Chapter 5 Somatic Symptom, Dissociative, and Factitious Disorders

How does one determine when physical symptoms result from psychological distress rather than organic illness?
	3 questions to be asked
1. When are physical symptoms medically unexplained?
When physical testing and diagnostic testing cannot explain any biological or physical cause
2. When is worry/distress about physical symptoms excessive?
When it results to functional impairment or medically unnecessary procedures
3. When is physical distress considered to be caused primarily by psychological factors?	
Answer will be focus of the chapter

Interplay of physical symptoms, environmental distress, and emotional distress can create different types of psych impairments known as somatic symptom and related disorders, and dissociative disorders

SOMATIC SYMPTOM AND RELATED DISORDERS
Characterized by excessive thoughts, feelings, and behaviours related to somatic symptoms
Experience real physical symptoms, but their physical pain can’t be fully explained by an established medical condition
These individual disorders don’t share common underlying emotion or etiology
They express thoughts, feelings, and behaviours about physical symptoms that are out of proportion with the actual physical symptoms
	Include:
· Somatic symptom disorder
· Illness anxiety disorder
· Conversion disorder
· Factitious disorder

Somatic Symptom Disorder
	1859 – Pierre Briquet – paper about patients with somatic complaints with no physical cause
		also likely to be depressed – stressful life events might be important for onset and maintenance
		once called hysteria or Briquet’s Syndrome (changed to SSD because negative connotations)
Somatic symptom disorder: presence of 1+ somatic symptoms and abnormal/excessive tfb (thoughts, feelings, and behaviours) about them
	1 specific symptom doesn’t have to consistently present
	common symptoms include head aches, chest pain, back pain, and gastrointestinal distress
Most dramatic but rare symptom are pseudoneurological symptoms, such as psychogenic seizures (sudden changes in behaviour that looks like an epileptic seizure with no organic basis)

DSM5 Criteria
a. 1+ somatic symptoms that are distressing/result in significant disruption in daily life
b. excessive tfb related to symptoms/health concerns by at least one of the following
1. disproportionate/persistent thoughts about symptom’s seriousness
2. persistently high level of anxiety about health/symptoms
3. excessive time/energy devoted to health/symptoms
c. being symptomatic persistently (6+ months)

Conversion Disorder
	Altered motor/sensory function (like sudden paralysis/blindess)
		Not intentionally produced and can’t be explained by the presence of any medical condition
Need a careful medication evaluation before diagnosing because 10-15% will later be found with a diagnosable medical condition
	Unable to tell which symptoms indicate a true neurological disorder
		Thus must strike a balance of under and overdiagnosing
	Various types of symptoms
Motor symptoms/deficits – impaired coordination or balance, paralysis or weakness, tremor, gait abnormality, and abnormal limb posturing
	Most frequent symptom is muscle weakness, usually in leg
Unusual symptom is globus – can include aphonia (can’t speak), sensations of choking/suffocation, difficulty swallowing, or shortness of breath
	Globus untreated can lead to abnormal eating patterns or food avoidance
Sensory abnormalities (less common symptom group) – loss of touch/pain sensations, double vision or blindess, deafness, or hallucinations
	Rare are psychogenic seizures
La belle indifference is often present (no emotional distress)
Symptoms don’t follow known neurological patterns of human body (important to differentiate between physical and psychological disorder) (e.g. glove anasthesia when nerves extend through arm)

DSM5 Criteria
a. 1+ symptoms of altered motor or sensory function
b. Clinical finding evidence of incompatibility between symptom and recognized neuro/medical conditions
c. Symptom/deficit not better explained by any other medical or mental disorder
d. Symptom/deficit causes clinically significant distress/impairment in social, occupational. Or other important areas of functioning or warrants medical evaluation

