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

Gender Identity Disorder-

· Homosexuality- sexual preference for someone of the same gender

· Lesbianism- used to identify female homosexuality 

· Occur when there is incongruence between anatomical sex and gender identity 

· In most cases this occurs during childhood 

· freud- possible fixation in the stage of development during which homosexual tendencies are common

· biological theories- genetic predisposition may exist, decreased level of testosterone and increased levels of estrogen have been suggested as causative, neither hypothesis has substantiated 

· special concerns- stds (aids), discovery of sexual orientation. fear of being rejected by parents and significant others, discrimination within society, gay marriage

· Transgenderism- a disorder of gender indentity or gender dysphoria of the most extreme variety, the person despite having the anatomical characteristics of a given gender, has the self perception of being the opposite gender 

· special concerns- extensive psychological testing before surgical intervention, hormone treatment initiated during this period, both men and women need to continue to receive maintenance hormone therapy after surgery

· sexual indentity may continue to evolve throughout someones lifetime or it may evolve during the lifetime as well 

· nursing interventions: discuss more culturally acceptable behaviors, practice behaviors through role play, give positive reinforcement for appropriate behaviors, encourage group participation and activities, offer support when the client is feeling rejected by peers, 

· groups- self esteem, assertiveness, anger management, social and relationship skills, sex education, and stress mgmt, self help groups- sex addicts anonymous 

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

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, 

