can backfire.
Guns and suicide: most that commit suicide by gun don’t buy the gun just to commit. Instead they use ones that are lying around.


Assisted suicide: Mercy killing or euthanasia is illegal in Canada.

Chapter 11 schizophrenia

Psychosis: if you’re unable to tell the difference between what is real and what is unreal.
One of the most common psychotic disorders schizophrenia.
Most people develop it in the late teenager early adult years.
In Canada 2% have the disorder.
Consider the lepers of the 20th century


Psychotic disorders of the DSM
Schizophrenia: one month of acute symptoms of delusions, hallucinations, disorganized thought and speech, disorganized behavior, negative symptoms at least six months of some symptoms of disorder.
Schizophreniform disorder: same symptoms as above, lasting more than one month but less than six
Schizoaffective disorder: symptoms of schizophrenia coincided with symptoms of depression or mania, but a least a two-week period when only symptoms of schizophrenia are present.
Delusional disorder: evidence only of non-bizarre delusions (one that one is being followed or deceived) at least one month’s duration; functioning at relatively high level.
Brief psychotic disorder: presence of delusions, hallucinations, disorganized speech or behavior for at least one day but less than a month.
Shared psychotic disorder: individual in a close relationship with someone who is delusional with similar delusions. Also known as folie à deux.
Substance induced psychotic disorder: hallucinations or delusions caused by a substance
symptoms

Two categories of symptoms:
1. Positive symptoms, also called type I symptoms: characterized by the presence of unusual perceptions, thoughts or behaviors.
Positive refers to the fact that these symptoms represent very salient experiences
2. Negative symptoms, or type II symptoms: represent losses or deficits in certain domains. Involve the absence of behaviors rather than the presence of behaviors

Positive symptoms
These include:
· delusions 
· hallucinations 
· disorganized thought and speech 
· disorganized or catatonic behavior.
These can also appear in other disorders like depression and bipolar disorder.

Delusions: beliefs with little grounding in reality. Example being persecuted or one is the Messiah.
· Delusion of reference: people believe random events or comments by others are directed at them, related to persecutory delusion.
· Grandiose delusions: believes one is a special person or being or possess special powers.
· Delusions of being controlled: believe your thoughts, feelings or behaviors are being controlled by an external force
· Thought broadcasting: one’s thoughts are being broadcast from one’s mind for others to hear.
· Thought insertion: belief that another person or object is inserting thoughts into one’s head.
· Thought withdrawal: thoughts being removed from one’s head by another person or object
· Delusion of guilt or sin: one has committed a terrible act or responsible for it
· Somatic delusion: one’s appearance or part of one’s body is diseased or altered


Hallucinations: unreal perception or sensory experience.
· Auditory hallucination: this is the most common one
· Visual hallucination: second most common
· Tactile hallucinations: example of bugs crawling up one’s back
· Somatic hallucination: something is happening inside your body. Example worms are eating one’s intestines.




Disorganized thought and speech: disorganized patterns of speech. 
· Example: linking together words based on sounds instead of meaning.
· Also referred to as formal thought disorder.
Neologisms: make up words that mean something only to them
· Clangs: might say dog is Spog, frog. Leap. Keep
They show deficits in smooth pursuit eye movement. Means they can’t keep their eyes still.
Show deficits in working memory; capacity to hold information in memory and manipulate it.


Disorganized or catatonic behavior: behavior that is highly unpredictable, bizarre, or shows a complete lack of responsiveness to the outside world
· Things like public masturbation or other socially unacceptable behavior.
· One form of catatonia in schizophrenia is catatonic excitement. 
· They become wildly agitated for no reason. During the state they may articulate their delusions or hallucinations

Negative symptoms
Three types of negative symptoms are recognized by the DSM as core symptoms of schizophrenia: 
1. Affective flattening: severe reduction in emotional responses to the environment. Also referred to as blunted affect. Face may remain immobile most of the time, body language may be unresponsive. We speak in monotone voice.
2. Alogia: or poverty of speech. May not initiate speech with others and may give brief empty replies. 
3. Avolition: inability to persist in common, goal directed activities. Trouble completing tasks and is disorganized and careless.

