Somatoform Disorder: syndrome of multiple somatic symptoms that cannot be explained medically, associated with psychosocial distress, long term seeking of assistance from health care professionals. Sympotoms: pain, dysphagia, nausea, bloating, constipation, palpitations, dizziness, SOB, Significant functional impairment, course of illness chronic and relapsing, suicide threats and gestures common, discomfort leads to impairment, suicide risk serious, usual site= head, face, lowerback, pelvis. Pain Disorder: severe and prolonged pain that causes: clinically significant distress, impairment in social, occupational, or other areas of functioning. Primary Gains: symptoms enable the client to avoid some unpleasant activity. Secondary Gains: symptoms promote emotional support or attention for the client. Physiological Symptoms: frequent visits to the physicians, excessive use of analgesics, request for surgery. Psychological Symptoms: depression on addictive substances. Hypochondriasis: unrealistic or inaccurate interpretation of physical symptoms or sensations, leading to preoccupation and fear of having a serious disease, even in the presence of medical disease, the symptoms grossly exceed extent of pathological condition, anxiety and depression are common findings, and OCD traits frequently accompany the disorder, childhood trauma possible. Conversion disorder: a loss of or change in body function resulting from a psychological conflict, the physical symptoms of which cannot be explained by any known medical disorder or pathophysiological mechanism. Common symptoms: involuntary movements, seizure, paralysis, abnormal gait, anesthesia, blindness, deafness, presence of deficits in voluntary motor sensory functions, “La Belle indifference” versus distress (lack of concern), co-morbid conditions: depression, anxiety, other somatoform disorders, personality disorders. Nursing Interventions: Meeting client’s immediate needs, identify gains physical symptoms the client is receiving, identifying fears and anxieties, encourage more adaptive coping strategies, helping client correlate physical symptoms to times of increase anxiety. Management: medication (pain&anxiety), Individual psychotherapy, group therapy (relaxation/meditation,cognitive behavioral training, assertiveness training, stress management, family therapy. Dissociative Disorder: response usually occurs when anxiety becomes overwhelming and the personality becomes disorganized, disruption in the usually integrated functions of consciousness, memory, identity, or perception occurs, thought to be quite rare, but when they do occur they may present dramatic clinical picture. Depersonalization Disorder: disturbance in the perception of oneself, sense of unreality, detachment from the environment Characteristics: feeling a sense of deadness of the body, seeing oneself from a distance, perceiving limbs to be larger or smaller than normal, reality testing remains intact. Nursing Care: provide support during episodes of depersonalization, explain relationship with severe anxiety, explore unsolved feelings from past, discuss more adaptive coping strategies, remain calm and reassure client of safety, identify stressful situations that precipitate depersonalizations. Dissociative Amnesia: inability to recall personal information not associated w/ substance use, neurological disorder, general medication conditions, usually appears alert and may not give any indication to observers that anything is wrong, often found wandering the streets confused. Localized: inability to recall all incidents associated w/ a traumatic event for a specific time period following the event. Systematized: the individual cannot recall events that relate to a specific category of information. Nursing interventions: make environment safe for client, explore stressors in client’s life, and identify more adaptive coping strategies. Treatment: Amobarbital Sodium Amytal, Hypnosis, Supportive psychotherapy (free or direct association. Dissociative Fuge: rare, usually follows severe psychosocial stress, may have episodes of major depression prior to dissociative fuge, last from few hours to several days, accompanied by amnesia, sudden, unexpected travel away from home or customary workplace, a person in fuge state unable to recall personal identity, may assume a new identity. Treatments: Cognitive therapy, group therapy, family therapy, Amobarbital Sodium (Amytal), hypnosis, supportive psychotherapy (direct assumption). Nursing Interventions: make environment safe for client, redirect violent behavior w/ physical outlets, remain calm and have sufficient staff available for show of strength, explore stressors in clients life, identify more adaptive coping strategies. Multiple Personality Disorder: two or more