CHAPTER 13 PERSONALITY DISORDERS

Personality disorders
· coded in axis II of DSM
· long standing inflexible patterns of behavior
· impair social and occupational functioning


· Inter rater reliability is fairly high for all personality disorders
· Test re test reliability varies more – antisocial has the highest (.84) – symptoms are stable over time and they are more likely to receive same diagnosis when evaluated later
· Cluster B disorders – have greatest stability over time
· Acute symptoms are likely to decrease over time, symptoms reflecting negative affect are quite stable
· In addition to low level of test retest reliability – it is often difficult to diagnose a single personality disorder because many exhibit a wide variety of traits from a lot of disorders 
· 55% of patients with borderline also met criteria for schizotypal; 47% met criteria for antisocial; 57% met criteria for histrionic
· Categorical vs. dimensional approaches 

Assessing personality disorders
· Many disorders are egosyntonic: person with personality disorder is typically unaware that a problem exists and may not be experiencing personal distress – lack insight into their own personality
· People who interact with them feel great deal of discomfort and upset
· Assessment and diagnosis is enhanced when significant others become informants 
· Substantial amount are diagnosed as having PDNOS – do not fit into diagnostic categories
· PDNOS is third most prevalent type of PD – ranging from 8-13% in clinical samples 
· Clinical interviews are preferable – but researchers often rely on use of self report measures – MMPI 2
· PSY-5 – framework of MMPI 2 used to assess five dimensional personality constructs to reflect psychopathology 
· PSY-5 – assesses negative emotionality/neuroticism, lack of positive emotionality, aggressiveness, lack of constraint, psychoticism 
· MCMI III – most widely used measure of personality disorder symptoms
· 1 in 5 young people met criteria for one or more personality disorders 





Cluster A – odd/eccentric – oddness and avoidance of social contact
· paranoid
· schizoid
· schizotypal
Cluster B – dramatic/erratic/emotional – behaviours are extrapunitive and hostile
· antisocial 
· borderline
· histrionic
· narcissistic 
Cluster C – anxious/fearful 
· avoidant
· dependent
· obsessive-compulsive

· recent evidence suggests a 4th cluster should be added – splitting the obsessive compulsive features into a separate category reflecting themes of obsession and inhibition

Odd/eccentric cluster

Paranoid PD
- suspicious of others
- Expect to be mistreated or exploited by others
- Secretive and always on the lookout for signs of trickery or abuse
- reluctant to confide in others
- can be extremely jealous
- preoccupied with unjustified doubts about trustworthiness or loyalty of others
- hallucinations are not present; full-blown delusions are also not present
- occurs most frequently in men, and co-occurs with schizotypal, borderline and avoidant personality disorders
- best represented as a continuous dimension rather than a discrete category

Schizoid PD
· do not enjoy social relationships and usually have no close friends
· Appear dull, bland, and aloof
· Have no warm tender feelings for others
· Rarely report strong emotions, no interest in sex, and experience few pleasurable activities 
· Loners with solitary interests
· Prevalence is less than 1%
· Slightly more common in men
· Comorbidity is highest among schizotypal, avoidant and paranoid

Schizotypal PD
· concept of this grew out of Danish studies of adopted children of schizophrenic parents
· Some of these children experienced full blown schizophrenia, but an even larger number developed what seemed to be an attenuated form
· Interpersonal difficulties of those with schizoid PD – excessive anxiety does not diminish as they get to know others
· Several additional and more eccentric symptoms occur – identical to those in prodromal and residual phases of schizophrenia
· Cognitive limitations and restrictions 
· May have odd beliefs or magical thinking and recurrent illusions 
· In speech – may use words in unusual and unclear fashion
· Behaviour and appearance may be eccentric – may talk to themselves 
· Ideas of reference, suspiciousness and paranoid ideation
· Constricted and flat affect
· Paranoid ideation, ideas of reference and illusions were sumptoms most relevant to making a diagnosis
· Prevalence is about 3%
· Slightly more frequent among men
· High comorbidity with other disorders – hard to diagnose
· 33% also met criteria for borderline, and 59% also met criteria for paranoid and avoidant
· comorbidity between axis I and II is higher in this PD than others

Etiology of Odd/eccentric cluster
· Idea that these disorders are genetically linked to schizophrenia
· Paranoid PD – higher than average rates of schizophrenia or delusional disorder in relatives
· Relatives of people with schizophrenia are at a higher risk  for this disorder
· Genetic factors play a role, but recent study showed heritabilites of PD to be between 20 and 41%
· Lowest heritability rate was found for schizotypal, and highest for antisocial
· No unique factors distinguishing between clusters
· Some evidence that personalities in odd/eccentric cluster are related to schizophrenia – schizotypal is associated with large ventricles and less temporal lobe grey matter
· Schizotypal was linked with history of PTSD and childhood maltreatment

Cluster B – Dramatic/erratic cluster

Borderline PD
· impulsivity and instability in relationships, mood, and self image
· attitudes toward other people may vary considerably over short periods of time
· Emotions are erratic and shift abruptly
· Argumentative, irritable, sarcastic, quick to take offense, and very hard to live with
· Unpredictable and impulsive behavior of these individuals may include gambling, spending, sexual activity, eating sprees – self damaging 
· Have no developed a clear and coherent sense of self 
· Remain uncertain about career choices, values, loyalties etc
· Cannot bear to be alone, have abandonment issues, demand attention
· Chronic feelings of emptiness and depression – often attempt suicide and engage in self-mutilating behavior
· 1/10 borderline PD commit suicide
· most BPD who kill themselves are female and most occur after multiple attempts
· typically begins in early adulthood
· Prevalence is 1-2%
· More common in women 
· Likely to have an axis I mood disorder
· Their parents are likely to have mood disorders and other forms of psychopathology
· Comorbidity found with substance abuse, PTSD, eating disorders and personality disorders from cluster A
· Most clients recover over time
· Gradual improvement over time – only 7.8% met criteria for BPD after 27 years
· Mortality rate was high
· Overall level of functioning still remains relatively poor

Etiology of BPD
Object-relations theory
· The way children incorporate the values and images of important people, such as their parents
· Focus is on the manner in which children identify with people to whom they have strong emotional attachments
· Introjected people become part of a person’s ego, but they can come into conflict with the wishes, goals and ideals of the developing adult
· People react to their world through the perspectives of people from their past – primarily parents or caregivers 
· Kernberg – proposed that adverse childhood experiences cause children to develop insecure egos
Biological factors
· runs in families – suggests a biological component
· also linked with neuroticism which is a heritable trait 
· Poor functioning of the frontal lobes – may play a role in impulsive behavior 
· Consistent with the idea that low levels of serotonin are associated with impulsivity – levels of anger decreased when administered a drug to increase serotonin
Linehan’s diathesis-stress theory
· BPD develops when people with a biological diathesis for having difficulty controlling their emotions are raised in a family environment that is invalidating
· Invalidating environment – person’s wants and feelings are discounted and disrespected and efforts to communicate one’s feelings are disregarded or even punished
· Extreme form of invalidation – abuse; sexual and nonsexual

Histrionic PD
· overly dramatic and attention-seeking
· Often use features of their physical appearance to draw attention to themselves
· Thought to be emotionally shallow
· Self-centred, overly concerned with attractiveness, and uncomfortable when not the center of attention
· Sexually provocative and seductive and are easily influenced by others
· Speech is often impressionistic and lacking in detail – strong opinion with no supporting info
· Prevalence is 2-3%
· More common among women
· Higher among separated or divorced people
· Associated with high rates of depression and poor physical health

Etiology of Histrionic
· little research
· psychoanalytic theory dominates – proposes emotionalty and seductiveness were encouraged by parental seductiveness – especially father to daughter
· Thought to be raised in environment where sex was talked about as something dirty but behaved as if it was exciting and desirable
· Upbringing may explain preoccupation with sex
· Centre of attention seen as defense mechanism to protect themselves from true feelings of low self esteem