These are difficult to diagnose.
Involve absence of behaviors, rather than the presence
Line is a continuum between normal and abnormal
Caused by a host of other factors

Other symptoms of schizophrenia
Inappropriate affect: instead of showing flattened or blunted, they may show inappropriate affect, like laughing at sad things or crying at happy things.
Anhedonia: a loss of interest in everything in life.
Impaired social skills

Diagnosis
In 1883, Kreaplin labeled the disorder as dementia preacox, because he believed resulted from premature deterioration of the brain.
Schizophrenia means split mind.
Prodromal symptoms: present before people go into the acute phase.
Residual symptoms: present after they come out of the acute phase.
The negative symptoms are especially prominent in the prodromal and residual phases of the disorder.
Hard to distinguish between this and mood disorders with psychotic features. Also this and 
schizoaffective disorder: a mix of schizophrenia and mood disorders with evidence that the schizophrenic symptoms are present even when the mood symptoms are absent.

Diagnostic criteria for schizophrenia
Core symptoms: two or more of the following present for at least one month.
· Delusions
· Hallucinations
· Disorganized speech
· Grossly disorganized or catatonic behavior
· Negative symptoms
· Social/occupational functioning: significant impairment of work, academic performance, interpersonal relationships, and or self-care
Duration: continuous signs for at least six months; at least one month of this. Must include symptoms that meet the core symptoms

Diagnostic criteria for schizoaffective disorder
Major distinction between schizoaffective schizophrenia is the presence of severe mood symptoms in schizoaffective disorder.
A. Uninterrupted period of illness where there is either a major depressive, manic, or mixed episode concurrent with symptoms that meet criterion A for schizophrenia.
B. They have delusions or hallucinations for at least two weeks in the absence of mood symptoms
C. Criteria Met for mood episodes are present for substantial portion of the total duration

Paranoid schizophrenia

Most known and most researched. John Nash appeared to have this.
Prominent delusions and hallucinations around persecution and grandiosity.
Many don’t show the disorganized speech or behavior.
The combination of persecutory and grandiose delusions can lead people with this type to be suicidal or violent towards others.
Prognosis for this is actually better than the other types.

Types of schizophrenia – DR CUP
· Paranoid schizophrenia: delusions and hallucinations with themes of persecution and grandiosity. – John Nash
· Disorganized schizophrenia: incoherence in cognition, speech, behavior and flat or inappropriate affect.
· Speaking word salads.
· Emotions are all messed up
This type are most disabled by the disorder, early onset
· Catatonic schizophrenia: total unresponsiveness to the environment, as well as motor and verbal abnormalities.
· Echolalia: continuous repetition of words just spoken by others
· Echopraxia: repetitive imitation of the movements of another person
· Undifferentiated schizophrenia: when a person experiences schizophrenic symptoms but does not meet the criteria for the others.
· Residual schizophrenia: history of at least one episode of acute positive symptoms are currently no prominent positive symptoms

Prognosis
20 to 30% of treated people with schizophrenia recover substantially or completely within 10 to 20 years.
Age and gender: women have a more favorable course. Women hospitalized less often and for brief periods, mild and negative symptoms and a better social adjustment when they’re not psychotic
Sociocultural: plays a strong role. Strong family support network. Deviant behavior more socially acceptable women than men

Biological theories
Genetic theory: disorder genes cause schizophrenia, or least the vulnerability to
Structural brain abnormalities: enlarged ventricles. Reduced volume and neuron density in the frontal cortex and in the areas cause widespread cognitive and emotional deficits
Birth complications: delivery complications like those that cause oxygen loss, may damage the brain.
Prenatal viral exposure: exposure to viruses during the prenatal period

Neurotransmitter theories: imbalances and levels for receptors for dopamine. Serotonin, GABA and glutamate may also play roles
Integrated.: Abnormal dopamine levels in the prefrontal cortex lead to deficits in working memory, make it difficult to attend to information, reasoning, problem solving and communication

Genetic contributors
Identical twins and offsprings of two schizophrenic parents show the highest risk at 46%.
Twins studies: dizygot twins is 14%

Structural brain anomalies
Enlarged ventricles: also show reductions in the prefrontal areas of the brain and an abnormal connection between the prefrontal cortex, amygdala and hippocampus.
Tend to show social, emotional and behavioral deficits long before they developed the core symptoms. Also have more severe symptoms.
Men have more than women
Prefrontal cortex: is smaller, shows less activity.
· Important in language, emotional expression, planning and production of new ideas, mediation of social interactions
Hippocampus equals the formation of long-term memories. Show abnormal activation here
Birth complications: combine with familial risk. Deprivation of oxygen. This is known as perinatal hypoxia. 30% of the people have a history of perinatal hypoxia

Neurotransmitters: dopamine.
Phenothiazine reduce the symptoms, the functional level of dopamine in the brain.
There might be excess dopamine activity in the mesolimbic pathway.
Atypical antipsychotics may reduce the symptoms of schizophrenia by binding to the D4 receptors in the mesolimbic pathway, blocking the action of the dopamine.

