Cultural Diversity:

Culture- particular societies entire way of living encompassing shared patterns of belief feeling and knowledge that guides peoples conduct and are passed down from gen to gen

Ethnicity- is a term for people who identify with each other because of a shared heritage

6 things evidenced among all cultures- communication, space, social organization, time, environmental control, biological variations

Northern European Americans- considered the dominant culture in the united states, personal space is 18 inches to 3 feet, not as much family emphasis, future oriented, punctuality and effieciency is highly valued, like preventive medicine and primary health care, most recongnize the need for regular exercise, like rich and fast foods

African Americans- language is a mixture of all the cultures, personal space is less than that of the dominant culture, households led by the woman, not future oriented, don’t value time or punctuality, value folk medicine, hypertension and sickle cell disease, alcoholism is a major problem, 

Native Americans- touch differs, may be silent and reserved, may not be comfortable in expressing feelings or emotions, space concept- crowded with family, respect tradition and honor wisdom, present time oriented, medicine man or shaman, alcoholism, DM, TB, CVD, alcholism is a major problem, nutritional deficiencies

Asian/ Pacific Islander- 1. traditionalists- older gen, value the practices of the native culture, allegiance to the biological family, 2. marginal people- reject tradition and embrace the dominant culture, 3. encorporate both, don’t raise both, don’t not touch very often, no eye contact, past and present oriented, hot and cold medicines, yin and yang for balance, view psych illnesses as being out of control, 

Latino Americans- group oriented, male dominated, present oriented, religion has a lot to do with illness, 

Western European Americans- family oriented, physically expressive, man is the head of the household, present oriented, folk beliefs exist but tend ot follow the dominant culture, 

Defense Mechanisms- 

healthy

· altruism- conflict and stressors dealt with by meeting the needs of others, receives gratification either vicariously or from the response of others

· sublimation- rechanneling of drives or impulses that are personally and socially unacceptable into activities that are more socially acceptable

· humor- emphasizes the amusing or ironic aspects of conflict or stressor

· suppression- conscious blocking of unpleasant feelings or experiences

Intermediate-

· repression- corner stone of defense mechanisms, first line of psychological defense against anxiety, forgetting the name of a former significant other

· displacement- transfer of emotions of something particular to someone or something else

· reaction formation- unacceptable feelings or behaviors are kept out of awareness by developing the opposite behavior or emotion

· somatization- transforming anxiety on an unconscious level to a physical symptom

· undoing- makes up for an intolerable act

· rationalization- justifying illogical or bad ideas by developing acceptable explanations

Immature- 

· passive aggression- indirect and assertive expression toward others 

· acting out- deals with issues by an expression of feelings, destructive coping, 

· dissociation- separates painful stimuli and attributes negatives to self or others

· devaluation- attribute negative qualities to self or others, person looks good who is devaluing

· ideazation- expressing exaggerated + qualities to others, pedestal

· splitting- alternate b/w opposite poles 

· projection- unconsciously rejects emotions to others

· denial- refusal to acknowledge the existence of a real situation or feelings

DSM IV TR

AXIS I- mental disorder that is the focus of the treatment- major disorders (no MR) 

AXIS II- personality disorders and mental retardation

AXIS III- general medical disorder relevant to AXIS DX

AXIS IV- Psychosocial and Enviromental problems

AXIS V- Global Assessment of Functioning 

Schizophrenia- Definition: severe deterioration of social and occupational functioning C/B: Genetic predisposition Biochemical Dysfunction- excessive dopamine Physiological Factors- viral infections, brain trauma, lupus Psychological Factors- stress other mental health issues Major Psychotic Disorder C/B disturbances in: Perception- Hallucinations Feeling- flat or inappropriate affect Thought Processes- thought derailment Reality Testing- delusions Attention Motivation- inability to concentrate Motivation- cannot initiate or persist in goal directed activities Overall deterioration is a decline in psychosocial functioning 

Psychosis- mental state in which an individual struggles to distinguish external words from internally generated perceptions Hallucinations- false sensory perceptions not associated with real external stimuli, may involve any of the 5 senses Delusions- false personal beliefs not consistent with a persons intelligence or cultural background, the individual continues to have the belief in spite of obvious proof that it is false or irrational Can occur w/w out the presence of organic impairmentcan be AV, influential, paranoid… etc 

Phase 1: Pre Morbid phase C/B- social, maladjustment, social withdrawal, irritability, antagonistic thoughts and behaviors, being shy, poor relationships w/ peers, does poorly in school, demonstrate antisocial behaviors, weeks to months

 Phase 2: The Prodromal Phase C/B: functional impairment, deterioration in role functioning, social withdrawal, physical s/s- sleep disturbance, anxiety, irritability, depression, fatigue, poor concentration Begins with a change from premorbid fx and extends until the onset of frank psychotic s/s can be a few weeks or a few months and extends until the onset of frank psychotic symptoms treatment: therapeutic interventions that offer support with identified problems, cognitive therapies to minimize functional impairment, family intervention to improve coping and involvement with the schools to reduce the possibility of failure 2 to 5 years 

Phase 3: schizophrenia- in the active phase of the disorder psychotic s/s are prominent: delusions, hallucinations, impairment in work social relation and self care

 Phase 4: Residual Phase: periods of remission and exacerbation, flat affect and impairment in role functioning are prominent Early signs of schizophrenia- poor personal hygiene, depression, bizarre behavior, irrational statements, sleeping a lot or inability to sleep, social withdrawal, isolation and reclusiveness, shift in basic personality, unexpected hostility. Deterioration of social relationships, hyperactivity/ inactivity, inability to concentrate, extreme preoccupation with the occult. excessive writing without meaning, indifference, dropping out of activities, decline in interests, forgetting things, losing possessions, extreme rxns to criticisms,

 Types of schizophrenia disorganized- chronic, flat affect, bizarre behavior, social interaction is impaired Catatonic- catatonic stupor, extreme psychomotor retardation, waxy flexibility, catatonic excitement- purposeless movements paranoid- delusions of grandeur, auditory hallucinations, argumentative, hostile, aggressive undifferentiated- delusions, hallucinations residual- follows acute episode, a/v hallucinations, hostile, aggressive 

positive symptoms- delusions, religiosity, paranoia, magical thinking, neologisms, concrete thinking, clang associations, word salad, circumstantialities, tangents, mutism, preservation, hallucinations, illusions, echoalia, echopraxia, identification, imitation, depersonalization 

negative s/s- inappropriate affect, flat affect, apathy, inability to initiate goal directed activity, emotional ambivelence, autism, deteriorated appearance, anergia, waxy flexibility, pacing rocking posturing, anhedonia, regression, 

psychosis: mental state in which an individual struggles to distinguish external words from internally generated perceptions, Hallucinations and delusions Delusional disorders- erotomanic type- believes someone of higher status is in love with them grandiose type- irrational ideas regarding own worth talent knowledge or health jealous type- irrational idea that the individuals significant other is unfaithful persecutory type-irrational belief that he or she is being malevolently treated somatic type- irrational belief that there is some physical defect disorder or disease shared psychotic disorder- folie a deux