Illness Anxiety Disorder (hypochondriasis)
	Fears/concerns about having an illness despite medical reassurance
	High level of worry and easily become alarmed with the possibility of having an illness
	Similar to rituals found in OCD
	Some constantly seek reassurance from physicians and monitor their own physical status
	Some avoid situations associated with their fear (refusing to go to a hospital)
Transient hypochondriasis – different disorder, when you have n illness and are still anxious about things you can do (exercise even though doc says its fine) 
High rate of comorbid anxiety and depression (perhaps 78%)
	Does illness anxiety disorder exist as a separate disorder?
		If so, only 23% of them have it alone
DSM5 Criteria
a. Preoccupation with having/acquiring a serious illness
b. Somatic symptoms are not present or mild in intensity (if other condition is present or strong genetic predisposition, preoccupation is excessive/disproportionate)
c. High level of anxiety about health (easily alarmed about personal health status)
d. The individual performs excessive health-related behaviours or exhibits maladaptive avoidance (avoids doc appointments and hospitals)
e. Illness preoccupation present for 6+ months (specific illness fear may change)
f. Not better explained by any other disorder

Factitious Disorder
Physical or psychological signs/symptoms of illness are intentionally produced due to what appears to be a desire to assume a sick role – no external incentives
Different from malingering (intentionally producing physical symptoms to avoid military service, criminal prosecution, work, or to obtain financial compensation or drugs
	Aware that they are producing symptoms and making themselves ill, but are unaware why they do it
	May produce primarily physical or psychological symptoms or both
	Originally called Munchausen syndrome after German nobleman who told tall and false tales
	Factitious Disorder Imposed on Self – engage in deceptive practices to produce signs of illness
		Putting blood in urine, blood-thinning medication, elevated body temp, claim chest and ab pain
		Often go to ER in evenings and weekends when more junior clinical staff are there
		Sometimes fake demographic info, make aliases and false info about past (pro hockey player)
		If people get suspicious, they might get angry, threaten to sue hospital, or leave
Common psych symptoms include grief/depression over recent death (who are alive or been dead for a long time), fake multiple personality disorder, substance dependence, dissociative and conversion disorders, memory loss, and PTSD
	Factitious Disorder Imposed on Others
		Person induces illness symptoms in someone else
		Usually mother in child, sometimes in nursing homes (health care personnel in residents)
After inducing symptoms, mother gives permission or insists on invasive and dangerous diagnostic procedures
Few data but age ranges from infancy through teenage years
Symptoms can include apnea (stop breathing), anorexia/feeding problems, diarrhea, seizures, cyanosis (blue bc lack of oxygen), behaviour probs, asthma, allergy, fever, and pain
		Child victims average 3.25 medical problems (range as high as 19)
			Form of child abuse and care taker can be prosecuted

DSM5 Criteria
a. Falsification of physical/psych signs/symptoms or induction of injury/disease [in another] associated with identified deception
b. Individual presents themselves [another individual] to others as ill, impaired, or injured
c. Deceptive behaviour present with no external rewards
d. Not better explained by any other disorder


DSM5 is new so DSMIV-TR will be used from now on – the entire grouping of these disorders will be referred to as somatoform disorders 

Functional Impairment
	33% of conversion disorder patients maintained full-time employment
	People with somatoform disorders worked 7.8 days less per month than those with no disorder
	Increase likelihood of physical disability, occupational impairment and overuse of health services
Highest inpatient med costs to lowest (somatoform + psychiatric (mood) disorder, somatization, none, psychiatric) [outpatients 2 and 3 are reversed and bottom 2 are equal]
Complex and chronic course
Remission rates controversial (early studies indicate 10% remission, recent say 30-50%)
Conversion disorder a bit more acute (short duration) – 33-90% remitted or significantly improved within 2-5 years
	Patients with medically unexplained physical symptoms constitute 15-30% of all primary care visits
		Doctor-shopping leads to multiple physicians evaluating the same person
Average significantly more primary care and ER visits, hospital admissions, higher inpatient and outpatient costs
Factitious disorder also with numerous hopsitalizations and development of medical conditions due to self-administered injuries (like scar tissue)
	Peregrination may occur – seeking treatment hospital to hospital using false names
	Affects social and occupational functioning
6-22% of child victims of factitious disorders imposed on another die due to medical illness inflicted on them, as do 25% of their siblings – common cause of death is suffocation or apnea
	7.3% of child victims had long-term or permanent injuries