personalities, on is evident at any given time, on is more dominant, each is unique and compromised of complex set of memoires, behavior patterns, social relationships, transition from one personality to another is sudden, dramatic, caused by stress. Nursing Interventions: assess suicidal intent, plan means, establish trust and secure verbal contract, seek assistance from another personality, develop relationship with all personalities help client understand existence of the sub personalities, help client identify stressful situations that precipitate transitions between personalites, provide support during lengthy treatment Goal: integrate all the personalities, long term psychotherapy, uncover underlying psychological conflicts, each personality explored encourage to become aware of other’s, high anxiety. Personality Disorder: lifelong inflexible&dysfunctional patterns of behavior, not distressing to self, become distressed to reaction of others, :under skin’ hard to work w/ others. DSM-IV-TR: Cluster A=behaviors as odd or eccentric, B=behaviors described as dramtic,emotional,erratic, C=anxious or fearful. Paranoid(A): distrustful,suspicious,more common in men, Predisposing factors: possible hereditary link,subject to eary parental anatagonism and harassment Clinical picture: on guard, hyper-vigilant,ready for real or imagined threat, trust no one, test honest of others, oversensitive, misinterprets min cues, magnifies & distorts cues in environment. Schizoid (A): emotional detachment, not able to form personal relationships, failure to respond to others in meaningful emotional way, more in men, indifference to praise and criticism, precursor to schizophrenia or delusional disorder. Predisposing factors: possible hereditary factor, childhood bleak, cold, unempathic, notably lacking in nutruing. Clinical Picture: indifferent to others, client is aloof, cold, w/ other seems shy, anxious, uneasy, serious and can’t act lightheartedly.Schizotypal(A): odd beliefs leading to interpersonal difficulties, graver form of the pathologically less severe schizoid personality pattern. Predisposing Factor: possible hereditary factor, possible physiological influence, such as anatomic deficits or neurochemical dysfunctions within certain areas of the brain, early family dynamics (indifference, impassivity, formality, pattern of discomfort w/ personal affection & closeness. Clinical Picture: clients are a loof and isolated, behave in bland & apathetic manner, everday world manifest (magical thinking, ideas of refrence, delusions, depersonalization), exhibits bizarre speech pattern, when under stress, may decompensate & demonstrate psychotic symptoms, bland inappropriate affect. Nursing Interventions: develop trust (honesty & non-intrusiveness, clear simple explainations), do not tolerate groups. Antisocial PD (B): more in men, CP: fails to sustain consistent employment, exploits and manipulates others for personal gains, consistent disregard for others, pattern of socially irresponsible, exploitative, guiltless behavior reflects disregard for others. Nursing Interventions: manipulative/ set limits, consistent/ consequences of behaviors, avoid moralizing, assist w/ identifying feelings r/t anxiety, hold the client accountable for behaviors, group w/ same diagnosis can be effective, groups effective in confronting inappropriate/manipulative behavior, spot smooth talking rationalizing & lying. Borderline PD (B): instability in affect, identity, & relationships, characterized by pattern of intense and chaotic relationships w/ affective instability, seem to be in a state of crisis, fluctuating & extreme attitude regarding other people (clinging & distance), splitting mechanism, impulsive, most common*, manipulative, emotional unstable, Treatment: group therapy: assertiveness training, problem solving, stress management, anger mangt, self-help groups: AA, narcotics anonymous, eating disorders. Medication: Cognitive perceptual symptoms: lithium, valproic acid (Depakene), carbamazepine (Tegretol), Affective/emotional: SSRI (Celexa, Lexapro, Prozac, Paxil, Zoloft), Clonazepam (Klonopin). Nursing Interventions: Maintain clear boundaries/manipulation, consistency, supportive confrontation, suicide assess, provide a safe environment, behavioral contact. Narcissistic PD (B): arrogance w/ grandiose view of self, lack empathy, believe have inalienable right to receive special consideration, more common in men. Predisposing factors: as child fears, failures, dependency needs respond to w/ crisicism, disdain or neglect, parent narcissist. Clinical picture: clients overly self centered, exploit others in an effort to fulfill their own desires, mood is optimistic, clients relaxed cheerful and care free. Nursing Intervention:  Supportive confrontation, limit