Dementia:

· defined by a loss of previous levels of cognition, perception, language, behavior, and motor function

· 70 types of dementia with Alzheimers being the most common

· most dementias are irreversible and those that can be reversed may not have full recovery

· Primary dementia- those dementias in which the dementia itself is the major sign of some organic brain disease not directly related to any other organic illness ex: Alzheimer’s disease 

· secondary dementia- caused or related to another disease or condition (HIV, head trauma, parkinson’s, huntingtons, picks, creutzfeldt jakob, general medical conditions, substance induced persisting dementia, and multiple etiologies) 

· S/S

· impairment exists in abstract thinking, judgement, and impulse control, 

· conventional rules of social conduct are disregarded

· personal appearance and hygiene are neglected

· language may or may not be affected 

· personality change is common

· As disease progresses signs include

· apraxia

· irritability and moodiness with sudden outbursts over trivial issues

· inability to care for personal needs independently

· wandering away from home or care setting

· incontinence

· Alzheimers:

· onset is slow and insidious and irreversible

· the course is generally progressive and deteriorating

· early onset before age 65

· late onset after 65

· Handout:

Stages of Alzheimers Disease

	Stage 1
	· no apparent symptoms

· there is no decline in memory 

	Stage 2
	· forgetfulness

· there are losses in short term memory, the individual is aware of decline and may feel ashamed and become anxious and depressed

· will maintain organization with lists and a structured routine which provides some compensation 

· s/s not often observed by others

	Stage 3
	· mild cognitive decline

· work interference, coworkers may notice

· may become lost while traveling 

· interrupted concentration, difficulty recalling names or words, comes noticeable to family

· will decline to assist with planning or organization of ADLS or events

	Stage 4
	· mild to moderate cognitive decline, confusion

· forget personal information, demonstrate declining ability to complete tasks

· create events or memories to fill gaps (confabulation)

	Stage 5
	· moderate cognitive decline, early dementia

· loses ability to do some ADLS, becomes disoriented to time and place

	Stage 6
	· moderate to severe cognitive decline, middle dementia

· loss of ability to recall recent major events, name or name of family members, disoriented to surrounding, unable to recall day season or year, assist w/ ADLS, demonstrate psychomotor symptoms like wandering, obsessiveness, agitation, aggression

· sundowning

· experience sleep disturbances

	Stage 7
	· severe cognitive decline, late dementia

· will not recognize family, become bed or chair fast

· problems of immobility occur, decubiti or contractures


· predisposing factors

· ACTH

· plaques and tangles- amyloid beta protein 

· genetics

· head trauma 

· Types of dementia (Chart)

Types of dementia

	Vascular dementia- c/b multiple vascular lesions, memory loss is primary s/s, related to area of lesion, abrupt onset occur in steps, rather than a gradual deterioration, s/s fluctuate, series of small strokes in brain, RF: stroke, HTN, CAD, DM, cardiac arrhythmias, tobacco use, alcohol and other substance abuse, more common in women


	s/s: weakness in extremities, small stepped gait, difficulty with speech, 

TX: ASA, alzheimers medications, not FDA approved for tx of VD

	AIDS dementia complex- results from HIV infection, 10 years after diagnosis
	s/s: severe motor alterations, apathy, lethargy, loss of sex drive, blunted affect, social withdrawal, emotional lability, decreased abstract thinking, hallucinations or delusions 

TX: none specific, medications for aids CTD, symptom management

	Head trauma dementia- serious head trauma can result in s/s associated with the syndrome of dementia, AMNESIA IS THE MOST COMMON S/S
	repeated head trauma can result in dementia pugilistica syndrome: dysarthria, emotional lability, ataxia, impulsivity 

	Dementia Lewy Body Disease: similar to alzheimers, more rapid progression, lewy bodies in cerebral cortex and brainstem. progressive and irreversible
	Individuals are highly sensitive to extrapyramidal effects of antipsychotic medications 

	Parkinsons Disease: c/b loss of nerve cells in the substantia nigra, and decrease in dopamine activity, resemble alzheimers disease, diminished dopamine activity results in involuntary muscle movements, slowness and rigidity, tremors in the upper extremities very characteristic 
	s/s: muscular rigidity, slow movements, mask like face, stooped posture, shuffling gait, pill rolling, drooling

TX: medications that will increase dopamine levels or block ACTH

	Huntingtons Disease: damage occurs in the basal ganglia and cerebral cortex, usually have decline into profound state of dementia and ataxia, average course of disease is 15 years, onset of S/S is age 30-50
	S/S: personality changes, facial twitches, involuntary extremity movement, short term progressing to long term memory loss

	Picks Disease: unknown etiology although genetic factor may be present, clinical picture like alzheimers disease, results from atrophy in the frontal and temporal lobes of the brain 
	s/s: initial symptom is personality change 

	Creutzfeldt Jakob disease- human form of Mad Cow disease, onset occurs 40-60 years of age, course is extremely rapid with progressive decline and death in one year
	s/s: involuntary movements, muscle rigidity, ataxia

	substance induced dementia: r/t persistent effects of abuse of substances such as alcohol, inhalants, sedatives, hypnotics, medications, toxins
	anticonvulsants, methotrexate,lead mercury, Carbon monoxide, industrial solvents 

	dementia due to multiple etiologies: dx used when the symptoms of dementia are attributed to more than one cause 
	r/t more than one medical condition or the combined effects of a general medical condition, and the long term use of a substance 

	other medical conditions dementia- endocrine disorders, pulmonary disease, hepatic or renal failure, FE imbalance, nutritional deficiencies, cardiopulmonary insufficiency
	ctd’ frontal or temporal lobe lesions, CNS or systemic infection, uncontrolled epilepsy, or other neuro conditions 


· treatments for dementia

· primary consideration is given to etiology w/ focus on identification and resolution of identifiable causes of reversible issues

