Somatoform Disorders-syndrome of multiple somatic s/s that can’t be explained med; assoc with psychosocial distress long term seeking assist from healthcare, more common in women. S/s: pain, dysphagia, nausea, bloating, constip, palpitations, dizzy, sob, signif fx impair, suicide threats common, discomfort to impairment, usual sites=head, face, low back & pelvis. Primary enable client to avoid pleasant activity, secondary promote emotional support or attention. Psych s/s: depression, substance dependence.  Physio s/s: freq visits to dr, excess use of analgesics, request surgery.                                                                                                                                                                                                          Pain Disorder: severe and prolonged=signif clinical distress, impair in social, occup, or other areas of fx-ing.                                                                                                                                                             Hypochondriasis: unrealistic interpret of physical s/s, leads to preocc fear of having serios disease, even with med dx-s/s are worse, anxiety & depression are common & OCD accompanies.                                                                                                                                                                                                                                 Conversion: loss in change in body fx from psych conflict & s/s can’t be explained. S/s: invol movements, seizures, paralysis, abnormal gait, anesthesia, blindness, deafness. Presence of deficits in vol motor or sensory fx.  “la Belle indifference” vs. distress. Co morbid: depression, anxiety, other somato disorders, PD (personality disorders) NI: meds for pain, anxiety psychotherapy, group (meditation, cog. behavior, assertiveness, stress mgmt) & fam therapy.                                                                                                                                                                            Dissociative disorders: occurs when anxiety becomes overwhelming & personality becomes disorganized. Disruption in consciousness, memory, identity or perception. Clinical pic: rare, very dramatic.                                                                                                                                                                                                       Depersonalization: disturbance in perception of one’s self, sense of unreality, detachment of environment. Characteristics: feeling a sense of deadness in body, seeing self from a distance, perceiving limbs are larger or smaller than norm, reality testing remains intact. NI: provide support, safety, explain relationship with anxiety, explore unresolved feelings, coping strat, ident situations that precipitate.                                                                                                                                                        Dissociative Amnesia: inability to recall personal info. Not assoc with sub abuse, neuro disorders, med conditions. Pt alert and appears nothing is wrong, often found wandering in streets.  2 types: LOCALIZED: can’t recall instances about traumatic event for a period of time following event. SYSTEMATIZED: can’t recall events that relate to a specific cat. of info. NI: safety, explore stressors, adaptive coping strats. Tx: Amytal (helps recall events), hypnosis, psychotherapy (free or direct assoc). Dissociative Fugue: rare, follows psycho stress, may have major depression prior, last few hrs to several days, accopm by amnesia, sudden travel away from home or work, unable to recall or assume identity. NI: safety, redirect violence with physical outlet, remain calm & have staff to show strength, explore stressors & ident coping strats. Tx: Amytal, hypnosis, supportive therapy (direct assoc).                                                                                                                                                                  Dissociative Disorder (multiple PD): >2 personalities, 1 is dominant & evident @ any moment, each is unique comprised of: complex set of memories, behaviors & social relations. Transition to 1 personality to another is sudden, dramatic & precip by stress. NI: assess suicide intent and plan, verbal contract, seek assist from another personality, develop relationships with all personalities, help client understands sub. personalities, ident stress sit that change personalities. Tx: integrate personalities, intense long-term psychotherapy (often diff & anxiety provoking).                                                                                                                                                     Personality Disorders: lifelong, inflex & dysfunctional patterns of behaviors. Don’t find behaviors distressing to self. Become distressed to the reaction of others (“get under the skin”)                                                                                                                                                                                                                                                                     DSM-IV-TR groups: Cluster A: behaviors odd/eccentric. Cluster B: dramatic, emotional, erratic. Cluster C: anxious/fearful. Prevailance: 10-15%, occurs with mood disorder/anxiety, seek need for help for depression, anxiety, ETOH, on the Axis II.                                                                                                                                                    