Somatoform disorders
       Somatization 
       expression of psychological stress through physical symptoms
                                               
       Transference of mental experiences into bodily symptoms
       Mind-body disorders
       Characterized by 
       both psychological & physiological symptoms
       Presence of physical symptoms that suggest a medical condition w/out demonstrable organic basis to account fully for those symptoms
       are physical ailments (such as pain, nausea, depression, dizziness) or concerns for which no adequate medical explanation has been found. 
       A diagnosis of a somatoform disorder implies that psychological factors are a large contributor to the symptoms' onset, severity and duration.
       not the result of conscious malingering or factitious disorders.
Characteristics:
       Complaint of physical symptoms cannot be explained by physiological tests
       Psychological factors and conflicts seem important in initiating, exacerbating & maintaining the disturbance
       Inability to control symptoms voluntarily since s/s are not under client’s conscious control
Types/Classifications
       Conversion Disorder
       Somatization Disorder
       Hypochondriasis
       Body Dysmorphic Disorder
       Pain Disorder
I. Conversion Disorder
       Sometimes called Conversion Reaction
       Involves a loss or a change in physical functioning that cant be associated with any organic cause and seems to be associated with physical stressors
       Key feature: 
       La belle indifference
       A seeming lack of concern or distress
       is a DSM-IV diagnosis which describes neurological symptoms which cannot be currently attributed to neurological disease such as:
        extreme weakness, 
       paralysis, 
       sensory disturbance, 
       seizure and attacks that may resemble a known organic disease such as epileps or
        dystonia 
       Characterized by:
       Sensory dysfunction: blindness/loss of tactile sense
       Motor system dysfunction: aphasia, impaired coordination, paralysis, seizure
       La belle indifference: seeming unconcern with a fairly dramatic symptom: being unable to walk or move a limb
       (DSM-IV) Diagnostic Criteria:
       One or more symptoms or deficits are present that affect voluntary motor or sensory function suggestive of a neurologic or other general medical condition. 
       Stressors or other conflicts precede the initiation or exacerbation of the symptom or deficit. 
       A diagnosis where the stressor precedes the onset of symptoms by up to 15 years is not unusual. 
       symptom or deficit is not intentionally produced or feigned (as in factitious disorder or malingering). 
       symptom or deficit cannot be explained fully by a general medical condition, direct effects of a substance, or as a culturally sanctioned behavior or experience. 
       symptom or deficit causes clinically significant distress or impairment in social, occupational, or other important areas of functioning or warrants medical evaluation
       Observed more commonly in lower socioeconomic groups 
       May be more common in military personnel exposed to combat situations.
       Cultural factors may play a significant role.
       Symptoms that might be considered a conversion disorder in one culture may be a normal expression of anxiety in other cultures.
       One study reports that conversion disorder accounts for 1.2-11.5% of psychiatric consultations for hospitalized medical and surgical patients.
Onset/Incidence:
       May present at any age but is rare in children younger than 10 years or in persons older than 35 years. 
       Some studies have reported another peak for patients aged 50-60 years.
       In a University of Iowa study of 32 patients with conversion disorder, 
       mean age was 41 years with a range of 23-58 years.
In pediatric patients, incidence of conversion is increased after physical or sexual abuse. 
       Incidence also increases in those children whose parents are either seriously ill or have chronic pain.
        Parents whose children develop illness that cannot be medically explained are at risk of being charged with Munchausen syndrome by proxy
       Malingering – intentional production of false or grossly exaggerated physical or psychological symptoms
Motivated by external incentives: avoiding work, evading criminal prosecution, obtaining financial compensation, or drugs
Terms to remember
       Factitious disorder
       a mental disorder where the "ill" individual's symptoms are either self-induced or falsified by the patient. 
       act of an individual faking, exaggerating, or even inflicting self injuries. 
       The main reasons why individuals develop this disorder is to assume the status of a "patient." 
       Hence, they win over the attention, nurturance, sympathy, and even leniency that they feel they are unable to obtain any other way. 
       individuals produce or exaggerate the symptoms of mental or physical illness  by contaminating urine samples, taking hallucinogens, injecting themselves with bacteria to produce infections, and other such similar behavior. 
       Munchausen syndrome – common term for Factitious disorder
       Munchausen syndrome by proxy
       Occurs when a person inflicts illness or injury on someone else to gain attention of ER personnel or to be a “hero” for saving the victim
Assessment of Conversion Disorders
       La belle indifference
       Physical limitation or disability
       Feeling of guilt, anxiety and frustration
       Low self-esteem
       Unexpressed anger or conflict
Care Strategies
       Acknowledge complaints
       Clear and coherent explanation of the disorder
       Emphasize genuineness of the condition, that it is common, potentially reversible and does not mean that the sufferer is a 'psycho'. 