Psychosocial perspectives on schizophrenia
Social selection: symptoms interfere with people’s ability and tend to drift downward in social class compared to the families of origin.
Stress and relapse: stressful events increased the risk for relapse.
Communication patterns: oddities in communication increase the rate of impairment to the development of the child’s ability to communicate.
Expressed emotion: families overinvolved with any hostility toward them will increase stress, leading to relapse.
Cognitive theory: arise from individuals attempts to understand and manage cognitive deficits.
Behavioral theories: attend to irrelevant stimuli in the environment and don’t know socially acceptable responses to others

Treatments for schizophrenia
Drug therapy.
Insulin coma therapy was used in the 30s.

ECT: treated until it showed little effect.
Chlorpromazine: in the class of drugs of phenothiazines. Drugs ending in Zines. 
· Work by blocking receptors for dopamine, reducing dopamine’s action in the brain.
· Can control positive symptoms by taking these drugs
Another class of antipsychotic drugs were the butyrophenones like Haloperidol and thioxanthenes like navane – these are neuroleptics

Effectiveness and side effects of neuroleptics
25% of people don’t respond.
Neuroleptics are more effective at treating the positive symptoms.
70% of people relapse within one year 98 within two if the drug is discontinued.
Side effects: neuroleptic dysphoria: broad range of changes in mood, thinking and motivation
Akinesia: slowed motor activity, monotonous speech and an expressionless face.
Akathesis: agitation that causes people the pace.
Also causes symptoms similar to Parkinson’s disease, like muscle stiffness, freezing of the facial muscles.
Most serious side effect is tardive dyskinesia: involuntary movements of the tongue, face, mouth or jaw. May involuntary smack their lips, make sucking sounds, stick out their tongues or make other bizarre movements.


Atypical antipsychotics
These drugs seem to be more effective, don’t induce the neurological side effects as well.
Clozapine: binds to the D4 dopamine receptor but also influences serotonin.
Side effects: agranulocytosis. 
· This is a deficiency in granulocytes. Substances produced by bone marrow to fight infection. This can be fatal
Risperidone: affect serotonin receptors and is a weak blocker of dopamine.

Psychological and social treatments
CBT may be effective in treating negative symptoms.
In some psychiatric hospitals, token economies are established. Patients earn tokens which they can exchange for privileges.
Family therapy: combine education of schizophrenia with the training in coping with their loved ones.
Combine this with drug therapy, 24% better relapse rate
Assertive community treatment programs:


Cross-cultural treatments
Social support model: symptoms arise conflicting social relationships
Persuasive model: rituals can transform the meaning of symptoms for the patient, diminishing the pain
Clinical model: faith the traditional that the patient puts in healer to provide a cure

Chapter 12 – Personality disorders

A personality disorder: long-standing pattern of maladaptive behaviors, thoughts, feelings. To be diagnosed you now must show the symptoms since adolescence or early adulthood.
The DSM groups personality disorders into three clusters.
1. Cluster A: odd – eccentric personality disorders.
People with these disorders have symptoms similar to those with schizophrenia, including inappropriate or flat affect, odd thought and speech patterns, and paranoia. People with these disorders maintain a grasp on reality. These people are not psychotic
· Paranoid personality disorder(4), schizoid personality(5) and schizotypal(5)

2. Cluster B: dramatic – erratic personality disorders
Tend to be manipulative, volatile and uncaring in social relationships. They’re prone to impulsive, sometimes violent behaviors that show little regard for their own safety or the safety  or needs of others.
· Antisocial(3), histrionic(5), borderline(5), narcissistic(5) personality disorder

3. Cluster C: anxious – fearful personality disorders
Extremely concerned about being criticized or abandoned by others and, thus have dysfunctional relationships with others
· Dependent(5), avoidant(4) and obsessive compulsive(4) personality disorder

Problems: the organization of these disorders being treated as categories.
A lot of these overlap
Diagnosing these requires information that is hard for clinician to obtain
The disorders are conceptualized a stable characteristics of an individual.