Cluster A= TYPE 1:Paranoid: distrustful & suspicious of others, more in me, hereditary, subject to parental antanonism & harassment, constant on guard, hyper vigilant, ready for any threat, trusts no one, tests honesty of others, oversensitive, misinterprets minsques, magnifies & distorts ques in environment. TYPE 2: Schizoid: emotional detach profound defect in ability to form person relationships, failure to respond to others emotionally, 3-7.5%, more in men, unempathetic, lacks nurturing, indifferent to others, aloof (is on fire!), emotional cold, shy, anxious, inappropriate, serious about everything. TYPE 3: Schitzotypical: beliefs leading to interpersonal diff, 3%, hereditary, physiological influence (anatomic deficits, neurochemical dysfunctions), early fam dynamics (aloof, isolated, behaves in bland & empathetic manner, bizarre speech), under stress demonstrates psychotic s/s, everyday world (magical thinking, reason, reference, delusions & depersonalization). NI: trust (honesty, nonintrusive, clear explanation), don’t tolerate groups.                                                                                                                                                         Cluster B= Antisocial Personality Disorders: 3% men, 1% women, no consistent employment, exploits & manipulates others for personal gains, pattern of socially irrespon, exploitative, guiltless behavior that reflects no regard to others. NI: manipulate/set limits, consistent/conseq of behaviors, no moralizing, assist w/ identi feelings r/t anxiety, hold client accountable for behaviors, groups w/ same dx can be effective.                                                                                                                                                          Borderline PD (most common of PD): instability w/ identity, relations &in affect. Pattern intense and chaotic, seems to be in a state of crisis, have fluct and extreme attitudes re: others (clinging & distancing). Exhibits splitting defense, impulsive, manip, self destruct behaviors. Tx: group therapy (assert, prob solv, stress mgmt, anger mgmt), self help groups (aa, na, eating disorders). Meds: cognitive-perceptual s/s (Lithium, Depakene, Tegretol) & affective/emotional (SSRI-Celexa, lexapro, Zoloft, Prozac, Paxil)(clonazepam). NI: maintain boundaries, consistency, supportive confrontation, suicide assess, safety, behavior contract.                                                                                                                          Narcissistic: arrogance w/ grandiose view of self, lack of empathy, more in men, believe they have the right to special considerations, 2-16%-clinical pop, <1% gen pop. Predisposing factors: as children, fear/failures dependency needs are responded by critism, disdain or neglect. Parents are narcissistic themselves, clinical pic: overly self centered, exploit others to fulfill own desire, mood grandiosity, optimistic, relaxed, cheerful & carefree. NI: supportive confrontation, goal setting here & now, limit setting, consistency; assist w/ ident responsibility to self.                                                                                                                                                                        Histronic PD: attention seeking, more in women. Personality: excitable, emotional, colorful, dramatic, and extroverted in behavior. Prevalence 2-3%. Predisp fact: poss link to the noradrenergic & serotonergic systems, hereditary, learned pattern behaviors. S/s: self dramatizing, atten seeking, overly gregarious, seductive, manip, exhibitionistic.                                                                                                                                                                                                                                                                    Cluster C= Avoidant PD: social inhibition, avoid situations that require contract (interpersonal), extreme sensitive to rejection, 0.5-1%, equal in m & w. Predis fact: hereditary, parental rejections & criticism, awkward & uncomfort in social situation, desire for close relations but avoid d/t fear of rejection. NI: assist w/ confrontation of fears, support, assert training.                                                                                                                                                                                                          Dependant PD: hereditary, stimulation & nurturance are experienced from 1 source, a singular attachment is made by the infant to the exclusion of all others, have lack of self confidence that is apparent in: posture, voice, mannerisms, passive to others, overly generous & thoughtful while underplaying their own attractiveness & achievements. NI: assist w/ client’s responsibility for self, manage anxiety, assert training, encourage verb feelings, coping skills.                                                              OCD: perfectionism, orderliness& control. Inflexible about how things are done. Devoted to productivity at the exclusion of others. Pred fact: over-controlled by parents, parental lack of + reinforcement for + behavior, frequent punishment for undesirable behavior. Concerned w/ organization and efficiency, rigid & unbending, polite, formal & rank conscious. NI: supportive confrontation, explore feelings.                                                                                                                                                   Passive-Aggressive PD: pervasive pattern of – attitudes & passive resistance for social& work performance. Feel cheated, express envy& resentment over “easy life”, goes great lengths to seek retribution, demonstrate passive resistance & general obstructiveness. TX: interpersonal psychotherapy (1:1-long term), psychoanalytical psychotherapy (Histrionic PD), cognitive/behavioral therapy (OCD, Passive-Aggressive PD, Antisocial, Avoidant PD), milieu or group therapy (antisocial PD, avoidance PD), Dilectial Behavior therapy “DBT” (group skills training, ind psychotherapy, telephone contact, therapist consult/team meeting).                                                                                                                                           