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Chapter 1

Psychiatry

The word psyche comes from the ancient Greek for soul or butterfly. The fluttering
elusive insect appears in the coat of arms of Britain's Royal College of Psychiatrists

Psychiatry is the medical specialty devoted to the study and treatment of mental
disorders—which include various affective, behavioural, cognitive and perceptual
disorders. The term was first coined by the German physician Johann Christian Reil in
1808. It literally means the 'medical treatment of the mind' (psych-: mind; -iatry: medical
treatment; from Greek iatrikos: medical, iasthai: to heal). A medical doctor specializing
in psychiatry is a psychiatrist.

Mental disorders are currently conceptualized as disorders of brain circuits likely caused

by developmental processes shaped by a complex interplay of genetics and experience. In
other words, the genetics of mental illness may really be the genetics of brain
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development, with different outcomes possible, depending on the biological and
environmental context.

Psychiatric assessment typically starts with a mental status examination and the
compilation of a case history. Psychological tests and physical examinations may be
conducted, including on occasion the use of neuroimaging or other neurophysiological
techniques. Mental disorders are diagnosed in accordance with criteria listed in diagnostic
manuals such as the widely used Diagnostic and Statistical Manual of Mental Disorders
(DSM), published by the American Psychiatric Association, and the International
Classification of Diseases (ICD) edited and used by the World Health Organization. The
5th edition of the DSM (DSM-5) is scheduled to be published in 2013, and is expected to
have significant impact on many medical fields.

Psychiatric treatment applies a variety of modalities, including medication,
psychotherapy and a wide range of other techniques such as transcranial magnetic
stimulation. Treatment may be as an inpatient or outpatient, according to severity of
function impairment/the disorder in question. Research and treatment within psychiatry
as a whole are conducted on an interdisciplinary basis, sourcing an array of sub-
specialties and theoretical approaches.

History

Although one may trace its germination to the late eighteenth century, the beginning of
psychiatry as a medical specialism is dated to the middle of the nineteenth century. Prior
to this point one is considering the history of madness and not the history of psychiatry.

Ancient times

Starting in the 5th century BC, mental disorders, especially those with psychotic traits,
were considered supernatural in origin. This view existed throughout ancient Greece and
Rome. Early manuals written about mental disorders were created by the Greeks. In the
4th century BC, Hippocrates theorized that physiological abnormalities may be the root
of mental disorders. Religious leaders and others returned to using early versions of
exorcisms to treat mental disorders which often utilized cruel, harsh, and barbarous
methods.

Middle Ages

The first specialist hospitals were built in the medieval Islamic world from the 8th
century. The first was built in Baghdad in 705 AD, followed by Fes in the early 8th
century, and Cairo in 800 AD. Unlike medieval Christian physicians who relied on
demonological explanations for madness, medieval Muslim physicians relied mostly on
clinical observations. They made significant advances in the medical understanding of
madness and were the first to provide psychotherapy for mentally ill patients, in addition
to other forms of treatment such as baths, drug medication, music therapy and
occupational therapy. In the 10th century, the Persian physician Muhammad ibn Zakariya
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Razi (Rhazes) combined psychological methods and physiological explanations to
provide treatment to mentally ill patients. His contemporary, the Arab physician Najab
ud-din Muhammad, described a number of forms of madness which might share clinical
features with contemporary medical disease concepts such as agitated depression,
neurosis, priapism and sexual impotence (Nafkhae Malikholia), psychosis (Kutrib), and
mania (Dual-Kulb).

In the 11th century, another Persian physician, Abu Ali al-Hussain ibn Abdallah ibn Sina,
known in the West as Avicenna, recognized "physiological psychology" in the treatment
of illnesses involving emotions, and developed a system for associating changes in the
pulse rate with inner feelings. The third section of Avicenna's monumental text Cannon
of Medicine (Al-Qanun fi al-Tibb) dealt with disorders of the psyche and the nervous
systems and expounded on topics such as sexology, lovesickness, delusion, apoplexy,
hallucination, insomnia, mania, nightmare, melancholia, dementia, epilepsy, paralysis,
stroke, vertigo, spasm and tremor.

Specialist hospitals were built in medieval Europe from the 13th century to treat mental
disorders but were utilized only as custodial institutions and did not provide any type of
treatment. Founded in the 13th century, Bethlem Royal Hospital in London is one of the
oldest lunatic asylums. By 1547 the City of London acquired the hospital and continued
its function until 1948. It is now part of the National Health Service and is an NHS
Foundation Trust.

Many consider Philippe Pinel to be the father of modern psychiatry
Early modern period

In 1656, Louis XIV of France created a public system of hospitals for those suffering
from mental disorders, but as in England, no real treatment was being applied. In 1758
English physician William Battie wrote the Treatise on Madness which called for
treatments to be utilized in asylums. Thirty years later the new ruling monarch in
England, George III, was known to be suffering from a mental disorder. Following the
King's remission in 1789, mental illness was seen as something which could be treated
and cured. By 1792 French physician Philippe Pinel introduced humane treatment
approaches to those suffering from mental disorders. William Tuke adopted the methods
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outlined by Pinel and that same year Tuke opened the York Retreat in England. That
institution became known as a model throughout the world for humane and moral
treatment of patients suffering from mental disorders. It inspired similar institutions in the
United States, most notably the Brattleboro Retreat and the Hartford Retreat (now the
Institute of Living).

19th century

At the turn of the century, England and France combined only had a few hundred
individuals in asylums. By the late 1890s and early 1900s, this number skyrocketed to the
hundreds of thousands. The United States housed 150,000 patients in mental hospitals by
1904. German speaking countries housed more than 400 public and private sector
asylums. These asylums were critical to the evolution of psychiatry as they provided a
universal platform of practice throughout the world.

On the continent, universities often played a part in the administration of the asylums.
Due to the relationship between the universities and asylums, scores of competitive
psychiatrists were being molded in Germany. Germany became known as the world
leader in psychiatry during the nineteenth century. The country possessed more than 20
separate universities all competing with each other for scientific advancement. However,
because of Germany's individual states and the lack of national regulation of asylums, the
country had no organized centralization of asylums or psychiatry. Britain, like Germany,
also lacked a centralized organization for the administration of asylums. This deficit
hindered the diffusion of new ideas in medicine and psychiatry.

In the United States in 1834 Anna Marsh, a physician's widow, deeded the funds to build
her country's first financially-stable private asylum. The Brattleboro Retreat marked the
beginning of America's private psychiatric hospitals challenging state institutions for
patients, funding, and influence. Although based on England's York Retreat, it would be
followed by specialty institutions of every treatment philosophy.

In 1838, France enacted a law to regulate both the admissions into asylums and asylum

services across the country. By 1840, asylums as therapeutic institutions existed
throughout Europe and the United States.
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Emil Kraepelin studied and promoted ideas of disease classification for mental disorders

However, the new and dominating ideas that mental illness could be "conquered" during
the mid-nineteenth century all came crashing down. Psychiatrists and asylums were being
pressured by an ever increasing patient population. The average number of patients in
asylums in the United States jumped 927%. Numbers were similar in England and
Germany. Overcrowding was rampant in France where asylums would commonly take in
double their maximum capacity. Increases in asylum populations may have been a result
of the transfer of care from families and poorhouses, but the specific reasons as to why
the increase occurred is still debated today. No matter the cause, the pressure on asylums
from the increase was taking its toll on the asylums and psychiatry as a specialty.
Asylums were once again turning into custodial institutions and the reputation of
psychiatry in the medical world had hit an extreme low.

20th century
Disease classification and rebirth of biological psychiatry

The 20th century introduced a new psychiatry into the world. Different perspectives of
looking at mental disorders began to be introduced. The career of Emil Kraepelin reflects
the convergence of different disciplines in psychiatry. Kraepelin initially was very
attracted to psychology and ignored the ideas of anatomical psychiatry. Following his
appointment to a professorship of psychiatry and his work in a university psychiatric
clinic, Kraepelin's interest in pure psychology began to fade and he introduced a plan for
a more comprehensive psychiatry. Kraepelin began to study and promote the ideas of
disease classification for mental disorders, an idea introduced by Karl Ludwig Kahlbaum.
The initial ideas behind biological psychiatry, stating that the different mental disorders
were all biological in nature, evolved into a new concept of "nerves" and psychiatry
became a rough approximation of neurology and neuropsychiatry. Following Sigmund
Freud's death, ideas stemming from psychoanalytic theory also began to take root. The
psychoanalytic theory became popular among psychiatrists because it allowed the
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patients to be treated in private practices instead of warehoused in asylums. By the 1970s
the psychoanalytic school of thought had become marginalized within the field.
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Otto Loewi's work led to the identification of the first neurotransmitter, acetylcholine

Biological psychiatry reemerged during this time. Psychopharmacology became an
integral part of psychiatry starting with Otto Loewi's discovery of the first
neurotransmitter, acetylcholine. Neuroimaging was first utilized as a tool for psychiatry
in the 1980s. The discovery of chlorpromazine's effectiveness in treating schizophrenia in
1952 revolutionized treatment of the disease, as did lithium carbonate's ability to stabilize
mood highs and lows in bipolar disorder in 1948. Psychotherapy was still utilized, but as
a treatment for psychosocial issues. Genetics were once again thought to play a role in
mental illness. Molecular biology opened the door for specific genes contributing to
mental disorders to be identified.

Anti-psychiatry and deinstitutionalization

The introduction of psychiatric medications and the use of laboratory tests altered the
doctor-patient relationship between psychiatrists and their patients. Psychiatry's shift to
the hard sciences had been interpreted as a lack of concern for patients. Anti-psychiatry
had become more prevalent in the late twentieth century due to this and publications in
the media which conceptualized mental disorders as myths. Others in the movement
argued that psychiatry was a form of social control and demanded that institutionalized
psychiatric care, stemming from Pinel's thereapeutic asylum, be abolished. Incidents of
physical abuse by psychiatrists took place during the reign of some totalitarian regimes as
part of a system to enforce political control. Some of the abuse even continued to the
present day. Historical examples of the abuse of psychiatry took place in Nazi Germany,
in the Soviet Union under Psikhushka, and in the apartheid system in South Africa.

Electroconvulsive therapy (ECT) was one treatment that the anti-psychiatry movement
wanted eliminated. They alleged that ECT damaged the brain and was used as a tool for
discipline. While some believe there is no evidence that ECT damages the brain, there are
some citations that ECT does cause damage. Sometimes ECT is used as punishment or as
a threat and there have been isolated incidents where the use of ECT was threatened to
keep the patients "in line". The prevalence of psychiatric medication helped initiate
deinstitutionalization, the process of discharging patients from psychiatric hospitals to the
community. The pressure from the anti-psychiatry movements and the ideology of
community treatment from the medical arena helped sustain deinstitutionalization.
Thirty-three years after deinstitutionalization started in the United States, only 19% of the
patients in state hospitals remained. Mental health professionals envisioned a process
wherein patients would be discharged into communities where they could participate in a
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normal life while living in a therapeutic atmosphere. Psychiatrists were criticized,
however, for failing to develop community-based support and treatment. Community-
based facilities were not available because of the political infighting between in-patient
and community-based social services, and an unwillingness by social services to dispense
funding to provide adequately for patients to be discharged into community-based
facilities.

Medicalization of deviance

According to Kittrie, a number of phenomena considered "deviant", such as alcoholism,
drug addiction and mental illness, were originally considered as moral, then legal, and
now medical problems. As a result of these perceptions, peculiar deviants were subjected
to moral, then legal, and now medical modes of social control. Similarly, Conrad and
Schneider concluded their review of the medicalization of deviance by supposing that
three major paradigms may be identified that have reigned over deviance designations in
different historical periods: deviance as sin; deviance as crime; and deviance as sickness.

Transinstitutionalization and the aftermath

In 1963, US president John F. Kennedy introduced legislation delegating the National
Institute of Mental Health to administer Community Mental Health Centers for those
being discharged from state psychiatric hospitals. Later, though, the Community Mental
Health Center's focus was diverted to provide psychotherapy sessions for those suffering
from acute but mild mental disorders. Ultimately there were no arrangements made for
actively and severely mentally ill patients who were being discharged from hospitals.
Some of those suffering from mental disorders drifted into homelessness or ended up in
prisons and jails. Studies found that 33% of the homeless population and 14% of inmates
in prisons and jails were already diagnosed with a mental illness.

In 1972, psychologist David Rosenhan published the Rosenhan experiment, a study
analyzing the validity of psychiatric diagnoses. The study arranged for eight individuals
with no history of psychopathology to attempt admission into psychiatric hospitals. The
individuals included a graduate student, psychologists, an artist, a housewife, and two
physicians, including one psychiatrist. All eight individuals were admitted with a
diagnosis of schizophrenia or bipolar disorder. Psychiatrists then attempted to treat the
individuals using psychiatric medication. All eight were discharged within 7 to 52 days.
In a later part of the study, psychiatric staff were warned that pseudo-patients might be
sent to their institutions, but none were actually sent. Nevertheless, a total of 83 patients
out of 193 were believed by at least one staff member to be actors. The study concluded
that individuals without mental disorders were indistinguishable from those suffering
from mental disorders. Critics such as Robert Spitzer placed doubt on the validity and
credibility of the study, but did concede that the consistency of psychiatric diagnoses
needed improvement.

Psychiatry, like most medical specialties has a continuing, significant need for research
into its diseases, classifications and treatments. Psychiatry adopts biology's fundamental
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belief that disease and health are different elements of an individual's adaptation to an
environment. But psychiatry also recognizes that the environment of the human species is
complex and includes physical, cultural, and interpersonal elements. In addition to
external factors, the human brain must contain and organize an individual's hopes, fears,
desires, fantasies and feelings. Psychiatry's difficult task is to bridge the understanding of
these factors so that they can be studied both clinically and physiologically.

Theory and focus

"Psychiatry, more than any other branch of medicine, forces its practitioners to wrestle
with the nature of evidence, the validity of introspection, problems in communication,
and other long-standing philosophical issues" (Guze, 1992, p.4).

The term psychiatry (Greek "yoywatpikn", psychiatrike), coined by Johann Christian Reil
in 1808, comes from the Greek "yvyn" (psyché: "soul or mind") and "atpdc" (iatros:
"healer"). It refers to a field of medicine focused specifically on the mind, aiming to
study, prevent, and treat mental disorders in humans. It has been described as an
intermediary between the world from a social context and the world from the perspective
of those who are mentally ill.

Those who practice psychiatry are different than most other mental health professionals
and physicians in that they must be familiar with both the social and biological sciences.
The discipline is interested in the operations of different organs and body systems as
classified by the patient's subjective experiences and the objective physiology of the
patient. Psychiatry exists to treat mental disorders which are conventionally divided into
three very general categories: mental illness, severe learning disability, and personality
disorder. While the focus of psychiatry has changed little throughout time, the diagnostic
and treatment processes have evolved dramatically and continue to do so. Since the late
20th century, the field of psychiatry has continued to become more biological and less
conceptually isolated from the field of medicine.

Scope of practice
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Disability-adjusted life year for neuropsychiatric conditions per 100,000 inhabitants in
2002.
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While the medical specialty of psychiatry utilizes research in the field of neuroscience,
psychology, medicine, biology, biochemistry, and pharmacology, it has generally been
considered a middle ground between neurology and psychology. Unlike other physicians
and neurologists, psychiatrists specialize in the doctor-patient relationship and are trained
to varying extents in the use of psychotherapy and other therapeutic communication
techniques. Psychiatrists also differ from psychologists in that they are physicians and the
entirety of their post-graduate training is revolved around the field of medicine.
Psychiatrists can therefore counsel patients, prescribe medication, order laboratory tests,
order neuroimaging, and conduct physical examinations.

Ethics

Like other professions, the World Psychiatric Association issues an ethical code to
govern the conduct of psychiatrists. The psychiatric code of ethics, first set forth through
the Declaration of Hawaii in 1977, has been expanded through a 1983 Vienna update and,
in 1996, the broader Madrid Declaration. The code was further revised in Hamburg,

1999. The World Psychiatric Association code covers such matters as patient assessment,
up-to-date knowledge, the human dignity of incapacitated patients, confidentiality,
research ethics, sex selection, euthanasia, organ transplantation, torture, the death penalty,
media relations, genetics, and ethnic or cultural discrimination. In establishing such
ethical codes, the profession has responded to a number of controversies about the
practice of psychiatry.

Subspecialties

Various subspecialties and/or theoretical approaches exist which are related to the field of
psychiatry. They include the following:
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e Addiction psychiatry; focuses on evaluation and treatment of individuals with
alcohol, drug, or other substance-related disorders, and of individuals with dual
diagnosis of substance-related and other psychiatric disorders.

o Biological psychiatry; an approach to psychiatry that aims to understand mental
disorders in terms of the biological function of the nervous system.

e Child and adolescent psychiatry; a branch of psychiatry that specialises in work
with children, teenagers, and their families.

e Community psychiatry; an approach that reflects an inclusive public health
perspective and is practiced in community mental health services.

e Cross-cultural psychiatry; a branch of psychiatry concerned with the cultural and
ethnic context of mental disorder and psychiatric services.

o Eating disorders; focuses on anorexia nervosa, bulimia nervosa, binge eating
disorder, eating disorders not otherwise specified (EDNOS) and certain feeding
disorders such as pica (disorder).

o Emergency psychiatry; the clinical application of psychiatry in emergency
settings.

o Forensic psychiatry; the interface between law and psychiatry.

e QGeriatric psychiatry; a branch of psychiatry dealing with the study, prevention,
and treatment of mental disorders in humans with old age.

e Global Mental Health; the area of study, research and practice that places a
priority on improving mental health and achieving equity in mental health for all
people worldwide.

o Liaison psychiatry; the branch of psychiatry that specializes in the interface
between other medical specialties and psychiatry.

o Military psychiatry; covers special aspects of psychiatry and mental disorders
within the military context.

e Neuropsychiatry; branch of medicine dealing with mental disorders attributable to
diseases of the nervous system.

e Social psychiatry; a branch of psychiatry that focuses on the interpersonal and
cultural context of mental disorder and mental wellbeing.

In the United States, psychiatry is one of the specialties which qualify for further
education and board-certification in pain medicine, palliative medicine, and sleep
medicine.

Approaches

Psychiatric illnesses can be approached in a number of different ways. The biomedical
approach examines signs and symptoms and compares them with diagnostic criteria.
Psychiatric illness can also be assessed through a narrative which tries to understand
symptoms as a part of a meaningful life history and as a responses to external conditions.
Both approaches are important in the field of psychiatry. A lack of consensus between
these often opposing views has contributed in part to the biopsychiatry controversy. It has
also played a role in controversies over specific psychiatric illness, such as ADHD and
multiple personalities. The biopsychosocial model is often used to understand psychiatric
illness. However, the "model's" scientific credentials have been called into question in
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Dr. Niall McLaren's 1998 paper, 4 critical review of the Biopsychosocial Model and his
books Humanizing Madness and Humanizing Psychiatry. Even though it is correct to say
that sociology, psychology, and biology are factors in mental illness, simply stating this
obvious fact does not make it a model in the scientific sense of the word. Scientific
models are meant to be the actualization of a scientific theory and the biopsychosocial
model actualizes nothing apart from reiterating a concept which "all practitioners of
reasonable sensitivity" should know implicitly (that social and psychological factors
matter).

Industry and academia

Practitioners

All physicians can diagnose mental disorders and prescribe treatments utilizing principles
of psychiatry. Psychiatrists are either: 1) clinicians who specialize in psychiatry and are
certified in treating mental illness; or (2) scientists in the academic field of psychiatry and
are qualified as research doctors in this field. Psychiatrists may also go through
significant training to conduct psychotherapy, psychoanalysis and cognitive behavioral
therapy, but it is their training as physicians that differentiates them from other mental
health professionals.

Research

An MRI scan of the brain: many mental disorders are thought to be associated with
neurobiological abnormalities

Psychiatric research is, by its very nature, interdisciplinary. It combines social, biological
and psychological perspectives to understand the nature and treatment of mental
disorders. Clinical and research psychiatrists study basic and clinical psychiatric topics at
research institutions and publish articles in journals. Under the supervision of institutional
review boards, psychiatric clinical researchers look at topics such as neuroimaging,
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genetics, and psychopharmacology in order to enhance diagnostic validity and reliability,
to discover new treatment methods, and to classify new mental disorders.

Clinical application

Diagnostic systems

fMRI images such as these may assist in a diagnosis by ruling out other conditions

Psychiatric diagnoses take place in a wide variety of settings and are performed by many
different health professionals. Therefore, the diagnostic procedure may vary greatly based
upon these factors. Typically, though, a psychiatric diagnosis utilizes a differential
diagnosis procedure where a mental status examination and physical examination is
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conducted, pathological, psychopathological or psychosocial histories obtained, and
sometimes neuroimages or other neurophysiological measurements are taken, or
personality tests or cognitive tests administered. In some cases, a brain scan might be
used to rule out other medical illnesses, but at this time relying on brain scans alone
cannot accurately diagnose a mental illness or tell the risk of getting a mental illness in
the future. A few psychiatrists are beginning to utilize genetics during the diagnostic
process but on the whole this remains a research topic.

Diagnostic manuals

Three main diagnostic manuals used to classify mental health conditions are in use today.
The ICD-10 is produced and published by the World Health Organisation, includes a
section on psychiatric conditions, and is used worldwide. The Diagnostic and Statistical
Manual of Mental Disorders, produced and published by the American Psychiatric
Association, is primarily focused on mental health conditions and is the main
classification tool in the United States. It is currently in its fourth revised edition and is
also used worldwide. The Chinese Society of Psychiatry has also produced a diagnostic
manual, the Chinese Classification of Mental Disorders.

The stated intention of diagnostic manuals is typically to develop replicable and clinically
useful categories and criteria, to facilitate consensus and agreed upon standards, whilst
being atheoretical as regards etiology. However, the categories are nevertheless based on
particular psychiatric theories and data; they are broad and often specified by numerous
possible combinations of symptoms, and many of the categories overlap in
symptomology or typically occur together. While originally intended only as a guide for
experienced clinicians trained in its use, the nomenclature is now widely used by
clinicians, administrators and insurance companies in many countries.

Treatment settings
General considerations

Individuals with mental health conditions are commonly referred to as patients but may
also be called clients, consumers, or service recipients. They may come under the care of
a psychiatric physician or other psychiatric practitioners by various paths, the two most
common being self-referral or referral by a primary-care physician. Alternatively, a
person may be referred by hospital medical staff, by court order, involuntary
commitment, or, in the UK and Australia, by sectioning under a mental health law.
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A psychiatric patient room in the United States

Whatever the circumstance of a person's referral, a psychiatrist first assesses the person's
mental and physical condition. This usually involves interviewing the person and often
obtaining information from other sources such as other health and social care
professionals, relatives, associates, law enforcement and emergency medical personnel
and psychiatric rating scales. A mental status examination is carried out, and a physical
examination is usually performed to establish or exclude other illnesses, such as thyroid
dysfunction or brain tumors, or identify any signs of self-harm; this examination may be
done by someone other than the psychiatrist, especially if blood tests and medical
imaging are performed.

Like all medications, psychiatric medications can cause adverse effects in patients and
hence often involve ongoing therapeutic drug monitoring, for instance full blood counts
or, for patients taking lithium salts, serum levels of lithium, renal and thyroid function.
Electroconvulsive therapy (ECT) is sometimes administered for serious and disabling
conditions, especially those unresponsive to medication. The efficacy and adverse effects
of psychiatric drugs have been challenged.

The close relationship between those prescribing psychiatric medication and

pharmaceutical companies has become increasingly controversial along with the
influence which pharmaceutical companies are exerting on mental health policies.
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Also controversial are forced drugging and the "lack of insight" label. According to a
report published by the US National Council on Disability,

Involuntary treatment is extremely rare outside the psychiatric system, allowable only in
such cases as unconsciousness or the inability to communicate. People with psychiatric
disabilities, on the other hand, even when they vigorously protest treatments they do not
want, are routinely subjected to them anyway, on the justification that they "lack insight"
or are unable to recognize their need for treatment because of their "mental illness". In
practice, "lack of insight" becomes disagreement with the treating professional, and
people who disagree are labeled "noncompliant" or "uncooperative with treatment".

Inpatient treatment

Psychiatric treatments have changed over the past several decades. In the past, psychiatric
patients were often hospitalized for six months or more, with some cases involving
hospitalization for many years. Today, people receiving psychiatric treatment are more
likely to be seen as outpatients. If hospitalization is required, the average hospital stay is
around one to two weeks, with only a small number receiving long-term hospitalization.

Psychiatric inpatients are people admitted to a hospital or clinic to receive psychiatric
care. Some are admitted involuntarily, perhaps committed to a secure hospital, or in some
jurisdictions to a facility within the prison system. In many countries including the USA
and Canada, the criteria for involuntary admission vary with local jurisdiction. They may
be as broad as having a mental health condition, or as narrow as being an immediate
danger to themselves and/or others. Bed availability is often the real determinant of
admission decisions to hard pressed public facilities. European Human Rights legislation
restricts detention to medically-certified cases of mental disorder, and adds a right to
timely judicial review of detention.
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Injections are one of many ways to administer psychiatric medication

Patients may be admitted voluntarily if the treating doctor considers that safety isn't
compromised by this less restrictive option. Inpatient psychiatric wards may be secure
(for those thought to have a particular risk of violence or self-harm) or unlocked/open.
Some wards are mixed-sex whilst same-sex wards are increasingly favored to protect
women inpatients. Once in the care of a hospital, people are assessed, monitored, and
often given medication and care from a multidisciplinary team, which may include
physicians, psychiatric nurse practitioners, psychiatric nurses, clinical psychologists,
psychotherapists, psychiatric social workers, occupational therapists and social workers.
If a person receiving treatment in a psychiatric hospital is assessed as at particular risk of
harming themselves or others, they may be put on constant or intermittent one-to-one
supervision, and may be physically restrained or medicated. People on inpatient wards
may be allowed leave for periods of time, either accompanied or on their own.

In many developed countries there has been a massive reduction in psychiatric beds since
the mid 20th century, with the growth of community care. Standards of inpatient care
remain a challenge in some public and private facilities, due to levels of funding, and
facilities in developing countries are typically grossly inadequate for the same reason.
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Outpatient treatment

People may receive psychiatric care on an inpatient or outpatient basis. Outpatient
treatment involves periodic visits to a clinician for consultation in his or her office,
usually for an appointment lasting thirty to sixty minutes. These consultations normally
involve the psychiatric practitioner interviewing the person to update their assessment of
the person's condition, and to provide psychotherapy or review medication. The
frequency with which a psychiatric practitioner sees people in treatment varies widely,
from days to months, depending on the type, severity and stability of each person's
condition, and depending on what the clinician and client decide would be best.
Increasingly, psychiatrists are limiting their practices to psychopharmacology
(prescribing medications) with less time devoted to psychotherapy or "talk" therapies, or
behavior modification. The role of psychiatrists is changing in community psychiatry,
with many assuming more leadership roles, coordinating and supervising teams of allied
health professionals and junior doctors in delivery of health services.
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Chapter 2

Mental Disorder

Mental disorder

Eight women representing prominent mental diagnoses in the 19th century. (Armand

Gautier)
ICD-10 F.
MeSH D001523

A mental disorder or mental illness is a psychological or behavioral pattern generally
associated with subjective distress or disability that occurs in an individual, and which is
not a part of normal development or culture. The recognition and understanding of mental
health conditions has changed over time and across cultures, and there are still variations
in the definition, assessment, and classification of mental disorders, although standard
guideline criteria are widely accepted. A few mental disorders are diagnosed based on the
harm to others, regardless of the subject's perception of distress. Over a third of people in
most countries report meeting criteria for the major categories at some point in their lives.
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The causes are often explained in terms of a diathesis-stress model or biopsychosocial
model. In biological psychiatry, mental disorders are conceptualized as disorders of brain
circuits likely caused by developmental processes shaped by a complex interplay of
genetics and experience.

Services are based in psychiatric hospitals or in the community. Diagnoses are made by
psychiatrists or clinical psychologists using various methods, often relying on
observation and questioning in interviews. Treatments are provided by various mental
health professionals. Psychotherapy and psychiatric medication are two major treatment
options, as are social interventions, peer support and self-help. In some cases there may
be involuntary detention and involuntary treatment where legislation allows.

Stigma and discrimination add to the suffering associated with the disorders, and have led
to various social movements attempting to increase acceptance.

Classifications

The definition and classification of mental disorders is a key issue for mental health and
for users and providers of mental health services. Most international clinical documents
use the term "mental disorder". There are currently two widely established systems that
classify mental disorders—ICD-10 Chapter V: Mental and behavioural disorders, part of
the International Classification of Diseases produced by the World Health Organization
(WHO), and the Diagnostic and Statistical Manual of Mental Disorders (DSM-1V)
produced by the American Psychiatric Association (APA).

Both list categories of disorder and provide standardized criteria for diagnosis. They have
deliberately converged their codes in recent revisions so that the manuals are often
broadly comparable, although significant differences remain. Other classification
schemes may be used in non-western cultures (see, for example, the Chinese
Classification of Mental Disorders), and other manuals may be used by those of
alternative theoretical persuasions, for example the Psychodynamic Diagnostic Manual.
In general, mental disorders are classified separately to neurological disorders, learning
disabilities or mental retardation.

Unlike most of the above systems, some approaches to classification do not employ
distinct categories of disorder or dichotomous cut-offs intended to separate the abnormal
from the normal. There is significant scientific debate about the different kinds of
categorization and the relative merits of categorical versus non-categorical (or hybrid)
schemes, with the latter including spectrum, continuum or dimensional systems.

Disorders

There are many different categories of mental disorder, and many different facets of
human behavior and personality that can become disordered.
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Anxiety or fear that interferes with normal functioning may be classified as an anxiety
disorder. Commonly recognized categories include specific phobias, generalized anxiety
disorder, social anxiety disorder, panic disorder, agoraphobia, obsessive-compulsive
disorder and post-traumatic stress disorder.

Other affective (emotion/mood) processes can also become disordered. Mood disorder
involving unusually intense and sustained sadness, melancholia or despair is known as
Major depression or Clinical depression (milder but still prolonged depression can be
diagnosed as dysthymia). Bipolar disorder (also known as manic depression) involves
abnormally "high" or pressured mood states, known as mania or hypomania, alternating
with normal or depressed mood. Whether unipolar and bipolar mood phenomena
represent distinct categories of disorder, or whether they usually mix and merge together
along a dimension or spectrum of mood, is under debate in the scientific literature.

Patterns of belief, language use and perception can become disordered (e.g. delusions,
thought disorder, hallucinations). Psychotic disorders in this domain include
schizophrenia, and delusional disorder. Schizoaffective disorder is a category used for
individuals showing aspects of both schizophrenia and affective disorders. Schizotypy is
a category used for individuals showing some of the characteristics associated with
schizophrenia but without meeting cut-off criteria.

Personality—the fundamental characteristics of a person that influence his or her
thoughts and behaviors across situations and time—may be considered disordered if
judged to be abnormally rigid and maladaptive. Categorical schemes list a number of
different such personality disorders, including those sometimes classed as eccentric (e.g.
paranoid, schizoid and schizotypal personality disorders), to those sometimes classed as
dramatic or emotional (antisocial, borderline, histrionic or narcissistic personality
disorders) or those seen as fear-related (avoidant, dependent, or obsessive-compulsive
personality disorders). If an inability to sufficiently adjust to life circumstances begins
within three months of a particular event or situation, and ends within six months after
the stressor stops or is eliminated, it may instead be classed as an adjustment disorder.
There is an emerging consensus that so-called "personality disorders", like personality
traits in general, actually incorporate a mixture of acute dysfunctional behaviors that
resolve in short periods, and maladaptive temperamental traits that are more stable.
Furthermore, there are also non-categorical schemes that rate all individuals via a profile
of different dimensions of personality rather than using a cut-off from normal personality
variation, for example through schemes based on the Big Five personality traits.

Eating disorders involve disproportionate concern in matters of food and weight.
Categories of disorder in this area include anorexia nervosa, bulimia nervosa, exercise

bulimia or binge eating disorder.

Sleep disorders such as insomnia involve disruption to normal sleep patterns, or a feeling
of tiredness despite sleep appearing normal.
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Sexual and gender identity disorders may be diagnosed, including dyspareunia, gender
identity disorder and ego-dystonic homosexuality. Various kinds of paraphilia are
considered mental disorders (sexual arousal to objects, situations, or individuals that are
considered abnormal or harmful to the person or others).

People who are abnormally unable to resist certain urges or impulses that could be
harmful to themselves or others, may be classed as having an impulse control disorder,
including various kinds of tic disorders such as Tourette's syndrome, and disorders such
as kleptomania (stealing) or pyromania (fire-setting). Various behavioral addictions, such
as gambling addiction, may be classed as a disorder. Obsessive-compulsive disorder can
sometimes involve an inability to resist certain acts but is classed separately as being
primarily an anxiety disorder.

The use of drugs (legal or illegal), when it persists despite significant problems related to
the use, may be defined as a mental disorder termed substance dependence or substance
abuse (a broader category than drug abuse). The DSM does not currently use the common
term drug addiction and the ICD simply talks about "harmful use". Disordered substance
use may be due to a pattern of compulsive and repetitive use of the drug that results in
tolerance to its effects and withdrawal symptoms when use is reduced or stopped.

People who suffer severe disturbances of their self-identity, memory and general
awareness of themselves and their surroundings may be classed as having a dissociative
identity disorder, such as depersonalization disorder or Dissociative Identity Disorder
itself (which has also been called multiple personality disorder, or "split personality").
Other memory or cognitive disorders include amnesia or various kinds of old age
dementia.

A range of developmental disorders that initially occur in childhood may be diagnosed,
for example autism spectrum disorders, oppositional defiant disorder and conduct
disorder, and attention deficit hyperactivity disorder (ADHD), which may continue into
adulthood.

Conduct disorder, if continuing into adulthood, may be diagnosed as antisocial
personality disorder (dissocial personality disorder in the ICD). Popularist labels such as
psychopath (or sociopath) do not appear in the DSM or ICD but are linked by some to
these diagnoses.

Disorders appearing to originate in the body, but thought to be mental, are known as
somatoform disorders, including somatization disorder and conversion disorder. There
are also disorders of the perception of the body, including body dysmorphic disorder.
Neurasthenia is an old diagnosis involving somatic complaints as well as fatigue and low
spirits/depression, which is officially recognized by the ICD-10 but no longer by the
DSM-IV.
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Factitious disorders, such as Munchausen syndrome, are diagnosed where symptoms are
thought to be experienced (deliberately produced) and/or reported (feigned) for personal
gain.

There are attempts to introduce a category of relational disorder, where the diagnosis is of
a relationship rather than on any one individual in that relationship. The relationship may
be between children and their parents, between couples, or others. There already exists,
under the category of psychosis, a diagnosis of shared psychotic disorder where two or
more individuals share a particular delusion because of their close relationship with each
other.

Various new types of mental disorder diagnosis are occasionally proposed. Among those
controversially considered by the official committees of the diagnostic manuals include
self-defeating personality disorder, sadistic personality disorder, passive-aggressive
personality disorder and premenstrual dysphoric disorder.

Two recent unique isolated proposals are solastalgia by Glenn Albrecht and hubris
syndrome by David Owen. The application of the concept of mental illness to the
phenomena described by these authors has in turn been critiqued by Seamus Mac
Suibhne.

Causes

Mental disorders can arise from a combination of sources. In many cases there is no
single accepted or consistent cause currently established. A common belief even to this
day is that disorders result from genetic vulnerabilities exposed by environmental
stressors. However, it is clear enough from a simple statistical analysis across the whole
spectrum of mental health disorders at least in western cultures that there is a strong
relationship between the various forms of severe and complex mental disorder in
adulthood and the abuse (physical, sexual or emotional) or neglect of children during the
developmental years. Child sexual abuse alone plays a significant role in the causation of
a significant percentage of all mental disorders in adult females, most notable examples
being eating disorders and borderline personality disorder.

An eclectic or pluralistic mix of models may be used to explain particular disorders, and
the primary paradigm of contemporary mainstream Western psychiatry is said to be the
biopsychosocial (BPS) model, incorporating biological, psychological and social factors,
although this may not always be applied in practice. Biopsychiatry has tended to follow a
biomedical model, focusing on "organic" or "hardware" pathology of the brain.
Psychoanalytic theories have continued to evolve alongside congitive-behavioural and
systemic-family approaches been popular but are now less so. Evolutionary psychology
may be used as an overall explanatory theory, and attachment theory is another kind of
evolutionary-psychological approach sometimes applied in the context of mental
disorders. A distinction is sometimes made between a "medical model" or a "social
model" of disorder and disability.
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Studies have indicated that genes often play an important role in the development of
mental disorders, although the reliable identification of connections between specific
genes and specific categories of disorder has proven more difficult. Environmental events
surrounding pregnancy and birth have also been implicated. Traumatic brain injury may
increase the risk of developing certain mental disorders. There have been some tentative
inconsistent links found to certain viral infections, to substance misuse, and to general
physical health.

Abnormal functioning of neurotransmitter systems has been implicated, including
serotonin, norepinephrine, dopamine and glutamate systems. Differences have also been
found in the size or activity of certain brain regions in some cases. Psychological
mechanisms have also been implicated, such as cognitive (e.g. reason), emotional
processes, personality, temperament and coping style.

Social influences have been found to be important, including abuse, bullying and other
negative or stressful life experiences. The specific risks and pathways to particular
disorders are less clear, however. Aspects of the wider community have also been
implicated, including employment problems, socioeconomic inequality, lack of social
cohesion, problems linked to migration, and features of particular societies and cultures.

Gender-specific influences

Female-specific indicators of mental illness incorporate physical or sexual abuse, stress,
loss of social network, rape and domestic violence, high progesterone oral contraceptives,
and mood disorders during early reproductive years. It is important to note that the
intersection of biological, social, and behavioral health problems may result in
exacerbated mental health issues. An investigation carried out by the US National
Camorbidity Survey (NCS) showed that 5% of woman that had been exposed to a
traumatic event went onto develop posttramautic stress disorder (PTSD). It is also
reported that women are the most vulnerable during the aftermath of a disaster. These
circumstances increase the risk of poor physical health, anxiety, and depression which are
all factors of mental health disorders. (Chandra P.S., et al. 2009).