Ethics and Responsibility
	Psychologists have responsibility to act in best interest of the child
	First step to report to local child protective agency
	Child must be evaluated to ensure no medical reason for symptoms
	Mental health personnel treat the offending patient

Epidemiology
	15-20% report worrisome physical symptoms with no apparent organic basic [Canada & US]
	Unknown prevalence of factitious disorder
		1 psych consultation service had 0.8% factitious disorder over 20-year period
		At children’s hospitals, incidence was 0.002%

Sex, Race, and Ethnicity
	Rare disorders so little data on relationship with these variables
	More frequent in women than men
	Equal across racial and ethnic groups

Factitious disorder more likely to occur in women, women likely to be younger and have had health care training or health care jobs – most severe forms of disorder (peregrination and fake aliases) more likely to be men
Factitious disorder imposed on another – 77-98% women (sometimes fathers and foster mothers)
No data on race or ethnicity for factitious disorders
People with disorders usually reject psych explanations – more likely to accept a sociocultural explanation (based on family/community problems)

Developmental Factors
	Diagnostic criteria same for all age groups
	Rare before adulthood
		Voluntary motor function most common, then sensory dysfunction and psychogenic seizures
	Factitious disorder more common in adults – 70% between 8-18 were female as well
		Children most commonly produce fever, bruises, infections, and insulin insufficiency
Research HOT topic
	Chronic Fatigue Syndrome
a. Severe chronic fatigue for at least 6 months with no known medical condition
b. 4+ symptoms: substantial impairment in concentration or short-term memory, sore throat, tender lymph nodes, muscle pain, multi-joint pain (w/o swelling/redness), new type of headache, unrefreshing sleep, and postexercise tiredness lasting 24h+)
Cause of CFS remains unknown, potentially viral infection but very slim
Think it may be final outcome of multiple precipitating somatic/psych factors in relation with viral infections, psychological stress, and toxins

Etiology
	Development of these disorders poorly understood
	Illness anxiety based on UBC study suggests combination of genetic and environmental factors
	Little is known regarding DSM5 categorizations

Psychosocial Factors
Psychodynamic explanation [somatoform]– those with aches and pains have more negative emotions, less self-awareness of the emotions, less able to regulate emotional change
Perhaps they are less psych-minded and don’t understand relation of emotional distress and physical functioning and worry that there is a medical cause to symptoms
	Behavioural explanation of modelling and reinforcement [somatoform]
Reinforcement of expressing menstrual illness resulted in more menstrual complaints and disability days in adulthood
		Same thing for cold illness
Evidence that reinforcing somatizing behaviours may increase future likelihood of somatic complaints
	Environmental explanation [somatoform]
		Stress associated with 72% of these disorders
History of sexual abuse present in 28% of cases, family separation/loss 28%, family conflict/violence 20%, sexual assault 4%
	
	Psychodynamic explanation [factitious]
		Inconsistent findings and disagreement
		Multiple theories
1. attempt to gain control that was difficult to achieve before
2. a form of masochism (pleasure through self-inflicted pain like cutting)
3. result of childhood with little attention or care
4. attempt to master trauma due to physical or sexual abuse (physician has symbolic role of abuser)
Behavioural explanation [factitious]
Factitious behaviours maintained because other people reinforce the person’s behaviours and expressions (through attention garnered)
Cognitive explanation of biased cognitive processes that misinterpret normal physical processes as signs of illness (similar hypothesis 
Somatic amplification – tendency to perceive bodily sensations as intense, noxious, and disturbing – how is unclear, perhaps processes that make them more sensitive to symptoms
		Very little research or studies on this
	Other cognitive theories propose inaccurate beliefs about
1. prevalence and contagiousness of illnesses
2. meaning of bodily symptoms
3. course and treatment of illnesses
basically not the symptoms but how they are interpreted that leads to development of somatoform disorders

Treatment
Challenge is reluctance of people to reveal their worries to professionals and believe that they do have a psychological disorder
	Basic education about interplay of physical and emotional factors may reduce symptoms and distress
	Symptom-focused cognitive-behaviour therapy
Relaxation training, diverting attention away from physical symptoms, and correction of automatic thought
	Personal and environmental stressors play a part so it can be beneficial to reduce stress
3-pronged approach to CBT
1. withdrawal of medical and social attention directed at abnormality
2. physical and occupational therapy to retrain normal gait and movements
3. psychotherapy to help patient cope with stress
similar approaches have been used to treat globus hystericus (chest pain when swallowing)