setting, consistency, assist w/ short term goals focusing on here and now, assist w/ identifying responsibility to self. Histronic PD (B): attention seeking, excitable, emotional, colorful, dramtic, extroverted in behavior, more women. PDF: possible link to noradrenergic and serotonergic systems, possible hereditary factor, learned behavior patterns CP: self dramatizing, attention seeking, overly gregarious, seductive, manipulative, exhibitionist. Avoidant PD(C): social inhibition, avoid situation that require interpersonal contact, extreme sensitivity to rejection. Wants close relationship but fears rejection. PDF: hereditary, parent rejection and criticism CP: awkward, uncomfortable in social situations, desire close relationships but avoids them bc fear of rejection. NI: assist w/ confrontation of fears, supportive, assertiveness training. Dependent PD(C): extreme dependency in close relationships, excessive need to be taken care of, submissive and clinging behavior, fear of separation, common, women, more common in youngest child. PDF: hereditary, stimulation & nurturance experienced exclusively from one source, singular attachment made by infant exclusion of others. CP: lack of self confidence, posture, voice, mannerisms, passive & thoughtful, while underplaying their own attractiveness & achievements, passive & submissive roles, avoid position of responsibitly become anxious, overly generous,, feels helpless & fearful when relationship ends. NI:  assist w/ client responsibility for self, manage anxiety, assertiveness training, encourage verbalization of feeling, coping skills. OCD (C): perfectionism, orderliness & control, Characterized by inflexibility about the way in which things must be done. Devotion to productivity at the exclusion of personal pleasure. Relatively common and occurs more often in men than women.Within the family constellation, it appears to be most common in the oldest children. PDF: Over-control by parents. Notable parental lack of positive reinforcement for acceptable behavior. Frequent punishment for  undesirable behavior. CP: Especially concerned with matters of organization and efficiency. Tend to be rigid and unbending.Clients are polite and formal.Clients are rank-conscious, underneath great deal of ambivalence, conflict, hostility. NI: supportive confrontation, exploration. Passive-Aggressive PD (C): pervasive pattern of negative attitudes and passive resistance for adequate social & occupational performance. CP: feel cheated, express envy & resentment over perception of “easy life”, may go to great lengths to seek retribution, passive resistance & general obstructivness. Treatment: interpersonal psychotherapy 1:1 w/ therapist long term, psychoanalytical psychotherapy (Histrionic PD), Cognitive/ Behavioral Therapy: OCD, Passive-Aggresivs disorder,( antisocial disorder, avoidant personality disorder), Milieu or Group therapy ( antisocial personality disorder, avoidance PD), Treatment Modalities: Dilectical Behavior Therapy (DBT), group skills trainging, individual psycotherpay, telephone contact, therapist consultation/ team meeting. Paraphilias: repetitive or preferred sexual fantasies or behaviors that involve, preference for use of nonhuman objects, repetitive sexual activity w/ humans involving real or stimulated suffering or humiliation, sexual activity w/ non-consenting partners. Exhibition: by recurrent, intense sexual urges, behaviors, or sexual arousing fantasies of at least 6 months, exposure of ones genitals to unsuspected stranger more common in men Fetishism: involves recurrent intense sexual urges or behaviors or sexual arousing fantasies of atleast 6 months involving use of nonliving object. Frotteurism: recurrent preoccupation w/ intense sexual urges, behaviors, fantasies atleast 6 month duration involving touching and rubbing against a nonconseting person act commited in crowded places to justify act. Sexual masochism: recurrent intese sexual urges, behaviors, fantasies 6 month duration involving the act real not simulated of being humiliated beaten bound or otherwise made to suffer Sexual sadism: recurrent intese sexual urges, behaviors, fantasies 6 month duration involving acts real not simulated in which psychological or physical suffering including humiliation of victim is sexually exciting to other person. Voyeurism: recurrent intese sexual urges, behaviors, fantasies 6 month duration involving the act of observing unsuspected person who is naked in process of disrobing or engaging in sexual activity (peeping thom) before age 15 chronic  Etiological Implications: Biological: destruction of limbic system, temporal love disease, abnormal levels of androgens, Psychoanalytical theory: individual fails to resolve the oedipal crisis and identifies w/ parent, Behavioral theory: type