Narcissistic PD
· grandiose sense of self worth
· preoccupied with fantasies of great success
· saying they are self centered is an understatement
· Require constant attention and excessive admiration and believe only high-status people can understand them
· Interpersonal relationships are disturbed by their lack of empathy, feelings of envy, arrogance, and their tendency to take advantage of others
· Relationships are problematic because of their feelings of entitlement

Etiology
· rooted in modern psychoanalytic writings
· Very sensitive to criticism and deeply fearful of failure
· Relationships are few and shallow
· Self-psychology books – failure to develop healthy self esteem occurs when parents do not respond with approval to their children’s displays of competency
· When parents focus on their own needs instead of that of the child – result may be NPD

Antisocial PD
· conduct disorder is present before the age of 15 – 60% of children with conduct disorder develop AsPD
· pattern of antisocial behavior continues into adulthood
· Irresponsible and antisocial behavior – breaking laws, being irritable and physically aggressive, defaulting on debts, being reckless
· Impulsive, fail to plan ahead
· 3% of adult men and 1% of women in the US 
· study on Edmonton found 3%
· rates are much higher among younger than older and among people of low socio economic status
· comorbid with number of other diagnoses – most commonly substance abuse
· 90% of those with AsPD had at least one other lifetime diagnosis

Characteristics of psychopathy
· lie compulsively and act without any concern or regard for social conventions or the well-being of other people 
· legal problems quite common
· Cleckley – wrote The Mask of Sanity – formulated set of criteria for recognizing the disorder
· Refers less to antisocial behavior and more to individual’s thoughts and feelings
· One of key components is poverty to emotions – both positive and negative
· Feel no shame, and even their positive feelings towards others are an act
· Superficially charming and manipulative towards others for personal gain
· Exploit others even if it involves use of violence and aggression
· Lack of anxiety – impossible to learn from mistakes; lack of positive emotions – behave irresponsibly and cruelly towards others
· Antisocial behavior is performed impulsively 
· Use PCL-R – developed by Hare and associates 

Controversies with AsPD and Psychopathy
· almost all psychopaths are diagnosed as AsPD but many people diagnosed with AsPD do not meet requirement for psychopathy
· 80% convicted felons meet criteria for APD, only 15-25% of convicted felons meet requirement for psychopathy
· someone with AsPD may not have the lack of remorse required for psychopathy


Etiology of AsPD and Psychopathy
Childhood roots of psychopathy
· believed to have roots in childhood and adolescence
· high PCL-R scores are associated with a lack of behavioural inhibition
· PCL-YV – developed for 12-18 year olds and relies of reports from informants
· Psychopathic children are similar to psychopathic adults – impulsive and severely delinguent 
· Interpersonal and behavioural factors have the greatest stability
Role of the family
· lack of affection and severe parental rejection were primary causes
· other studies have related it to parents physical abuse, inconsistencies in discipline and failure to teach responsibility towards others
· fathers of psychopaths are likely to be antisocial in their behavior
· Risky to trust self reports of psychopaths because lying is a key feature
· Two things must be noted – the harsh or inconsistent discipline of parents could be due to the child’s behavior and not be causing it, and many individuals who come from disturbed backgrounds do not become psychopaths
Genetic correlates of AsPD
· criminality and APD have genetic components
· Twin studies show higher for MZ than DZ for APD
· Adoption studies show higher than normal prevalence of antisocial behavior in adopted children of biological parents who had APD and substance abuse
· Environment plays substantial role
· Variance in dimensions of psychopathy was attributable to genetic factors and not shared environmental factors
· Genetic factors implicated in impulsivity and callousness but not to manipulate others
Emotion and Psychopathy
· chronic law breakers – unable to avoid negative consequences of social misbehavior
· Seem immune to anxiety or pangs of conscience – difficulty curbing impulses
· Have few inhibitions about committing antisocial acts because they don’t feel anxiety
· Studies of autonomic NS – psychopaths respond less anxiously to fear-eliciting stimuli – have lower than normal levels of skin conductance in resting conditions and their skin conductance is less reactive when confronted with intense or averse stimuli or when they anticipate it
· Heart rate of psychopaths – normal in resting, but when anticipating stressful stimuli their hearts beat faster than those of normal people
· These show they cannot be simply regarded as under aroused – increased heart rate of psychopaths show they are tuning out the stimulus – skin conductance is lower because they are effective in ignoring it
· Punishment does not arouse emotions in psychopaths therefore it will not stop antisocial behavior
· Psychopaths less responsive than normal people in skin conductance when confronted with people in distress – show less empathy for people in distress
Response modulation, impulsivity and psychopathy
· antisocial violent acts associated with decreased prefrontal activity and increased subcortical activity in the brain
· amygdala dysfunction in psychopathy – emotional regulation
· anxiety is not a deterrent for their antisocial behavior – callous treatment of others may be linked to lack of empathy

Cluster C - Anxious/fearful Cluster

Avoidant Personality Disorder
· fearful in social situations
· Sensitive to criticism, rejection or disproval from others, and are reluctant to enter relationships in less they are sure they will be liked
· Avoid employment that involves social interaction
· Restrained in social situations because of a fear of being ridiculed
· Believe they are incompetent and inferior to others – reluctant to try new tasks or activities
· Engage in other forms of avoidance, not just social
· Avoidant PD and generalized social phobia are highly comorbid – 40% of those with avoidant PD also had this
· Also highly comorbid with dependent PD
· Only symptom that reliably differentiated between the two is that avoidant PD person has great difficulty approaching and initiating social relationships
· Also comorbid with depression
· May be a more severe diagnosis of generalized social phobia

Dependent PD
· lack of both self confidence and a sense of autonomy
· people with DPD view themselves as weak and other people as powerful
· intense need to be taken care of
· Uncomfortable when alone – may be preoccupied with fears of being left alone to take care of themselves
· When close relationship ends, urgently seek another one
· Do whatever is necessary to maintain relationship – could involved being differential and passive
· Perhaps most culture-laden diagnostic category – individualism of North America makes this into a disorder

Obsessive-compulsive PD
· perfectionist
· Preoccupied with details, rules, schedules
· Often pay so much attention to detail that they cannot finish things
· Work orientated rather than pleasure orientated
· Have difficulty making decisions and allocating time
· Interpersonal relationships often poor because they are stubborn and demand everything be their way
· Generally serious, rigid, formal and inflexible, especially regarding moral issues
· Unable to discard objects
· Dysfunctional attention to work is found more often in men than women
· Oc PD does not include the obsessions or compulsions associated with OCD
· Relationship between the two does not seem to be very strong – found in no more than 20% of people with OCD
· OCPD is most highly comorbid with avoidant personality disorder
· Prevalence of 1%

Etiology of anxious/fearful cluster
· focused on parent child relationships
· dependent personality disorder – results from overprotective and authoritarian parenting style that prevent feelings of self-efficacy 
· Dependent PD could also be due to attachment problems – anxious attachment style
· Avoidant PD may reflect influence of an environment in which child is taught to fear people and situations that most of us view as harmless
· Freud viewed OCPD traits as being stuck at anal stage – more modern psychoanalysts emphasize a fear of loss of control that is handled by overcompensation


CHAPTER 16: AGING AND PSYCHOLOGICAL DISORDERS

Subjective age bias – presence of negative stereotypes of aging make people report that they feel younger than they actually are
· younger subjective age is linked with greater life satisfaction

Ageism – discrimination against any person, young or old, based on chronological age
· ignores diversity among people and employs stereotypes

“old” – usually defined as someone over 65
· young-old – 65-74
· old-old – 75-84
· oldest-old – 85+
· in 1998 – 12.3 (3.7 million) population over 65
· in 2041 – expected to jump to 10 million 
· in 2015, number of senior citizens in Canada will outnumber children
· it is expected in year 2050 – 21% of world’s population will be over 60, 1 in 5 