       Ideally the patient should be followed up neurologically for a while to ensure that the diagnosis has been understood
       Divert the patient’s attention
       Discourage secondary gains:  gaining attention, sympathy, nurturance
       Encourage independence
       Physiotherapy where appropriate
       Treat  comorbid depression or anxiety if present
II. Somatization disorder
       (also Briquet's disorder or, in antiquity, hysteria) 
       Psychiatric diagnosis applied to patients who chronically and persistently complain of varied physical symptoms that have no identifiable physical origin. 
       characterized by repeated complaints of physical illness over an extended period of time, that are not related to actual organic illness or injury, and begins in early adulthood. 
       Onset: early adulthood/ before age of 30 years and persisting for several years
Etiology
       Psychobiologic Theory
       Person experiences high levels f physiologic arousal( increased awareness of somatic sensation)
       Alexithymia: deficient communication between brain hemispheres  difficulty in expressing emotions directly physical sensations
       Cognitive-Behavioral Theory
       Child learns from her parents to express anxiety thru somatization, secondary gains reinforce symptoms
       Person has cognitive distortions: benign symptoms are magnified and interpreted as serious disease
       Psychoanalytic Theory
       Psychological source of ego conflict is denied and finds expression thru displacement of anxiety thru physical symptoms
DSM-IV Diagnostic Criteria (five criteria and each criterion should be met)
       a history of somatic symptoms prior to the age of 30 
       pain in at least four different sites on the body 
       two gastrointestinal problems other than pain such as vomiting or diarrhea 
       one sexual symptom such as lack of interest or erectile dysfunction 
       one pseudoneurological symptom similar to those seen in Conversion disorder such as fainting or blindness. 
       Such symptoms cannot be related to any medical condition.
Symptoms 
       Pain: Headache, in abdomen, menstruation or sexual intercourse
       GI: Nausea, vomiting, bloating, diarrhea
       Sexual: indifference, erectile or ejaculatory dysfunction
       Pseudoneurologic: impaired coordination or balance, paralysis, difficulty in swallowing, aphonia, urinary retention, etc.
Gains/Significance 
       Illness allows isolated person access to support system
       Sick role can be used to rationalize failures
       Sick role can be used to gain nurturance
       Somatic symptoms may be a cry for help
       Assessment
       Physical complaints
       Psychosexual complaints
       Secondary gains
       Management
       Mainstay: long-term relationship with health care provide prevents seeking multiple providers with multiple recommendations for testing, treatment, & medications
       Mainstay: long-term relationship with health care provide prevents seeking multiple providers with multiple recommendations for testing, treatment, & medications
       Avoid treatment w/ medications characterized by tolerance & dependence
       Encourage psychotherapy 
       Family education
       Encourage client to participate in community based self-help groups
       Nursing Care
       Assess physical problems
       Don’t reinforce the sick role
       Discourage verbalization of physical symptoms by not responding w/ (+) reinforcement
       Alternative ways of meeting needs
       Explore source of anxiety
       Encourage relaxation technique
       Administer anxiolytics/antidepressants
III. Hypochondriasis
       Also called Hypochondria and sometimes referred to as health anxiety/health phobia) 
       an excessive preoccupation or worry about having a serious illness
       Unrealistic fear of having a serious illness
       Person’s interpretation of symptoms is without organic basis
Characterized by:
       Persistent, severe, morbid preoccupation w/ one’s physical and emotional health accompanied by various somatic complaints w/o demonstrated organic cause
       Preoccupation exists despite appropriate medical evaluation and assurance
       Duration of at least 6 months
       Etiology
       Psychodynamic perspective
       Anger turned inward of unacceptable feelings of anger
       Behavioral Model
       Client’s actions are a form of learned behavior resulting from a family ho gave excessive attention to illness & bodily complaints
       Assessment
       Frequent somatic complaints
       Fatigue
       Insomnia
       Extensive use of medicines
       Repeated visits to the doctor
Treatment
       To treat hypochondriasis, one must acknowledge the interplay of body and mind. 
       Cognitive behavioral therapy- modifying everyday thoughts and behaviors, with the aim of positively influencing emotions. 
       Antidepressants: SSRI
Care Strategies
       Remind on keeping a journal describing symptoms or events that led to your anxiety or panic attacks, or episodes of illness 
       Encourage trying to restrict or put a time limit on one's internet medical research, reading of medical books, or self-checking behaviors, as they tend to increase illness worries. 
       Facilitate maintaining a healthy lifestyle, including a good night sleep, well-balanced diet and a positive outlook. 
       Encourage exercise and socialization, relaxation techniques
       Try interrupt one's worries with activities that will fully engage one's attention and shift it away from illness
       Ex. hobbies, word or number games, exercise or walking, talking with a humorous friend, or recalling happy memories. 
       Encourage thinking about alternative explanations for one's physical sensations that might include stress or normal bodily changes. 