DISSOCIATIVE DISORDERS
Most controversial diagnostic group
14% of Canadian psychiatrists and 25% US believe strong scientific evidence supports the diagnosis
Dissociative disorders – disruption in the usually integrated functions of consciousness, memory, identity, emotion, perception, body representation, motor control, and behaviour 
5 types of dissociative experiences
1. Depersonalization – feeling of detachment from one’s body
2. Derealization – feeling of unfamiliarity or unreality about one’s physical/interpersonal environment – as if you’re in a dream
3. Amnesia – inability to remember personal information or significant periods of time
4. Identity confusion – being unclear or conflicted with one’s personal identity
5. Identity alteration – describes overt behaviours that one has assumed an alternate identity
Isolated episodes of dissociation don’t always indicate a disorder
Absorption – fully engaging all your perceptual processes on 1 item that you are no longer attending to other aspects of the environment
46-74% experience occasional episodes of derealization and depersonalization
Dissociative symptoms may occur in people with OCD, agoraphobia, PTSD, depressive, bipolar, and eating disorders
When dissociative experiences become chronic, they are called disorders

Dissociative Amnesia
Amnesia – momentary forgetting/distraction – many cause like head injuries, epilepsy, alcoholic blackouts and low blood sugar
Dissociative Amnesia – inability to recall important information, usually of a personal nature
	If occurs after stressful/traumatic event, it’s considered psychological, not biological
	3 types
1. Localized amnesia – failure to recall events that occur during a certain period of time
2. Generalized amnesia – total inability in any aspect of one’s life
3. Selective amnesia – forgetting some elements of a traumatic experience
Reversible conditions – can later recall events that they couldn’t before
In some instance dissociative amnesia is accompanied by dissociative fugue (flight)
	Apparently purposeful travelling/bewildered wandering that’s associated with identity amnesia
	Found in a physical location far away from their residence
		May be associated with physical/mental traumas, depression, or legal problems
Patients in a fugue state may seek treatment if they become aware of their loss of personal identity and memory or if they come to the attention of the police

Dissociative Identity Disorder
	As media attention increased, so did the number of people reported to be suffering from DID
	Criticism of few quantitative studies exist that constitute as experimental research
	Existence of alternate personalities is only discovered by patient after they are in therapy
	Terms associated with DID are difficult to define (e.g. alters)
	Number of alters increasing since publication of Eve and Sybil
		1 study, average alters of 13.3, some too many to count
		most common alter was child under age of 12, half of alters were opposite sex
	no agreement on what defines ‘taking control of one’s behaviour’ 
		thus therapists must use their own interpretations
Must question reliability and validity of DID since symptoms are not consistently present and cannot be independently verified

Depersonalization/Derealization Disorder
Feelings of being detached from one’s body or mind, unreality or detachment with respect to one’s surroundings
State of feeling as if one is an external observer of one’s own behaviour
	Perceived as unreal and inconsistent with person’s regular prior experiences
	Most people with disorder have symptoms of both types of dissociation

Functional Impairment
	Few data examining
	Comorbidity of other disorders makes it hard to tell which disorder is causing functional impairment

Epidemiology
Varies greatly depending on characteristics of samples and degree to which interviewer believes in diagnosis
Epidemiological sample – 0.8% depersonalization disorder, 1.8% dissociative amnesia, 1.5% DID
Inpatient sample – 4-21% affected by dissociative disorders
Dissociative symptoms – do they represent a primary disorder or secondary to other disorders?