Diagnosis

Many mental health professionals, particularly psychiatrists, seek to diagnose individuals
by ascertaining their particular mental disorder. Some professionals, for example some
clinical psychologists, may avoid diagnosis in favor of other assessment methods such as
formulation of a client's difficulties and circumstances. The majority of mental health
problems are actually assessed and treated by family physicians during consultations,
who may refer on for more specialist diagnosis in acute or chronic cases. Routine
diagnostic practice in mental health services typically involves an interview (which may
be referred to as a mental status examination), where judgments are made of the
interviewee's appearance and behavior, self-reported symptoms, mental health history,
and current life circumstances. The views of relatives or other third parties may be taken
into account. A physical examination to check for ill health or the effects of medications
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or other drugs may be conducted. Psychological testing is sometimes used via paper-and-
pen or computerized questionnaires, which may include algorithms based on ticking off
standardized diagnostic criteria, and in rare specialist cases neuroimaging tests may be
requested, but these methods are more commonly found in research studies than routine
clinical practice.

Time and budgetary constraints often limit practicing psychiatrists from conducting more
thorough diagnostic evaluations. It has been found that most clinicians evaluate patients
using an unstructured, open-ended approach, with limited training in evidence-based
assessment methods, and that inaccurate diagnosis may be common in routine practice.
Mental illness involving hallucinations or delusions (especially schizophrenia) are prone
to misdiagnosis in developing countries due to the presence of psychotic symptoms
instigated by nutritional deficiencies. Comorbidity is very common in psychiatric
diagnoses, i.e. the same person given a diagnosis in more than one category of disorder.

Management

Treatment and support for mental disorders is provided in psychiatric hospitals, clinics or
any of a diverse range of community mental health services. In many countries services
are increasingly based on a recovery model that is meant to support each individual's
independence, choice and personal journey to regain a meaningful life, although
individuals may be treated against their will in a minority of cases. There are a range of
different types of treatment and what is most suitable depends on the disorder and on the
individual. Many things have been found to help at least some people, and a placebo
effect may play a role in any intervention or medication.

Psychotherapy

A major option for many mental disorders is psychotherapy. There are several main
types. Cognitive behavioral therapy (CBT) is widely used and is based on modifying the
patterns of thought and behavior associated with a particular disorder. Psychoanalysis,
addressing underlying psychic conflicts and defenses, has been a dominant school of
psychotherapy and is still in use. Systemic therapy or family therapy is sometimes used,
addressing a network of significant others as well as an individual.

Some psychotherapies are based on a humanistic approach. There are a number of
specific therapies used for particular disorders, which may be offshoots or hybrids of the
above types. Mental health professionals often employ an eclectic or integrative
approach. Much may depend on the therapeutic relationship, and there may be problems
with trust, confidentiality and engagement.

Medication
A major option for many mental disorders is psychiatric medication and there are several

main groups. Antidepressants are used for the treatment of clinical depression as well as
often for anxiety and other disorders. Anxiolytics are used for anxiety disorders and
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related problems such as insomnia. Mood stabilizers are used primarily in bipolar
disorder. Antipsychotics are mainly used for psychotic disorders, notably for positive
symptoms in schizophrenia. Stimulants are commonly used, notably for ADHD.

Despite the different conventional names of the drug groups, there may be considerable
overlap in the disorders for which they are actually indicated, and there may also be off-
label use of medications. There can be problems with adverse effects of medication and
adherence to them, and there is also criticism of pharmaceutical marketing and
professional conflicts of interest.

Other

Electroconvulsive therapy (ECT) is sometimes used in severe cases when other
interventions for severe intractable depression have failed. Psychosurgery is considered
experimental but is advocated by certain neurologists in certain rare cases.

Counseling (professional) and co-counseling (between peers) may be used.
Psychoeducation programs may provide people with the information to understand and
manage their problems. Creative therapies are sometimes used, including music therapy,
art therapy or drama therapy. Lifestyle adjustments and supportive measures are often
used, including peer support, self-help groups for mental health and supported housing or
supported employment (including social firms). Some advocate dietary supplements.

Prognosis

Prognosis depends on the disorder, the individual and numerous related factors. Some
disorders are transient, while others may last a lifetime. Some disorders may be very
limited in their functional effects, while others may involve substantial disability and
support needs. The degree of ability or disability may vary across different life domains.
Continued disability has been linked to institutionalization, discrimination and social
exclusion as well as to the inherent properties of disorders.

Even those disorders often considered the most serious and intractable have varied
courses. Long-term international studies of schizophrenia have found that over a half of
individuals recover in terms of symptoms, and around a fifth to a third in terms of
symptoms and functioning, with some requiring no medication. At the same time, many
have serious difficulties and support needs for many years, although "late" recovery is
still possible. The World Health Organization concluded that the long-term studies'
findings converged with others in "relieving patients, carers and clinicians of the
chronicity paradigm which dominated thinking throughout much of the 20th century."

Around half of people initially diagnosed with bipolar disorder achieve syndromal
recovery (no longer meeting criteria for the diagnosis) within six weeks, and nearly all
achieve it within two years, with nearly half regaining their prior occupational and
residential status in that period. However, nearly half go on to experience a new episode
of mania or major depression within the next two years. Functioning has been found to
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vary, being poor during periods of major depression or mania but otherwise fair to good,
and possibly superior during periods of hypomania in Bipolar II.

Some mental disorders are linked, on average, to increased rates of attempted and/or
completed suicide or self-harm.

Despite often being characterized in purely negative terms, some mental states labeled as
disorders can also involve above-average creativity, non-conformity, goal-striving,
meticulousness, or empathy. In addition, the public perception of the level of disability
associated with mental disorders can change.

Epidemiology

Mental disorders are common. World wide more than one in three people in most
countries report sufficient criteria for at least one at some point in their life. In the United
States 46% qualifies for a mental illness at some point. An ongoing survey indicates that
anxiety disorders are the most common in all but one country, followed by mood
disorders in all but two countries, while substance disorders and impulse-control
disorders were consistently less prevalent. Rates varied by region. Such statistics are
widely believed to be underestimates, due to poor diagnosis (especially in countries
without affordable access to mental health services) and low reporting rates, in part
because of the predominant use of self-report data rather than semi-structured
instruments. Actual lifetime prevalence rates for mental disorders are estimated to be
between 65% and 85%.

A review of anxiety disorder surveys in different countries found average lifetime
prevalence estimates of 16.6%, with women having higher rates on average. A review of
mood disorder surveys in different countries found lifetime rates of 6.7% for major
depressive disorder (higher in some studies, and in women) and 0.8% for Bipolar I
disorder.

In the United States the frequency of disorder is: anxiety disorder (28.8%), mood disorder
(20.8%), impulse-control disorder (24.8%) or substance use disorder (14.6%).

A 2004 cross-Europe study found that approximately one in four people reported meeting
criteria at some point in their life for at least one of the DSM-IV disorders assessed,
which included mood disorders (13.9%), anxiety disorders (13.6%) or alcohol disorder
(5.2%). Approximately one in ten met criteria within a 12-month period. Women and
younger people of either gender showed more cases of disorder. A 2005 review of
surveys in 16 European countries found that 27% of adult Europeans are affected by at
least one mental disorder in a 12 month period.

An international review of studies on the prevalence of schizophrenia found an average

(median) figure of 0.4% for lifetime prevalence; it was consistently lower in poorer
countries.
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Studies of the prevalence of personality disorders (PDs) have been fewer and smaller-
scale, but one broad Norwegian survey found a five-year prevalence of almost 1 in 7
(13.4%). Rates for specific disorders ranged from 0.8% to 2.8%, differing across
countries, and by gender, educational level and other factors. A US survey that
incidentally screened for personality disorder found a rate of 14.79%.

Approximately 7% of a preschool pediatric sample were given a psychiatric diagnosis in
one clinical study, and approximately 10% of 1- and 2-year-olds receiving developmental
screening have been assessed as having significant emotional/behavioral problems based
on parent and pediatrician reports.

While rates of psychological disorders are the same for men and women, women have
twice the rate of depression than men. Each year 73 million women are afflicted with
major depression, and suicide is ranked 7th as the cause of death for women between the
ages of 20-59. Depressive disorders account for close to 41.9% of the disability from
neuropsychiatric disorders among women compared to 29.3% among men.

Early color illustration of psychiatric treatment methods

Ancient civilizations

Ancient civilizations described and treated a number of mental disorders. The Greeks
coined terms for melancholy, hysteria and phobia and developed the humorism theory.
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Psychiatric theories and treatments developed in Persia, Arabia and the Muslim Empire,
particularly in the medieval Islamic world from the 8th century, where the first
psychiatric hospitals were built.

Europe
Middle Ages

Conceptions of madness in the Middle Ages in Christian Europe were a mixture of the
divine, diabolical, magical and humoral, as well as more down to earth considerations. In
the early modern period, some people with mental disorders may have been victims of
the witch-hunts but were increasingly admitted to local workhouses and jails or
sometimes to private madhouses. Many terms for mental disorder that found their way
into everyday use first became popular in the 16th and 17th centuries.

Eighteenth century

By the end of the 17th century and into the Enlightenment, madness was increasingly
seen as an organic physical phenomenon with no connection to the soul or moral
responsibility. Asylum care was often harsh and treated people like wild animals, but
towards the end of the 18th century a moral treatment movement gradually developed.
Clear descriptions of some syndromes may be rare prior to the 19th century.

Nineteenth century

Industrialization and population growth led to a massive expansion of the number and
size of insane asylums in every Western country in the 19th century. Numerous different
classification schemes and diagnostic terms were developed by different authorities, and
the term psychiatry was coined, though medical superintendents were still known as
alienists.

Twentieth century

The turn of the 20th century saw the development of psychoanalysis, which would later
come to the fore, along with Kraepelin's classification scheme. Asylum "inmates" were
increasingly referred to as "patients", and asylums renamed as hospitals.

Europe and the U.S.

In the 20th century in the United States, a mental hygiene movement developed, aiming
to prevent mental disorders. Clinical psychology and social work developed as
professions. World War I saw a massive increase of conditions that came to be termed

"shell shock".

World War II saw the development in the U.S. of a new psychiatric manual for
categorizing mental disorders, which along with existing systems for collecting census
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and hospital statistics led to the first Diagnostic and Statistical Manual of Mental
Disorders (DSM). The International Classification of Diseases (ICD) followed suit with a
section on mental disorders. The term stress, having emerged out of endocrinology work
in the 1930s, was increasingly applied to mental disorders.

Insulin Shock Therapy

Electroconvulsive therapy, insulin shock therapy, lobotomies and the "neuroleptic”
chlorpromazine came to be used by mid-century. An antipsychiatry movement came to
the fore in the 1960s. Deinstitutionalization gradually occurred in the West, with isolated
psychiatric hospitals being closed down in favor of community mental health services. A
consumer/survivor movement gained momentum. Other kinds of psychiatric medication
gradually came into use, such as "psychic energizers" and lithium. Benzodiazepines
gained widespread use in the 1970s for anxiety and depression, until dependency
problems curtailed their popularity.

Advances in neuroscience and genetics led to new research agendas. Cognitive
behavioral therapy was developed. The DSM and then ICD adopted new criteria-based
classifications, and the number of "official" diagnoses saw a large expansion. Through
the 1990s, new SSRI antidepressants became some of the most widely prescribed drugs
in the world. Also during the 1990s, a recovery model developed.

Perception and discrimination
Stigma

The social stigma associated with mental disorders is a widespread problem. Some
people believe those with serious mental illnesses cannot recover, or are to blame for
problems. The US Surgeon General stated in 1999 that: "Powerful and pervasive, stigma
prevents people from acknowledging their own mental health problems, much less
disclosing them to others." Employment discrimination is reported to play a significant
part in the high rate of unemployment among those with a diagnosis of mental illness.
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Efforts are being undertaken worldwide to eliminate the stigma of mental illness,
although their methods and outcomes have sometimes been criticized.

A 2008 study by Baylor University researchers found that clergy in the US often deny or
dismiss the existence of a mental illness. Of 293 Christian church members, more than 32
percent were told by their church pastor that they or their loved one did not really have a
mental illness, and that the cause of their problem was solely spiritual in nature, such as a
personal sin, lack of faith or demonic involvement. The researchers also found that
women were more likely than men to get this response. All participants in both studies
were previously diagnosed by a licensed mental health provider as having a serious
mental illness. However, there is also research suggesting that people are often helped by
extended families and supportive religious leaders who listen with kindness and respect,
which can often contrast with usual practice in psychiatric diagnosis and medication.

Media and general public

Media coverage of mental illness comprises predominantly negative depictions, for
example, of incompetence, violence or criminality, with far less coverage of positive
issues such as accomplishments or human rights issues. Such negative depictions,
including in children's cartoons, are thought to contribute to stigma and negative attitudes
in the public and in those with mental health problems themselves, although more
sensitive or serious cinematic portrayals have increased in prevalence.

In the United States, the Carter Center has created fellowships for journalists in South
Africa, the U.S., and Romania, to enable reporters to research and write stories on mental
health topics. Former US First Lady Rosalynn Carter began the fellowships not only to
train reporters in how to sensitively and accurately discuss mental health and mental
illness, but also to increase the number of stories on these topics in the news media. There
is a World Mental Health Day, which the US and Canada subsume under a Mental Illness
Awareness Week.

The general public have been found to hold a strong stereotype of dangerousness and
desire for social distance from individuals described as mentally ill. A US national survey
found that a higher percentage of people rate individuals described as displaying the
characteristics of a mental disorder as "likely to do something violent to others",
compared to the percentage of people who are rating individuals described as being
"troubled".

Violence

Despite public or media opinion, national studies have indicated that severe mental
illness does not independently predict future violent behavior, on average, and is not a
leading cause of violence in society. There is a statistical association with various factors
that do relate to violence (in anyone), such as substance abuse and various personal,
social and economic factors.
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In fact, findings consistently indicate that it is many times more likely that people
diagnosed with a serious mental illness living in the community will be the victims rather
than the perpetrators of violence. In a study of individuals diagnosed with "severe mental
illness" living in a US inner-city area, a quarter were found to have been victims of at
least one violent crime over the course of a year, a proportion eleven times higher than
the inner-city average, and higher in every category of crime including violent assaults
and theft. People with a diagnosis may find it more difficult to secure prosecutions,
however, due in part to prejudice and being seen as less credible.

However, there are some specific diagnoses, such as childhood conduct disorder or adult
antisocial personality disorder or psychopathy, which are defined by or inherently
associated with conduct problems and violence. There are conflicting findings about the
extent to which certain specific symptoms, notably some kinds of psychosis
(hallucinations or delusions) that can occur in disorders such as schizophrenia, delusional
disorder or mood disorder, are linked to an increased risk of serious violence on average.
The mediating factors of violent acts, however, are most consistently found to be mainly
socio-demographic and socio-economic factors such as being young, male, of lower
socioeconomic status and, in particular, substance abuse (including alcoholism) to which
some people may be particularly vulnerable.

High-profile cases have led to fears that serious crimes, such as homicide, have increased
due to deinstitutionalization, but the evidence does not support this conclusion. Violence
that does occur in relation to mental disorder (against the mentally ill or by the mentally
ill) typically occurs in the context of complex social interactions, often in a family setting
rather than between strangers. It is also an issue in health care settings and the wider
community.

In animals

Psychopathology in non-human primates has been studied since the mid-20th century.
Over 20 behavioral patterns in captive chimpanzees have been documented as
(statistically) abnormal for their frequency, severity or oddness—some of which have
also been observed in the wild. Captive great apes show gross behavioral abnormalities
such as stereotypy of movements, self-mutilation, disturbed emotional reactions (mainly
fear or aggression) towards companions, lack of species-typical communications, and
generalized learned helplessness. In some cases such behaviors are hypothesized to be
equivalent to symptoms associated with psychiatric disorders in humans such as
depression, anxiety disorders, eating disorders and post-traumatic stress disorder.
Concepts of antisocial, borderline and schizoid personality disorders have also been
applied to non-human great apes.

The risk of anthropomorphism is often raised with regard to such comparisons, and
assessment of non-human animals cannot incorporate evidence from linguistic
communication. However, available evidence may range from nonverbal behaviors—
including physiological responses and homologous facial displays and acoustic
utterances—to neurochemical studies. It is pointed out that human psychiatric
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classification is often based on statistical description and judgement of behaviors
(especially when speech or language is impaired) and that the use of verbal self-report is
itself problematic and unreliable.

Psychopathology has generally been traced, at least in captivity, to adverse rearing
conditions such as early separation of infants from mothers; early sensory deprivation;
and extended periods of social isolation. Studies have also indicated individual variation
in temperament, such as sociability or impulsiveness. Particular causes of problems in
captivity have included integration of strangers into existing groups and a lack of
individual space, in which context some pathological behaviors have also been seen as
coping mechanisms. Remedial interventions have included careful individually tailored
re-socialization programs, behavior therapy, environment enrichment, and on rare
occasions psychiatric drugs. Socialization has been found to work 90% of the time in
disturbed chimpanzees, although restoration of functional sexuality and care-giving is
often not achieved.

Laboratory researchers sometimes try to develop animal models of human mental
disorders, including by inducing or treating symptoms in animals through genetic,
neurological, chemical or behavioral manipulation, but this has been criticized on
empirical grounds and opposed on animal rights grounds.
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Chapter 3

Biological Psychiatry

Biological psychiatry, or biopsychiatry is an approach to psychiatry that aims to
understand mental disorder in terms of the biological function of the nervous system. It is
interdisciplinary in its approach and draws on sciences such as neuroscience,
psychopharmacology, biochemistry, genetics and physiology to investigate the biological
bases of behavior and psychopathology. Biopsychiatry is that branch/speciality of
medicine which deals with the study of biological function of the nervous system in
mental disorders.

While there is some overlap between biological psychiatry and neurology, the latter
generally focuses on disorders where gross or visible pathology of the nervous system is
apparent, such as epilepsy, cerebral palsy, encephalitis, neuritis, Parkinson's disease and
multiple sclerosis. There is some overlap with neuropsychiatry, which typically deals
with behavioral disturbances in the context of apparent brain disorder.

Biological psychiatry and other approaches to mental illness are not mutually exclusive,
but may simply attempt to deal with the phenomena at different levels of explanation.
Because of the focus on the biological function of the nervous system, however,
biological psychiatry has been particularly important in developing and prescribing drug-
based treatments for mental disorders.

In practice, however, psychiatrists may advocate both medication and psychological
therapies when treating mental illness. The therapy is more likely to be conducted by
clinical psychologists, psychotherapists, occupational therapists or other mental health
workers who are more specialized and trained in non-drug approaches.

The history of the field extends back to the ancient Greek physician Hippocrates, but the
term biological psychiatry was first used in peer-reviewed scientific literature in 1953.
The term is more commonly used in the US than in some other countries such as the UK.
The field, however, is not without its critics and the phrase "biological psychiatry" is
sometimes used by those critics as a term of disparagement.

Scope and detailed definition

Biological psychiatry is a branch of psychiatry where the focus is chiefly on researching
and understanding the biological basis of major mental disorders such as unipolar and
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bipolar affective (mood) disorders, schizophrenia and Organic Mental Disorders such as
Alzheimers disease. This knowledge has been gained using imaging techniques,
psychopharmacology, neuroimmunochemistry and so on. Discovering the detailed
interplay between neurotransmitters and the understanding of the neurotransmitter
fingerprint of psychiatric drugs such as clozapine has been a helpful result of the
research.

On a research level, it includes all possible biological bases of behavior—biochemical,
genetic, physiological, neurological and anatomical. On a clinical level, it includes
various therapies, such as drugs, diet, avoidance of environmental contaminants, exercise,
and alleviation of the adverse effects of life stress, all of which can cause measurable
biochemical changes. The biological psychiatrist views all of these as possible etiologies
of or remedies for mental health disorders.

However, the biological psychiatrist typically does not discount psychoanalytic
approaches (talk therapies). Medical psychiatric training generally includes both
psychodynamic and biological approaches. Accordingly, psychiatrists are usually
comfortable with a dual approach: "psychotherapeutic methods...are as indispensable as
psychopharmacotherapy in a modern psychiatric clinic."”

Basis for biological psychiatry

Sigmund Freud developed psychotherapy in the early 1900s, and through the 1950s this
technique was prominent in treating mental health disorders.

However in the late 1950s, the first modern antipsychotic and antidepressant drugs were
developed: chlorpromazine (also known as Thorazine), the first widely-used
antipsychotic, was synthesized in 1950, and iproniazid, one of the first antidepressants,
was first synthesized in 1957. In 1959 imipramine, the first tricyclic antidepressant, was
developed.

Based significantly on clinical observations of the above drug results, in 1965 the seminal
paper "The catecholamine hypothesis of affective disorders" was published. It articulated

the "chemical imbalance" hypothesis of mental health disorders, especially depression. It

formed much of the conceptual basis for the modern era in biological psychiatry.

The hypothesis has been extensively revised since its advent in 1965. More recent
research points to deeper underlying biological mechansisms as the possible basis for
several mental health disorders.

Modern brain imaging techniques allow noninvasive examination of neural function in
patients with mental health disorders, however this is currently experimental. With some
disorders it appears the proper imaging equipment can reliably detect certain
neurobiological problems associated with a specific disorder. If further studies
corroborate these experimental results, future diagnosis of certain mental health disorders
could be expedited using such methods.
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Another source of data indicating a significant biological aspect of some mental health
disorders is twin studies. Identical twins have the same nuclear DNA, so carefully
constructed studies may indicate the relative importance of environmental and genetic
factors on the development of a particular mental health disorder.

The results from this research and the associated hypotheses form the basis for biological
psychiatry and the treatment approaches in a clinical setting.

Scope of clinical biological psychiatric treatment

Since various biological factors can affect mood and behavior, psychiatrists often
evaluate these before initiating further treatment. For example dysfunction of the thyroid
gland may mimic a major depressive episode, or hypoglycemia (low blood sugar) may
mimic psychosis.

While pharmacological treatments are used to treat many mental disorders, other non-
drug biological treatments are used as well, ranging from changes in diet and exercise to
transcranial magnetic stimulation and electroconvulsive therapy. Types of non-biological
treatments such as cognitive therapy, behavioral therapy, and psychodynamic
psychotherapy are often used in conjunction with biological therapies. Biopsychosocial
models of mental illness are widely in use, and psychological and social factors play a
large role in mental disorders, even those with an organic basis such as schizophrenia.

Diagnostic process

Correct diagnosis is important for mental health disorders, otherwise the condition could
worsen, resulting in a negative impact on both the patient and the healthcare system.
Another problem with misdiagnosis is that a treatment for one condition might exacerbate
other conditions. In other cases apparent mental health disorders could be a side effect of
a serious biological problem such as concussion, brain tumor, or hormonal abnormality,
which could require medical or surgical intervention.

Disorders and biologic treatment

o Seasonal affective disorder: Light box, SSRIs

o Clinical depression: SSRIs (Prozac), SNRIs Effexor, atypical antidepressants:
(Wellbutrin, Remeron), tricyclic antidepressants, monoamine oxidase inhibitors,
electroconvulsive therapy, transcranial magnetic stimulation

e Bipolar disorder: lithium carbonate, valproic acid, Lamictal, carbamazepine

e Schizophrenia: Includes haloperidol, clozapine, olanzapine, risperidone,
Quetiapine, Ziprasidone and other antipsychotics

e Generalized anxiety disorder: SSRIs, benzodiazepines, buspirone

e Obsessive-compulsive disorder: clomipramine, SSRIs citalopram
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History
Early 20th century

Sigmund Freud was originally focused on the biological causes of mental illness. Freud's
professor and mentor, Ernst Wilhelm von Briicke, strongly believed that thought and
behavior were determined by purely biological factors. Freud initially accepted this and
was convinced that certain drugs (particularly cocaine) functioned as antidepressants. He
spent many years trying to "reduce" personality to neurology, a cause he later gave up on
before developing his now well-known psychoanalytic theories.

Nearly 100 years ago, Harvey Cushing, the father of neurosurgery, noted that pituitary
gland problems often cause mental health disorders. He wondered whether the depression
and anxiety he observed in patients with pituitary disorders were caused by hormonal
abnormalities, the physical tumor itself, or both.

Mid 20th century

An important point in modern history of biological psychiatry was the discovery of
modern antipsychotic and antidepressant drugs. Chlorpromazine (also known as
Thorazine), an antipsychotic, was first synthesized in 1950, and iproniazid, one of the
first antidepressants, was first synthesized in 1957. In 1959 imipramine, the first tricyclic
antidepressant, was developed. Research into the action of these drugs led to the first
modern biological theory of mental health disorders called the catecholamine theory, later
broadened to the monoamine theory, which included serotonin. These were popularly
called the "chemical imbalance" theory of mental health disorders.

Late 20th century

Starting with fluoxetine (marketed as Prozac) in 1988, a series of monoamine-based
antidepressant medications belonging to the class of selective serotonin reuptake
inhibitors were approved. These were no more effective than earlier antidepressants, but
generally had fewer side effects. Most operate on the same principle, which is modulation
of monoamines (neurotransmitters) in the neuronal synapse. Some drugs modulate a
single neurotransmitter (typically serotonin). Others affect multiple neurotransmitters,
called dual action or multiple action drugs. They are no more effective clinically than
single action versions. That most antidepressants invoke the same biochemical method of
action may explain why they are each similarly effective in rough terms. Recent research
indicates antidepressants often work but are somewhat less effective than previously
thought.

Problems with catecholamine/monoamine hypotheses
The monoamine hypothesis was compelling, especially based on apparently successful

clinical results with early antidepressant drugs, but even at the time there were discrepant
findings. Only a minority of patients given the serotonin-depleting drug reserpine became
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depressed; in fact reserpine even acted as an antidepressant in many cases. This was
inconsistent with the initial monoamine theory which said depression was caused by
neurotransmitter deficiency.

Another problem was the time lag between antidepressant biological action and
therapeutic benefit. Studies showed the neurotransmitter changes occurred within hours,
yet therapeutic benefit took weeks.

To explain these behaviors, more recent modifications of the monoamine theory describe
a synaptic adaptation process which takes place over several weeks. Yet this alone does
not appear to explain all of the therapeutic effects.

Latest biological hypotheses of mental health disorders

New research indicates different biological mechanisms may underlie some mental health
disorders, only indirectly related to neurotransmitters and the monoamine "chemical
imbalance theory."

Recent research indicates a biological "final common pathway" may exist which both
electroconvulsive therapy and most current antidepressant drugs have in common. These
investigations show recurrent depression may be a neurodegenerative disorder, disrupting
the structure and function of brain cells, destroying nerve cell connections, even killing
certain brain cells, and precipitating a decline in overall cognitive function.

In this new biological psychiatry viewpoint, neuronal plasticity is a key element.
Increasing evidence points to various mental health disorders as a neurophysiological
problem which inhibits neuronal plasticity.

This is called the neurogenic hypothesis of depression. It promises to explain
pharmacological antidepressant action, including the time lag from taking the drug to
therapeutic onset, why downregulation (not just upregulation) of neurotransmitters can
help depression, why stress often precipitates mood disorders, and why selective
modulation of different neurotransmitters can help depression. It may also explain the
neurobiological mechanism of other non-drug effects on mood, including exercise, diet
and metabolism. By identifying the neurobiological "final common pathway" into which
most antidepressants funnel, it may allow rational design of new medications which
target only that pathway. This could yield drugs which have fewer side effects, are more
effective and have quicker therapeutic onset.

Criticism

A vocal minority of patients, activists, and psychiatrists dispute biological psychiatry as a
scientific concept or as having a proper empirical basis, for example arguing that there
are no known biomarkers for recognized psychiatric conditions. This position has been
represented in niche academic journals such as The Journal of Mind and Behavior and
Ethical Human Psychology and Psychiatry, which publishes material specifically
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countering "the idea that emotional distress is due to an underlying organic disease."
Alternative theories and models instead view mental disorders as non-biomedical and
might explain it in terms of, for example, emotional reactions to negative life
circumstances or to acute trauma.

Fields such as social psychiatry, clinical psychology, and sociology may offer non-
biomedical accounts of mental distress and disorder for certain ailments and are
sometimes critical of biopsychiatry. Social critics believe biopsychiatry fails to satisfy the
scientific method because they believe there is no testable biological evidence of mental
disorders. Thus, these critics view biological psychiatry as a pseudoscience attempting to
portray psychiatry as a biological science.

R.D. Laing argued that attributing mental disorders to biophysical factors was often
flawed due to the diagnostic procedure. The "complaint" is often made by a family
member, not the patient, the "history" provided by someone other than patient, and the
"examination" consists of observing strange, incomprehensible behavior. Ancillary tests
(EEG, PET) are often done after diagnosis, when treatment has begun, which makes the
tests non-blind and incurs possible confirmation bias.
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Chapter 4
Child and Adolescent Psychiatry

The branch of psychiatry that specializes in the study, diagnosis, treatment, and
prevention of psychopathological disorders of children, adolescents, and their families,
child and adolescent psychiatry encompasses the clinical investigation of
phenomenology, biologic factors, psychosocial factors, genetic factors, demographic
factors, environmental factors, history, and the response to interventions of child and
adolescent psychiatric disorders (Kaplan and Saddock).

History

An important antecedent to the specialty of child psychiatry was the social recognition of
childhood as a special phase of life with its own developmental stages, starting with the
neonate and eventually extending through adolescence. Kraepelin's psychiatric taxonomy
published in 1883, ignored disorders in children.

Johannes Triiper founded a famous approved school on Sophienhdhe close to Jena in
1892 and was a co-founder of "Die Kinderfehler"(1896), one of the leading journals for
research in pedagogy and child psychiatry in its time. The psychiatrist and philosopher
Theodor Ziehen, regarded as one of the pioneers of child psychiatry, gained practical
child psychiatric experience as a consultant liaison psychiatrist at the approved school
which was run by Johannes Triiper. Wilhelm Strohmayer, another psychiatrist from Jena,
also belongs to the founding fathers of child psychiatry in Germany with his book
Vorlesungen uber die Psychopathologie des Kindesalters fiir Mediziner und Pddagogen
(1910) which is based on his consultant work on Sophienhohe.

As early as 1899, the term "child psychiatry” (in French) was used as a subtitle in
Manheimer's monograph Les Troubles Mentaux de I'Enfance. However, the Swiss
psychiatrist Moritz Tramer (1882—1963) was probably the first to define the parameters
of child psychiatry in terms of diagnosis, treatment, and prognosis within the discipline of
medicine, in 1933. In 1934, Tramer founded the Zeitschrift fiir Kinderpsychiatrie (Journal
of Child Psychiatry), which later became Acta Paedopsychiatria. The first academic child
psychiatry department in the world was founded by Leo Kanner in 1930 under the
direction of Adolf Meyer at the Johns Hopkins Hospital, Baltimore. Dr. Kanner was the
first physician to be identified as a child psychiatrist in the US and his textbook, Child
Psychiatry (1935), is credited with introducing the specialty to the academic community.
The first use in English of the term "child psychiatry" occurred when Leo Kanner
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published his textbook under that name in the US in 1935. Academic child psychiatry in
US was born at Johns Hopkins University. Its founding father, Leo Kanner, a medical
graduate of the University of Berlin, was brought to Johns Hopkins by Adolf Meyer in
1928. Eight years later, Kanner offered the first formal elective course in the subject here.
But it wasn't until the 1960s that the first NIH grant to study pediatric
psychopharmacology was awarded. It went to one of Kanner's students, Leon Eisenberg,
the second director of the division.

The use of medication in the treatment of children also began in the 1930s, when Charles
Bradley opened a neuropsychiatric unit and was the first to use amphetamine for brain-
damaged and hyperactive children.

Academic divisions of child psychiatry began to develop, particularly in the US, in the
1930s. The first "pediatric psychiatry clinic" was established in 1930 at Johns Hopkins
Hospital, Baltimore, headed by Leo Kanner. In 1933, The Maudsley Hospital in London
opened a children's department under Mildred Creak, and research in child psychiatry
began to increase. Similar overall early developments took place in many other countries.
In the United States, child and adolescent psychiatry was established as a recognized
medical speciality in 1953 with the founding of the American Academy of Child
Psychiatry, but was not established as a legitimate, board-certifiable medical speciality
until 1959.

The era since the 1980s flourished, in large part, because of contributions made in the
1970s, a decade during which child psychiatry witnessed a major evolution as a result of
the work carried out by Michael Rutter. The first comprehensive population survey of 9-
to 11-year-olds, carried out in London and the Isle of Wight, which appeared in 1970,
addressed questions that have continued to be of importance for child psychiatry; for
example, rates of psychiatric disorders, the role of intellectual development and physical
impairment, and specific concern for potential social influences on children's adjustment.
This work was influential, especially since the investigators demonstrated specific
continuities of psychopathology over time, and the influence of social and contextual
factors in children's mental health, in their subsequent re-evaluation of the original cohort
of children. These studies described the prevalence of ADHD (relatively low as
compared to the US), identified the onset and prevalence of depression in mid-
adolescence and the frequent co-morbidity with conduct disorder, and explored the
relationship between various mental disorders and scholastic achievemment.

It was paralleled similarly by work on the epidemiology of autism that was to enormously
increase the number of children diagnosed with autism in future years. Although attention
had been given in the 1960s and '70s to the classification of childhood psychiatric
disorders, and some issues had then been delineated, such as the distinction between
neurotic and conduct disorders, the nomenclature did not parallel the growing clinical
knowledge. It was claimed that this situation was altered in the late 1970s with the
development of the DSM-III system of classification, although research has shown that
this system of classification has problems of validity and reliability. Since then, the
DSM-IV and DSM-IVR have corrected some of the questionable parsing of psychiatric
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disorders into "childhood" and "adult" disorders, recognizing that while many psychiatric
disorders are not diagnosed until adulthood, they may present in childhood or
adolescence (DSM-1V).

Clinical practice
Assessment

The psychiatric assessment of a child or adolescent starts with obtaining a psychiatric
history by interviewing the young person and his/her parents or carers. The assessment
includes a detailed exploration of the current concerns about the child's emotional or
behavioral problems, the child's physical health and development, history of parental care
(including possible abuse and neglect), family relationships and history of parental
mental illness. It is regarded as desirable to obtain information from multiple sources (for
example both parents, or a parent and a grandparent) as informants may give widely
differing accounts of the child's problems. Collateral information is usually obtained from
the child's school with regards to academic performance, peer relationships, and behavior
in the school environment.

Psychiatric assessment always includes a mental state examination of the child or
adolescent which consists of a careful behavioral observation and a first-hand account of
the young person's subjective experiences. The assessment also includes an observation
of the interactions within the family, especially the interactions between the child and
his/her parents.

The assessment may be supplemented by the use of behavior or symptom rating scales
such as the Achenbach Child Behavior Checklist or CBCL, the Behavioral Assessment
System for Children or BASC, Connors Rating Scales (used for diagnosis of ADHD),
Millon Adolescent Clinical Inventory or MACI, and the Strengths and Difficulties
Questionnaire or SDQ. These instruments bring a degree of objectivity and consistency to
the clinical assessment. More specialized psychometric testing may be carried out by a
psychologist, for example using the Wechsler Intelligence Scale for Children, to detect
intellectual impairment or other cognitive problems which may be contributing to the
child's difficulties.

Diagnosis and formulation

The child and adolescent psychiatrist makes a diagnosis based on the pattern of behavior
and emotional symptoms, using a standardized set of diagnostic criteria such as the
Diagnostic and Statistical Manual (DSM-IV-TR) or the International Classification of
Diseases (ICD-10). While the DSM system is widely used, it may not adequately take
into account social, cultural and contextual factors and it has been suggested that an
individualized clinical formulation may be more useful. A case formulation is standard
practice for child and adolescent psychiatrists and can be defined as a process of
integrating and summarizing all the relevant factors implicated in the development of the
patient's problem, including biological, psychological, social and cultural perspectives
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(the "biopsychosocial model"). The applicability of DSM diagnoses have also been
questioned with regard to the assessmment of very young children: it is argued that very
young children are developing too rapidly to be adequately described by a fixed
diagnosis, and furthermore that a diagnosis unhelpfully locates the problem within the
child when the parent-child relationship is a more appropriate focus of assessment.

The child and adolescent psychiatrist then designs a treatment plan which considers all
the components and discusses these recommendations with the child or adolescent and
family.

Treatment

Treatment will usually involve one or more of the following elements: behavior therapy,
cognitive-behavior therapy, problem-solving therapies, psychodynamic therapy, parent
training programs, family therapy, and/or the use of medication. The intervention can
also include consultation with pediatricians, primary care physicians or professionals
from schools, juvenile courts, social agencies or other community organizations.

Training

Child and adolescent psychiatric training requires 4 years of medical school, at least 3
years of approved residency training in medicine, neurology, and general psychiatry with
adults, and 2 years of additional specialized training in psychiatric work with children,
adolescents, and their families in an accredited residency in child and adolescent

psychiatry.
Certification and continuing education

In the US, having completed the child and adolescent psychiatry residency and
successfully passing the certification examination in general psychiatry given by the
American Board of Psychiatry and Neurology (ABPN), the child and adolescent
psychiatrist is eligible to take the additional certification examination in the subspecialty
of child and adolescent psychiatry. Although the ABPN examinations are not required for
practice, they are a further assurance that the child and adolescent psychiatrist with these
certifications can be expected to diagnose and treat all psychiatric conditions in patients
of any age competently.

Shortage of child and adolescent psychiatrists

The demand for child and adolescent psychiatrists continues to far outstrip the supply
worldwide. There is also a severe maldistribution of child and adolescent psychiatrists,
especially in rural and poor, urban areas where access is significantly reduced. There are
currently only approximately 6,500 practicing child and adolescent psychiatrists in the
United States. A report by the US Bureau of Health Professions (2000) projected a need
in the year 2020 for 12,624 child and adolescent psychiatrists, but a supply of only 8,312.
In its 1998 report, the Center for Mental Health Services estimated that 9-13% of 9- to
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17-year-olds had serious emotional disturbances, and 5-9% had extreme functional
impairments. However, in 1999, the Surgeon General reported that "there is a dearth of
child psychiatrists." Only 20% of emotionally disturbed children and adolescents
received any mental health treatment, a tiny percentage of which was performed by child
and adolescent psychiatrists. Furthermore, the US Bureau of Health Professions projects
that the demand for child and adolescent psychiatry services will increase by 100%
between 1995 and 2020.

Cross-cultural considerations

Steady growth in migration of immigrants to higher-income regions and countries has
contributed to the growth and interest in cross-cultural psychiatry. Families of immigrants
whose child has a psychiatric illness must come to understand the disorder while
navigating an unfamiliar health care system.