Issues concepts and methods in study of older adults

Diversity in older adults
· people tend to be less alike as they grow older

Age, cohort, and time-of-measurement effects
· age effects – consequences of being given a chronological age
· cohort effects – consequences of having been born in a given year and having grown up in a particular time period with its own unique pressures, problems, challenges and opportunities
· time of measurement effects – confounds that arise because events at an exact point in time can have a specific effect on a variable being studied over time
· two major research designs to assess developmental change:
· cross-sectional studies – different age groups at the same moment in time on the variable of interest
· longitudinal studies – selects one cohort and periodically retests it using the same measure over a number of years – allows to trace individual patterns of consistency or change over time
· selective mortality – problem with longitudinal – participants often drop out of studies

Diagnosing and assessing psychopathology later in life
· existing criteria for DSM is basically same for young and old
· often assess cognitive functioning in older adults – MMSE – brief measure of individual’s cognitive state
· need to develop short and reliable measures because of older people’s diminishing attention spans
· has to be tailored to concerns and symptoms of older adults
· Geriatric depression scale – true/false report measure – measure of suicide ideation created for elderly

Range of problems
· elderly people with a mental disorder may suffer from “double jeopardy” – suffer from the stigmas associated with being older and being mentally ill

Old age and brain disorders

Dementia
· gradual deterioration of intellectual abilities to the point that social and occupational functions are impaired
· memory problems – most prominent symptom – hard time remembering recent events
· hygiene may be poor
· get lost, even in familiar settings
· loss of planning and judgment – difficulty comprehending situations and making plans or decisions
· lose control of impulses – may use coarse language
· disturbances in emotion
· likely to show language disturbances as well – vague patterns of speech
· motor system is intact but may have trouble carrying out motor activities
· episodes of delirium may occur – mental confusion
· not the same as paraphrenia – schizophrenia that has onset during old age
· course of dementia – may be progressive, static or remitting depending on the cause
· progressive – become withdrawn and apathetic
· in terminal phases – personality loses sparkle – dull
· social involvement keeps narrowing – eventually oblivious to surroundings
· prevalence
· increases with advancing age
· 5.0% for age 71-79
· 37.4% for age 90+

Causes of dementia
· typically classified into 3 types – Alzheimer’s (most common), frontal-temporal, and frontal-subcortical (defined by areas of brain most affected)

Alzheimer’s Disease
· accounts for about 50% of dementia in older people
· about 1 in 13 Canadians over age 65 has Alzheimer’s
· looming worldwide epidemic – 26.6 million people
· estimate that it will be 106 million in 2050
· modify environment by promoting mental and physical exercise could decrease this by 10%
· brain tissue deteriorates irreversibly – death usually occurs 10-15 years after onset of symptoms
· women live longer than men, but more women than men die as a result of the disease
· 10th leading cause of death in women in Canada, 15th for men
· may first start as difficulty in concentration and memory for newly learned material – may appear absent-minded and irritable
· well before onset of clinical symptoms – subtle deficits in learning and memory
· as it develops – person blames others for personal failings, memory continues to deteriorate, person becomes increasingly disorientated and agitated, unaware of extent of memory decline
· atrophy of cerebral cortex – hippocampus and frontal temporal and parietal lobes, ventricles become enlarged
· amyloid plaques – scattered throughout cortex
· neurofibrillary tangles – abnormal protein filaments – accumulate within cell bodies of neurons
· plaques and tangles are present throughout cerebral cortex and hippocampus
· volume loss in the hippocampus – early stages
· cerebellum, spinal cord, and motor and sensory areas of cortex seem to be less affected – which is why seem to have nothing wrong with them physically until late in disease
· 25% of patients also have brain deterioration similar to Parkinson’s – neurons lost in nigrostriatal pathway – loss of dopamine
· strong evidence for genetic basis 
· risk increased in first-degree relatives of afflicted individuals
· higher for MZ than DZ
· children of 2 parents with Alzheimer’s – 54% chance, this is 1.5 times the risk for children with 1 parent and 5 times level of children who neither parent has it
· late onset – exhibit particular form of a gene on chromosome 19 – E 4 allele
· having one of these alleles – 50% increase in chance
· 2 alleles – 90%
· environment likely to play a role  - but main finding is still that heritability is very high 79%
· life events may play role – history of head injury
· environmental factors may be protective – aspirin and nicotine seem to reduce the risk
· cognitive reserve hypothesis – notion that high education levels delay the clinical expression of dementia because brain develops backup or reserve neuron structures as a form of neuroplasticity – cognitive complexity
· related protective factor – bilingual – working memory

Stages of Alzheimer’s disease
· Stage 1 – mild 2-4 years
· Minor memory loss and difficult organizing, planning, slower to learn
· Mood swings, anger frustration
· Preference for familiar, gradual social withdrawal
· May begin to affect performance of routine tasks
· Stage 2 – moderate 2-10 years
· Clearly becoming disabled, needs assistance with difficult activities, can wander and get lost
· Forget recent events and personal history, confusing past memories with present
· Language problems – speech, understanding, reading, writing
· Depressed, irritable, apathetic, withdrawn as they become aware
· Stage 3 – severe 1-3 years
· Constant care typically necessary
· Loss of ability for basic functioning, such as feeding self, speaking, recognizing people
· Further memory deterioration
· Frequent sleeping, grunting, moaning
· Vulnerability to other illnesses

Frontal-temporal dementias
· accounts for 10-15% of cases
· typically begins in person’s late 50’s
· marked by extreme behavioural and personality changes
· can be very apathetic and unresponsive to environment
· or show opposite pattern of euphoria – overactivity and impulsivity
· not closely linked to cholinergic neurons as Alzheimer’s is
· serotonin neurons most affected – widespread loss of neurons in frontal and temporal lobes 
· Pick’s disease – neurons are lost, characterized by pick bodies - one cause of frontal-temporal dementia
· Strong genetic component

Frontal-subcortical dementias
· affect subcortical brain areas – involved in control of motor movements – both cognition and motor activity affected
· types of frontal-subcortical dementias:
· Huntington’s chorea – caused by single dominant gene located on chromosome 4
· Major behavioural feature – presence of writhing movements
· Parkinson’s disease – marked by muscle tremors, muscular rigidity, and akinesia – inability to initiate movement
· Can lead to dementia
· Vascular dementia – second most common type after Alzheimer’s
· Diagnosed when patient with dementia has neurological signs such as weakness in arm or abnormal reflexes 
· Most commonly – patient has series of strokes in which a clot formed impairing circulation and causing cell death
· Genetic factors are of no importance – increases with same risk factors associated with cardiovascular disease – ex. High level of bad cholesterol

Other causes of dementia
· number of infectious diseases
· encephalitis – inflammation of brain tissue caused by viruses that enter the brain either form other parts of the body or from bites of bugs
· meningitis – inflammation of membranes covering outer brain, usually caused by bacterial infection
· organism that produces disease syphilis – can invade brain and cause dementia
· head traumas, brain tumours, nutritional deficiencies (b-complex vitamins), kidney or liver failure, endocrine-gland problems such as hyperthyroidism
· exposure to toxins (lead, mercury), chronic use of drugs, alcohol

Treatment of Alzheimer’s
· it involves death of brain cells that secrete acetylcholine – studies try to increase levels of this neurotransmitter
· choline and physositgmine (prevents breakdown) – disappointing
· tacrine (Cognex) –inhibits enzyme that breaks down acetylcholine produces mild improvement or slows cognitive decline but cannot be used in high doses as it has severe side effects such as toxic to the liver
· Donepezil (Aricept) – similar to tacrine and produces less side effects
· For every 1 person institutionalized, there are 2 individuals with dementia living in the community with loved ones – depression is twice as evident among caregivers as non caregivers 
· More than 3000 in Canada live alone with dementia – rates of death do not seem to be higher but at more risk for injury