Odd–eccentric personality disorders 5%

These ones behave in ways that are similar to the behaviors of people with schizophrenia or paranoid psychotic disorder, but they retain their grasp on reality to a greater degree than do people who are psychotic. These people fall short of delusions and hallucinations.
These disorders often occur in people who have first-degree relatives with schizophrenia.



Paranoid personality disorder 4
Chronic and pervasive mistrust and suspicion of other people that is unwarranted and maladaptive.
Weak relationship to schizophrenia.
Symptoms:
· deeply believe people are trying to deceive them or exploit them.
· Concerned with the loyalty and trustworthiness of others
· hypervigilant for confirming evidence of their suspicions
· misconstruing situations and believe everything is a conspiracy theory against them
· often misinterpret situations in line with their suspicions
· resistant to rational arguments
· aggressive and arrogant, sure their way of looking at the world is right and superior

Prevalence
In the states .5% and 5.6%
Prognosis is poor, symptoms intensifying under stress

Theories and treatment
Cognitive theorists: result of the underlying belief that other people are malevolent and deceptive, combined with the lack of self-confidence about being able to defend oneself against others. A person must always be vigilant for signs of others deceit and must be quick to act against them. 
When therapist tried to bring up the topic of this, the paranoid thinking will likely misinterpret the accusation in line with the paranoid belief systems.
Therapist must behave in a highly professional manner at all times, cannot directly confront the paranoid thinking and must rely on indirect means of raising questions
Cognitive therapy is used to increase their sense of self efficacy for dealing with situations.



Schizoid personality disorder 5
· Lack the desire to form interpersonal relationships and are emotionally cold in interactions.
· Described as aloof, reclusive and detached, or dull and uninteresting and humorless.
· They view relationships as unrewarding, messy and intrusive.
· Long-standing avoidance of relationships with other people

Prevalence
Quite rare, .4% to 1.7%
Theories and treatment
Link unclear between this and schizophrenia. A slightly increased rate of schizoid personality disorder occurs in the relatives of people with schizophrenia.
Maybe partially inherited
Psychosocial treatments
Increasing person social skills, social contexts and awareness of their own feelings.
Therapist may model for the client
Social skills training them through role-playing

Schizotypal personality disorder 5
Chronic pattern of inhibited or inappropriate emotion and social behavior, aberrant cognitions, disorganized speech.
Strong relationship – considered a mild version of schizophrenia
The distinguishing characteristics are its oddities in cognition. These generally fall into four categories:
1. paranoia or suspiciousness
2. ideas of reference: believe that random events are related to them
3. odd beliefs or magical thinking: they may believe others know what they're thinking
4. delusions: these are just short of hallucinations
In addition to these, they tend to have speech that is circumstantial, bank or over elaborate. Mainly inappropriate or no emotional responses to other people are saying. May easily be distracted or fixate on an object for long periods of time.
Show deficits in memory.
These are not as severe schizophrenia

Prevalence
.6 and 5.2% twice as common in males
Their odd or eccentric thoughts cannot be part of culture believes

Theories and treatment
Transmitted genetically to some degree
More common in the first-degree relatives of people with schizophrenia
Show dysregulation of dopamine in the brain just like schizophrenia
Show abnormalities in the structure of the brains just like schizophrenia
Show problems in sustaining attention and cognitive tasks and deficits in memory similar to schizophrenia
Treated with the same drugs that are used to treat schizophrenia, including neuroleptics like Haloperidol and thiothixene and atypical antipsychotics like olanzapine. Have nearly psychotic-like symptoms including ideas of reference, magical thinking and illusions
Antidepressants are sometimes used to help people with distress
Therapy:
Established good relationship since typically these have few close relationships
Help clients increase social contacts and learn socially appropriate behaviors through social skills training
Teaching them to look for objective evidence in the environment – this is crucial, for the thoughts and to disregard bizarre thoughts.




Dramatic – erratic personality disorders 2%

Engage in behaviors that are dramatic and impulsive, often show little regard for their own safety or others. May also act in hostile, even violent ways against others.
One of the core features of this group of disorders is a lack of concern for others.