· meds- antilirium, cogex, aricept, exelon, reminyl, namenda (pg. 403)- cognitive impairment

· meds for agitation, aggression, hallucinations, thought disturbances, wandering- risperdal, zyprexa, seroquel, geodon, haldol

· for depression- prozac, Zoloft, celexa, paxil 

· anxiety (should not be used for prolonged periods- Librium, xanax, ativan, serax, valium

· sleep disturbances

· short term therapy- dalmane, restoril, halcion, ambien, sonata, desyrel 

· may be helpful but not used routinely

· least toxic and most effective are the benzodiazepines

· barbiturates are not appropriate as antianxiety agents because they frequently induce paradoxical excitement and confusion in the older adult

· sleep problems are more common in the clients w/ dementia and often intensify as the disease progresses

· wakefulness and night time wandering create much distress and anguish in family members acting as caregivers

· issues r/t sedative hypnotic meds

· daytime sedation

· cog. impairment 

· potential for adverse drug rxns in the elderly, ordered only after other measures have failed

· non pharm interventions

minimize daytime sleep, regular physical activity  4 hours before bed, proper nutrition, avoiding alcohol, caffeine and nicotine, going to bed at similar time

Paraphilias-

· Exhibition- c/b by recurrent intense sexual urges behaviors or sexually arousing fantasies, of at least six months duration involving the exposure of ones genitals to an unsuspecting stranger. Masturbation may occur during the exhibitionism. 100% of cases men are the perpetrators and the victims are women. The urges for genital exposure intensify when the exhibitionist has excessive free time or is under significant stress. Most people who engage in this have rewarding sexual relationships with adult partners but concomitantly expose themselves to others. 

· Fetishism- - c/b by recurrent intense sexual urges behaviors or sexually arousing fantasies, of at least six months duration involving the use of nonliving objects. The focus is commonly on objects intimately associated with the human body. The fetish object is commonly used during masturbation or incorporated into sexual activity with another person in order to produce sexual excitation. transvestite fetishism, onset of this disorder usually occurs in adolescence. The disorder is chronic and the complication arises when the individual becomes progressively more intensely aroused by sexual behaviors that exclude a sexual partner. The person with a fetish may become more distant and then terminate the partnership.

· Frotteurism- c/b by recurrent intense sexual urges behaviors or sexually arousing fantasies, of at least six months duration involving touching or rubbing someone who is nonconsenting. Sexual excitement is derived from the actual rubbing or touching not the coercive nature of the act. Almost without exception a Frotteur is male. Usually commits this act in a crowded place like a bus or subway during rush hour due to the fact that the perp may be able to explain his action easier due to the time in which the act was performed. He picks a victim and then during rush hour follows her and allows the rush of the crowd to push her against him. He fantasizes a relationship with her while touching his genitals against his thighs or buttocks. Often escapes detection owing to the victims initial shock and denial that such an action has happened in a public place

· Sexual Masochism- c/b by recurrent intense sexual urges behaviors or sexually arousing fantasies, of at least six months duration involving the act (real not simulated) of being humiliated beaten bound or otherwise made to suffer. These activities may be fantasized, alone, or with a partner. Some of these activities have resulted in death. Is usually chronic and can progress to the point at which the individual cannot achieve sexual satisfaction w/o these fantasies

· Sexual Sadism- c/b by recurrent intense sexual urges behaviors or sexually arousing fantasies, of at least six months duration involving psychological or physical suffering of the victim that is sexually exciting to the person. These may be w/ w out a consenting person. The sexual excitation is the suffering. Sadistic acts include beating, burning, rape, torture, or killing. This disorder is usually chronic with the severity of the acts increasing over time. 

· Voyerism- c/b by recurrent intense sexual urges behaviors or sexually arousing fantasies, of at least six months duration involving the act of observing someone naked, in the process of disrobing, or engaging is sexual activity. Sexual excitement is achieved through the act of looking, and no contact with the person is attempted. “ Peeping tom”. Masturbation usually accompanies the window peeping but it may occur later. Chronic and onset before age 15. Enjoy a satisfying sexual relationships w/ an adult partner. Most targets of voyers are unaware that this is occurring.

TX:

· Biologic- focus of the therapy is blocking or decreasing the level or circulating androgens- Lupron- may decrease libido, have to be given in conjunction with other therapies

· Psychoanalytic- the client is helped to identify unresolved conflicts and traumas from early childhood thus resolving the anxiety that prevents him or her from forming appropriate sexual relationships

·  Behavioral therapy- aversion techniques- pairing noxious stimuli with the undesirable behavior, covert sensitization, satiation

· Role of the nurse: nurses may focus on primary prevention- focus on intervention in early childhood and home life in an effort to prevent problems from developing, also help with developing coping strategies to deal with stressful life situations

· CTD- evaluate the regular components of sexual development including 1. gender indentity, 2. arousal, 3. the ability to establish relationships

· Assessment and early intervention

Commitment issues: voluntary- person makes a direct application to the place for care, and may stay as long as treatment is deemed necessary, may sign out at any time unless a mental status examination by a health care professional deems the client a danger, make sure free of coercment 48-72 obs.. Involuntary: made with out clients consent, doc deems need to tx, emergency: danger to self others or gravely disabled, 48-72 hrs, nursing implications: adhere to legal time constraints, know when tx period has ended, prep for d/c, ex: non compliance of meds, must have proof of probable cause: there are know facts that would lead to an ordinary person to believe that the person detained is mentally disordered and a harm to themselves, others, gravelly disabled. 4th amendment- if probable cause is verified, the individual can be kept for observation and tx, must be informed of rights nursing care: clients must be released when no legal basis exists for continued confinement, can suggest voluntary admit, cannot hold someone just because they need to be protected from him/herself, gravely disabled- condition in which a person due to a mental illness is in danger of serious physical harm resulting from inability to care, have to show that the person cant make use of the resources available, court appt guardian, will need court hearing to induce and reverse title+ lawyer, clients have the right to trial to argue involuntary admission, outpatient criteria- required hospitalization due to repeated decompensate, likelihood person will fail without tx, presence of severe mental illness with limited awareness, illness puts at risk for being homeless. the existence of an individualized p.o.c and provider willing to give care, tx- unable to make decisions regarding care. harm. basic needs for safety,