Delirium
· term implies being off track or deviating from the usual state
· clouded state of consciousness
· trouble concentrating and focusing attention; cannot maintain stream of thought
· frequently restless especially at night
· sleep-waking cycle is disturbed – drowsy during the day and awake at night
· may not be able to engage in conversation because of wandering attention and fragmented thinking
· bewildered and confused
· daily fluctuations in memory, attention, confusion – memory impairments for recent events are common, but they have lucid intervals in which they become alert and coherent – distinguishes them from Alzheimer’s 
· perceptual disturbances are frequent – illusions and hallucinations are common but not always present 
· paranoid delusions noted in 40-70% of delirious older adults
· swings in activity and mood – great emotional turmoil and shift rapidly from one emotion to the next
· physiological distress – fever, flushed face, dilated pupils, tremors, rapid heart beat, elevated blood pressure, incontinence 
· one of most frequent biological mental disorders in older adults but is neglected and often misdiagnosed or not detected 
· long term institutional care often seen as only option – emergency departments in Canada – prevalence could be as high as 9.6%
· uncommon among people living in place of residence – 0.5%
· associated with low survival rate – significant risk factor for development of dementia and dying early

Causes of delirium
· drug intoxications and drug-withdrawal reactions
· metabolic and nutritional imbalances
· infections and fevers
· neurological disorders
· stress in change of surroundings
· may also occur following surgery – particularly hip surgery
· following head trauma or seizures
· common physical illnesses that can cause delirium – congestive heart failure, kidney or liver failure, pneumonia, UTI, cancer, malnutrition, strokes
· most frequent cause in this age group is intoxication with prescription drugs
· usually has more than one cause 
· top 5 correlates – dementia, being on medication, medical illness, age, male gender
· usually develops swiftly – but exact mode of onset depends on underlying cause

Old age and psychological disorders

Overall prevalence of mental disorders in late life
· current prevalence data indicate persons above age 65 have lowest overall rate of mental disorder of all groups when various disorders grouped together
· majority of people 65+ are free from serious psychopathology but 10-20% do have psychological problems severe enough to warrant professional attention

Depression
· major depression among 65+ is less prevalent relative to younger people
· only found among the 8 developed countries in this study and no age difference found in developing countries
· still do have depression – 2.6% had major depression and 5% had minor
· greater prevalence for depression was associated with female gender, presence of dementia, and presence of physical health problems
· at least half of depressed older adults are experiencing depression for first time – late onset depression
· women have more periods of depression than men for most of their lives

Characteristics of depression in older vs younger adults
· worry, feelings of uselessness, sadness, pessimism, fatigue, inability to sleep, difficulty doing things – common in both
· some age-related differences – older adults:
· feelings of guilt less common
· somatic complaints more common 
· DSM IV may lead to underdiagnosis of depression in older adults
· Less likely to demonstrate impaired social and occupational functioning as a result of depression as they are less likely to be working
· Depletion syndrome – subtype of depression found more commonly in older adults – depression without sadness; characterized by loss of pleasure, vitality, appetite, as well as hopelessness and somatic symptoms; self-blame and guilt are absent

Causes of depression in older adults
· many elderly people in poor physical health are depressed
· oversight of depression can lead to worsening of depression and the medical condition
· bereavement for loss of loved one – most important risk factor for depression in older adults
· depends on nature of loss and timing – effect in being forewarned – women with ill husbands anticipate the loss and may become depressed prior to spouse’s death
· people who were optimistic and had found meaning in their lives – existentialist factors quite important – better psychological adjustments
· importance of social support as stress buffer
· adaption rather than depression is the more common reaction to stress later in life

Treatment of depression
· poor prognosis and undertreated in elderly people – course of depression – 33% recovered, 33% still depressed and 21% died
· major depression superimposed on dysthymic disorder – double depression – especially persistent 
· low remission rate – due to lack of treatment intervention
· Gallagher and Thompson – compared cognitive, behavioural and psychodynamic psychotherapy approaches and found all three to be equally effective in older adults
· About ¾ of clients judged either completely cured or significantly improved
· These rates compare favourable with outcomes of psychotherapy on young people with depression
· Quality of alliance between patient and therapist is key factor in determining whether there is a positive treatment response 
· Older adults are less likely than younger adults to improved without treatment
· Cognitive therapy – respond well
· Less positive response if they had more severe levels of depression to begin with; also negative self-views
· Study compared cognitive therapy and bibliotherapy (self-help books)
· Both superior to delayed treatment
· Interpersonal psychotherapy IPT
· Short term psychotherapy that addresses themes such as role loss, role transition and interpersonal disputes, problem areas prominent in the lives of many older adults
· Superior to CBT for treating depression in adults in general
· Particularly effective if it focused on role conflict and less effective if focused on abnormal grief experiences
· Reminiscence therapy
· Life review therapy
· Cognitive process that requires individuals to reflect on previous negative life events and address any remaining conflicts
· Strive to find life’s meaning
· Re-examine the role of the self in attempt to achieve a sense of self-acceptance
· Proposed by Butler as approach uniquely suitable for older adults – reflects influence of Erikson’s developmental theory – conflict and growth well into senior years
· Helps person address conflict between ego integrity (finding meaning in the way one has led their life) and despair (reflects discouragement that comes from unreached goals and unmet desires)
· Includes having patient bring in old photos, travel to childhood home, write autobiography
· Has statistical and clinical significance in reducing depression of elderly
· Useful; not necessarily better than other forms of treatment
· Watt and Cappeliez – type of reminiscence therapy determines effectiveness
· Effective if takes form of integrative or instrumental 
· Integrative – non judgmental way of looking back that considers realistic causes of life events beyond the self
· Instrumental – remembering past coping experiences, such as plans, goal-directed activities and recalling when goals were met
· Antidepressants
· Highly effective; 70% of depressed elderly did not experience recurrence of depressions
· ECT 
· Back in favour among geriatric psychiatrists
· Carries risks – only be considered when other therapies not effective, or when rapid response is needed

Anxiety disorders
· more prevalent than depression among elderly
· 7% age 65+
· risk factors – female, medical conditions, not married, lower levels of education, adverse childhood experiences, elevated neuroticism
· anxiety among people with dementia – poorer quality of life
· GAD – worry about health more than work, then relations with others
· Most prevalent are GAD and agoraphobia
· PTSD in 0.9%, subthreshold PTSD in 13% - strongest predictors were neuroticism and adverse events in childhood
· Traumatic stressors similar to younger people
· Respond similarly to treatments
· CBT – relaxation training, cognitive therapy, and exposure-based procedures
· Useful for older adults because time-limited, symptom focused

Substance-related disorders
· predicted as successive cohorts enter old age, prevalence of substance abuse and dependence in older adults will continue to rise
· may be more common than initially thought – 8.9% had definite alcohol abuse, men higher than women
· cross-nation differences – 10.8% US elderly men drank more drinks per day than recommended; 28.6% English men
· binge drinking among men linked to being separated, divorced, widowed
· many late-onset alcoholism
· tolerance for alcohol diminishes with age – higher blood alcohol concentration; also metabolize alcohol slower
· causes greater changes
· misuse of prescription drugs is more of a problem
· consume about 1/3 of all prescribed medications despite being 13% of population
· may abuse sleep aids, antidepressants – create physical as well as psychological dependency

Sleep disorders
· insomnia – 25% of 65-79
· more frequent in elderly
· most common – waking at night, frequent early morning awakenings, difficulty falling asleep, daytime drowsiness
· spend less time in REM sleep and stage 4 (deepest sleep) is absent, spend more time in light sleep (stage 1)
· causes of sleep disorders
· depressed mood – not all
· sleep apnea – respiratory disorder in which breathing ceases repeatedly for a period of a few seconds to as long as 2 mins as person sleeps; seriously disrupts sleep
· treatment – prescription drugs; worrying less about sleeping – relaxation training 

Suicide
· high; perhaps three times greater than the rate for younger people
· older white men in US greater than any other group – peak ages are 80-84
· Canada – remain fairly constant among age ranges
· Less likely to communicate intentions to commit suicide than young people and often make fewer attempts; tend to use lethal methods and more often result in successful suicide
· They are more planned and less impulsive among old people