Criticisms

Critics of psychiatry often argue that psychiatric diagnosis lacks "objectivity",
particularly when compared with diagnosis in other medical specialties. However, when
one examines interrater reliability—an important component of objectivity—the
agreement among psychiatrists for several major psychiatric disorders are generally on a
par with those in other medical specialties. Nonetheless, in psychiatry as in all of general
medicine, there is an irreducible element of the subjective. That is part of the "art" of
medical and psychiatric practice (Pies 2007).

Traditional deficit and disease models of child psychiatry have been criticized as rooted
in the medical model which conceptualizes adjustment problems in terms of disease
states. It is said by these critics that these normative models explicitly characterize
problematic behavior as representing a disorder within the child or young person and
these commentators assert that the role of environmental influences on behavior has
become increasingly neglected, leading to a decrease in the popularity of, for example,
family therapy. There are criticisms of the medical model approach from within and
without the psychiatric profession: it is said to neglect the role of environmental, family,
and cultural influences, to discount the psychological meaning of behavior and
symptoms, it promotes a view of the "patient" as dependent and needing to be cured or
cared for and therefore undermines a sense of personal responsibility for conduct and
behavior, it also promotes a normative conception based on adaptation to the norms of
society (the ill person must adapt to society), and is based on the shaky foundations of
reliance on a classificatory system that has been shown to have problems of validity and
reliability (Boorse, 1976; Jensen, 2003; Sadler et al. 1994; Timimi, 2006).
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Chapter 5

Eating Disorder

Eating disorder

ICD-10 F50.
ICD-9 307.5
MeSH D001068

Eating disorders refer to a group of conditions characterized by abnormal eating habits
that may involve either insufficient or excessive food intake to the detriment of an
individual's physical and emotional health. Binge eating disorder, bulimia nervosa,
anorexia nervosa being the most common specific forms in the United States. Though
primarily thought of as affecting females (an estimated 5—10 million being affected in the
U.S.), eating disorders affect males as well (an estimated 1 million U.S. males being
affected). Although eating disorders are increasing all over the world among both men
and women, there is evidence to suggest that it is women in the Western world who are at
the highest risk of developing them and the degree of westernization increases the risk.

The reason for eating disorders is poorly known, but, it might involve other conditions
and situations. One study showed that girls with ADHD have a greater chance of getting
an eating disorder than those not affected by ADHD. One study showed that foster girls
are more likely to develop bulimia nervosa. Some also think that peer pressure and
idealized body-types seen in the media are also a significant factor. However, research
shows that for some people there is a genetic reason why they may be prone to
developing an eating disorder.

While proper treatment can be highly effective for many of the specific types of eating
disorder, the consequences of eating disorders can be severe, including death (whether

from direct medical effects of disturbed eating habits or from comorbid conditions such
as suicidal thinking).

Specific eating disorders

e Anorexia nervosa (AN), characterized by refusal to maintain a healthy body
weight and an obsessive fear of gaining weight. Anorexia can cause menstruation
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to stop, and often leads to bone loss, loss of skin integrity, etc. It greatly stresses
the heart, increasing the risk of heart attacks and related heart problems. The risk
of death is greatly increased in individuals with this disease.

Bulimia nervosa (BN), characterized by recurrent binge eating followed by
compensatory behaviors such as purging (self-induced vomiting, excessive use of
laxatives/diuretics, or excessive exercise) Bulimics may also fast for a certain
amount of time following a binge.

Binge eating disorder (BED) or compulsive overeating, characterized by binge
eating, without compensatory behavior.

Purging disorder, characterized by recurrent purging to control weight or shape in
the absence of binge eating episodes

Rumination, characterized by involving the repeated painless regurgitation of
food following a meal which is then either re-chewed and re-swallowed, or
discarded.

Diabulimia, characterized by the deliberate manipulation of insulin levels by
diabetics in an effort to control their weight.

Food maintenance, characterized by a set of aberrant eating behaviors of children
in foster care.

Eating disorders not otherwise specified (EDNOS) can refer to a number of
disorders. It can refer to a female individual who suffers from anorexia but still
has her period, someone who may be at a "healthy weight", but who has anorexic
thought patterns and behaviors, it can mean the sufferer equally participates in
some anorexic as well as bulimic behaviors (sometimes referred to as purge-type
anorexia), or to any combination of Eating Disorder behaviors which do not
directly put them in a separate category.

Pica, characterized by a compulsive craving for eating, chewing or licking non-
food items or foods containing no nutrition. These can include such things as
chalk, paper, plaster, paint chips, baking soda, starch, glue, rust, ice, coffee
grounds, and cigarette ashes. These individuals cannot distinguish a difference
between food and non food items.

Night Eating Syndrome, characterized by morning anorexia, evening polyphagia
(abnormally increased appetite for consumption of food (frequently associated
with insomnia, and injury to the hypothalamus).

Orthorexia nervosa, a term used by Steven Bratman to characterize an obsession
with a "pure" diet, where it interferes with a person's life.

Several of the above mentioned disorders, such as diabulimia, food maintenance
syndrome and orthorexia nervosa, are not currently recognized as mental disorders in any
of the medical manuals, such as the ICD-10 or the DSM-IV.

Causes

The exact cause of Eating Disorders is unknown. However, it is believed to be due to a
combination of biological, psychological an/or environmental abnormalities. A common
belief is that "Genetics loads the gun, environment pulls the trigger." This, in other
words, means that some people are born with a predisposition to it, which can be brought
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to the surface pending on environment and reactions to it. Many men and women with
eating disorders suffer also from body dysmorphic disorder, altering the way a person
sees themselves.

Biological

e Genetic: Numerous studies have been undertaken that show a possible genetic
predisposition toward eating disorders as a result of Mendelian inheritance.

o Epigenetics: Epigenetic mechanisms are means by which environmental effects
alter gene expression via methods such as DNA methylation; these are
independent of and do not alter the underlying DNA sequence. They are heritable,
but also may occur throughout the lifespan, and are potentially reversible.
Dysregulation of dopaminergic neurotransmission due to epigenetic mechanisms
has been implicated in various eating disoders.

"We conclude that epigenetic mechanisms may contribute to the known alterations of
ANP homeostasis in women with eating disorders."

e Biochemical: Eating behavior is a complex process controlled by the
neuroendocrine system of which the Hypothalamus-pituitary-adrenal-axis (HPA
axis) is a major component. Dysregulation of the HPA axis has been associated
with eating disorders, such as irregularities in the manufacture, amount or
transmission of certain neurotransmitters, hormones or neuropeptides and amino
acids such as homocysteine, elevated levels of which are found in AN and BN as
well as depression.

o serotonin: a neurotransmitter involved in depression also has an inhibitory
effect on eating behavior.

o norepinephrine is both a neurotransmitter and a hormone; abnormalities in
either capacity may affect eating behavior.

o dopamine: which in addition to being a precursor of norepinephrine and
epinephrine is also a neurotransmitter which regulates the rewarding
property of food.

e leptin and ghrelin: leptin is a hormone produced primarily by the fat cells in the
body; it has an inhibitory effect on appetite by inducing a feeling of saiety.
Ghrelin is an appetite inducing hormone produced in the stomach and the upper
portion of the small intestine. Circulating levels of both hormones are an
important factor in weight control. While often associated with obesity, both
hormones and their respective effects have been implicated in the
pathophysiology of anorexia nervosa and bulimia nervosa.

e immune system: studies have shown that a majority of patients with anorexia and
bulimia nervosa have elevated levels of autoantibodies that affect hormones and
neuropeptides that regulate appetite control and the stress response. There may be
a direct correlation between autoantibody levels and associated psychological
traits.

e infection: PANDAS, is an abbreviation for Pediatric Autoimmune
Neuropsychiatric Disorders Associated with Streptococcal Infections. Children
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with PANDAS "have obsessive-compulsive disorder (OCD) and/or tic disorders
such as Tourette syndrome, and in whom symptoms worsen following infections
such as "strep throat" and scarlet fever." (NIMH) There is a possibility that
PANDAS may be a precipitating factor in the development of anorexia nervosa in
some cases, (PANDAS AN).

lesions: studies have shown that lesions to the right frontal lobe or temporal lobe
can cause the pathological symptoms of an eating disorder.

tumors: tumors in various regions of the brain have been implicated in the
development of abnormal eating patterns.

brain calcification: a study highlights a case in which prior calcification of the
right thalumus may have contributed to development of anorexia nervosa.
somatosensory homunculus: is the representation of the body located in the
somatosensory cortex, first described by renowned neurosurgeon Wilder Penfield.
The illustration was originally termed "Penfield's Homunculus", homunculus
meaning little man. "In normal development this representation should adapt as
the body goes through its pubertal growth spurt. However, in AN it is
hypothesized that there is a lack of plasticity in this area, which may result in
impairments of sensory processing and distortion of body image". (Bryan Lask,
also proposed by VS Ramachandran)

Obstetric complications: There have been studies done which show maternal
smoking, obstetric and perinatal complications such as maternal anemia, very pre-
term birth (32<wks.), being born small for gestational age, neonatal cardiac
problems, preeclampsia, placental infarction and sustaining a cephalhematoma at
birth increase the risk factor for developing either anorexia nervosa or bulimia
nervosa. Some of this developmental risk as in the case of placental infarction,
maternal anemia and cardiac problems may cause intrauterine hypoxia, umbilical
cord occlusion or cord prolapse may cause ischemia, resulting in cerebral injury,
the prefrontal cortex in the fetus and neonate is highly susceptible to damage as a
result of oxygen deprivation which has been shown to contribute to executive
dysfunction, ADHD, and may affect personality traits associated with both eating
disorders and comorbid disorders such as impulsivity, mental rigidity and
obsessionality. The problem of perinatal brain injury, in terms of the costs to
society and to the affected individuals and their families, is extraordinary.
(Yafeng Dong, PhD)

Psychological

Eating disorders are classified as Axis I disorders in the Diagnostic and Statistical
Manual of Mental Health Disorders (DSM-IV) published by the American Psychiatric
Association. There are various other psychological issues that may factor into eating
disorders, some fulfill the criteria for a separate Axis I diagnosis or a personality disorder
which is coded Axis II and thus are considered comorbid to the diagnosed eating
disorder. Axis II disorders are subtyped into 3 "clusters", A, B and C. The causality
between personality disorders and eating disorders has yet to be fully established. Some
people have a previous disorder which may increase their vulnerability to developing an
eating disorder. Some develop them afterwards. The severity and type of eating disorder
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symptoms have been shown to affect comorbidity. The DSM-IV should not be used by
laypersons to diagnose themselves, even when used by professionals there has been
considerable controversy over the diagnostic criteria used for various diagnoses,
including eating disorders. There has been controversy over various editions of the DSM
including the latest edition, DSM-V, due in May 2013.

Comorbid Disorders

Axis I Axis II
depression obsessive compulsive personality disorder
substance abuse, alcoholism borderline personality disorder
anxiety disorders narcissistic personality disorder
obsessive compulsive disorder histrionic personality disorder

Attention-deficit hyperactivity disorder avoidant personality disorder

Personality traits

There are various childhood personality traits associated with the development of eating
disorders. During adolescence these traits may become intensified due to a variety of
physiological and cultural influences such as the hormonal changes associated with
puberty, stress related to the approaching demands of maturity and socio-cultural
influences and perceived expectations, especially in areas that concern body image. Many
personality traits have a genetic component and are highly heritable. Maladaptive levels
of certain traits may be acquired as a result of anoxic or traumatic brain injury,
neurodegenerative diseases such as Parkinson's disease, neurotoxicity such as lead
exposure, bacterial infection such as Lyme disease or viral infection such as Toxoplasma
gondii as well as hormonal influences. While studies are still continuing via the use of
various imaging techniques such as fMRI; these traits have been shown to originate in
various regions of the brain such as the amygdala and the prefrontal cortex Disorders in
the prefrontal cortex and the executive functioning system have been shown to affect
eating behavior.

Environmental
Child maltreatment

Child abuse which encompasses physical, psychological and sexual abuse, as well as
neglect has been shown by innumerable studies to be a precipitating factor in a wide
variety of psychiatric disorders, including eating disorders. Children who are subjugated
to abuse may develop a disordered eating in an effort to gain some sense of control or for
a sense of comfort. Or they may be in an environment where the diet is unhealthy or
insufficient. Child abuse and neglect can cause profound changes in both the
physiological structure and the neurochemistry of the developing brain. Children who, as
wards of the state, were placed in orphanages or foster homes are especially susceptible
to developing a disordered eating pattern. In a study done in New Zealand 25% of the
study subjects in foster care exhibited an eating disorder (Tarren-Sweeney M. 2006). An
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unstable home environment is detrimental to the emotional well-being of children, even
in the absence of blatant abuse or neglect the stress of an unstable home can contribute to
the development of an eating disorder.

Social isolation

Social isolation has been shown to have a deleterious effect on an individuals' physical
and emotional well-being. Those that are socially isolated have a higher mortality rate in
general as compared to individuals that have established social relationships. This effect
on mortality is markedly increased in those with pre-existing medical or psychiatric
conditions, and has been especially noted in cases of coronary heart disease. "The
magnitude of risk associated with social isolation is comparable with that of cigarette
smoking and other major biomedical and psychosocial risk factors." (Brummett et al.)

Social isolation can be inherently stressful, depressing and anxiety provoking. In an
attempt to ameliorate these distressful feelings an individual may engage in emotional
eating in which food serves as a source of comfort. The loneliness of social isolation and
the inherent stressors thus associated have been implicated as triggering factors in binge
eating as well.

Parental influence

Parental influence has been shown to be an intrinsic component in developing the eating
behaviors of children. This influence is manifested and shaped by a variety of diverse
factors such as familial genetic predisposition, dietary choices as dictated by cultural or
ethnic preferences, the parents' own body shape and eating patterns, the degree of
involvement and expectations of their children's eating behavior as well as the
interpersonal relationship of parent and child. This is in addition to the general
psychosocial climate of the home and the presence or absence of a nurturing stable
environment. It has been shown that maladaptive parental behavior has an important role
in the development of eating disorders. As to the more subtle aspects of parental
influence it has been shown that eating patterns are established in early childhood and
that children should be allowed to decide when their appetite is satisfied as early as the
age of two. A direct link has been shown between obesity and parental pressure to eat
more.

Coercive tactics in regard to diet have not been proven to be efficacious in controlling a
child's eating behavior. Affection and attention have been shown to affect the degree of a
childs' finickiness and their acceptance of a more varied diet.

Peer pressure

In various studies such as one conducted by The McKnight Investigators, peer pressure

was shown to be a significant contributor to body image concerns and attitudes toward
eating among subjects in their teens and early twenties.
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Eleanor Mackey and co-author, Annette M. La Greca of the University of Miami, studied
236 teen girls from public high schools in southeast Florida. "Teen girls' concerns about
their own weight, about how they appear to others and their perceptions that their peers
want them to be thin are significantly related to weight-control behavior," says
psychologist Eleanor Mackey of the Children's National Medical Center in Washington
and lead author of the study. "Those are really important."

According to one study, 40% of 9- and 10-year-old girls are already trying to lose weight.
Such dieting is reported to being influenced by peer behavior, with many of those
individuals on a diet reporting that their friends also were dieting. The number of friends
dieting and the number of friends who pressured them to diet also played a significant
role in their own choices.

Cultural pressure

There is a cultural emphasis on thinness which is especially pervasive in western society.
There is an unrealistic stereotype of what constitutes beauty and the ideal body type as
portrayed by the media, fashion and entertainment industries. "The cultural pressure on
men and women to be "[perfect]" is an important predisposing factor for the development
of eating disorders" (Bryan Lask, PhD).

In men

It is estimated that 8 million people in the United States are suffering from an Eating
Disorder, and of that number 10% are men. Professionals suggest that the percentage
suffering that are men is much higher, but because of the old fashioned idea that this
illness strikes only women, few men come forward to find the help they deserve.

To date, the evidence suggests that the gender bias of clinicians means that diagnosing
either bulimia or anorexia in men is less likely despite identical behavior. Men are more
likely to be diagnosed as suffering depression with associated appetite changes than
receive a primary diagnosis of an eating disorder.

In addition, there may often be shrouds of secrecy because of the lack of therapy groups
and treatment centers offering groups specifically designed for men. They may feel very
alone at the thought of having to sit in a group of women, to be part of a program
designed for women, and even at the prospect that a treatment facility will turn them
down because of their sex.

Men who participate in low-weight oriented sports such as jockeys, wrestlers and runners
are at an increased risk of developing an Eating Disorder such as Anorexia or Bulimia.
The pressure to succeed, to be the best, to be competitive and to win at all costs,
combined with any non-athletic pressures in their lives (relationship issues, family
problems, abuse, etc.) can help to contribute the onset of their disordered eating.
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It is not uncommon for men suffering with an Eating Disorder to also suffer with alcohol
abuse and/or substance abuse simultaneously (though many women also suffer both
disordered eating and substance abuse problems, combined). This may be due to the
addictive nature of their psychological health, combined with the strong images put out
by society of men's overindulgence in alcohol.

There may also be a link between ADHD, with male sufferers of Anorexia, Bulimia, and
self-injury. More research is still needing to be done in this area.

For all those who suffer, men and women alike, there are many possible co-existing
psychological illnesses that can be present, including depression, anxiety, PTSD, self-
injury behaviors, substance abuse, OCD, borderline personality disorder, and Multiple
Personality Disorders.

It is important to remember is that most of the underlying psychological factors that lead
to an Eating Disorder are the same for both men and women; low self-esteem, a need to
be accepted, depression, anxiety, an inability to cope with emotions & personal issues,
and other existing psychological illnesses. All of the physical dangers and complications
associated with being the sufferer of an Eating Disorder are the same. A great number of
the causes are the same or very similar (family problems, relationship issues,
alcoholic/addictive parent, abuse, societal pressure). Most of all, it is important to
remember that all people with eating disorders deserve to find recovery, happiness, and
self-love on the other side.

Symptoms-complications

Symptoms and complications vary according to the nature and severity of the eating
disorder:

Possible Symptoms and Complications of Eating Disorders

acne XErosis amenorrhoea tooth loss, cavities
constipation diarrhea water retention and/or edema lanugo

telogen effluvium cardiac arrest hypokalemia death
osteoporosis electrolyte imbalance hyponatremia brain atrophy
pellagra scurvy kidney failure suicide

Polycystic ovary syndrome (PCOS) is the most common endocrine disorder to affect
women. Though often associated with obesity it can occur in normal weight individuals.
PCOS has been associated with binge eating and bulimic behavior.

Diagnosis
The initial diagnosis should be made by a competent medical professional. "The medical

history is the most powerful tool for diagnosing eating disorders"(American Family
Physician). There are many medical disorders that mimic eating disorders and comorbid

WORLD TECHNOLOGIES




psychiatric disorders. All organic causes should be ruled out prior to a diagnosis of an
eating disorder or any other psychiatric disorder is made.

Medical

The diagnostic workup typically includes complete medical and psychosocial history and
follows a rational and formulaic approach to the diagnosis. Neuroimaging using fMRI,
MRI, PET and SPECT scans have been used to detect cases in which a lesion, tumor or
other organic condition has been either the sole causative or contributory factor in an
eating disorder. "Right frontal intracerebral lesions with their close relationship to the
limbic system could be causative for eating disorders, we therefore recommend
performing a cranial MRI in all patients with suspected eating disorders" (Trummer M et
al. 2002), "intracranial pathology should also be considered however certain is the
diagnosis of early-onset anorexia nervosa. Second, neuroimaging plays an important part
in diagnosing early-onset anorexia nervosa, both from a clinical and a research
prospective".(O'Brien et al. 2001).

Psychological

Eating Disorder Specific Psychometric Tests
Eating Attitudes Test SCOFF questionnaire
Body Attitudes Test Body Attitudes Questionnaire
Eating Disorder Inventory Eating Disorder Examination Interview

After ruling out organic causes and the initial diagnosis of an eating disorder being made
by a medical professional, a trained mental health professional aids in the assessment and
treatment of the underlying psychological components of the eating disorder and any
comorbid psychological conditions. The clinician conducts a clinical interview and may
employ various psychometric tests. Some are general in nature while others were devised
specifically for use in the assessment of eating disorders. Some of the general tests that
may be used are the Hamilton Depression Rating Scale and the Beck Depression
Inventory.

Differential diagnoses

There are a variety of medical conditions which may be misdiagnosed as an eating
disorder such as Lyme disease which is known as the "great imitator", as it may present
as a variety of psychiatric or neurologic disorders including anorexia nervosa.

e Addison's Disease is a disorder of the adrenal cortex which results in decreased
hormonal production. Addison's disease, even in subclinical form may mimic
many of the symptoms of anorexia nervosa.

e gastric adenocarcinoma is one of the most common forms of cancer in the world.
Complications due to this condition have been misdiagnosed as an eating
disorder.
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e helicobacter pylori is a bacterium which causes stomach ulcers and gastritis and
has been shown to be a precipitating factor in the development of gastric
carcinomas. It also has an effect on circulating levels of leptin and ghrelin, two
hormones which help regulate appetite. Upon successful treatment of helicobacter
pylori associated gastritis in pre-pubertal children they showed "significant
increase in BMI, lean and fat mass along with a significant decrease in circulating
ghrelin levels and an increase in leptin levels" (Pacifico, L)."SUMMARY: H.
pylori has an influence on the release of gastric hormones and therefore plays a
role in the regulation of body weight, hunger and satiety,"(Weigt J, Malfertheiner
P).

e hypothyroidism, hyperthyroidism, hypoparathyroidism and hyperparathyroidism
may mimic some of the symptoms of, can occur concurrently with, be masked by
or exacerbate an eating disorder.

There are multiple medical conditions which may be misdiagnosed as a primary
psychiatric disorder. These may have a synergistic effect on conditions which mimic an
eating disorder or on a properly diagnosed ED. They also may make it more difficult to
diagnose and treat an ED.

e Lupus: 19 psychiatric conditions have been associated with systemic lupus
erythematosus (SLE), including depression and bipolar disorder.

o Toxoplasma seropositivity: even in the absence of symptomatic toxoplasmosis,
toxoplasma gondii exposure has been linked to changes in human behavior and
psychiatric disorders including those comorbid with eating disorders such as
depression. In reported case studies the response to antidepressant treatment
improved only after adequate treatment for toxoplasma.

e neurosyphilis: It is estimated that there may be up to one million cases of
untreated syphyilis in the US alone. "The disease can present with psychiatric
symptoms alone, psychiatric symptoms that can mimic any other psychiatric
illness". Many of the manifestations may appear atypical. Up to 1.3% of short
term psychiatric admissions may be attributable to neurosyphilis, with a much
higher rate in the general psychiatric population. Neurosyphilis like Lyme disease
has been given the appellation the "great imitator" for it may present in various
ways such as depression and chronic alcoholism. (Ritchie, M Perdigao J,)

e dysautonomia: a term used to describe a wide variety of autonomic nervous
system (ANS) disorders may cause a wide variety of psychiatric symptoms
including anxiety, panic attacks and depression. Dysautonomia usually involves
failure of sympathetic or parasympathetic components of the ANS system but
may also include excessive ANS activity. Dysautonomia can occur in conditions
such as diabetes and alcoholism.

There are separate psychological disorders which may be misdiagnosed as an eating
disorder.

o Emetophobia is an anxiety disorder characterized by an intense fear of vomiting.
A person so afflicted may develop rigorous standards of food hygiene, such as not
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touching food with their hands. They may become socially withdrawn to avoid
situations which in their perception may make them vomit. Many who suffer from
emetophobia are diagnosed with anorexia or self-starvation. In severe cases of
emetophobia they may drastically reduce their food intake.

o phagophobia is an anxiety disorder characterized by a fear of eating, it is usually
initiated by an adverse experience while eating such as choking or vomiting.
Persons with this disorder may present with complaints of pain while swallowing.

e Body dysmorphic disorder (BDD) is listed as a somatoform disorder that affects
up to 2% of the population. BDD is characterized by excessive rumination over an
actual or perceived physical flaw. BDD has been diagnosed equally among men
and women. While BDD has been misdiagnosed as anorexia nervosa, it also
occurs comorbidly in 39% of eating disorder cases. BDD is a chronic and
debilitating condition which may lead to social isolation, major depression and
suicidal ideation and attempts. Neuroimaging studies to measure response to
facial recognition have shown activity predominately in the left hemisphere in the
left lateral prefrontal cortex, lateral temporal lobe and left parietal lobe showing
hemispheric imbalance in information processing. There is a reported case of the
development of BDD in a 21 year old male following an inflammatory brain
process. Neuroimaging showed the presence of a new atrophy in the
frontotemporal region.

Treatment

Treatment varies according to type and severity of eating disorder, and usually more than
one treatment option is utilized. Some of the treatment methods are:

o Cognitive behavioral therapy (CBT), which postulates that an individual's feelings
and behaviors are caused by their own thoughts instead of external stimuli such as
other people, situations or events; the idea is to change how a person thinks and
reacts to a situation even if the situation itself does not change.

o Acceptance and commitment therapy: a type of CBT

o Dialectical behavior therapy, another form of CBT

o Cognitive Remediation Therapy (CRT), a set of cognitive drills or
compensatory interventions designed to enhance cognitive functioning.

o Family therapy including "conjoint family therapy" (CFT), "separated family
therapy" (SFT) and Maudsley Family Therapy.

o Behavioral therapy: focuses on gaining control and changing unwanted behaviors.

e Interpersonal psychotherapy (IPT)

e Music Therapy

o Recreation Therapy

e Art therapy

e Nutrition counseling and Medical nutrition therapy

e Medication: Orlistat is used in obesity treatment. Olanzapine seems to promote
weight gain as well as the ability to ameliorate obsessional behaviors concerning
weight gain. zinc supplements have been shown to be helpful, and cortisol is also
being investigated.
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e Self help and guided self help have been shown to be helpful in AN, BN and
BED; this includes support groups and self-help groups such as Eating Disorders
Anonymous and Overeaters Anonymous.

e Psychoanalysis

o Inpatient care

There are few studies on the cost-effectiveness of the various treatments. Treatment can
be expensive; due to limitations in health care coverage, patients hospitalized with
anorexia nervosa may be discharged while still underweight, resulting in relapse and
rehospitalization.

Prognosis estimates are complicated by non-uniform criteria used by various studies, but
for AN, BN, and BED, there seems to be general agreement that full recovery rates are in
the 50% to 85% range, with larger proportions of patients experiencing at least partial
remission.
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Chapter 6

Benzodiazepine Dependence

Benzodiazepine dependence

ICD-10 F13.2

ICD-9 304.1
DiseasesDB 29548
MedlinePlus 003578
eMedicine Bztox/813255

Benzodiazepine dependence or benzodiazepine addiction is a condition during which a
person is dependent on benzodiazepine drugs. Dependence can be either a psychological
dependence (behavioral addiction) or a physical dependence or a combination of the two.
Physical dependence occurs when a person becomes tolerant to benzodiazepines and, as a
result of both physiological tolerance and withdrawal symptoms, they develop a physical
dependence, which can manifest itself upon dosage reduction or cessation as the
benzodiazepine withdrawal syndrome. Addiction, or what it is sometimes referred to as
psychological dependence, includes people misusing and/or craving the drug not to
relieve withdrawal symptoms but to experience its euphoric and/or intoxicating effects.
Addiction to benzodiazepines can also include people who take them normally as
prescribed but find themselves unable to stop taking benzodiazepines despite any harmful
effects. It is important to distinguish between addiction and drug abuse of
benzodiazepines and normal physical dependence on benzodiazepines. Physical
dependence typically occurs from long-term prescribed use, but drug abuse and/or
behavioral addiction does not typically occur in prescribed users. The increased GABA A
inhibition caused by benzodiazepines is counteracted by the body's development of
tolerance to the drug's effects; the development of tolerance occurs as a result of
neuroadaptations, which result in decreased GABA inhibition and increased excitability
of the glutamate system; these adaptations occur as a result of the body trying to
overcome the central nervous system depressant effects of the drug to restore
homeostasis. When benzodiazepines are stopped, these neuroadaptations are "unmasked"
leading to hyper-excitability of the nervous system and the appearance of withdrawal
symptoms.
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Therapeutic dose dependence is the largest category of people dependent on
benzodiazepines. These individuals typically do not escalate their doses to high levels or
abuse their medication. Smaller groups include patients escalating their dosage to higher
levels and drug misusers as well. It is unclear exactly how many people illicitly abuse
benzodiazepines. Tolerance develops within days or weeks to the anticonvulsant,
hypnotic muscle relaxant and after 4 months there is little evidence that benzodiazepines
retain their anxiolytic properties. Some authors, however, disagree and feel that
benzodiazepines retain their anxiolytic properties. Long-term benzodiazepine treatment
may remain necessary in certain clinical conditions.

Numbers of benzodiazepine prescriptions have been declining, due primarily to concerns
of dependence. In the short term, benzodiazepines are the most effective drugs for acute
anxiety or insomnia. With longer-term use, other therapies, both pharmacological and
psychotherapeutic, become more effective. This is in part due to the greater effectiveness
over time of other forms of therapy, and also due to the eventual development of
pharmacological benzodiazepine tolerance.

Benzodiazepines

R4
\ Ro

N

The core structure of benzodiazepines.
"R" labels denote common locations of
side chains, which give different
benzodiazepines their unique properties.

Benzodiazepine

List of benzodiazepines
Benzodiazepine overdose
Benzodiazepine dependence

Benzodiazepine drug misuse
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Benzodiazepine withdrawal syndrome

Long-term effects of benzodiazepines

Definition

Benzodiazepine dependence is the condition resulting from repeated use of
benzodiazepine drugs. It can include both a physical dependence as well as a
psychological dependence and is typified by a withdrawal syndrome upon a fall in blood
plasma levels of benzodiazepines, e.g., during dose reduction or abrupt withdrawal.

Signs and symptoms

The signs and symptoms of benzodiazepine dependence include feeling unable to cope
without the drug, unsuccessful attempts to cut down or stop benzodiazepine use,
tolerance to the effects of benzodiazepines, and withdrawal symptoms when not taking
the drug. Some withdrawal symptoms that may appear include anxiety, depressed mood,
depersonalisation, derealisation, sleep disturbance, hypersensitivity to touch and pain,
tremor, shakiness, muscular aches, pains, twitches, and headache. Benzodiazepine
dependence and withdrawal have been associated with suicide and self-harming
behaviors, especially in young people. The Department of Health substance misuse
guidelines recommend monitoring for mood disorder in those dependent on or
withdrawing from benzodiazepines.

Benzodiazepine dependence is a frequent complication for those prescribed for or using
for longer than four weeks, with physical dependence and withdrawal symptoms being
the most common problem, but also occasionally drug-seeking behavior. Withdrawal
symptoms include anxiety, perceptual disturbances, distortion of all the senses,
dysphoria, and, in rare cases, psychosis and epileptic seizures.

Cause

Tolerance occurs to the muscle-relaxant, anticonvulsant, and sleep-inducing effects of
benzodiazepines, and upon cessation a benzodiazepine withdrawal syndrome occurs. This
can lead to benzodiazepines' being taken for longer than originally intended, as people
continue to take the drugs over a long period of time to suppress withdrawal symptoms.
Some people abuse benzodiazepines at very high doses and devote a lot of time to doing
so, satisfying the diagnostic criteria in DSM IV for substance abuse and dependence.
Another group of people include those on low to moderate therapeutic doses of
benzodiazepines who do not abuse their benzodiazepines but develop a tolerance and
benzodiazepine dependence. A considerable number of individuals using
benzodiazepines for insomnia escalate their dosage, sometimes above therapeutically-
prescribed dose levels. Tolerance to the anxiolytic effect of benzodiazepines has been
clearly demonstrated in rats. In humans, there is little evidence that benzodiazepines
retain their anti-anxiety effects beyond four months of continuous treatment; there is
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evidence that suggests that long-term use of benzodiazepines may actually worsen
anxiety, which in turn may lead to dosage escalation, with one study finding 25% of
patients escalated their dosage. Some authors, however, consider benzodiazepines to be
effective long-term; however, it is more likely that the drugs are acting to prevent
rebound anxiety withdrawal effects. Tolerance to the anticonvulsant and muscle-relaxing
effects of benzodiazepines occurs within a few weeks in most patients.

Risk factors

The risk factors for benzodiazepine dependence are long-term use beyond four weeks,
use of high doses, use of potent short-acting benzodiazepines, dependent personalities,
and proclivity for drug abuse. Use of short-acting benzodiazepines leads to repeated
withdrawal effects that are alleviated by the next dose, which reinforce in the individual
the dependence. A physical dependence develops more quickly with higher potency
benzodiazepines such as alprazolam (Xanax) than with lower potency benzodiazepines
such as chlordiazepoxide (Librium).

Symptom severity is worse with the use of high doses, or with benzodiazepines of high
potency or short half-life. Other cross-tolerant sedative hypnotics, such as barbiturates or
alcohol. increase the risk of benzodiazepine dependence. Similar to opioids' use for pain,
therapeutic use of benzodiazepines rarely leads to substance abuse.

Mechanism
Tolerance and physical dependence

Tolerance develops rapidly to the sleep-inducing effects of benzodiazepines but takes
several months to develop to the anxiolytic effects. The anticonvulsant and muscle-
relaxant effects last for a few weeks before tolerance develops in most individuals.
Tolerance results in a desensitization of GABA receptors and an increased sensitization
of the excitatory neurotransmitter system, glutamate such as NMDA glutamate receptors.
These changes occur as a result of the body trying to overcome the drug's effects. Other
changes that occur are the reduction of the number of GABA receptors (internalization)
as well as possibly long term changes in gene transcription coding of brain cells. The
differing speed at which tolerance occurs to the therapeutic effects of benzodiazepines
can be explained by the speed of changes in the range of neurotransmitter systems and
subsystems that are altered by chronic benzodiazepine use. The various neurotransmitter
systems and subsystems may reverse tolerance at different speeds, thus explaining the
prolonged nature of some withdrawal symptoms. As a result of a physical dependence
that develops due to tolerance, a characteristic benzodiazepine withdrawal syndrome
often occurs after removal of the drug or a reduction in dosage. Changes in the expression
of neuropeptides such as corticotropin-releasing hormone and neuropeptide Y may play a
role in benzodiazepine dependence. Individuals taking daily benzodiazepine drugs have a
reduced sensitivity to further additional doses of benzodiazepines. Tolerance to
benzodiazepines can be demonstrated by injecting diazepam into long-term users. In
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normal subjects, increases in growth hormone occurs, whereas, in benzodiazepine-
tolerant individuals, this effect is blunted.

Animal studies have shown that repeated withdrawal from benzodiazepines leads to
increasingly severe withdrawal symptoms, including an increased risk of seizures; this
phenomena is known as kindling. Kindling phenomenon is well established for repeated
ethanol (alcohol) withdrawal; alcohol has a very similar mechanism of tolerance and
withdrawal to benzodiazepines, involving the GABAa, NMDA, and AMPA receptors.

The shift of benzodiazepine receptors to an inverse agonist state after chronic treatment
leads the brain to be more sensitive to excitatory drugs or stimuli. Excessive glutamate
activity can result in excitotoxicity, which may result in neurodegeneration. The
glutamate receptor subtype NMDA is well known for its role in causing excito-
neurotoxicity. The glutamate receptor subtype AMPA is believed to play an important
role in neuronal kindling as well as excitotoxicity during withdrawal from alcohol as well
as benzodiazepines. NMDA receptors are involved in the tolerance of some effects of
benzodiazepines.

Animal studies have found that glutamergic changes as a result of benzodiazepine use are
responsible for a delayed withdrawal syndrome, which in mice peaks 3 days after
cessation of benzodiazepines. This was demonstrated by the ability to avoid the
withdrawal syndrome by the administration of AMPA antagonists. It is believed that
different different glutamate subreceptors, e.g., NMDA and AMPA, are responsible for
different stages/time points of the withdrawal syndrome. NMDA receptors are
upregulated in the brain as a result of benzodiazepine tolerance. AMPA receptors are also
involved in benzodiazepine tolerance and withdrawal. A decrease in benzodiazepine
binding sites in the brain may also occur as part of benzodiazepine tolerance.

Cross tolerance

Benzodiazepines share a similar mechanism of action with various sedative compounds
that act by enhancing the GABA 4 receptor. Cross tolerance means that one drug will
alleviate the withdrawal effects of another. It also means that tolerance of one drug will
result in tolerance of another similarly-acting drug. Benzodiazepines are often used for
this reason to detoxify alcohol-dependent patients and can have life-saving properties in
preventing and/or treating severe life-threatening withdrawal syndromes from alcohol,
such as delirium tremens. However, although benzodiazepines can be very useful in the
acute detoxification of alcoholics, benzodiazepines in themselves act as positive
reinforcers in alcoholics, by increasing the desire for alcohol. Low doses of
benzodiazepines were found to significantly increase the level of alcohol consumed in
alcoholics. Alcoholics dependent on benzodiazepines should not be abruptly withdrawn
but be very slowly withdrawn from benzodiazepines, as over-rapid withdrawal is likely to
produce severe anxiety or panic, which is well known for being a relapse risk factor in
recovering alcoholics.
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There is cross tolerance between alcohol, the benzodiazepines, the barbiturates, the
nonbenzodiazepine drugs, and corticosteroids, which all act by enhancing the GABA
receptor's function via modulating the chloride ion channel function of the GABAA
receptor.

Neuroactive steroids, e.g., progesterone and its active metabolite allopregnanolone, are
positive modulators of the GABA receptor and are cross tolerant with benzodiazepines.
The active metabolite of progesterone has been found to enhance the binding of
benzodiazepines to the benzodiazepine binding sites on the GABA receptor. The cross-
tolerance between GABA receptor positive modulators occurs because of the similar
mechanism of action and the subunit changes that occur from chronic use from one or
more of these compounds in expressed receptor isoforms. Abrupt withdrawal from any of
these compounds, e.g., barbiturates, benzodiazepines, alcohol, corticosteroids,
neuroactive steroids, and nonbenzodiazepines, precipitate similar withdrawal effects
characterized by central nervous system hyper-excitability, resulting in symptoms such as
increased seizure susceptibility and anxiety. While many of the neuroactive steroids do
not produce full tolerance to their therapeutic effects, cross-tolerance to benzodiazepines
still occurs as had been demonstrated between the neuroactive steroid ganaxolone and
diazepam. Alterations of levels of neuroactive steroids in the body during the menstrual
cycle, menopause, pregnancy, and stressful circumstances can lead to a reduction in the
effectiveness of benzodiazepines and a reduced therapeutic effect. During withdrawal of
neuroactive steroids, benzodiazepines become less effective.