Sex, Race, and Ethnicity
	Both men and women suffer
Hard to find reliable differences in these variables (different methods based on country and controversy of whether DID is a valid disorder)

Developmental Factors
	Depersonalization disorder – average age of onset 15.9-22.8 years
	Children as young as 8 have been diagnosed with DID
But never alone, had many other psych disorders as well as delusions, hallucinations, suicidal ideation and attempts
DID, even among adults, rarely occurs by itself
Etiology
	Very little empirical data, rather clinical experience

Biological Factors
	Neurological disorders (temporal lobe epilepsy, head injury, tumour, stroke, migraine, and dementia)
May produce symptoms such as blackouts, fugues, depersonalization, amnesia, anxiety, panic symptoms, and hallucinations
10-21% of DID patients have abnormal brain activity
	can’t account for all cases but some symptoms may result from neurological disorder
	Comparison of PTSD and DID showed stress as common denominator
		Chronic stress can produce neuroanatomical changes in amygdala and hippocampus (memory)
Neurochemical changes during periods of stress can affect levels of neuromodulators which affects establishing memory traces for specific events
Psychosocial Factors
	Some proponents say – DID is failure of developmental process of ‘personality integration’
		Result of traumatic experiences and disordered caregiver-child relationship
		Traumas mostly physical/sexual abuse in childhood
	Therapists ask to fill memory gaps after telling them their symptoms are based on childhood trauma
		False memories?
		Memory is fallible, can be inaccurate or made up
		Remembering is an active process and involves reconstruction
	Controlled clinical trials provide limited evidence regarding relationship between DID and abuse
		Descriptions of abuse are not objectively documented
		Definition of abuse can be quite variable depending on study and researcher
	Trauma exposure plays a 4.4% factor in 1 study, emotional abuse the same, maybe a little larger
		General environment factors like relationship of parent and child play much bigger roles
Iatrogenic disease – one inadvertently caused by physicians, diagnostic procedure, or medical/surgical treatment (e.g. therapists who believe in posttraumatic model of DID believe alters are compartmentalized and alters appear after several requests by therapist)
Sociocultural model – postulates that DID is an iatrogenic disorder that develops using cues from media and therapists as well as observation of others who have enacted it

Ethics and Responsibility
	No clear link between abuse and DID
	One thing all mental health professionals agrees on:
Memories of childhood abuse that were always present are almost always authentic, as are those that are spontaneously remembered outside of a therapeutic setting

Treatment
	Dissociative amnesia resolves with no treatment
	No pharmacological trials for DID and derelaization disorders
		Anti-depressants may help (unclear whether they treat the disorder or the anxiety/depression
		Same conclusion about CBT approach

Malingering
	Diagnosing psych disorder is based mostly on self-report, so how to determine whether one is faking?
	Symptom validity tests (svt) – measure cognitive ability and not symptomatology
		People faking ADHD did much worse than those that actually had it
		
Chapter 6 Bipolar and Depressive Disorders

Bipolar and depressive disorders – syndromes whose predominant feature is a disturbance in mood
	depression – abnormally low mood
	mania – abnormally high mood
2 categories
1. Bipolar and related disorders
Bipolar I, Bipolar II, and cyclothymic disorders (all characterized by both high and low moods)
2. Depressive disorders
Disruptive mood dysregulation disorder, major depressive disorder, persistent depressive disorder (dysthymia), and premenstrual dysphoric disorder (all are low mood only)

BIPOLAR AND RELATED DISORDERS
Bipolar Disorder
	 The difference between mania and elated mood?
		Elation – excitement and good feelings naturally match a happy or enjoyable experience
Mania – high mood that’s clearly excessive, often accompanied by inappropriate and potentially dangerous behaviour, irritability, pressured or rapid speech, and a false sense of well-being
	Mania isn’t its own disorder because it doesn’t occur without depressive episodes
Person suffers from bipolar disorder when both episodic depressed mood and episodic mania are present
	Dramatic shifts in mood, energy, and ability to function
	Long-term episodic illness in which mood shifts between the two emotional ‘poles’
Bipolar I – full-blown mania alternates with episodes of major depression
Bipolar II – hypomania alternates with episodes of major depression
	Hypomania – mood elevation that is clearly abnormal but not as extremely elevated as mania
Overly talkative, excitable, or irritable but no impulsive acts or gross lapses of judgement like in mania
‘mild mania’ last at least 4 days
		defined as having at least 1 hypomanic episode as well as at least 1 depressive episode
		more common than Bipolar I
		hard to diagnose since hypomania is likely to be associated with high productivity/creativity
	DSM5 Criteria of manic episodes, hypomanic episodes, major depressive episodes, bipolar I and II
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Frequency and length of mood elevations vary considerably across individuals and even the same individual – out of the blue and not necessarily in response to environmental events
	People with rapid cycling bipolar disorder have 4+ severe mood disturbances in a year
Even less common is an extremely rapid cycling pattern in which multiple shifts of manic and depressed mood occur within a single day
	Mixed state – mania and depression at the same time
	Requires long-term maintenance treatment
		Some, despite treatment, having chronic unremitting symptoms
Cyclothymic disorder – fluctuations between hypomanic and depressive symptoms, although either aren’t as severe as mania or major depression – stays for at least 2 years and cyclical routine causes impairment