 Legal Considerations: assault- person fears being harmed, battery- unconsented touching duty to warn- before tarasoff MHP had no duty to warn of imminent suicide or harm to others, supreme court issued a ruling that states that failure to warn coupled with subsequent injury to the threatened person exposes the MHP to civil damages for malpractice. duty to protect confidentiality with a responsibility to warn society of danger, Nursing: must communicate to other and put steps in place to protect the potential recipient of harm, not all vague comments or vague threats should be reported, specific threat to an identifiable person must be made, consultation with the health care team, documentation***, intentional tort- intentional touching (medical tx) without the clients consent can result in a charge of battery. Unintentional- malpractice and negligence- involves causing harm by failing to do what a reasonable and prudent person would do in a similar situation ,intentional- violation of civil law in which a client has been wronged. 4 elements of negligence- duty to care- legal for care, obligation of reasonable care- standard of care, breach of duty- failure to conform to required duty of care, injury caused by breach of duty – substantial factor that caused jnury, must be proven Informed consent: decide or reject tx- knowledge, competency, free will, can withdraw after consent is given. areas where tx can be performed without clients IC: when a client is mentally incompetent to make a decision and tx is necessary to preserve life or avoid harm, when refusing endangers the life or health of another, in an emergency in which the client is in no condition to make decisions, child, in the case of therapeutic privilege- dr can show that full disclosure would hinder or complicate necessary tx, cause severe psych harm, be so upsetting to render a rational decision by the client impossible, 

Client Rights- specific: client consent, communication, freedom from harm, dignity and respect, confidentiality, participation in POC, Under law- right to treatment in least restrictive environment, confidentiality, right to refuse tx, rights surrounding involuntary admission, psychiatric advanced directives, rights regarding seclusion and restraint, right to refuse meds- the patient has the right to refuse tx to the extent permitted by law and to be informed of the medical consequences of his action, force meds only if: harm to self/ others, may provide reasonable help to pt, must be proven incompetent in order to force. least restrictive- no involuntary chemical intervention, seclusion, mechanical restraints, Nurses must protect themselves in settings, employers are not typically help responsible for employee injuries c/b violent client behavior, nurses have placed themselves knowingly in range of danger by agreeing to care for these clients, good judgement means not placing oneself in a potentially violent situation, Liability issues- protection- suicidal client left alone with means to harm, restraints, Defamation of character- written libel or slander oral r/t client confid, supervisory lability- duties delegated to persons who can not safely perform duties, short staffing- more RNs to clients. 

Ethical Principles- Autonomy- independence- determine care- must not be disregarded in favor of what someone else may view as best for the client- Beneficence- one duty to promote the good of others- act in clients best interests- Nonmalificence- agreement to do no harm to your clients, Justice- be treated equally or what is right equality fairness, Veracity- always be truthful

Delirium- c/b by a disturbance of consciousness and a change in congnition that develops rapidly over a short period

usually begins abruptly, can have slower onset, duration is usually brief and subsides upon tx, 

s/s- difficulty shifting and sustaining attn, extreme distractablilty, disorganized thinking, speech that is rambling irrelevant incoherent and rambling, impaired reasoning and goal directed behavior, not oriented to time and place, impairement of recent memory, illusions and hallucinations, tachy, sweating, flushed face, dilated pupils, ^ BP, identify and correct underlying cause, benzos for substance WD (Lorazepam) room with low stimulus, remain with client at all times,  

Substance Related Disorders

· substance related disorders are composed of 2 groups 

· substance use (dependence and abuse)
· substance induced (intoxication, wd, delirium, dementia, amnesia, psychosis, mood or anxiety disorder, sexual dysfunction, and sleep disorder)
· high rates among people ages 18-24

· men > women

· DSM IV TR criteria for substance abuse: recurrent substance abuse results in a failure to fulfill major role obligations at work school or home, use in situations in which it is physically hazardous , recurrent substance related legal problems, continued substance use despite having persistent or recurrent social or interpersonal problems

· DSM IV TR Criteria for substance dependence: evidence of tolerance- need for increased amounts and diminished effects, evidence of WD- symptoms associated with the substance, substance taken to relieve WD s/s, persistent desire or unsuccessful efforts to control or cut down use, a great deal of time is spent obtaining substance, using, and recovering from effects, social, occupational, recreational activities given up or decreased, visiting multiple doctors or driving long distances, chain smoking, continued use despite knowledge of having persistent recurrent physical or psychological problem 

· Substance dependence: physical- the need for increasing amounts to produce the desired effects, a syndrome of wd on cessation

· Phenomenon of Tolerance: 

· the development of physical dependence is promoted by the phenomenon of tolerance

· def: the need for increasingly larger or more frequent doses of a substance in order to obtain the desired effects originally produced by a lower dose

· WD s/s depend on the type of drug ingested

· substance dependence: psychological: an overwhelming desire to repeat the use of a particular drug to produce pleasure or avoid discomfort, extremely powerful intense craving for a substance as well as the use of it 

Substance Intoxication:

· DSM IV TR substance intoxication criteria- development of reversible substance syndrome caused by recurrent ingestion of substance, clinically significant maladaptive behavior or psychological changes, symptoms are not due to a general medical condition and not better accounted for by another medical disorder
· Note: different substances may produce similar or identical syndromes, clinically significant maladaptive behaviors or psych changes belligerence, mood lability, cognitive impairment, impaired judgment, impaired social or occupational functioning

·  Results from the effect of the substance on the CNS, developed during or shortly after use of the substance 

Substance WD criteria

· DSM IV TR substance WD criteria- development of a substance specific syndrome c/b cessation of or reduction in heavy prolonged substance abuse, clinically significant distress or impairment of social relationships, occupation, or other important areas of functioning. 

· symptoms not due to general medical condition and not better accounted for by another mental disorder 

Substance Abuse predisposing factors

· biologic factors- genetics: apparent heredity factors, especially with alcoholism, children of alcoholics are 3x more likely than others to be alcoholics, Biochemical: alcohol may produce morphine like substance in the brain that are responsible for alcohol addiction, formed by the reaction of active amines (dopamine and serotonin) with products of alcohol metabolism= acetalaldhyde

· psychological factors- developmental influences: punitive superego- defense against anxious impulses, fixation on the oral stage of development- stuck in this phase to alleviate anxiety they will turn to alcohol, self medication for depression, increase feelings of power and self worth, personality factors: certain personality traits are suggested to play a part in both development and maintenance of alcohol dependence including- low self esteem, depression, passivity, inability to relax or defer gratification, inability to communicate effectively