Physiology of withdrawal

Withdrawal symptoms are a normal response in individuals having chronically used
benzodiazepines, and an adverse effect and result of drug tolerance. Symptoms typically
emerge when dosage of the drug is reduced. GABA is the second-most-common
neurotransmitter in the central nervous system (the most common being glutamate) and
by far the most abundant inhibitory neurotransmitter; roughly one-quarter to one-third of
synapses use GABA. The use of benzodiazepines has a profound effect on almost every
aspect of brain and body function, either directly or indirectly.

Benzodiazepines cause a decrease in norepinephrine (noradrenaline), serotonin,
acetylcholine, and dopamine. These neurotransmitters are needed for normal memory,
mood, muscle tone and coordination, emotional responses, endocrine gland secretions,
heart rate, and blood pressure control. With chronic benzodiazepine use, tolerance
develops rapidly to most of its effects, so that, when benzodiazepines are withdrawn,
various neurotransmitter systems go into overdrive due to the lack of inhibitory GABA-
ergic activity. Withdrawal symptoms then emerge as a result, and persist until the
nervous system physically reverses the adaptions (physical dependence) that have
occurred in the CNS.

Withdrawal symptoms typically consist of a mirror image of the drug's effects: Sedative

effects and suppression of REM and SWS stages of sleep can be replaced by insomnia,
nightmares, and hypnogogic hallucinations; its antianxiety effects are replaced with

WORLD TECHNOLOGIES




anxiety and panic; muscle-relaxant effects are replaced with muscular spasms or cramps;
and anticonvulsant effects are replaced with seizures, especially in cold turkey or overly-
rapid withdrawal.

Benzodiazepine withdrawal represents in part excitotoxicity to brain neurons. Rebound
activity of the hypothalamic-pituitary-adrenocortical axis also plays an important role in
the severity of benzodiazepine withdrawal. Tolerance and the resultant withdrawal
syndrome may be due to alterations in gene expression, which results in long-term
changes in the function of the GABAergic neuronal system.

During withdrawal from full or partial agonists, changes occur in benzodiazepine
receptor with upregulation of some receptor subtypes and downregulation of other
receptor subtypes.

Withdrawal

Long-term use of benzodiazepines leads to increasing physical and mental health
problems, and as a result, withdrawal is recommended for many long-term users. The
withdrawal syndrome from benzodiazepines can range from a mild and short-lasting
syndrome to a prolonged and severe syndrome. Withdrawal symptoms leads to continued
use of benzodiazepines for many years, long after the original reason for taking
benzodiazepines has passed. Many patients know that the benzodiazepines no longer
work for them but are unable to discontinue benzodiazepines because of withdrawal
symptoms.

Withdrawal symptoms can emerge despite slow reduction but can be reduced by a slower
rate of withdrawal. As a result, withdrawal rates have been recommended to be
customized to each individual patient. The time needed to withdraw can vary from a
couple of months to a year or more and often depends on length of use, dosage taken,
lifestyle, health, and social and environmental stress factors.

Diazepam is often recommended due to its long elimination half-life and also because of
its availability in low potency doses. The non-benzodiazepine Z drugs such as zolpidem,
zaleplon, and zopiclone should not be used as a replacement for benzodiazepines, as they
have a similar mechanism of action and can induce a similar dependence. The
pharmacological mechanism of benzodiazepine tolerance and dependence is the
internalization (removal) of receptor site in the brain and changes in gene transcription
codes in the brain.

With long-term use and during withdrawal of benzodiazepines, treatment-emergent
depression and emotional blunting may emerge and sometimes also suicidal ideation.
There is evidence that the higher the dose used the more likely it is benzodiazepine use
will induce these feelings. Reducing the dose or discontinuing benzodiazepines may be
indicated in such cases. Withdrawal symptoms can persist for quite some time after
discontinuing benzodiazepines. Some common protracted withdrawal symptoms include
anxiety, depression, insomnia, and physical symptoms such as gastrointestinal,

WORLD TECHNOLOGIES




neurologic, and musculoskeletal effects. The protracted withdrawal state may still occur
despite slow titration of dosage. It is believed that the protracted withdrawal effects are
due to persisting neuroadapations.

The Committee on the Review of Medicines (UK)

The Committee on the Review of Medicines carried out a review into benzodiazepines
due to significant concerns of tolerance, drug dependence, benzodiazepine withdrawal
problems, and other adverse effects. The committee found that benzodiazepines do not
have any antidepressant or analgesic properties and are, therefore, unsuitable treatments
for conditions such as depression, tension headaches, and dysmenorrhea.
Benzodiazepines are also not beneficial in the treatment of psychosis. The committee also
recommended against benzodiazepines for use in the treatment of anxiety or insomnia in
children.

The committee was in agreement with the Institute of Medicine (USA) and the
conclusions of a study carried out by the White House Office of Drug Policy and the
National Institute on Drug Abuse (USA) that there is little evidence that long-term use of
benzodiazepine hypnotics are beneficial in the treatment of insomnia due to the
development of tolerance. Benzodiazepines tend to lose their sleep-promoting properties
within 3—14 days of continuous use, and, in the treatment of anxiety, the committee found
that there was little convincing evidence that benzodiazepines retains efficacy in the
treatment of anxiety after 4 months of continuous use due to the development of
tolerance.

The committee found that the regular use of benzodiazepines causes the development of
dependence characterized by tolerance to the therapeutic effects of benzodiazepines and
the development of the benzodiazepine withdrawal syndrome including symptoms such
as anxiety, apprehension, tremors, insomnia, nausea, and vomiting upon cessation of
benzodiazepine use. Withdrawal symptoms tend to develop within 24 hours upon
cessation of short-acting benzodiazepines, and 3—10 days after cessation of longer-acting
benzodiazepines. Withdrawal effects could occur after treatment, lasting only 2 weeks at
therapeutic dose levels, however withdrawal effects tend to occur with habitual use
beyond 2 weeks and are more likely the higher the dose. The withdrawal symptoms may
appear to be similar to the original condition.

The committee recommended that all benzodiazepine treatment be withdrawn gradually
and recommended that benzodiazepine treatment be used only in carefully selected
patients and that therapy be limited to short-term use only. It was noted in the review that
alcohol can potentiate the central nervous system-depressant effects of benzodiazepines
and should be avoided. The central nervous system-depressant effects of benzodiazepines
may make driving or operating machinery dangerous, and the elderly are more prone to
these adverse effects. High single doses or repeated low doses have been reported to
produce hypotonia, poor sucking, and hypothermia in the neonate, and irregularities in
the fetal heart. The committee recommended that benzodiazepines be avoided in
lactation.
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The committee recommended that withdrawal from benzodiazepines be gradual, as
abrupt withdrawal from high doses of benzodiazepines may cause confusion, toxic
psychosis, convulsions, or a condition resembling delirium tremens. Abrupt withdrawal
from lower doses may cause depression, nervousness, rebound insomnia, irritability,
sweating, and diarrhea.

Diagnosis

For a diagnosis of benzodiazepine dependence to be made, the ICD-10 requires that at
least 3 of the below criteria are met and that they have been present for at least a month,
or, if less than a month, that they appeared repeatedly during a 12-month period.

o Behavioral, cognitive, and physiological phenomena that are associated with the
repeated use and that typically include a strong desire to take the drug.

« Difficulty controlling use

e Continued use despite harmful consequences

o Preference given to drug use rather than to other activities and obligations

o Increased tolerance to effects of the drug and sometimes a physical withdrawal
state.

These diagnostic criteria are good for research purposes, but, in everyday clinical
practice, they should be interpreted according to clinical judgement. In clinical practice,
benzodiazepine dependence should be suspected in those having used benzodiazepines
for longer than a month, in particular, if they are from a high-risk group. The main factors
associated with an increased incidence of benzodiazepine dependence include:

e Dose
e Duration
o Concommittant use of antidepressants

Benzodiazepine dependence should be suspected also in individuals having substance use
disorders including alcohol, and should be suspected in individuals obtaining their own
supplies of benzodiazepines. Benzodiazepine dependence is almost certain in individuals
who are members of a tranquillizer self-help groups.

Research has found that about 40 percent of people with a diagnosis of benzodiazepine
dependence are not aware that they are dependent on benzodiazepines, whereas about 11
percent of people judged not to be dependent believe that they are. When assessing a
person for benzodiazepine dependence, asking specific questions rather than questions
based on concepts is recommended by experts as the best approach of getting a more
accurate diagnosis. For example, asking persons if they "think about the medication at
times of the day other than when they take the drug" would provide a more meaningful
answer than asking "do you think you are psychologically dependent?". The
Benzodiazepine Dependence Self Report Questionnaire is one questionnaire used to
assess and diagnose benzodiazepine dependence.
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In the elderly

Long-term use and benzodiazepine dependence is a serious problem in the elderly.
Failure to treat benzodiazepine dependence in the elderly can cause serious medical
complications. The elderly have less cognitive reserve and are more sensitive to the short
(e.g., in between dose withdrawal) and protracted withdrawal effects of benzodiazepines,
as well as the side-effects both from short-term and long-term use. This can lead to
excessive contact with their doctor. Research has found that withdrawing elderly people
from benzodiazepines leads to a significant reduction in doctor visits per year, it is
presumed, due to an elimination of drug side-effects and withdrawal effects.

Tobacco and alcohol are the most common substances that elderly people get a
dependence on or misuse. The next-most-common substance that elderly people develop
a drug dependence to and/or misuse is benzodiazepines. Drug-induced cognitive
problems can have serious consequences for elderly people and can lead to confusional
states and "pseudo-dementia". About 10% of elderly patients referred to memory clinics
actually have a drug-induced cause that most often is benzodiazepines. Benzodiazepines
have also been linked to an increased risk of road traffic accidents and falls in the elderly.
The long-term effects of benzodiazepines are still not fully understood in the elderly or
any age group. Long-term benzodiazepine use is associated with attentional and
visuospatial functional impairments. Withdrawal from benzodiazepines can lead to
improved alertness and decreased forgetfulness in the elderly. Withdrawal led to
statistical significant improvements in memory function and performance related skills in
those having withdrawn successfully from benzodiazepines, whereas those having
remained on benzodiazepines experienced worsening symptoms. People having
withdrawn from benzodiazepines also felt their sleep was more refreshing, making
statements such as "I feel sharper when I wake up" or "I feel better, more awake", or "It
used to take me an hour to fully wake up." This suggests that benzodiazepines may
actually make insomnia worse in the elderly.

Treatment and prevention

Benzodiazepines are regarded as potentially addictive drugs. A psychological and
physical dependence can develop in as short as a few weeks but may take years to
develop in other individuals. Patients wanting to withdraw from benzodiazepines
typically receive little advice or support.

Benzodiazepines are usually prescribed only short-term, as there is little justification for
their prescribing long-term. Some doctors however, disagree and believe long-term use
beyond 4 weeks is sometimes justified, although there is little data to support this
viewpoint. Such viewpoints are a minority in the medical literature.

There is no evidence that "drug holidays" or periods of abstinence reduced the risk of
dependence; there is evidence from animal studies that such an approach does not prevent
dependence from happening. Use of short-acting benzodiazepines is associated with
interdose withdrawal symptoms, which may increase the risk of kindling; kindling has
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clinical relevance with regard to benzodiazepines; for example, there is an increasing
shift to use of benzodiazepines with a shorter half-life and intermitant use, which can
result in interdose withdrawal and rebound effects.

Letter to patients

Sending a letter to patients warning of the adverse effects of long-term use of
benzodiazepines and recommending dosage reduction has been found to be successful
and a cost-effective strategy in reducing benzodiazepine consumption in general practice.
Within a year of the letter's going out, there was found to be a 17% fall in the number of
benzodiazepines being prescribed, with 5% of patients having totally discontinued
benzodiazepines. A study in Holland reported a higher success rate by sending a letter to
patients who are benzodiazepine-dependent. The results of the Dutch study reported
11.3% of patients discontinuing benzodiazepines completely within a year.

Pharmacist intervention programs

A study found that pharmacists providing educational sessions for medical staff at
nursing homes for the elderly combined with medicine audits and feedback cycles
combined with an interdisciplinary sedative review resulted in a large reduction in both
the number of residents taking benzodiazepines or antipsychotics at all as well as an
overall reduction in total dosage.

Cognitive behavioral therapy

Nitrazepam, temazepam, and zopiclone are the most frequently prescribed hypnotics in
the UK. Hypnotic drugs are of poor value for the management of chronic insomnia.
Hypnotic drug consumption has been shown to reduce work performance, increase
absenteeism, increase road traffic accidents, increase morbidity, and increase mortality,
and is associated with an increased incidence of deliberate self harm. In the elderly,
increases in falls and fractures associated with sedative hypnotic drug use has been found.
It is widely accepted that hypnotic drug usage beyond 4 weeks is undesirable for all age
groups of patients. Many continuous hypnotic users exhibit disturbed sleep as a
consequence of tolerance but experience worsening rebound or withdrawal insomnia
when the dose is reduced too quickly, which compounds the problem of chronic hypnotic
drug use. Cognitive behavioral therapy has been found to be more effective for the long
term management of insomnia than sedative hypnotic drugs. No formal withdrawal
programs for benzodiazepines exists with local providers in the UK. Meta-analysis of
published data on psychological treatments for insomnia show a success rate between 70
and 80%. A largescale trial utilizing cognitive behavioral therapy in chronic users of
sedative hypnotics including nitrazepam, temazepam, and zopiclone found CBT to be a
significantly more effective long-term treatment for chronic insomnia than sedative
hypnotic drugs. Persisting improvements in sleep quality, sleep onset latency, increased
total sleep, improvements in sleep efficiency, significant improvements in vitality,
physical and mental health at 3-, 6-, and 12-month follow-ups was found in those
receiving CBT. A marked reduction in total sedative hypnotic drug use was found in
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those receiving CBT, with 33% reporting zero hypnotic drug use. Age has been found not
to be a barrier to successful outcome of CBT. It was concluded that CBT for the
management of chronic insomnia is a flexible, practical, and cost-effective treatment, and
it was also concluded that CBT leads to a reduction of benzodiazepine drug intake in a
significant number of patients. Chronic use of hypnotic medications is not recommended
due to their adverse effects on health and the risk of dependence. A gradual taper is usual
clinical course in getting people off of benzodiazepines, but, even with gradual reduction,
a large proportion of people fail to stop taking benzodiazepines. The elderly are
particularly sensitive to the adverse effects of hypnotic medications. A clinical trial in
elderly people dependent on benzodiazepine hypnotics showed that the addition of CBT
to a gradual benzodiazepine reduction program increased the success rate of
discontinuing benzodiazepine hypnotic drugs from 38% to 77% and at the 12-month
follow-up from 24% to 70%. The paper concluded that CBT is an effective tool for
reducing hypnotic use in the elderly and reducing the adverse health effects that are
associated with hypnotics such as drug dependence, cognitive impairments, and increased
road traffic accidents.

A study of patients undergoing benzodiazepine withdrawal who had a diagnosis of
generalized anxiety disorder showed that those hainvg received CBT had a very high
success rate of discontinuing benzodiazepines compared to those not having receive
CBT. This success rate was maintained at the 12-month follow-up. Furthermore it was
found that, in patients having discontinued benzodiazepines, they no longer met the
diagnosis of general anxiety disorder, and that the number of patients no longer meeting
the diagnosis of general anxiety disorder was higher in the group having received CBT.
Thus, CBT can be an effective tool to add to a gradual benzodiazepine dosage reduction
program leading to improved and sustained mental health benefits.

Legal implications

Negligent management of the benzodiazepine withdrawal syndrome has led to some
doctors' being brought before the General Medical Council in the UK, for example, for
stopping sleeping tablets abruptly or reducing anxiolytics too quickly, failure to initiate
replacement therapy (e.g., equivalent dose of diazepam), failure to increase dosage to
alleviate severe withdrawal effects, and failure to warn the patient of the possibility of
withdrawal symptoms, having led to a finding by the GMC of negligence against one
doctor.

Epidemiology

Research studies have come to different conclusions on the number of therapeutic dose
users who develop a physical dependence and withdrawal syndrome. Estimates by
researchers of the number of people affected range 20—100% of patients prescribed
benzodiazepines at therapeutic dosages long term are physically dependent and will
experience withdrawal symptoms.
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Benzodiazepines can be addictive and induce dependence even at low doses, with 23%
becoming addicted within 3 months of use. Benzodiazepine addiction is considered a
public health problem. Approximately 68.5% of prescriptions of benzodiazepines
originate from local health centers, with psychiatry and general hospitals accounting for
10% each. A survey of general practitioners reported that the reason for initiating
benzodiazepines was due to an empathy for the patients suffering and a lack of other
therapeutic options rather than patients demanding them. However, long-term use was
more commonly at the insistence of the patient, it is presumed, because physical
dependence and/or addiction had developed.

Approximately twice as many women as men are prescribed benzodiazepines. It is
believed that this is largely because men typically turned to alcohol to cope with stress
and women to prescription drugs. Biased perception of women by male doctors may also
play a role in increased prescribing rates to women; however, increased anxiety features
in women does not account for the wide gap alone between men and women.

History

Previously, physical dependence on benzodiazepines was largely thought to occur only in
people on high-therapeutic-dose ranges and low- or normal-dose dependence was not
suspected until the 1970s; and it was not until the early 1980s that it was confirmed.
Low-dose dependence has now been clearly demonstrated in both animal studies and
human studies, and is a recognized clinical disadvantage of benzodiazepines. Severe
withdrawal syndromes can occur from these low doses of benzodiazepines even after
gradual dose reduction. An estimated 30—45% of chronic low-dose benzodiazepine users
are dependent and it has been recommended that benzodiazepines even at low dosage be
prescribed for a maximum of 7—14 days to avoid dependence.

Some controversy remains, however, in the medical literature as to the exact nature of
low-dose dependence and the difficulty in getting patients to discontinue their
benzodiazepines, with some papers attributing the problem to predominantly drug-
seeking behavior and drug craving, whereas other papers having found the opposite,
attributing the problem to a problem of physical dependence with drug-seeking and
craving not being typical of low-dose benzodiazepine users.
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Misuse and addiction

Lorazepam (Ativan) tablets

Benzodiazepines are one of the largest classes of abused drugs; they are classed as
schedule IV controlled drugs because of their recognized medical uses.

Benzodiazepines can cause serious addiction problems. A survey in Senegal of doctors
found that many doctors feel that their training and knowledge of benzodiazepines is, in
general, poor; a study in Dakar found that almost one-fifth of doctors ignored prescribing
guidelines regarding short-term use of benzodiazepines, and almost three-quarters of
doctors regarded their training and knowledge of benzodiazepines to be inadequate. More
training regarding benzodiazepines has been recommended for doctors. Due to the
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serious concerns of addiction, national governments were recommended to urgently seek
to raise knowledge via training about the addictive nature of benzodiazepines and
appropriate prescribing of benzodiazepines.

A six-year study on 51 Vietnam veterans who were drug abusers of either mainly
stimulants (11 people), mainly opiates (26 people), or mainly benzodiazepines (14
people) was carried out to assess psychiatric symptoms related to the specific drugs of
abuse. After six years, opiate abusers had little change in psychiatric symptomatology;
five of the stimulant users had developed psychosis, and eight of the benzodiazepine
users had developed depression. Therefore, long-term benzodiazepine abuse and
dependence seems to carry a negative effect on mental health, with a significant risk of
causing depression. Benzodiazepines are also sometimes abused intra-nasally.

In the elderly, alcohol and benzodiazepines are the most commonly abused substances,

and the elderly population is more susceptible to benzodiazepine withdrawal syndrome
and delirium than are younger patients.
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Chapter 7

Psychiatric Medication

A psychiatric medication is a licensed psychoactive drug taken to exert an effect on the
mental state and used to treat mental disorders. Usually prescribed in psychiatric settings,
these medications are typically made of synthetic chemical compounds, although some
are naturally occurring, or at least naturally derived.

Administration

Prescription psychiatric medications, like all prescription medications, require a
prescription from a physician, such as a psychiatrist, or a psychiatric nurse practitioner,
PMHNP, before they can be obtained. Some U.S. states and territories, following the
creation of the prescriptive authority for psychologists movement, have granted
prescriptive privileges to clinical psychologists who have undergone additional
specialised education and training in medical psychology.

Research

Psychopharmacology studies a wide range of substances with various types of
psychoactive properties. The professional and commercial fields of pharmacology and
psychopharmacology do not typically focus on psychedelic or recreational drugs, and so
the majority of studies are conducted on psychiatric medication. While studies are
conducted on all psychoactives drugs by both fields, psychopharmacology focuses on
psychoactive and chemical interactions with the brain. Physicians who research
psychiatric medications are psychopharmacologists, specialists in the field of
psychopharmacology. Recently there have been more studies into the field of
psychedelics, this is due to the fact that this overly demonized class of drugs have
recently been found, or atleat admitted to, being beneficial in psychiatry.

Adverse effects

Psychiatric medications sometimes have adverse effects that may reduce patients' drug
compliance. Some of these adverse effects can be further treated by using other
medications such as anticholinergics (antimuscarinics). Some adverse effects, including
the possibility of a sudden or severe re-emergence of psychotic features, may appear
when the patient stops taking the drug, particularly if a drug is suddenly discontinued
instead of slowly tapered off.
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Types
There are six main groups of psychiatric medications.

e Antidepressants, which treat disparate disorders such as clinical depression,
dysthymia, anxiety, eating disorders and borderline personality disorder.

o Stimulants, which treat disorders such as attention deficit hyperactivity disorder
and narcolepsy, and suppress the appetite.

e Antipsychotics, which treat psychoses such as schizophrenia and mania.

e Mood stabilizers, which treat bipolar disorder and schizoaffective disorder.

e Anxiolytics, which treat anxiety disorders.

o Depressants, which are used as hypnotics, sedatives, and anesthetics.

Antipsychotics

Antipsychotics are drugs used to treat various symptoms of psychosis, such as those
caused by psychotic disorders or schizophrenia. Antipsychotics are also used as mood
stabilizers in the treatment of bipolar disorder, even if no symptoms of psychosis are
present. Antipsychotics are sometimes referred to as neuroleptic drugs and some
antipsychotics are branded "major tranquilizers".

There are two categories of antipsychotics: typical antipsychotics and atypical
antipsychotics. Most antipsychotics are available only by prescription.

Common antipsychotics:

e Chlorpromazine (Thorazine), typical antipsychotic
o Haloperidol (Haldol), typical antipsychotic

e Perphenazine (Trilafon), typical antipsychotic

e Thioridazine (Mellaril), typical antipsychotic

e Thiothixene (Navane), typical antipsychotic

o Trifluoperazine (Stelazine), typical antipsychotic
e Aripiprazole (Abilify), atypical antipsychotic

e Olanzapine (Zyprexa), atypical antipsychotic

e Quetiapine (Seroquel), atypical antipsychotic

o Risperidone (Risperdal), atypical antipsychotic

e Ziprasidone (Geodon), atypical antipsychotic

Antidepressants

Antidepressants are drugs used to treat clinical depression, and they are also often used
for anxiety and other disorders. Most antidepressants will restrain the catabolism of
serotonin or norepinephrine or both. Such drugs are called selective serotonin reuptake
inhibitors (SSRIs), and they actively prevent these neurotransmitters from dropping to the
levels at which depression is experienced. SSRIs will often take 3—5 weeks to have a
noticeable effect: the brain struggles to process the flood of serotonin, and reacts by
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downregulating the sensitivity of the autoreceptors, which can take up to 5 weeks. Bi-
functional SSRIs are currently being researched, which will occupy the autoreceptors
instead of 'throttling' serotonin. Another type of antidepressant is a monoamine oxidase
inhibitor, which is thought to block the action of MAO, an enzyme that breaks down
serotonin and norepinephrine. MAOIs are typically only used when tricyclic
antidepressants or SSRIs exacerbate or fail to prevent depression.

Common antidepressants:

o Citalopram (Celexa), SSRI

o Escitalopram (Lexapro), SSRI

e Paroxetine (Paxil), SSRI

e Fluoxetine (Prozac), SSRI

e Sertraline (Zoloft), SSRI

e Duloxetine (Cymbalta), SNRI

e Venlafaxine (Effexor), SNRI

e Bupropion (Wellbutrin), NDRI
e Mirtazapine (Remeron), NaSSA
e Isocarboxazid (Marplan), MAOI
e Phenelzine (Nardil), MAOI

Hallucinogens

Hallucinogens have been used in psychiatric medication in the past, and are currently
being reevaluated for several uses. Contrary to their demonized public image, many
hallucinogens and psychedelics have shown vastly better potential for actual curing of
mental diseases that current medications only temporarily fix and in most cases worsen
over time. Hallucinogens used for psychiatric medication include:

e LSD

e Psilocybin
e Mescaline
e Ibogaine

e Cannabis
e DMT

Mood stabilizers

In 1949, the Australian John Cade discovered that lithium salts could control mania,
reducing the frequency and severity of manic episodes. This introduced the now popular
drug lithium carbonate to the mainstream public, as well as being the first mood stabilizer
to be approved by the U.S. Food & Drug Administration. Many antipsychotics are used
as mood stabilizers, though first resort remains a mood stabilizer such as lithium
carbonate. Many mood stabilizers, with the exception of lithium, are anticonvulsants. The
mechanism of action of mood stabilizers is not well elucidated nor understood.
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Common mood stabilizers:

e Lithium Carbonate (Carbolith), Regular mood stabilizer

e Carbamazepine (Tegretol), anticonvulsant mood stabilizer

e Valproic acid (Valproate), anticonvulsant mood stabilizer

e Valproate semisodium (Depakote), anticonvulsant mood stabilizer

e Lamotrigine (Lamictal), Atypical anticonvulsant mood stabilizer

e Gabapentin, atypical GABAergic anticonvulsant mood stabilizer

o Pregabalin, atypical GABAergic anticonvulsant mood stabilizer

e Oxcarbazepine, anticonvulsant mood stabilizer

o Topiramate, atypical sulfamate-substituted saccharide anticonvulsant mood-
stabilizer

Stimulants

Stimulants are some of the most widely prescribed drugs today. A stimulant is any drug
that stimulates the central nervous system. Adderall, a collection of amphetamine salts, is
one of the most prescribed pharmaceuticals in the treatment of attention-deficit
hyperactivity disorder (ADHD). Stimulants can be addictive, and patients with a history
of drug abuse are typically monitored closely or even barred from use and given an
alternative. Discontinuing treatment without tapering the dose can cause psychological
withdrawal symptoms such as anxiety and drug craving. Stimulants are not
physiologically addictive.

Common stimulants;

o Caffeine, typical stimulant found in many edibles worldwide

e Methylphenidate (Ritalin, Concerta), atypical stimulant

e Dexmethylphenidate (Focalin), D-isomer of methylphenidate

e Dextroamphetamine (Dexedrine), D-Amphetamine-based stimulant

e Dextroamphetamine & levoamphetamine (Adderall), D,l-Amphetamine salt mix
e Methamphetamine (Desoxyn), D-methamphetamine-based stimulant

e Modafinil (Provigil)

Anxiolytics & hypnotics

Barbiturates were first used as hypnotics and as anxiolytics, but as time went on,
benzodiazepines (Lowell Randall and Leo Sternbach, 1957) were developed in the 1960s
and 1970s. Eventually they led to billions of doses being consumed annually. Originally
thought to be non-dependence forming in therapeutic doses, unlike barbiturates, as
prescriptions increased, problems with addiction and dependence came to light.
Benzodiazepines have widely supplanted barbiturates for treatment of almost all
conditions in developed countries due to a much greater therapeutic ratio and less
proclivity for overdose and toxicity.
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Common anxiolytics & hypnotics:

e Diazepam (Valium), benzodiazepine derivative

e Nitrazepam (Mogadon), benzodiazepine derivative

e Zolpidem (Ambien, Stilnox), an imidazopyridine

e Chlordiazepoxide (Librium), benzodiazepine derivative
e Alprazolam (Xanax), benzodiazepine derivative

e Temazepam (Restoril), benzodiazepine derivative

e Clonazepam (Klonopin), benzodiazepine derivative

o Lorazepam (Ativan), benzodiazepine derivative
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Chapter 8

Mental Status Examination

The mental status examination in the USA or mental state examination in the rest of
the world, abbreviated MSE, is an important part of the clinical assessment process in
psychiatric practice. It is a structured way of observing and describing a patient's current
state of mind, under the domains of appearance, attitude, behavior, mood and affect,
speech, thought process, thought content, perception, cognition, insight and judgement.
There are some minor variations in the subdivision of the MSE and the sequence and
names of MSE domains.

The purpose of the MSE is to obtain a comprehensive cross-sectional description of the
patient's mental state, which, when combined with the biographical and historical
information of the psychiatric history, allows the clinician to make an accurate diagnosis
and formulation, which are required for coherent treatment planning.

The data is collected through a combination of direct and indirect means: unstructured
observation while obtaining the biographical and social information, focused questions

about current symptoms, and formalised psychological tests.

The MSE is not to be confused with the mini-mental state examination (MMSE), which
is a brief neuro-psychological screening test for dementia.
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The Scream by Edvard Munch has been described as a representation of anxiety

Theoretical foundations

The MSE derives from an approach to psychiatry known as descriptive psychopathology
or descriptive phenomenology which developed from the work of the philosopher and
psychiatrist Karl Jaspers. From Jaspers' perspective it was assumed that the only way to
comprehend a patient's experience is through his or her own description (through an
approach of empathic and non-theoretical enquiry), as distinct from an interpretive or
psychoanalytic approach which assumes the analyst might understand experiences or
processes of which the patient is unaware, such as defense mechanisms or unconscious
drives.
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In practice, the MSE is a blend of empathic descriptive phenomenology and empirical
clinical observation. It has been argued that the term phenomenology has become
corrupted in clinical psychiatry: current usage, as a set of supposedly objective
descriptions of a psychiatric patient (a synonym for signs and symptoms), is incompatible
with the original meaning which was concerned with comprehending a patient's
subjective experience.

Application

The mental status examination is a core skill of psychiatrists, psychologists, physician
assistants, nurse practitioners and other qualified mental health personnel. It is a key part
of the initial psychiatric assessment in an out-patient or psychiatric hospital setting. It is a
systematic collection of data based on observation of the patient's behavior while the
patient is in the clinician's view during the interview. The purpose is to obtain evidence
of symptoms and signs of mental disorders, including danger to self and others, that are
present at the time of the interview. Further, information on the patient's insight,
judgment, and capacity for abstract reasoning is used to inform decisions about treatment
strategy and the choice of an appropriate treatment setting. It is carried out in the manner
of an informal enquiry, using a combination of open and closed questions, supplemented
by structured tests to assess cognition. The MSE can also be considered part of the
comprehensive physical examination performed by physicians and nurses although it may
be performed in a cursory and abbreviated way in non-mental-health settings.
Information is usually recorded as free-form text using the standard headings, but brief
MSE checklists are available for use in emergency situations, for example by paramedics
or emergency department staff. The information obtained in the MSE is used, together
with the biographical and social information of the psychiatric history, to generate a
diagnosis, a psychiatric formulation and a treatment plan.

Domains
Appearance

Clinicians assess the physical aspects such as the appearance of a patient, including
apparent age, height, weight, and manner of dress and grooming. Colorful or bizarre
clothing might suggest mania, while unkempt, dirty clothes might suggest schizophrenia
or depression. If the patient appears much older than his or her chronological age this can
suggest chronic poor self-care or ill-health. Clothing and accessories of a particular
subculture, body modifications, or clothing not typical of the patient's gender, might give
clues to personality. Observations of physical appearance might include the physical
features of alcoholism or drug abuse, such as signs of malnutrition, nicotine stains, dental
erosion, a rash around the mouth from inhalant abuse, or needle track marks from
intravenous drug abuse. Observations can also include any odor which might suggest
poor personal hygiene due to extreme self-neglect, or alcohol intoxication.Gelder, Mayou
& Geddes (2005) tells us to look out for weight loss. This could signify a depressive
disorder, physical illness, anorexia nervosa or chronic anxiety.
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Attitude

Attitude, also known as rapport, refers to the patient's approach to the interview process
and the interaction with the examiner. The patient's attitude may be described for
example as cooperative, uncooperative, hostile, guarded, suspicious or regressed. The
most subjective element of the mental status examination, attitude depends on the
interview situation, the skill and behaviour of the clinician, and the pre-existing
relationship between the clinician and the patient. However, attitude is important for the
clinician's evaluation of the quality of information obtained during the assessment.

Behavior

Abnormalities of behavior, also called abnormalities of activity, include observations of
specific abnormal movements, as well as more general observations of the patient's level
of activity and arousal, and observations of the patient's eye contact and gait. Abnormal
movements, for example choreiform, athetoid or choreoathetoid movements may indicate
a neurological disorder. A tremor or dystonia may indicate a neurological condition or the
side effects of antipsychotic medication. The patient may have tics (involuntary but
quasi-purposeful movements or vocalizations) which may be a symptom of Tourette's
syndrome. There are a range of abnormalities of movement which are typical of
catatonia, such as echopraxia, catalepsy, waxy flexibility and paratonia (or gegenhalten).
Stereotypies (repetitive purposeless movements such a rocking or head banging) or
mannerisms (repetitive quasi-purposeful abnormal movements such as a gesture or
abnormal gait) may be a feature of chronic schizophrenia or autism. More global
behavioural abnormalities may be noted, such as an increase in arousal and movement
(described as psychomotor agitation or hyperactivity) which might reflect mania or
delirium. An inability to sit still might represent akathisia, a side effect of antipsychotic
medication. Similarly a global decrease in arousal and movement (described as
psychomotor retardation, akinesia or stupor) might indicate depression or a medical
condition such as Parkinson's disease, dementia or delirium. The examiner would also
comment on eye movements (repeatedly glancing to one side can suggest that the patient
is experiencing hallucinations), and the quality of eye contact (which can provide clues to
the patient's emotional state). Lack of eye contact may suggest autism.

Mood and affect

The distinction between mood and affect in the MSE is subject to some disagreement, for
example Trzepacz and Baker (1993) describe affect as "the external and dynamic
manifestations of a person's internal emotional state" and mood as "a person's
predominant internal state at any one time", whereas Sims (1995) refers to affect as
"differentiated specific feelings" and mood as "a more prolonged state or disposition".
This article will use the Trzepacz and Baker (1993) definitions, with mood regarded as a
current subjective state as described by the patient, and affect as the examiner's inferences
of the quality of the patient's emotional state based on objective observation.
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Mood is described using the patient's own words, and can also be described in summary
terms such as neutral, euthymic, dysphoric, euphoric, angry, anxious or apathetic.
Alexithymic individuals may be unable to describe their subjective mood state. An
individual who is unable to experience any pleasure may be suffering from anhedonia.

Vincent van Gogh's 1889 Self Portrait suggests the artist's mood and affect in the time
leading up to his suicide.

Affect is described by labelling the apparent emotion conveyed by the person's nonverbal
behavior (anxious, sad etc.), and also by using the parameters of appropriateness,
intensity, range, reactivity and mobility. Affect may be described as appropriate or
inappropriate to the current situation, and as congruent or incongruent with their thought
content. For example, someone who shows a bland affect when describing a very
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distressing experience would be described as showing incongruent affect, which might
suggest schizophrenia. The intensity of the affect may be described as normal, blunted,
exaggerated, flat, heightened or overly dramatic. A flat or blunted affect is associated
with schizophrenia, depression or post-traumatic stress disorder; heightened affect might
suggest mania, and an overly dramatic or exaggerated affect might suggest certain
personality disorders. Mobility refers to the extent to which affect changes during the
interview: the affect may be described as mobile, constricted, fixed, immobile or labile.
The person may show a full range of affect, in other words a wide range of emotional
expression during the assessment, or may be described as having restricted affect. The
affect may also be described as reactive, in other words changing flexibly and
appropriately with the flow of conversation, or as unreactive. A bland lack of concern for
one's disability may be described as showing belle indifférence, a feature of conversion
disorder, which is historically termed "hysteria" in older texts.

Speech

The patient's speech is assessed by observing the patient's spontaneous speech, and also
by using structured tests of specific language functions. This heading is concerned with
the production of speech rather than the content of speech, which is addressed under
thought form and thought content. When observing the patient's spontaneous speech, the
interviewer will note and comment on paralinguistic features such as the loudness,
rhythm, prosody, intonation, pitch, phonation, articulation, quantity, rate, spontaneity and
latency of speech. A structured assessment of speech includes an assessment of
expressive language by asking the patient to name objects, repeat short sentences, or
produce as many words as possible from a certain category in a set time. Simple language
tests form part of the mini-mental state examination. In practice, the structured
assessment of receptive and expressive language is often reported under Cognition.

Language assessment will allow the recognition of medical conditions presenting with
aphonia or dysarthria, neurological conditions such as stroke or dementia presenting with
aphasia, and specific language disorders such as stuttering, cluttering or mutism. People
with autism or Asperger syndrome may have abnormalities in paralinguistic and
pragmatic aspects of their speech. Echolalia (repetition of another person's words) and
palilalia (repetition of the subject's own words) can be heard with patients with autism,
schizophrenia or Alzheimer's disease. A person with schizophrenia might use
neologisms, which are made-up words which have a specific meaning to the person using
them. Speech assessment also contributes to assessment of mood, for example people
with mania or anxiety may have rapid, loud and pressured speech; on the other hand
depressed patients will typically have a prolonged speech latency and speak in a slow,
quiet and hesitant manner.
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Thought process

=

The paintings of the outsider artist Adolf Wolfli could be seen as a visual representation
of formal thought disorder.