of reinforcement received following the behavior, modeling, mimicking, recalling past trauma, theoretical intergration, combo of biological psychosocial & culture factors. Treatments: Biological: focus of this therapy is on blocking or decreasing the level of circulation androgens-antiandrogenic meds, luprolide (Lupron), Psychoanalytic: client is helped to identify unresolved conflicts & traumas from early childhood, resoling anxiety that prevents him or her from forming appropriate sexual relationships. Behavioral Therapy:  aversion techniques: pairing noxious stimuli (electric shock, bad odors) w/ undesirable behavior, covert sensitization, satiation Gender identity: is sense of knowing to which sex on belongs, occurs when there is incongruence between anatomical sex and gender identity. Homosexualaity: sexual preference for individuals of same gender Lesbianism= identify female homosexuality. Special Concerns: STD (AIDS), discovery of sexual orientation, fear of being rejected by parents and significant others, discrimination w/in society, gay marriage. Transgenderism: disorder of gender identity or gender dysphoria (unhappiness or dissatisfaction w/ one’s gender) of most extreme variety, despite having anatomical characteristics of given gender, self perception of being opposite gender. Special Concerns: extensive psychological testing before surgical intervention, hormonal treatment initiated during this period, both men and women need to continue to receive maintenance hormone therapy after surgery. NI: discuss more culturally acceptable behaviors, practice behaviors through role play, give positive reinforcement for appropriate behavior,  encourage group participation, encourage participation in activities, offer support when client is feeling rejected by peers. Anorexia nervosa:  morbid fear of obesity, symptoms include gross distortion of body image, preoccupation w/ food and refusal to eat, wt loss is extreme, S/S=hypothermia, bradycardia, hypotension, edema, lanugo, metabolic changes, amenorrhea, anxiety and depression are common. Bulimia nervosa: most pt are within normal weight depression, anxiety, and substance not uncommon, may have dehydration and electrolyte imbalances PDF:  biological influences: genetics hereditary predisposition to eating disorders, more common in sisters and mothers, possible chromosomal., neuroendocrine abnormalities: there has been some speculation about primary hypothalamic dysfunction in anorexia, Neurochemical influences: bulimia associated w/ neurotransmitters serototonin & norepinephrine, anorexia high level of endogenous opiods. Psychodynamic influences: early profound disturbance in mother-infant, retarded ego development, unfulfilled sense of separation-indivdualtion. Client/ Family education: nature of illness: symptoms of Anorexia and bulimia, what is obesity, cause of, effect of illness on body, Mangt of illness: principles of nutrition, ways client may feel in control of life, express feelings and fears, alternative coping strategies. Support Services: Weight watchers, Overeaters Anonymous, NAA, NAD, NEDA.  Treatment: individual therapy and family therapy educate family about disorder. Psychopharmacology: no meds specific, meds for associated symptoms anxiety and depression. Med for AN: Prozac, Anafranil, Perianctin, Thorazine, Zyprexa. Meds for BN: Przoac, Tofranil, Norpramine, Elavil, Aventyl, Nardil. ND:  Disturbed body image/low self-esteem related to retarded ego development, dysfunctional family system, or feelings of dissatisfaction with body appearance. Anxiety (moderate to severe) related to feelings of helplessness and lack of control over life events.  Imbalanced nutrition: less than body requirements related to refusal to eat. Deficient fluid volume (risk for or actual) related to decreased fluid intake, self-induced vomiting, and laxative and/or diuretic abuse. Ineffective denial related to retarded ego development and fear of losing the only aspect of life over which he or she perceives some control (eating) Planning and Implementation: Nursing care of the client with an eating disorder is aimed at restoring nutritional balance. Emphasis is also placed on helping the client gain control over life situation in ways other than inappropriate eating behaviors. Self-esteem and positive self-image are promoted in ways that relate to aspects other than appearance. Eating disorders in men:  fear of fatness, desire to maintain masculine appearance or shape, use of anabolic steriords to improve muscle tone, exhibit higher lfrequency of concerns about gender or sexual identity, higher incidence of homosexual orientation (minority cases), higher incidence of asexuality Treatment: similar to women, dietary habits, expression of feeling. 

   

                            