Elder Abuse
· nursing homes – receive inadequate care 
· US – nursing assistants often inadequately trained and they have most contact 
· Elder abuse in Canada:
· Definitions and types of abuse:
· Elder abuse – single or repeated act, or lack of appropriate action, occurring within any relationship where there is an expectation of trust with causes harm or distress to an older person
· Can be emotional, physical, sexual, financial, or just reflect intentional neglect
· Experience more serious physical health problems and have shorter life expectancies
· Prevalence in Canada
· 4% but rarely reported so that is likely underestimation
· found in 16% in Montreal – most common being financial and neglect
· estimated between 7-10% of seniors in Canada experience some form of abuse
· indications of poor physical care – often clues that abuse is occurring; alcohol abuse by the abuser in 15% of cases
· stressed caregiver hypothesis – by product of overworked burdened caregivers
· learned-violence hypothesis – family member, once the target, can now act revenge on elderly parent
· psychopathology hypothesis – abuse is reflection of pre-existing disorder in abuser 
· integrated theory – aspects of caregiver, aspects of victim, ongoing environmental stressors
· prevention/detection  - various levels of government are taking initiative, role of professional personnel – nurses, social workers, role of physicians, role of community organizations – educate public









CHAPTER 15: CHILDHOOD DISORDERS

Classification of childhood disorders
· classified in DSM IV
· can also be conceptualized by dimensional model – existing on a continuum 
· at one end is under controlled – creates a problem primarily for others (externalized)
· at other end is overcontrolled – creates problem primarily for themselves (internalized)
· early-onset, undercontrol problems such as conduct disorder and autism – consistently found more among boys
· adolescent-onset, overcontrol problems are more found among girls
· controversy between categorical and dimensional categories

DSM-IV disorders of childhood and adolescence
· mental retardation
· learning disorders
· motor skills disorder
· communication disorders
· pervasive developmental disorders
· ADHD
· Conduct disorder (CD)
· Oppositional defiant disorder (ODD)
· Feeding and eating disorders
· Tic disorders – Tourette’s
· Elimination disorders
· Separation anxiety disorder
· Selective mutism 
· Reactive attachment disorder of infancy or early childhood

Disorders of undercontrolled behaviour
· does not behave in an expected or appropriate way in settings for his/her age
· frequently annoyance to teachers, parents, peers and usually gets attention more often than children who are overcontrolled 

ADHD
· developmentally inappropriate levels of inattentiveness and hyperactivity
· difficulties in interactions with peers – peer rejection and social isolation
· careless mistakes, difficulty organizing tasks, easily distracted, forgetful
· behaviour often aggressive and annoying to others
· boys with ADHD had illusionary bias – more positive self evaluations of behaviour
· 15-30% have learning disability


3 subtypes
· combined – most common – high on both inattention and hyperactivity/impulsivity 
· primarily hyperactive-impulsive – little or no inattention
· primarily inattentive – little or no hyperactivity
· children with both are more likely to develop conduct problems and oppositional behaviour, and to have peer difficulties
Comorbidity between ADHD and CD
· hard to distinguish
· hyperactivity more associated with off task behaviours in school
· conduct disorder associated more with acting out in school and elsewhere, being more aggressive, and having antisocial parents
· comorbidity is 50%
· children who have both – serious antisocial behaviour and poor prognosis
Prevalence
· worldwide – 5.2% 
· multiple areas of the world
· 4x more boys than girls – especially among those referred for treatment as they show more aggression and antisocial behaviour
· exhibit excessive activity and temperamental behaviour early in life
· once thought that hyperactivity went away by adolescence
· reduced severity in symptoms, but 65-80% still met criteria in adolescence and adulthood
· far more likely to drop out of high school and develop antisocial behaviour
· most people no longer satisfy full criteria by age 30 or 40 but 50% will still exhibit ongoing psychosocial impairment
· prevalence if adult ADHD is 4.4%
· Adulthood – affective, anxiety, substance abuse, and antisocial disorders common comorbidities
· Generally reach lower socio-economic level and change jobs more frequently
· Family and marital functioning impaired in families with ADHD adult

Biological theories of ADHD
Genetic factors
· highly heritable – 75%
· family environment does not make significant contribution
· no evidence that ADHD and substance abuse are transmitted together as single entity
· exactly what is inherited is not known – but seem to be reduction in volume throughout cerebrum and cerebellum and delays in cortical maturation
· may be due to dopamine deficit; studies suggest dysfunction in dopaminergic and noradrenergic systems are origin of core symptoms
· inhibitory control deficit – cognitive marker of genetic risk shared by parents and children

Environmental toxins
· sugar does not cause ADHD 
· maternal smoking can affect dopaminergic system of developing fetus – lead to behavioural disinhibition and ADHD
Psychological theories
· diathesis-stress theory – suggests hyperactivity develops when predisposition to ADHD is couple with authoritarian upbringing
· may be modeled on behaviour of parents and siblings
· haven’t been supported – more on neurological and genetic factors
· when medication is used, parent’s commands and negative behaviour decrease 
· suggests it is the child’s behaviour that causes the negative behaviour in the parents rather than the reverse
Treatment of ADHD
· stimulant drugs
· Ritalin 
· One perception is that ADHD is overdiagnosed and overtreated
· Rising number now prescribed methylphenidate
· Urban areas have higher rates than rural areas
· Stimulants show short term improvements in concentration, social interactions, etc in 75%; may not improve in long term 
· Has side effects – loss of appetite and sleep problems
· Can cause serious cardiovascular events – including sudden death
· Psychological treatment
· Parent training and operant-conditioning classroom techniques
· Stimulant medication and psychological treatment
· Better outcomes with drug alone then with operant conditioning alone
· Benefit of doing both – don’t need as high of doses and improved social skills
· Referred to as multimodality superiority effect – benefits of combined treatment

Conduct Disorder
· encompasses wide variety of undercontrolled behaviour
· behaviours that violate basic rights of others and major societal norms – nearly all is illegal
· behaviour – aggressive and cruel towards people or animals, damaging property, lying, stealing
· denotes frequency and severity of acts that go beyond common mischief
· marked by callousness, viciousness, and lack of remorse
· one of criteria for antisocial PD



Oppositional Defiant Disorder (ODD)
· diagnosed if child does not reach criteria for CD – especially extreme physical aggressiveness
· exhibits behaviour such as losing temper, arguing with adults, repeatedly refusing to comply with requests from adults, deliberately doing things to annoy others, angry, spiteful, vindictive
· most of them boys – rarely see conflicts with others as their fault

Comorbidity
· comorbidity is the norm with ODD, CD and ADHD
· ODD differs from ADHD in that defiant behaviour is not thought to arise from attentional deficits or impulsiveness; they are more deliberate
· Mothers with depressive disorder are more likely to have child with ODD

CD
· defined by impact of the child’s behaviour on people and surroundings
· even after for controlling for ADHD symptoms, children with CD revealed significant cognitive deficits
· anxiety, depression and substance abuse common among children with CD
· CD boys with anxiety disorder as well are less anti social than those with CD alone
· Fairly common – 8% of boys, 3% girls aged 4-16
· Rates may climb as high as 16% in boys during adolescence 
· Prognosis – majority of highly antisocial adults were antisocial as children; but noted more than half of children with CD did not become antisocial adults
· CD problems in childhood do not inevitably lead to antisocial behaviour in adulthood; but they are predisposing factor

2 different courses of CD
· life-course persistent – beginning conduct problems at age 3 and continuing into adulthood
· adolescence-limited – normal childhoods; engaged in high levels of anti social behaviour during adolescence, and returned to non-problematic lifestyles in adulthood
· DSM recognizes two subtypes
· Child-onset CD – before age 10 – more persistent and more likely to develop into adult antisocial PD
· Adolescent-onset – absence of anything before age 10
· DSM also includes 3 levels of severity – mild, moderate and severe – based on number of conduct problems present 
· Developmental trajectory – changing or stable behavioural patterns that emerge when individuals are studied in longitudional designs
· 6 different in antisocial behaviour – only 11.4 were on the rise for physical aggression
· boys with CD much more likely to persist in antisocial behaviour if they had a parent with ASPD or if they had low verbal intelligence