Antisocial personality disorder 3
A few terms have been used as labels for this: moral insanity, psychopathic, psychopaths.
Nowadays chronic antisocial behaviors will be diagnosed with this
Key features
· Pervasive pattern of criminal, impulsive, callous, or ruthless behavior.
· Disregard for the rights of others
· no respect for social norms
This is similar to conduct disorder (diagnosed in children)

Prominent characteristic is poor control of impulses. People have low tolerance for frustration and act with no apparent concern. Take chances and seek thrills. Easily bored and restless, can't endure the tedium of routine.

Psychopathy: superficial charm, grandiose sense of self-worth, tendency towards boredom and need for stimulation, pathological lying, ability to be cunning and manipulative, and a lack of remorse cold callous, gains pleasures by competing with humiliating others. Can be cruel and malicious and insist on being seen as faultless. Dogmatic in their opinions.
When then need to be they can be gracious and cheerful, until they get what they want.

Prevalence of antisocial personality disorder
One of the most common personality disorders
Men substantially more likely than women to be diagnosed with it
More likely to have lower levels of education
80% of people with this abuse substances
Tendency to engage in antisocial behaviors is one of the most stable characteristics of this disorder
Show disregard for societal norms and a tendency for antisocial behavior beginning in childhood meaning most would've been diagnosed with conduct disorders as children

Theories of antisocial personality disorder
Genetic predisposition
Testosterone: aggressiveness is associated with high levels
Serotonin: low levels contribute to the impulsive and aggressive behaviors
ADHD: children develop antisocial behavior in response to social rejection and punishment
Executive functions: have deficits in parts of the brain that are involved in executive functions
Arousability: low levels of arousability lead to fearlessness in danger situations and stimulation seeking behavior
Social cognitive factors: children with antisocial tendencies have parents who are harsh and neglectful, children interpret interpersonal situations in ways that promote aggression

Borderline personality disorder 5
Out of control emotions, hypersensitivity to abandonment, tendency to cling too tightly to the people, history of hurting themselves.
Instability is a key feature borderline personality disorder.
Mood: unstable, with bouts of severe depression, anxiety or anger seemed to arise frequently and often
Self-concept: unstable, periods of extreme self-doubt and periods of grandiose self-importance
Interpersonal relationships: extremely unstable, can switch from idealizing others to despising them without provocation
People with this disorder often described desperate emptiness, leads them to cling to new acquaintances or therapist in hopes they will fill the tremendous void. Generally concerned about abandonment and misinterpret other people's innocent actions as abandonment or rejection.
Along with these issues they also a tendency towards impulsive, self-damaging behavior, including self-mutilating and suicidal behavior.

Prevalence
1 and 2% of the population
More diagnosed in women than men
More commonly diagnosed in people with color than whites and people in lower SES
More severe the symptoms at the time of treatment the more likely the disorder will be chronic

Theories
Mixed regarding genetically
Impulsive behaviors in people with borderline are correlated with low levels of serotonin
Psychoanalytic theory
People with this disorder have poorly developed views of themselves and others stemming from poor early relationships with caregivers. These caregivers may have encouraged the child's dependence on them. May have punished the children's attempts at separation so that shall never learned to fully differentiate their views
Splitting: they tend to see themselves and other people as either good or bad, there's no gray area.
People with this disorder are more likely to report childhoods marked by instability, abuse, neglect and parental psychopathology
Research suggests physical and sexual abuse during childhood
Recently researchers have found reductions in the volume of the hippocampus and amygdala and an abnormal change in blood flow in the prefrontal cortex

Treatments
Blending cognitive behavioral techniques with interpersonal and psychodynamic techniques, they call this dialectical behavior therapy.
· Focuses on helping clients gain realistic and positive sense of self, relearn adaptive skills for solving problems and regulating emotions, correcting their dichotomous thinking.
· Therapists teach clients to monitor their thoughts and good or bad evaluations and to challenge them
· Therapist also help clients learn appropriate skills for close relationships


Psychodynamic treatments
Helping clients clarify feelings, confronting them and interpreting client’s transference relationships with therapist
	Many people with this disorder become extremely angered toward the therapists as they move from idealizing to devaluing them
	Taught more adaptive means of solving everyday problems
	
Jeffrey Young’s approach called schema therapy:
· Founded on the principles of cognitive behavioral therapy.
· Help change their patients entrenched, self-defeating thinking and patterns through CBT and emotion focused strategies