Thought process in the MSE refers to the quantity, tempo (rate of flow) and form (or
logical coherence) of thought. Thought process cannot be directly observed but can only
be described by the patient, or inferred from a patient's speech. Regarding the tempo of
thought, some people may experience flight of ideas, when their thoughts are so rapid
that their speech seems incoherent, although a careful observer can discern a chain of
poetic associations in the patient's speech. Alternatively an individual may be described
as having retarded or inhibited thinking, in which thoughts seem to progress slowly with
few associations. Poverty of thought is a global reduction in the quantity of thought and
thought perseveration refers to a pattern where a person keeps returning to the same
limited set of ideas. A pattern of interruption or disorganization of thought processes is
broadly referred to as formal thought disorder, and might be described more specifically
as thought blocking, fusion, loosening of associations, tangential thinking, derailment of
thought, or knight's move thinking. Thought may be described as circumstantial when a
patient includes a great deal of irrelevant detail and makes frequent diversions, but
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remains focused on the broad topic. Flight of ideas is typical of mania. Conversely,
patients with depression may have retarded or inhibited thinking. Poverty of thought is
one of the negative symptoms of schizophrenia, and might also be a feature of severe
depression or dementia. A patient with dementia might also experience thought
perseveration. Formal thought disorder is a common feature of schizophrenia.
Circumstantial thinking might be observed in anxiety disorders or certain kinds of
personality disorders.

Thought content

A description of thought content would describe a patient's delusions, overvalued ideas,
obsessions, phobias and preoccupations. Abnormalities of thought content are established
by exploring individual's thoughts in an open-ended conversational manner with regard to
their intensity, salience, the emotions associated with the thoughts, the extent to which
the thoughts are experienced as one's own and under one's control, and the degree of
belief or conviction associated with the thoughts.

A delusion can be defined as "a false, unshakeable idea or belief which is out of keeping
with the patient's educational, cultural and social background ... held with extraordinary
conviction and subjective certainty", and is a core feature of psychotic disorders. The
patient's delusions may be described as persecutory or paranoid delusions, delusions of
reference, grandiose delusions, erotomanic delusions, delusional jealousy or delusional
misidentification. Delusions may be described as mood-congruent (the delusional content
in keeping with the mood), typical of manic or depressive psychoses, or mood-
incongruent (delusional content not in keeping with the mood) which are more typical of
schizophrenia. Delusions of control, or passivity experiences (in which the individual has
the experience of the mind or body being under the influence or control of some kind of
external force or agency), are typical of schizophrenia. Examples of this include
experiences of thought withdrawal, thought insertion, thought broadcasting, and somatic
passivity. Schneiderian first rank symptoms are a set of delusions and hallucinations
which have been said to be highly suggestive of a diagnosis of schizophrenia. Delusions
of guilt, delusions of poverty, and nihilistic delusions (belief that one has no mind or is
already dead) are typical of depressive psychoses.

An overvalued idea is a false belief that is held with conviction but not with delusional
intensity. Hypochondriasis is an overvalued idea that one is suffering from an illness,
dysmorphophobia is an overvalued idea that a part of one's body is abnormal, and people
with anorexia nervosa may have an overvalued idea of being overweight.

An obsession is an "undesired, unpleasant, intrusive thought that cannot be suppressed
through the patient's volition", but unlike passivity experiences described above, they are
not experienced as imposed from outside the patient's mind. Obsessions are typically
intrusive thoughts of violence, injury, dirt or sex, or obsessive ruminations on intellectual
themes. A person can also describe obsessional doubt, with intrusive worries about
whether they have made the wrong decision, or forgotten to do something, for example
turn off the gas or lock the house. In obsessive-compulsive disorder, the individual
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experiences obsessions with or without compulsions (a sense of having to carry out
certain ritualized and senseless actions against their wishes).

A phobia is "a dread of an object or situation that does not in reality pose any threat", and
is distinct from a delusion in that the patient is aware that the fear is irrational. A phobia
is usually highly specific to certain situations and will usually be reported by the patient
rather than being observed by the clinician in the assessment interview.

Preoccupations are thoughts which are not fixed, false or intrusive, but have an undue
prominence in the person's mind. Clinically significant preoccupations would include
thoughts of suicide, homicidal thoughts, suspicious or fearful beliefs associated with
certain personality disorders, depressive beliefs (for example that one is unloved or a
failure), or the cognitive distortions of anxiety and depression. The MSE contributes to
clinical risk assessment by including a thorough exploration of any suicidal or hostile
thought content. Assessment of suicide risk includes detailed questioning about the nature
of the person's suicidal thoughts, belief about death, reasons for living, and whether the
person has made any specific plans to end his or her life.

Perceptions

A perception in this context is any sensory experience, and the three broad types of
perceptual disturbance are hallucinations, pseudohallucinations and illusions. A
hallucination is defined as a sensory perception in the absence of any external stimulus,
and is experienced in external or objective space (i.e. experienced by the subject as real).
An illusion is defined as a false sensory perception in the presence of an external
stimulus, in other words a distortion of a sensory experience, and may be recognized as
such by the subject. A pseudohallucination is experienced in internal or subjective space
(for example as "voices in my head") and is regarded as akin to fantasy. Other sensory
abnormalities include a distortion of the patient's sense of time, for example déja vu, or a
distortion of the sense of self (depersonalization) or sense of reality (derealization).

Hallucinations can occur in any of the five senses, although auditory and visual
hallucinations are encountered more frequently than tactile (touch), olfactory (smell) or
gustatory (taste) hallucinations. Auditory hallucinations are typical of psychoses: third-
person hallucinations (i.e. voices talking about the patient) and hearing one's thoughts
spoken aloud (gedankenlautwerden or écho de la pensée) are among the Schneiderian
first rank symptoms indicative of schizophrenia, whereas second-person hallucinations
(voices talking to the patient) threatening or insulting or telling them to commit suicide,
may be a feature of psychotic depression or schizophrenia. Visual hallucinations are
generally suggestive of organic conditions such as epilepsy, drug intoxication or drug
withdrawal. Many of the visual effects of hallucinogenic drugs are more correctly
described as visual illusions or visual pseudohallucinations, as they are distortions of
sensory experiences, and are not experienced as existing in objective reality. Auditory
pseudohallucinations are suggestive of dissociative disorders. Deja vu, derealization and
depersonalization are associated with temporal lobe epilepsy and dissociative disorders.
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Cognition

This section of the MSE covers the patient's level of alertness, orientation, attention,
memory, visuospatial functioning, language functions and executive functions. Unlike
other sections of the MSE, use is made of structured tests in addition to unstructured
observation. Alertness is a global observation of level of consciousness i.e. awareness of,
and responsiveness to the environment, and this might be described as alert, clouded,
drowsy, or stuporose. Orientation is assessed by asking the patient where he or she is (for
example what building, town and state) and what time it is (time, day, date). Attention
and concentration are assessed by the serial sevens test (or alternatively by spelling a
five-letter word backwards), and by testing digit span. Memory is assessed in terms of
immediate registration (repeating a set of words), short-term memory (recalling the set of
words after an interval, or recalling a short paragraph), and long-term memory
(recollection of well known historical or geographical facts). Visuospatial functioning
can be assessed by the ability to copy a diagram, draw a clock face, or draw a map of the
consulting room. Language is assessed through the ability to name objects, repeat
phrases, and by observing the individual's spontaneous speech and response to
instructions. Executive functioning can be screened for by asking the "similarities"
questions ("what do x and y have in common?") and by means of a verbal fluency task
(e.g. "list as many words as you can starting with the letter F, in one minute"). The mini-
mental state examination is a simple structured cognitive assessment which is in
widespread use as a component of the MSE.

Mild impairment of attention and concentration may occur in any mental illness where
people are anxious and distractible (including psychotic states), but more extensive
cognitive abnormalities are likely to indicate a gross disturbance of brain functioning
such as delirium, dementia or intoxication. Specific language abnormalities may be
associated with pathology in Wernicke's area or Broca's area of the brain. In Korsakoff's
syndrome there is dramatic memory impairment with relative preservation of other
cognitive functions. Visuospatial or constructional abnormalities here may be associated
with parietal lobe pathology, and abnormalities in executive functioning tests may
indicate frontal lobe pathology. This kind of brief cognitive testing is regarded as a
screening process only, and any abnormalities are more carefully assessed using formal
neuropsychological testing.

The MSE may include a brief neuropsychiatric examination in some situations. Frontal
lobe pathology is suggested if the person cannot repetitively execute a motor sequence
(e.g. "paper-scissors-stone"). The posterior columns are assessed by the person's ability to
feel the vibrations of a tuning fork on the wrists and ankles. The parietal lobe can be
assessed by the person's ability to identify objects by touch alone and with eyes closed. A
cerebellar disorder may be present if the person cannot stand with arms extended, feet
touching and eyes closed without swaying (Romberg's sign); if there is a tremor when the
person reaches for an object; or if he or she is unable to touch a fixed point, close the eyes
and touch the same point again. Pathology in the basal ganglia may be indicated by
rigidity and resistance to movement of the limbs, and by the presence of characteristic
involuntary movements. A lesion in the posterior fossa can be detected by asking the
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patient to roll his or her eyes upwards (Perinaud's sign). Focal neurological signs such as
these might reflect the effects of some prescribed psychiatric medications, chronic drug
or alcohol use, head injuries, tumors or other brain disorders.

Insight

The person's understanding of his or her mental illness is evaluated by exploring his or
her explanatory account of the problem, and understanding of the treatment options. In
this context, insight can be said to have three components: recognition that one has a
mental illness, compliance with treatment, and the ability to re-label unusual mental
events (such as delusions and hallucinations) as pathological. As insight is on a
continuum, the clinician should not describe it as simply present or absent, but should
report the patient's explanatory account descriptively.

Impaired insight is characteristic of psychosis and dementia, and is an important
consideration in treatment planning and in assessing the capacity to consent to treatment.

Judgment

Judgment refers to the patient's capacity to make sound, reasoned and responsible
decisions. Traditionally, the MSE included the use of standard hypothetical questions
such as "what would you do if you found a stamped, addressed envelope lying in the
street?"; however contemporary practice is to inquire about how the patient has
responded or would respond to real-life challenges and contingencies. Assessment would
take into account the individual's executive system capacity in terms of impulsiveness,
social cognition, self-awareness and planning ability.

Impaired judgment is not specific to any diagnosis but may be a prominent feature of
disorders affecting the frontal lobe of the brain. If a person's judgment is impaired due to
mental illness, there might be implications for the person's safety or the safety of others.

Cultural considerations

There are potential problems when the MSE is applied in a cross-cultural context, when
the clinician and patient are from different cultural backgrounds. For example, the
patient's culture might have different norms for appearance, behavior and display of
emotions. Culturally normative spiritual and religious beliefs need to be distinguished
from delusions and hallucinations - without understanding may seem similar though they
have different roots. Cognitive assessment must also take the patient's language and
educational background into account. Clinician's racial bias is another potential
confounder.

Children

There are particular challenges in carrying out an MSE with young children, and others
with limited language such as people with intellectual impairment. The examiner would
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explore and clarify the individual's use of words to describe mood, thought content or
perceptions, as words may be used idiosyncratically with a different meaning from that
assumed by the examiner. In this group, tools such as play materials, puppets, art
materials or diagrams (for instance with multiple choices of facial expressions depicting
emotions) may be used to facilitate recall and explanation of experiences.

WORLD TECHNOLOGIES




Chapter 9

Psychotherapy

Psychotherapy, or personal counseling with a psychotherapist, is an intentional
interpersonal relationship used by trained psychotherapists to aid a client or patient in
problems of living.

It is a talking therapy and aims to increase the individual's sense of their own well-being.
Psychotherapists employ a range of techniques based on experiential relationship
building, dialogue, communication and behavior change that are designed to improve the
mental health of a client or patient, or to improve group relationships (such as in a
family).

Psychotherapy may also be performed by practitioners with a number of different
qualifications, including psychiatry, clinical psychology, clinical social work, counseling
psychology, mental health counseling, clinical or psychiatric social work, marriage and
family therapy, rehabilitation counseling, music therapy, art therapy, drama therapy,
dance/movement therapy occupational therapy, psychiatric nursing, psychoanalysis and
others. It may be legally regulated, voluntarily regulated or unregulated, depending on the
jurisdiction. Requirements of these professions vary, but often require graduate school
and supervised clinical experience.

Regulation
Continental Europe

In Germany, the Psychotherapy Act (PsychThG, 1998) restricts the practice of
psychotherapy to the professions of psychology and psychiatry. In Italy, the Ossicini Act
(no. 56/1989, art. 3) restricts the practice of psychotherapy to graduates in psychology or
medicine who have completed a four-year postgraduate course in psychotherapy at a
training school recognised by the state; French legislation restricts use of the title
"psychotherapist" to professionals on the National Register of Psychotherapists;. The
inscription on this register requires a training in clinical psychopathology and a period of
internship which is only open to physicians or titulars of a master's degree in psychology
or psychoanalysis. Austria has a law that recognizes multi-disciplinary approaches; other
European countries have not yet regulated psychotherapy.
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United Kingdom

In the United Kingdom, psychotherapy is voluntarily regulated. National registers for
psychotherapists and counsellors are maintained by three main umbrella bodies:

1. the United Kingdom Council for Psychotherapy (UKCP)

2. the British Association for Counselling and Psychotherapy (BACP)

3. the British Psychoanalytic Council (BPC - formerly the British Confederation of
Psychotherapists).

There are many smaller professional bodies and associations such as the Association of
Child Psychotherapists (ACP) and the British Association of Psychotherapists (BAP).

The United Kingdom Health Professions Council (HPC) have recently consulted on
potential statutory regulation of psychotherapists and counsellors. The HPC is an official
state regulator that regulates some 15 professions at present.

Etymology

Psychotherapy is an English word of Greek origin, deriving from Ancient Greek psyche
(yvuyn meaning "breath; spirit; soul") and therapia (Bepaneia "healing; medical
treatment").

According to the Oxford English Dictionary, psychotherapy first meant "hypnotherapy"
instead of "psychotherapy". The original meaning, "the treatment of disease by ‘psychic’
[i.e., hypnotic] methods", was first recorded in 1853 as "Psychotherapeia, or the remedial
influence of mind". The modern meaning, "the treatment of disorders of the mind or
personality by psychological or psychophysiological methods", was first used in 1892 by
Frederik van Eeden translating "Suggestive Psycho-therapy" for his French
"Psychothérapie Suggestive". Van Eeden credited borrowing this term from Daniel Hack
Tuke and noted, "Psycho-therapy ... had the misfortune to be taken in tow by hypnotism."

The psychiatrist Jerome Frank defined psychotherapy as the relief of distress or disability
in one person by another, using an approach based on a particular theory or paradigm,
and a requirement that the agent performing the therapy has had some form of training in
delivering this. It is these latter two points which distinguish psychotherapy from other
forms of counseling or caregiving.

Forms

Most forms of psychotherapy use spoken conversation. Some also use various other
forms of communication such as the written word, artwork, drama, narrative story or
music. Psychotherapy with children and their parents often involves play, dramatization
(i.e. role-play), and drawing, with a co-constructed narrative from these non-verbal and
displaced modes of interacting. Psychotherapy occurs within a structured encounter
between a trained therapist and client(s). Purposeful, theoretically based psychotherapy
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began in the 19th century with psychoanalysis; since then, scores of other approaches
have been developed and continue to be created.

Therapy is generally used in response to a variety of specific or non-specific
manifestations of clinically diagnosable and/or existential crises. Treatment of everyday
problems is more often referred to as counseling (a distinction originally adopted by Carl
Rogers). However, the term counseling is sometimes used interchangeably with
"psychotherapy".

While some psychotherapeutic interventions are designed to treat the patient using the
medical model, many psychotherapeutic approaches do not adhere to the symptom-based
model of "illness/cure". As sensitive and deeply personal topics are often discussed
during psychotherapy, therapists are expected, and usually legally bound, to respect client
or patient confidentiality. The critical importance of confidentiality is enshrined in the
regulatory psychotherapeutic organizations' codes of ethical practice.

Systems
There are several main broad systems of psychotherapy:

e Psychoanalytic - it was the first practice to be called a psychotherapy. It
encourages the verbalization of all the patient's thoughts, including free
associations, fantasies, and dreams, from which the analyst formulates the nature
of the unconscious conflicts which are causing the patient's symptoms and
character problems.

o Behavior Therapy/applied behavior analysis focuses on changing maladaptive
patterns of behavior to improve emotional responses, cognitions, and interactions
with others.

o Cognitive behavioral - generally seeks to identify maladaptive cognition,
appraisal, beliefs and reactions with the aim of influencing destructive negative
emotions and problematic dysfunctional behaviors.

e Psychodynamic - is a form of depth psychology, whose primary focus is to reveal
the unconscious content of a client's psyche in an effort to alleviate psychic
tension. Although its roots are in psychoanalysis, psychodynamic therapy tends to
be briefer and less intensive than traditional psychoanalysis.

o Existential - is based on the existential belief that human beings are alone in the
world. This isolation leads to feelings of meaninglessness, which can be
overcome only by creating one's own values and meanings. Existential therapy is
philosophically associated with phenomenology.

e Humanistic - emerged in reaction to both behaviorism and psychoanalysis and is
therefore known as the Third Force in the development of psychology. It is
explicitly concerned with the human context of the development of the individual
with an emphasis on subjective meaning, a rejection of determinism, and a
concern for positive growth rather than pathology. It posits an inherent human
capacity to maximize potential, 'the self-actualizing tendency'. The task of
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Humanistic therapy is to create a relational environment where this tendency
might flourish. Humanistic psychology is philosophically rooted in existentialism.

e Brief - "Brief therapy" is an umbrella term for a variety of approaches to
psychotherapy. It differs from other schools of therapy in that it emphasizes (1) a
focus on a specific problem and (2) direct intervention. It is solution-based rather
than problem-oriented. It is less concerned with how a problem arose than with
the current factors sustaining it and preventing change.

o Systemic - seeks to address people not at an individual level, as is often the focus
of other forms of therapy, but as people in relationship, dealing with the
interactions of groups, their patterns and dynamics (includes family therapy &
marriage counseling). Community psychology is a type of systemic psychology.

o Transpersonal - Addresses the client in the context of a spiritual understanding of
consciousness.

e Body Psychotherapy - Addresses problems of the mind as being closely correlated
with bodily phenomena, including a person's sexuality, musculature, breathing
habits, physiology etc. This therapy may involve massage and other body
exercises as well as talking.

There are hundreds of psychotherapeutic approaches or schools of thought. By 1980 there
were more than 250; by 1996 there were more than 450. The development of new and
hybrid approaches continues around the wide variety of theoretical backgrounds. Many
practitioners use several approaches in their work and alter their approach based on client
need.

History

In an informal sense, psychotherapy can be said to have been practiced through the ages,
as individuals received psychological counsel and reassurance from others.

According to Colin Feltham, "The Stoics were one of the main Hellenistic schools of
philosophy and therapy, along with the Sceptics and Epicureans (Nussbaum, 1994).
Philosophers and physicians from these schools practised psychotherapy among the
Greeks and Romans from about the late 4th century BC to the 4th century AD."

Psychoanalysis was perhaps the first specific school of psychotherapy, developed by
Sigmund Freud and others through the early 20th century. Trained as a neurologist, Freud
began focusing on problems that appeared to have no discernible organic basis, and
theorized that they had psychological causes originating in childhood experiences and the
unconscious mind. Techniques such as dream interpretation, free association,
transference and analysis of the id, ego and superego were developed.
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Starting in the 1950s Carl Rogers brought Person-centered psychotherapy into
mainstream focus

Many theorists, including Anna Freud, Alfred Adler, Carl Jung, Karen Horney, Otto
Rank, Erik Erikson, Melanie Klein, and Heinz Kohut, built upon Freud's fundamental
ideas and often formed their own differentiating systems of psychotherapy. These were
all later categorized as psychodynamic, meaning anything that involved the psyche's
conscious/unconscious influence on external relationships and the self. Sessions tended to
number into the hundreds over several years.

Behaviorism developed in the 1920s, and behavior modification as a therapy became
popularized in the 1950s and 1960s. Notable contributors were Joseph Wolpe in South
Africa, M.B. Shipiro and Hans Eysenck in Britain, and John B. Watson and B.F. Skinner
in the United States. Behavioral therapy approaches relied on principles of operant
conditioning, classical conditioning and social learning theory to bring about therapeutic
change in observable symptoms. The approach became commonly used for phobias, as
well as other disorders.

Some therapeutic approaches developed out of the European school of existential
philosophy. Concerned mainly with the individual's ability to develop and preserve a
sense of meaning and purpose throughout life, major contributors to the field in the US
(e.g., Irvin Yalom, Rollo May) and Europe (Viktor Frankl, Ludwig Binswanger, Medard
Boss, R.D.Laing, Emmy van Deurzen) and later in the 1960s and 1970s both in the
United Kingdom and in Canada, Eugene Heimler attempted to create therapies sensitive
to common 'life crises' springing from the essential bleakness of human self-awareness,
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previously accessible only through the complex writings of existential philosophers (e.g.,
Seren Kierkegaard, Jean-Paul Sartre, Gabriel Marcel, Martin Heidegger, Friedrich
Nietzsche). The uniqueness of the patient-therapist relationship thus also forms a vehicle
for therapeutic enquiry. A related body of thought in psychotherapy started in the 1950s
with Carl Rogers. Based on existentialism and the works of Abraham Maslow and his
hierarchy of human needs, Rogers brought person-centered psychotherapy into
mainstream focus. The primary requirement of Rogers is that the client should be in
receipt of three core 'conditions' from their counsellor or therapist: unconditional positive
regard, also sometimes described as 'prizing' the person or valuing the humanity of an
individual, congruence [authenticity/genuineness/transparency], and empathic
understanding. The aim in using the 'core conditions' is to facilitate therapeutic change
within a non-directive relationship conducive to enhancing the client's psychological well
being. This type of interaction enables the client to fully experience and express
themselves. Others developed the approach, like Fritz and Laura Perls in the creation of
Gestalt therapy, as well as Marshall Rosenberg, founder of Nonviolent Communication,
and Eric Berne, founder of Transactional Analysis. Later these fields of psychotherapy
would become what is known as humanistic psychotherapy today. Self-help groups and
books became widespread.

During the 1950s, Albert Ellis originated Rational Emotive Behavior Therapy (REBT). A
few years later, psychiatrist Aaron T. Beck developed a form of psychotherapy known as
cognitive therapy. Both of these included generally relative short, structured and present-
focused therapy aimed at identifying and changing a person's beliefs, appraisals and
reaction-patterns, by contrast with the more long-lasting insight-based approach of
psycho-dynamic or humanistic therapies. Cognitive and behavioral therapy approaches
were combined and grouped under the heading and umbrella-term Cognitive behavioral
therapy (CBT) in the 1970s. Many approaches within CBT were oriented towards
active/directive collaborative empiricism and mapping, assessing and modifying clients
core beliefs and dysfunctional schemas. These approaches gained widespread acceptance
as a primary treatment for numerous disorders. A "third wave" of cognitive and
behavioral therapies developed, including Acceptance and Commitment Therapy and
Dialectical behavior therapy, which expanded the concepts to other disorders and/or
added novel components and mindfulness exercises. Counseling methods developed,
including solution-focused therapy and systemic coaching. During the 1960s and 1970s
Eugene Heimler, after training in the new discipline of psychiatric social work, developed
Heimler method of Human Social Functioning, a methodology based on the principle that
frustration is the potential to human flourishing.

Postmodern psychotherapies such as Narrative Therapy and Coherence Therapy did not
impose definitions of mental health and illness, but rather saw the goal of therapy as
something constructed by the client and therapist in a social context. Systems Therapy
also developed, which focuses on family and group dynamics—and Transpersonal
psychology, which focuses on the spiritual facet of human experience. Other important
orientations developed in the last three decades include Feminist therapy, Brief therapy,
Somatic Psychology, Expressive therapy, applied Positive psychology and the Human
Givens approach which is building on the best of what has gone before. A survey of over
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2,500 US therapists in 2006 revealed the most utilized models of therapy and the ten most
influential therapists of the previous quarter-century.

General concerns

Psychotherapy can be seen as an interpersonal invitation offered by (often trained and
regulated) psychotherapists to aid clients in reaching their full potential or to cope better
with problems of life. Psychotherapists usually receive remuneration in some form in
return for their time and skills. This is one way in which the relationship can be
distinguished from an altruistic offer of assistance.

Psychotherapists and counselors often require to create a therapeutic environment
referred to as the frame, which is characterized by a free yet secure climate that enables
the client to open up. The degree to which client feels related to the therapist may well
depend on the methods and approaches used by the therapist or counselor.

Psychotherapy often includes techniques to increase awareness and the capacity for self
observation, change behavior and cognition, and develop insight and empathy. A desired
result enable other choices of thought, feeling or action; to increase the sense of well-
being and to better manage subjective discomfort or distress. Perception of reality is
hopefully improved. Grieving might be enhanced producing less long term depression.
Psychotherapy can improve medication response where such medication is also needed.
Psychotherapy can be provided on a one-to-one basis, in group therapy, conjointly with
couples and with entire families. It can occur face to face (individual), over the telephone,
or, much less commonly, the Internet. Its time frame may be a matter of weeks or many
years. Therapy may address specific forms of diagnosable mental illness, or everyday
problems in managing or maintaining interpersonal relationships or meeting personal
goals. Treatment in families with children can favorably influence a childs development,
lasting for life and into future generations. Better parenting may be an indirect result of
therapy or purposefully learned as parenting techniques. Divorces can be prevented, or
made far less traumatic. Treatment of everyday problems is more often referred to as
counseling (a distinction originally adopted by Carl Rogers) but the term is sometimes
used interchangeably with "psychotherapy". Therapeutic skills can be used in mental
health consultation to business and public agencies to improve efficiency and assist with
coworkers or clients.

Psychotherapists use a range of techniques to influence or persuade the client to adapt or
change in the direction the client has chosen. These can be based on clear thinking about
their options; experiential relationship building; dialogue, communication and adoption
of behavior change strategies. Each is designed to improve the mental health of a client or
patient, or to improve group relationships (as in a family). Most forms of psychotherapy
use only spoken conversation, though some also use other forms of communication such
as the written word, artwork, drama, narrative story, or therapeutic touch. Psychotherapy
occurs within a structured encounter between a trained therapist and client(s). Because
sensitive topics are often discussed during psychotherapy, therapists are expected, and
usually legally bound, to respect client or patient confidentiality.
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Psychotherapists are often trained, certified, and licensed, with a range of different
certifications and licensing requirements depending on the jurisdiction. Psychotherapy
may be undertaken by clinical psychologists,counseling psychologists, social workers,
marriage-family therapists, adult and child psychiatrists and expressive therapists, trained
nurses, psychiatrists, psychoanalysts, mental health counselors, school counselors, or
professionals of other mental health disciplines.

Psychiatrists have medical qualifications and may also administer prescription
medication. The primary training of a psychiatrist uses the ' Bio-Psycho-Social' model,
medical training in practical psychology and applied psychotherapy. Psychiatric training
begins in medical school, first in the doctor patient relationship with ill people , and later
in psychiatric residency for specialists. The focus is usually eclectic but including
biological, cultural, and social aspects. They are advanced in understanding patients from
the inception of medical training . Psychologists spend their early years in school
receiving more training intellectually and in psychological theory used for, in part,
psychological assessment and research, and have in-depth training in psychotherapy but
psychiatrists have far more clinical experience with people at the end of formal training.
MDs tend to lag behind psychologist in academic knowledge as they are entering
residency training . Over the years psychologists gain clinical experience and MD's
usually improve in intellectually so that a kind of equality in competence occurs . Today
there are two doctoral degrees in psychology , the PsyD and PhD . Training for these
degrees overlap but the PsyD is more clinical and the Phd stresses research and is ' more
academic ' . Both degrees have clinical education components, Clinical Social Workers
have specialized training in clinical casework. They hold a masters in social work which
entails two years of clinical internships, and a period of at least three years in the US of
post-masters experience in psychotherapy. Marriage-family therapists have specific
training and experience working with relationships and family issues. A licensed
professional counselor (LPC) generally has special training in career, mental health,
school, or rehabilitation counseling to include evaluation and assessments as well as
psychotherapy. Many of the wide variety of training programs are multiprofessional, that
is, psychiatrists, psychologists, mental health nurses, and social workers may be found in
the same training group. All these degrees commonly work together as a team , especially
in institutional settings . All those doing specialized psychotherapeutic work, in most
countries require a program of continuing education after the basic degree, or involves
multiple certifications attached to one specific degree , and 'board certification' in
psychiatry. Specialty exams are used to confirm competence or board exams with
psychiatrists.

Specific schools and approaches

In practices of experienced psychotherapists, the therapy is typically not of one pure type,
but draws aspects from a number of perspectives and schools.
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Psychoanalysis

Freud, seated left of picture with Jung seated at right of picture. 1909

Psychoanalysis was developed in the late 19th century by Sigmund Freud. His therapy
explores the dynamic workings of a mind understood to consist of three parts: the
hedonistic id (German: das Es, "the it"), the rational ego (das Ich, "the 1"), and the moral
superego (das Uberich, "the above-1"). Because the majority of these dynamics are said
to occur outside people's awareness, Freudian psychoanalysis seeks to probe the
unconscious by way of various techniques, including dream interpretation and free
association. Freud maintained that the condition of the unconscious mind is profoundly
influenced by childhood experiences. So, in addition to dealing with the defense
mechanisms used by an overburdened ego, his therapy addresses fixations and other
issues by probing deeply into clients' youth.

Other psychodynamic theories and techniques have been developed and used by
psychotherapists, psychologists, psychiatrists, personal growth facilitators, occupational
therapists and social workers. Techniques for group therapy have also been developed.
While behaviour is often a target of the work, many approaches value working with
feelings and thoughts. This is especially true of the psychodynamic schools of
psychotherapy, which today include Jungian therapy and Psychodrama as well as the
psychoanalytic schools.

Gestalt therapy

Gestalt Therapy is a major overhaul of psychoanalysis. In its early development it was
called "concentration therapy" by its founders, Frederick and Laura Perls. However, its
mix of theoretical influences became most organized around the work of the gestalt
psychologists; thus, by the time 'Gestalt Therapy, Excitement and Growth in the Human
Personality' (Perls, Hefferline, and Goodman) was written, the approach became known
as "Gestalt Therapy."
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Gestalt Therapy stands on top of essentially four load bearing theoretical walls:
phenomenological method, dialogical relationship, field-theoretical strategies, and
experimental freedom. Some have considered it an existential phenomenology while
others have described it as a phenomenological behaviorism. Gestalt therapy is a
humanistic, holistic, and experiential approach that does not rely on talking alone, but
facilitates awareness in the various contexts of life by moving from talking about
situations relatively remote to action and direct, current experience.

Group psychotherapy

The therapeutic use of groups in modern clinical practice can be traced to the early 20th
century, when the American chest physician Pratt, working in Boston, described forming
'classes' of 15 to 20 patients with tuberculosis who had been rejected for sanatorium
treatment. The term group therapy, however, was first used around 1920 by Jacob L.
Moreno, whose main contribution was the development of psychodrama, in which groups
were used as both cast and audience for the exploration of individual problems by
reenactment under the direction of the leader. The more analytic and exploratory use of
groups in both hospital and out-patient settings was pioneered by a few European
psychoanalysts who emigrated to the USA, such as Paul Schilder, who treated severely
neurotic and mildly psychotic out-patients in small groups at Bellevue Hospital, New
York. The power of groups was most influentially demonstrated in Britain during the
Second World War, when several psychoanalysts and psychiatrists proved the value of
group methods for officer selection in the War Office Selection Boards. A chance to run
an Army psychiatric unit on group lines was then given to several of these pioneers,
notably Wilfred Bion and Rickman, followed by S. H. Foulkes, Main, and Bridger. The
Northfield Hospital in Birmingham gave its name to what came to be called the two
"Northfield Experiments', which provided the impetus for the development since the war
of both social therapy, that is, the therapeutic community movement, and the use of small
groups for the treatment of neurotic and personality disorders. Today group therapy is
used in clinical settings and in private practice settings. It has been shown to be as or
more effective than individual therapy.

Medical and non-medical models

A distinction can also be made between those psychotherapies that employ a medical
model and those that employ a humanistic model. In the medical model the client is seen
as unwell and the therapist employs their skill to help the client back to health. The
extensive use of the DSM-IV, the diagnostic and statistical manual of mental disorders in
the United States, is an example of a medically-exclusive model.

The humanistic model of non medical in contrast strives to depathologise the human
condition. The therapist attempts to create a relational environment conducive to
experiential learning and help build the client's confidence in their own natural process
resulting in a deeper understanding of themselves. An example would be gestalt therapy.
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Some psychodynamic practitioners distinguish between more uncovering and more
supportive psychotherapy. Uncovering psychotherapy emphasizes facilitating the client's
insight into the roots of their difficulties. The best-known example of an uncovering
psychotherapy is classical psychoanalysis. Supportive psychotherapy by contrast stresses
strengthening the client's defenses and often providing encouragement and advice.
Depending on the client's personality, a more supportive or more uncovering approach
may be optimal. Most psychotherapists use a combination of uncovering and supportive
approaches.

Cognitive behavioral therapy

Cognitive behavioral therapy refers to a range of techniques which focus on the
construction and re-construction of people's cognitions, emotions and behaviors.
Generally in CBT, the therapist, through a wide array of modalities, helps clients assess,
recognize and deal with problematic and dysfunctional ways of thinking, emoting and
behaving.

Behavior therapy

Behavior therapy focuses on modifying overt behavior and helping clients to achieve
goals. This approach is built on the principles of learning theory including operant and
respondent conditioning, which makes up the area of applied behavior analysis or
behavior modification. This approach includes acceptance and commitment therapy,
functional analytic psychotherapy, and dialectical behavior therapy. Sometimes it is
integrated with cognitive therapy to make cognitive behavior therapy. By nature,
behavioral therapies are empirical (data-driven), contextual (focused on the environment
and context), functional (interested in the effect or consequence a behavior ultimately
has), probabilistic (viewing behavior as statistically predictable), monistic (rejecting
mind-body dualism and treating the person as a unit), and relational (analyzing
bidirectional interactions).

Body-oriented psychotherapy

Body-oriented psychotherapy or Body Psychotherapy is also known as Somatic
Psychology, especially in the USA. There are many very different psychotherapeutic
approaches. They generally focus on the link between the mind and the body and try to
access deeper levels of the psyche through greater awareness of the physical body and the
emotions which gave rise to the various body-oriented based psychotherapeutic
approaches, such as Reichian (Wilhelm Reich) Character-Analytic Vegetotherapy and
Orgonomy; neo-Reichian Alexander Lowen's Bioenergetic analysis; Peter Levine's
Somatic Experiencing; Jack Rosenberg's Integrative body psychotherapy; Ron Kurtz's
Hakomi psychotherapy; Pat Ogden's sensorimotor psychotherapy; David Boadella's
Biosynthesis psychotherapy; Gerda Boyesen's Biodynamic psychotherapy; etc. These
body-oriented psychotherapies are not to be confused with alternative medicine body-
work or body-therapies that seek primarily to improve physical health through direct
work (touch and manipulation) on the body because, despite the fact that bodywork
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techniques (for example Alexander Technique, Rolfing, and the Feldenkrais Method) can
also affect the emotions, these techniques are not designed to work on psychological
issues, neither are their practitioners so trained.

Expressive therapy

Expressive therapy is a form of therapy that utilizes artistic expression as its core means
of treating clients. Expressive therapists use the different disciplines of the creative arts as
therapeutic interventions. This includes the modalities dance therapy, drama therapy, art
therapy, music therapy, writing therapy, among others. Expressive therapists believe that
often the most effective way of treating a client is through the expression of imagination
in a creative work and integrating and processing what issues are raised in the act.

Interpersonal psychotherapy

Interpersonal psychotherapy (IPT) is a time-limited psychotherapy that focuses on the
interpersonal context and on building interpersonal skills. IPT is based on the belief that
interpersonal factors may contribute heavily to psychological problems. It is commonly
distinguished from other forms of therapy in its emphasis on interpersonal processes
rather than intrapsychic processes. IPT aims to change a person's interpersonal behavior
by fostering adaptation to current interpersonal roles and situations.

Narrative therapy

Narrative therapy gives attention to each person's "dominant story" by means of
therapeutic conversations, which also may involve exploring unhelpful ideas and how
they came to prominence. Possible social and cultural influences may be explored if the
client deems it helpful.

Integrative psychotherapy

Integrative psychotherapy is an attempt to combine ideas and strategies from more than
one theoretical approach. These approaches include mixing core beliefs and combining
proven techniques. Forms of integrative psychotherapy include multimodal therapy, the
transtheoretical model, cyclical psychodynamics, systematic treatment selection,
cognitive analytic therapy, Internal Family Systems Model, multitheoretical
psychotherapy and conceptual interaction. In practice, most experienced psychotherapists
develop their own integrative approach over time.

Hypnotherapy
Hypnotherapy is therapy that is undertaken with a subject in hypnosis. Hypnotherapy is
often applied in order to modify a subject's behavior, emotional content, and attitudes, as

well as a wide range of conditions including dysfunctional habits, anxiety, stress-related
illness, pain management, and personal development.
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Adaptations for children

Counseling and psychotherapy must be adapted to meet the developmental needs of
children. Many counseling preparation programs include courses in human development.
Since children often do not have the ability to articulate thoughts and feelings, counselors
will use a variety of media such as crayons, paint, clay, puppets, bibliocounseling
(books), toys, board games, et cetera. The use of play therapy is often rooted in
psychodynamic theory, but other approaches such as Solution Focused Brief Counseling
may also employ the use of play in counseling. In many cases the counselor may prefer to
work with the care taker of the child, especially if the child is younger than age four. Yet,
by doing so, the counselor risks the perpetuation of maladaptive interactive patterns and
the adverse effects on development that have already been affected on the child's end of
the relationship Therefore, contemporary thinking on working with this young age group
has leaned towards working with parent and child simultaneously within the interaction,
as well as individually as needed.

Confidentiality

Confidentiality is an integral part of the therapeutic relationship and psychotherapy in
general.

Criticisms and questions regarding effectiveness

Within the psychotherapeutic community there has been some discussion of empirically-
based psychotherapy, e.g.

Virtually no comparisons of different psychotherapies with long follow-up times have
been done. The Helsinki Psychotherapy Study is a randomized clinical trial, in which
patients are monitored for 12 months after the onset of study treatments, of which each
lasted approximately 6 months. The assessments are to be completed at the baseline
examination and during the follow-up after 3, 7, and 9 months and 1, 1.5, 2, 3,4, 5, 6,
and 7 years. The final results of this trial are yet to be published because follow-up
evaluations continued up to 2009.

There is considerable controversy about which form of psychotherapy is most effective,
and more specifically, which types of therapy are optimal for treating which sorts of
problems. Furthermore, it is controversial whether the form of therapy or the presence of
factors common to many psychotherapies best separates effective therapy from
ineffective therapy. Common factors theory asserts it is precisely the factors common to
the most psychotherapies that make any psychotherapy successful: this is the quality of
the therapeutic relationship.