Etiology of CD
Biological factors
· aggressive behaviour (cruelty to animals, fighting) is clearly heritable whereas other delinquent behaviour (running away, stealing) is not
· conduct problems in children with callous and unemotional traits were under strong genetic influence with little influence of shared environment 
· neuropsychological deficits – poor verbal skills, difficulty with executive functioning, problems with memory
· neurological profiles of children with CD
· reduced p300 brain wave amplitude
· deactivation of anterior cingulated cortex and reduced activation in left amygdala in response to negative stimuli
· reduced right temporal lobe volume
· neurochemical correlates – reduced serotonin and cortisol levels and attenuated ANS functioning 
· emotional dysregulation
Psychological factors
· inadequate, inconsistent and hostile parental discipline coupled with parental adjustment difficulties – contribute to CD behaviour
· hostile/ineffective parenting – sustained effect on physical aggression prior to any behaviour from child
· boy, mother with less education and living in single parent home – contributes to aggression 
· children may imitate aggression that they see from parents – likely to be reinforced so once imitated, they will probably be maintained
· exposure to violent video games – not predictive of youth violence and aggression
· childhood maltreatment – contribute to externalizing difficulties
· associated with physical aggression in boys and relational aggression in girls 
· combination of child abuse and genetic risk factors appear to put children at higher risk for CD and aggressive behaviour
· chaos in family environment 
· cognitive perspective – interpreting ambiguous acts as hostile can create aggressive behaviour in children 
· this is now incorporated into biopsychosocial model of development of CD – sociocultural context factors (neighbourhood, classroom environments) and biological predisposition operate both as distal and proximal factors

Treatment
· some young people with CD, especially those that possess callous-unemotional traits are probably the psychopaths of tomorrow
· incarceration, release and recidivism is typically the path
· interventions for young people generally more effective
· harsh discipline – leads to further delinquency and criminal activity

Autism

· childhood onset schizophrenia is preceded by and comorbid with autism in 30 to 50% of cases
· DSM III introduced term pervasive developmental disorders
· Emphasized that autism involves serious abnormality in the developmental process itself 
· DSM-5 – proposed new name for category – called Autism Spectrum Disorder (ASD) which includes:
· Autistic disorder, Asperger’s syndrome, childhood disintegrative disorder, pervasive developmental disorder not otherwise specified 
· Recommended Rett’s disorder not be in DSM 5 since individuals often have symptoms for only brief period during childhood
· Autism begins in early childhood and can be evident in first months of life
· Prevalence – 0.16% of births – 16/10,000 births
· 6x greater than the prevalence of schizophrenia **p 539
· 4.3 times more boys than girls
· comorbidity is high – depression, anxiety and ADHD being most common

Autism and mental retardation
· approx. 80% autistic children score below 70 on standardized IQ tests 
· usually obtain better scores on skills requiring visual-spatial skills 
· sensorimotor development is area of greatest relative strength

Extreme autistic aloneness
· never joined society to begin with
· early attachment less pronounced
· rarely approach others; look past them
· more likely to engage in repetitive behaviour – twirling block for hours
· few initiate play with other children – usually unresponsive to those who approach them
· make eye contact – but just stare
· become preoccupied with and form strong attachments to inanimate objects or mechanical objects 
· theory of mind deficit – seem to be unable to understand other’s perspectives and emotional reactions; lack empathy 

Communication deficits
· babbling less frequent
· echolalia – child echoes what he or she heard another person say
· pronoun reversal – refer to themselves as they have heard others – “he is here” instead of “I am here”
· neologisms – made up words or words used in unusual ways
· very literal in use of words 
· lack verbal spontaneity, sparse in verbal expression 

Obsessive compulsive and ritualistic acts
· become extremely upset over changes in daily routines and surroundings
· self-stimulatory activities

Prognosis
· 5-17% make relatively good adjustment in adulthood – leading independent lives but some residual problems such as social awkwardness
· half were institutionalized
· better outcomes for children with higher IQ who learn to speak before age 6
· non-mentally retarded, high functioning autistic individuals – most did not need residential care and some even attended college and supported themselves through employment
· prior to acts in Canada and US in 1975 – children with autism were excluded from educational programs in public schools
· outcomes can be enhanced with intensive behavioural intervention
· intellectual functioning and language development
· social functioning
· daily living skills

Etiology of autism
Psychological
· early theorists discounted role of genetics
· believed parents played the crucial role
· Kanner – described parents as cold, insensitive, meticulous, introverted, highly intellectual
Biological basis
Genetic factors
· most heritable psychiatric disorder – higher than those for schizophrenia and bipolar disorder
· linked genetically to broader spectrum of deficits
· non autistic identical twins of autistic individuals show communication deficits as well as severe social deficits
· this is not the case in non identical twins
· fragile X syndrome – 2% of autistic males – link with autism remains controversial
· 7q chromosomal region yields most positive results for evidence that suggests chromosomal abnormalities contribute to autism risk
Neurological factors and environmental risks
· in adolescence, 30% of those who have severe autistic symptoms as children begin having epileptic seizures – sign that neurological dysfunction is involved in the disorder
· variety of structural and functional deficits occur in ASD
· autistic people have large brains than normal people – especially in frontal lobe – perhaps due to late development of this region
· this is unique to autism as other neurodevelopmental disorders show reduced brain volume
· abnormalities in cerebellum – also amygdala and corpus callosum seem to be altered
· abnormalities in brain – contribute to metabolic differences and behavioural phenotype in ASD
· suggest autistic people show less activity in medial frontal cortex and medial temporal cortex when engaged in certain tasks 
· environmental risks possibly play a role – mothers of children with autism reported higher levels of prenatal stressors from 25-28 weeks of gestation
· timing of this is consistent with period of time for brain development that is abnormal in autistic children

Treatment of autism
· many scientifically questionable methods
· facilitated communication, sensory integration therapy, and dolphin-assisted therapy
· treatments try to reduce unusual behaviour and improve social skills
· today – applied behavioural analysis – ABA, or intensive behavioural intervention
Special problems in treating children with autism
· heterogeneity makes it difficult
· have characteristics that make it difficult to treat
· do not adjust well to changes in routine
· isolation may interfere with effective treatment
· hard to motivate them
· overselectivity of attention makes it hard to generalize learning
Behavioural treatment
· Ivar Lovaas – conducted intensive operant program with very young (under 4) autistic individuals
· Therapy encompassed all aspects of children’s lives for more than 40 hours per week over more than 2 years – parents trained extensively so treatment continued all the time
· 19 received this and 40 received less than 10 hours per week
· goal was to mainstream the children – benefit more from being with normal peers rather than remaining by themselves
· results dramatic and encouraging – measured IQ’s were 83 in grade 1 compared to 55 for control group
· follow up study 4 years later – showed they maintained IQ and advances in grade levels 
· ABA or early IBI interventions are effective for children with ASD especially if delivered before age 5
· Some may only be adequately cared for in a hospital or group home with professionals
Drug treatment of children with autism
· no available medications treat the range of ASD symptoms
· current strategy is to employ drugs that target specific symptoms
· ex. Antipsychotic medications such as risperidone commonly used to reduce maladaptive behaviour such as self mutilation and aggression
· many do not respond positively to these drugs and have serious side effects
· olanzapine – showed to be safer alternative but was less effective
· combination of behavioural treatments and medication is superior to medication alone in controlling severe aggression in autistic children
· SSRIS used to treat stereotypic and repetitive behaviours
· Stimulant drugs, Ritalin, used to reduce inattentiveness and hyperactivity
· No drug for improving social impairments or language abilities