Drugs
Focused on reducing symptoms of anxiety and depression and controlling impulsive behaviors with SSRI.
Antipsychotics are sometimes used if they show signs of psychosis
Atypical antipsychotics may relieve psychotic like symptoms: drugs like clozapine and olanzapine

Histrionic personality disorder 5

Shares features with borderline personality disorder, including rapidly shifting emotions and intense, unstable relationships

People with borderline are often self-effacing in an attempt to win favor from others, people with histrionic usually want to be the center of attention. People with borderline may desperately cling to others in self-doubt and need, but people with histrionic simply want the attention of others. They pursue these attentions by being dramatic, overly seductive, and emphasizing the positive qualities of the physical appearance.
They tend to speak in global terms.
Others see them as self-centered and shallow, unable to delay gratification, demanding and overly dependent

Prevalence
1.3 and 2.2%
More likely to be separated or divorced than married
Tend to exaggerate medical problems and make more medical visits than average
People with this disorder most often seek treatment for depression or anxiety

Theories
Psychodynamic treatments focus on uncovering repressed emotions and needs and helping people express their emotions and needs in a more socially appropriate way.
Cognitive therapy focuses on identifying these patients’ assumptions that they can function on their own and help them formulate new goals

Narcissistic personality disorder 5
These are similar to histrionic.
Both disorders, individuals act in a dramatic and grandiose manner, seek admiration from others, shallow in their own emotional expressions.
Where people with histrionic look to others for approval, people with narcissistic rely on their own self-evaluations and see dependency on others as weak and dangerous.
Often overreact to criticism by becoming angry or ashamed.
Preoccupied with thoughts of their self-importance and with fantasies of power and success.
View themselves superior to others.
Relationships: make unreasonable demands of others, ignore the needs and wants of others, and exploit others to gain power, arrogant and demeaning.

Prevalence
Less than 1%.
More frequently diagnosed in men

Theories and treatment
Freud viewed narcissism as a phase that all children pass through before transferring their love for themselves to significant others. Children can become fixated in this stage if they experience no trustworthy caregivers and decide they have to rely on themselves.
Cognitive theorist Beck: narcissistic people develop assumptions about their self-worth that are unrealistically positive as the result of indulgence and overvaluation by significant others during childhood.
People with this disorder don't normally seek treatment, until they develop depression or confronted with severe interpersonal problems.
Generally see problems they encounter are due to the weaknesses of others.
Cognitive techniques can help develop more sensitivity to the needs of others and more realistic expectations




Anxious – fearful personality disorders 7%

These are avoided, dependent, obsessive-compulsive personality disorders. All characterized by chronic sense of anxiety or fearfulness and behaviors intended to ward off feared situations. In each of these disorders people fear something different but all of them are nervous and not very happy.

Avoidant personality disorder 5

Pervasive anxiety, a sense of inadequacy, and a fear of being criticized, which leads to the avoidance of social interactions and nervousness.
Similar social phobia on Axis 1

These ones are extremely anxious about being criticized by others, so they avoid interactions. May choose occupations that are socially isolated, like Park Rangers. When they do interact they are restrained, nervous, and hypersensitive to signs of being evaluated. Terrified of saying something silly or doing something that will embarrass them.
Tend to be depressed and lonely.
Make relationships with others but feel unworthy of those relationships and isolate themselves.

Prevalence
1% to 7%
No gender differences
Prone to chronic dysthymic disorder and to bouts of major depression and severe anxiety.
Overlap between this and social phobia.
People with this have a general sense of inadequacy and a pervasive, general fear of being criticized which leads them to avoid most types of social interaction.
People with social phobia tend to ignore specific social situations in which they will be expected to perform in, tend not to have a general sense of inadequacy. It is those with avoidant personality disorder who avoid social interaction particularly because of feelings of inadequacy.
Another key difference is the severity of symptoms. Avoidant personality disorder includes a broader pattern of avoidance beyond social situations, low tolerance for emotional distress and discomfort with positive emotions.

Theories and treatment
More common in the first-degree relatives of people with the disorder
What may be transmitted is a particular type of temperament, or level of emotional arousal and reactivity.
Cognitive theorists suggest they develop dysfunctional beliefs about being worthless as a result of the rejection by important others early in life. They assume they'll be rejected by others. They also tend to discount any positive feedback.