The dropout level is quite high; one meta-analysis of 125 studies concluded that the mean

dropout rate was 46.86%. The high level of dropout has raised some criticism about the
relevance and efficacy of psychotherapy.
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Psychotherapy outcome research—in which the effectiveness of psychotherapy is
measured by questionnaires given to patients before, during, and after treatment—has had
difficulty distinguishing between the success or failure of the different approaches to
therapy. Those who stay with their therapist for longer periods are more likely to report
positively on what develops into a longer-term relationship. This suggests that some
"treatment" may be open-ended with concerns associated with ongoing financial costs.

As early as 1952, in one of the earliest studies of psychotherapy treatment, Hans Eysenck
reported that two thirds of therapy patients improved significantly or recovered on their
own within two years, whether or not they received psychotherapy.

Many psychotherapists believe that the nuances of psychotherapy cannot be captured by
questionnaire-style observation, and prefer to rely on their own clinical experiences and
conceptual arguments to support the type of treatment they practice.

In 2001, Bruce Wampold of the University of Wisconsin published the book The Great
Psychotherapy Debate. In it Wampold, a former statistician who went on to train as a
counseling psychologist, reported that

1. psychotherapy is indeed effective,
the type of treatment is not a factor,

3. the theoretical bases of the techniques used, and the strictness of adherence to
those techniques are both not factors,

4. the therapist's strength of belief in the efficacy of the technique is a factor,

the personality of the therapist is a significant factor,

6. the alliance between the patient(s) and the therapist (meaning affectionate and
trusting feelings toward the therapist, motivation and collaboration of the client,
and empathic response of the therapist) is a key factor.

9]

Wampold therefore concludes that "we do not know why psychotherapy works".

Although the Great Psychotherapy Debate dealt primarily with data on depressed
patients, subsequent articles have made similar findings for post-traumatic stress disorder
and youth disorders. There have also been studies of Panic Disorder, where treatment
effectiveness is measured in the abatement of panic attacks. Psychoanalytic
psychotherapy has been found to be as effective as Cognitive Behavioral Therapy for
immediate relief and more effective over the long term

Some report that by attempting to program or manualize treatment, psychotherapists may
be reducing efficacy, although the unstructured approach of many psychotherapists
cannot appeal to patients motivated to solve their difficulties through the application of
specific techniques different from their past "mistakes."

Critics of psychotherapy are skeptical of the healing power of a psychotherapeutic

relationship. Because any intervention takes time, critics note that the passage of time
alone, without therapeutic intervention, often results in psycho-social healing. Social
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contact with others is universally seen as beneficial for all humans and regularly
scheduled visits with anyone would be likely to diminish both mild and severe emotional
difficulty.

Many resources available to a person experiencing emotional distress—the friendly
support of friends, peers, family members, clergy contacts, personal reading, healthy
exercise, research, and independent coping—all present considerable value. Critics note
that humans have been dealing with crises, navigating severe social problems and finding
solutions to life problems long before the advent of psychotherapy. Of course, it may well
be something in the patient that does not develop these "natural" supports that requires
therapy.

Further critiques have emerged from feminist, constructionist and discursive sources. Key
to these is the issue of power. In this regard there is a concern that clients are
persuaded—both inside and outside the consulting room—to understand themselves and
their difficulties in ways that are consistent with therapeutic ideas. This means that
alternative ideas (e.g., feminist, economic, spiritual) are sometimes implicitly
undermined. Critics suggest that we idealise the situation when we think of therapy only
as a helping relation. It is also fundamentally a political practice, in that some cultural
ideas and practices are supported while others are undermined or disqualified. So, while
it is seldom intended, the therapist-client relationship always participates in society's
power relations and political dynamics.
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Chapter 10

History of Mental Disorders

Prehistoric times

There is limited evidence by which to judge the existence or nature of mental disorder
prior to written records. Evolutionary psychology suggests that some of the underlying
genetic dispositions, psychological mechanisms and social demands were present,
although some disorders may have developed from a mismatch between ancestral
environments and modern conditions. Some related behavioral abnormalities have been
found in non-human great apes.

There is evidence from Neolithic times of the practice of trepanation (cutting large holes
into the skull), possibly as an attempt to cure ailments which may have included mental
disorders.

Ancient civilizations
Egyptian and Mesopotamian

Limited notes in an ancient Egyptian document known as the Ebers papyrus appear to
describe disordered states of concentration and attention, and emotional distress in the
heart or mind. Some of these have been interpreted as indicating what would later be
termed hysteria and melancholy. Somatic treatments typically included applying bodily
fluids while reciting magical spells. Hallucinogens may have been used as part of healing
rituals. Religious temples may have been used as therapeutic retreats, possibly for the
induction of receptive states to facilitate sleep and the interpreting of dreams.

Indian

Ancient Hindu scriptures known as Ramayana and Mahabharata contain fictional
descriptions of depression and anxiety states. Mental disorders were generally thought to
reflect abstract metaphysical entities, supernatural agents, sorcery or witchcraft. A work
known as the Charaka Samhita from circa 600 BC, part of the Hindu Ayurveda
("knowledge of life"), saw ill health as resulting from an imbalance among three kinds of
bodily fluids or forces called (Dosha). Different personality types were also described,
with different propensities to worries or difficulties. Suggested causes included
inappropriate diet; disrespect towards the gods, teachers or others; mental shock due to
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excessive fear or joy; and faulty bodily activity. Treatments included the use of herbs and
ointments, charms and prayers, moral or emotional persuasion, and shocking the person.

Chinese

Mental disorders were treated mainly under Traditional Chinese Medicine by herbs,
acupuncture or "emotional therapy". The Inner Canon of the Yellow Emperor described
symptoms, mechanisms and therapies for mental illness, emphasizing connections
between bodily organs and emotions. Conditions were thought to comprise five stages or
elements and imbalance between Yin and yang.

Hebrew and Israelite

The ancient nation of Israel was formed by people with origins in Mesopotamia and
Egypt. The concept of a single God, as gradually articulated in Judaism, led to the view
that mental disorder was not a problem like any other, caused by one of the gods, but
rather caused by problems in the relationship between the individual and God. Passages
of the Hebrew Bible/Old Testament have been interpreted as describing mood disorders
in figures such as Job, King Saul and in the psalms of David.

Greek and Roman

Some ancient Greek scholars proposed that disease was caused by an imbalance in four
humours of the body. Hippocrates (460-377 BC), influenced by humoral theory, proposed
a triad of mental disorders termed melancholia, mania and phrenitis (an acute mental
disorder accompanied by fever). He also spoke of other disorders such as phobia, and is
credited with being the first physician to reject supernatural or divine explanations of
illness. He believed that disease was the product of environmental factors, diet and living
habits, not a punishment inflicted by the gods, and that the appropriate treatment
depended on which bodily fluid, or humour, had caused the problem. However, he also
objected to speculation about the actiology of madness (for example that it was seated in
the heart and diaphragm or "phren") and favoured instead close behavioural observation.
Plato (427-347 BC) argued that there were two types of mental illness: "divinely
inspired" mental illness that gave the person prophetic powers, and a second type that
was caused by a physical disease. Aristotle (384-322 BC), who studied under Plato,
abandoned the divinely caused mental illness theory, and proposed instead that all mental
illness was caused by physical problems.

In ancient Greece and Rome, madness was associated stereotypically with aimless
wandering and violence. However, Socrates considered positive aspects including
prophesying (a ‘manic art’); mystical initiations and rituals; poetic inspiration; and the
madness of lovers. Now often seen as the very epitome of rational thought and as the
founder of philosophy, Socrates freely admitted to experiencing what are now called
"command hallucinations" (then called his ‘daemon’). Pythagoras also heard voices.
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Through long contact with Greek culture, and their eventual conquest of Greece, the
Romans absorbed many Greek (and other) ideas on medicine. The humoral theory fell out
of favor in some quarters. The Greek physician Asclepiades (c. 124 — 40 BC), who
practiced in Rome, discarded it and advocated humane treatments, and had insane
persons freed from confinement and treated them with natural therapy, such as diet and
massages. Arateus (ca AD 30-90) argued that it is hard to pinpoint where a mental illness
comes from. However, Galen (AD 129 —ca. 200), practicing in Greece and Rome, revived
humoral theory. Galen, however, adopted a single symptom approach rather than broad
diagnostic categories, for example studying separate states of sadness, excitement,
confusion and memory loss.

Playwrights such as Homer, Sophocles and Euripides described madmen driven insane by
the Gods, imbalanced humors or circumstances. As well as the triad (of which mania was
often used as an overarching term for insanity) there were a variable and overlapping
range of terms for such things as delusion, eccentricity, frenzy, and lunacy. Physician
Celsus argued that insanity is really present when a continuous dementia begins due to
the mind being at the mercy of imaginings. He suggested that people must heal their own
souls through philosophy and personal strength. He described common practices of
dietetics, bloodletting, drugs, talking therapy, incubation in temples, exorcism,
incantations and amulets, as well as restraints and "tortures" to restore rationality,
including starvation, being terrified suddenly, agitation of the spirit, and stoning and
beating. Most, however, did not receive medical treatment but stayed with family or
wandered the streets, vulnerable to assault and derision. Accounts of delusions from the
time included people who thought themselves to be famous actors or speakers, animals,
inanimate objects, or one of the gods. Some were arrested for political reasons, such as
Jesus ben Ananias who was eventually released as a madman after showing no concern
for his own fate during torture. It has been argued that Jesus of Nazareth was widely
considered a dangerous madman, due partly to antisocial and disruptive outbursts
including physical aggression, grandiose and nonsensical claims, and terse responses to
official questioning - and may have been mocked as a king and crucified for that reason.

Middle Ages
Persia, Arabia and the Muslim Empire

Persian and Arabic scholars were heavily involved in translating, analysing and
synthesising Greek texts and concepts. As the Muslim world expanded, these were
integrated with religious thought. Over time, new ideas and concepts were developed.
Arab texts contained full discussions of melancholia. Mania and various other disorders
and phenomena including hallucinations and delusions were also described. Mental
disorder was generally thought to be due to reason having gone astray or been lost
entirely, and links were made to the brain in various ways, as well as to spiritual/mystical
meaning. Al-Balkhi wrote about fear and anxiety, anger and aggression, sadness and
depression, and obsessions. Al-Tabari wrote about the need for wise counselling,
smartness and gaining trust. Al-Razi (Rhazes) suggested the benefits of hopeful
comments and sudden emotional shocks, and addressed psychological, moral and
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religious problems of the spirit. Al-Farabi (Alpharabius) wrote about the therapeutic
effect of music on the soul. Al-Ghazali argued that spiritual diseases were dangerous and
result from ignorance and deviation from God. Ibn-Sina (Avicenna) took a combined
physiological and psychological approach, addressing conditions such as hallucinations,
insomnia, vertigo, melancholia and mania. He speculated about physiological influences
on the brain and mental disorders, as well as about psychological interventions. Al-
Majusi (Haly Abbas) described diseases in terms of the brain, including sleeping
sickness, loss of memory, hypochondria and love sickness. Abu al-Qasim al-Zahrawi
(Abulcasis) may have addressed mental disorder related to injury in his pioneering work
in neurosurgery, and Averroes described Parkinson's disease. Unhammad proposed nine
categories of mental disorder.

Under Islam, the mentally disordered were considered incapable yet deserving of humane
treatment and protection. For example, Sura 4:5 of the Qur'an states "Do not give your
property which God assigned you to manage to the insane: but feed and cloth the insane
with this property and tell splendid words to him" Some thought mental disorder could be
caused by possession by a djin (genie), which could be either good or demon-like. There
were sometimes beatings to exorcise djin, or alternatively over-zealous attempts at cures.
Islamic views often merged with local traditions. In Morocco the traditional Berber
people were animists and the concept of sorcery was integral to the understanding of
mental disorder; it was mixed with the Islamic concepts of djin and often treated by
religious scholars combining the roles of holy man, sage, seer and sorcerer.

The first psychiatric hospital ward was founded in Baghdad in 705, and insane asylums
were built in Fes in the early 8th century, Cairo in 800 and in Damascus and Aleppo in
1270. Insane patients were benevolently treated using baths, drugs, music and activities.
In the centuries to come, The Muslim world would eventually serve as a critical way
station of knowledge for Renaissance Europe, through the Latin translations of many
scientific Islamic texts. Ibn-Sina's (Avicenna's) Canon of Medicine became the standard
of medical science in Europe for centuries, together with works of Hippocrates and
Galen.

Christian Europe

Conceptions of madness in the Middle Ages in Europe were a mixture of the divine,
diabolical, magical and transcendental. Theories of the four humors (black bile, yellow
bile, phlegm, and blood) were applied, sometimes separately (a matter of "physic") and
sometimes combined with theories of evil spirits (a matter of "faith"). Arnaldus de
Villanova (1235-1313) combined "evil spirit" and Galen-oriented "four humours"
theories and promoted trepanning as a cure to let demons and excess humours escape.
Other bodily remedies in general use included purges, bloodletting and whipping.
Madness was often seen as a moral issue, either a punishment for sin or a test of faith and
character. Christian theology endorsed various therapies, including fasting and prayer for
those estranged from God and exorcism of those possessed by the devil. Thus, although
mental disorder was often thought to be due to sin, other more mundane causes were also
explored, including intemperate diet and alcohol, overwork, and grief. The Franciscan
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monk Bartholomeus Anglicus (ca. 1203 - 1272) described a condition which resembles
depression in his encyclopedia, De Proprietatibis Rerum, and he suggested that music
would help. A semi-official tract called the Praerogativa regis distinguished between the
"natural born idiot" and the "lunatic". The latter term was applied to those with periods of
mental disorder; deriving from either Roman mythology describing people "moonstruck"
by the goddess Luna or theories of an influence of the moon.

Episodes of mass dancing mania are reported from the Middle Ages, "which gave to the
individuals affected all the appearance of insanity". This was one kind of mass delusion
or mass hysteria/panic that has occurred around the world through the millennia.

The care of lunatics was primarily the responsibility of the family. In England, if the
family were unable or unwilling, an assessment was made by crown representatives in
consultation with a local jury and all interested parties, including the subject himself or
herself. The process was confined to those with real estate or personal estate, but it
encompassed poor as well as rich and took into account psychological and social issues.
Most of those considered lunatics at the time probably had more support and involvement
from the community than people diagnosed with mental disorders today. As in other eras,
visions were generally interpreted as meaningful spiritual and visionary insights; some
may have been causally related to mental disorders, but since hallucinations were
culturally supported they may not have had the same connections as today.

Modern period

16th to 18th centuries

Some mentally disturbed people may have been victims of the witch-hunts that spread in
waves in early modern Europe. However, those judged insane were increasingly admitted
to local workhouses, poorhouses and jails (particularly the "pauper insane") or sometimes
to the new private madhouses. Restraints and forcible confinement were used for those
thought dangerously disturbed or potentially violent to themselves, others or property.
The latter likely grew out of lodging arrangements for single individuals (who, in
workhouses, were considered disruptive or ungovernable) then there were a few catering
each for only a handful of people, then they gradually expanded (e.g. 16 in London in
1774, and 40 by 1819). By the mid-19th century there would be 100 to 500 inmates in
each. The development of this network of madhouses has been linked to new capitalist
social relations and a service economy, that meant families were no longer able or willing
to look after disturbed relatives.

Madness was commonly depicted in literary works, such as the plays of Shakespeare.

By the end of the 17th century and into the Enlightenment, madness was increasingly
seen as an organic physical phenomenon, no longer involving the soul or moral
responsibility. The mentally ill were typically viewed as insensitive wild animals. Harsh
treatment and restraint in chains was seen as therapeutic, helping suppress the animal
passions. There was sometimes a focus on the management of the environment of
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madhouses, from diet to exercise regimes to number of visitors. Severe somatic
treatments were used, similar to those in medieval times. Madhouse owners sometimes
boasted of their ability with the whip. Treatment in the few public asylums was also
barbaric, often secondary to prisons. The most notorious was Bedlam where at one time
spectators could pay a penny to watch the inmates as a form of entertainment.

Concepts based in humoral theory gradually gave way to metaphors and terminology
from mechanics and other developing physical sciences. Complex new schemes were
developed for the classification of mental disorders, influenced by emerging systems for
the biological classification of organisms and medical classification of diseases.

The term "crazy" (from Middle English meaning cracked) and insane (from Latin insanus
meaning unhealthy) came to mean mental disorder in this period. The term "lunacy", long
used to refer to periodic disturbance or epilepsy, came to be synonymous with insanity.
"Madness", long in use in root form since at least the early centuries AD, and originally
meaning crippled, hurt or foolish, came to mean loss of reason or self-restraint.
"Psychosis", from Greek "principle of life/animation", had varied usage referring to a
condition of the mind/soul. "Nervous", from an Indo-European root meaning to wind or
twist, meant muscle or vigor, was adopted by physiologists to refer to the body's
electrochemical signalling process (thus called the nervous system), and was then used to
refer to nervous disorders and neurosis. "Obsession", from a Latin root meaning to sit on
or sit against, originally meant to besiege or be possessed by an evil spirit, came to mean
a fixed idea that could decompose the mind.

With the rise of madhouses and the professionalization and specialization of medicine,
there was considerable incentive for medics to become involved. In the 18th century, they
began to stake a claim to a monopoly over madhouses and treatments. Madhouses could
be a lucrative business, and many made a fortune from them. There were some bourgeois
ex-patient reformers who opposed the often brutual regimes, blaming both the madhouse
owners and the medics, who in turn resisted the reforms.

Towards the end of the 18th century, a moral treatment movement developed, that
implemented more humane, psychosocial and personalized approaches. Notable figures
included the medic Vincenzo Chiarugi in Italy under Enlightenment leadership; the ex-
patient superintendent Pussin and the psychologically inclined medic Phillipe Pinel in
revolutionary France; the Quakers in England, led by businessman William Tuke; and
later, in the United States, campaigner Dorothea Dix.

19th century

The 19th century, in the context of industrialization and population growth, saw a
massive expansion of the number and size of insane asylums in every Western country, a
process called "the great confinement" or the "asylum era". Laws were introduced to
compel authorities to deal with those judged insane by family members and hospital
superintendents. Although originally based on the concepts and structures of moral
treatment, they became large impersonal institutions overburdened with large numbers of
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people with a complex mix of mental and social-economic problems. The success of
moral treatment had cast doubt on the approach of medics, and many had opposed it, but
by the mid-19th century many became advocates of it but argued that the mad also often
had physical/organic problems, so that both approaches were necessary. This argument
has been described as an important step in the profession's eventual success in securing a
monopoly on the treatment of lunacy. However, it is well-documented that very little
therapeutic activity occurred in the new asylum system, that medics were little more than
administrators who seldom attended to patients, and then mainly for other physical
problems.

Although reports of numerous mental disorders and irrational, unintelligible, or
uncontrolled behavior are common in the historical record back to ancient times, clear
descriptions of some syndromes, such as the condition that would later be termed
schizophrenia, have been identified as relatively rare prior to the 19th century, although
interpretations of the evidence and its implications are inconsistent.

Numerous different classification schemes and diagnostic terms were developed by
different authorities, taking an increasingly anatomical-clinical descriptive approach. The
term "psychiatry" was coined as the medical specialty became more academically
established. Asylum superintendents, later to be psychiatrists, were generally called
"alienists" because they were thought to deal with people alienated from society; they
adopted largely isolated and managerial roles in the asylums while milder "neurotic"
conditions were dealt with by neurologists and general physicians, although there was
overlap for conditions such as neurasthenia.

In the United States it was proposed that black slaves who tried to escape were suffering
from a mental disorder termed drapetomania. It was then argued in scientific journals that
mental disorders were rare under conditions of slavery but became more common
following emancipation, and later that mental illness in African Americans was due to
evolutionary factors or various negative characteristics, and that they were not suitable
for therapeutic intervention.

By the 1870s in North America, officials who ran Lunatic Asylums renamed them Insane
Asylums. By the late century, the term "asylum" had lost its original meaning as a place
of refuge, retreat or safety, and was associated with abuses that had been widely
publicized in the media, including by ex-patient organization the Alleged Lunatics'
Friend Society and ex-patients like Elizabeth Packard.

The relative proportion of the public officially diagnosed with mental disorders was
increasing, however. This has been linked to various factors, including possibly
humanitarian concern; incentives for professional status/money; a lowered tolerance of
communities for unusual behavior due to the existence of asylums to place them in (this
affected the poor the most); and the strain placed on families by industrialization.
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20th century

The turn of the 20th century saw the development of psychoanalysis, which came to the
fore later. Kraepelin's classification gained popularity, including the separation of mood
disorders from what would later be termed schizophrenia.

Asylum superintendents sought to improve the image and medical status of their
profession. Asylum "inmates" were increasingly referred to as "patients" and asylums
renamed as hospitals. Referring to people as having a "mental illness" dates from this
period in the early 20th century.

In the United States, a "mental hygiene" movement, originally defined in the 19th
century, gained momentum and aimed to "prevent the disease of insanity" through public
health methods and clinics. The term mental health became more popular, however.
Clinical psychology and social work developed as professions alongside psychiatry.
Theories of eugenics led to compulsory sterilization movements in many countries
around the world for several decades, often encompassing patients in public mental
institutions. World War I saw a massive increase of conditions that came to be termed
"shell shock".

In Nazi Germany, the institutionalized mentally ill were among the earliest targets of
sterilization campaigns and covert "euthanasia" programs. It has been estimated that over
200,000 individuals with mental disorders of all kinds were put to death, although their
mass murder has received relatively little historical attention. Despite not being formally
ordered to take part, psychiatrists and psychiatric institutions were at the center of
justifying, planning and carrying out the atrocities at every stage, and "constituted the
connection" to the later annihilation of Jews and other "undesirables" such as
homosexuals in the Holocaust.

In other areas of the world, funding was often cut for asylums, especially during periods
of economic decline, and during wartime in particular many patients starved to death.
Soldiers received increased psychiatric attention, and World War II saw the development
in the US of a new psychiatric manual for categorizing mental disorders, which along
with existing systems for collecting census and hospital statistics led to the first
Diagnostic and Statistical Manual of Mental Disorders (DSM). The International
Classification of Diseases (ICD) followed suit with a section on mental disorders.

Previously restricted to the treatment of severely disturbed people in asylums,
psychiatrists cultivated clients with a broader range of problems, and between 1917 and
1970 the number practicing outside institutions swelled from 8 percent to 66 percent. The
term stress, having emerged out of endocrinology work in the 1930s, was popularized
with an increasingly broad biopsychosocial meaning, and was increasingly linked to
mental disorders."Outpatient commitment" laws were gradually expanded or introduced
in some countries.
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Lobotomies, Insulin shock therapy, Electro convulsive therapy, and the "neuroleptic"
chlorpromazine came in to use mid-century.

An antipsychiatry movement came to the fore in the 1960s. Deinstitutionalization
gradually occurred in the West, with isolated psychiatric hospitals being closed down in
favor of community mental health services. However, inadequate services and continued
social exclusion often led to many being homeless or in prison. A consumer/survivor
movement gained momentum.

Other kinds of psychiatric medication gradually came into use, such as "psychic
energizers" and lithium. Benzodiazepines gained widespread use in the 1970s for anxiety
and depression, until dependency problems curtailed their popularity. Advances in
neuroscience and genetics led to new research agendas. Cognitive behavioral therapy was
developed. Through the 1990s, new SSRI antidepressants became some of the most
widely prescribed drugs in the world.

The DSM and then ICD adopted new criteria-based classification, representing a return to
a Kraepelin-like descriptive system. The number of "official" diagnoses saw a large
expansion, although homosexuality was gradually downgraded and dropped in the face of
human rights protests. Different regions sometimes developed alternatives such as the
Chinese Classification of Mental Disorders or Latin American Guide for Psychiatric
Diagnosis.

21st century

Starting from 2002 DSM-5 Research Agenda researchers were invited to contribute with
their publication to the literature basis for the DSM-5, whose draft criteria are now
available to the scientific community. In the meanwhile, serious limits of the current
version of the DSM extremely high comorbidity, diagnostic heterogeneity of the
categories, unclear boundaries have been interpreted as intrinsic anomalies of the
criterial, neopositivistic approach leading the system to a state of scientific crisis.
Accordingly, a radical rethinking of the concept of mental disorder and the need of a
radical scientific revolution in psychiatric taxonomy was proposed.
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Chapter 11

Classification of Mental Disorders

The classification of mental disorders, also known as psychiatric nosology or
taxonomy, is a key aspect of psychiatry and other mental health professions and an
important issue for consumers and providers of mental health services. There are
currently two widely established systems for classifying mental disorders—Chapter V of
the International Classification of Diseases (ICD-10) produced by the World Health
Organization (WHO) and the Diagnostic and Statistical Manual of Mental Disorders
(DSM-1V) produced by the American Psychiatric Association (APA). Both list categories
of disorders thought to be distinct types, and have deliberately converged their codes in
recent revisions so that the manuals are often broadly comparable, although significant
differences remain. Other classification schemes may be in use more locally, for example
the Chinese Classification of Mental Disorders. Other manuals have some limited use by
those of alternative theoretical persuasions, such as the Psychodynamic Diagnostic
Manual.

The widely used DSM and ICD classifications employ operational definitions. There is a
significant scientific debate about the relative validity of a "categorical" versus a
"dimensional" system of classification, as well as significant controversy about the role
of science and values in classification schemes and the professional, legal and social uses
to which they are put.

Definitions

In the scientific and academic literature on the definition or categorization of mental
disorders, one extreme argues that it is entirely a matter of value judgements (including
of what is normal) while another proposes that it is or could be entirely objective and
scientific (including by reference to statistical norms); other views argue that the concept
refers to a "fuzzy prototype" that can never be precisely defined, or that the definition
will always involve a mixture of scientific facts (e.g. that a natural or evolved function
isn't working properly) and value judgements (e.g. that it is harmful or undesired). Lay
concepts of mental disorder vary considerably across different cultures and countries, and
may refer to different sorts of individual and social problems.

The WHO and national surveys report that there is no single consensus on the definition

of mental disorder/illness, and that the phrasing used depends on the social, cultural,
economic and legal context in different contexts and in different societies. The WHO
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reports that there is intense debate about which conditions should be included under the
concept of mental disorder; a broad definition can cover mental illness, mental
retardation, personality disorder and substance dependence, but inclusion varies by
country and is reported to be a complex and debated issue. There may be a criterion that a
condition should not be expected to occur as part of a person's usual culture or religion.
However, despite the term "mental", there is not necessarily a clear distinction drawn
between mental (dys)functioning and brain (dys)functioning, or indeed between the brain
and the rest of the body.

Most international clinical documents avoid the term "mental illness", preferring the term
"mental disorder". However, some use "mental illness" as the main over-arching term to
encompass mental disorders. Some consumer/survivor movement organizations oppose
use of the term "mental illness" on the grounds that it supports the dominance of a
medical model. The term "serious mental illness" (SMI) is sometimes used to refer to
more severe and long-lasting disorders while "mental health problems" may be used as a
broader term, or to refer only to milder or more transient issues. Confusion often
surrounds the ways and contexts in which these terms are used.

Mental disorders are generally classified separately to neurological disorders, learning
disabilities or mental retardation.

ICD-10

The International Classification of Diseases (ICD) is an international standard diagnostic
classification for a wide variety of health conditions. Chapter V focuses on "mental and
behavioural disorders" and consists of 10 main groups:

e FO: Organic, including symptomatic, mental disorders

e F1: Mental and behavioural disorders due to use of psychoactive substances

e F2: Schizophrenia, schizotypal and delusional disorders

e F3: Mood [affective] disorders

e F4: Neurotic, stress-related and somatoform disorders

e F5: Behavioural syndromes associated with physiological disturbances and
physical factors

e F6: Disorders of personality and behaviour in adult persons

e F7: Mental retardation

e F8: Disorders of psychological development

e F9: Behavioural and emotional disorders with onset usually occurring in
childhood and adolescence

o In addition, a group of "unspecified mental disorders".

Within each group there are more specific subcategories. The ICD includes personality
disorders on the same domain as other mental disorders, unlike the DSM. The ICD-10
states that mental disorder is "not an exact term", although is generally used "...to imply
the existence of a clinically recognisable set of symptoms or behaviours associated in
most cases with distress and with interference with personal functions." (WHO, 1992).
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The WHO is revising their classifications in this section as part of the development of the
ICD-11 (scheduled for 2014) and an "International Advisory Group" has been established
to guide this.

DSM-IV

The DSM-IV, produced by the American Psychiatric Association, characterizes mental
disorder as "a clinically significant behavioral or psychological syndrome or pattern that
occurs in an individual,...is associated with present distress...or disability...or with a
significant increased risk of suffering" but that "...no definition adequately specifies
precise boundaries for the concept of 'mental disorder'...different situations call for
different definitions" (APA, 1994 and 2000). The DSM also states that "there is no
assumption that each category of mental disorder is a completely discrete entity with
absolute boundaries dividing it from other mental disorders or from no mental disorder."

The DSM-IV-TR (Text Revision, 2000) consists of five axes (domains) on which
disorder can be assessed. The five axes are:

Axis I: Clinical Disorders (all mental disorders except Personality Disorders and
Mental Retardation)

Axis II: Personality Disorders and Mental Retardation

Axis IIT: General Medical Conditions (must be connected to a Mental Disorder)
Axis I'V: Psychosocial and Environmental Problems (for example limited social
support network)

Axis V: Global Assessment of Functioning (Psychological, social and job-related
functions are evaluated on a continuum between mental health and extreme
mental disorder)

The main categories of disorder in the DSM are:

DSM Group Examples

Disorders usually first diagnosed in infancy, childhood or

adolescence. *Disorders such as ADHD and epilepsy have Mental retardation,
also been referred to as developmental disorders and ADHD
developmental disabilities.

Delirium, dementia, and amnesia and other cognitive s
Alzheimer's disease

disorders

Mental disorders due to a general medical condition AIDS-related psychosis
Substance-related disorders Alcohol abuse
Schizophrenia and other psychotic disorders Delusional disorder
y— M s
Anxiety disorders General anxiety disorder
Somatoform disorders Somatization disorder
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Factitious disorders Miinchausen syndrome

Dissociative identity

Dissociative disorders .
disorder

Dyspareunia, Gender

Sexual and gender identity disorders identity disorder

Anorexia nervosa,

Eating disorders .
Bulimia nervosa

Sleep disorders Insomnia
Impulse control disorders not elsewhere classified Kleptomania
Adjustment disorders Adjustment disorder

Narcissistic personality
disorder

Tardive dyskinesia, Child
abuse

Personality disorders

Other conditions that may be a focus of clinical attention

Other schemes

o The Chinese Society of Psychiatry's Chinese Classification of Mental Disorders
(currently CCMD-3)
e The Latin American Guide for Psychiatric Diagnosis (GLDP).

Childhood diagnosis

Child and adolescent psychiatry sometimes uses specific manuals in addition to the DSM
and ICD. The Diagnostic Classification of Mental Health and Developmental Disorders
of Infancy and Early Childhood (DC:0-3) was first published in 1994 by Zero to Three to
classify mental health and developmental disorders in the first four years of life. It has
been published in 9 languages. The Research Diagnostic criteria-Preschool Age (RDC-
PA) was developed between 2000 and 2002 by a task force of independent investigators
with the goal of developing clearly specified diagnostic criteria to facilitate research on
psychopathology in this age group. The French Classification of Child and Adolescent
Mental Disorders (CFTMEA), operational since 1983, is the classification of reference
for French child psychiatrists.

Usage

The ICD and DSM classification schemes have achieved widespread acceptance in
psychiatry. A survey of 205 psychiatrists, from 66 different countries across all
continents, found that ICD-10 was more frequently used and more valued in clinical
practice and training, while the DSM-IV was more valued for research, with accessibility
to either being limited, and usage by other mental health professionals, policy makers,
patients and families less clear. A primary care (e.g. general or family physician) version
of the mental disorder section of ICD-10 has been developed (ICD-10-PHC) which has
also been used quite extensively internationally. A survey of journal articles indexed in
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various biomedical databases between 1980 and 2005 indicated that 15,743 referred to
the DSM and 3,106 to the ICD.

In Japan, most university hospitals use either the ICD or DSM. ICD appears to be the
somewhat more used for research or academic purposes, while both were used equally for
clinical purposes. Other traditional psychiatric schemes may also be used.

Types of classification schemes
Categorical schemes

The classification schemes in common usage are based on separate (but may be
overlapping) categories of disorder schemes sometimes termed "neo-Kraepelinian" (after
the psychiatrist Kraepelin) which is intended to be atheoretical with regard to etiology
(causation). These classification schemes have achieved some widespread acceptance in
psychiatry and other fields, and have generally been found to have improved inter-rater
reliability, although routine clinical usage is less clear. Questions of validity and utility
have been raised, both scientifically and in terms of social, economic and political
factors—notably over the inclusion of certain controversial categories, the influence of
the pharmaceutical industry, or the stigmatizing effect of being categorized or labelled.

Non-categorical schemes

Some approaches to classification do not use categories with single cut-offs separating
the ill from the healthy or the abnormal from the normal (a practice sometimes termed
"threshold psychiatry" or "dichotomous classification").

Classification may instead be based on broader underlying "spectra", where each
spectrum links together a range of related categorical diagnoses and nonthreshold
symptom patterns.

Some approaches go further and propose continuously-varying dimensions that are not
grouped into spectra or categories; each individual simply has a profile of scores across
different dimensions. DSM-5 planning committees are currently seeking to establish a
research basis for a hybrid dimensional classification of personality disorders. However,
the problem with entirely dimensional classifications is they are said to be of limited
practical value in clinical practice where yes/no decisions often need to be made, for
example whether a person requires treatment, and moreover the rest of medicine is firmly
committed to categories, which are assumed to reflect discrete disease entities. While the
Psychodynamic Diagnostic Manual has an emphasis on dimensionality and the context of
mental problems, it has been structured largely as an adjunct to the categories of the
DSM.

Nevertheless, non-categorical clinical formulation approaches are commonly employed

in clinical psychology and some areas of psychiatry, where there may be limited or no
reference to diagnostic categories. One such approach advocates taking each specific
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complaint reported by an individual on its own merits, treated as a phenomenon with its
own causes.

Descriptive vs Somatic

Descriptive classifications are based almost exclusively on either descriptions of behavior
as reported by various observers, such as parents, teachers, and medical personnel; or
symptoms as reported by individuals themselves. As such, they are quite subjective, not
amenable to verification by third parties, and not readily transferable across chronologic
and/or cultural barriers.

Somatic nosology, on the other hand, is based almost exclusively on the objective
histologic and chemical abnormalities which are characteristic of various diseases and
can be identified by appropriately trained pathologists. While not all pathologists will
agree in all cases, the degree of uniformity allowed is orders of magnitude greater than
that enabled by the constantly changing classification embraced by the DSM system.

Cultural differences

Classification schemes may not apply to all cultures. The DSM is based on
predominantly American research studies and has been said to have a decidedly
American outlook, meaning that differing disorders or concepts of illness from other
cultures (including personalistic rather than naturalistic explanations) may be neglected
or misrepresented, while Western cultural phenomena may be taken as universal.
Culture-bound syndromes are those hypothesized to be specific to certain cultures
(typically taken to mean non-Western or non-mainstream cultures); while some are listed
in an appendix of the DSM-IV they are not detailed and there remain open questions
about the relationship between Western and non-Western diagnostic categories and
sociocultural factors, which are addressed from different directions by, for example,
cross-cultural psychiatry or anthropology.

Historical development
Antiquity

In Ancient Greece, Hippocrates and his followers are generally credited with the first
classification system for mental illnesses, including mania, melancholia, paranoia,
phobias and Scythian disease (transvestism). They held that they were due to different
kinds of imbalance in four humors.

Middle ages to Renaissance
An elaborate classification of mental disorders was developed in the 10th century by
Arabian psychologist Najab ud-din Unhammad. His nosology included nine major

categories of mental disorders, with 30 different mental illnesses in total. Some of the
categories he described resembled obsessive-compulsive disorders, delusional disorders,
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degenerative diseases, involutional melancholia, and states of abnormal excitement.
Avicenna (980—1037 CE) in the Canon of Medicine listed a number of mental disorders,
including "passive male homosexuality".

Laws generally distinguished between "idiots" and "lunatics".

Thomas Sydenham (1624—1689), the "English Hippocrates", emphasized careful clinical
observation and diagnosis and developed the concept of a syndrome, a group of
associated symptoms having a common course, which would later influence psychiatric
classification.

18th century

Evolution in the scientific concepts of psychopathology (literally referring to diseases of
the mind) took hold in the late 18th and 19th centuries following the Renaissance and
Enlightenment. Individual behaviors that had long been recognized came to be grouped
into syndromes.

Boissier de Sauvages developed an extremely extensive psychiatric classification in the
mid-18th century, influenced by the medical nosology of Thomas Sydenham and the
biological taxonomy of Carl Linnaeus. It was only part of his classification of 2400
medical diseases. These were divided in to 10 "classes", one of which comprised the bulk
of the mental diseases, divided into four "orders" and 23 "genera". One genus,
melancholia, was subdivided into 14 "species".

William Cullen advanced an influential medical nosology which included four classes of
neuroses: coma, adynamias, spasms, and vesanias. The vesanias included amentia,
melancholia, mania, and oneirodynia.

Towards the end of the 18th century Pinel, influenced by Cullen's scheme, developed his
own, again employing the terminology of genera and species. His simplified revision of

this reduced all mental illnesses to four basic types. He argued that mental disorders are

not separate entities but stem from a single disease that he called "mental alienation".

Attempts were made to merge the ancient concept of delirium with that of insanity, the
latter sometimes described as delirium without fever.

The concept of partial insanity developed, and attempts were made to distinguish it from
total insanity by criteria such as intensity, content or generalization of delusions.