Disorders of overcontrolled behaviour
· overcontrolled or internalized behaviour 
· 70% of adolescents who had internalizing disorder (primarily depression or anxiety) at both ages 13 or 15 had mental disorder at age 36, 43 or 53
· both genetic and environmental factors play a role in development of internalized disorders
· greater environmental adversity – non shared environmental factors became more important

Childhood fears and anxiety disorders
· common fears – fear of the dark (under 5) and fear of being separated from parents (under 10) 
· study found more than 1/3 of Canadian children between ages of 4 and 11 were rated by their parents as too fearful or anxious
· for fears and worries to be classified as disorders – functioning must be impaired
· children might not regard fear as unreasonable
· about 10-15% of children and adolescents have anxiety disorder – most common disorder of childhood
· more often in girls
· most anxious adults trace anxieties back to childhood
· often run chronic course, are disabling, and can be comorbid with depression, conduct disorder and ADHD 
· increased vulnerability to anxiety in offspring of adults with anxiety disorder
· important environmental factors – negative life events and exposure to modeling
· overprotectiveness of parents

Separation anxiety
· unrealistic concern about separation from major attachment figures
· unrealistic persistent worries about harm to figure along with fears of abandonment, refusal to attend school to stay close, avoidance of being alone, physical complaints, nightmares
· specific to childhood and adolescence – under age of 18
· natural among very young children – may reach peak at 18 months of age
· most common individual diagnosis in children under 12
· some adults can meet criteria 
· anxious attachment style

School phobia
· no difficulty leaving attachment figures but are afraid to go to school
· more common – children worry that something will happen to their parents
· separation anxiety is often cause of school phobia
· 75% children who have school phobia also had mothers who avoided school 
· second type – fear specific to school or more generalized social phobia
· related to specific aspects of school environment

Social Phobia
· selective mutism – refuse to speak in unfamiliar social circumstances 
· 1% of children and adolescents can be diagnosed with social phobia 
· behavioural inhibition probably plays a role – show extreme fearfulness or avoidance in novel situations
· anxiety interferes with social interaction – withdrawn children may not get much practice at social skills 
· parent with social phobia may play a role

Therapies for childhood anxiety disorders
· exposure – generally agreed upon being the best way of eliminating fear
· offering rewards
· modeling and operant treatments involve exposure to what is feared
· CBT effective and treatment of choice

Mood disorders in childhood and adolescence

Symptoms and prevalence of childhood and adolescence depression
· children aged 7-17 resemble adults in depressed mood, inability to feel pleasure, fatigue, concentration problems, suicidal ideation
· higher rates of suicide attempts and guilt among children and adolescents
· masked depression – inferred from behaviours that would not be viewed as depression by adults – such as misbehaving in school 
· 1% preschoolers; 2-3% school age children
· symptoms of guilt and high fatigue – highly specific for preschool (3-6)
· high rates of depression among girl adolescents
· lifetime prevalence – 21.4% females, 10.7% males
· up to 70% depressed children also have anxiety disorder
· also common among CD and ADHD
· also possible for adolescents to develop early onset bipolar disorder
· not same as adult onset – DSM 5 proposes adding TDD – temper dysregulation with dysphoria – outbursts and persistent negative mood between outbursts 

******* internalizing disorders = overcontrolled disorders = anxiety, depression
******* externalizing disorders = undercontrolled disorders = ADHD, CD

Etiology of depression in childhood and adolescence 
· interactions between social environments and genes – negative life events, problematic parent-child relationships, history of maltreatment, peer rejection
· genetic factors correlated with maternal punitive discipline – gene-environment correlation 
· depression in children partly explained by genetics and remaining variance explained by environmental factors that could be unique to each child
· studies of depression in children – focused on family and other relationships that are a source of stress that may interact with biological diathesis
· risk factors that are correlated – parental depression, child temperament, child cognitive style, low parental support, attachment, disengaged family system
· parent-child subsystem most investigated
· having parent with depressive disorder is moderately associated with externalizing and internalizing disorders in children
· maternal depression but not paternal depression plays role in development of major depression in adolescents 
· parenting accounts for 8% of variance in child depression
· parental hostility and rejection strongly related
· increased genetic predisposition for depression is related to higher risk of peer rejection
· stress may cause depression on its own or operate with other factors
· higher self esteem lessens impact of stress on depression
· social support and absence of habit of dwelling on things when depressed protects children from depression
· self-criticism and dependency and perfectionism associated with depression

Drug therapies – not very effective among young people
Psychological treatment – interpersonal therapy – modified to focus on issues of concern for adolescents
· quite effective
· social skills training
· may be best to include school and family



CHAPTER 18: LEGAL AND ETHICAL ISSUES

Criminal commitment
· procedure that confines a person who has broken the law in a mental institution 
· either for determination of competency to stand trial or 
· after a verdict of not criminally responsible on account of mental disorder (NCRMD)
· federal procedure

Civil commitment
· procedure in which a mentally ill or dangerous person who may have not broken the law can be deprived of liberty and incarcerated in psychiatric hospital
· provincial procedure

Criminal Commitment
· in Canada, criminal law is matter of federal statute and it therefore the same in every province
· matters of health law are determined at provincial level
· criminal code first enacted in 1892
· Britain – still has no criminal code
· Initially insanity not trial defense – but Crown sometimes granted pardons to people who were considered “mad”

The not criminally responsible defense (NCRMD)
· not criminally responsible on account of mental disorder
· “insanity defense” – involves the legal argument that a defendant should not be held responsible for an otherwise illegal act if it is attributable to a mental illness that interferes with rationality, or results in not knowing right from wrong 
· mens rea – guilty mind, actus reus – the act (rendered involuntary in MD)
· 1) insanity defense is very rare
· 2) only successful when applied to severely disordered individuals
· 3) people deemed insane are typically detained for long periods of time that may greatly exceed the otherwise appropriate sentence
· it does not result in an acquittal 

Criminal responsibility
· ability to know the act is wrong:
· morally – standards of society
· legally 
· intellectual ability to know right from wrong 
· ability to apply that knowledge rationally in the situation


Landmark cases in Canada

· 1) Rex v Hadfield 1800
· Hadfield fired a shot in direction of King George III in effort to spark second coming of Christ
· Found not guilt by reason of insanity
· Led to changes in which mentally ill could be institutionalized rather than sent to prison or back into community
· 2) Regina v M’Naghten 1843
· M’Naghten rules formulated after this
· Daniel M’Naghten attempted to kill British PM but instead had mistaken his secretary, Drummond, for Peel
· Claimed he had been instructed by the voice of god – psychotic paranoid beliefs
· M’Naghten rules: 
· Insanity defense – defendant was mentally ill in such that he could not tell that his actions were wrong at the time he committed them
· Marked the beginning of the modern insanity defense 
· Apply to insanity at the time of the act
· 3) Regina v Chaulk 1990
· redefined the word “wrong” – to include not just legally wrong but also morally wrong 
· 4) Regina v Swain 1991
· led to creation of Bill C-30
· Swain assaulted his wife and children in effort to save them from the devil
· He recovered with meds and lived peacefully in community until his trial which was more than a year later
· Found NGRI and taken into strict custody
· Supreme court: need to set rules about review of accused’s mental status – cannot hold them indefinitely 
· Bill C-30
· Parliament’s response to Swain
· NGRI was changed to NGRMD
· Legal authority was allocated to provincial review boards
· Before this, people found NGRI were kept indefinitely
· Review boards now determine the individual’s fate within 45 days of the verdict and at least annually thereafter
· Must weight many factors – current mental status and risk to society
· Can be detained or discharged – with or without conditions
· Included in bill is list of issues for which assessment may be ordered:
· Fitness to stand trial, criminal responsibility, infanticide, and disposition
· Specific time limits set for assessment of various issues
· Following bill – average length for NCRMD – 9.8 mths, NGRI – 47.7
· The bill made the NCRMD attractive option for defendants and legal counsel
· Used more frequently now and for wider variety of offences