Dependent personality disorder 4

They are anxious about their interpersonal interactions, but their anxiety stems from a deep need to be cared for by others, rather than a concern they will be criticized.
The desire to be loved and taking care of needs of others leads people to deny any of their own thoughts and feelings that might displease others.
Cannot make decisions for themselves.
Do not initiate new activities except in an effort to please others.
These people can only function within a relationship.
Deeply fear rejection and abandonment and may allow themselves to be exploited and abused rather than lose the relationships.

Prevalence
1.6 and 6.7%
More women than men
Periods of dysthymia, major depression and chronic anxiety over being separated from important others are common in people with this disorder

Theories and treatment
Dependent personality disorder runs in families but it's unclear whether it's genetics or family environment.
Cognitive theories: have such beliefs that they are needy and weak which drives the dependent behaviors.
People with this discreetly seek treatment.
Psychodynamic: helping clients gain insight into the early experiences with caregivers that led to the dependent behaviors through the use of free association, dream interpretations, and interpretation of the transference process.
Cognitive behavioral therapy: includes behavioral techniques to increase assertive behaviors, techniques designed to challenge the assumptions.
Taught relaxation skills
Hierarchy creation with increasingly difficult independent actions.

Obsessive-compulsive personality disorder 4

the excessive compulsive personality disorder shares features with excessive compulsive disorder, obsessive-compulsive personality disorder represents a more generalized way of interacting with the world than does an excessive compulsive disorder, which involves only specific and constrained obsessional thoughts and compulsive behaviors.

People with this disorder seem grim, tensely in control of their emotions, lack spontaneity.
They’re workaholics and see little need for leisure activities or friendships.
People see them as stubborn, stingy, possessive, moralistic.
Tend to relate to others in terms of rank or status.
Carry traits and become rigid, perfectionistic, dogmatic, ruminative and emotionally blocked.


Prevalence
1.7 and 7.7%
Prone to depression and anxiety

Theories and treatment
Psychodynamic theories: attribute this to fixation at the anal stage of development because the patient's parents were overly strict and punitive during toilet training
Cognitive theories: harbor beliefs as flaws defects or mistakes.
Supportive therapies may assist in overcoming the crisis that sent them, behavior therapies can be used to decrease their compulsive behaviors.
Maybe use relaxation techniques

Chapter 15 – eating disorders

Anorexia nervosa is characterized by a pursuit of thinness that leads people to starve themselves
Bulimia nervosa is characterized by cycle of binging followed by extreme behaviors to prevent weight gain, like self-induced vomiting.
Binge eating disorder regularly binge but did not engage in behaviors to purge what they eat.

Pay both men and women with eating disorders have high rates of depression and substance abuse.
There are differences between men and women with eating disorders.
Men are more likely than women to have histories of being overweight and of binging before their anorexia or bulimia nervosa developed.

Anorexia nervosa

people with this starve themselves, existing on little or no food for very long periods, yet remain sure that they will need to lose more weight.

DSM criteria for anorexia nervosa:
Specifies the both intentional extreme weight loss and distorted thoughts about one's body are key features of anorexia nervosa.
A. Refusal to maintain body weight at or above a minimally normal weight for age and height.
B. Intense fear of gaining weight or becoming fat, despite being underweight.
C. Distortions in the perception of one's body weight or shape, undue influence of body weight or shape on self-evaluation, or denial of the seriousness of the current low body weight.
D. In females who have reached menarche, amenorrhea (absence of at least three consecutive menstrual cycles).

There self-evaluations hinge entirely on their weight and their control over their eating. They believe they are good and worthwhile only while they have complete control over their eating and while they're losing weight. This weight loss causes people to be chronically fatigued, yet the drive themselves to exercise excessively and keep up with the grueling schedule at work.

May develop rituals around food.
1% will develop this, and 90 to 95% are female.
Usually begins in adolescence between the ages of 15 and 19
death rate is between five and 8%
Suicide is common
Most serious consequences of along was suicide are the cardiovascular complications, including bradycardia(extreme slowing of the heart), arrhythmia(irregular heartbeat) and heart failure.
Another serious complication is a cute expansion of the stomach, to the point of rupturing.
Bone strength is also an issue and so is kidney damage.