His successor, Esquirol, extended Pinel's categories to five. Both made a clear distinction
between insanity (including mania and dementia) as opposed to mental retardation
(including idiocy and imbecility). Esquirol developed a concept of monomania—a
periodic delusional fixation or undesirable disposition on one theme—that became a
broad and common diagnosis and a part of popular culture for much of the 19th century.
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19th century

The botanical taxonomic approach was abandoned in the 19th century, in favor of an
anatomical-clinical approach that became increasingly descriptive. There was a focus on
identifying the particular psychological faculty involved in particular forms of insanity,
although some argued for a more central "unitary" cause. French and German psychiatric
nosology was in the ascendency. The term "psychiatry" ("Psychiatrie") was coined by
German physician Johann Christian Reil in 1808, from the Greek "yoyn" (psyché: "soul
or mind") and "watpdg" (iatros: "healer or doctor"). The term "alienation" took on a
psychiatric meaning in France, later adopted in to medical English. The terms psychosis
and neurosis came in to use, the former viewed psychologically and the latter
neurologically.

In the second half of the century, Karl Kahlbaum and Ewald Hecker developed a
descriptive categorizion of syndromes, employing terms such as dysthymia, cyclothymia,
catatonia, paranoia and hebephrenia. Wilhelm Griesinger (1817—-1869) advanced a
unitary scheme based on a concept of brain pathology. French psychiatrists Jules
Baillarger described "folie a double forme" and Jean-Pierre Falret described "la folie
circulaire"—alternating mania and depression.

The concept of adolescent insanity or developmental insanity was advanced by Scottish
psychiatrist Thomas Coulston in 1873, describing a psychotic condition which generally
afflicted those aged 18-24 years, particularly males, and in 30% of cases proceeded to "a
secondary dementia".

The concept of hysteria (wandering womb) had long been used, perhaps since ancient
Egyptian times, and was later adopted by Freud. Descriptions of a specific syndrome now
known as somatization disorder were first developed by the French physician, Briquet in
1859.

Early 19th century psychiatrists also began to categorize personality disorders. The
diagnosis of "moral insanity" became popular; those with the condition did not seem
psychotic but seemed to have no ability to comprehend moral principles. In the late 19th
century, Koch referred to "psychopathic inferiority", and in the 20th century the disorder
became known as "psychopathy" or "sociopathy". Related studies led to the DSM-III
category of antisocial personality disorder.

An American physician, Beard, described "neurasthenia" in 1869. German neurologist
Westphal, coined the term "obsessional neurosis" now termed obsessive-compulsive
disorder, and agoraphobia. Alienists created a whole new series of diagnoses that
highlighted single, impulsive behavior, such as kleptomania, dipsomania, pyromania, and
nymphomania. The diagnosis of drapetomania was also developed in the Southern United
States to explain the perceived irrationality of black slaves trying to escape what was
thought to be a suitable role.
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The scientific study of homosexuality began in the 19th century, informally viewed either
as natural or as a disorder. Kraepelin included it as a disorder in his Compendium der
Psychiatrie that he published in successive editions from 1883.

Iiydialer Europas!
Maheel Cuee Reilighen Dingualen !

"Psychiatrists of Europe! Protect your sanctified diagnoses!" Cartoon by Emil Kraepelin,
1896.

20th century

Influenced by the approach of Kahlbaum and others, and developing his concepts in
publications spanning the turn of the century, German psychiatrist Emil Kraepelin
advanced a new system. He grouped together a number of existing diagnoses that
appeared to all have a deteriorating course over time—such as catatonia, hebephrenia and
dementia paranoides—under another existing term "dementia praecox" (meaning "early
senility", later renamed schizophrenia). Another set of diagnoses that appeared to have a
periodic course and better outcome were grouped together under the category of manic-
depressive insanity (mood disorder). He also proposed a third category of psychosis,
called paranoia, involving delusions but not the more general deficits and poor course
attributed to dementia praecox. In all he proposed 15 categories, also including
psychogenic neurosis, psychopathic personality, and syndromes of defective mental
development (mental retardation). He eventually included homosexuality in the category
of "mental conditions of constitutional origin".

The neuroses were later split into anxiety disorders and other disorders.
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Freud wrote extensively on hysteria and also coined the term, "anxiety neurosis", which
appeared in DSM-I and DSM-II. Checklist criteria for this led to studies that were to
define panic disorder for DSM-III.

Early 20th century schemes in Europe and the US reflected a brain disease model that
had emerged during the 19th century, as well as some ideas from Darwin's theory of
evolution and/or Freud's psychoanalytic theories.

Psychoanalytic theory did not rest on classification of distinct disorders, but pursued
analyses of unconscious conflicts and their manifestations within an individual's life. The
concept of borderline personality disorder developed from psychoanalytic theories.

The philosopher and psychiatrist Karl Jaspers made influential use of a "biographical
method" and suggested ways to diagnose based on the form rather than content of beliefs
or perceptions. In regard to classification in general he prophetically remarked that:
"When we design a diagnostic schema, we can only do so if we forego something at the
outset ... and in the face of facts we have to draw the line where none exists... A
classification therefore has only provisional value. It is a fiction which will discharge its
function if it proves to be the most apt for the time".

Adolph Meyer advanced a mixed biosocial scheme that emphasized the reactions and
adaptations of the whole organism to life experiences.

In 1945, William C. Menninger advanced a classification scheme for the US army, called
Medical 203, synthesizing ideas of the time into five major groups. This system was
adopted by the Veterans Administration in the US and strongly influenced the DSM.

The term stress, having emerged out of endocrinology work in the 1930s, was
popularized with an increasingly broad biopsychosocial meaning, and was increasingly
linked to mental disorders. The diagnosis of post-traumatic stress disorder was later
created.

The Feighner Criteria group described fourteen major psychiatric disorders for which
careful research studies were available, including homosexuality. These developed as the
Research Diagnostic Criteria, adopted and further developed by the DSM-III.

The DSM and ICD developed, partly in sync, in the context of mainstream psychiatric
research and theory. Debates continued and developed about the definition of mental
illness, the medical model, categorical vs dimensional approaches, and whether and how
to include suffering and impairment criteria. There is some attempt to construct novel
schemes, for example from an attachment perspective where patterns of symptoms are
construed as evidence of specific patterns of disrupted attachment, coupled with specific
types of subsequent trauma.
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21st century

The ICD-11 and DSM-5 are being developed at the start of the 21st century. Any radical
new developments in classification are said to be more likely to be introduced by the
APA than by the WHO, mainly because the former only has to persuade its own board of
trustees whereas the latter has to persuade the representatives of over 200 different
countries at a formal revision conference. In addition, while the DSM is a bestselling
publication that makes huge profits for APA, the WHO incurs major expense in
determining international consensus for revisions to the ICD. Although there is an
ongoing attempt to reduce trivial or accidental differences between the DSM and ICD, it
is thought that the APA and the WHO are likely to continue to produce new versions of
their manuals and, in some respects, to compete with one another.

Criticism

There is some ongoing scientific doubt concerning the construct validity and reliability of
psychiatric diagnostic categories and criteria even though they have been increasingly
standardized to improve inter-rater agreement in controlled research. In the United States,
there have been calls and endorsements for a congressional hearing to explore the nature
and extent of harm potentially caused by this "minimally investigated enterprise".

Other specific criticisms of the current schemes include: attempts to demonstrate natural
boundaries between related syndromes, or between a common syndrome and normality,
have failed; the disorders of current classification are probably surface phenomena that
can have many different interacting causes, yet "the mere fact that a diagnostic concept is
listed in an official nomenclature and provided with a precise operational definition tends
to encourage us to assume that it is a "quasi-disease entity" that can be invoked to explain
the patient's symptoms"; and that the diagnostic manuals have led to an unintended
decline in careful evaluation of each individual person's experiences and social context.
Psychodynamic schemes give this latter phenomenological aspect more consideration,
but in psychoanalytic terms that have been long criticized on numerous grounds.

Reliance on operational definition demands that intuitive concepts, such as depression
need to be operationally defined before they become amenable to scientific investigation.
However, John Stuart Mill pointed out the dangers of believing that anything that could
be given a name must refer to a thing and Stephen Jay Gould and others have criticized
psychologists for doing just that. One critic states that "Instead of replacing
'metaphysical' terms such as 'desire' and "purpose’, they used it to legitimize them by
giving them operational definitions. Thus in psychology, as in economics, the initial,
quite radical operationalist ideas eventually came to serve as little more than a
'reassurance fetish' (Koch 1992, 275) for mainstream methodological practice."

Psychiatrist Joel Paris argues that psychiatry is sometimes susceptible to diagnostic fads.
Some have been based on theory (overdiagnosis of schizophrenia), some based on
etiological (causation) concepts (overdiagnosis of post-traumatic stress disorder), and
some based on the development of treatments. Paris points out that psychiatrists like to
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diagnose conditions they can treat, and gives examples of what he sees as prescribing
patterns paralleling diagnostic trends, for example an increase in bipolar diagnosis once
lithium came into use, and similar scenarios with the use of electroconvulsive therapy,
neuroleptics, tricyclic antidepressants, and SSRIs. He notes that there was a time when
every patient seemed to have "latent schizophrenia" and another time when everything in
psychiatry seemed to be "masked depression", and he fears that the boundaries of the
bipolar spectrum concept, including in application to children, are similarly expanding.
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Chapter 12

Anorexia Nervosa

Anorexia Nervosa

Miss A—. Moo 1.

Aliez A=—, Mo, 2.

"Miss A—" pictured in 1866 and in 1870 after treatment.
She was one of the earliest Anorexia nervosa case studies.

From the published medical papers of Sir William Gull.
ICD-10 F50.0-F50.1

ICD-9 307.1
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OMIM 606788

DiseasesDB 749
eMedicine emerg/34 med/144
MeSH D000856

Anorexia nervosa is an eating disorder characterized by refusal to maintain a healthy
body weight and an obsessive fear of gaining weight, often coupled with a distorted self
image which may be maintained by various cognitive biases that alter how the affected
individual evaluates and thinks about her or his body, food and eating. Persons with
anorexia nervosa continue to feel hunger, but deny themselves all but very small
quantities of food. The average caloric intake of a person with anorexia nervosa is 600-
800 calories per day, but there are extreme cases of complete self-starvation. It is a
serious mental illness with a high incidence of comorbidity and the highest mortality rate
of any psychiatric disorder.

It can affect men and women of all ages, races, socioeconomic and cultural backgrounds.
Anorexia nervosa occurs in the ratio of 1:10 in males:females.

The term anorexia nervosa was established in 1873 by Sir William Gull, one of Queen

Victoria's personal physicians. The term is of Greek origin: an- (Qv-, prefix denoting
negation) and orexis (Ope&ic, "appetite"), thus meaning a lack of desire to eat.
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Signs and symptoms

Chilblains, also known as Perniosis.
Possible cutaneous complication of anorexia nervosa
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Russell's sign scarring on knuckles due to sticking fingers down throat to force vomiting

A person with anorexia nervosa may exhibit a number of signs and symptoms, some of
which are listed below. The type and severity vary in each case and may be present but

not readily apparent. Anorexia nervosa and the associated malnutrition that results from
self-imposed starvation, can cause severe complications in every major organ system in
the body.

e obvious, rapid, dramatic weight loss

e lanugo: soft, fine hair grows on face and body

e obsession with calories and fat content

e preoccupation with food, recipes, or cooking; may cook elaborate dinners for
others but not eat themselves
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o dieting despite being thin or dangerously underweight

o fear of gaining weight or becoming overweight

o rituals: cuts food into tiny pieces; refuses to eat around others; hides or discards
food

e purging: uses laxatives, diet pills, ipecac syrup, or water pills; may engage in self-
induced vomiting; may run to the bathroom after eating in order to vomit and
quickly get rid of the calories

e may engage in frequent, strenuous exercise

e perception: perceives self to be overweight despite being told by others they are
too thin

e becomes intolerant to cold: frequently complains of being cold due to loss of
insulating body fat or poor circulation due to extremely low blood pressure; body
temperature lowers (hypothermia) in effort to conserve energy

o depression: may frequently be in a sad, lethargic state

e solitude: may avoid friends and family; becomes withdrawn and secretive

e clothing: some may wear baggy, loose-fitting clothes to cover weight loss if they
have been confronted about their health and wish to hide it, while others will wear
baggy clothing to hide what they see as an unattractive and overweight body.

e cheeks may become swollen due to enlargement of the salivary glands caused by
excessive vomiting

e swollen joints

e abdominal distension

Dermatologic signs of anorexia nervosa

Xerosis telogen carotenoderma  acne hyperpigmentation
effluvium YPEIPIS
seborrheic . . . : . .
. acrocyanosis perniosis petechiae livedo reticularis
dermatitis
interdigital . generalized acquired striae .
: . paronychia . . angular stomatitis
intertrigo pruritus distensae
ri linear erythema rodermatiti
prurigo edema car erythe ol Hus pellagra
pigmentosa craquele enteropathica
Possible medical complications of anorexia nervosa
o . electrolyte i
constipation  diarrhea . y cavities tooth loss
imbalance
cardiac arrest amenorrhoea edema osteoporosis osteopenia
hyponatremia hypokalemia optic neuropathy brain atrophy leukopenia

Causes

Studies have hypothesized that the continuance of disordered eating patterns may be
epiphenomena of starvation. The results of the Minnesota Starvation Experiment showed
that normal controls exhibit many of the behavioral patterns of anorexia nervosa when
subjected to starvation. This may be due to the numerous changes in the neuroendocrine
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system, which results in a self perpetuating cycle. Studies have suggested that the initial
weight loss such as dieting may be the triggering factor in developing AN in some cases,
possibly due to an already inherent predisposition toward AN. One study reports cases of
AN resulting from unintended weight loss that resulted from varied causes such as a
parasitic infection, medication side effects, and surgery. The weight loss itself was the
triggering factor.

Biological

e Obstetric complications: various prenatal and perinatal complications may factor
into the development of AN such as maternal anemia, diabetes mellitus,
preeclampsia, placental infarction, and neonatal cardiac abnormalities. Neonatal
complications may also have an influence on harm avoidance, one of the
personality traits associated with the development of AN.

o Genetics: anorexia nervosa is believed to be highly heritable, with estimated
inheritance rates ranging from 56% to 84%. Association studies have been
performed, studying 128 different polymorphisms related to 43 genes including
genes involved in regulation of eating behavior, motivation and reward
mechanics, personality traits and emotion. Consistent associations have been
identified for polymorphisms associated with agouti related peptide, brain derived
neurotrophic factor, catechol-o-methyl transferase, SK3 and opioid receptor delta-
1. In one study, variations in the norepinephrine transporter gene promoter were
associated with restrictive anorexia nervosa, but not binge-purge anorexia. Recent
studies have advanced the theory that the sex difference in incidence and the
common onset at the age of puberty may reflect an abnormal response of the brain
to anorexic (feeding suppressing) effects of the female sex hormone, estrogen.
This viewpoint has been recently supported by a report that abnormal forms of the
estrogen receptor are more common in women with anorexia nervosa of the
restricting type.

o epigenetics: Epigenetic mechanisms: are means by which genetic
mutations are caused by environmental effects that alter gene expression
via methods such as DNA methylation, these are independent of and do
not alter the underlying DNA sequence. They are heritable, as was shown
in the Overkalix study, but also may occur throughout the lifespan, and are
potentially reversible. Dysregulation of dopaminergic neurotransmission
and Atrial natriuretic peptide homeostasis due to epigenetic mechanisms,
has been implicated in various eating disorders."We conclude that
epigenetic mechanisms may contribute to the known alterations of ANP
homeostasis in women with eating disorders."
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Dysregulation of the dopamine and serotonin pathways has been implicated in the
etiology, pathogenesis and pathophysiology of anorexia nervosa.

e serotonin dysregulation; particularly high levels in those areas in the brain with
the SHT) A receptor - a system particularly linked to anxiety, mood and impulse
control. Starvation has been hypothesized to be a response to these effects, as it is
known to lower tryptophan and steroid hormone metabolism, which might reduce
serotonin levels at these critical sites and ward off anxiety. Other studies of the
SHT;4 serotonin receptor (linked to regulation of feeding, mood, and anxiety),
suggest that serotonin activity is decreased at these sites. There is evidence that
both personality characteristics associated with AN, and disturbances to the
serotonin system are still apparent after patients have recovered from anorexia.

e Brain-derived neurotrophic factor (BDNF) is a protein that regulates neuronal
development and neuroplasticity, it also plays a role in learning, memory and in
the hypothalamic pathway that controls eating behavior and energy homeostasis.
BDNF amplifies neurotransmitter responses and promotes synaptic
communication in the enteric nervous system. Low levels of BDNF are found in
patients with AN and some comorbid disorders such as major depression.
Exercise increases levels of BDNF

e leptin and ghrelin; leptin is a hormone produced primarily by the fat cells in white
adipose tissue of the body it has an inhibitory (anorexigenic) effect on appetite, by
inducing a feeling of saiety. Ghrelin is an appetite inducing (orexigenic) hormone
produced in the stomach and the upper portion of the small intestine. Circulating
levels of both hormones are an important factor in weight control. While often
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associated with obesity both have been implicated in the pathophysiology of
anorexia nervosa and bulimia nervosa.

e cerebral blood flow (CBF); neuroimaging studies have shown reduced CBF in the
temporal lobes of anorectic patients, which may be a predisposing factor in the
onset of AN.

e autoimmune system; Autoantibodies against neuropeptides such as melanocortin
have been shown to affect personality traits associated with eating disorders such
as those that influence appetite and stress responses.

e Nutritional deficiencies
o Zinc deficiency may play a role in Anorexia. It is not thought responsible
for causation of the initial illness but there is evidence that it may be an
accelerating factor that deepens the pathology of the anorexia. A 1994
randomized, double-blind, placebo-controlled trial showed that zinc
(14 mg per day) doubled the rate of body mass increase compared to
patients receiving the placebo.

Environmental

Sociocultural studies have highlighted the role of cultural factors, such as the promotion
of thinness as the ideal female form in Western industrialized nations, particularly
through the media. A recent epidemiological study of 989,871 Swedish residents
indicated that gender, ethnicity and socio-economic status were large influences on the
chance of developing anorexia, with those with non-European parents among the least
likely to be diagnosed with the condition, and those in wealthy, white families being most
at risk. People in professions where there is a particular social pressure to be thin (such as
models and dancers) were much more likely to develop anorexia during the course of
their career, and further research has suggested that those with anorexia have much
higher contact with cultural sources that promote weight-loss.

There is also evidence to suggest that patients who have anorexia nervosa can be
characterised by Alexithymia and also a deficit in certain emotional functions. A research
study showed that this was the case in both adult and adolescent anorexia nervosa
patients.

There is a high rate of reported child sexual abuse experiences in clinical groups of who
have been diagnosed with anorexia. Although prior sexual abuse is not thought to be a
specific risk factor for anorexia, those who have experienced such abuse are more likely
to have more serious and chronic symptoms.
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Relationship to autism

Roadmap to Define Social Cognative Endophenotypes in Anorexia Nervosa
. Premorbid traits of Patterns of comorbidity | | Disturbed functioning in
Evidence of . . . . . . .
) social anxiety, with social phobia, ASD, marital, family,
Disturbance | seoaration anxiety, and OCPD maternal, and
attachment disturbance lherapeulic re[ationships
| ] | |
Phenotypic Aloofness/Social
Overlap with Disengagement/
ASD Ridigity
| | 1
Amygdala Superior Temporal|| Fusiform Gyrus
Social Irregular patterns Sulcus Irregular patterns of
Cognition in of activation in Irregular patterns of activation in
ASD response to activation in response to faces
social cues response to motion,
+ voices, and social *
context
1
Social
Cognition in ’?
AN -

A summary of the strategy Zucker ef al. (2007) used to assess the relationship between
anorexia nervosa and the autism spectrum.

Since Gillberg's (1985) and others initial suggestion of relationship between anorexia
nervosa and autism, a large scale longitudinal study into teenage onset anorexia nervosa
conducted in Sweden confirmed that 23% of people with a long-standing eating disorder
are on the autism spectrum. Those on autism spectrum tend to have a worse outcome, but
may benefit from the combined use of behavioural and pharmacological therapies
tailored to ameliorate autism rather than anorexia nervosa per se. Other studies, most
notably research conducted at the Maudsley Hospital UK, furthermore suggest that
autistic traits are common in people with anorexia nervosa, shared traits include e.g.
executive function, autism quotient score, central coherence, theory of mind, cognitive-
behavioural flexibility, emotion regulation and understanding facial expressions.
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Zucker et al. (2007) proposed that conditions on the autism spectrum make up the
cognitive endophenotype underlying anorexia nervosa and appealed for increased
interdisciplinary collaboration. A pilot study into the effectiveness Cognitive Behaviour
Therapy, which based its treatment protocol on the hypothesised relationship between
anorexia nervosa and an underlying autistic like condition, reduced perfectionism and
rigidity in 17 out of 19 participants.

Diagnosis
Medical

The initial diagnosis should be made by a competent medical professional. There are
multiple medical conditions, such as viral or bacterial infections, hormonal imbalances,
neurodegenerative diseases and brain tumors which may mimic psychiatric disorders
including anorexia nervosa. According to an in depth study conducted by psychiatrist
Richard Hall as published in the Archives of General Psychiatry:

e Medical illness often presents with psychiatric symptoms.

o It is difficult to distinguish physical disorders from functional psychiatric
disorders on the basis of psychiatric symptoms alone.

o Detailed physical examination and laboratory screening are indicated as a routine
procedure in the initial evaluation of psychiatric patients.

e Most patients are unaware of the medical illness that is causative of their
psychiatric symptoms.

e The conditions of patients with medically induced symptoms are often initially
misdiagnosed as a functional psychosis.

o There are a variety of tests that may aid in the diagnosis of AN and the assessment
of possible secondary effects caused by AN upon the patient.

Medical Tests used in the Diagnosis and Assessment of Anorexia Nervosa

e Complete Blood Count (CBC): a test of the white blood cells. red blood cells and
platelets used to assess the presence of various disorders such as leukocytosis,
leukopenia, thrombocytosis and anemia which may result from malnutrition.

e urinalysis: a variety of tests performed on the urine used in the diagnosis of
medical disorders, to test for substance abuse, and as an indicator of overall health

o ELISA: Various subtypes of ELISA used to test for antibodies to various viruses
and bacteria such as Borrelia burgdoferi (Lyme Disease)

e Western Blot Analysis: Used to confirm the preliminary results of the ELISA

e Chem-20: Chem-20 also known as SMA-20 a group of twenty separate chemical
tests performed on blood serum. Tests include cholesterol, protein and electrolytes
such as potassium, chlorine and sodium and tests specific to liver and kidney
function.

e glucose tolerance test: Oral glucose tolerance test (OGTT) used to assess the
body's ability to metabolize glucose. Can be useful in detecting various disorders
such as diabetes, an insulinoma, Cushing's Syndrome, hypoglycemia and
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polycystic ovary syndrome

Secritin-CCK Test: Used to assess function of pancreas and gall bladder

Serum cholinesterase test: a test of liver enzymes (acetylcholinesterase and
pseudocholinesterase) useful as a test of liver function and to assess the effects of
malnutrition

Liver Function Test: A series of tests used to assess liver function some of the
tests are also used in the assessment of malnutrition, protein deficiency, kidney
function, bleeding disorders, Crohn's Disease

Lh response to GnRH: Luteinizing hormone (Lh) response to gonadotropin-
releasing hormone (GnRH): Tests the pituitary glands' response to GnRh a
hormone produced in the hypothalumus. Central hypogonadism is often seen in
anorexia nervosa cases.

Creatine Kinase Test (CK-Test): measures the circulating blood levels of creatine
kinase an enzyme found in the heart (CK-MB), brain (CK-BB) and skeletal
muscle (CK-MM).

Blood urea nitrogen (BUN) test: urea nitrogen is the byproduct of protein
metabolism first formed in the liver then removed from the body by the kidneys.
The BUN test is used primarily to test kidney function. A low BUN level may
indicate the effects of malnutrition.

BUN-to-creatinine ratio: A BUN to creatinine ratio is used to predict various
conditions. High BUN/creatinine ratio can occur in severe hydration, acute kidney
failure, congestive heart failure, intestinal bleeding. A low BUN/creatinine can
indicate a low protein diet, celiac disease rhabdomyolysis, cirrhosis of the liver.
echocardiogram: utilizes ultrasound to create a moving picture of the heart to
assess function

electrocardiogram (EKG or ECG): measures electrical activity of heart can be
used to detect various disorders such as hyperkalemia

electroencephalogram (EEG): measures the electrical activity of the brain. Can be
used to detect abnormalities such as those associated with pituitary tumors

Upper GI Series: test used to assess gastrointestinal problems of the middle and
upper intestinal tract

Thyroid Screen TSH, t4, t3 :test used to assess thyroid functioning by checking
levels of thyroid-stimulating hormone (TSH), thyroxine (T4), and
tritodothyronine (T3)

Parathyroid hormone (PTH) test: tests the functioning of the parathyroid by
measuring the amount of (PTH) in the blood. Test is used to diagnose
parahypothyroidism. PTH also controls the levels of calcium and phosphorus in
the blood (homeostasis).

barium enema: an x-ray examination of the lower gastrointestinal tract

neuroimaging; via the use of various techniques such as PET scan, fMRI, MRI
and SPECT imaging should be included in the diagnostic procedure for any eating
disorder to detect cases in which a lesion, tumor or other organic condition has
been either the sole causative or contributory factor in an eating disorder.
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"we therefore recommend performing a cranial MRI in all patients with suspected
eating disorders"(Trummer M et al.2002)", "intracranial pathology should also be
considered however certain is the diagnosis of early-onset anorexia nervosa.
Second, neuroimaging plays an important part in diagnosing early-onset anorexia
nervosa,..".(O'Brien et al.2001).

Psychological

Anorexia nervosa is classified as an Axis I disorder in the Diagnostic and Statistical
Manual of Mental Health Disorders (DSM-IV). Published by The American Psychiatric
Association. The DSM-IV should not be used by laypersons to diagnose themselves.

Painting signed 2004

DSM-IV-TR: diagnostic criteria for AN includes intense fear of gaining weight, a
refusal to maintain body weight above 85% of the expected weight for a given age
and height, and three consecutive missed periods and either refusal to admit the
seriousness of the weight loss, or undue influence of shape or weight on one's self
image, or a disturbed experience in one's shape or weight. There are two types:
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the binge-eating/purging type is characterized by overeating or purging, and the
restricting type is not.

o Criticism of DSM-IV There has been criticisms over various aspects of
the diagnostic criteria utilized for anorexia nervosa in the DSM-1V.
Including the requirement of maintaining a body weight below 85% of the
expected weight and the requirement of amenorrhea for diagnosis; some
women have all the symptoms of AN and continue to menstruate. Those
who do not meet these criteria are usually classified as eating disorder not
otherwise specified this may affect treatment options and insurance
reimbursments. The validity of the AN subtype classification has also
been questioned due to the considerable diagnostic overlap between the
binge eating/ purging type and the restricting type and the propensity of
the patient to switch between the two.

e ICD-10: The criteria are similar, but in addition, specifically mention:

1. The ways that individuals might induce weight-loss or maintain low body weight
(avoiding fattening foods, self-induced vomiting, self-induced purging, excessive
exercise, excessive use of appetite suppressants or diuretics).

2. If onset is before puberty, that development is delayed or arrested.

3. Certain physiological features, including "widespread endocrine disorder
involving hypothalamic-pituitary-gonadal axis is manifest in women as
amenorrhoea and in men as loss of sexual interest and potency. There may also
be elevated levels of growth hormones, raised cortisol levels, changes in the
peripheral metabolism of thyroid hormone and abnormalities of insulin
secretion”.

Differential diagnoses

There are various medical and psychological conditions that have been misdiagnosed as
anorexia nervosa, in some cases the correct diagnosis was not made for more than ten
years. In a reported case of achalasia misdiagnosed as AN, the patient spent two months
confined to a psychiatric hospital.

There are various other psychological issues that may factor into anorexia nervosa, some
fulfill the criteria for a separate Axis I diagnosis or a personality disorder which is coded
Axis II and thus are considered comorbid to the diagnosed eating disorder. Axis II
disorders are subtyped into 3 "clusters", A, B and C.The causality between personality
disorders and eating disorders has yet to be fully established. Some people have a
previous disorder which may increase their vulnerability to developing an eating disorder.
Some develop them afterwards. The severity and type of eating disorder symptoms have
been shown to affect comorbidity.
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Comorbid Disorders

Axis I Axis 11

depression obsessive compulsive personality disorder
substance abuse, alcoholism borderline personality disorder

anxiety disorders narcissistic personality disorder

obsessive compulsive disorder histrionic personality disorder

Attention-Deficit-Hyperactivity-Disorder avoidant personality disorder

e Body dysmorphic disorder (BDD) is listed as a somatoform disorder that affects
up to 2% of the population. BDD is characterized by excessive rumination over an
actual or perceived physical flaw. BDD has been diagnosed equally among men
and women. While BDD has been misdiagnosed as anorexia nervosa, it also
occurs comorbidly in 25% to 39% of AN cases.

BDD is a chronic and debilitating condition which may lead to social isolation, major
depression, suicidal ideation and attempts. Neuroimaging studies to measure response to
facial recognition have shown activity predominately in the left hemisphere in the left
lateral prefrontal cortex, lateral temporal lobe and left parietal lobe showing hemispheric
imbalance in information processing. There is a reported case of the development of
BDD in a 21 year old male following an inflammatory brain process. Neuroimaging
showed the presence of new atrophy in the frontotemporal region.

The distinction between the diagnoses of anorexia nervosa, bulimia nervosa and eating
disorder not otherwise specified (EDNOS) is often difficult to make as there is
considerable overlap between patients diagnosed with these conditions. Seemingly minor
changes in a patient's overall behavior or attitude can change a diagnosis from "anorexia:
binge-eating type" to bulimia nervosa. It is not unusual for a person with an eating
disorder to "move through" various diagnoses as his or her behavior and beliefs change
over time.

Treatment

Treatment for anorexia nervosa tries to address three main areas. 1) Restoring the person
to a healthy weight; 2) Treating the psychological disorders related to the illness; 3)
Reducing or eliminating behaviours or thoughts that originally led to the disordered
eating.

e Diet and Nutrition
e Zinc supplementation has been shown in various studies to be beneficial in
the treatment of AN even in patients not suffering from zinc deficiency, by

helping to increase weight gain.

o Essential fatty acids:The omega-3 fatty acids docosahexaenoic acid
(DHA) and eicosapentaenoic acid (EPA) have been shown to benefit
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various neuropsychiatric disorders. There was reported rapid improvement
in a case of severe AN treated with ethyl-eicosapentaenoic acid (E-EPA)
and micronutrients. DHA and EPA supplementation has been shown to be
a benefit in many of the comorbid disorders of AN including: attention
deficit/hyperactivity disorder (ADHD), autism, major depressive disorder
(MDD), bipolar disorder, and borderline personality disorder. Accelerated
cognitive decline and mild cognitive impairment (MCI) correlate with
lowered tissue levels of DHA/EPA, and supplementation has improved
cognitive function.

e Nutrition counseling

e Medical Nutrition Therapy;(MNT) also referred to as Nutrition Therapy is
the development and provision of a nutritional treatment or therapy based
on a detailed assessment of a person's medical history, psychosocial
history, physical examination, and dietary history.

e Medication

e Olanzapine: has been shown to be effective in treating certain aspects of
AN including to help raise the body mass index and reduce obsessionality,
including obsessional thoughts about food.

e Psychotherapy/Cognitive remediation

o Cognitive behavioral therapy (CBT) — "The term 'cognitive-behavioral
therapy (CBT); is a very general term for a classification of therapies with
similarities. There are several approaches to cognitive-behavioral
therapy". CBT is an evidence based approach which in studies to date has
shown to be useful in adolescents and adults with anorexia nervosa.

Cognitive Behavioral Therapies

Rational Emotive Dialectical Rational Rauendl Cognitive

Behavior Therapy behavior therapy Tlill;rlzrlfy I%ilzzg;r Therapy

e Acceptance and commitment therapy: A type of CBT, has shown promise
in the treatment of AN" participants experienced clinically significant
improvement on at least some measures, no participants worsened or lost
weight even at 1-year follow-up."”

Green Red Blue
Purple Blue Purple

Blue Purple Red
Green Purple Green
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Stroop Test:

Used in Cognitive Remediation Therapy. Naming the color of the first set of words is
easier and quicker than the second set.

Cognitive Remediation Therapy (CRT): is a cognitive rehabilitation
therapy developed at King's College in London designed to improve
neurocognitive abilities such as attention, working memory, cognitive
flexibility and planning, and executive functioning which leads to
improved social functioning. Neuropsychological studies have shown that
patients with AN have difficulties in cognitive flexibility. In studies
conducted at Kings College and in Poland with adolescents CRT was
proven to be beneficial in treating anorexia nervosa, in the United States
clinical trials are still being conducted by the National Institute of Mental
Health on adolescents age 10-17 and Stanford University in subjects over
16 as a conjunctive therapy with Cognitive behavioral therapy.

Family therapy: various forms of family therapy have been proven to work
in the treatment of adolescent AN including "Conjoint family therapy"
(CFT), in which the parents and child are seen together by the same
therapist, "separated family therapy" (SFT) in which parents and child
attend therapy separately with different therapists. "Eisler's cohort show
that, irrespective of the type of FBT, 75% of patients have a good
outcome, 15% an intermediate outcome... ".

Maudsley Family Therapy: A 4 to 5 year follow up study of the Maudsley
approach, shows full recovery at rates up to 90%.

e Adjunctive/Alternate Therapies

Yoga: In preliminary studies indivualized yoga treatment has shown
positive results for use as an adjunctive therapy to standard care. The
treatment was shown to reduce eating disorder symptoms, including food
preoccupation, which decreased immediately after each session. Scores on
the Eating Disorder Examination decreased consistently over the course of
treatment.

Acupuncture/Tui na: According to a study in China positive results were
obtained in treating AN with a combination treatment utilizing
acupuncture and Tui na, a form of manipulation therapy.

e Experimental therapy

Marinol (dronabinol): a synthetic form of delta-9-THC a psychoactive
compound extracted from the resin of the cannabis sativa plant is currently
the subject of a clinical trial for use in the treatment of AN, the study is
slated to end in 2011.

Ghrelin treatment: pilot studies have been concluded in the use of ghrelin
infusion for the inhospital treatment of patients with AN. The results
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showed positive effect in the reduction of the associated gastrointestinal
symptoms, an increase in appetite and energy intake without adverse
effects.

Prognosis

The long term prognosis of anorexia is more on favorable side. The National
Comorbidity Replication Survey was conducted among more than 9,282 participants
throughout the United States, the results found that the average duration of anorexia
nervosa is 1.7 years. "Contrary to what people may believe, anorexia is not necessarily a
chronic illness; in many cases, it runs its course and people get better..."

In cases of adolescent anorexia nervosa that utilize Family treatment 75% of patients
have a good outcome and an additional 15% show an intermediate yet more positive
outcome. In a five year post treatment follow-up of Maudsley Family Therapy the full
recovery rate was between 75% and 90%. Even in severe cases of AN, despite a noted
30% relapse rate after hospitalization, and a lengthy time to recovery ranging from 57-79
months, the full recovery rate was still 76%. There were minimal cases of relapse even at
the long term follow-up conducted between 10—15 years. The long-term prognosis of
anorexia nervosa is changeable: one-fifth of patients stay severely ill. one-fifth of patients
recover fully and three-fifth's of patients have a fluctuating and chronic course (Gelder,
Mayou and Geddes 2005).

Epidemiology

Anorexia has an average prevalence of 0.3-1% in women and 0.1% in men for the
diagnosis in developed countries. The condition largely affects young adolescent women,
with between 15 and 19 years old making up 40% of all cases. Approximately 90% of
people with anorexia are female. Anorexia nervosa is more prevalent in the upper social
classes and it is declared to be rare in less developed countries (Gelder, Mayou and
Geddes 2005).
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History

Two images of an anorexic female patient published in 1900 in "Nouvelle Iconographie
de la Salpétriere". The case was entitiled "Un cas de anorexia hysterique"” (A case of
hysteria anorexia).

The history of anorexia nervosa begins with early descriptions dating from the 16th and
17th centuries and the first recognition and description of anorexia nervosa as a disease in
the late 19th century.

In the late 19th century, the public attention drawn to "fasting girls" provoked conflict

between religion and science. Such cases as Sarah Jacob (the "Welsh Fasting Girl") and
Mollie Fancher (the "Brooklyn Enigma") stimulated controversy as experts weighed the
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claims of complete abstinence from food. Believers referenced the duality of mind and
body, while skeptics insisted on the laws of science and material facts of life. Critics
accused the fasting girls of hysteria, superstition, and deceit. The progress of
secularization and medicalization passed cultural authority from clergy to physicians,
transforming anorexia nervosa from revered to reviled.
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Chapter 13

Anxiety Disorder

Anxiety disorders

The Scream (Norwegian: Skrik) an Expressionist painting by

Norwegian artist Edvard Munch

ICD-10 F40.-F42.
ICD-9 300
DiseasesDB 787
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eMedicine med/152

MeSH D001008

Anxiety disorders are blanket terms covering several different forms of abnormal and
pathological fear and anxiety which only came under the aegis of psychiatry at the very
end of the 19th century. Gelder, Mayou & Geddes (2005) explains that anxiety disorders
are classified in two groups: continuous symptoms and episodic symptoms. Current
psychiatric diagnostic criteria recognize a wide variety of anxiety disorders. Recent
surveys have found that as many as 18% of Americans may be affected by one or more of
them.

The term anxiety covers four aspects of experiences an individual may have: mental
apprehension, physical tension, physical symptoms and dissociative anxiety (symptoms
associated with hyperventillation). Anxiety disorder is divided into generalized anxiety,
phobic, and panic disorders; each has its own characteristics and symptoms and they
require different treatment (Gelder et al 2005). The emotions present in anxiety disorders
range from simple nervousness to bouts of terror (Barker 2003).

Classification
Generalized anxiety disorder

Generalized anxiety disorder (GAD) is a common chronic disorder characterized by long-
lasting anxiety that is not focused on any one object or situation. Those suffering from
generalized anxiety experience non-specific persistent fear and worry and become overly
concerned with everyday matters. Generalized anxiety disorder is the most common
anxiety disorder to affect older adults. Anxiety can be a symptom of a medical or
substance abuse problem, and medical professionals must be aware of this. A diagnosis
of GAD is made when a person has been excessively worried about an everyday problem
for six months or more. A person may find they have problems making daily decisions
and remembering commitments as a result of lack of concentration/preoccupation with
worry. Appearance looks strained, skin is pale with increased sweating from the hands,
feet and axillae. May be tearful which can suggest depression. Before a diagnosis of
anxiety disorder is made, nurses and physicians must rule out drug-induced anxiety and
medical causes.