· sociocultural factors- social learning- children and adolescents more likely to use substances when their parents have provided a model for use or use may be promoted within a peer group, conditioning- pleasurable effects from substance use act as positive reinforcement for continued use of a substance, cultural and ethnic influences- some cultures are more prone to abuse of substances than others, culture helps to establish pattern of use by molding attitudes, influencing patterns of consumption based on cultural acceptance, also determining availability of substance  

Assessment: 
· amount and type of substance including RX, medical problems associated w/ substance use and abuse

· s/s

· absenteeism, flushed face, watery and reddened eyes, accidents or injuries, drowsiness, spaced out, slurred speech, inattention to appearance, isolation, secretive disappearances, tremors, physical complaints, odor of alcohol or strong mouthwash or mint smell, disappearing RX

· denial occurs when the dependent person does not recognize the destructive nature of the substance use/ abuse; the inability to recognize self destructive behavior and attitudes or link life problems to the substance use/ abuse defines substance dependence

· ASSESSMENT TOOL HANDOUTS- CAGE OR MAST

· Screenings- blood, urine, hair- blonde hair does not seem to accumulate certain drugs like cocaine

· Interview strategies- non judgmental, matter of fact. be prepped for defensiveness, how do u feel about abuse?. accurate info use, non threatening language

· Nurse client- build trust, be genuine, empathic, apply rules consistently, instill hope, confront denial and manipulation

· family of a substance user/ abuser- codependent, enabling, stress, anger

Classes of psychoactive substances- alcohol, amphetamines, caffeine, cannabis, cocaine, hallucinogens, inhalants, nicotine, opioids, phenacyclidine, sedatives, hypnotics, or antixiolytics

Patterns of Use or Abuse- Alcohol

	Phase 1- Pre-alcoholic phase- c/b use of alcohol to relieve everyday stress and tensions of life
	the individual may have observed the parents or adults drinking and enjoying the effects, learns that alcohol is acceptable

	Phase 2: early alcoholic phase- begins w/ blackouts, brief periods of amnesia that occur immediately following a period of drinking, now required by person
	behaviors- sneaking drinks, preoccupation with drinking, rapid gulping of drinks, more blackouts, enormous guilt is felt and the individual becomes very defensive about their drinking, denial and rationalization occurs 

	Phase 3: the crucial phase-person has lost control , physiological dependence clearly evident, 
	difficulty choosing whether or not to drink, binge drinking, sickness, LOC, ill, degradation, squalor anger aggression, drinking is the focus, loss of job and personal and social losses 

	Phase 4: the chronic phase- c/b emotional and physical disintergration, usually more intoxicated than sober, profound helplessness and self pity, psychosis
	life threatening physical manifestations may be evident everywhere in body, abstention from alcohol results in a terrifying syndrome of symptoms resulting in hallucinations, tremor, convulsions, severe agitation, panic

SI, depression 


Alcohol effects on the body 

Peripheral neuropathy- c/b peripheral nerve damage, pain burning tingling prickly sensations of the extremities 

· nutritional deficiencies are common in chronic alcoholics r/t poor intake and toxic effects of alcohol

· reversible with abstinence from alcohol and better intake, permanent paralysis, and muscle wasting can occur

Alcoholic myopathy- results from vit. B def. contributes to peripheral neuropathy

· acute- sudden onset muscle pain, swelling and weakness, reddish urine, rapid rise of muscle enzymes in blood

· chronic- gradual wasting and weakness in skeletal muscles (thiamine use to cure) 

wernicke’s encephalopathy- most serious form of thiamine deficiency in alcoholic patients

· s/s paralysis of ocular muscles, diploplia, ataxia, somnolence, stupor, requires thiamine therapy, fatal w/o tx

Korsakoff’s psychosis- syndrome of confusion, loss of recent memory, and confabulation in alcoholic patients, encountered when recovering from wernickes, tx- thiamine replacement 

Alcoholic Abuse and Dependence:

· alcoholic intoxication- occurs at blood alcohol levels b.w 100-200 mg/dl 

· alcohol wd- occurs within 4-12 hours of cessation of or reduction in heavy prolonged alcohol use

· s/s 

· tremors- hands, tongue, eyelids

· n/v

· anxiety

· depression or irritability

· transient hallucinations or delusions

· headache 

· insomnia

· complicated wd syndrome may progress to delirium, onset 2-3 days following reduction or cessation 

· s/s

· difficulty sustaining or shifting attn

· distractable

· disorganized thinking

· speech- rambling, incoherent 

· impaired reasoning and goal ability

· disorientation to time and place

· recent memory impairment

· Hallucinations and delusions

· TX:

· antabuse- treat chronic- causes unpleasant s/e with ingestion of alcohol – n/v, vomiting, flushing, HA, CP. weakness, blurred vision, mental confusion, seating, airway issues, choking, works 10 mins after ingestion, last for 60 min , dose 250-500 mg, liver fxn monitor 

· revia (naltrexone)- reduces craving, dose 50 mg per day liver fxn, s/e n/v, HA, fatigue, 

· thiamine

· AA- 12 steps, total abstinence is only promoted as only cure, person can never safely return to social or other substance abuse, self help, peer support, acceptance, understanding

substance related withdrawal s/s and treatments

	class
	examples
	WD syndrome
	Wd tx
	Psych S/S during use
	OD fatal? 
	Unassisted WD Fatal?
	overdose s/s

	CNS depressants
	benzodiazepines, barbiturates 
	tremors, sweats, seizures, anxiety, irritability, hallucinations, death 
	long acting benzodiazepines, Vistaril 
	mood disorder, depression, psychosis, dementia
	yes
	no
	shallow resp, clammy skin, dilated pupils, weak rapid pulse, coma, death 

	opioids
	Demerol, heroin, morphine, oxycontin
	Lacrimations, runny nose diaphoresis, chills, muscle aches, n/v, diarrhea, legs spasm, goose bumps
	clonidine, supportive meds
	psychosis, mood disorders
	yes
	no
	resp.depress, pulmonary edema, pinpoint pupils, seizures, coma, death

	cannaboids
	marijuana, hash
	craving, irritability
	none
	psychosis, paranoia
	no
	no
	hallucinations, paranoia, insomnia, hyperactive

	cocaine
	crack, coke, snow
	anhedonia, craving, irritability, fatgue, mood disorder, anxiety 
	dopamine antagonisits, catecholamine precursors
	psychosis
	yes
	no
	delirium, psychosis, violence, tachycardia, HTN, coma, MI, hyperreflexia

	methamp.
	speed, meth, ice, crystal, crank
	dysphoria, fatigue, insomnia
	SUPPORTIVE
	psychosis, mood disorder, anxiety disorder
	yes
	no
	delirium, psychosis, violence, tachycardia, HTN, coma, hyperreflexia 

	inhalants

and 

Hallucinogens


	gasoline, Freon, paint..etc  

and

LSD, PCP


	mouth ulcers, GI, anorexia, confusion, HA, death

and 

none specific
	supportive

and 

supportive
	psychosis, panic, memory loss

and

same
	yes

AND

NO
	no

and 

no 
	seizures, coma, death 

and

same + depression 




Amphetamine and Cocaine:

· profile: identified by the behavioral stimulation and psychomotor agitation that they induce

· intoxication- produces euphoria, and affective blunting, hypervigillance, anxiety, tension, anger, impaired judgment

· physical effects- tachycardia or bradycardia, pupillary dilation, HTN or HypoTN, perspiration or chills, n/v, anorexia, psychomotor agitation, or retardation, muscle weakness, respiratory depression, CP, confusion, seizures, coma

· WD s/s- dysphoria, fatigue, sleep disturbances, increased appetite, psychomotor agitation or retardation 

· develop hours to days after cessation 

· CRASH

· tx: minor or major tranquilizers, anticonvulsants, antidepressants, 8

Inhalant abuse and dependence

· s/s of intoxication- 
· develops during or shortly after use of or exposure to volatile inhalants

· dizziness, uncoordination, unsteady gait, nystagmus, slurred speech, tremor, lethargy, psychomotor retardation, blurred vision, euphoria. stupor or coma

· very mild wd s.s not clinically significant- diaphoresis, tachy, ^ pulse, insomnia, n/v, agitation, hand tremors, anxiety hallucinations, grand mal seizures, several hours to days after use

hallucinogens- 
· intoxication can occur within minutes to hours after use

· usually episodic, PCP- s/s belligerence, asaultiveness, may have seizures and coma

·  s/s perceptual alteration, depersonalization, tachy, palpitations, belligerence and assaultive behavior

· n/v chills, pupil dilation, HTN, no appetite, insomnia, ^ FSBS, decreased resp, heightened response to color or sounds, distorted vision, sense of slowed time, magnified feelings, paranoia, pain, euphoria, peace, increased libido

· flashbacks, panic reaction 

· tx: narcan methadone

Eating Disorders- 

Anorexia- 

· c/b excessive fear of being obese 

· s/s- gross distortion of body image, preoccupation with food and a refusal to eat, they may experience hunger pangs, only with a caloric intake of less than 200 calories per day do hunger pangs cease, underweight or emaciated 

· Anorexia- prolonged loss of appetite

· weight loss is extreme usually more than 15% of expected body weight, other s/s include hypothermia, bradycardia, hypotension, edema, lanugo. and a variety of metabolic changes

· amenorrhea is typical and may even precede significant weight loss, obsession with food, anxiety and depression are common

· onset at early to late adolescence

serotonin and norepinephrine

men: concerns about gender and sexual identity, homosexual orientation, asexuality 

Bulimia-

· episodic uncontrolled compulsive rapid ingestion of large quantities of food over a short period (binging)

· this episode is followed by inappropriate behaviors to rid the body of excessive calories (vomiting, laxatives, diuretics, or enemas)

· fasting or excessive exercise may occur

· most patients are within a normal weight range, although may be slightly over or under weight 

· depression, anxiety, or substance abuse are not uncommon

· excessive vomiting and laxative or diuretic use may lead to problems with dehydration and electrolyte imbalances

Predisposing factors- genetics, neuroendocrine abnormalities, psychdynamic influences, control and power issues, family issues

Education: s/s of both, obesity, causes, effects on the body, principles of nutrition, way client may feel in control of life, importance of expressing fears, alternative coping mechanisms

CTD- meds, s/e meds, relaxation techniques, problem solving techniques and skills, Weight Watchers, OverEaters Anonymous, Eating disorder associations 

TX:

Behavior Modalities- issues of control are at the center of these issues, client must feel in control for this to work, success has been observed when the client is allowed to contract for privileges based on weight gain, has input into the care plan, clearly sees choices, has control over eating, exercise, whether or not to induce vomiting, staff and client agree on goals, system of rewards, the client has the choice whether or not to abide by the contract, weight gain, earn desired privelige

Individual therapy- helpful when underlying psychosocial problems are contributing to the maladaptive behaviors

Family therapy- involves educating about illness, assessing impact on family for them and the client, assist in methods to promote adaptive functioning by the client

psychopharmacology- no medications are specifically indicated for eating disorders, various meds for depression and anxiety 

meds for anorexia- prozac, anafranil, periactin, thorazine, zyprexa

meds for bulimia- prozac, tofranil, norpramine, elavil, aventyl. nardil 

outcomes- maintain at least 80% of body weight, Vitals/ labs WNL, verbalizes importance of adequate nutrition

nursing care- aimed at restoring nutritional imbalance, emphasis is also placed on coping and behaviors, self esteem and + self image, 

Personality disorders-

Find under axis II on DSM IV TR 

Life long inflexible and dysfunctional patterns of behavior, don’t find their behaviors distressing to self

Become distressed to the reaction of others- capacity to get under the skin of others, have difficulty with work and personal relationships

often occurs with mood disorders and anxiety, seek help for depression anxiety and alcoholism

Paranoid-

· distrustful and suspicious of others, disorder more common in women than in men

· c/b- possible hereditary link, subject to early parental antagonism and harassment

· believe others want to exploit harm or deceive, hypervigilant, anticipate hostility, and may provok counter attacks, jealous, controlling behaviors, unwilling to forgive, reluctant to share info 

· constantly tests the honesty of others, oversensitive, tends to misinterpret cues, distortion 

Schizoid-

· does not seek out or enjoy close relationships, shows indifference to praise and criticism form others, precursor to schizophrenia or delusional disorder, increased prevelance in families with schizophrenia 

· c/b- emotional detachment, defect in ability to attach or form personal relationships, failure to respond to others in a meaningful way, men more than women, 

· possible hereditary factor, childhood has been described as bleak, cold, unempathic, notably lacking in nurturing

· clinical picture- indifferent to others, aloof, cold, in the presence of others appear shy, anxious, and uneasy, inappropriately serious about everything and has difficulty acting in a light hearted manner

Nursing interventions for above- develop trust, honesty, non intrusiveness, clear simple explanations, do not tolerate groups that expect or involve confrontation or much emotional involvement