Insanity and mental illness
· insanity defence requires applying abstract principal to specific life situations
· defendant’s mental condition only at the time of the crime committed is in question
· ** person can be diagnosed as mentally ill and still be held responsible for a crime
· insanity is a legal concept – not psychological one
· presence of a mental disorder is a necessary but not sufficient condition to make the defence of insanity
· have to decide if the mental disorder prevents them from knowing right and wrong or if they are able to control their actions
· Dahmer – even though no disagreement that he was mentally ill, he was deemed sane and therefore legally responsible 
· Neurolaw – introduction of neuroscientific data into the legal system
· Primary argument is that accused suffers from some form of brain dysfunction and cannot help themselves – unaware that what they did was wrong

Fitness to Stand Trial
· fit to stand trial = physically and mentally competent 
· mental fitness to stand trial must be decided before it can be determined whether they are responsible for the crime of which they are accused
· requirement of mere physical presence – changed to include “mentally present” as well 
· it is possible for person to be judge fit to stand trial yet be deemed NCRMD – that is the case for all NCRMD because they MUST be fit prior to commencing trial
· has to do with the accused’s present condition – not how they were functioning at time of offense 
· fitness needs to be established by trained professionals
· rather than relying solely on clinical judgments – another alternative is to adopt measures to assist with decision
· Fitness Interview Test-Revised – interview based measure
· Does person understand nature and purpose of legal proceedings
· Does person understand possible or likely consequences of legal proceedings
· Is the person able to communicate with their lawyer
· No false negative errors – did not call someone fit when they were not
· IQ level is a factor
· Only medical practitioners able to provide court ordered assessments of fitness and criminal responsibility 

Civil Commitment
· mentally ill person who may have not committed a crime can be confined to mental institution 
· protect citizens from harm
· government obligation:
· to protect us from ourselves  - “power of the state”
· to protect us from others – police power of the state
· person can be committed to psychiatric hospital against their will if judgment is made that he or she:
· 1) is mentally ill
· 2) danger to self – unable to provide for self
· 3) danger to others
· can be of two categories
· 1) formal – by order of a court; requested by any responsible citizen, usually friend, police, relative; covered by provincial legislation 
· 2) informal – emergency commitment of mentally ill persons can be accomplished without initially involving courts
· affects far more people than criminal commitment

Community commitment
· community commitment and community treatment orders (CTO)
· CTO – designed to ensure treatment compliance; individual will be released back into community only if they adhere to recommended treatments 
· Inability for mentally ill to make treatment decisions is key factor


Prevention detection and problems in risk assessment
· only 3% of violence in US in clearly linked to mental illness
· over 90% of people diagnosed as psychotic – mostly schizophrenic – are not violent
· do not account for large proportion of violence especially when compared to substance abusers and people in their teens and 20’s, male and poor
· mental disorders do increase violence risk when co-occur with substance abuse
· strong connection in public mind between violence and mental illness – central to justification of civil commitment

Prediction of dangerousness
· approaches now tend to focus on assessment of risk rather than dangerousness
· clinical judgments – mental health professionals poor at determining whether a person would commit a dangerous act
· ability of clinicians to predict recidivism only slightly better than chance
· actuarial prediction – involves use of statistical factors that are significant predictors of risk
· factors weighted by importance based on previous studies
· PCL-R – consistent predictor of criminal recidivism 
· More likely than clinical to use quantitative ratings and not be influenced by subjective bias; involves greater consistency; easy for others to review
· May be too rigid and cannot be altered to take into account individual factors of importance; derived from specific populations
· Structured clinical judgments
· HCR-20 – historical variables, clinical variables, risk variables
· Historical – previous violence etc
· Clinical – unresponsive to treatment, lack of insight etc
· Risk – lack of social support etc
· Outperforms PCL-R – HCR-20 most robust predictor of violence 
· Winko v BC
· Importance of making accurate risk assessments
· Issue of “capping provisions” – need to set maximum amount of time that a person can be detained; issue – could they be detained indefinitely if risk of recidivism high?



Violence prediction becomes more accurate if:
· person has been repeatedly violent in the past – past violent is most accurate risk of recidivism 
· if person’s personality and physical abilities have not changed/they will return to the same environment and they previously committed a single but very serious act then risk for recidivism is high 
· violence can be predicted if person is judged to be on the brink of violent act
· presence of substance abuse raises rate of violence


Trends toward greater protection
· right to treatment, right to refuse treatment, free will

Right to treatment
· aspect of civil commitment
· if person is deprived of liberty because they are mentally ill and a danger to self or others then they have right to be provided with treatment and help
· relatively quick access to treatment is likely the exception in Canada, not the norm
· O’Connor v Donaldson – civilly committed patient sued two state hospital doctors on grounds that he had been incarcerated against his will for 14 years without being treated and without being danger to himself or others
· Committed by his father who claimed he was delusional
· At no time did his behaviour pose any danger to himself or others
· Received no care during hospitalization – no treatment
· Must be periodically reviewed – people can change and no longer require confinement

Right to refuse treatment
· Regina v Rogers 1991 – reiterated that mentally disordered individuals have the right to refuse treatment even if civilly committed against their wishes
· Some provinces allow for treatment without consent 
· Alternative in these provinces is prior capable wish – outline his or her wishes in a time of sounder mind
· In Ontario – can be treated against their will if they are incapable of consent 
· Starson v Swayze 2003
· Starson (suffers from schizoaffective disorder) found NCRMD after uttering death threats in 1998
· Involuntary psychiatric patient – he won his case in which he refused treatment 
· Argued medication not effective and would take away his mental abilities
· Supreme court ruled that “best treatment” not relevant to Starson’s legal rights 
· Upwards of 90% of psychotic patients have no insight into their condition – risk for allowing right to refuse treatment 

Deinstitutionalization, civil liberties, mental health
· provinces have embarked on journey of deinstitutionalization – discharging as many patients as possible from mental hospitals and discouraging admissions – want to “treat them in the community”
· 43% reduction between 1960 and 1973 in Canada and US
· quality of life may be better in community than hospital – but quality and availability of care is necessity 
· may be contributing to chronic mental illness
· transinstitutionalization – increased in numbers of mentally ill people in jails, prisons, nursing homes – these settings not equipped to handle particular needs of mental health patients
· community-based care never properly funded
· many discharged from mental hospitals are eligible for social benefits but are not claiming these – high financial and occupational concerns
· common for discharged people to become homeless
· approx. 2/3 homeless have mental illness and 2/3 have some form of substance abuse in Toronto
· homelessness affects more than 10,000 people on any given night in Canada
· mental illness, addictions, suicidal behaviour – more predominant among homeless 
· 40% of Vancouver’s homeless people are mentally ill

Ethics and dilemmas in research

Informed consent
· anyone may refuse right to participate in experiment
· researcher must provide enough information to enable people to judge whether they want to accept any risks inherent in being a participant
· must be legally capable of giving consent 
· mental patients – may not be able to fully understand nature of experiment

Confidentiality and privileged communication
· confidentiality – nothing will be revealed to a third party, except to other professionals and those intimately involved in treatment
· privileged communication – communication between parties in a confidential relationship that is protected by law
· recipient of privileged communication cannot legally be compelled to disclose it as a witness
· ex. Relationship between husband and wife, psychologist and patient 
· legal term is that the patient or client “holds the privilege” – only he or she may release the other person to disclose confidential info in a legal proceeding
· this right is eliminated if:
· client has accused therapist of malpractice
· therapist has reason to believe child is being abused – required to report to police 
· client initiated therapy in hopes of evading law
· therapist judges that client is danger to self or others
· [bookmark: _GoBack]Smith v Jones – even formally privileged solicitor-client relationships may be pierced where individual is seen by therapist to constitute risk of bodily harm to a person

Who is client/patient?
· it is clear who client is when it has nothing to do with legal system and person seeks help from therapist
· but – could be hired by individual’s family to assist in civil commitment proceedings 
· in these cases – serving more than 1 client – in addition to patient, also serving family or the province 
· hard – must protect client’s rights but also ensure general public are protected
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