Types of anorexia nervosa
There is the restricting type of anorexia nervosa:
	Refuses to eat as a way of preventing weight gain. Attempt to go days without eating anything. Most eat small amounts of food each day, mainly to stay alive.
The other type is the binge – purge type of anorexia nervosa:
	Periodically engage in binging or purging behaviors. These may include self-induced vomiting or laxatives or diuretics.
This disorder is different from bulimia nervosa in two ways:
1. People with the binge purge type of anorexia continue to be at least 15% below a healthy body weight whereas people with bulimia nervosa are typically normal weight or somewhat overweight.
2. Women with binge purge anorexia often develop amenorrhea, whereas women's bulimia nervosa usually do not.
People with restricting type of anorexia are more likely than those with the binge purge to have deep feelings of mistrust of others and a tendency to deny they have a problem.
Binge purge anorexia more likely to have problems with unstable moods and impulse control, alcohol and other drug use and self-mutilation. They also have more chronic courses of the disorder

Bulimia nervosa
Core characteristic, which is what Princess Diana had, or uncontrolled eating, or binging, followed by behaviors designed to prevent weight gain from the binges.

DSM diagnostic criteria for bulimia nervosa:
People with bulimia nervosa regularly binge eat and then attempt to avoid gaining weight from their binge.
A. Recurrent episodes of binge eating, characterized by both of the following:
1. Eating, in a discrete period of time (within a two-hour period), and amount of food that is definitely larger than most people would eat during a smaller period of time and under similar circumstances.
2. A sense of lack of control over eating during the episode.
B. Recurrent inappropriate behaviors to prevent weight gain, such as self-induced vomiting; misuse of laxatives, diuretics, enemas, fasting or excessive exercise.
C. The binge eating and inappropriate purging behaviors both occur, on average, at least twice a week for three months.
D. Self-evaluation is unduly influenced by body shape and weight.

There are lots of variations among people with eating disorders in the size of their binges. Average binges about 1500 cal. They feel they have no control over the eating, they feel compelled to eat, even though they are not hungry.

People with bulimia nervosa do not tend to show gross distortions in their body images. A woman with anorexia nervosa was emaciated will see herself as obese, while a woman with bulimia nervosa has more realistic perceptions of her actual body shape.

Still deep with bulimia are constantly dissatisfied with their shapes and weights and concerned about losing weight here

people with bulimia nervosa are distinguished from people with binge purge type of anorexia nervosa primarily by their body weight: criteria for binge purge anorexia require that a person believes 15% below normal body weight, there is no weight criteria for bulimia nervosa.

The restricting type of anorexia nervosa does not engage in binging, restrictors severely limit their food intake at all times.

Self-induced vomiting is the behavior people associate most often with bulimia. Most often found by family members, roommates and friends.


Purging type of bulimia nervosa:
· People who use the self-induced vomiting or purging medications.
Non-purging type of bulimia nervosa:
· people who use excessive exercise or fasting to control the weight but do not engage in purging

Group of researchers in the states called partial syndrome eating disorders. These are behaviors similar to anorexia or bulimia but don't meet the full criteria for the disorders.
Adolescents with this may binge at least once a week but now multiple times a week. Maybe underweight but not a full 15% underweight.
Vast majority are girls.
90% of them had a diagnosable psychiatric disorder in their in their early 20s.
Lower self-esteem, poor social relationships, poor physical health, lower life satisfaction.

Onset of bulimia nervosa often occurs between 15 and 29.
Many are normal weight or slightly overweight.
Bulimia is not as physically dangerous as anorexia.
Bulimia has serious medical implications: one of the most serious is an imbalance in the body's electrolytes, results from fluid loss following excessive and crying vomiting, laxative abuse. Electrolytes are biochemicals that help regulate the heart and imbalances can lead to heart failure.
[bookmark: _GoBack]Factors associated include obesity as a child, excessive evaluation of shape and low weight, increase dietary restraint, high level of social maladjustment.

Cultural and historical trends
Some argue they are culture bound syndromes, occurring in wealthy, developed countries where food is abundant and thinness is valued.
Modest evidence of cultural or historical differences in the prevalence of anorexia nervosa.
Motivations for self-starvation vary across culture and time.
Non-westernized countries in past centuries, stated motivations for excess fasting have less to do with weight concerns and more to do with stomach discomfort or religious reasons.
People with anorexia in Asian countries don't have distorted body images that are characteristic of anorexia North America and readily admit that they are very thin. They're also stubborn and refuse to eat.