Antisocial- fails to sustain employment, exploits and manipulates others for personal gain, consistent disregard for others, pattern of social irresponsiblilty, exploitative, guiltless behavior that reflects a disregard for the rights of others, history of conduct disorder during childhood, show no remorse for the hurting of others, neglect responsibilities, tell lies, perform destructive or illegal acts, without developing any insight into predictable consequences, don’t seek help

Nursing interventions- manipulative- set limits, consistent consequences of behaviors, avoid moralizing, assist with indentifying feelings r/t anxiety, hold the client accountable for behaviors, groups with same dx can be effective- confront inappropriate and manipulative behavior, expert at smooth talking, rationalizing and lying 

Borderline- instailbiltiy in affect, indentity and relationships, c/b by a pattern of intense chaotic relationships with affective instability, seem to be in a state of crisis, extreme attitudes regarding other ppl- clinging and distancing, exhibits splitting, clients are highly impulsive, most common form of disorder, manipulative, emotionally unstable, self destructive, seek relationships to avoid feeling abandoned, often drive others away with excessive demands, impulsive behavior and uncontrolled behavior, psychosis like s/s, chronic depression, dramatic/ suicidal gestures

tx: group therapy- assertiveness training, problem solving, stress mgmt, anger management, Self help groups- AA, NA, Eating Disorder 

Borderline Personality Disorder- Psychopharmacology-  cognitive perceptual- lithium, depakene, tegretol

Affective/ emotional- SSRI’s (celexa, lexapro, prozac, paxil, Zoloft, klonopin- depression, labile mood, anger, anxiety, hostility, and mistrust

Klonopin- anxiety 

SSRI- reduce anger anxiety, chronic emptyiness, temper outbursts, impulsive behaviors

Lithium/ Depakine- rapid mood swings

Impulsive behaviors- suicidal, attempts, assault, impulse aggression, binge behaviors

nursing interventions- maintain clear boundaries, consistency, supportive confrontation, suicide assessment, safe environment, behavioral contract

nurse must acknowledge the reality of the clients pain, offer support, empowers and works with the client to understand control, and change dysfunctional behaviors,, SA- admitted in state of crisis, SI, inability to FXN, provide safety- decrease self harm, contain impulses, works with client to find less destructive ways to handle anger rage and psychic pain, through ventilation and discussion “ punching bag”

Narcissistic- need for constant admiration from others, lack or empathy of others, afraid of own mistakes and others, fear if they are bad will be abandoned, arrogance with grandiose view of self, inalienable right to receive special consideration

as children these people have had their fears failures or dependency needs responded to with criticism disdain or neglect, parents often narcissists,  clinical picture- overly self centered, exploit others to fulfill own desires, mood is often grounded in grandiosity, optimistic, clients are relaxed, cheerful and carefree,  mood can easily change because of fragile self esteem if they do not- meet self expectations, receive + feed back from others, criticism from others may cause them to respond with rage, shame, humiliation

nursing interventions- supportive confrontation, limit setting, consistency, focus on here and now, identify responsibility to self

group therapy- provides opportunity for the client to see how his or her behavior affects others and may give the client a chance to become involved with the problems of others, no free rein to talk about self b/c they will hog this time

Histrionic- impulsive, melodramatic, flirty, to get in spot light, relationships don’t last b/c partner often feels smothered or reacts to insensitivity, does not have insight into role of breaking up relationships, may seek trmt for depression, wants the best of everything, c/b- excitable, emotional, colorful, dramatic, extroverts, predisposing factors- possible link to noradrenergic and serotonergic systems, genetics, learned behavior, clinical px- self dramatizing, attention seeking, overly gregarious, seductive, manipulative, exhibitionist, highly distractable, cant pay attn to detail, easily infuenced by others, have difficulty forming close relationships

Avoidant- want close relationships but have a fear of rejection, appear timid w/ low self esteem, poor self care, often mistreated in groups, clingy, seen for anxiety, social inhibition, avoid situations with interpersonal contact, c/b extreme sensitivity, pdf- genetic, parental rejection and criticism- awkward and uncomfortable in social situations, desire relationships but avoid due to fear of being rejected. nursing care: assist with confrontation of fears, supportive, assertiveness training 

dependant- have difficultly making independent decisions, constantly require reassurance, their submissiveness makes them vulnerable to abusive relationships, frequently seek tx for anxiety or mood disorders related to loss, may occur in clients who have a medical disability that requires them to depend on care from others, extreme dependency in close relationships, c/b pervasive and excessive need to be taken care of that leads to submissive and clinging behavior and fears of separation, PDF- genetic, stimulation and nurturance are experienced exclusively from one source, singular attachment is made by the infant to the exclusion of all others, clinical picture- lack of self confidence- apparent in posture, voice, mannerisms, typically passive and aquiscent to desires of others, overly generous and thoughtful while underplaying their own qualities, passive/ submissive in relationships, nursing care- assist with clients responsibility for self, manage anxiety, assertiveness training, encourage verbalization of feelings, coping skills 

Obsessive Compulsive Disorder- perfectionism, orderliness, and control, c/b inflexibility about the way in which things must be done, devotion to productivity at the exclusion of personal pleasure, PDF- over control by parents, notable parental positive reinforcement for acceptable behavior, frequent punishment for undesirable behavior, clinical picture- appear very calm and controlled, ambivalence, conflict, hostility, integrating themselves with authority figures, tend to be rigid and unbending, clients are polite and formal, clients are rank conscious, especially concerned with matters of organization and efficiency, nursing interventions- supportive confrontation, exploration of feelings 

Treatment modalities- interpersonal psychotherapy- 1:1 with a therapist usually a long term process, psychoanalytical- histrionic personality disorder- focuses on the unconscious motivation for seeking total satisfaction from others, and the inability to commit onself to a stable meaningful relationship, cognitive and behavioral therapy- OCD, PA, Antisocial disorder, avoidant, Milleu and group therapy- antisocial personality disorder, avoidance personality disorder, milleu- antisocial- respond more adaptively to support and feedback from peers, avoidance- helpful in overcoming social anxiety and developing interpersonal trust and rapport. Cognitive- behavioral strategies offer reinforcement for + change, social skills training and assertiveness training teach alternative ways to deal with frustration, cognitive help the client recognize and correct inaccurate internal mental schemata, dialectical behavior therapy- group skills training, individual psychotherapy, telephone contact, therapist consultation/ team meeting

Dissociative Disorders- responses usually occur 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 a very dramatic clinical picture