Epidemiology
	1-3% of people in North America in their lifetimes
	average age of onset (first manic or depressive episode) is 18 years
	lifetime prevalence of bipolar I (0.9%) higher than bipolar II (0.6%) in Canada
	prevalence highest in adolescents and young adults (3% of 15-24 year olds with diagnosis)

Sex, Age, Race, and Ethnicity
	Equally prevalent in both genders
	Large cross-national differences in the prevalence of bipolar disorder
Unsure if it’s because of race and ethnicity or assessment method and culture regarding mental health

Developmental Factors in Bipolar Disorder
In children, mania may be chronic rather than episodic, may cycle rapidly, or may appear as a mixed state
	More likely to display irritability and temper tantrums rather than a euphoric high
	Makes it hard to distinguish from ADHD, schizophrenia, conduct disorder, and others
Accurate diagnosis is critical – onset of bipolar disorder in childhood/early adolescence may be more severe of a disorder compared to bipolar disorder in adulthood
People over age of 60 – might develop bipolar disorder alongside medical illness
	Can experience manic symptoms If in earlier years had some elements of mania

Comorbidity
	Considerable medical and psychological comorbidity risk – birectional as well
		Comorbid conditions may increase risk of developing bipolar disorder
People with bipolar at higher risk for thyroid disease, migraine headaches, heart disease, diabetes, and obesity
Another common comorbid condition is substance abuse (could go either way or maybe a third common trait like impulsivity contributes to both)
	Other comorbid conditions include anxiety disorders, eating disorders, and ADHD

DEPRESSIVE DISORDERS
Major Depressive Disorder
Persistent sad or low mood that’s severe enough to impair a person’s interest in or ability to engage in normally enjoyable activities
Depressed mood is central to major depressive order for adults – for children, may take form of irritability and hostility
Can be extremely debilitating because of other psychological, emotional, social, or physical problems that accompany the persistent depressed mood
May feel extremely worthless or very guilty – at risk for harming oneself
Possible physical disruption of sleep, appetite, and sexual drive
	However 40% of people with major depressive disorder actually sleep and eat more than usual
		Referred as atypical depression
Changes in sleep and appetite can lead to major problems with attention and can increase already high sense of inadequacy and inclination to withdraw from the world
Episodic illness – some may have 1 episode (single episode) but others suffer from more than 1 (recurrent)


Persistent Depressive Disorder (Dysthymia)
	Chronic state of depression – same symptoms as major depression but less severe
In major depressive disorder between episodes person goes back to euthymia (normal mood) but in persistent depressive disorder  is a consistently depressed mood
Lasts 2+ years – individual is never without symptoms for more than 2 months
Double depression – when you have both major depressive disorder and persistent depressive disorder
Usually undiagnosed until person has major depressive episode

Disruptive Mood Dysregulation Disorder (DMDD)
	New disorder, first appearance in DSM5, and is very controversial
Children age 6-18 years who have ‘severe recurrent temper outburst that are grossly out of proportion in intensity or duration to the situation’
[bookmark: _GoBack]Proponents say it’s useful to slow rate of childhood bipolar diagnoses [which was being overdiagnosed]
Critics say this diagnosis already fits other diagnostic criteria (conduct disorder, oppositional defiant disorder)
	Harsher criticism says its turning temper tantrums into a mental illness