Panic disorder

In panic disorder, a person suffers from brief attacks of intense terror and apprehension,
often marked by trembling, shaking, confusion, dizziness, nausea, difficulty breathing.
These panic attacks, defined by the APA as fear or discomfort that abruptly arises and
peaks in less than ten minutes, can last for several hours and can be triggered by stress,
fear, or even exercise; the specific cause is not always apparent.
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In addition to recurrent unexpected panic attacks, a diagnosis of panic disorder requires
that said attacks have chronic consequences: either worry over the attacks' potential
implications, persistent fear of future attacks, or significant changes in behavior related to
the attacks. Accordingly, those suffering from panic disorder experience symptoms even
outside specific panic episodes. Often, normal changes in heartbeat are noticed by a panic
sufferer, leading them to think something is wrong with their heart or they are about to
have another panic attack. In some cases, a heightened awareness (hypervigilance) of
body functioning occurs during panic attacks, wherein any perceived physiological
change is interpreted as a possible life-threatening illness (i.e., extreme hypochondriasis).
However, with the correct professional help 70%-90% of those suffering from panic
disorder are helped in 6-8 weeks.

Panic disorder with agoraphobia

A person experiences an unexpected panic attack, then has substantial anxiety over the
possibility of having another attack. The person fears and avoids whatever situation
might induce a panic attack. The person may never or rarely leave their home to prevent a
panic attack they believe to be inescapable,extreme terror.

Phobias

The single largest category of anxiety disorders is that of phobic disorders, which
includes all cases in which fear and anxiety is triggered by a specific stimulus or
situation. Between 5% and 12% of the population worldwide suffer from phobic
disorders. Sufferers typically anticipate terrifying consequences from encountering the
object of their fear, which can be anything from an animal to a location to a bodily fluid
to a particular situation. Sufferers understand that their fear is not proportional to the
actual potential danger but still are overwhelmed by the fear.

Agoraphobia

Agoraphobia is the specific anxiety about being in a place or situation where escape is
difficult or embarrassing or where help may be unavailable. Agoraphobia is strongly
linked with panic disorder and is often precipitated by the fear of having a panic attack. A
common manifestation involves needing to be in constant view of a door or other escape
route. In addition to the fears themselves, the term agoraphobia is often used to refer to
avoidance behaviors that sufferers often develop. For example, following a panic attack
while driving, someone suffering from agoraphobia may develop anxiety over driving
and will therefore avoid driving. These avoidance behaviors can often have serious
consequences; in severe cases, one can be confined to one's home.

Social anxiety disorder
Social anxiety disorder (SAD; also known as social phobia) describes an intense fear and

avoidance of negative public scrutiny, public embarrassment, humiliation, or social
interaction. This fear can be specific to particular social situations (such as public
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speaking) or, more typically, is experienced in most (or all) social interactions. Social
anxiety often manifests specific physical symptoms, including blushing, sweating, and
difficulty speaking. Like with all phobic disorders, those suffering from social anxiety
often will attempt to avoid the source of their anxiety; in the case of social anxiety this is
particularly problematic, and in severe cases can lead to complete social isolation.

Obsessive—compulsive disorder

Obsessive—compulsive disorder (OCD) is a type of anxiety disorder primarily
characterized by repetitive obsessions (distressing, persistent, and intrusive thoughts or
images) and compulsions (urges to perform specific acts or rituals). It affects roughly
around 3% of the population worldwide. The OCD thought pattern may be likened to
superstitions insofar as it involves a belief in a causative relationship where, in reality,
one does not exist. Often the process is entirely illogical; for example, the compulsion of
walking in a certain pattern may be employed to alleviate the obsession of impending
harm. And in many cases, the compulsion is entirely inexplicable, simply an urge to
complete a ritual triggered by nervousness.

In a slight minority of cases, sufferers of OCD may only experience obsessions, with no
overt compulsions; a much smaller number of sufferers experience only compulsions.

Post-traumatic stress disorder

Post-traumatic stress disorder (PTSD) is an anxiety disorder which results from a
traumatic experience. Post-traumatic stress can result from an extreme situation, such as
combat, natural disaster, rape, hostage situations, more serious kinds of child abuse, or
even a serious accident. It can also result from long term (chronic) exposure to a severe
stressor, for example soldiers who endure individual battles but cannot cope with
continuous combat. Common symptoms include hypervigilance, flashbacks, avoidant
behaviors, anxiety, anger and depression. There are a number of treatments which form
the basis of the care plan for those suffering with PTSD. Such treatments include
cognitive behavioral therapy (CBT), psychotherapy and support from family and friends.
These are all examples of treatments used to help people suffering from PTSD.

Separation anxiety

Separation anxiety disorder (SepAD) is the feeling of excessive and inappropriate levels
of anxiety over being separated from a person or place. Separation anxiety is a normal
part of development in babies or children, and it is only when this feeling is excessive or
inappropriate that it can be considered a disorder. Separation anxiety disorder affects
roughly 7% of adults and 4% of children, but the childhood cases tend to be more severe,
in some instances even a brief separation can produce panic.
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Childhood anxiety disorders

Children as well as adults experience feelings of anxiousness, worry and fear when facing
different situations, especially those involving a new experience. However, if anxiety is
no longer temporary and begins to interfere with the child's normal functioning or do
harm to their learning, the problem may be more than just an ordinary anxiousness and
fear common to the age.

When children suffer from a severe anxiety disorder their thinking, decision-making
ability, perceptions of the environment, learning and concentration get affected. They not
only experience fear, nervousness, and shyness but also start avoiding places and
activities. Anxiety also raises blood pressure and heart rate and can cause nausea,
vomiting, stomach pain, ulcers, diarrhea, tingling, weakness, and shortness of breath.
Some other symptoms are frequent self-doubt and self-criticism, irritability, sleep
problems and, in extreme cases, thoughts of not wanting to be alive.

If these children are left untreated, they face risks such as poor results at school,
avoidance of important social activities, and substance abuse. Children who suffer from
an anxiety disorder are likely to suffer other disorders such as depression, eating
disorders, and attention deficit disorders, both hyperactive and inattentive.

About 13 of every 100 children and adolescents between 9 to 17 years experience some
kind of anxiety disorder, and girls are more affected than boys. The basic temperament of
children may be key in some of their childhood and adolescent disorders.

Research in this area is very difficult to perform because as children grow their fears
change, making it difficult for researchers to obtain enough data and thus more reliable
results. For instance, between the ages of 6 and 8, children's fear of the dark and
imaginary creatures decreases, but they become more anxious about school performance
and social relationships. If children experience an excessive amount of anxiety during
this stage, this could lead to development of anxiety disorders later in life.

According to research, childhood anxiety disorders are caused by biological and
psychological factors. Also, it is suggested that when children have a parent with anxiety
disorders, they are more likely to have an anxiety disorder, too. Stress can trigger anxiety
disorders, and children and adolescents with anxiety disorders seem to have an increased
physical and psychological reaction to stress. Their reaction to danger, even if it is a
small one, is quicker and stronger.

Causes
Biological
Low levels of GABA, a neurotransmitter that reduces activity in the central nervous

system, contribute to anxiety. A number of anxiolytics achieve their effect by modulating
the GABA receptors.
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Selective serotonin reuptake inhibitors, the drugs most commonly used to treat
depression, are frequently considered as a first line treatment for anxiety disorders. A
2004 study using functional brain imaging techniques suggests that the effects of SSRIs
in alleviating anxiety may result from a direct action on GABA neurons rather than as a
secondary consequence of mood improvement.

Severe anxiety and depression can be induced by sustained alcohol abuse which in most
cases abates with prolonged abstinence. Even moderate, sustained alcohol use may
increase anxiety and depression levels in some individuals. Caffeine, alcohol and
benzodiazepine dependence can worsen or cause anxiety and panic attacks. In one study
in 1988-1990, illness in approximately half of patients attending mental health services at
one British hospital psychiatric clinic, for conditions including anxiety disorders such as
panic disorder or social phobia, was determined to be the result of alcohol or
benzodiazepine dependence. In these patients, an initial increase in anxiety occurred
during the withdrawal period followed by a cessation of their anxiety symptoms.

Intoxication from stimulants is likely to be associated with repetitive panic attacks.

There is evidence that chronic exposure to organic solvents in the work environment can
be associated with anxiety disorders. Painting, varnishing and carpet-laying are some of
the jobs in which significant exposure to organic solvents may occur.

People with obsessive-compulsive disorder (sometimes considered an anxiety disorder),
evince increased grey matter volumes in bilateral lenticular nuclei, extending to the
caudate nuclei, while decreased grey matter volumes in bilateral dorsal medial
frontal/anterior cingulate gyri. These findings contrast with those in people with other
anxiety disorders, who evince decreased (rather than increased) grey matter volumes in
bilateral lenticular/caudate nuclei, while also decreased grey matter volumes in bilateral
dorsal medial frontal/anterior cingulate gyri.

Amygdala

The amygdala is central to the processing of fear and anxiety, and its function may be
disrupted in anxiety disorders. Sensory information enters the amgydala through the
nuclei of the basolateral complex (consisting of lateral, basal, and accessory basal nuclei).
The basolateral complex processes sensory-related fear memories and communicates
their threat importance to memory and sensory processing elsewhere in the brain, such as
the medial prefrontal cortex and sensory cortices.

Another important area is the adjacent central nucleus of the amygdala, which controls
species-specific fear responses, via connections to the brainstem, hypothalamus, and
cerebellum areas. In those with general anxiety disorder, these connections functionally
seem to be less distinct, with greater gray matter in the central nucleus. Another
difference is that the amygdala areas have decreased connectivity with the insula and
cingulate areas that control general stimulus salience, while having greater connectivity
with the parietal cortex and prefrontal cortex circuits that underlie executive functions.
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The latter suggests a compensation strategy for dysfunctional amygdala processing of
anxiety. Researchers have noted "Amygdalofrontoparietal coupling in generalized
anxiety disorder patients may ... reflect the habitual engagement of a cognitive control
system to regulate excessive anxiety." This is consistent with cognitive theories that
suggest the use in this disorder of attempts to reduce the involvement of emotions with
compensatory cognitive strategies.

Clinical and animal studies suggest a correlation between anxiety disorders and difficulty
in maintaining balance. A possible mechanism is malfunction in the parabrachial nucleus,
a brain structure that, among other functions, coordinates signals from the amygdala with
input concerning balance.

Anxiety processing in the basolateral amygdala has been implicated with dendritic
arborization of the amygdaloid neurons. SK2 potassium channels mediate inhibitory
influence on action potentials and reduce arborization. By overexpressing SK2 in the
basolateral amygdala, anxiety in experimental animals can be reduced together with
general levels of stress-induced corticosterone secretion.

Stress

Anxiety disorder can arise in response to life stresses such as financial worries or chronic
physical illness. Somewhere between 4% and 10% of older adults are diagnosed with
anxiety disorder, a figure that is probably an underestimate due to the tendency of adults
to minimize psychiatric problems or to focus on their physical manifestations. Anxiety is
also common among older people who have dementia. On the other hand, anxiety
disorder is sometimes misdiagnosed among older adults when doctors misinterpret
symptoms of a physical ailment (for instance, racing heartbeat due to cardiac arrhythmia)
as signs of anxiety.

Diagnosis

Anxiety disorders are often debilitating chronic conditions, which can be present from an
early age or begin suddenly after a triggering event. They are prone to flare up at times of
high stress and are frequently accompanied by physiological symptoms such as headache,
sweating, muscle spasms, palpitations, and hypertension, which in some cases lead to
fatigue or even exhaustion.

In casual discourse the words "anxiety" and "fear" are often used interchangeably; in
clinical usage, they have distinct meanings: "anxiety" is defined as an unpleasant
emotional state for which the cause is either not readily identified or perceived to be
uncontrollable or unavoidable, whereas "fear" is an emotional and physiological response
to a recognized external threat. The term "anxiety disorder" includes fears (phobias) as
well as anxieties.

Anxiety disorders are often comorbid with other mental disorders, particularly clinical
depression, which may occur in as many as 60% of people with anxiety disorders. The
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fact that there is considerable overlap between symptoms of anxiety and depression, and
that the same environmental triggers can provoke symptoms in either condition, may help
to explain this high rate of comorbidity.

Studies have also indicated that anxiety disorders are more likely among those with
family history of anxiety disorders, especially certain types.

Sexual dysfunction often accompanies anxiety disorders, although it is difficult to
determine whether anxiety causes the sexual dysfunction or whether they arise from a
common cause. The most common manifestations in individuals with anxiety disorder are
avoidance of intercourse, premature ejaculation or erectile dysfunction among men and
pain during intercourse among women. Sexual dysfunction is particularly common
among people affected by panic disorder (who may fear that a panic attack will occur
during sexual arousal) and posttraumatic stress disorder.

Treatment

The most important clinical point to emerge from studies of social anxiety disorder is the
benefit of early diagnosis and treatment. Social anxiety disorder remains under-
recognized in primary care practice, with patients often presenting for treatment only
after the onset of complications such as clinical depression or substance abuse disorders.

Treatment options available include lifestyle changes; psychotherapy, especially
cognitive behavioral therapy; and pharmaceutical therapy. Education, reassurance and
some form of cognitive-behavioral therapy should almost always be used in treatment.
Research has provided evidence for the efficacy of two forms of treatment available for
social phobia: certain medications and a specific form of short-term psychotherapy called
cognitive-behavioral therapy (CBT), the central component being gradual exposure
therapy.

Psychotherapy

Research has shown that cognitive-behavioral therapy (CBT) can be highly effective for
several anxiety disorders, particularly panic disorder and social phobia. CBT, as its name
suggests, has two main components: cognitive and behavioral. In cases of social anxiety,
the cognitive component can help the patient question how they can be so sure that others
are continually watching and harshly judging him or her. The behavioral component
seeks to change people's reactions to anxiety-provoking situations.

As such it serves as a logical extension of cognitive therapy, whereby people are shown
proof in the real world that their dysfunctional thought processes are unrealistic. A key
element of this component is gradual exposure, in which the patient is confronted by the
things they fear in a structured, sensitive manner. Gradual exposure is an inherently
unpleasant technique; ideally it involves exposure to a feared social situation that is
anxiety provoking but bearable, for as long as possible, two to three times a week. Often,
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a hierarchy of feared steps is constructed and the patient is exposed to each step
sequentially.

The aim is to learn from acting differently and observing reactions. This is intended to be
done with support and guidance, and when the therapist and patient feel they are ready.
Cognitive-behavioral therapy for social phobia also includes anxiety management
training, which may include techniques such as deep breathing and muscle relaxation
exercises, which may be practiced 'in-situ'. CBT can also be conducted partly in group
sessions, facilitating the sharing of experiences, a sense of acceptance by others and
undertaking behavioral challenges in a trusted environment (Heimberg).

Some studies have suggested social skills training can help with social anxiety. However,
it is not clear whether specific social skills techniques and training are required, rather
than just support with general social functioning and exposure to social situations.

Additionally, a recent study has suggested that interpersonal therapy, a form of
psychotherapy primarily used to treat depression, may also be effective in the treatment
of social phobia.

Medications

When medication is indicated, SSRIs such as fluoxetine (Prozac), sertraline (Zoloft),
paroxetine (Paxil) and escitalopram (Lexapro) are generally recommended as first line
agents. SNRIs such as venlafaxine (Effexor) are also effective. Benzodiazepines, such as
alprazolam (Xanax), clonazepam (Klonopin) and diazepam (Valium) are also sometimes
indicated for short-term or PRN use. They are usually considered as a second-line
treatment due to disadvantages such as cognitive impairment and due to their risks of
dependence and withdrawal problems. MAOIs such as phenelzine (Nardil) and
tranylcypromine (Parnate) are considered an effective treatment and are especially useful
in treament-resistant cases, however, dietary restrictions and medical interactions may
limit their use. There is evidence that certain newer medications including the GABA
analogue pregabalin (Lyrica) and the novel antidepressant mirtazapine (Remeron) are
effective treatments for anxiety disorders. TCAs such as imipramine, as well as atypical
antipsychotics such as quetiapine, and piperazines such as hydroxyzine are occasionally
prescribed.

These medications need to be used with extreme care among older adults, who are more
likely to suffer side effects because of coexisting physical disorders. Adherence problems
are more likely among elderly patients, who may have difficulty understanding, seeing,
or remembering instructions.

SSRIs
Selective serotonin reuptake inhibitors (SSRIs), a class of antidepressants, are considered

by many to be the first choice medication for generalised social phobia. These drugs
elevate the level of the neurotransmitter serotonin, among other effects. The first drug

WORLD TECHNOLOGIES




formally approved by the Food and Drug Administration was paroxetine, sold as Paxil in
the U.S. or Seroxat in the UK. Compared to older forms of medication, there is less risk
of tolerability and drug dependency. However, their efficacy and increased suicide risk
has been subject to controversy.

In a 1995 double-blind, placebo-controlled trial, the SSRI paroxetine was shown to result
in clinically meaningful improvement in 55% of patients with generalized social anxiety
disorder, compared with 23.9% of those taking placebo. An October 2004 study yielded
similar results. Patients were treated with either fluoxetine, psychotherapy, fluoxetine and
psychotherapy, placebo and psychotherapy, or a placebo. The first four sets saw
improvement in 50.8% to 54.2% of the patients. Of those assigned to receive only a
placebo, 31.7% achieved a rating of 1 or 2 on the Clinical Global Impression-
Improvement scale. Those who sought both therapy and medication did not see a boost in
improvement.

General side-effects are common during the first weeks while the body adjusts to the
drug. Symptoms may include headaches, nausea, insomnia and changes in sexual
behavior. Treatment safety during pregnancy has not been established. In late 2004 much
media attention was given to a proposed link between SSRI use and juvenile suicide. For
this reason, the use of SSRIs in pediatric cases of depression is now recognized by the
Food and Drug Administration as warranting a cautionary statement to the parents of
children who may be prescribed SSRIs by a family doctor. Recent studies have shown no
increase in rates of suicide. These tests, however, represent those diagnosed with
depression, not necessarily with social anxiety disorder. However, due to the nature of the
conditions, those taking SSRIs for social phobias are far less likely to have suicidal
ideation than those with depression.

Other drugs

Although SSRIs are often the first choice for treatment, other prescription drugs are used,
sometimes only if SSRIs fail to produce any clinically significant improvement.

In 1985, before the introduction of SSRIs, anti-depressants such as monoamine oxidase
inhibitors (MAOIs) were frequently used in the treatment of social anxiety. Their efficacy
appears to be comparable or sometimes superior to SSRIs or benzodiazepines. However,
because of the dietary restrictions required, high toxicity in overdose, and
incompatibilities with other drugs, its usefulness as a treatment for social phobics is now
limited. Some argue for their continued use, however, or that a special diet does not need
to be strictly adhered to. A newer type of this medication, Reversible inhibitors of
monoamine oxidase subtype A (RIMAs) inhibit the MAO enzyme only temporarily,
improving the adverse-effect profile but possibly reducing their efficacy.

Benzodiazepines such as alprazolam and clonazepam are an alternative to SSRIs. These
drugs are often used for short-term relief of severe, disabling anxiety. Although
benzodiazepines are still sometimes prescribed for long-term everyday use in some
countries, there is much concern over the development of drug tolerance, dependency and
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recreational abuse. It has been recommended that benzodiazepines are only considered
for individuals who fail to respond to safer medications. Benzodiazepines augment the
action of GABA, the major inhibitory neurotransmitter in the brain; effects usually begin
to appear within minutes or hours.

The novel antidepressant mirtazapine has been proven effective in treatment of social
anxiety disorder. This is especially significant due to mirtazapine's fast onset and lack of
many unpleasant side-effects associated with SSRIs (particularly, sexual dysfunction).

In Japan, the serotonin-norepinephrine reuptake inhibitor (SNRI) Milnacipran is used in
the treatment of Taijin kyofusho a Japanese variant of social anxiety disorder.

Some people with a form of social phobia called performance phobia have been helped
by beta-blockers, which are more commonly used to control high blood pressure. Taken
in low doses, they control the physical manifestation of anxiety and can be taken before a
public performance.

A novel treatment approach has recently been developed as a result of translational
research. It has been shown that a combination of acute dosing of d-cycloserine (DCS)
with exposure therapy facilitates the effects of exposure therapy of social phobia
(Hofmann, Meuret, Smits, et al., 2006). DCS is an old antibiotic medication used for
treating tuberculosis and does not have any anxiolytic properties per se. However, it acts
as an agonist at the glutamatergic N-methyl-D-aspartate (NMDA) receptor site, which is
important for learning and memory (Hofmann, Pollack, & Otto, 2006). It has been shown
that administering a small dose acutely 1 hour before exposure therapy can facilitate
extinction learning that occurs during therapy.

Treatment controversy arises because while some studies indicate that a combination of
medication and psychotherapy can be more effective than either one alone, others suggest
pharmacological interventions are largely palliative, and can actually interfere with the
mechanisms of successful therapy. Meta-analysis indicates that psychotherapeutic
interventions have better long-term efficacy compared to pharmacotherapy. However, the
right treatment may very much depend on the individual patient's genetics and
environmental factors.

Natural treatments

Regular aerobic exercise, improving sleep hygiene and reducing caffeine are often useful
in treating anxiety.

Herbal drugs are often used in patients with somatoform disorders. In one clinical trial,
butterbur in a fixed herbal drug combination (Ze 185 = 4-combination versus 3-
combination without butterbur and placebo) was used in patients with somatoform
disorders. For a 2-week treatment in patients with somatization disorder (F45.0) and
undifferentiated somatoform disorder (F45.1), 182 patients were randomized for a 3-arm
trial (butterbur root, valerian root, passionflower herb, lemon balm leaf versus valerian
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root, passionflower herb, lemon balm leaf versus placebo). Anxiety (visual analogue
scale - VAS) and depression (Beck's Depression Inventory - BDI) were used as primary
parameters, and Clinical Global Impression (CGI) was used a secondary parameter. The
4-combination was significantly superior to the 3-combination and placebo in all the
primary and secondary parameters (PP-population), without serious adverse events.

Many other natural remedies have been used for anxiety disorder. These include kava,
where the potential for benefit seems greater than that for harm with short-term use in
patients with mild to moderate anxiety. Based on Cochrane's systematic review of seven
RCTs (n = 380), with findings supported by five lower-quality trials (n = 320), the
American Academy of Family Physicians (AAFP) recommends use of kava for patients
with mild to moderate anxiety disorders who are not using alcohol or taking other
medicines metabolized by the liver, but who wish to use “natural” remedies. Side effects
of kava in the clinical trials were rare and mild.

Inositol has been found to have modest effects in patients with panic disorder or

obsessive-compulsive disorder. St. John's wort and Sympathyl have also been used to
treat anxiety, but with little scientific evidence as to their effectiveness.
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Chapter 14

Causes of Mental Disorders

The causes of mental disorders are complex, and interact and vary according to the
particular disorder and individual. Genetics, early development, drugs, a loss of a family
member, disease or injury, neurocognitive and psychological mechanisms, and life
experiences, society and culture, can all contribute to the development or progression of
different mental disorders.

General theories

There are a number of theories or models seeking to explain the causes (etiology) of
mental disorders. They may be based on different foundations, including their basic
classification of mental disorders.

The most common view is that disorders tend to result from genetic vulnerabilities and
environmental stressors combining to cause patterns of dysfunction or trigger disorders
(Diathesis-stress model). A practical mixture of models may often be used to explain
particular issues and disorders, although there may be difficulty defining boundaries for
indistinct psychiatric syndromes.

The primary model of contemporary mainstream Western psychiatry is the
biopsychosocial model (BPS), which merges together biological, psychological and
social factors. It may be commonly neglected or misapplied in practice due to being too
broad or relativistic, however, and biopsychiatry has tended to follow a biomedical model
focused on organic or "hardware" pathology of the brain.

Psychoanalytic theories, focused on unresolved internal and relational conflicts, have
been posited as overall explanations of mental disorder, although today most
psychoanalytic groups are said to adhere to the biopsychosocial model and to accept an
eclectic mix of subtypes of psychoanalysis.

Evolutionary psychology (or more specifically evolutionary psychopathology or
psychiatry) has also been proposed as an overall theory, positing that many mental
disorders involve the dysfunctional operation of mental modules adapted to ancestral
physical or social environments but not necessarily to modern ones. Attachment theory is
another kind of evolutionary-psychological approach sometimes applied in the context
for mental disorders, which focuses on the role of early caregiver-child relationships,
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responses to danger, and the search for a satisfying reproductive relationship in
adulthood.

An overall distinction is also commonly made between a "medical model" (also known as
a biomedical or disease model), and a "social model" (also known as an empowerment or
recovery model) of mental disorder and disability, with the former focusing on
hypothesized disease processes and symptoms, and the latter focusing on hypothesized
social constructionism and social contexts.

Genes

Family-linkage and twin studies have indicated that genetic factors often play an
important role in the development of mental disorders. The reliable identification of
specific genetic susceptibility to particular disorders, through linkage or association
studies, has proven difficult. This has been reported to be likely due to the complexity of
interactions between genes, environmental events, and early development or to the need
for new research strategies. The heritability of behavioral traits associated with mental
disorder may be greater in permissive than in restrictive environments, and susceptibility
genes probably work through both "within-the-skin" (physiological) pathways and
"outside-the-skin" (behavioral and social) pathways. Investigations increasingly focus on
links between genes and endophenotypes—more specific traits (including
neurophysiological, biochemical, endocrinological, neuroanatomical, cognitive, or
neuropsychological)—rather than disease categories.

Pregnancy and birth

Environmental events surrounding pregnancy and birth have been linked to an increased
development of mental illness in the offspring. This includes maternal exposure to
serious psychological stress or trauma, conditions of famine, obstetric birth
complications, infections, and gestational exposure to alcohol or cocaine. Such factors
have been hypothesized to affect specific areas of neurodevelopment within the general
developmental context and to restrict neuroplasticity.

People with developmental disabilities, such as mental retardation, are more likely to
experience mental illness than those in the general community.

Disease, injury and infection

Higher rates of mood, psychotic, and substance abuse disorders have been found
following traumatic brain injury (TBI). Findings on the relationship between TBI severity
and prevalence of subsequent psychiatric disorders have been inconsistent, and
occurrence has been linked to prior mental health problems as well as direct
neurophysiological effects, in a complex interaction with personality and attitude and
social influences.
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A number of psychiatric disorders have often been tentatively linked with microbial
pathogens, particularly viruses; however while there have been some suggestions of links
from animal studies, and some inconsistent evidence for infectious and immune
mechanisms (including prenatally) in some human disorders, infectious disease models in
psychiatry are reported to have not yet shown significant promise except in isolated
cases. There have been some inconsistent findings of links between infection by the
parasite Toxoplasma gondii and human mental disorders such as schizophrenia, with the
direction of causality unclear. A number of diseases of the white matter can cause
symptoms of mental disorder.

Poorer general health has been found among individuals with severe mental illnesses,
thought to be due to direct and indirect factors including diet, bacterial infections,
substance use, exercise levels, effects of medications, socioeconomic disadvantages,
lowered help-seeking or treatment adherence, or poorer healthcare provision. Some
chronic general medical conditions have been linked to some aspects of mental disorder,
such as AIDS-related psychosis.

The current research on Lyme's disease caused by a deer tick, and related toxins, is
expanding the link between bacterial infections and mental illness.

Individual characteristics

Mental characteristics of individuals, as assessed by both neurological and psychological
studies, have been linked to the development and maintenance of mental disorders. This
includes cognitive or neurocognitive factors, such as the way a person perceives, thinks
or feels about certain things; or an individual's overall personality, temperament or
coping style or the extent of protective factors or "positive illusions" such as optimism,
personal control and a sense of meaning.

Abnormal levels of dopamine activity have been implicated in a number of disorders
(e.g., reduced in ADHD, increased in schizophrenia), thought to be part of the complex
encoding of the importance of events in the external world. Dysfunction in serotonin and
other monoamine neurotransmitters such as norepinephrine and dopamine has also been
centrally implicated in mental disorders, including major depression as well as obsessive
compulsive disorder, phobias, posttraumatic stress disorder, and generalized anxiety
disorder, although the limitations of a simple "monoamine hypothesis" have been
highlighted and studies of depleted levels of monoamine neurotransmitters have tended to
indicate no simple or directly causal relation with mood or major depression, although
features of these pathways may form trait vulnerabilities to depression. Dysfunction of
the central gamma-aminobutyric (GABA) system following stress has also been
associated with anxiety spectrum disorders and there is now a body of clinical and
preclinical literature also indicating an overlapping role in mood disorder.

Findings have indicated abnormal functioning of brainstem structures in disorders such as

schizophrenia, related to impairments in maintaining sustained attention. Some
abnormalities in the average size or shape of some regions of the brain have been found
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in some disorders, reflecting genes and/or experience. Studies of schizophrenia have
tended to find enlarged ventricles and sometimes reduced volume of the cerebrum and
hippocampus, while studies of (psychotic) bipolar disorder have sometimes found
increased amygdala volume. Findings differ over whether volumetric abnormalities are
risk factors or are only found alongside the course of mental health problems, possibly
reflecting neurocognitive or emotional stress processes and/or medication use or
substance use. Some studies have also found reduced hippocampal volumes in major
depression, possibly worsening with time depressed.

Life events, emotional stress and relationships

It is reported that there is good evidence on the importance of psychosocial influences on
psychopathology in general, although less known about the specific risk and protective
mechanisms. Maltreatment in childhood and in adulthood, including sexual abuse,
physical abuse, emotional abuse, domestic violence and bullying, has been linked to the
development of mental disorders, through a complex interaction of societal, family,
psychological and biological factors. Negative or stressful life events more generally
have been implicated in the development of a range of disorders, including mood and
anxiety disorders. The main risks appear to be from a cumulative combination of such
experiences over time, although exposure to a single major trauma can sometimes lead to
psychopathology, including PTSD. Resilience to such experiences varies, and a person
may be resistant to some forms of experience but susceptible to others. Features
associated with variations in resilience include genetic vulnerability, temperamental
characteristics, cognitive set, coping patterns, and other experiences.

Relationship issues have been consistently linked to the development of mental disorders,
with continuing debate on the relative importance of the home environment or
work/school and peer group. Issues with parenting skills or parental depression or other
problems may be a risk factor. Parental divorce appears to increase risk, perhaps only if
there is family discord or disorganization, although a warm supportive relationship with
one parent may compensate. Details of infant feeding, weaning, toilet training etc. do not
appear to be importantly linked to psychopathology. Early social privation, or lack of
ongoing, harmonious, secure, committed relationships, have been implicated in the
development of mental disorders.

Some approaches, such as certain theories of co-counseling, may see all non-neurological
mental disorders as the result of the self-regulating mechanisms of the mind (which
accompany the physical expression of emotions) not being allowed to operate.

Neighborhoods, society and culture

Problems in communities or cultures, including poverty, unemployment or
underemployment, lack of social cohesion, and migration, have been implicated in the
development of mental disorders. Stresses and strains related to socioeconomic position
(socioeconomic status (SES) or social class) have been linked to the occurrence of major
mental disorders, with a lower or more insecure educational, occupational, economic or
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social position generally linked to more mental disorders. There have been mixed
findings on the nature of the links and on the extent to which pre-existing personal
characteristics influence the links. Both personal resources and community factors have
been implicated, as well as interactions between individual-level and regional-level
income levels. The causal role of different socioeconomic factors may vary by country.
Socioeconomic deprivation in neighborhoods can cause worse mental health, even after
accounting for genetic factors. In addition, minority ethnic groups, including first or
second-generation immigrants, have been found to be at greater risk for developing
mental disorders, which has been attributed to various kinds of life insecurities and
disadvantages, including racism. The direction of causality is sometimes unclear, and
alternative hypotheses such as the Drift Hypothesis sometimes need to be discounted.

Mental disorders have also been linked to the overarching social, economic and cultural
system. A value system that promotes individualism, weakens social ties, and creates
ambivalence towards children, is being spread or imposed via globalization, yet could
adversely affect children's mental health.
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Chapter 15

Treatment of Mental Disorders and
Services for Mental Disorders

Treatment of mental disorders

The treatment of mental disorders includes various forms of psychotherapy, psychiatric
medication, and other practices.

Psychotherapy

A common form of treatment for many mental disorders is psychotherapy. Psychotherapy
is an interpersonal intervention, usually provided by a mental health professional such as
a clinical psychologist, that employs any of a range of specific psychological techniques.
There are several main types. Cognitive behavioral therapy (CBT) is used for a wide
variety of disorders, based on modifying the patterns of thought and behavior associated
with a particular disorder. There are various kinds of CBT therapy, and offshoots such as
dialectical behavior therapy. Psychoanalysis, addressing underlying psychic conflicts and
defenses, has been a dominant school of psychotherapy and is still in use. Systemic
therapy or family therapy is sometimes used, addressing a network of relationships as
well as individuals themselves. Some psychotherapies are based on a humanistic
approach. Some therapies are for a specific disorder only, for example interpersonal and
social rhythm therapy.

Mental health professionals often pick and choose techniques, employing an eclectic or
integrative approach tailored to a particular disorder and individual. Much may depend
on the therapeutic relationship, and there may be issues of trust, confidentiality and
engagement.

Medication

Psychiatric medication is also widely used to treat mental disorders. These are licenced
psychoactive drugs usually prescribed by a psychiatrist or family doctor. There are
several main groups. Antidepressants are used for the treatment of clinical depression as
well as often for anxiety and other disorders. Anxiolytics are used, generally shorter-
term, for anxiety disorders and related problems such as insomnia. Mood stabilizers are
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used primarily in bipolar disorder, mainly targeting mania rather than depression.
Antipsychotics are used for psychotic disorders, notably in schizophrenia. Stimulants are
commonly used, notably for ADHD.

Despite the different conventional names of the drug groups, there can be considerable
overlap in the kinds of disorders for which they are actually indicated. There may also be
off-label use. There can be problems with adverse effects and adherence.

Other

Electroconvulsive therapy (known as ECT) is sometimes used, for example in prolonged
mood disorder unresponsive to other interventions. Psychosurgery, including deep brain
stimulation, is another available treatment for some disorders.

Creative therapies are sometimes used, including music therapy, art therapy or drama
therapy.

Lifestyle adjustments and supportive measures are often used, including peer support,
self-help and supported housing or employment. Some advocate dietary supplements.
Many things have been found to help at least some people. A placebo effect may play a
role.

Services

Often an individual may engage in different treatment modalities and use various mental
health services. These may be under case management (sometimes referred to as "service
coordination"), use inpatient or day treatment, utilize a psychosocial rehabilitation
program, and/or take part in an Assertive Community Treatment program. Providing
optimal treatments earlier in the course of a mental health disorder may prevent further
relapses and ongoing disability and has led to a new early intervention in psychosis
service approach for psychosis.

Mental health services may be based in hospitals, clinics or the community.

Some approaches are based on a recovery model of mental disorder, and may focus on
challenging stigma and social exclusion and creating empowerment and hope.

In America, half of people with severe symptoms of a mental health condition were
found to have received no treatment in the prior 12 months.

Fear of disclosure, rejection by friends, and ultimately discrimination are a few reasons
why people with mental health conditions often don't seek help.

List of treatments

e Somatotherapy (type of pharmacotherapy; biology-based treatments)
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o Psychiatric medications (psychoactive drugs used in psychiatry)
* Antianxiety drugs (anxiolytics)
» Antidepressant drugs
= Antipsychotic drugs
* Mood stabilizers
o Shock therapy also known as convulsive therapies
= Insulin shock therapy (no longer practiced)
= Electroconvulsive therapy
o Psychosurgery
* Leukotomy (prefrontal lobotomy; no longer practiced)
= Bilateral cingulotomy
= Deep brain stimulation
o Psychotherapy (psychology-based treatment)
Cognitive Behavior Therapy
Psychoanalysis
Gestalt Therapy
Interpersonal psychotherapy
EMDR
Behavior Therapy

o O O O O O

Services for mental disorders

Services for mental disorders offer treatments, support or advocacy to people judged to
have mental disorders (mental illnesses).

Medical services

Family practice (general practice) centers in communities are commonly the first line for
assessment of mental health conditions, and may prescribe psychiatric drugs and
sometimes provide basic counseling or therapy for "common mental disorders".
Secondary medical services may include psychiatric hospitals, although since
deinstitutionalization these have been restricted in favor of wards within general
hospitals, and community mental health services based more locally.

Such services may be provided on an inpatient or, more commonly, outpatient basis.
They may offer a range of treatments, usually centered around psychiatric drugs, and be
provided by a range of mental health professionals, notably psychiatrists and psychiatric
and mental health nurses. Non-medical professionals may also be involved, such as
clinical psychologists, social workers and various kinds of therapists or counselors.
Usually headed by psychiatrists and therefore based on a medical model, multidisiplinary
teams may be involved in assertive community treatment and early intervention, and may
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be coordinated via a case management system (sometimes referred to as "service
coordination").

Individual therapy services

Numerous services exist exclusively for the therapy of mental disorders and distress.
They may offer integrative psychotherapy (an eclectic tailored mix of approaches) or a
particular approach, such as cognitive behavioral therapy.

Social care services

Community services often include supported housing with full or partial supervision,
including halfway houses. Social workers and support workers provide support and
advocacy.

Consumer, survivor and ex-patient services

Many Consumer/survivor/ex-patient organizations provide services for those labeled as
having a mental disorder. A number of charities providing services are "consumer-led".
There are self-help/mutual support groups and day centers or clubhouses. Staff with a
lived experience are now being employed as peer support specialists within mental health
teams.

Traditional healing centers

Traditional healing centers provide a popular and accessible service across the African
continent and other areas of the world, and often deal with mental disorders.

Legal services

Legal services exist to regulate and supervise the involuntary commitment or outpatient
commitment of those judged to have mental disorders and to be a danger to themselves or
others. Some legal organizations provide specialized services for those diagnosed with
mental disorders who may be challenging discrimination or involuntary commitment.
Mental health courts are specialized court dockets that exist in some places to provide
community treatment and supervision in lieu of incarceration for criminal offenders with
mental illness.

Global situation
A Global Mental Health Group in coordination with the World Health Organization has

called for an urgent scaling up of the funding, staffing and coverage of services for
mental disorders in all countries, especially in low-income and middle-income countries.
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According to the Recovery model, services must always support an individual's personal
journey of recovery and independence, and a person may or may not need services at any
particular time, or at all.
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