Depersonalization- disturbance in the perception of oneself, sense of unreality, detachment from environment, c/b- 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, altered sense- feel unreal or strange or believe that danger is not happening to them but to someone else, feeling like a robot or dream, derealization- world has changed or unreal, nursing interventions- provide support during episodes of depersonalization, exhibit relationship with severe anxiety, explore unresolved feelings from past, discuss more adaptive coping strategies, remain calm and reassure client of safety, indentify stressful situations that precipitate depersonalization response 

Amnesia- inability to recall personal information, not associated w/ substance use, neurological disorder, general medical condition, usually appears alert and may not give any indication to observers that anything is wrong, often found wandering the streets confused, a threat causing psych stress information is usually stressful or traumatic in nature, threat physical harm or death, more than routine forgetfulness and not associated with a substance or medical condition ( head trauma), tx: remove from stress, intravenous amobarbital, supportive psychotherapy, localized- inability to recall all incidents associated with 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- safe environment, explore stressors in life clients life, indentify more adaptive coping strategies, AMYTAL, Hypnosis, Supportive Psychotherapy free or direct association 

Dissociative fugue- rare, usually follows severe psychosocial stress, may have episode of major depression prior to dissociative fugue, last from few hours to days, accompanied by amnesia, sudden unexpected travel away from home or customary workplace, a person in a fugue state unable to recall personal identity, may assume new indentity, e.g marital issues, personal rejection, military conflict, natural disaster, financial difficulty and suicidal ideation, treatment- cognitive, group, family therapies, nursing interventions- safety, redirect violent behavior with physical outlets, remain calm and have sufficient staff available for show of strength, explore stressors in clients life, identify more adaptive coping strategies, AMYTAL, hypnosis, supportive psychotherapy, direct association

Dissociative Identity Disorder- existence of one or more personalities, one personality is dominant, one personality is evident at any given moment, each personality is unique and compromised of a complex set of memories, behavior patterns, social relationships, aspects of the self may emerge as distinct personalities, c/b existence of 2 or more personalities in one individual, transition from one to another is usually sudden and dramatic usually brought on by stress, nursing interventions- assess SI plan and means, establish trust and secure a verbal contract, seek assistance from another personality, develop a relationship with other personalities, help client understand the existence of sub personalities, indentify stressful situations that precipitate transition b/w personalities, provide support during lengthy tx, tx goal- integrate all the personalities, intense long term psychotherapy- uncover underlying psychological conflicts, each personality is actively explored and encouraged to become aware of others, course of tx is often difficult and anxiety provoking 

Somatoform disorders- 

genetic, biochemical (serotonin, endorphins) , psychodynamic (real or imagined perceptions), family (tells you are sick) dynamics, learning theory

c/b: physical s/s suggesting medical disease but without a organic pathological conditions, find physical dx for how they are feeling 

somatization disorder- a syndrome of multiple somatic s/s that cannot be explained medically, are associated with psychosocial stress, LT seeking of assistance from health care professionals, s/s- pain, dysphagia, nausea, bloating, constipation, palpitations, dizziness, SOB, significant functional impairment, course of illness chronic and relapsing, suicide threats and gestures common, DX: diagnostic testing rules out organic cause, discomfort leads to impairment, Suicide a serious risk- usual sites- head, face, lower back, pelvis, Course varies according to acuity s/s, acute pain can often be helped, especially with tx of a comorbid psychiatric condition and family involvement, chronic pain is more difficult to tx

Pain disorder- the predominant disturbance in pain disorder is severe and prolonged pain that causes: clinically significant distress, impairment in social and occupational or other areas of functioning, primary gains- s.s enable the client to avoid some pleasant activity, secondary gains- symptoms promote emotional support or attention for the client. even when an organic pathological condition is detected, the C/O pain may be evidenced by correlation of a stressful situation with onset of s/s, physical- frequent visits to dr, excessive use of analgesics, requests for surgery, psych- depression, dependence on addictive substances

hypochondriasis- unrealistic and inaccurate of physical s/s or sensations, leads to preoccupation and fear of having a serious disease, even in the presence of medical dx, the s.s grossly exceed extent of pathological condition, anxiety and depression are common findings and OCD traits frequently accompany the disorder, DX tests are -. seek extensive medical care, 2/3 of people will suffer from depression and anxiety disorders, history of childhood trauma possible

conversion disorder- a loss or change in body fxn resulting from a psychological conflict, the physical symptoms of which cannot be explained by any known medical condition or patho mechanism

common s/s- involuntary movements, seizures, gaits, paralysis, abnormal gait, anesthesia, blindness, deafness, presence of deficits in voluntary motor or sensory fxn, la belle indifference versus distress, co morbid conditions- depression, anxiety, other somatoform disorders personality disorders, 

nursing interventions- meeting clients immediate needs, identify physical s/s client is receiving, identifying fears and anxieties, encouraging more adaptive coping strategies, helping client correlate physical symptoms to times of increased anxiety 

meds- pain/ anxiety, individual psychotherapy, group therapy- relaxation/ meditation, cognitive behavioral training, assertiveness training, stress mgmt, family therapy, 

ADHD- essential feature is a persistant pattern of inattention and or hyperactivity impulsuvity that is more frequent and severe than typically observed in people at a comparable level of development

s/s

· highly distractable

· extremely limited attention span 

· impulsivity 

· difficulty forming relationships

· disruptive and intrusive in group endeavors

· perpetual motion machines

· accident prone

CNS Stimulants- Ritalin and adderal in children with adhd the effects include increased attn span, control of hyperactive behavior improvement in learning ability, increase levels of norepi, dopamine, serotonin

SNRI- strattera

antidepressants- welbutrin- blocks uptake of norepi, sero, dopamine

Alpha Agonists- Catapres, Tenex- stimulate receptors in the brain, reducing CNS sympathetic outflow 

social skills, problem solving, parent education 

conduct disorder- repetitive and persistant pattern of behavior in which the basic rights of others or major age appropriate societal norms or rules are violated

childhood- onset of at least one criterion characteristic of conduct disorder prior to age ten, usually boys,

Adolescent- absence of any criteria characteristic of conduct disorder prior to age ten

comorbidity- ADHD, Depression, Learning Disorders, C/B- aggressive vandalism cruelty to animals stealing lying cheating truancy 

oppositional defiant disorder- pattern of negativistic defiant disobedient and hostile behavior toward authority figures that occurs more frequently than is typically observed in people of comparable age and developmental level 

seperation anxiety disorder- essential feature os excessive anxiety concerning seperation from the home or from those whom the person is attached. 