Sexual & Gender Identity Disorders: Paraphilias: repetitive or preferred sexual fantasies or behaviors suffering or humiliation, sexual activity w/ non-consenting partners. Exhibitionism (flashers, exposers), Fetishism, Frotteurism (non-suspicion persons), Sexual masochism (humiliated, beaten), sexual sadism (watching someone suffer), Voyeurism (peeping tom) & Incest. Implications: Biologic: destruction of the limbic system, temporal lobe disease, abnormal levels of androgens. Psychoanalytical theory: fails to resolve the Oedipal crisis & ident w/ the parent. Behavioral theory: type of reinforcement following the behavior (modeling, mimicking & recalling past trauma). Theoretical integration: combo of bio, psych & cultural factors. Tx: Biologic (blocking or decreasing the level of androgens-antiandrogentic med-Lupron). Psychoanalytic: identify unresolved conflicts & traumas from childhood thus resolving the anxiety that prevents them from having a healthy sexual relation. Behavioral Therapy: Aversion (paring noxious stimuli (ex., bad odors)), covert sensitization & satiation.                                                            Gender Identity Disorder: is the sense of knowing to which sex one belongs. Occurs when there is incongruence between anatomical sex and gender identity. Homo: sexual pref for individuals of the same sex. Lesbo: female homos. Not a problem unless a person experiences persistent and marked distress about own sexual orientation. Biological theories: suggested that a genetic predipos for homos may exist, decreased levels of testosterone and increased levels of estrogen, but never hypothesis has been substantiated. Psych theories: Freud suggested a possible fixation during the stage of development during which homo tendencies are common. Special concerns:  STD’s (AIDS), discovery of orientation, fear of being rejected by parents and or sign others, discrim w/ society, gay marriage.                      Transgenderism: a disorder of gender identity or gender dysphoria (unhappiness or dissatisfaction w/ one’s gender) of the most extreme variety. Has self perception of being the other gender despite of their sex organs. Special concern: extensive psych testing before surgery. Hormonal tx initiated during this period. Both sexes need to continue hormonal therapy after surgery.                                                                                                                                                                                                  Bisexuality: sex activity with both sexes. More common than homo. NI: discuss cultural accept behaviors, practice behaviors thru role play, give + reinforcement for appropriate behaviors, encourage group & activity participation, offer support.
[bookmark: _GoBack]Eating disorders- Intro- Hypothalamus= appetite reg center, behaviors influenced by society and culture—Epi factors- Rate = 1% in women(12-30) in anorexia- 4% late adolec. And adult in bulimia. Assess- Anorexia=  morbid fear of obesity, S/S gross distortion body image, refusal to eat, preoccupied with food, weight decrease>15%, hypothermia, brady, hypotension, edema, lanugo, metabolic changes, amenorrhea, obsessed with food, anxiety and depression.                                                              – Bulimia- binge and purge(vomit, lax, diuretic, enema), fasting, exercise, excessive, slight below or higher weight, depression, anxiety, sub abuse common, dehydration and lyte imbalance.  Predisposing factors- Biological-genetic (sisters mothers and chrom linkage) neuroendocrine (hypothalamic dysfunction in anorexia) neurochemical (bulimia associated with serotonin and norepi—anorexia = increased levels, endogenous opioids) Psychodynamic-disturbed mother/infant interaction= retard ego development, unfulfilled of separation and divide- family influences – conflict avoid (spousal), elements of power and control (child seeks love and approval).   Education– symptom, obese, causes and effect on body, nutrition, ways to control life, express fears and feels, coping strats, meds and side effects, relax techn, problem solving, support services(weight watchers)-                                                                                                                                                                    TX- behavior modification(issues of control are central, client must perceive they are in control of overeating and vomiting, success with contracting in tx choices and input and privilege). Individual therapy( helpful when underlying psyche problems are contributing to bad behaviors) family therapy (educate family, asses family impact, assist in method to adaptive functioning)   Meds-  Anorexia= Prozac, anfranil, periactin, thorazine, zyprexa- Bulimia- Prozac, elavil, nardil, aventyl, norpramine, trofranil.   Nursing process – DX-  imbalanced nutrition less than body requ., deficient fluid volume, ineffective denial, disturbed body image/ low self esteem and anxiety – Outcomes-  client maintains at least 80% body wt. VS, Bp and labs WNL., verbalize importance of nutrition and consequences of fluid loss, verb  events that lead to anxiety, ways to gain control, interest in others and less of own appearance, verb image of body of fat was wrong. Planning and implementation – nursing care, restore nutrition, balance and help gain control over life, self esteem promotes in other besides body image, Evaluation – reassess behaviors, behavior change by client and family.   Eating dis. In men-  greater Hx ob obesity before disorder than women, fear of fat ass, masculine appearance, steroids, concerns about sexual identity, homos (Charles) and asexuality. Tx similar to women but harder to express feelings. 