       Breaking one's habits of worrying one one step at a time. 
IV. Body Dysmorphic Disorder
       is a mental disorder that involves a disturbed body image. 
       Person is extremely critical of his physique or self-image, despite absence of noticeable disfigurement or defect. 
Etiology
       Thought to be the somatic expression of obsessive-compulsive disorder
       A chemical imbalance in the brain. 
       Insufficient level of serotonin, 
       it may be hereditary.
       Generalized anxiety disorder as coexisting condition
Characteristics
       Preoccupation w/ an imagined defect in appearance
       Persons tend to be:
        very secretive and reluctant to seek help
       afraid others will think them vain or they may feel too embarrassed to do so. 
       If a slight anomaly is present, person’s concern is markedly excessive
       People suffering are:
        generally considered of normal appearance but
        believe that they are so unspeakably hideous that they are unable to interact with others or function normally, and
       fear of ridicule and humiliation at their appearance. 
       May engage in compulsive mirror checking behaviors or mirror avoidance, 
       Typically think about their appearance for more than one hour a day, 
       In severe cases may drop all social contact and responsibilities as they become homebound. 
       Chronically low self-esteem: 
       value of oneself being so closely linked with perceived appearance
       Disorder is linked to an unusually high suicide rate among all mental disorders.
DSM IV Diagnostic Criteria
       Patient is preoccupied with an imagined defect of appearance or is excessively concerned about a slight physical anomaly. 
       Preoccupation causes clinically important distress or impairs work, social or personal functioning. 
       Another mental disorder (such as Anorexia Nervosa) does not better explain the preoccupation. 
Symptoms
       Compulsive mirror checking, glancing in reflective doors, windows and other reflective surfaces. 
       Alternatively, an inability to look at ones own reflection or photographs of oneself; often the removal of mirrors from the home. 
       Compulsive skin-touching, especially to measure or feel the perceived defect. 
       Reassurance seeking from loved ones. 
       Social withdrawal and co-morbid depression. 
       Obsessive viewing of favorite celebrities or models the person suffering from BDD may wish to resemble. 
       Excessive grooming behaviors: combing hair, plucking eyebrows, shaving, etc. 
       Obsession with plastic surgery or multiple plastic surgeries with little satisfactory results for the patient. 
       In obscure cases, patients have performed plastic surgery on themselves, including liposuction and various implants with disastrous results.
Common locations of imagined defects
       skin (73%) 
       hair (56%) 
       nose (37%) 
       weight (22%) 
       stomach (22%) 
       breasts/chest/nipples (21%) 
       eyes (20%) 
       thighs (20%) 
       teeth (20%) 
       legs (overall) (18%) 
       body build / bone structure (16%) 
       ugly face (general) (14%) 
       lips (12%) 
       buttocks (12%) 
       chin (11%) 
       eyebrows (11%) 
       People with BDD often have more than one area of concern.
Treatments
       Cognitive Behavioral Therapy coupled with exposure therapy
       Antidepressants: SSRI
       Anxiolytics
V. Pain disorder
       occurs when a person experiences chronic and constant pain in one or more areas, and is thought to be caused by psychological stress 
       may begin at any age, and more women than men seem to experience it (APA, 2000). 
       often occurs after an accident or during an illness that has caused genuine pain, which then takes a life of its own.
       Characteristics of the Pain
       often so severe that it disables the patient from proper functioning.
 
       can last as short as a few days, to as long as many years.
Diagnostic Criteria
       Pain has existed for at least six months in one or more body areas. 
       Psychological factors have caused or have an important role in the onset, severity, exacerbation or maintenance of the pain. 
       Many of these patients have depressive illnesses, and in some of them major depression may be the root cause. 
       Pain causes distress that is clinically important or impairs work, social or personal functioning. 
       Other Disorders (Mood, Anxiety, Psychotic) do not explain the symptoms better, and the patient does not meet criteria for Dyspareunia. 
       Person doesn't consciously feign the symptoms for material gain (Malingering) or to occupy the sick role (Factitious Disorder). 
Treatment:
       The goal: to ease the pain and help the person learn how to live with it. 
       Invasive evaluations and surgical interventions should be avoided if possible.
       Counseling and Psychotherapy 
       Psychiatric referrals may be helpful, though many people with this disorder resist psychiatric interventions. 
       Pharmacotherapy 
General Nursing Interventions
       Offer explanation and support during diagnostic tests
       After physical complaints have been investigated, avoid reinforcements.
       Spend time with clients at times other than when client calls nurse to offer physical complaints
       Do not imply that the symptoms are real
       Shift focus from somatic complaints to feelings or neutral topics
       Assess secondary gains that physical illness provide for the client
       Use matter of fact approach
       Have client look at effects of illness behavior on others
       Teach assertiveness and stress reduction techniques
